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Background: Promoting collective care philosophies in residential aged care homes that enhances person-centred care remains
a global challenge. More success is evident when an organisation’s approach to care impacts the well-being of everyone who lives
and works in the home. However, funding systems are seldom applied in favour of a collective approach. Te uptake of social
prescribing is potential yet another obstacle in eradicating the prevailing dominance of the medical model of care in aged care
homes.
Objective: In the Global South, institutionalised care is becoming a more acceptable and viable option to ensure health and well-
being of older adults. Introducing person-centred care philosophies, such as the Eden Alternative (EA), in settings where care
approaches are not predetermined by stringent funding schemes (i.e., related to addressing ‘challenging behaviours’ or specifying
social prescribing), provides an opportunity to explore the intricacies of collective approaches. Tis project specifcally considered
how the EA philosophy impacted the quality of collective care within state-wide organisations in South Africa.
Methods: A qualitative, descriptive research design supported the investigation of four residential aged-care settings in South
Africa. Ten focus groups, guided by the nominal group technique, were conducted with 68 participants, including residents,
operational staf, and management staf. Quantitative and qualitative fndings were deductively analysed using the EA’s domains
of well-being as the guiding framework.
Results: Te fndings mostly indicated agreement between staf and residents on the positive contributions of the EA to support
well-being associated with security, autonomy, identity, growth, connectedness, meaning and joy. Overall, security was the most
prevalent theme and linked with needs for physical and emotional safety.
Conclusion: Partnerships with external bodies, such as the EA, could support cross-national learning and exchange to support
stakeholders working more closely with government agencies in creating realistic and supportive operational and funding policies
for collective long-term care settings.
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1. Introduction

Te need for and access to institutional long-term aged care
in sub-Saharan Africa is perpetual. Despite many countries
advocating for ageing-in-place [1], due to population ageing
globally, the demand for long-term aged care is growing
expeditiously to the extent that an estimated 165 million
older adults could need long-term care by 2050 [2]. Within
the African continent, South Africa has one of the largest
and fastest-growing populations of aged citizens [3], and the
proportion of older adults in the total population is esti-
mated at 5.6 million people, 9.2% of the total South African
population [4]. Despite the international ageing-in-place
movement gaining momentum and family-orientated care
at home traditionally being the most acceptable form of aged
care in the Global South, it is not the most realistic care
option for the vast majority of older South Africans due to
rural exodus, global migration, various resource constraints
and limited community support structures in the
country [5].

Although institutionalised care of family members is
becoming a viable care option, fnancial constraints [5] and
emphasising a collective approach (related to the concept of
Ubuntu in Africa) for older adults [6] are the predominant
factors restricting the quality-of-care service provision in
aged care homes in South Africa, and an understanding and
commitment for long-term care systems are needed [2].
Consequently, the impact of population ageing is of great
concern to developing African countries because older age
often necessitates greater utilisation of health care services in
an already constrained economy [7].

A global culture change movement in aged care advo-
cates for the reform of a dominant medical care focus to-
wards an inclusive social approach, thereby including
collectivity for ageing well. Te Eden Alternative (EA) is an
international agency in support of organisational culture
change that favours a focus on a ‘life worth living’ (as coined
by the EA pioneer [8]) that incorporates a social approach to
care. Te WHO series on long-term care in sub-Saharan
Africa [2] identifed the EA as a philosophy that promotes
a relationship-focused care approach. As an international
movement, the EA proposes a care culture shift from the
biomedical, hospital-like model (that often continues to
fourish in aged care homes) towards a more holistic model
of wellbeing [9]. Te EA advocates for the creation of
a human habitat where life revolves around authentic and
meaningful relationships, and everyone in the community
can experience a greater sense of connectedness, identity,
meaning, growth, security, joy and autonomy, also known as
the seven domains of well-being which serve as the EA’s core
framework. Te seven domains of well-being [9, 10] are
described in Table 1 (see Column 1).

As a human habitat, care homes should be considered as
both a space and place, a complex environment with the
potential to foster cobecoming [11] for all people who live
and work there. Te interconnectedness of people and how
collective doing contributes to the well-being of commu-
nities, as both cobecoming (as a Bakaka Country concept
[11]) and Ubuntu (as the African notion of belonging [12]),

are supportive as foundations for understanding care and
well-being. Ubuntu is essential in healthcare as it emphasises
a holistic approach that considers individuals within their
social and cultural contexts. Tis African cultural perspec-
tive highlights that a person’s humanity is intertwined with
their sense of being and caring for all (Nicolaides, 2023).

By adopting the EA care culture, care homes can foster
a relationship-focused care approach, undergirded by pro-
moting human dignity for Elders, as residents are referred
to1, and their care partners, the preferred reference to those
who are staf, family and friends [9]. Tis holistic approach
incorporates what is currently termed as social prescribing,
a solution to complex and continuous problems [13], in
complex environments. In fact, the EA domains of well-
being and social prescribing share the aim of enhancing the
quality of life for older adults, particularly those prone to
loneliness and isolation (see Table 1 and Column 2 for more
information; [14, 15]). However, where social prescribing is
meant to be an additional community-based service that
counteracts relational shortfalls within areas dominated by
a medical approach [16], creating a more holistic, caring and
personalised service is dependent on all the care partners
within a collective residential setting [6]. From a culture
change perspective, introducing a system approach to seg-
regate care responsibilities counteracts a culture change
process.

