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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. The 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. This project specifically 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 staff, and management staff. Quantitative and qualitative findings were deductively analysed using the EA’s domains
of well-being as the guiding framework.

Results: The findings mostly indicated agreement between staff 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

The 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, financial 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. The 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. The WHO series on long-term care in sub-Saharan
Africa [2] identified 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
flourish in aged care homes) towards a more holistic model
of wellbeing [9]. The 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. The 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. The 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]),
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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. This 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
to', and their care partners, the preferred reference to those
who are staff, family and friends [9]. This 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 afforded to older persons in residential care
homes, the quality and urgency afforded 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. Therefore, 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.
The 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 benefits 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 staff, nursing staff and
caregiving staff) and Elders yielded qualitative and quanti-
tative data. The 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]. The NGT minimises 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]. These processes assist participants in
identifying personal views and jointly prioritising areas for
turther 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. These four homes spe-
cifically catered to institutional support for Elders, compared
to other homes affiliated with the two organisations that
were excluded due to a focus on catering to independent
living.

3.2. Research Population and Sampling: Participants Living
and Working at the Aged Care Homes. Participants included
in the NGT discussion groups were recruited via purposeful,
convenience and snowball sampling. Snowball sampling
entailed word-of-mouth recruitment [17] of residents and
staff during site visits to include a variety of participants.
Specific 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. Participants Represented in the Group Discussion Included

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

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

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
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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. The 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]. The NGT’s structured format limits power dy-
namics [19], ensuring equal participation from all partici-
pants irrespective of age, gender and personality type. The
NGT was a cost- and time-effective way to direct multisite
group discussions and mitigate potential power relations
amongst group members by indicating priorities through
voting opportunities [22]. The 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 staff (n=38). Two facilitators consistently
conducted the NGT discussion groups. Available research
team members supported the NGT group discussions, with
a designated investigator taking field notes for each group.
There was adequate assistance available for any individuals
needing physical help during any part of the NGT discussion
group. Venues were accessible; tables and chairs were po-
sitioned comfortably; refreshments were offered; and all
Elders could move closer to the flipchart or whiteboard
writings if necessary to identify their priorities.

Two additional groups (n=2) were facilitated virtually
via Zoom, with leadership staft from the two organisations
separately, resulting in 10 discussion groups (n=10). The
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 NGT method. The additional
researcher took field notes of the narrative discussions
during the sessions. The sessions were recorded with consent
from the leadership staff participating, and the priority
statements and rankings were shared with participants
during the group discussion for member checking.

The focus question posed during the NGT discussions for
staff groups was ‘What is the impact of the EA on the care
culture of your organisation?’

The focus question posed during the NGT discussion 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. The four-step
process suggested by Creswell was applied [24] to organise,
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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 staff 14 22 177 102

Age range: residents > 60yrs > 60 yrs 55-103 yrs 54-99 yrs
Age range: staff > 45yrs > 28 yrs 22-68 yrs 25-65yrs

Note: Yrs: years.
Abbreviation: EA = Eden Alternative.

peruse, classify and synthesise the combined qualitative data
from the NGT-directed group discussion and narrative field
notes. The participants’ demographic details are presented as
descriptive statistics in Table 3.

3.6. Research Rigour. Scientific 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 dignified 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 clarification was needed. As a fourth
measure for scientific 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 affirm and validate
their answers to the question.

3.7. Ethical Statement. This study was approved by the
Health Sciences Research Ethics Committee (HSREC) from
the University of the Free State (UFS-HSD2021/0653/2610).
The governing committees of both organisations consented
to their affiliated homes participating. The 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 leaflets. Since NGT
groups involve face-to-face discussions, anonymity is not
guaranteed. Confidentiality 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

The demographic profile 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 staff members, and 32 (47.1%) were residents.

