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Introduction

The implementation of evidence-based programs to increase 
environmental safety, functional independence, and occupa-
tional engagement within the homes of older adults is critical 
(Stark et al., 2017; Stav et al., 2012; Szanton et al., 2011). 
Within the United States, an estimated 12 million people 
aged ≥65 years who are living in their own homes need 
equipment to aid with the activities of daily living (ADLs); 
however, roughly five million seniors lack those items (Lam 
et al., 2021); and 75% have reported at least one functional 
difficulty (National Center for Health Statistics, 2018). 
Therefore, it is necessary to understand how to support the 
occupational, functional, and quality of life needs of commu-
nity-dwelling older adults, utilizing effective and evidence-
based intervention.

Currently, the CAPABLE (Community Aging in Place 
Advancing Better Living for Elders) program addresses out-
comes such as basic and instrumental activities of daily liv-
ing (IADLs), medication use, pain management, mobility, 
fall risks, and home environmental modifications (Szanton 
et al., 2011, 2019). The CAPABLE program model utilizes 
an interprofessional and person-directed approach for older 
adults/seniors who typically reside within lower economic 
residential areas (Szanton et al., 2011, 2019). This program 
focuses on improving safety and functional independence 

within the home environment through services provided by 
an occupational therapist (OT), registered nurse (RN), and 
home contractor professional (Szanton et  al., 2011). The 
CAPABLE program includes (Szanton et al., 2021):

(1) assessments performed by (a) an OT to determine functional 
challenges, home safety risks, and elicitation of functional goals 
and (b) a registered nurse (RN) who elicits person-centered 
goals regarding pain, depression, medication, primary care 
provider communication . . . (2) input from participants 
concerning their functional goals; (3) implementation of 
strategies tailored to participant goals and based on brainstorming 
with the participant; and (4) home repair, environmental 
modifications, and assistive devices that support achieving 
participant-identified functional goals. (pp. 3632–3633)

A recent synthesis of the literature noted older adults 
reported an increased presence of psychological symptoms 
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and loneliness due to COVID-19 pandemic–related social 
isolation, and difficulty with finding help to address func-
tional needs (e.g., ADLs) and social needs (e.g., meal deliv-
ery and transportation) (Lebrasseur et  al., 2021). The 
CAPABLE program intervention is designed to take place in 
the home environment, which has become a critical compo-
nent of programmatic implementation during the COVID-19 
pandemic (Elman et  al., 2021; Hoffman et  al., 2020). The 
evidence produced from the CAPABLE program has shown 
significant improvement in the areas of daily functional 
activity, home hazards, and reported depressive symptoms 
(Breysse et al., 2022; Szanton et al., 2011, 2016).

Theoretical Model and Framework of the 
CAPABLE Program

The CAPABLE program utilizes an evidence-based theo-
retical model and framework to support the programmatic 
goals and intervention as follows (Szanton et  al., 2011). 
First, the Transtheoretical Model of Health Behavior 
Change, also called the Stages of Change Model, was devel-
oped by Prochaska and DiClemente (1982). This model 
determines an individual’s readiness for change and allows 
individuals to transition through the process of adapting 
positive health and functional changes in stages as follows: 
(a) precontemplation—awareness of change needed, (b) 
contemplation—identification of barriers to change, (c) 
preparation—identification of goals for change, (d) action—
positive reinforcement to implement change, and (e) main-
tenance—provision of support to stabilize the change 
(Szanton et al., 2011). Second, the CAPABLE program also 
utilizes the Life Span Theory of Control framework which is 
based on the concepts of primary and secondary control. 
Primary control addresses external behaviors directed 
toward engagement of one’s environment and involves stra-
tegic goals to address the older adults’ needs and meaningful 
activity. Secondary control addresses the internal psychoso-
cial capacity needed to improve one’s self-efficacy toward 
functional tasks (Gitlin et al., 2013; Heckhausen & Schulz, 
1995). Through the guidance of the aforementioned theo-
retical concepts, the CAPABLE participants are provided 
with support, practical strategies, and interventions to 
increase safety and independence within their home envi-
ronment. Overall, the OT utilizes the CAPABLE theoretical 
foundation to create and implement action plans to improve 
occupational engagement (e.g., the active involvement in 
occupation with meaning and balance within the home envi-
ronment; Black et  al., 2019), and problem-solving to 
improve self-efficacy and behavioral change (Bahadır Ağce 
& Ekici, 2020; Stav et al., 2012; Szanton et al., 2011).

