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Introduction
Noncommunicable diseases accounted for more than half 
of the global burden of morbidity in 2013 [1]. Cardiovas-
cular diseases, cancers, chronic respiratory diseases and 
diabetes are the main ones [2]. They can be prevented 
by addressing risk factors such as smoking, alcohol con-
sumption, diet and physical activity [3]. Combating 
risk factors is an integral part of the mission of primary 
care providers [4]. Primary care refers to the first level 
of care and services for common ailments and injuries 
[5]. However, in practice, risk factor management is still 
not optimal. A study of healthcare systems showed that 
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Abstract
Background Although primary care providers have a major role to play in combating risk factors, preventive 
practices can still be improved. The development of coordinated practice is considered as an opportunity to integrate 
prevention into primary care. What are the conditions, obstacles and facilitators involved in such a process?

Objectives To explore and describe the conditions under which prevention is integrated into ‘communautés 
professionnelles territoriales de santé’ (CPTS = territorial professional health communities) in France, a new type of 
primary care organization being generalized in France.

Method A case study was conducted in two regions of France. We conducted interviews with: (i) healthcare 
professionals and coordinators, and (ii) local healthcare authorities and territorial officers for the CPTS. Data were 
collected through individual and semi-structured group interviews, observations and a documentary analysis. They 
were then coded by two investigators according to two coding trees depending on the population involved. A 
thematic analysis was then carried out.

Results This case study was composed of 18 interviews, two observations and three documents. They showed that 
healthcare professionals and healthcare authorities do not share the same vision, issues and expectations regarding 
prevention. For the former, prevention should be integrated into care as in preventive clinical practices, while the 
latter are more focused on the healthcare system with a vision based on prevention programs.

Conclusion This study identified the obstacles and facilitators to integrating prevention into coordinated practices in 
primary care.
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among 59% of women diagnosed with high blood pres-
sure worldwide, 47% are treated and only 23% have their 
blood pressure controlled [6].

To explain this situation, a recent literature review 
highlighted the significant number and heterogeneity of 
barriers and facilitators affecting the practice of preven-
tion in primary care settings [7, 8]. These factors varied 
depending on their source (the patient, the healthcare 
professional, or the healthcare system) and their level 
of influence (individual, organizational, or contextual). 
Most of these barriers and facilitators were organiza-
tional. They were related to the structure of primary care 
(e.g., the lack of available infrastructures for profession-
als wishing to develop prevention strategies (barrier)), 
the interventions themselves (e.g., low-cost interventions 
integrated into routine activities, systematically imple-
mented and tailored to the needs of patients (facilita-
tor)), or accessibility (e.g., the lack of financial support for 
patients (barrier)) [7].

In parallel, the primary care system has recently under-
gone organizational changes in many western countries, 
with the main aim of improving coordination between 
healthcare professionals [9]. Some systems have been 
introduced in other countries, such as the Centres Inté-
grés de Santé et de Services Sociaux in Quebec, which 
ensure the accessibility, continuity and quality of services 
for users of the healthcare system [10], or the Integrated 
Care Systems in the United Kingdom [11]. In France, the 
Communautés Professionnelles Territoriales de Santé 
(CPTS) were created for healthcare providers in the 
same geographical area to work together on a joint health 
project to improve patient care [12] (more details in the 
Methods section).

The development of prevention through the CPTS is 
a stated objective of healthcare authorities [13]. Consis-
tent with the results of the literature review, the CPTS 
aim to remove the main barriers to the development of 
prevention in primary care [7]. The ways in which pre-
vention is integrated into the CPTS remain largely unex-
plored. What type of prevention is involved? What do 
professionals understand by the term ‘prevention’? The 
objective of this study was therefore to investigate the 
conditions under which prevention is integrated into the 
CPTS in France.