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

Employment duration varied. The majority of staff
(30.6%) (n=11) were employed between 5 and 10 years, with
25.0% (n=9) for less than three years. Five staff 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 5years, respectively. Four residents
(12.5%) had a connection with these organisations for more
than 10 years. While 15 (41.7%) staff reported having re-
ceived training in the EA care culture, most residents (n = 38;
55.9%) did not. Various staff members participated, in-
cluding carers, as well as cleaning and administrative staff. 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 staff 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)). Staff 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 staft
and residents indicated experiences that were good (n = 156;
45.9%) to very good (n=284; 24.7%).

The findings of the 10 discussion groups (n=6 staff
groups; n=4 elder groups) are reported in Table 4 (elders)
and Table 5 (staff), respectively. Each table presents the EA
domain of well-being, the combined verbatim statements
from the staff 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 confidence that the domains of
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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 staff participants during the six discussion
groups. Similar to the resident groups, staff considered se-
curity as a domain that was supported, in addition to the
domain of autonomy.

Table 6 contains the field notes made by the first author,
thematically analysed to assign codes and how these related
to the EA domains of well-being. This 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

This study investigated how the EA philosophy created
a collective approach to support meaningful engagement in
four residential aged care homes in South Africa. The
findings from the discussion groups mostly indicated
agreement between participants (e.g., staff 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. The findings revealed that the
Ubuntu philosophy—a core concept of interconnectedness
and communal well-being—was reflected 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. Therefore,
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]. These
findings directly respond to the WHO long-term care series
[2], as numerical and field note narrative data provided
a positive step towards developing indicators that identify
supporting or inhibiting factors impacting Elders and care
staff. 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 field 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 significant 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 affective 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
staff. The discussion group findings and field note narratives
confirmed the importance of genuine and close interaction
between Elders and staff 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 staff and Elders.

A field note narrative statement capturing cleaning staff
being, ... the glue that keeps aged care homes afloat,” was
mentioned during staff discussion groups and explained
how cleaning staft often had more genuine relationships
with the Elders whose rooms they cleaned. These oppor-
tunities for individual social interaction, combined with
receiving support and/or asserting personal preferences,
created meaning for both staff and Elders. For cleaners (the
lowest ranking order for staff 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.

Therefore, 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]. Therefore, 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. Therefore, caring is
not only motivated by effective practices of care but also
compelled by moral salience of attending to, and meeting the
needs of, the particular others for whom they take
responsibility.

The 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 staff. 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). Staff seldom associated the autonomy of older
adults with social integration and emotional intelligence
[31]. This perception resonates with the findings of this
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study, wherein staff 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 autonomy within aged care settings.
The 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 qualified staft.
This finding 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 qualified 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 differently abled than them within the same living
spaces. This sentiment contradicts the ethos of Ubuntu and
suggests a divergence from the ideal of communal harmony
and connectedness. This 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. This 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 significance of residing in a home affiliated
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
reflects the EA philosophy would be reflected by a sound
grounding of guiding principles in all organisational policies
and procedures.

Health & Social Care in the Community

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 field 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]. The do-
mains of meaning and joy were important lenses for con-
sidering the well-being on a personal level.

The 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 significance for the doer in
terms of productive, restorative and pleasurable elements
[34]. Despite its importance, the subjective nature of de-
fining meaning and joy, due to the personal significance for
the doer [34], could explain why statements reflecting 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, effective
and well-integrated partnerships between government
agencies, nongovernmental organisations, professionals, the
private sector and care partners (especially families and
volunteers) are essential [2]. This study, utilising both an
objective measure and personal perspective from care
partners, contributed to capturing and predicting long-term
care needs within organisations affiliated with the EA in
direct response to the WHOQO’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, findings 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.

The limitations of this study include a small sample size.
The transferability of the findings 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 staff and residents. Although the official language
of included organisations was English, the researchers did
not have full access to the various first languages of the
caregiving staff, which could be perceived as a potential
limitation. However, in terms of strengths of this study,
firstly, 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 significant 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.
Thirdly, the group of researchers ensured several strategies
for research rigour and constantly made use of active re-
flexivity 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. The
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

"Note: Elders, capitalised, are the term used in this paper
referring to older adults. It is a terminology associated with
the Eden Alternative and reflects a wisdom and status
bestowed upon the older adult. Also note that the findings
and verbatim statements reflect the term ‘resident’ when
referencing Elders, as this is the term used by participants.