Background

Currently, within the city of St. Louis where this CAPABLE 
program protocol was implemented, 13.7% of the population 
is 65 years or older. On the basis of population size, it is 

estimated that 38.7% have a disability, 14.5% live below 
100% of the poverty level, and 15.9% utilize Food Stamp/
SNAP benefits (U.S. Census Bureau, 2020a). The CAPABLE 
program’s outcomes are vital to improve occupational 
engagement of older adults due to (a) lower income being 
associated with a higher likelihood of functional limitations 
and/or disability (Louie & Ward, 2011; Szanton et al., 2021), 
and (b) the lack of social and health resources within these 
type of residential areas (Sokale et al., 2022). Older adults 
within the city of St. Louis region face increased exposure to 
poverty and disability and are more likely to live alone in 
comparison with other populations within 37 peer regions in 
the United States (East-West Gateway Council of 
Governments, 2020; U.S. Census Bureau, 2020b). The pur-
pose of this program evaluation study is to determine the 
effectiveness of the CAPABLE program within this urban 
environment during the COVID-19 pandemic. Therefore, 
our research question is

Research Question. How did the CAPABLE program influ-
ence the functional outcomes of older adults living within 
the city of St. Louis during the COVID-19 pandemic?

Method

Older adults, aged ≥60 years, who reside within the city of 
St. Louis, were contacted by the CAPABLE program’s local 
community partners, Mission St. Louis and Deaconess Nurse 
Ministry. The older adults were informed about the program 
through general marketing and/or referrals from other com-
munity agencies, nonprofit organizations, and one Area 
Agency on Aging, during July 2020–July 2021. The inclu-
sion criteria were selected based on the guidelines of the 
national CAPABLE protocol and the grant funders’ guide-
lines. The home contractor partnered with the CAPABLE OT 
and conducted the screening process, with the inclusion cri-
teria of ≥60 years of age, homeowner, had difficulty with 
≥1 ADL or IADL, a score of ≥7 correct responses on the 
Short Portable Mental Status Questionnaire (SPMSQ; 
Pfeiffer, 1975), a score of ≤9 on the Personal Health 
Questionnaire of Depression (PHQ-8) scale (Kroenke et al., 
2009), and a score ≤4 risk on the Stopping Elderly Accidents, 
Deaths, and Injuries (STEADI; Stevens & Phelan, 2013) fall 
risk screen. The self-reported measures were completed 
using the CAPABLE program documentation and managed 
using REDCap electronic data capture tools hosted at Saint 
Louis University (Harris et al., 2019). All programmatic pro-
cedures were followed and monitored by the CAPABLE 
national office at John Hopkins University.

Assessment

A comprehensive pre- and post-assessment was given to all 
participants, which included measures of basic ADL function 
(Katz et al., 1963), Lawton instrumental ADL function (Graf, 
2009; Lawton & Brody, 1969), Tinetti Falls Efficacy Scale 
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(Tinetti et al., 1990), SPMSQ cognition scale (Pfeiffer, 1975), 
Pain, Enjoyment of Life and General Activity (PEG) Inventory 
(Krebs et  al., 2009), medication adherence (Steinman et  al., 
2015), health status 12-Item Short Form Survey (SF-12; Ware 
et al., 1996), and home environmental hazards/issues (Szanton 
et  al., 2011). The Client-Clinician Assessment Protocol 
(C-CAP; Gitlin & Corcoran, 2000), an OT/RN pre/post-assess-
ment based on the CAPABLE implementation protocol, was 
administered and addressed: functional ability/tasks, readiness 
for change, and client-directed goals (Rose et al., 2010).

Program Implementation

The CAPABLE program implementation consisted of eight to 
10 in-home sessions, for ≥45 to 60 min each session, over a 
4-month period through an evidence-based graduated proto-
col. The in-person sessions involved intervention by the OT 
(five to six visits) and RN (three to four visits) which consisted 
of (a) interactive discussion with the participant to identify 
barriers to functional independence or engagement with pos-
sible retraining and solutions, (b) the provision and instruction 
of durable medical equipment (DME) use and over the counter 
items to support ADLs, (c) tailored components to each par-
ticipant’s occupational profile and functional goals, and (d) 
environmental modifications provided by the home contractor 
and OT to support safety, mobility, and functional/occupa-
tional engagement within the home environment. The modifi-
cations made due to COVID-19 were face masking of all 
CAPABLE team personnel for every in-person visit, and tele-
conferencing or phone session visits for the last one to two 
visits by the OT or RN (an allowed protocol modification by 
the Johns Hopkins CAPABLE national office).