Despite the South African Older Person’s Act 13 of 2006
delineating the human rights and quality care services that
should be aforded to older persons in residential care
homes, the quality and urgency aforded to institutionalised
care practices in South Africa are not well-regulated [2], and
a predominating biomedical care culture in South African
aged care homes persists. Terefore, creating empirical
evidence of the impact of a care culture shift in aged care
homes, with the support of the EA as a philosophy and
a culture change agent, could support an understanding of
how relationship-focused care supports meaningful en-
gagement within long-term residential aged-care settings.
Te objectives of this study were therefore as follows: (1) To
explore and report on what the EA as an organisational
culture change approach could contribute towards sup-
porting health and wellbeing of older adults living in long-
term care. (2) To explore the benefts of a holistic and in-
tegrated care approach where social prescribing is not
viewed as a separate entity when providing nonmedical
support in care homes but as a means to support Ubuntu
experiences and cobecoming.

2. Methods

A qualitative, descriptive research design [17] directed this
study. Only residential homes registered with EA settings
were included. A paper-based background survey was used
to capture participants’ demographic information. Group
discussions directed by the nominal group technique (NGT),
a qualitative consensus method [18], with care partners (i.e.,
care partners such as managerial staf, nursing staf and
caregiving staf) and Elders yielded qualitative and quanti-
tative data. Te NGT is a structured method for group
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decision-making and idea generation, facilitated by a single
unambiguous question to elicit a wide range of responses
[19].TeNGTminimises dominant voices and ensures equal
participation by having participants share their ideas in-
dividually in a round-robin fashion, followed by a group
discussion (qualitative) and voting on key concepts
(quantitative) [18, 20]. Tese processes assist participants in
identifying personal views and jointly prioritising areas for
further investigation.

3. Research Setting

3.1. Research Population and Sampling: Aged Care
Organisations. Four (n� 4) aged care organisations in South
Africa were registered with the international EA organisa-
tion at the time of the study. Of these four organisations, two
(n� 2) responded to the invitation to participate in the
research project (see Table 2). In South Africa, a clinical
approach to care dominates the aged care sector. Only a few
care homes have adopted philosophies and ways-of-doing
that align with social prescribing. Four care homes in urban
areas, two from each organisation, were included in this
research project as their adoption of the EA philosophy
aligned with the study’s objectives. Tese four homes spe-
cifcally catered to institutional support for Elders, compared
to other homes afliated with the two organisations that
were excluded due to a focus on catering to independent
living.

3.2. Research Population and Sampling: Participants Living
andWorking at the Aged Care Homes. Participants included
in the NGTdiscussion groups were recruited via purposeful,
convenience and snowball sampling. Snowball sampling
entailed word-of-mouth recruitment [17] of residents and
staf during site visits to include a variety of participants.
Specifc attention ensured diversity in terms of the age range,
gender, physical abilities, time period for living or working at
the home, residents’ accommodation type at the home and
involvement with operations at the home.

3.3. ParticipantsRepresented in theGroupDiscussion Included

• Staf in leadership roles (e.g., administrative, nursing,
catering, cleaning, maintenance, security or leisure/
lifestyle coordinators; members of the governing body
in leadership positions)

• Operational staf (e.g., registered nurses/physiothera-
pist/occupational therapist/allied health assistants/
leisure or lifestyle staf and other care staf) (e.g.,
caregivers/cleaning, catering, security and mainte-
nance staf)

• Elders (e.g., a range of residents permanently living at
the home to represent their peers—e.g., a married
couple; a resident with limited mobility, a physical
disability, with good family support and with limited
family support). Please note that participants with
cognitive impairments did not take part in this project

to ensure that Elders were comfortable to engage in the
NGT discussion.

3.4. Data Collection. Data collection-entailed discussion
groups were directed by the NGT. A total of 10 discussion
groups (n� 10) were conducted. Each participant in the
discussion group completed a demographic questionnaire
prior to the start of the group. Te NGT, initially developed
by Delbecq and Van de Ven [20], is a structured brain-
storming meeting that provides a systematic method for
obtaining qualitative information from the participants
[19–21]. Te NGT’s structured format limits power dy-
namics [19], ensuring equal participation from all partici-
pants irrespective of age, gender and personality type. Te
NGT was a cost- and time-efective way to direct multisite
group discussions and mitigate potential power relations
amongst group members by indicating priorities through
voting opportunities [22]. Te NGT promotes individual
views to be voiced while fostering collaborative input during
discussions and reaching a joint conclusion at the end of the
process.

