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Introduction: Given the progressive aging of the population, there is an urgent need at the health system level to implement effective models to care for older people (OP). Healthy aging is imperative to reach the Sustainable Development Goals. The World Health Organization (WHO) developed the Integrated Care for Older People (ICOPE) strategy to address this challenge. Implementing ICOPE requires its adaption to a specific context. We propose a pathway for such adaptation through an evaluation of the design of ICOPE; thus, we aim to describe the Theory of Change (ToC) of ICOPE and evaluate it for its implementation in Mexico City.

Methods: Based on the WHO and published literature documentation, we drafted an initial ToC for ICOPE. Then, we validated the ToC with experts in ICOPE, after which we evaluated and refined it by discussing the causal pathway, intervention required to activate it, rationale, and assumptions in consecutive workshops with 91 stakeholders and healthcare workers, using the nominal group technique to reach a consensus.

Results: The resulting ToC has the potential to contribute to healthy aging by three expected impacts: (1) prevention, reversal, or delaying of the decline of intrinsic capacity (IC) in OP; (2) improvement of the quality of life of OP; and (3) increase of disability-free life expectancy. The ICOPE causal pathway had ten preconditions, including the availability of resources, identifying at-risk individuals, available treatments, and evaluating results.

Discussion: We adapted ICOPE to a specific implementation context by evaluating its ToC in a participatory process that allows us to identify challenges and address them, at least in terms of the guidelines to operate the strategy. As ICOPE is an approach for a primary healthcare system, its adoption in a community healthcare program is promising and feasible. Evaluation as a tool could contribute to the design of effective interventions. The evaluation of the design of ICOPE for its implementation contributes to the strength of its potential to improve care for OP. This design for implementing ICOPE has the potential to be applied to similar contexts, for example, in other lower-middle-income countries.
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Introduction

According to the World Health Organization (WHO), by 2050, more than 1 in 5 people will be 60 years or older (1), a population group with increasing needs in terms of healthcare. Older people (OP) utilize more health services than younger adults, usually with a larger share of specialized care (2, 3). In Mexico, OP currently represent 14% of the total population, a share that will almost double by 2050. Mexico is just below the United States, where the current share of OP is 16.2%. As the proportion of the OP increases, healthcare models must adapt their approach to fulfill their needs.

Existing healthcare models in general were developed based on a different population profile, and their adaption to the specific needs of OP is not straightforward (4, 5). Aligned with the Sustainable Development Goals, the United Nations declared the current decade of the 2020s as the decade of Healthy Aging as a strategy for achieving and supporting actions to build a society for all ages (6), inclusive for OP and avoiding so-called ageism, i.e., discrimination based on age.

The WHO developed the Integrated Care for Older People (ICOPE) approach to strengthen how existing healthcare models provide care for OP, which focuses on preventing decline or loss and restoring individual intrinsic capacity (IC). IC is the composite of all physical and mental capacities an individual can draw (7). The implementation of the ICOPE approach includes 19 actions classified into essential and non-essential and further categorized into three levels: (i) macro (e.g., strengthen governance and accountability systems), (ii) meso (e.g., orient services towards primary care), and (iii) micro (e.g., guidelines for dimensions on IC) (8). For the micro level, ICOPE comprises guidance on person-centered assessment with six guides for multiple types of healthcare workers (9).

These multiple components acting independently and in conjunction with the health system operation make the ICOPE approach complex. The WHO developed the ICOPE approach for its implementation worldwide, requiring further adaptation to each specific country or subnational area. This adaptation involves how the proposed actions align with the existing healthcare model and the refinements required. An evaluation of the design of ICOPE is a promising approach to identify such refinements, as it could identify potential limitations and challenges to accomplish the desired outcome and thus distill the intervention to increase its potential. That is, analyzing the implicit Theory of Change (ToC) of ICOPE and refining it by evaluating it. The ToC approach is a tool that helps to identify how an intervention expects to reach its long-term outcomes through a logical sequence of intermediate outcomes (10, 11). It has extensive applications, reported in the literature, to evaluate and design healthcare interventions (11). Several studies have demonstrated the extra benefits of the model of action and the unforeseen consequences of the intervention (12). A ToC evaluation can effectively assess the expected mechanism through which the intervention could produce a change and how the context may modulate these effects. The ICOPE approach can profit from the design evaluation as it will inform how to adapt it to a specific context. Therefore, this study aims to evaluate the design of the ICOPE by making its ToC explicit and assess it from the perspective of implementing ICOPE within a primary care health program in Mexico City.