Methods
The organization of primary care in France
In France, primary care is provided by general practitio-
ners (GP) and other professionals such as dentists, mid-
wives, pharmacists, nurses and physiotherapists [5]. Most 
healthcare professionals are free to settle in any location 
they wish [5]. In 2018, 6% of the French population lived 
in areas with a shortage of GPs [14]. To respond to this 
issue and address other challenges in primary care (e.g., 

organizing unscheduled care, coordinating primary care 
and hospital settings and improving the medical attrac-
tiveness of the area, the cooperation between doctors 
and nurses for home care, and the patient care pathway), 
the organization has evolved in recent years from a his-
torically individual practice to a coordinated practice 
[5]. Two main types of organization have thus emerged: 
(i) multidisciplinary group practices (Maisons de Santé 
Pluriprofessionnelles = MSP) (since 2007 [15], which bring 
together independent primary care medical and para-
medical professionals in the same geographical area to 
work on a joint health project, and (ii) the CPTS since 
2016 [16], a flexible system for freelance or, hospital pro-
fessionals and medico-social or social professionals in the 
same area who wish to cooperate to address the specific 
healthcare needs of the local population [13].

In this article, we focus on the CPTS, which are cur-
rently promoted and deployed nationwide by the gov-
ernment. Initially, their development is organized by 
healthcare professionals who wish to address one or more 
identified health issues in a specific region and to set up 
a shared health project. To be operational, a CPTS must 
be formally contracted by a CPTS committee (i.e., the 
healthcare professionals governing the CPTS), then vali-
dated by the Regional Health Agency and the National 
Health Insurance agency. A CPTS project includes four 
mandatory missions: (i) to improve access to care, (ii) to 
organize multidisciplinary care pathways for patients, 
(iii) to develop territorial prevention initiatives, and 
(iv) to participate in responses to public health crises. 
For each of these missions and for its general function-
ing, the CPTS receive funding from the Regional Health 
Agencies and the National Health Insurance agency, with 
funding depending on the attainment of the objectives 
set out in the contract. In addition to their usual fund-
ing, CPTS members involved in certain missions receive 
specific funding for their work. Each healthcare profes-
sional can freely determine the level of their commitment 
to the CPTS they are involved in. To meet these coordi-
nation and project management objectives, a new profile 
is emerging: CPTS coordinators. Part of the funding is 
dedicated to their work.

Study design
We conducted a multiple case study, a method that 
yields more substantial results than single case studies 
and allows a topic to be analyzed from various angles 
[17]. This case study used both individual and collective 
semi-structured face-to-face interviews, observations 
and document analyses in two regions of France. Each 
case represents one CPTS, which is composed of health-
care professionals, the Regional Health Agency, the local 
National Health Insurance agency and the CPTS coordi-
nator. It also covers internal interactions between these 
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professionals and external interactions with other health-
care structures, patients, the urban environment, etc. 
COREQ guidelines were followed for this research [18] 
(see Supplementary File 1).

Recruitment
CPTS recruitment
The CPTS were chosen through a selection process which 
involved conducting individual semi-structured explor-
atory interviews with healthcare professionals working 
in CPTS, meetings with occupational healthcare profes-
sionals and the National Health Insurance agency and the 
Regional Health agency, as well as a review of grey litera-
ture. This first step was conducted by a Masters student 
in public health. The results helped the investigators to 
define the eligibility criteria for this study. Two inclusion 
criteria were retained: (i) having signed the ‘Interprofes-
sional Agreement’ between healthcare professionals, 
the National Health Insurance agency and the Regional 
Health agency, and (ii) having implemented or currently 
implementing preventive actions. Therefore, the CPTS 
had received specific funding for organizational develop-
ment and had undertaken preventive actions.

In the second step, the first CPTS meeting the two 
inclusion criteria and with a long history of experience 
in prevention was included. Another region was cho-
sen owing to the large number of CPTS being created 
and their varying levels of development (ranging from 
the informal preparation of a new CPTS to operational 
CPTS and even CPTS in the process of being dissolved). 
To select the CPTS in this second region, a question-
naire was sent to all those meeting the inclusion criteria. 
To ensure anonymity, only necessary information is pro-
vided in this article.