NGT discussion groups were facilitated, face-to-face, at
each of the four homes, i.e. one group with residents and one
with operational staf (n� 8). Two facilitators consistently
conducted the NGT discussion groups. Available research
team members supported the NGT group discussions, with
a designated investigator taking feld notes for each group.
Tere was adequate assistance available for any individuals
needing physical help during any part of the NGTdiscussion
group. Venues were accessible; tables and chairs were po-
sitioned comfortably; refreshments were ofered; and all
Elders could move closer to the fipchart or whiteboard
writings if necessary to identify their priorities.

Two additional groups (n� 2) were facilitated virtually
via Zoom, with leadership staf from the two organisations
separately, resulting in 10 discussion groups (n� 10). Te
research group discussions explored the opinions of all
stakeholders on the impact of the EA at the home. Virtual
discussion groups have been successfully used for research
purposes [23]. For consistency, one experienced research
team member facilitated both sessions, following the same
procedure as prescribed by the NGTmethod. Te additional
researcher took feld notes of the narrative discussions
during the sessions.Te sessions were recorded with consent
from the leadership staf participating, and the priority
statements and rankings were shared with participants
during the group discussion for member checking.

Te focus question posed during the NGTdiscussions for
staf groups was ‘What is the impact of the EA on the care
culture of your organisation?’

Te focus question posed during the NGTdiscussion for
the Elders was ‘How is this place helping you feel at home?’

3.5. Data Analysis. Qualitative thematic analysis was ap-
plied. A deductive coding analysis [17] guided by the seven
domains of well-being promoted the views and opinions of
all participants to be objectively conveyed. Te four-step
process suggested by Creswell was applied [24] to organise,
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peruse, classify and synthesise the combined qualitative data
from the NGT-directed group discussion and narrative feld
notes.Te participants’ demographic details are presented as
descriptive statistics in Table 3.

3.6. Research Rigour. Scientifc validity, or ‘truth value’
[25, 26], was ensured by including all three groups of
participants to form a ‘system’ striving for inclusive social
prescribing and dignifed care of the Elders, enabling in-
ternal theoretical validity of the study. Furthermore, envi-
ronmental triangulation was fostered by including a range of
residential care facilities (N� 4) and collecting data from
residents and care partners at the respective sites. In-
vestigator triangulation was applied. One of the researchers
was representative of the diversity of race of the care partner-
participant group and had access to the participants’ ver-
nacular language when clarifcation was needed. As a fourth
measure for scientifc validity, member checking was applied
being inherently embedded in the democratic and reiterative
method of the nominal group technique that enabled re-
peated opportunities for participants to afrm and validate
their answers to the question.

3.7. Ethical Statement. Tis study was approved by the
Health Sciences Research Ethics Committee (HSREC) from
the University of the Free State (UFS-HSD2021/0653/2610).
Te governing committees of both organisations consented
to their afliated homes participating. Te four homes
consented to participation via the executive and manage-
ment boards. Individual participants at each care home
provided individual and informed written consent for their
participation after receiving information leafets. Since NGT
groups involve face-to-face discussions, anonymity is not
guaranteed. Confdentiality was ensured by protecting
participant discussions and avoiding the use of identifying
information in any documents. All electronic data were
securely stored on a protected online platform for 5 years,
only accessible by the research team.

4. Findings

Te demographic profle of the participants is detailed in
Table 3. A total of 68 participants from two organisations
(four care homes) participated in the study. Of these, 36
(52.9%) were staf members, and 32 (47.1%) were residents.

Participants comprised 55 (80.9%) females and 12 (17.6%)
males, with one participant not responding. Most staf
members’ (n� 34) (94.4%) ages ranged between 26 and 55,
with residents mostly being 65 years and older (n� 28)
(87.5%).

Employment duration varied. Te majority of staf
(30.6%) (n� 11) were employed between 5 and 10 years, with
25.0% (n� 9) for less than three years. Five staf members
(13.9%) indicated that they had worked at the respective
homes for over 10 years. Only three residents (9.4%) re-
ported a connection with the organisation of less than 1 year,
while eight (25%) reported connections of less than 3 years
and between 3 and 5 years, respectively. Four residents
(12.5%) had a connection with these organisations for more
than 10 years. While 15 (41.7%) staf reported having re-
ceived training in the EA care culture, most residents (n� 38;
55.9%) did not. Various staf members participated, in-
cluding carers, as well as cleaning and administrative staf. A
few Elders indicated their role as volunteers or assisting with
gardening at the homes.

Participants’ perceptions of the EA, as a care culture
movement, in categories ranging from not indicated, very
poor, to very good, indicated that staf and residents’ per-
ceptions were mostly good (n� 29) (42.6%) to very good
(n� 22) (32.4%) relating to their knowledge of EA (see
Supporting Table (available here)). Staf and residents re-
ported having overall good (n� 33; 48.5%) to very good
(n� 20; 29.4%) opportunities for residents to partake in
meaningful day-to-day activities. Residents’ choice and in-
volvement in activities were reported as good (n� 37; 54.
Four percent) to very good (n� 12; 17.6%). Most partici-
pants perceived the incorporation of residents’ life history
into their care plans as good, n� 37 (54.4%) and very good,
n� 9 (13.2%). Overall, in response to the EA positively
impacting residents’ quality of care, 340 responses from staf
and residents indicated experiences that were good (n� 156;
45.9%) to very good (n� 84; 24.7%).