Materials and methods

This evaluative study used a documental review and qualitative tools to draft and assess the ToC model of ICOPE for its implementation within a primary care program in Mexico City. The provision of health services in Mexico is segmented by population labor condition, with 40.4% of the population covered by the social security services that provide care for formal employees and their families, 16.1% by the private sector, and 43.5% by public services (13).


Setting

We analyzed the potential of ICOPE in Iztacalco, one of Mexico City’s 16 boroughs. Iztacalco had a population of 404,695 people in 2020; around 16% were aged 60 years or above (14). About 37% of that population was attending local public health services, while the remaining population was receiving care from social security (51%) or private (12%) subsystems (14). Iztacalco is a municipality with 25.2% of the population living in poverty and 25.4% reporting lack of access to health services (14). Public health services for OP in Iztacalco without social security comprise five primary health facilities, one geriatric clinic, and a healthcare program to provide health services in their homes. This health program, called “Salud en tu Casa,” is staffed by general physicians, nurses, dentists, health officers, physiotherapists, nutritionists, psychologists, and social workers. None of them has formal training to provide health services, promotion, and prevention activities to OP. These healthcare workers (HCWs) provide health services for around 5,000 OP in their residences and liaise with them in other government programs.



Drafting the theory of change of ICOPE and ToC workshop participants

To draft a ToC for ICOPE, a documental review was implemented, focusing on the official publications from the WHO. Initially, we met with two stakeholders from the National Institute of Geriatrics in Mexico, who had extensive experience in the ICOPE approach to further review the initial draft and ensure it reflected the scope of the strategy. Two workshops were conducted in 2022 to evaluate the design of ICOPE for its implementation in Iztacalco within Salud en Tu Casa. The first was with five persons, directors, and stakeholders from the healthcare program and the geriatric clinic from Iztacalco. In the second workshop, 82 persons participated; they were HCWs from Iztacalco. All the participants had diverse professional backgrounds (geriatrics, public health, primary care, education, nursing, social work, nutrition, psychology, physiotherapy, and dentistry).



Procedures

The evaluation of the design of ICOPE underwent two stages: (a) drafting and validating of an initial ToC and (b) evaluating and redefining of the ToC. The first stage implicated a provisional ToC development using a literature review and a meeting with a structured discussion about revising the scope of ICOPE. This discussion was conducted in a videoconference in February 2022 facilitated by both authors (SEGB and JPG). For the evaluation in the second stage, we conducted two workshops in Iztacalco borough in April 2022. Two researchers, experts in program evaluation and ToC, facilitated the workshops. During the workshops, both facilitators (AAA and SEGB) emphasized that the focus of involvement with the ToC components for some participants went beyond the HCW duty. Moreover, we established the work’s objectives, provided a brief description of the ToC approach, and used the nominal group technique to reach an agreement. We used the approach suggested by Breuer and collaborators to develop and report the ToC (11, 15). The first step recommended to validate the ToC during the workshops was the definition of the impacts and long-term outcomes. Then, we iteratively worked backward to map out the preconditions, interventions, assumptions, and indicators to generate the desired outcomes (15). The process used a multi-voting system to reach a consensus on each element, and in case of disagreement, we performed a guided discussion.

In evaluating the design of ICOPE, we refined the ToC, considering the written feedback and expert consultation on the program evaluation. Then, in a meeting with the stakeholder group (two geriatricians and two program health directors), we discussed and redefined the ToC. This structured discussion was held at the National Institute of Geriatrics in Mexico City in June 2022. After a presentation and recap of the ToC process and existing ToC map, the group discussed the practical problems encountered in the borough, e.g., the specific context barriers.



Data collection

We searched for published documents that described the features and characteristics of the ICOPE approach. From this search, we identified two primary documents (8, 16) that described four main categories of ICOPE: (1) resources needed, (2) ability to identify at-risk individuals, (3) available treatments, and (4) long-term outcomes. For the workshops, the first author collected the ToC workshops’ data via audio-recorded real-time notes. The two workshops lasted 2:00 h and 1:30 h, respectively. We have used the documental review and workshop data to evaluate the ICOPE design and describe the ToC for its implementation in Mexico City.