Recruitment of participants
Participants had to belong to one of the following two 
categories: (i) healthcare professionals and members 
of the CPTS, or (ii) health authority representatives: 
Regional Health Agency, National Health Insurance 
agency or territorial support and development officers 
(TO) for the CPTS. For all interviews, participants were 
recruited by e-mail or telephone with the help of the 
three CPTS coordinators. For the sake of profile variabil-
ity, participants may or may not have been involved in 
prevention activities or sat on the CPTS decision-making 
committee.

Non-participant observations
We also noted any observations concerning interpersonal 
dynamics, meeting contents, decision-making processes, 
and participation. Field notes were taken during events. 
Transcriptions of observations consisted of detailed 
field notes taken during or immediately after each event, 

structured by theme for later coding. There were two 
such observations. The first was the general assembly of 
a CPTS, where we sought to better understand the inter-
nal functioning of the CPTS, internal relationships (both 
formal and informal), and the ongoing challenges and 
issues. The second one was a regional prevention coor-
dination day organized by the Regional Health Agency, 
with the goal of understanding the regional prevention 
context, the ongoing and upcoming strategies, and their 
impact on the rollout of preventive actions within the 
local CPTS.

Selection of internal documents
We chose to include all internal documents that we con-
sidered relevant. They could include meeting reports, the 
CPTS health project, and specific projects related to pre-
ventive actions. Our aim was to gain a better understand-
ing of the environment in which the CPTS operate, as 
well as the issues underlying their development.

Data collection
Two interview guides (one for healthcare profession-
als, and one for the healthcare authorities and the TO) 
were developed by a team of researchers composed of 
three public health specialists (one junior: EC, and two 
seniors: FA and CC) (see Supplementary File 2). They 
were based on the results of a systematic literature review 
[7] and on the work of Senn et al. “Consolidated frame-
work for evaluating the organization and performance 
of PCs” [19]. These two guides were then tested in four 
interviews (phase 1). They explored prevention practices, 
the conditions for integrating them, and how the par-
ticipants understood them with regard to the organiza-
tion of CPTS. Prior to the interviews, participants were 
introduced to the overall objectives of the study, and to 
the researcher conducting it. They also received writ-
ten information detailing the aims and conduct of the 
research, and were informed of their rights, confidential-
ity, data retention and contact details.

After receiving oral agreement from the participants, 
the interviews were audio-recorded to avoid incorrect or 
missing data during transcription and data analysis. Indi-
vidual and collective semi-structured interviews were 
conducted by EC (a female pharmacist and public health 
specialist trained in qualitative research) at the partici-
pants’ place of work, or using videoconferencing software 
when appropriate. Participation was voluntary and not 
remunerated. Non-participant observations were made 
by EC during events (prevention coordination day and 
general assembly). Internal documents were provided by 
interviewees or CPTS coordinators and collected by EC.
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Data analysis
We used an inductive analysis approach, as our aim was 
to grasp the manner in which specific situations were 
experienced [20]. All interviews were transcribed and 
anonymized. Thematic data analysis was carried out 
using NVivo software version 1.6.1. Two coding trees 
(one for healthcare professionals and coordinators, one 
for the healthcare authorities and the TO) were designed 
by EC and AE(a public health specialist trained in quali-
tative research) after independently analyzing a subset 
(15%) of the transcripts to ensure thematic consensus 
(see Supplementary Files 3 and 4). Each theme and sub-
theme were discussed until consensus was reached. EC 
and AE then independently coded another sample of 
15% of the transcripts, in order to test the coding tree 
and check whether any new theme or sub-theme had 
emerged. Once the coding tree had been validated, each 
interview was coded by EC according to the correspond-
ing coding tree. Only the themes and subthemes that met 
the objectives of the study are presented in the results. 
Transcribed observations and documents were also 
coded according to the coding tree. The analyses of the 
three modes of data collection (interview, observation 
and analysis of internal documents) are therefore pre-
sented together in the results section.

Results
Three CPTS were recruited (one in the first region, two 
in the second region). Out of the 14 eligible CPTS in the 
second region, 11 completed the inclusion questionnaire, 
six met the inclusion criteria and two were selected for 
the study. Their characteristics are presented in Table 1.