Te fndings of the 10 discussion groups (n� 6 staf
groups; n� 4 elder groups) are reported in Table 4 (elders)
and Table 5 (staf), respectively. Each table presents the EA
domain of well-being, the combined verbatim statements
from the staf and Elder discussion groups, how the state-
ments are indicative of (either supporting or constraining)
the EA domains of well-being, and their ranking of im-
portance according to participants. Most statements in-
dicated contentment and confdence that the domains of

Table 2: Overview of the participating organisations.

Organisation 1 Organisation 2
Location Kwa-Zulu Natal Province Gauteng Province
Number of care homes 6 4
Homes Home 1 Home 2 Care centre 1 Care centre 2
Registration as an EA home 2020 2020 2016 2016
Number of residents 76 226 136 121
Number of staf 14 22 177 102
Age range: residents ≥ 60 yrs ≥ 60 yrs 55–103 yrs 54–99 yrs
Age range: staf ≥ 45 yrs ≥ 28 yrs 22–68 yrs 25–65 yrs
Note: Yrs: years.
Abbreviation: EA�Eden Alternative.

Health & Social Care in the Community 5
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well-being were supported. However, some statements also
indicated areas of discomfort and opportunities for im-
proving the support of the domains of well-being.

Table 4 presents the amalgamated priority statements as
voted on by the Elder participants during the four discussion
groups. Security was the predominant domain of consid-
eration, and while three statements indicated that Elders
experienced their security as being supported, two state-
ments also referred to opportunities for more support
needed in this domain.

Table 5 provides the amalgamated priority statements as
voted on by the staf participants during the six discussion
groups. Similar to the resident groups, staf considered se-
curity as a domain that was supported, in addition to the
domain of autonomy.

Table 6 contains the feld notes made by the frst author,
thematically analysed to assign codes and how these related
to the EA domains of well-being. Tis analysis creates more
depth and understanding of how participants’ experiences
related to the domains of well-being, which formed the
foundation for the statements and the ranking process of the
discussion groups.

5. Discussion

Tis study investigated how the EA philosophy created
a collective approach to support meaningful engagement in
four residential aged care homes in South Africa. Te
fndings from the discussion groups mostly indicated
agreement between participants (e.g., staf and Elders) on the
positive contributions of the EA to support Elders’ domains
of well-being, i.e., security, autonomy, growth, connected-
ness, meaning and joy. Te fndings revealed that the
Ubuntu philosophy—a core concept of interconnectedness
and communal well-being—was refected by both Elders and
care partners [12]. As Ubuntu highlights the collective re-
sponsibility for individual well-being, where autonomy and
interdependence coexist [16], the foundation for social
prescribing should be integrated in everyday doing within
the home to improve the quality of life for Elders. Terefore,
when considering social prescribing for older communities
through the lens of Ubuntu, the social, emotional and health
needs of Elders are addressed not in isolation but as part of
a broader relational and communal framework [12]. Tese
fndings directly respond to the WHO long-term care series
[2], as numerical and feld note narrative data provided
a positive step towards developing indicators that identify
supporting or inhibiting factors impacting Elders and care
staf. For the rest of this section, these indicators are linked to
the EA domains of well-being and addressed separately.

From the seven domains, security, especially for Elders,
was a prevalent theme supported by the feld note narratives,
as statements about security were recorded most frequently
(n� 20). Examples from ranked priority statements varied
between Elders’ feelings of physical safety within the home
and experiencing security in one’s personhood, such as
being respected and treated with patience and care. It is
unsurprising that physical safety and personal security re-
main at the foreground of older adults’ perception of health

and well-being, as this is a signifcant concern for all South
Africans, irrespective of age [27]. Supportive relationships
with care partners made the Elders feel secure and valued
and relates to the afective or socio-emotional component of
social prescribing [28]. Without these supportive relation-
ships, older persons, who already experience isolation and
anxiety, due to the impact of crime on personal safety [29],
would exponentially experience an increase in feeling
anxious.

Conceptually and theoretically dovetailing with security,
connectedness was highly ranked for the Elders as well as the
staf. Te discussion group fndings and feld note narratives
confrmed the importance of genuine and close interaction
between Elders and staf at the participating homes. In their
study, Yeung et al. [30] found that caring relationships,
conversations and time spent together created meaningful,
positive social interaction that fostered connectedness
among staf and Elders.

A feld note narrative statement capturing cleaning staf
being, ‘. . . the glue that keeps aged care homes afoat,’ was
mentioned during staf discussion groups and explained
how cleaning staf often had more genuine relationships
with the Elders whose rooms they cleaned. Tese oppor-
tunities for individual social interaction, combined with
receiving support and/or asserting personal preferences,
created meaning for both staf and Elders. For cleaners (the
lowest ranking order for staf in South African aged care
organisations) and Elders (being frail and vulnerable), this
situation appeared to create a form of communal un-
derstanding or empathy.