Supporting Information

Additional supporting information can be found online in
the Supporting Information section. (Supporting
Information)

The table contains participants’ perception of their own
knowledge about the Eden Alternative.

References

[1] J. Davey, G. Nana, V. de Joux, and M. Arcus, Accommodation
Options for Older People in Aotearoa/New Zealand. Wel-
lington, New Zealand (New Zealand Institute for Research on
Ageing/Business and Economic Research Limited Centre for
the Centre for Housing Research. Aotearoa, 2004).

World Health Organization, Towards Long-Term Care Sys-
tems in Sub-Saharan Africa (World Health Organisation,
2017).

G. Kelly, “Brief: Older Persons and Community Care in South
Africa Report University of Cape Town,” (2023), https://
zivahub.uct.ac.za/articles/report/Brief_Older_Persons_Fora_
Report_South_Africa/24146490.

[2

[3

85USO17 SUOWIWIOD 3RO et jdde auy Aq peuenob 818 S3o e O ‘85N 4O S3|n1 10} A%iq1T 8UIUO AB|IM UO (SUORIPUOD-PUR-SLUBY WD AB| 1M AReIq1 Ul UO//SAIY) SUORIPUOD pUe SWB L 83U} 885 *[S5202/20/20] Uo Ariqiauluo AB|IM ‘Uotessay [eOIPSIN UeaL}Y Uinos AQ 2298Y8E/sU/SSTT 0T/I0p/w00" A im Akeiq i putjuoy/sdny Wwouy pepeo|umoq ‘T ‘520z ‘sy


https://doi.org/10.1155/hsc/3848622
https://doi.org/10.1155/hsc/3848622
https://zivahub.uct.ac.za/articles/report/Brief_Older_Persons_Fora_Report_South_Africa/24146490
https://zivahub.uct.ac.za/articles/report/Brief_Older_Persons_Fora_Report_South_Africa/24146490
https://zivahub.uct.ac.za/articles/report/Brief_Older_Persons_Fora_Report_South_Africa/24146490

14

(4]

(5]

(10]

(11]

(12]

(13]

(14

(15

(16]

(17

(18]

Department of Statistics South Africa, Marginalised Groups
Series Volume VI: The Social Profile of Older Persons (Statistics
South Africa, 2023).

G. Kelly, L. Mrengqwa, and L. Geffen, “They Don’t Care about
Us™ Older People’s Experiences of Primary Healthcare in
Cape Town, South Africa,” BMC Geriatrics 19, no. 1 (2019):
98-14, https://doi.org/10.1186/512877-019-1116-0.

S. H. J. du Toit, D. Casteleijn, F. Adams, and
M. Morgan-Brown, “Occupational Justice within Residential
Aged Care Settings-Time to Focus on a Collective Approach,”
British Journal of Occupational Therapy 82, no. 9 (2019):
578-581, https://doi.org/10.1177/0308022619840180.

Z. Tunzi and B. D. Simo-Kengne, “Estimating the Future
Health Care Cost of Population Aging in South Africa,”
Development Southern Africa 37, no. 2 (2020): 259-275,
https://doi.org/10.1080/0376835X.2019.1629878.

W. H. Thomas, Life Worth Living: How Someone You Love
Can Still Enjoy Life in a Nursing Home: The Eden Alternative
in Action (VanderWyk and Burnham, 1996).

The Eden Alternative, “Well-being Is a Human Right: The
Domains of Well-Being as Core Framework of the Eden Al-
ternative,” (2021), https://www.edenalt.org/our-framework/.
W. H. Thomas, Life Worth Living: How Someone You Love
Can Still Enjoy Life in a Nursing Home (VanderWyk and
Burnham: Massachusets, 1996).