In total, 31 professionals were contacted: 11 did not 
respond, two refused for lack of time and 18 agreed to 
take part. Four interviews were conducted with repre-
sentatives of the healthcare authorities and two with TO. 
Characteristics of participants are presented in Table  2. 
The interviews took place between October 2022 and 
January 2023 and varied in duration between 28 and 
62 min.

Two observations lasting approximately five hours in 
total were made: one at a prevention network meeting 
of the healthcare authorities, i.e., the Regional Health 
Agency and the National Health Insurance agency, and 
the other during the general assembly of a CPTS. Three 

documents totaling approximately 35 pages were pro-
vided by the participants during or at the end of the 
interviews. One concerned a healthcare project, another 
was an activity report, and the third was a document pre-
senting a CPTS.

Three main themes emerged from the analysis: (1) 
vision of prevention, (2) organization of prevention, and 
(3) reasons for CPTS involvement.

Theme 1: vision of prevention
Vision of healthcare professionals
For all healthcare professionals surveyed, regardless of 
their profession, prevention was considered an integral 
part of their mission and daily practice. Examples of 
actions that were described as preventive included vac-
cination, lifestyle advice, smoking cessation and man-
agement of treatment. Prevention was perceived by 
healthcare professionals as something they were already 
doing daily and found motivating. The main motivation 
for healthcare professionals to implement prevention 
was to meet the needs and demands of healthcare system 
users.

“Prevention is practically a midwife’s day-to-day 
job […] we do a lot of it […] it’s really the core of our 
practice” (CPTS 3 - Interview 3).
“We try to incorporate it [prevention] into our visits” 
(CPTS 3 - Interview 4).

Vision of healthcare authorities
When the healthcare authorities were asked about their 
vision of prevention, they always brought the discussion 
back to access to care, which they considered a priority 
issue over prevention:

“Today, most of the assistance we provide to MSPs 
and CPTS concerns the issue of access to care, 
clearly, so over the next few years we’re going to move 
on to programmed care, the link with the platform 
for emergency visits in primary care, etc., so these 
are really issues that occupy, let’s say, 80% of our 
concerns” (Healthcare authorities - Interview 2).

The healthcare authorities pointed out that, from their 
point of view, healthcare professionals were not sponta-
neously committed to prevention. During CPTS meet-
ings, they felt compelled to trigger discussion on the 
theme of prevention, as GP did not spontaneously bring 
the subject up. They also highlighted the interest shown 
by healthcare professionals in working on issues pertain-
ing to prevention once the subject had been mentioned.

Healthcare authorities considered GP to be the primary 
agents of care in matters of prevention. In the interviews, 

Table 1 Characteristics of CPTS
CPTS Year of 

creation
Number of professional 
members

Size 
of 
CPTS1

CPTS 1 2020 Between 100 and 200 Size 2
CPTS 2 2020 Less than 100 Size 1
CPTS 3 2018 More than 200 Size 4
1Size 1: <40,000 residents; size 2: 40,000 to 80,000 residents; size 3: 80,000 to 
175,000 residents; size 4: > 175,000 residents
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the interest of healthcare professionals in prevention pro-
grams was assessed mainly by the level of involvement of 
local GP.

“It’s true that public health prevention depends on 
a number of things. First of all, it depends on the 
interest of the GP involved” (Healthcare authorities 
- Interview 2).
“Frankly, we have to get them involved in public 
health prevention initiatives […] But I don’t think 
they see themselves much as being involved in […] 
prevention” (Healthcare authorities - Interview 2).

Viewpoint of coordinators and territorial officers
The coordinators and TO described prevention as a 
unifying theme for healthcare professionals within the 
CPTS. During the interviews, the TO cited prevention as 
an example of how to foster communication and coordi-
nation between professionals.