Terefore, while aged care settings exhibit diverse
characteristics, the notion of Ubuntu implies the presence of
a cohesive cultural aspect within these collective environ-
ments, as all care partners and Elders prioritised connect-
edness and interpersonal engagement. Ubuntu extends this
notion of belonging as an inherent human need, empha-
sising individual’s interconnectedness and the collective
contribution to community well-being [12]. Terefore, there
is no separation between medical and social approaches.

When community well-being encapsulates both health
and social components, it promotes the concept of care to
align with both a practice and a value. Terefore, caring is
not only motivated by efective practices of care but also
compelled bymoral salience of attending to, andmeeting the
needs of, the particular others for whom they take
responsibility.

Te intersectionality of the EA domains of well-being
was evident in terms of security, which was also being subtly
expressed as a basic need and foundation to good re-
lationships that directly supported other domains such as
autonomy.

Autonomy as the well-being domain was viewed as core
by Elders and staf. Lima et al. [31] assert that care partners
associate autonomy with the older adult’s ability to do
(everyday activities without the help of third parties) or with
the ability to resolve (especially decision-making on a day-
to-day basis). Staf seldom associated the autonomy of older
adults with social integration and emotional intelligence
[31]. Tis perception resonates with the fndings of this

Health & Social Care in the Community 9

 hsc, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1155/hsc/3848622 by South A

frican M
edical R

esearch, W
iley O

nline L
ibrary on [02/07/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Ta
bl

e
6:

Ex
am

pl
es

of
na
rr
at
iv
e
st
at
em

en
ts

ca
pt
ur
ed

du
ri
ng

th
e
di
sc
us
sio

n
gr
ou

ps
.

Fi
el
dn

ot
e
na

rr
at
iv
e
no

te
s

EA
do

m
ai
n
of

w
el
l-b

ei
ng

(c
at
eg
or
y)

V
er
ba

tim
C
od

e

Se
cu
ri
ty

(2
0
st
at
em

en
ts

ca
pt
ur
ed
)

‘R
es
id
en
ts
no

te
th
at
th
ey

be
lie
ve

th
er
e
ar
e
no

au
th
or
ita

tiv
e
st
af

av
ai
la
bl
e
du

ri
ng

ni
gh

ts
’

N
eg
at
iv
e
ex
pe
ri
en
ce
s
of

st
af

at
th
e
ho

m
e

‘R
es
id
en
t
fe
el
s
di
sr
es
pe
ct
ed

by
ju
ni
or

st
af

’
‘R
es
id
en
ts

ex
pe
ri
en
ce

ac
ce
ss
ib
ili
ty

iss
ue
s
in

te
rm

s
of

am
bu

la
tio

n’
Ph

ys
ic
al

ac
ce
ss
ib
ili
ty

iss
ue
s
at

th
e
ho

m
e

‘L
ift
s
ar
e
no

ti
n
w
or
ki
ng

or
de
r—

m
en
tio

ne
d
a
fe
w

tim
es
’

‘R
es
id
en
ts
fe
el
sa
fe

an
d
se
cu
re

in
th
e
pa
ra
m
et
er
s
of

th
e
ho

m
e’

Re
sid

en
ts

fe
el

ph
ys
ic
al
ly

sa
fe

at
th
e
ho

m
e

‘T
e
ca
ts

ta
ke

ca
re

of
th
e
ra
ts
—
ca
ts

pr
ov
id
e
co
m
pa
ni
on

sh
ip
,

bu
t
re
sid

en
ts

al
so

ex
pe
ri
en
ce

th
em

as
pe
st

co
nt
ro
l’

‘N
ot

ex
pe
ri
en
ci
ng

ra
ci
sm

—
th
at

is
go
od

’

O
rg
an
isa

tio
na
li
de
nt
ity

(1
4
st
at
em

en
ts

ca
pt
ur
ed
)

‘A
se
ni
or

st
af

m
em

be
rm

en
tio

ns
th
at
it
is
ea
sie

ri
ft
he
re

is
on

e
st
af

m
em

be
rt
o
ta
ke

ch
ar
ge

of
ho

w
th
eE

A
is
in
te
gr
at
ed

in
to
th
e

ho
m
e’

D
if
er
en
t
pe
rc
ep
tio

ns
ab
ou

t
th
e
in
te
gr
at
io
n
an
d
ap
pl
ic
at
io
n

of
EA

pr
in
ci
pl
es

‘S
ta
f
m
em

be
r
no

te
s
th
at

th
e
EA

is
no

ta
ch
ec
kl
ist

to
be

co
m
pl
et
ed
’

‘S
en
io
rs
ta
f
ex
pe
ri
en
ce
s‘
st
af

ng
ch
al
le
ng

es
’a
sa

lim
ita

tio
n
fo
r

‘d
oi
ng

’E
de
n’