B. Country, S. Wright, S. Suchet-Pearson, et al, “Co-
Becoming Bawaka: Towards a Relational Understanding of
Place/Space,” Progress in Human Geography 40, no. 4 (2016):
455-475, https://doi.org/10.1177/0309132515589437.

S. S. Chisale, “Ubuntu as Care: Deconstructing the Gendered
Ubuntu,” Verbum et Ecclesia 39, no. 1 (2018): https://doi.org/
10.4102/ve.v39i1.1790.

A. Clements-Cortés and J. Yip, “Social Prescribing for an Aging
Population,” Activities, Adaptation & Aging 44, no. 4 (2020):
327-340, https://doi.org/10.1080/01924788.2019.1692467.

A. Percival, C. Newton, K. Mulligan, R. J. Petrella, and
M. C. Ashe, “Systematic Review of Social Prescribing and
Older Adults: where to from Here?” Family Medicine and
Community Health 10, no. Suppl 1 (2022): €001829, https://
fmch.bmj.com/content/10/Suppl_1/e001829, https://doi.org/
10.1136/fmch-2022-001829.

R. Sadio, A. Henriques, P. Nogueira, and A. Costa, “Social
Prescription for the Elderly: a Community-Based Scoping
Review,” Primary Health Care Research ¢ Development 25
(2024): e46, https://www.cambridge.org/core/journals/primar
y-health-care-research-and-development/article/social-prescri
ption-for-the-elderly-a-communitybased-scoping-review/C63
CDEC136602499A47AB226BAFD36F1, https://doi.org/10.10
17/51463423624000410.

S. Calder6n-Larranaga, T. Greenhalgh, S. Finer, and
M. Clinch, “What Does the Literature Mean by Social Pre-
scribing? A Critical Review Using Discourse Analysis,” So-
ciology of Health & Illness 44, no. 4-5 (2022): 848-868, https://
doi.org/10.1111/1467-9566.13468.

H. Brink, C. Van der Walt, and G. Van Rensburg, Funda-
mentals of Research Methodology for Healthcare Professionals
(Juta and Company (Pty) Ltd, 2018).

K. Manera, C. S. Hanson, T. Gutman, and A. Tong, “Con-
sensus Methods: Nominal Group Technique,” in Handbook of
Research Methods in Health Social Sciences (Singapore:
Springer, 2019).

Health & Social Care in the Community

[19] J. Olsen, “The Nominal Group Technique (NGT) as a Tool for
Facilitating Pan-Disability Focus Groups and as a New
Method for Quantifying Changes in Qualitative Data,” In-
ternational Journal of Qualitative Methods 18 (2019): https://
doi.org/10.1177/1609406919866049.

[20] A.H. Vande Ven and A. L. Delbecq, “The Nominal Group as
a Research Instrument for Exploratory Health Studies,”
American Journal of Public Health 62, no. 3 (1972): 337-342,
https://doi.org/10.2105/AJPH.62.3.337.

[21] S. Cooper, R. Cant, E. Luders, et al., “The Nominal Group
Technique: Generating Consensus in Nursing Research,”
Journal of Nursing Education 59, no. 2 (2020): 65-67, https://
doi.org/10.3928/01484834-20200122-02.

[22] S.McMillan, F. Kelly, A. Sav, et al., “Using the Nominal Group
Technique: How to Analyse across Multiple Groups,” Health
Services & Outcomes Research Methodology 14, no. 3 (2014):
92-108, https://doi.org/10.1007/s10742-014-0121-1.

[23] B. Tran, B. Rafinejad-Farahani, S. Moodie, R. O’Hagan, and
D. Glista, “A Scoping Review of Virtual Focus Group Methods
Used in Rehabilitation Sciences,” International Journal of
Qualitative Methods 20 (2021): 1-18, https://doi.org/10.1177/
16094069211042227.

[24] J. W. Creswell, “Mixed Methods Procedures,” in Research
Design: Qualitative, Quantitative, and Mixed Methods Ap-
proaches (Thousand Oaks, CA: SAGE Publications, Inc, 2014).