“It’s really a resource, and I think prevention is an 
attractive way of conducting multidisciplinary 
teamwork”. (TO - Interview 6)

Table 2 Characteristics of participants
Interview number Gender Type of interview Profession
Healthcare professionals and coordinators working in CPTS
CPTS 1
Interview 1

Female Individual Pharmacist

CPTS 1
Interview 2

Female Individual Physical activity professional

CPTS 1
Interview 3

Female Individual Coordinator

CPTS 1
Interview 4

4 Female
1 Male

Collective Speech-language pathologist
Pharmacist
General practitioner
Coordinator

CPTS 1
Interview 5

Female Individual Pharmacist

CPTS 2
Interview 1

Male Individual General practitioner

CPTS 2
Interview 2

Male Individual Pharmacist

CPTS 3
Interview 1

Male Individual General practitioner

CPTS 3
Interview 2

Female Individual Specialist nursea

CPTS 3
Interview 3

Female Individual Midwife

CPTS 3
Interview 4

Male Individual General practitioner

CPTS 3
Interview 5

Female Individual Pharmacist tobaccologist

Local healthcare authorities and territorial officers for CPTS
HAsb

Interview 1
Female Individual National Health Insurance

HAsb

Interview 2
Male Individual National Health Insurance

HAsb

Interview 3
3 Female Collective National Health Insurance

HAsb

Interview 4
Male Individual Regional Health agency

TOc

Interview 5
Female Individual TO for CPTS

TOc

Interview 6
Female Individual TO for CPTS

aSpecialist in management of chronic diseases through cooperation between nurses and general practitioners [21]
bHealthcare authorities
cTerritorial support and development officer for the CPTS
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Theme 2: organization of prevention
In addition to individual practice with patients, two 
types of organized prevention were described during the 
interviews. On the one hand, the healthcare authorities 
talked about prevention in the form of programs, gener-
ally national and publicly funded (e.g., organized cancer 
screening). On the other hand, healthcare profession-
als talked about prevention projects, built locally on the 
basis of a territorial diagnosis (e.g., territorial action to 
identify untreated diabetic patients) or preventive clinical 
practices.

Prevention programs
The prevention programs developed by the healthcare 
authorities are to be implemented at the national and/
or regional level through healthcare professionals, in all 
types of healthcare structures. Healthcare professionals 
described them as not always adapted to the local con-
text or to individual professional practices. Some were 
even considered to be inadequate, e.g., when the means 
allocated are not adapted to the program’s ambitions. 
The verbatim below illustrates a healthcare professional’s 
views on a national program to prevent and combat obe-
sity and overweight:

“You can’t treat a child with just one psycholo-
gist consultation, or just one dietetic consulta-
tion. To really get proper preventive care, you need 
several consultations. Finally, a real follow-up of 
the child over several months. So we said, “No, we 
won’t be involved because…”. In fact, very few MSPs 
are involved because it’s not feasible […] There are 
things that are proposed… At least that have been 
proposed by the National Health Insurance up to 
now… [that are] Not adapted to the [need of the] ter-
ritories.” (CPTS 1 - Interview 4).

Prevention projects
Some prevention projects are designed by the health-
care professionals involved in CPTS according to the 
local needs and submitted to the National Health Insur-
ance and the Regional Health Agency for funding and 
validation. Although these prevention projects are much 
more complex to implement and therefore more costly, 
they receive much less funding than those devoted to 
obtaining access to care. They are also subject to nego-
tiations with the healthcare authorities regarding the par-
ticipation of healthcare professionals in other national 
programs.

“Preventive actions are the missions that I really find 
the most time-consuming and which demand the 
most commitment on my part as coordinator. Even 
though access to care is the main mission empha-

sized by the National Health Insurance in the agree-
ment, for which there is the most funding, in the end 
it’s not the one that costs us the most because we’re 
well staffed” (CPTS 1 - Interview 3).

