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Abstract 

Background: Higher acuity of care at the time of admission to long-term care is resulting 

in a shorter period to time of death, yet most long-term care (LTC) homes in Canada do not 

have formalized approaches to palliative care. Namaste Care is a palliative care approach 

specifically tailored to persons with advanced cognitive impairment who are living in long-

term care. The purpose of this study was to employ the Ecological Framework to identify 

barriers and enablers to an implementation of Namaste Care.  

Methods: Six group interviews were conducted with families, unlicensed staff, and 

licensed staff at two Canadian LTC homes that were planning to implement Namaste Care. 

None of the interviewees had prior experience implementing Namaste Care. The resulting 

qualitative data were analyzed using a template organizing approach. 

Results: We found that the strongest implementation enablers were positive perceptions of 

need for the program, benefits of the program, and fit within a resident-centred or palliative 

approach to care. Barriers included a generally low resource base for LTC, the need to 

adjust highly developed routines to accommodate the program, and reliance on a casual 

work force.  

Conclusions: We conclude that within the Canadian LTC system, positive perceptions of 

Namaste Care are tempered by concerns about organizational capacity to support new 

programming.  
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Introduction 

Although long-term care (LTC) is a major end of life setting for older people in 

Canada (1), palliative care approaches have yet to realize their full potential here. A 

potential reason for this is that most LTC residents have cognitive impairment (2,3), and 

poor understanding of the end of life trajectory for these residents among LTC staff (4) 

continues to be associated with underuse of comfort care measures (5,6) and invasive non-

palliative interventions, such as tube feeding, laboratory tests, and intravenous therapy (4,7-

8). Over the last decades, organizations providing LTC have been urged to consider a 

palliative approach for residents with cognitive impairment (9). Such an approach would 

ideally emphasize: patient-centred care, optimal symptom management, advance care 

planning, psychosocial and spiritual support, family involvement, health provider education, 

continuity of care, attention to ethical issues, and timely recognition of dying (10).  

New approaches to the end of life care of cognitively impaired LTC residents are 

increasingly being documented (11-13). Among these is a program called Namaste Care, a 

program tailored for residents who can no longer participate in traditional recreational 

programming (14) and an approach to end of life care (15). The Hindu greeting namaste, 

from which the program derives its name, encapsulates the program philosophy: “to honor 

the spirit within”. Namaste Care is most frequently offered as a group program, intended to 

run seven days per week, twice per day, for two hours each time. The program is usually 

coordinated by a nursing assistant, with drop-in assistance from other staff, family 

members, or volunteers. Given the group format, it may be possible to introduce Namaste 

Care without adjusting staffing levels.  
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During Namaste Care, program participants visit a room with soft music or nature 

sounds, lowered lighting, and pleasant scents. Some aspects of personal care (washing face, 

hands, and feet; grooming; and nail care) are included to facilitate an experience of gentle, 

caring touch. Continuous hydration and soft, sweet foods are offered to stimulate appetite 

and raise caloric intake (15). These aspects of Namaste Care align well with 

recommendations for palliative dementia care, including patient-centred care, continuity of 

care, optimal symptom management (14,16-17), and psychosocial and spiritual support 

(16,17). Simard suggests the program also promotes family involvement (15), 

communication (16), and assessment (17). 

This approach to care has now been implemented in LTC homes and hospice 

organizations throughout the United States of America, and in the United Kingdom, Iceland, 

and Australia (18). Despite its apparent advantages, some organizations have faced 

challenges implementing Namaste Care (20). For example, among a group of five UK 

homes that implemented Namaste Care, four saw improvements in participants’ pain, 

behavioural symptoms, and the extent to which behavioural symptoms disrupted staff 

members’ work (17). However, one home saw an increase in unwanted symptoms such as 

pain and neuropsychiatric symptoms. This unsuccessful implementation was attributed to 

challenges within the leadership team (17). However, the homes that successfully 

implemented Namaste Care also reported implementation challenges, including: 

distributing the work, increasing knowledge of the program, encouraging busy staff to take 

time to participate, and changing practices that aligned poorly with the program (19). There 

is some evidence that similar, surmountable challenges have surfaced in other Namaste 
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Care launches (20). Nevertheless, factors determining the success of Namaste Care 

programs have not been systematically studied.  