Data Analysis

All analyses were conducted using SPSS Version 28 (IBM 
Corporation, 2021). A descriptive analysis was used to assess 

the sociodemographic composite, pre- and post-implementa-
tion data, home repairs/modifications completed, and DME 
and over-the-counter items provided. Paired sample t tests 
were used to compare differences of the pre- and post-test 
scores for all assessments. Cohen’s d was calculated to mea-
sure effect size, with 0.20 considered small, 0.50 considered 
medium, and 0.80 considered a large effect size (Cohen, 
1992). Pearson’s r correlation coefficients (Pearson, 2008) 
were used to determine the relationships between program 
measures, with .10 considered a small effect size, .30 consid-
ered a medium effect size, and .50 considered a large effect 
size (Cohen, 1988).

Results

The descriptive analysis includes the 31/53 (58.5%) screened 
participants who enrolled and completed the CAPABLE pro-
gram; one unenrolled (1.9%) and 21 (39.6%) declined pro-
gram participation. Additional collected demographic 
information includes gender with 29 women (93.5%); race/
ethnicity with 26 (83.9%) who identified as Black/African 
American, four White (12.9%), and one Asian (3.2%) older 
adult; age mean of 71 (SD = 8.7) years, ranging between 57 
and 94 years of age; and income with an average of 
$20,611.58 (Table 1). There was an exception made by the 
implementation team to include a 57-year-old participant 
with a genetic disability. The over-the-counter wellness 
items and DME to assist with basic ADLs and IADLs ranged 
from pain topical gel to rollators and chair lifts (N = 129; 
Figure 1), and the expense of the items per household ranged 
from $19.90 to $1,038.09 with an average of $178.12 (SD = 
$190.49; Table 1) per household for DME and over-the-
counter wellness items. The participants were asked about 
any functional mobility limitations, and the use of any assis-
tive device (e.g., a walker, cane, or wheelchair) to aid with 
mobility, 58% indicated an existing physical disability. The 
home contracting organization provided services which 

Table 1.  Demographics of the CAPABLE Participants.

Demographics n % M SD Range

Agea 31 — 71 8.7 57–94
Gender
Female 29 93.5 —  
Male 2 6.5 —  
Race/Ethnicity
Black/African American 26 83.9 —  
White 4 12.9 —  
Asian 1 3.2 —  
Incomeb 31 — 20,611.58 10,070.63 9,240–40,338
Household modification expenseb 31 — 2,062.88 566.15 932.63–4,018.65
Physical disability status
Yes 18 58.1 —  
No 13 41.9 —  

aYears of age for mean, SD, and range. bUS dollars for mean, SD, and range.
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ranged from installation of lighting and grabbing bars within 
the home to outdoor modifications (e.g., stair railing and 
ramps); the expense of the modifications and repairs with 
labor included ranged from $677.37 to $2,980.56, with an 
average of $1,884.87 (SD = $462.54; Table 1).

CAPABLE Implementation Results

Paired sample t tests were used to evaluate participants 
scores across all program measures/outcomes before and 
after participation in the CAPABLE program. Only three 
outcomes showed significant differences following partici-
pation in the CAPABLE program: IADL functional activity, 
depression, and participants’ readiness for change. 
Participants IADL functional activity scores were signifi-
cantly different from pre-CAPABLE participation (M = 
15.39, SD = 7.57) to post-CAPABLE participation (M = 
10.58, SD = 7.75), t(30) = 2.041, p =.05. Participants 
depression scores were significantly different from pre-
CAPABLE participation (M = 6.45, SD = 3.84) to post-
CAPABLE participation (M = 4.48, SD = 3.45), t(30) = 
3.194, p = .003, such that participants reported improved 
depression symptoms following participation in the 
CAPABLE program. Participants’ readiness for change was 
significantly different from pre-CAPABLE participation (M 
= 1.8, SD = .61) to post-CAPABLE participation (M = 
2.68, SD = .75), t(29) = −4.475, p < .001, with participants 
demonstrating specific actions to change their functional 
habits and routines of daily tasks following participation in 
the CAPABLE program. The other outcomes did not show 

significant change between the pre-participation assessments 
and the post-participation assessments (Table 2).