Deployment by healthcare professionals
The healthcare professionals who were interviewed 
declared they were willing to participate in prevention 
projects and programs, but only under certain condi-
tions. Lack of medical time was described as a major 
obstacle to their participation, caused by high demand 
from patients in a context of a shortage of healthcare 
professionals. This inevitably required available profes-
sionals to increase their number of visits to meet the 
medical needs of the local population, leaving little time 
for organized prevention. Healthcare professionals there-
fore expressed the wish to work on clinical missions that 
are integrated into their practice and easy to implement, 
without spending time on the administrative aspects of 
prevention projects: project management, funding appli-
cations or protocol drafting. The preparatory stages in 
developing preventive projects usually involve designing, 
writing or responding to calls for proposals, which is per-
ceived as a waste of time:

“Prevention takes time, a lot of time, which objec-
tively we don’t have.” (CPTS 3 - Interview 4).
“Mainly a lack of time, I used to work 80 hours a 
week, […] the meetings are scheduled in the evening, 
or outside [the visits], we do them at lunchtime, 
eating a sandwich in a hurry to get an hour’s work 
done”. (CPTS 2 - Interview 1)

Viewpoint of territorial officers and healthcare authorities
In charge of supporting the development of CPTSs, the 
TO had a more protocol-based vision of prevention. Dur-
ing the interviews, they described prevention as having 
to be based on precise methodologies, using specific 
indicators and protocols, so that results and experiences 
could be compared and shared:

“For me, prevention is necessarily bilateral, of 
course, but it is always incorporated into a preven-
tion system, it is always part of a project with global 
collective objectives, it is not B2B” (TO - Interview 
6).

The TO and healthcare authorities also highlighted the 
lack of commitment to prevention on the part of health-
care professionals. They declared that healthcare profes-
sionals needed support to implement prevention, and 
deplored their resistance to improving practices and their 
lack of global vision.
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“This expected decompartmentalization [coopera-
tion of healthcare professionals] is really very frus-
trating in practice” (TO - Interview 6).

Theme 3: reasons for participants’ involvement in CPTS
Viewpoint of healthcare professionals
Some of the professionals interviewed feared that the 
CPTS would just be another administrative layer. They 
did not see the clinical or public health benefits of getting 
involved in a CPTS (e.g., attending meetings, responding 
to requests). Some even described their involvement as 
motivated more by sympathy for their colleagues than 
by any real personal conviction. Some reported joining a 
CPTS without really knowing how it worked, its objec-
tives or its possible value.

“It will work for a while because of network sympa-
thy. » (CPTS 3 - Interview 4).
“I think I’m a bit unfamiliar with how the CPTS 
works” (CPTS 1 - Interview 5).

Others believed that the CPTS were able to devote time 
to prevention by hiring trained dedicated employees. The 
SARS-COV 2 health crisis was also described as an excel-
lent example of how, in an emergency, the healthcare 
professionals and partners involved in CPTS were able to 
coordinate their efforts to respond effectively and rapidly 
to the needs of the population and the healthcare author-
ities (e.g., provision of premises by local authorities, sim-
plification of on-call schedules for vaccination, etc.).

“Only the CPTS can do this. There’s no point in 
arguing about it. A general practitioner alone can’t 
do it. You can’t provide therapeutic education, you 
can’t provide screening. But with a CPTS, which 
establishes a protocol, there’s obviously something… 
[which makes it easier]” (CPTS 1 -Interview 4).

Viewpoint of healthcare authorities
The healthcare authorities described the CPTS as a tool 
for meeting their healthcare objectives (e.g., vaccination 
coverage), deploying their prevention programs (e.g., 
organized cancer screening) and responding to local dif-
ficulties in accessing care.

“In this toolbox, I have a number of resources that 
can help to address the problems faced by health-
care professionals, and the CPTS are one of them” 
(Healthcare authorities - Interview 4).
“We’ll help them if they organize screening events 
[…] we inform the CPTS of what we’re doing, and see 
how they can help us. The CPTS can often connect 
us… support our actions and connect us with health-
care professionals, a kind of third-party healthcare 

provider, which is very important, enabling us to 
implement our policies” (Healthcare authorities - 
Interview 2).

Discussion
Summary
The results of this study show that prevention is inte-
grated into French primary care practices in three dif-
ferent ways: individual acts integrated into practice 
described by healthcare professionals (such as preven-
tive clinical practices), national prevention programs 
and local prevention projects. Healthcare professionals 
are motivated by a desire to meet the needs of the local 
population, while healthcare authorities describe a more 
population-based vision of prevention via national pro-
grams. They report how the CPTS represent an oppor-
tunity to develop prevention locally, although priority 
is given to access to care. There is thus a discrepancy 
between the vision and expectations of healthcare pro-
fessionals and those of healthcare authorities in terms of 
integrating prevention into this type of organization.