[25] N. M. Stahl and J. R. King, “Understanding and Using
Trustworthiness in Qualitative Research,” Journal of De-
velopmental Education 44, no. 1 (2020): 26-28.

[26] Y.Botma, M. Greeff, L. Makhado, and F. M. Mulaudzi, “Ethics
in Research,” in Research in Health Sciences (Pearson South
Africa (Pty) Ltd, 2022).

[27] G. Eagle, “Crime, Fear and Continuous Traumatic Stress in

South Africa: What Place Social Cohesion?” Psychology, Soci

49 (2015): 83-98, https://doi.org/10.17159/2309-8708/2015/

n49a7.

A. Calderdn-Larrafaga, et al., “The Role of Social Prescribing

in Improving Health Outcomes for Elderly Communities,”

Journal of Community Care 45, no. 2 (2022): 88-102.

[29] H. M. Braungart, W. J. Hoyer, and R. G. Braungart, “Fear of

Crime and the Elderly,” in Police and the Elderly (New York,

NY: Pergamon Press, 1979).

P. Yeung, V. Rodgers, M. Dale, et al., “Psychometric Testing of

a Person-Centred Care Scale the Eden Warmth Survey in

a Long-Term Care Home in New Zealand,” Contemporary

Nurse 52, no. 2-3 (2016): 176-190, https://doi.org/10.1080/

10376178.2016.1198236.

[31] A. M. N. Lima, M. M. F. da Silva Martins, M. S. M. Ferreira,
et al., “Concept of Older Person Autonomy: Phenomeno-
logical Study of the Opinion of Specialist Nurses,” Porto
Biomedical Journal 7, no. 6 (2022): el78, https://doi.org/
10.1097/j.pbj.0000000000000178.

[32] K. Malherbe, “Assessing the Protection of Older Persons’

Access to Social Services in South Africa during the

COVID-19 Pandemic,” Speculum Juris 35, no. 2 (2021): http://

hdlhandle.net/10566/7351.

A. Petriwskyj, A. Gibson, and G. Webby, “Staft Members’

Negotiation of Power in Client Engagement: Analysis of

Practice within an Australian Aged Care Service,” Journal of

Aging Studies 33, no. 4 (2015): 37-46, https://doi.org/10.1016/

jjaging.2015.02.011.

[28

[30

(33

85USO17 SUOWIWIOD 3RO et jdde auy Aq peuenob 818 S3o e O ‘85N 4O S3|n1 10} A%iq1T 8UIUO AB|IM UO (SUORIPUOD-PUR-SLUBY WD AB| 1M AReIq1 Ul UO//SAIY) SUORIPUOD pUe SWB L 83U} 885 *[S5202/20/20] Uo Ariqiauluo AB|IM ‘Uotessay [eOIPSIN UeaL}Y Uinos AQ 2298Y8E/sU/SSTT 0T/I0p/w00" A im Akeiq i putjuoy/sdny Wwouy pepeo|umoq ‘T ‘520z ‘sy