Correlation of Pre- and Post-Assessment 
Outcomes

The Pearson correlation analysis (Pearson, 2008) was used to 
examine the relationship between all pre- and post-assess-
ment outcomes. Results showed that there were 23 signifi-
cant correlations across all outcomes that were measured 
before and after the program (Table 3). In addition, the pro-
gram’s functional outcomes, measured both before and after 
implementation, were correlated with participants’ demo-
graphic information. Results showed that there were 11 sig-
nificant correlations found between age, ADL expenses, and 
functional outcomes (Table 4). The following selected cor-
relations are described in detail as follows.

Pre-CAPABLE Participant-Reported Health Status.  Participants’ 
pre-CAPABLE general health status as measured by SF-12 
health survey (Ware et al., 1996) was correlated with their (a) 
pre-CAPABLE fall risk (r = −.399, p = .026), (b) post-
CAPABLE general health status (r = .501, p = .004), (c) 
post-CAPABLE ADL outcomes (r= .417, p = .020), (d) 
post-CAPABLE IADL outcomes (r = .418, p = .019), and 
(e) post-CAPABLE fall risk (r = −.391, p = .03; Table 3). 
Individuals who were healthier at the start of the program 
showed lowered fall risk both before and after participating 
in CAPABLE. In addition, participants who were healthier 
before program implementation showed better health after 
participating in CAPABLE. Those who were healthier before 
the program also showed a greater ADL and IADL level of 
functional ability after participating in CAPABLE.

Post-CAPABLE Participant-Reported Health Status.  Partici-
pants’ post-CAPABLE general health status as measured by 
SF-12 health survey (Ware et al., 1996) was correlated with 
their post-CAPABLE basic ADL outcomes (r = .408, p= 
.023), their post-CAPABLE IADL outcomes (r = .372, p = 
.039), their post-CAPABLE depression (r = .426, p = .017), 
their post-CAPABLE STEADI fall risk (r = −.486, p = 
.006), and their post-CAPABLE readiness to change (r = 
−.59, p = .000; Table 3). Individuals who were healthier at 
the end of the program reported a greater ADL and IADL 
level of functional independence following participation in 
the CAPABLE program. In addition, participants who were 
healthier after the program reported an improvement in self-
reported depressive symptoms following participation. Fur-
thermore, those who were healthier following CAPABLE 
also showed a lowered fall risk and lowered readiness to 
change after completing the program.

Age and Functional Outcomes

The participants’ age was correlated with (a) pre-CAPABLE 
IADL outcomes (r = .372, p = .040), (b) pre-CAPABLE 

Figure 1.  Durable Medical Equipment (DME) and over-the-
Counter Items Provided.
Note. N = 129 items; bathing 28.70%, toileting 10.90%, dressing 19.40%, 
mobility 17.10%, modalities 10.90%, exercise equipment 3.90%, other 9.30%.
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Table 2.  Results of Paired Sample t test for CAPABLE Pre- and Post-Test Scores.

Pre-CAPABLE Post-CAPABLE

Measures M SD M SD t p d

SF-12 General Health Status 3.77 0.81 3.71 0.82 0.441 .662 .079
KATZ ADL 14.13 3.73 11.58 6.16 2.022 .052 .363
Lawton IADL 15.39 7.57 10.58 7.75 2.041 .05* .367
PHQ-8—Depression 6.45 3.84 4.48 3.45 3.194 .003* .574
Tinetti—Falls efficacy 75.07 12.2 79.71 19.62 −1.418 .166 −.255
PEG—Pain inventory 17.58 8.27 15.16 10.73 1.196 .241 .215
Readiness to change 1.8 0.61 2.68 0.75 −4.475 <.001* −.817
Falls only 0.23 0.43 0.23 0.43 0.000 1 .0

Note. Total N = 31. ADLs = activities of daily living; IADLs = instrumental activities of daily living; PHQ-8 = Personal Health Questionnaire of 
Depression, Version 8; Tinetti FES = Falls Efficacy Scale; PEG = Pain, Enjoyment of Life and General Activity Pain Inventory; RC = readiness to change; 
Falls only = Fall incidents.
*p < .05. **p < .01.

Table 3.  Selected Correlations of Functional Outcomes Measured Before and After CAPABLE.