Despite these divergent viewpoints, the CPTS may 
improve the integration of prevention into primary care 
under certain conditions. First, there is a need for a con-
ceptual and operational alignment of prevention between 
healthcare professionals and the healthcare authori-
ties. Second, dedicated human resources are needed to 
coordinate and manage CPTS projects. These are key to 
establishing a functional multidisciplinary organization.

Comparison with existing literature
The results of this case study show that the involvement 
of primary care healthcare professionals in CPTS helped 
to overcome some of the obstacles to the rollout of pre-
vention identified in a literature review (e.g., dedicated 
organizational funding, reliance on territorial diagnosis 
to develop prevention projects, development of mul-
tidisciplinary collaborations between healthcare pro-
fessionals) [7]. Thanks to the CPTS, specific funding is 
dedicated to prevention projects. Although sometimes 
considered as insufficient, this funding still made it pos-
sible to appoint CPTS coordinators, who are respon-
sible for their administrative management. This helps 
to ensure that healthcare professionals are not overbur-
dened by administrative tasks and that they can focus 
on their medical activities. The organization of CPTS in 
France is consistent with that of other international pri-
mary care systems. In the province of Quebec, Canada, 
the interministerial vision of prevention, including all 
professionals with preventive missions, is fully reflected 
in the integrated health and social services centers. They 
coordinate all health and social services in the prov-
ince [22]. Sweden has chosen to structure its healthcare 
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system in accordance with the needs of the 21 counties 
that compose the country, with collaboration across six 
medical regions.

Each primary care organization adapts to the resources 
and needs of the territory in which it is located [23]. 
These examples confirm that such organizations can help 
improve the integration of prevention into primary care 
practices by making it explicit (as in Quebec) and/or by 
providing the appropriate conditions (as in Sweden). 
However, the current analysis of the CPTS shows that 
they are not sufficient to fully meet their objectives in 
terms of prevention and to change professional practices.

This study highlights the major obstacles to achieving 
functional CPTS. Healthcare professionals are motivated 
by the idea of taking part in one-off local prevention ini-
tiatives (e.g., involvement in the SARS-COV2 health 
crisis) [24]. Although common obstacles to their par-
ticipation in these initiatives have been well identified 
in the literature (e.g., lack of time) [8, 25, 26], the health-
care professionals encountered in this case study also 
expressed the wish to remain focused on their medical 
activities without getting involved in the other aspects of 
prevention projects (e.g., administrative, logistic). In this 
context of tension (burn-out, medical deserts, emerging 
health crises) [27, 28] and over-solicitation [29], health-
care professionals wish to commit to and stay focused on 
addressing the demands and needs of the local popula-
tion. Their involvement in prevention programs is there-
fore closely linked to their financial and logistic feasibility 
and to perceived value for the local population. Standard-
ized programs (e.g., childhood obesity prevention pro-
grams) are generally rolled out at the national level by the 
healthcare authorities. In 2022, 56.8% of French people 
aged over 65 were vaccinated against seasonal flu. This 
result was well below that of other countries such as Can-
ada (64.7%) or the United Kingdom (80.9%) [30] despite 
the promotion of the annual prevention program [31].

To meet the challenges of primary care, most Western 
countries are restructuring their efforts around coordi-
nated practice [32] and inter-professional collaboration 
to help promote the development of prevention [33, 34, 
35]. The CPTS are currently struggling to achieve their 
theoretical objective (e.g., to bring together the expertise 
of healthcare professionals and that of medico-social and 
social professionals in the same geographical area) [13]. 
They focus on health issues and access to care, and they 
are organized around general practitioners. The require-
ment for setting up a CPTS is to draft a joint health 
project. However, there is no requirement in terms of 
interprofessional collaboration or distribution of tasks. 
Professionals work together to achieve the objectives of 
their shared health project (e.g., general practitioners 
will organize themselves to set up an emergency hot-
line). While the level of collaboration depends on the 

involvement of each professional in the CPTS, this study 
shows that some professionals are more active than oth-
ers, who may have joined the system out of sympathy or 
without any real conviction. This lack of collaborative 
unity may explain the failure of some CPTS in carrying 
out their mission and extending the scope for prevention. 
In the context of a national policy to continue to develop 
CPTS [36] in France, these results question the future of 
such structures.