‘S
ta
f
no

te
th
at
it
ea
sie

rt
o
m
an
ag
ea

ho
m
ef
ro
m

an
‘in

st
itu

tio
na
l

ap
pr
oa
ch
’

G
ro
w
th

(1
4
st
at
em

en
ts

ca
pt
ur
ed
)

‘S
ta
f
en
co
ur
ag
e
ac
tiv

ity
pa
rt
ic
ip
at
io
n
ou

ts
id
e
of

th
e
re
sid

en
t’s

ro
om

s’
EA

po
sit
iv
el
y
co
nt
ri
bu

te
s
to

th
e
gr
ow

th
of

th
e
ho

m
es

‘E
A

em
po

w
er
s
w
ith

th
e
kn

ow
le
dg
e
to

ha
ve

em
pa
th
y
w
ith

di
fe
re
nt

be
ha
vi
ou

rs
of

el
de
rs
’

‘S
ta
f
an
d
re
so
ur
ce

co
ns
tr
ai
nt
s
m
ak
e
it
di
f
cu
lt
to

im
pl
em

en
t

EA
’

C
on

st
ra
in
ts

hi
nd

er
in
g
gr
ow

th
to
w
ar
ds

EA
ph

ilo
so
ph

y
‘I
ha
ve

po
or

kn
ow

le
dg
e
of

th
e
EA

’
‘U
sin

g
th
e
la
ng

ua
ge

as
so
ci
at
ed

w
ith

th
e
EA

—
ho

w
ev
er
,f
ro
m

th
e
di
sc
us
sio

n,
it
se
em

s
as

if
de
ep
er

un
de
rs
ta
nd

in
g
an
d

ap
pl
ic
at
io
n
of

th
e
w
or
ds

m
ig
ht

be
in
co
ns
ist
en
t’

‘P
er
ce
pt
io
n
th
at

th
e
EA

on
ly

ap
pl
ie
s
to

he
al
th
y
ag
ei
ng

’

C
on

ne
ct
ed
ne
ss

(1
0
st
at
em

en
ts

ca
pt
ur
ed
)

‘S
ta
f
as
sis

t
w
ith

m
ai
nt
ai
ni
ng

vi
rt
ua
lc

on
ta
ct

w
ith

fa
m
ily

m
em

be
rs
’

St
af

fa
ci
lit
at
e
co
nn

ec
te
dn

es
s

‘T
er
e
se
em

s
to

be
a
ki
ns
hi
p
be
tw
ee
n
re
sid

en
ts
an
d
so
m
e
ca
re

st
af

’
‘T

e
re
sid

en
t
ex
pe
ri
en
ce
s
di
f
cu
lty

liv
in
g
w
ith

an
d

ac
co
m
m
od

at
in
g
ot
he
r
re
sid

en
ts

w
ho

ar
e
di
fe
re
nt
ly

ab
le

to
th
em

se
lv
es
’

C
on

ne
ct
ed
ne
ss

be
tw
ee
n
re
sid

en
ts

va
ri
es

‘A
cc
es
sib

ili
ty

of
in
fo
rm

at
io
n
on

no
tic
e
bo

ar
d
is
di
f
cu
lt
du

e
to

vi
sio

n
pr
ob

le
m
s’

C
on

st
ra
in
ts

w
ith

in
fo
rm

at
io
n
di
ss
em

in
at
io
n

10 Health & Social Care in the Community

 hsc, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1155/hsc/3848622 by South A

frican M
edical R

esearch, W
iley O

nline L
ibrary on [02/07/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Ta
bl

e
6:

C
on

tin
ue
d.

Fi
el
dn

ot
e
na

rr
at
iv
e
no

te
s

EA
do

m
ai
n
of

w
el
l-b

ei
ng

(c
at
eg
or
y)

V
er
ba

tim
C
od

e

A
ut
on

om
y
(1
0
st
at
em

en
ts

ca
pt
ur
ed
)

‘R
es
id
en
te

xp
er
ie
nc
ed

C
O
V
ID

co
ns
tr
ai
nt
s
ne
ga
tiv

el
y—

as
in
fu

en
ci
ng

on
vi
sit
in
g
po

lic
ie
s’

Po
lic
ie
s
lim

it
th
e
ex
pe
ri
en
ce

of
ch
oi
ce

‘T
e
av
ai
la
bi
lit
y
of

a
sp
az
a
sh
op

is
se
en

as
ov
er
w
he
lm

in
gl
y

po
sit
iv
e,
bu

ts
om

e
re
sid

en
ts
m
en
tio

n
th
at
th
ey

pe
rc
ei
ve

st
af

as
no

ta
ck
no

w
le
dg
in
g
th
e
im

po
rt
an
ce

of
ac
ce
ss
in
g
th
is
sh
op

’

Id
en
tit
y
(9

st
at
em

en
ts

ca
pt
ur
ed
)

‘W
e
al
lg

ot
a
lit
tle

de
vi
li
n
us
—
sa
id

a
re
sid

en
t,
ac
kn

ow
le
dg
in
g

th
at

in
an

in
st
itu

tio
na
lh

om
e,
th
er
e
w
ill

al
w
ay
s
be

m
an
y

pe
rs
on

al
iti
es

an
d
pr
ef
er
en
ce
s
th
at

ne
ed

to
be

m
an
ag
ed
’