Results

Table 1 describes the characteristics of the 91 HCWs and stakeholders’ participants at the meeting and the two ToC workshops. In the following sections, we detailed (1) the finally agreed ToC with the main elements (Figure 1) and (2) the findings from the evaluation of the design of the ICOPE approach, including the narrative of the ToC with its preconditions, assumptions, interventions, and rationales.



TABLE 1 Participants in the development of the ToC workshops.
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FIGURE 1
 Theory of Change of the Integrated Care for Older People in Salud en tu Casa.


While we found that all participants supported using the ICOPE approach (to which they were previously exposed in training), they also expressed their need to gain experience in its application by using the guidelines to provide care services. From the HCWs perspective, critical barriers to activating the causal pathway included limited supervision and feedback in their daily work, lack of collaboration between the HCWs’ to provide integrated care, and technical issues using cognitive aids such as mobile applications to assess OP. All HCWs recognize the need for more courses to provide better care for OP. Also, they realized they would need a system to consult with a geriatrician or other specialist if they could not give further care to the OP. The findings of this study acknowledged that the development of the ToC, particularly to triangulate all the components, requires external stakeholders that support the project; that is, more is needed for the staff.


Long-term outcomes and impacts

In the literature review, the researchers proposed that the long-term outcome was that (i) OP would have a personalized care plan. In the first workshop, as the second long-term outcome, the participants added (ii) OP would improve in ICOPE dimensions. Concerning the impacts in the literature review, three impacts were established, and through the workshops, those remained as (i) preventing, reversing, or delaying the loss of intrinsic capacity (IC), (ii) improve the quality of life of OP, and (iii) raising disability-free life expectancy. The HCWs expressed concerns about the long-term outcomes and impacts. The main concern was the lack of a guideline that specifies (a) how to prioritize the treatments needed for OP with deficits of one or more dimensions, (b) how to reference OP needing to visit the geriatric clinic, and (c) the referral and back-referral mechanisms for OP between all the HCWs. To help tackle these concerns, the stakeholders in the last redefinition of the ToC proposed using a procedural manual and mobile app to conduct the follow-up. An additional concern was related to the feasibility of the defined impacts, as for some HCWs, only some of the dimensions of the ICOPE would produce a change.

The positive changes in all the workshops were that using the ICOPE approach would positively impact the daily work of the HCWs. The stakeholders and HCWs identified the need for interventions and several preconditions to achieve long-term outcomes and contribute to the impacts.



Narrative of the ToC

The expected long-term outcomes are that (i) OP have personalized care plans and (ii) they improve in the ICOPE dimensions; the expected impact is the improvement in IC (17, 18). The outcomes imply that OP will change their health-related behaviors based on the recommendations of their personalized care plans. This outcome will modify some of the IC’s dimensions, e.g., improving their locomotion by using or receiving mobility aids, such as a cane. The long-term outcome indicators are time constrained and depend on the behavior of OP.



Interventions

The first intervention marked in Figure 1 as a star is the reach of the health program to manage the training. Before the first interventions and to activate the causal pathway of the ToC program, two preconditions are required: (1) availability of health personnel for the evaluation of IC at the first level and (2) availability of identification tools to health personnel. The second precondition assumes that the HCWs have access to an internet connection and a mobile device. As a rationale, there is evidence that using cognitive aids improves healthcare interventions (19). The indicators of both preconditions are that (i) a HCW is available to assess IC at the first level and (ii) a HCW uses the ICOPE application.

The second intervention is managing training and the supervision of people-centered IC and person-centered assessment training. The preconditions before this intervention were that (3) healthcare workers were trained to assess the deterioration of IC with ICOPE and (4) OP would accept IC assessment. The fourth precondition assumes that OP have an environment to receive care from HCWs. During the third workshop, the health promoters mentioned that OP sometimes need a proper place to receive healthcare in their residences.

Furthermore, in the workshop, they proposed explicitly identifying within the causal pathway the composition of the team responsible for providing healthcare at the different levels of diagnosis and treatment. The indicators for these preconditions are that (iii) HCW are trained to assess IC impairment and (iv) OP accept the assessment of the CI.