Finally, two different visions of prevention seemed to 
stand out in the participants’ discussions. The first vision 
shared by the health professionals, is a vision of preven-
tion integrated into primary care, reminiscent of preven-
tive clinical practices and consistent with the primary 
care mission defined by the Alma Ata declaration. As pre-
ventive clinical practices, it is not recognized in France 
by the healthcare authorities, unlike in other countries. 
In the USA, preventive clinical practices are promoted 
by the healthcare authorities and guides are published to 
encourage healthcare professionals to implement them 
in their practice [37]. The second vision is that of health-
care authorities representatives, implemented through 
national prevention programs of which healthcare pro-
fessionals are the executors. This may be explained by 
the historical development of prevention in France, as 
care and prevention were previously the responsibility 
of healthcare professionals and the government, respec-
tively. Prevention was a mission of public interest, mainly 
as part of the fight against epidemics. This separation of 
mandates proved detrimental to the relationship between 
healthcare authorities and healthcare professionals and 
hindered the integration of prevention into primary 
care. In this study, the healthcare authorities representa-
tives were critical of the vision of prevention held by the 
healthcare professionals, and were skeptical about how 
the CPTS could be beneficial for them.

Strengths and limitations
This study has a number of limitations. Although only 
three CPTS were investigated, they were located in two 
different regions of France and they had different levels 
of maturity (very old, in development and in the pro-
cess of being dissolved). A possible selection bias can-
not be ruled out, as those who agreed to participate were 
probably more interested in integrating prevention than 
those who refused. In addition, some interviews were 
conducted remotely using a videoconferencing software. 
This may have influenced the results, although one study 
showed that interviews conducted remotely had little 
influence on the results collected [38].

Additionally, observational and documentary data sup-
ported and triangulated findings from the interviews, 
especially regarding organizational functioning and dis-
course alignment between professionals and institutions. 
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Finally, although this case study complements a system-
atic review of the international literature on the obstacles 
and facilitators to integrating prevention into primary 
care [7], it is specific to the French system.

Implications for research and practice
This case study shows that the CPTS could be a vehicle 
for integrating prevention. Although prevention can be a 
source of inter-professional collaboration, some improve-
ments can still be made. The functioning of the CPTS is 
based on the involvement of healthcare professionals and 
their ability to work together. This study highlights the 
major risk that the CPTS may be no more than geograph-
ical units and not structures that promote coordinated 
practice. In a context in which the aim of the healthcare 
authorities is to cover the whole country with CPTS by 
2023, it is essential to guide professionals as they move 
from independent to collaborative practice.

Prevention was identified as a unifying lever for many 
healthcare professionals. A patient’s care trajectory may 
involve a variety of healthcare professionals. For example, 
many of them are involved in smoking cessation, such as 
dieticians, dentists, pharmacists, nurses, midwives, gyne-
cologists, social workers, etc. Implementing cross-disci-
plinary prevention projects is therefore an opportunity 
to improve communication and coordination between 
the various stakeholders involved in primary care. How-
ever, this requires effective, common, and easy-to-use 
structuring tools (e.g., a common information system, 
available facilities) [37, 38, 39]. This multi-professional 
approach is a powerful lever for the overall care of the 
local population.

To perpetuate the commitment of healthcare profes-
sionals to prevention programs, the latter need to be 
adapted locally according to the resources available. 
A major lever for healthcare professionals is the inter-
est and feasibility of prevention actions. While a shared 
vision of prevention between the healthcare authorities 
and the healthcare professionals seems unlikely in the 
near future, an official recognition of preventive clinical 
practices could be conducive to the involvement of pro-
fessionals with their local population.
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