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Why a logic model?

A systems level logic model was developed to provide a road map of the theory-to-practice relationships important for implementing a sustainable integrated system of care for older
persons and care partners living with complex health and social care requirements. Developed through an iterative and consultative process, the resulting logic model (see reverse)
displays a step-wise design that emphasizes the role of systems infrastructures (macro) and organizational operations (meso) in shaping the conditions that give rise to integrated care
at the point-of-care (micro).

This logic model graphically depicts the complex associations and linkages that form the basis of a system of integrated care for older adults. Relevant enablers, inputs, activities,
outputs, and outcomes are portrayed across macro, meso and micro levels of support. Associated impacts are considered within the broader context of population health. Finally,
connections between the proposed model and the objectives of the quadruple aim of health care are explored.

It is important to note that because the model illustrates a whole-systems approach, it resists categorization into segmented disease-specific care groups. Rather, the model advances
the view that health services across the continuum of care, ought to work together to produce desirable outcomes for all older persons and care partners living with complex health

conditions (population health and wellness approach) (Bodenheimer et al. 2014).

How might this logic model be used?

The logic model is intended to function as a tool to guide systemic change. For example, the model can be used as a communication tool to draw attention to the interrelationships
between systems-level infrastructures (macro-level) that support the implementation of integrated care services across the continuum of health and social care organizations (meso
level) to realize desirable health and social care outcomes for older persons and care partners (micro level). It can be used by policy decision-makers, administrators and others to inform
decision-making at system, organizational and practice levels. This systems level logic model can inform the development of localized or programmatic logic models, which are a
valuable foundation for evaluation activities.

For complete references and a copy of the full report on the Performance, Implementation and Measurement Framework visit https://rgps.on.ca/wp-content/uploads/2022/03/Final-Report_Feb-2022.pdf
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Systems Level Logic Model of Integrated Care for Older Persons and Care Partners Living with Complex Health and Social Care Requirements
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