At the “Treatment” level, the preconditions are that (5) healthcare workers are competent in conducting a people-centered IC assessment, (6) the referral to the health team is done appropriately and functionally, (7) people identified with risk factors attend or receive health services, and (8) management and opportunity are given to improve the social support of the identified persons by sending them social benefits. The referral system’s precondition depends on using the existing system when requested. This assumption was discussed during the third workshop by the HCWs, who expressed concerns about the reference system’s lack of supervision. The rationale for using an electronic reference system is the evidence supporting its use to increase interprofessional communication and leadership (20). The sixth and seventh preconditions assume that the other social programs offered to OP are used for the purposes recommended by HCWs and that OP have the means to attend health services. The stakeholders discussed these preconditions in the second workshop; the central comment was the motivation of HCWs to provide care and of OP to use the available resources to improve their health. The rationale is that social benefits improve health conditions if individuals know their health status (21, 22). The indicators for the preconditions were (v) the number of HCWs trained to assess person-centered IC, (vi) referrals made to the health team, (vii) OP identified with risk factors who received health services, and (viii) management and applications of social benefits to OP.




Discussion

By evaluating the design of ICOPE for its implementation in Mexico City using a Theory of Change approach, we have produced a change model that could contribute to the wellbeing of OP if implemented accordingly.

During this evaluation, we identified a set of attributes required to strengthen the design of ICOPE. Our refined ToC has the potential to achieve the expected outcomes of ICOPE in Iztacalco. It describes the required interaction between HCWs and OP in Iztacalco and explicitly states that both the demand and supply sides are needed to achieve ICOPE’s goals (12, 23–27).

Using an evaluative approach, we were able to identify a feasible pathway in the Iztacalco context of Salud en Tu Casa to reach the long-term outcomes that are expected to ultimately contribute to (1) reversing, preventing, or delaying the loss of IC, (2) improving the quality of life of OP, and (3) raising disability-free life expectancy. Drafting the validated ToC was possible through a participatory process with key stakeholders and the HCWs that critically discussed the intermediate outcomes, assumptions, and rationale for ICOPE, with similar results reported by the WHO in their ready phase study (28).

The ToC consists of four significant levels, namely, resources, identification, treatment, and long-term outcomes, to activate the causal pathway. The identification and treatment levels are equivalent to the activities reported in other ToC developments (11). These involve the essential activities proposed by the WHO implementation framework (4, 29). The causal pathway explicitly articulates how the community healthcare program would provide care to OP to achieve sustainable change (30). One of the examples was that the external stakeholders identified the social benefits that OP could benefit from at the treatment level with less caregiver support.

During the workshops, the HCWs discussed the likelihood of implementing ICOPE within Salud en tu Casa with the ToC and redefined their daily work. They also discussed and agreed on some of the resources needed for the operation of the ToC, like other studies (28, 31). As previously discussed, resource constraints have been a significant barrier to improving healthcare services in Mexico and lower-middle-income countries (LMIC) (2). Moreover, the accomplishment of the preconditions could increase the motivation of HCWs and enhance their delivery of quality care. ICOPE, as operationalized in the developed ToC, relies on the available resources for a community-based health program already operating in Mexico City, which is feasible. At the resources level, using a mobile app to run the ICOPE approach has presented several benefits (32–34). The discussions with stakeholders in the redefinition stage were valuable in overseeing the barriers mentioned in the previous workshops. For example, the directors must supervise the health promoter using the screening evaluation guide (9). In addition, we established the necessity of giving the promoters headphones to apply the audition test carefully. The screening tool used in ICOPE had good sensitivity but depended on the training (35), so the directors recognized the necessity of the continuous training of HCWs. A key element for the success of new interventions is to ensure the buy-in from the relevant stakeholders (36); the participatory process used in evaluating and refining the ToC contributes to this by generating a sense of ownership of the approach. At the ToC treatment level, the healthcare program has all the disciplines of the six domains for the ICOPE approach. The main barrier discussed was integrating the services between the levels of care and the system to collect the indicators’ data (the community health program and the geriatrics clinic). The proposal of a straightforward approach in the ToC and improved communication with a mobile application could guide the clinical pathway to provide health services for older adults. Using an electronic referral system improves interprofessional communication and services (20).



Conclusion

The long-term outcomes of the ToC regarding IC were coherent with the ICOPE program goal of healthy aging. After evaluating its design and further refinement of its ToC, ICOPE implementation in a community healthcare program has been shown to be promising and feasible. The results could contribute to monitoring the trajectory of IC and its domains. The specific interventions of the model were found to be possible to implement by the relevant stakeholders and personnel in charge of the operation. The design evaluation of ICOPE in the community healthcare program showed evidence of validity for improving clinical care management for OP. This strategy for implementing ICOPE has the potential to be applied in similar contexts, for example, other LMICs.
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