C
ha
lle
ng

es
to

su
pp

or
ta

nd
m
ai
nt
ai
n
va
ri
ou

s
id
en
tit
ie
s

‘T
er
e
is
a
ca
ri
ng

re
la
tio

ns
hi
p
ir
re
sp
ec
tiv

e
of

jo
b
tit
le
s’

‘In
co
ns
ist
en
ci
es

re
ga
rd
in
g
sa
tis
fa
ct
io
n
w
ith

fo
od

,l
au
nd

ry
se
rv
ic
es
,c
ar
in
g
se
rv
ic
es
’

M
ea
ni
ng

/jo
y
(9

st
at
em

en
ts

ca
pt
ur
ed
—
m
ea
ni
ng

3
st
at
em

en
ts

ca
pt
ur
ed
—
jo
y)

‘T
e
w
el
l-s
to
ck
ed

lib
ra
ry
’

M
ea
ni
ng

an
d
jo
y
re
m
ai
n
hi
gh

ly
su
bj
ec
tiv

e.
Po

sit
iv
e
em

ot
io
ns

ex
pe
ri
en
ce
d
vi
a
pa
rt
ic
ip
at
io
n
op

po
rt
un

iti
es

‘W
e
do

na
te

th
e
do

lls
;w

e
ar
e
a
w
or
ki
ng

gr
ou

p’
‘In

co
ns
ist
en
ci
es

ab
ou

tt
he

ex
pe
ri
en
ce

of
m
ea
ni
ng

fu
la

ct
iv
iti
es

av
ai
la
bl
e
at

th
e
fa
ci
lit
ie
s’

‘P
os
iti
ve

ex
pe
ri
en
ce

of
an
nu

al
se
ni
or

ga
m
es

da
y’

‘S
ta
f
pr
ov
id
e
ac
tiv

ity
op

tio
ns

ov
er

th
e
w
ee
ke
nd

–h
ap
pi
ne
ss

ab
ou

tt
hi
s
fr
om

re
sid

en
ts

w
ho

pa
rt
ic
ip
at
e’

A
bb

re
vi
at
io
n:

EA
�
Ed

en
A
lte
rn
at
iv
e.

Health & Social Care in the Community 11

 hsc, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1155/hsc/3848622 by South A

frican M
edical R

esearch, W
iley O

nline L
ibrary on [02/07/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



study, wherein staf at the participating homes highly valued
Elders’ ability to make choices and exercise control over
their decisions. In contrast, Elders emphasised autonomy in
the context of social interactions, particularly in having
control over visiting times and access to friends and rela-
tives, underscoring a discrepancy of care partners’ un-
derstanding and valuing autonomywithin aged care settings.
Te COVID-19 pandemic highlighted the importance of
safety and autonomy for older adults, prompting the
implementation of restrictive measures to mitigate health
risks. Malherbe [32] documented negative experiences of
diminished autonomy and dignity among older adults
during the pandemic, a sentiment echoed by Elders in this
study who found visiting policies restrictive, despite no such
policies being in place during the data collection timeframe.

While care partners prioritised promoting independence
in daily activities, such as personal care tasks or decision-
making, Elders prioritised opportunities for meaningful social
engagement, valuing the freedom to connect and maintain
social cohesion as paramount. Addressing this disparity ne-
cessitates a deeper appreciation of Elders’ perspectives and
values, reevaluating existing assumptions and norms within
the aged care system. It appears that Elders accepted certain
systemic rules without concern for the potential impact on
their autonomy, particularly when enforced by qualifed staf.
Tis fnding illuminates how power dynamics, often con-
sidered an obstacle by advocates for aged care culture change,
could be perpetuated by the Elders themselves due to
a generational belief in the authority of qualifed individuals
and a historical patriarchal modus operandi [33].

Positions of power and privilege extended to Elders
expressing feelings of disconnect from fellow Elders who
were diferently abled than them within the same living
spaces. Tis sentiment contradicts the ethos of Ubuntu and
suggests a divergence from the ideal of communal harmony
and connectedness. Tis reluctance to associate with fellow
Elders who were less capable could stem from a discomfort
with losing their sense of autonomy—being confronted by
the fear of physical decline and facing similar challenges in
the future.Tis highlights the complex interplay between the
domains of autonomy and identity and how individuals
want to view themselves.

Identity, within the context of the EA philosophy, re-
volves around the concept of personhood and the sense of
‘being known’ and recognised for one’s individuality [9].
Personhood entails inherent dignity and having personal
rights honoured [9]. While care partners prioritised the use
of respectful terminology when addressing Elders as a gold
standard for upholding dignity and identity, Elders
underscored the signifcance of residing in a home afliated
with a Christian organisation. For Elders, the most crucial
aspect of their identity was associated with respect and
acknowledgement of their worldview. While linguistic ad-
aptations by care partners display valued identities, it only
touches on the surface of what the scope for the domain of
identity entails. In-depth acknowledgement of identity that
refects the EA philosophy would be refected by a sound
grounding of guiding principles in all organisational policies
and procedures.