The Ecological Framework 

It is challenging to implement innovations in healthcare. A growing body of work 

aims to understand why some organizations succeed in this while others fail. An 

increasingly common approach is to classify factors that facilitate or impede successful 

implementation using an implementation determinant framework (21). One of these, the 

Ecological Framework (22), was originally developed to promote implementation success 

for health promotion and prevention programs. An advantage of this framework is that it is 

drawn from a review of relevant literature, and is therefore both evidence-based and 

comprehensive.  

According to the Ecological Framework, the success of a program is influenced by 

characteristics of the innovation (e.g., compatibility with existing needs), characteristics of 

the providers responsible for the innovation (e.g., self-efficacy), and characteristics of the 

wider community, including the health care system. Program success is also influenced by 

the level of support for implementation (e.g., training and technical assistance) and by 

characteristics of the system within which the program is implemented, including general 

organizational factors (e.g., capacity to incorporate the innovation), specific practices and 

processes (e.g., formulation of tasks), and staffing considerations relevant to promoting 

program success (e.g., leadership and supervisory support). This broad, multi-faceted 

approach ensures attention to the various levels at which successful program 

implementation can be compromised or enhanced.  
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Something that distinguishes the Ecological Framework from other determinant 

frameworks is its sensitivity to the influence of the socio-political environment in which 

innovations are implemented. Since LTC is a setting in which the socio-political 

environment is known to influence adoption of knowledge and best practices (23-25) and 

ultimately quality of care (26,27), we considered the Ecological Framework well suited to 

identifying important implementation determinants of Namaste Care in this environment. 

We used the Ecological Framework to address the following research question: What are 

the perceived barriers and enablers to implementing Namaste Care in the Canadian LTC 

system?  

Materials and Methods 

Design 

We used a qualitative interpretive design based on a template organizing 

style (28,29) to identify implementation determinants specific to the introduction of 

Namaste Care.  

Ethics  

The study protocol was reviewed and approved by two university ethics boards 

(Hamilton Integrated Research Ethics Board #15-092; University of Saskatchewan 

Behavioural Research Ethics Board #15-267), and conforms to the provisions of the 

Helsinki Declaration as revised in 2013. Study participants provided free, informed, written 

consent, as further described below. 

Context and Participants 

This study took place prior to an 18-month evaluation of the acceptability and 

feasibility of Namaste Care in Canadian LTC homes. Two LTC communities (“sites”) 
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participated; one in Hamilton, Ontario and the other in Saskatoon, Saskatchewan. In 

Ontario, 127 residents lived at the participating LTC home, a non-profit entity owned and 

operated by a religious organization and affiliated with the regional health authority. Sixty 

residents lived at the participating LTC home in Saskatchewan, which was a private not-

for-profit entity affiliated with the regional health authority.  

To recruit, facility managers briefly reviewed the purpose of the study with 

prospective participants, and then invited them to attend a focus group. To ensure a diverse 

sample, we interviewed three groups of participants at each site: family members, nurses, 

and unlicensed health providers (i.e., nursing assistants and one recreation worker). A total 

of six focus groups were scheduled (3 groups x 2 sites). Prior to each focus group, the 

interviewer reviewed the purpose of the research, gave participants the opportunity to ask 

questions, and offered the opportunity to decline. No one declined. Across the two sites, a 

total of 15 family members participated; a few were spouses (20%) and the remainder, 

children or other relatives (80%). Most family members were female (80%). A total of 17 

registered nurses (82% female) and 12 unlicensed providers (100% female) participated. 

Most unlicensed providers were nursing assistants (75%) and the remainder, recreation 

workers (25%).  

Interviews 

Focus groups were conducted in a private meeting room in each participating LTC 

home in December 2015. A member of the research team conducted the interviews in one 

LTC home (“Site 1”) and a trained research assistant conducted the interviews at the other 

(“Site 2”). The interviewers first introduced Namaste Care by describing its philosophy, 

elements, logistics and possible outcomes, noting that the group format ensured a staffing 
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ratio similar to the current nursing assistant to resident ratio (1:8), and stating that 

additional drop-in support could be recruited from other staff members, volunteers, and 

family members. As the interview proceeded, participants were asked to describe 

perceptions of Namaste Care, to discuss their site’s strengths and weaknesses with respect 

to implementing Namaste Care, and to generate ways to address any identified weaknesses. 