Measures Pre-GHS Post-GHS Satisfaction M SD

Pre-CAPABLE Health (SF-12 GHS) 1 .501** −.199 3.77 0.81
Pre-CAPABLE ADL (KATZ) .31 .511** .261 14.13 3.73
Pre-CAPABLE Depression (PHQ-8) .196 .317 −.470** 6.45 3.84
Pre-CAPABLE Fall Risk (FES, Tinetti) −.399* −.376* .095 75.06 12.2
Post-CAPABLE Health (SF-12 GHS) .501** 1 −.165 3.71 0.82
Post-CAPABLE ADL (KATZ) .417* .408* −.608** 11.58 6.16
Post-CAPABLE IADL (Lawton) .418* .372* −.090 10.58 7.74
Post-CAPABLE Depression (PHQ-8) .281 .426* −.463** 4.48 3.45
Post-CAPABLE Fall Risk (Tinetti, FES) −.391* −.486* .061 79.71 19.61
Post-CAPABLE readiness to change −.347 −.59** −.052 2.68 0.75

Note. Total N = 31. SF-12 GHS = General Health Status; Katz ADL = activities of daily living; Lawton IADL = instrumental activities of daily living; 
PHQ-8 = Personal Health Questionnaire Depression version 8; Tinetti FES = Falls Efficacy Scale; PEG = Pain, Enjoyment of Life and General Activity; 
SPMSQ = Short Portable Mental Status Questionnaire; Satisfaction = average client satisfaction.
*p < .05. **p < .01.

Table 4.  Correlations Between Age, ADL Expense, and Functional Outcomes Measured Before and After CAPABLE.

Measures Age ADL Costs M SD

Age 1 −.175 71.81 8.7
ADL Costs −.175 1 178.12 190.49
Pre-CAPABLE Health (SF-12, GHS) .046 .461** 3.77 0.81
Pre-CAPABLE IADL (Lawton) .372* −.196 15.39 7.57
Pre-CAPABLE Depression (PHQ-8) −.509** .333 6.45 3.84
Pre-CAPABLE Pain (PEG) −.427* .139 17.58 8.27
Post-CAPABLE Health (GHS) −.106 .463** 3.71 0.82
Post-CAPABLE IADL (Lawton) −.058 .478** 10.58 7.74
Post-CAPABLE Depression (PHQ-8) −.522** .480** 4.48 3.45
Post-CAPABLE Fall Risk (FES) .179 −.390* 79.71 19.61
Cognition (SPMSQ) .482** .103 0.39 0.50
Satisfaction .558** −.186 1.75 0.35

Note. Total N = 31. SF-12 GHS = General Health Status; ADL = activities of daily living; IADL = instrumental activities of daily living; PHQ-8 = Personal 
Health Questionnaire Depression Version 8; FES = Falls Efficacy Scale; PEG = Pain, Enjoyment of Life and General Activity; Falls = fall incidents; SPMSQ 
= Short Portable Mental Status Questionnaire; Satisfaction = average client satisfaction.
*p < .05. **p < .01.
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depression (r = −.509, p = .003), (c) pre-CAPABLE pain (r 
= −.427, p = .016), (d) post-CAPABLE depression (r = 
−.522, p = .003), and (e) cognition (r = .482, p = .006; 
Table 4). Older participants showed better IADL levels of 
functional ability, less depressive symptoms reported, and 
less pain before the CAPABLE program. Older participants 
also showed lowered depression following program imple-
mentation. Those who were older in age also showed better 
cognition. Furthermore, participants with a greater amount 
of money spent on ADL needs (e.g., DME and personal 
items) showed better IADL levels of functional ability, 
improvement in self-reported depressive symptoms, and 
lowered fall risk following program implementation.

ADL Expense, Functional Outcomes, Program 
Goals, and Satisfaction

Participants’ ADL expenses (e.g., the amount spent on 
DME and personal items) was correlated with (a) pre-
CAPABLE general health status (r = .461, p = .009), (b) 
post-CAPABLE general health status (r = .463, p = .009), 
(c) post-CAPABLE IADL outcomes (r = .478, p = .007), 
(d) post-CAPABLE depression (r = .480, p = .006), and 
(e) post-CAPABLE fall risk (r = −.390, p = .030; Table 
4). Participants with greater ADL expenses showed better 
IADL levels of functional ability, improved depression 
outcomes, and lowered fall risk following the program. Of 
the 88 OT ADL/IADL participant-directed goals addressed, 
55 (61.3%) were met, and of the 51 nursing functional and 
health-related goals addressed, 35 (68.7%) were met. The 
client satisfaction survey noted 96.6% (N = 31) of the par-
ticipants reported benefiting a great deal from the program 
and 86.2% believed the program made their lives excep-
tionally easier.