Although care culture change is in its infancy in the
Global South, it joins the Global North in search of metrics
and monitoring methods to map the status of needs and
services in the feld of long-term care [2]. It is especially
important that long-term care become (in the Global South)
and remain (in the Global North) a respected and viable
option for care of older adults and is ‘recognized both so-
cietally and politically as a public good’ [2] that ensures ‘an
acceptable level of well-being, not only for dependent older
people but also for those who care for them’ [2]. Te do-
mains of meaning and joy were important lenses for con-
sidering the well-being on a personal level.

Te least number of statements are captured pertaining
to the domains of meaning and joy (i.e. 12 statements in
total) and are presented jointly. Experiencing meaning in
one’s life is crucial for fostering health and well-being,
irrespective of age and ability. Human beings are ‘wired’
with the innate need to experience pleasure, restoration and
productivity [34], and there is a direct positive correlation
between the experience of pleasure and well-being during
meaningful engagement [35]. Meaningful engagement is
appealing due to the personal signifcance for the doer in
terms of productive, restorative and pleasurable elements
[34]. Despite its importance, the subjective nature of de-
fning meaning and joy, due to the personal signifcance for
the doer [34], could explain why statements refecting these
two domains were underrepresented in the voting and
ranking process. Moreover, intertwining meaning and joy in
the data analysis underscored these constructs’ multidi-
mensionality and subjectivity.

Insights into the preceding domains supported an un-
derstanding of how the domain of growth could be utilised
to promote opportunities for development, enriching ex-
periences and an evolving care culture that supports care
partner and Elder well-being. Findings indicated that care
partners perceive nonhuman resource constraints as a bar-
rier to growth, and there was an underlying perception that
the EA only applied to healthy ageing. Kilian et al. [36] found
that unfavourable attitudes and dementia illiteracy con-
tributed to passive resistance to care culture change in an
organisation in South Africa. In addition, limited collectivity
between care partners and Elders also negatively impacted
the care culture in this organisation’s homes [36]. Although
governments play an essential role in building, imple-
menting and coordinating long-term care systems, efective
and well-integrated partnerships between government
agencies, nongovernmental organisations, professionals, the
private sector and care partners (especially families and
volunteers) are essential [2]. Tis study, utilising both an
objective measure and personal perspective from care
partners, contributed to capturing and predicting long-term
care needs within organisations afliated with the EA in
direct response to the WHO’s suggestion for improving
long-term care of older adults [2]. Findings support the next
steps to address needs with training, which would ensure
that culture change goes beyond the use of theoretically
sound EA ‘language’ and supports meaningful engagement
within these long-term residential aged-care settings.
Moreover, fndings indicate the value of a whole-
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organisation approach in support of person-centred care to
promote well-being—it is in the joint perseverance of care
partners to engage meaningfully that collectivity is built.

Te limitations of this study include a small sample size.
Te transferability of the fndings was also negatively im-
pacted by not involving family members as an important
component within a care partner approach. Future meta-
analyses could deconstruct complex factors associated with
complex living environments, where social and health ap-
proaches to care are paramount for a person-centred focus.
Additional data that could enable expanded recommenda-
tions are the complex historical socio-political inter-
sectionality of race, gender and culture between the
caretaker staf and residents. Although the ofcial language
of included organisations was English, the researchers did
not have full access to the various frst languages of the
caregiving staf, which could be perceived as a potential
limitation. However, in terms of strengths of this study,
frstly, the themes generated by this project are universal to
long-term aged care settings, and the study should be ex-
panded to include more aged care homes across multiple
organisations and countries in the Global South. Secondly,
despite the limited sample, a signifcant degree of maximum
variable sampling was obtained by including several resi-
dential care homes and three groups of various participants
forming part of the facilities’ purpose and operations.
Tirdly, the group of researchers ensured several strategies
for research rigour and constantly made use of active re-
fexivity during the research process.

6. Conclusion

Despite limited resources, this study indicates that part-
nerships with external bodies, such as the EA, support
culture change and would be worth the investment. Te
question now is how these external bodies could support
cross-national learning and exchange to ensure that gov-
ernment agencies create realistic and supportive policies that
could tailor to the needs and services of each long-term care
home as a unique entity. Careful consideration is paramount
to the mounting support of social prescription, which in
essence creates a medical denotation and further possible
alienation for embedding and encapsulating a social ap-
proach for ageing well, within residential care settings. Only
when Elders and the people who care for them are ac-
knowledged as being part of a collective, where individuals
are impacted by unique contextual factors, could care ser-
vices cater to the wellbeing of everyone involved.
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Endnotes
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the Eden Alternative and refects a wisdom and status
bestowed upon the older adult. Also note that the fndings
and verbatim statements refect the term ‘resident’ when
referencing Elders, as this is the term used by participants.
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