Data analysis 

A deductive approach to content analysis was employed. In content analysis, 

transcript statements that convey particular meanings are condensed, interpreted (i.e., 

coded), and then further abstracted into sub-categories and over-arching categories (30). In 

a deductive approach (31), or template organizing style (28, 29), data is evaluated for 

correspondence with a pre-existing template; in this case, the Ecological Framework (see 

Table 1).  

Results 

Results are summarized according to the seven major categories of the Ecological 

Framework, each summarizing additional factors that could act to enhance or impede 

implementation success. The categories are: community-level factors, characteristics of 

health providers, characteristics of the innovation, general organizational factors, specific 

practices and processes associated with the innovation, staffing considerations, and 

supports for implementation (see Table 1).  

Community level factors 

Community-level implementation determinants operate beyond the organization 

implementing the program and include health systems factors, such as relevant policies, 

politics, funding, and related theory or research.  



APPLYING	  THE	  ECOLOGICAL	  FRAMEWORK	  TO	  NAMASTE	  CARE	  
	  

9	  

 Staff members at both sites mentioned several policies that might represent barriers 

to program implementation. One of these was a requirement for two-person lifts and 

transfers for some frail residents, which might be more difficult to coordinate if one nursing 

assistant was diverted to Namaste Care. Another potential barrier was infection control 

protocols, which were seen as difficult to observe in a daily group program. A third was a 

system-wide no-scent (i.e., perfume) policy. Namaste Care was seen as contravening this 

given a suggestion during the program overview that an essential oil diffuser might be used 

to create a pleasant scent in the room.  

Family members at both sites also mentioned low government funding support for 

long-term care as a potential barrier to implementation. At both sites, family members did 

not see it as realistic to implement Namaste Care without funding for additional staff. 

Nurses and unlicensed staff at both sites also commented that the program would be 

difficult to implement without additional staff, but did not specifically cite funding levels as 

a concern.  

With respect to related theory and research, a potential implementation enabler was 

that licensed staff at Site 2 perceived Namaste Care as consistent with a palliative or 

comfort care approach. In addition, at both sites, family members suggested that the results 

of previous implementations of Namaste Care could inform the current implementation. 

See Table 2 for supporting quotations from interviewees.  

Provider Characteristics 

According to the Ecological Framework, it is important to successful 

implementation that providers perceive the program as needed and beneficial. Namaste 

Care fared very well in this regard (see Table 3). All groups at both sites recognized the 
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need for greater attention to LTC residents with late-stage dementia and commented on 

ways that Namaste Care could help to meet the particular needs of this group. Namaste 

Care was also perceived as offering several benefits, such as increased comfort and 

meaning.  

Nevertheless, all Site 1 groups raised concerns that the group format would 

undermine benefits. A frequently proffered example was that of someone with dementia 

becoming agitated during the program, and thereby reducing other participants’ 

psychosocial wellbeing. In addition, family members at Site 1 and unlicensed staff at both 

sites expressed concern that diverting a staff member to Namaste Care would disadvantage 

residents who were not enrolled in Namaste Care.  

Implementation-relevant provider characteristics also include skill proficiency and 

self-efficacy. With respect to skill proficiency, at both sites, unlicensed staff were 

concerned about relying on a casual workforce, although the way that this concern was 

expressed varied across the two sites. At Site 1, unlicensed staff worried that coordinating 

Namaste Care would leave less skilled casually employed staff responsible for other work; 

in contrast, at Site 2, unlicensed staff emphasized that it would be unwise to rely on casual 

staff to coordinate Namaste Care. Similarly, at Site 1, family members were concerned that 

the most caring staff would be diverted to Namaste Care, whereas at Site 2, it was 

emphasized that staff in Namaste Care must be caring. With respect to feeling capable of 

implementing the program, at Site 2, licensed staff expressed a high level of self-efficacy, 

requesting that they be given responsibility for the program. At Site 1, unlicensed staff 

expressed low self-efficacy and feeling overwhelmed by the prospect of implementing 

Namaste Care.  
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Innovation characteristics 

The Ecological Framework specifies program compatibility with local interests and 

adaptability to local needs as additional implementation determinants (see Table 4). With 

respect to compatibility, licensed staff from both sites said the program philosophy 

complemented an existing emphasis on positive relationships with residents and quality 

palliative care. However, at Site 2, unlicensed staff believed the group format would 

discourage family involvement at the end of life, and perceived the emphasis on the end of 

life period as stigmatizing. Family members at both sites saw the approach as consistent 

with resident-centred and individualized care approaches.  