Discussion

The CAPABLE program was feasible to implement during 
the COVID-19 restrictions (e.g., physical distancing) and 
demonstrated significantly improved (a) IADL independence, 
(b) reported depression symptoms, (c) general health status, 
and (d) readiness to change habits and routines toward func-
tional tasks. There were positive correlations between 
improved general health ratings and improved ADL/IADL 
functional activity and fewer self-reported fall risks as defined 
by the fall risk assessment (Stevens & Phelan, 2013); these 
findings align with recent CAPABLE studies among multiple 
CAPABLE implementation sites (Breysse et  al., 2022; 
Szanton et al., 2021). The program demonstrated clear bene-
fits to the participants and provided meaningful outcomes 
which supports aging in place and deters hospitalization and/
or assisted living placement (Szanton et  al., 2018; Szanton 
et al., 2016; U.S. Census Bureau, 2020a).

The CAPABLE team explored the implications of this 
program based on the participants’ socioeconomic status 
(SES) and social and structural determinants of health 
(SDOH), and their impact on functional outcomes. The abil-
ity to age successfully and safely within the community is 
correlated in part with one’s SES, for example, their level of 
income and education (McMaughan et al., 2020). The major-
ity of the participants within this program were dispropor-
tionately affected by their SES status and SDOH (e.g., 
limited health care access, chronic health conditions, and 
inadequate housing support; Administration for Community 
Living, 2021; Schulz et al., 2022). The SES status and SDOH 
were vital components to address during the implementation 
of this CAPABLE program; through the accomplishment of 
participants’ self-directed goals, structured CAPABLE team 
support, the provision of community resources to aid with 
living expenses, and effective home modifications.

Szanton et  al. (2021) emphasize the person-directed 
nature of CAPABLE, which supports intentionality of care 
within vulnerable socioeconomic groups (Breysse et  al., 
2022; Hooper et  al., 2020; Webb & Chen, 2022). Our 
CAPABLE interdisciplinary team engaged in culturally 
responsive care, the inclusion of social and cultural factors, 
within the plan of care to facilitate a person-centered 
approach (Muñoz, 2007; Njelesani et al., 2015). Culturally 
responsive care addresses aspects of SDOH and the effects 
the COVID-19 pandemic has placed on the vitality, health, 
safety, and well-being of vulnerable older adult populations 
(Breysse et  al., 2022; Hooper et  al., 2020; Webb & Chen, 
2022). The CAPABLE team led the client interactions with 
respect and acknowledgment of the SDOH and the intersec-
tion of SES factors, which supported or limited the accom-
plishment of the participants’ established goals and 
expectations. This approach was vital to the implementation 
process and highlighted through the programs’ satisfaction 
scores, qualitative remarks, and participation adherence.

Strengths and Limitations

The strength of the program was the collaboration of the OT, 
RN, and home contractor professionals who implemented 
the CAPABLE program during the COVID-19 pandemic. 
This collaboration was strengthened by actively listening to 
and respecting the needs of the participants, adhering to 
COVID-19 personal protection protocols, and utilizing 
remote visits as allowed by the national CAPABLE head-
quarters at Johns Hopkins University. Limitations of this 
evaluation were the small sample size (N = 31), which limits 
the ability to apply outcomes to larger communities, along 
with the program being implemented in 2020 during the 
height of the COVID-19 pandemic, which could have 
deterred enrollment and participation within the program. In 
addition, the reporting of the outcomes are the results of a 
program evaluation study design, which may affect the rigor 
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of implementation; however, all standardized procedures 
were followed based on the CAPABLE national guidelines.

Conclusion

Based on our research question, how does the CAPABLE 
program influence the functional outcomes of older adults 
living within the city of St. Louis? This program evaluation 
study identified improvement in IADL independence, readi-
ness to change, self-reported health status, and self-reported 
depressive symptoms. Through the lens of the Transtheoretical 
Model of Change (Prochaska & DiClemente, 1982) and the 
Life Span Theory of Control (Heckhausen & Schulz, 1995), 
this program contributes to the understanding of how 
improved self-efficacy can shape an older adult’s functional 
and occupational engagement within their home environ-
ment. It is imperative to promote the continued development 
of person-directed, in-home, interprofessional programs that 
can lead to older adults living longer, remaining occupation-
ally engaged, and aging in place safely within their homes. 
The CAPABLE program continues to address the real-world 
needs of older adults during the COVID-19 pandemic and 
the years ahead.
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