http://doi.org/10.1186/s12877-019-1116-0
http://doi.org/10.1177/0308022619840180
http://doi.org/10.1080/0376835X.2019.1629878
https://www.edenalt.org/our-framework/
http://doi.org/10.1177/0309132515589437
http://doi.org/10.4102/ve.v39i1.1790
http://doi.org/10.4102/ve.v39i1.1790
http://doi.org/10.1080/01924788.2019.1692467
https://fmch.bmj.com/content/10/Suppl_1/e001829
https://fmch.bmj.com/content/10/Suppl_1/e001829
http://doi.org/10.1136/fmch-2022-001829
http://doi.org/10.1136/fmch-2022-001829
https://www.cambridge.org/core/journals/primary-health-care-research-and-development/article/social-prescription-for-the-elderly-a-communitybased-scoping-review/C63CDEC136602499A47AB226BAFD36F1
https://www.cambridge.org/core/journals/primary-health-care-research-and-development/article/social-prescription-for-the-elderly-a-communitybased-scoping-review/C63CDEC136602499A47AB226BAFD36F1
https://www.cambridge.org/core/journals/primary-health-care-research-and-development/article/social-prescription-for-the-elderly-a-communitybased-scoping-review/C63CDEC136602499A47AB226BAFD36F1
https://www.cambridge.org/core/journals/primary-health-care-research-and-development/article/social-prescription-for-the-elderly-a-communitybased-scoping-review/C63CDEC136602499A47AB226BAFD36F1
http://doi.org/10.1017/s1463423624000410
http://doi.org/10.1017/s1463423624000410
http://doi.org/10.1111/1467-9566.13468
http://doi.org/10.1111/1467-9566.13468
http://doi.org/10.1177/1609406919866049
http://doi.org/10.1177/1609406919866049
http://doi.org/10.2105/AJPH.62.3.337
http://doi.org/10.3928/01484834-20200122-02
http://doi.org/10.3928/01484834-20200122-02
http://doi.org/10.1007/s10742-014-0121-1
http://doi.org/10.1177/16094069211042227
http://doi.org/10.1177/16094069211042227
http://doi.org/10.17159/2309-8708/2015/n49a7
http://doi.org/10.17159/2309-8708/2015/n49a7
http://doi.org/10.1080/10376178.2016.1198236
http://doi.org/10.1080/10376178.2016.1198236
http://doi.org/10.1097/j.pbj.0000000000000178
http://doi.org/10.1097/j.pbj.0000000000000178
http://hdl.handle.net/10566/7351
http://hdl.handle.net/10566/7351
http://doi.org/10.1016/j.jaging.2015.02.011
http://doi.org/10.1016/j.jaging.2015.02.011

Health & Social Care in the Community

[34] D. E. Pierce, Occupation by Design: Building Therapeutic
Power (Davis Company, 2003).

[35] J. M. R. Saraswati, B. T. Milbourn, and A. J. Buchanan, “Re-
imagining Occupational Wellbeing: Development of an Ev-
idence-based Framework,” Australian Occupational Therapy
Journal 66, no. 2 (2019): 164-173, https://psycnet.apa.org/doi/
10.1111/1440-1630.12528.

[36] M. Kilian, T. R. Van der Merwe, and S. H. J. du Toit,
“Evidence-Based Practice: Implementing REIS Findings in
South African Aged Care Facilities,” OTJR: Occupational
Therapy Journal of Research 44, no. 1 (2023): 106-116, https://
doi.org/10.1177/15394492231164948.

15

85USO17 SUOWIWIOD 3RO et jdde auy Aq peuenob 818 S3o e O ‘85N 4O S3|n1 10} A%iq1T 8UIUO AB|IM UO (SUORIPUOD-PUR-SLUBY WD AB| 1M AReIq1 Ul UO//SAIY) SUORIPUOD pUe SWB L 83U} 885 *[S5202/20/20] Uo Ariqiauluo AB|IM ‘Uotessay [eOIPSIN UeaL}Y Uinos AQ 2298Y8E/sU/SSTT 0T/I0p/w00" A im Akeiq i putjuoy/sdny Wwouy pepeo|umoq ‘T ‘520z ‘sy


https://psycnet.apa.org/doi/10.1111/1440-1630.12528
https://psycnet.apa.org/doi/10.1111/1440-1630.12528
http://doi.org/10.1177/15394492231164948
http://doi.org/10.1177/15394492231164948

	The Potential Impact of Social Prescribing on Meaningful Engagement in Collective Aged Care Settings: Perspectives From the Global South
	1. Introduction
	2. Methods
	3. Research Setting
	3.1. Research Population and Sampling: Aged Care Organisations
	3.2. Research Population and Sampling: Participants Living and Working at the Aged Care Homes
	3.3. Participants Represented in the Group Discussion Included
	3.4. Data Collection
	3.5. Data Analysis
	3.6. Research Rigour
	3.7. Ethical Statement

	4. Findings
	5. Discussion
	6. Conclusion
	Data Availability Statement
	Conflicts of Interest
	Author Contributions
	Funding
	Endnotes
	Supporting Information
	References