Interviewees generated several adaptations to increase program viability. For 

example, family members at Site 1 suggested offering the program to different residents in 

morning and afternoon, to reach more people. Unlicensed staff at Site 2 suggested offering 

a shorter program at less busy shift times, running the program fewer days per week, and 

including some residents in a morning shift and some in an afternoon shift.  

General organizational factors 

The Ecological Framework considers the following organizational factors as 

important implementation facilitators: a positive work climate, openness to change, ease of 

integration into practice, and a shared vision (see Table 5).  

At Site 1, both licensed staff and family members commented positively on recent 

improvements in a culture of resident-centred care at the home. Nevertheless, each group 

also mentioned an absenteeism problem among unlicensed staff. Licensed staff expected 

that the home would have difficulty negotiating a change in practice; in particular, staff 

absenteeism combined with a generally high workload in LTC were seen as potential 
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threats to a successful implementation of Namaste Care. Nursing assistants anticipated 

difficulty reorganizing their work (traditionally done in two-person teams) to accommodate 

the program, and family members also believed the program required extra staff. 

At Site 2, there were no explicit comments about organizational climate; 

nevertheless, interview transcripts gave evidence of a strong sense of camaraderie among 

both licensed and unlicensed staff. For instance, compared to Site 1, there was a great deal 

of collaborative discussion (e.g., supporting or completing each others’ contributions) and 

humour was used frequently. Licensed staff and family members voiced a willingness to try 

the program, and all staff actively considered how to best accommodate the program. A few 

licensed staff members even voiced interest in volunteering time outside of work.  

Specific practices and processes 

According to the Ecological Framework, successful implementation is supported by 

specific organizational practices and processes. These include a high level of collaboration 

between managers and staff either prior to or during implementation, which may be 

manifest in shared decision-making, coordination with other community organizations, 

effective communication processes, and shared formulation of tasks (see Table 6). 

With respect to shared decision-making, both licensed and unlicensed staff at Site 1 

expressed concern that they were not involved in the decision to adopt the program and 

expressed interest in participating in future decisions. At Site 1, family members asked to 

help decide which residents participate in the program; at Site 2, they asked to be given the 

opportunity to describe perceived effects of the program on their own family members. 

With respect to coordination with other agencies, family members mentioned the 

possibility of students and clergy lending support to the program. They also repeated a 
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comment made in the overview of Namaste Care, noting that family members and 

volunteers could participate in the program. 

All staff members highlighted the importance of clear and active communication 

about the program. At Site 1, licensed staff expressed questions about feedback processes 

for the program, and conveyed interest in communicating with the management team and 

the research team. At Site 2, licensed staff suggested creating a staff schedule for Namaste 

Care, and advised documenting the work done in Namaste Care. Unlicensed staff suggested 

considering the advantages and disadvantages of listing Namaste Care on the home’s 

activities calendar. They also recommended making a brief “snapshot” of resident care 

needs available to those working in the Namaste Care room. At both sites, families asked to 

be informed as the program unfolded. 

Concerning formulation of tasks, most participant groups questioned how staff 

would be assigned to the program. This question seemed to be driven by a perception that 

staff would be lost to residents not in Namaste Care, only partly assuaged by a reminder 

that it might be feasible to implement this group program without affecting the staff-to-

resident ratio for those not attending program. At Site 1, unlicensed staff members were 

particularly concerned about how two-person lifts and transfers would be negotiated with 

one member of the team assigned to work in Namaste Care; at Site 2, licensed staff 

mentioned the same concern on behalf of unlicensed staff. At Site 2, unlicensed staff were 

particularly concerned about how the program would be negotiated around mealtimes, 

naptimes, and toileting needs.  

Staffing considerations 
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The Ecological Framework identifies three leadership-related staffing 

considerations as important to successful implementation. One is effective leadership, 

including priority-setting, consensus-making, incentives, and general oversight. A second is 

the presence of program champions – informal leaders who will rally support and negotiate 

solutions. Finally, implementation is more likely to be successful with the regular 

involvement and encouragement of senior employees, such as supervisors and managers. 

See Table 7.  

Site 1 staff and family members readily identified the director of nursing care as the 

person responsible for leading the program. Family members at Site 1 expressed concern 

that two key managerial positions were currently unstaffed. Unlicensed staff recommended 

forming an implementation working group to assist with guiding the program, and 

requested that licensed staff offer supervisory support by assigning nursing assistants to 

work in Namaste Care. They further recommended that managers actively support the 

program by checking on staff and residents during the first weeks of implementation, by 

encouraging staff, and by facilitating teamwork.  

At Site 2, staff readily identified the director of nursing care as the leader. A few 

licensed staff members recommended consistent program staffing to improve continuity of 

care. In addition, one licensed staff member thought the program was best led by nurses in 

cooperation with nursing assistants.  

Support for implementation 

Adequate training and technical assistance can be vital to the successful 

implementation of any program. The Ecological Framework defines technical assistance as 

a combination of resources offered to providers after implementation begins, including 
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ongoing training, training of new staff, emotional support, and mechanisms for problem-

solving. We also considered comments about appropriate space, equipment, and supplies in 

this category (see Table 8). With respect to training, licensed staff at Site 1 expressed a 

need for education, and hoped that all staff would participate. At Site 2, advisory council 

members were aware of a book about Namaste Care and expressed interest in reading it. 

Concerning the need for space, equipment, and supplies, unlicensed staff at Site 2 

commented that the room chosen for Namaste Care was too small. Unlicensed staff at Site 

1 commented that lack of access to water supply in the identified space might be a barrier 

to implementing some Namaste Care activities.  

Discussion 

This study makes an important contribution to an understanding of barriers and 

enablers to implementing Namaste Care, a program that promotes attention to quality of life 

in the late stages of dementia and is consistent with a palliative approach to dementia care. 

In this study, the Ecological Framework (22) was used to identify a range of factors known 

to be associated with implementation success, including characteristics associated with the 

innovation, health providers, and the broader context (the Canadian LTC system), as well 

as organizational characteristics, including practical supports, capacity for change, work 

flow considerations, and coordination of leadership among the staff cohort.  

As we analyzed interviewee statements related to the Canadian long-term care 

context (e.g., policy, politics, and funding) we noted concerns that some existing 

governmental and regional policies (e.g., two-person lifts and transfers for some residents, 

infection control, and no-scent policies) might be difficult to navigate given some program 

characteristics. Somewhat similar concerns arose in a multi-facility implementation trial in 
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the UK (e.g., difficulty working around a practice norm of wearing gloves during care) (19). 

When local policies and resulting practice norms are identified as barriers to 

implementation, any changes to the practices used to meet policy objectives should be 

introduced and monitored very carefully during implementation to ensure dual attention to 

policy goals and intervention fidelity. 

Still, participant comments also suggested that Namaste Care is perceived as needed 

and beneficial, consistent with palliative care and resident-centred care philosophies, and 

likely to improve outcomes such as a sense of relationship and reduced agitation. These 

perceptions align well with staff perceptions of Namaste Care in other settings (17, 20), and 

initial reports of outcomes associated with Namaste Care. In particular, the program 

appears to contribute to a number of positive psychosocial outcomes, including improved 

quality of life and relationships (15), as well as reductions in the need for psychotropic 

medications, lower rates of psychiatric symptoms, and improved communication (16). On 

the basis of early research findings and the response to Namaste Care from LTC staff and 

families, there may be considerable potential to increase use of Namaste Care in the 

Canadian LTC system. 

Despite liking the program and anticipating benefits, participants were concerned 

about the resulting demand on resources and an impact on workflow, and suggested more 

staff would be needed. For example, offering a morning session of Namaste Care was seen 

as removing resources needed to provide personal care and breakfast. Some were 

concerned that improving care for some residents would compromise care for others – a 

concern that has arisen in other LTC studies (38). The workplace dynamics in Canadian 

LTC homes may offer some explanation for the level of concern that surfaced on this topic. 
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A social network analysis noted that a hierarchical division of labour within LTC teams in 

Canada results in a very mechanistic approach to work, particularly for nursing assistants 

(39). Work in Canadian LTC homes has also been described as particularly task-oriented 

and role-differentiated (34). Nevertheless, resource constraints in LTC are well documented 

elsewhere (32,33), do appear to create time pressure (23,26,34-37), and have operated as a 

barrier to offering Namaste Care at the recommended intensity in prior studies (20). Indeed, 

given that similar concerns about LTC workload exist on a global scale, it may be helpful 

for homes implementing Namaste Care to plan for an additional staff member to cover the 

part of the day during which Namaste Care is offered. Additional staffing may be especially 

helpful during the initial implementation period, to facilitate change.  

Our interviews with unlicensed staff suggested that both sites were reliant on a 

casual labour force. This is to be expected, since absenteeism and turnover are persistent 

problems in LTC (40). However, unlicensed staff also noted that the bulk of their work is 

coordinated in two-person teams. They attributed this general practice to a specific 

requirement to coordinate safe lifts and transfers of many residents by involving two 

employees, but also noted that this practice facilitates mentorship of casual staff by regular 

staff. Thus, to unlicensed providers, Namaste Care could be seen as a double threat to a 

well-established system of work. On this basis, we recommend that homes considering 

Namaste Care evaluate the stability of their workforce prior to implementation, and engage 

unlicensed staff actively in the planning process to ensure that these concerns are 

effectively addressed.  

The apparent conflict between perceiving the program as very valuable and being 

reluctant to accommodate it mirrors other results suggesting that the low resource base and 
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task-oriented nature of work in Canadian LTC settings competes directly with health 

providers’ interests in forging stronger relationships with the residents (41,42). On one 

hand, Namaste Care is a solution to this problem, since it is promoted as a way to improve 

care without necessarily increasing staffing, and since it provides a means of systematizing 

resident-centred care. On the other hand, the comments of unlicensed providers suggest that 

Canadian LTC homes may need to carefully consider how staff assignment of duties can be 

reformulated or whether resources may need to be increased to accommodate Namaste Care. 

Nursing assistants also raised the possibility that Namaste Care might provoke 

stigma and fear of participating for residents or their families. For instance, they anticipated 

that residents might notice that their peers in Namaste Care die within weeks or months of 

their initial participation in the program, and come to associate the room with death. Since 

the program is designed for individuals with late-stage cognitive impairment, whose 

memory impairment is likely to hinder awareness that people who attend the program 

ultimately pass away, we think this unlikely. Nevertheless, death anxiety and taboos about 

discussing death are well documented (43-46), including among North American health 

providers (47-49). Thus, although conceptualizing Namaste Care as end of life dementia 

care may help to increase engagement in dedicating resources to the least demanding – and 

arguably most vulnerable – LTC residents (14,50), this message needs to be delivered 

carefully, perhaps along with continuing education, in order to avoid creating additional 

implementation barriers.  

A range of specific organizational practices and processes are important to 

successful program implementation. These include collaboration, shared decision-making, 

coordination with other organizations, effective communication processes, and shared task 
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formulation. Overall, participant comments about these factors suggested that despite 

concerns about staffing capacity, staff at both sites were willing to actively participate in 

the development of communication systems to support Namaste Care, including day-to-day 

assignment of duties. Family members’ comments also suggested their interest in 

participating in communication about the program. Although engagement in identifying 

practices and processes was high, in light of other research on the Canadian LTC system, 

we do anticipate that some implementation barriers might nevertheless be encountered here. 

For instance, reorganization of work to support Namaste Care is most likely to affect the 

roles of unlicensed health providers, yet unlicensed providers are least likely to be included 

in decision-making processes (34, 39). Meaningful family engagement is also recognized as 

an area needing improvement in many Canadian LTC homes (51). Still, given the level of 

engagement from staff and family participants, to the extent that engagement in 

collaborative decision-making about work practices and processes is recognized and acted 

upon prior to implementation, this should operate as an implementation facilitator, as 

appears to be the case in some previous Namaste Care trials (20).  

We were particularly encouraged to find health providers expressed interest in 

forming a core group of staff to either plan or staff the program. Since staff planning groups 

are also known to foster informal leadership (52), engaging staff members with interest in 

planning for Namaste Care should help to facilitate successful implementation. Some staff 

members also voiced the importance of managers maintaining a consistent early presence in 

the program. Beyond an active presence, research suggests that leadership should also 

include direct expressions of recognition or appreciation and support (53,54). Overall, 
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effort to identify and engage formal and informal leaders is likely to be an important 

enabler, and prior successful implementations of Namaste Care support this (15, 20). 

Participants were not very concerned about recruiting practical support for 

implementation, including training, supplies and technology. In particular, participants 

were pleased that training would be provided and voiced interest in attending. The only 

concern voiced about practical support for implementation was related to space. Most 

Canadian LTC homes are at capacity, and many frail older adults with extensive support 

needs are on wait lists for placement (55). Without a surplus of space, existing spaces must 

be shared or repurposed. Both sites were able to repurpose smaller gathering spaces for 

Namaste Care by moving other activities from underutilised spaces. Overall, the ease with 

which reasonably suitable spaces for small group programs could be identified and the low 

reliance of Namaste Care on special technologies and supplies are likely implementation 

facilitators.  

This study had some limitations. First, the Ecological Framework was not identified 

a priori, which compromised our ability to more thoroughly assess barriers and enablers to 

implementation. Secondly, participants’ comments were based on a brief summary of the 

program, rather than direct exposure to it. It is possible that increasing participants’ 

exposure to the program (e.g., by having them read about it, watch video footage, visit an 

existing program, or plan for implementation) might lead to somewhat different results. 

Further, since the interviews were completed after both sites had committed to 

implementing Namaste Care, interviewees may have emphasized communication and work 

planning issues to a greater degree than if the interviews had been coordinated prior to the 

sites’ commitment. In addition, the predictive value of these results may be limited; for 
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instance, participants were very engaged in the idea of collaborating to launch the program, 

whereas empirical research demonstrates that collaboration across roles is a weakness of 

the Canadian LTC system (34). To address these issues, future studies might explore 

implementation determinants over the course of the first several months of Namaste Care 

launches.  

Conclusion 

Namaste Care is an approach to advanced dementia care that has had global impact. 

Although early results suggest that Namaste Care is a promising model for late-life 

dementia care, a great deal of research is still needed to ascertain the range of outcomes for 

residents, the program’s impact on LTC resources, and the conditions under which Namaste 

Care is most likely to be successfully implemented and effective. By employing the 

Ecological Framework (22), we were able to consider a range of determinants already 

known to be relevant in health contexts, including factors associated with the intervention, 

health providers, organizational contexts, and health systems. Overall, our results suggest 

that implementations of Namaste Care in the Canadian LTC system are likely to be enabled 

by widely shared perceptions that the program is beneficial, needed, and compatible with 

dominant philosophies of care. On the other hand, a barrier to implementation of Namaste 

Care in the Canadian LTC system is that interviewees had strong reservations about 

organizational capacity to accommodate the new program. Thus, support for a high-fidelity 

implementation across both participating LTC homes was mixed. Our data paint the picture 

of a well-considered and appealing intervention encountering a health system running near 

peak efficiency. 
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Table 1. Coding Guide Based on the Ecological Framework. 
Category Code 
Community Level Factors Policy 

Politics & Fundinga 
Related theory and research 

Provider Characteristics Perceived need  
Perceived benefits 
Self-efficacy 
Skill proficiency 

Innovation Characteristics Compatibility 
Adaptability 

General Organizational Factors Positive work climate 
Norms regarding change 
Capacity to incorporate innovations into existing routines/practices 
Shared vision 

Specific Practices and 
Processes 

Shared decision-making 
Coordination with other agencies 
Communication 
Formulation of tasks 

Specific Staffing 
Considerations 

Leadership 
Program champion 
Managerial/supervisory/administrative support 

Support for Implementation Training 
Technical assistance 

a In the Ecological Framework, Politics and Funding are two separate determinants. We have combined them 
here since they were always discussed together by our participants. 
 


