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Abstract 

Background: Moving to a Residential Care Facility (RCF) is recognised as being a 

significant life event for older adults that has potential to negatively impact their 

spirituality. Although much is known about the process of adjusting to residential 

life, little is known about how older adults maintain their spirituality in a RCF.   

Aim: The study sought to provide a theoretical explanation of how older adults 

maintain spirituality in RCFs in Nepal. The specific objective was to explore how 

nurses/caregivers perceive and respond to residents’ spiritual needs.  

Methods: A total of 24 participants (17 residents, 3 nurses, and 4 caregivers) were 

recruited from two RCFs in Nepal using theoretical sampling. Semi-structured 

interviews in Nepali language, and observation during interviews, were undertaken. 

Using Corbin and Strauss’ variant of grounded theory, data were analysed until the 

point of theoretical saturation was achieved. 

Findings: This study identified that maintaining spirituality in a RCF involves a 

process of connecting, which is complicated, ongoing, and dynamic. The process of 

connecting comprised of three main categories or sub-processes; namely, making 

sense, seeking connections, and maintaining connections.  

Making sense explained how residents made meaning of their new identities-as-

residents before seeking and maintaining connections in the RCF. Making sense 

comprised phases of isolating, exploring, evaluating, and compromising, which 

eventually led to the consequence—internalisation of the new identity. When 

residents internalised their new identity as a person lacking connection, they started 

seeking connections in the RCF. Seeking connections described how residents 

pursued different sources of connections before deciding whether or not to maintain 

those connections in the RCF. Seeking connections included the strategies of 

identifying sources, developing connections, and appraising responses, which 

eventually led residents to build new connections in the RCF. After building new 

connections, residents started employing strategies to maintain those newly built 

connections; namely, sustaining connections with co-residents, preserving 

connections with nurses/caregivers, and continuing connections with inner-self and 

higher being/s. Each of these process were operated by different conditions, such as 
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facility structure, arrangement, rules, regulations, co-residents’ language, gender, 

religious affiliation and attitudes, attitudes and practices of nurses/caregivers, 

decreasing physical abilities or increasing illness of residents, illness or death of co-

residents, and retirement or resignation of nurses/caregivers. The process of 

connecting was ongoing, involving continually choosing particular strategies—

making sense, seeking connections, or maintaining connections—in response to the 

shifting conditions in the RCF.  

In addition, this study identified that nurses/caregivers were aware of most of the 

spiritual needs of residents; yet, only a few were involved in providing spiritual care. 

Therefore, most spiritual needs of residents remained unattended. The process of 

spiritual care provision included strategies such as preparing internally, interacting 

with residents, integrating care, and being involved in spiritual practices of residents. 

Furthermore, this study revealed that the increased gap between spiritual needs and 

spiritual care leads to spiritual distress in residents.  

Conclusion: In the future, the focus of care for residents in RCFs must expand 

beyond the physical dimensions of their health and consider spiritual needs as well.   
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Chapter One: Introduction 

1.1 Introduction 

Nepal is experiencing a significant demographic and socio-cultural transition. The 

latest trend of admitting older adults to a Residential Care Facility (RCF) to live is 

one consequence of the increasing older adult population, and changing family 

support systems in the Nepalese society. Currently, the total number of RCFs 

operating in Nepal is 141 across 64 districts; together, they accommodate  1577 

residents (National Human Rights Commission-Nepal, 2019). In the context of 

Nepal, ageing is considered a spiritual process. Maintaining spirituality holds a vital 

place in the life of Nepalese older adults; yet, how Nepalese older adults maintain 

spirituality in RCFs has not been explored. The care of Nepalese older adults living 

in RCFs is oriented towards physical needs, with spiritual needs being neglected. 

This study argues that the spiritual care of older adults living in RCFs is crucial.  

This chapter begins with an overview of how I became interested in researching this 

topic. I begin with my professional experiences when engaging with older adults of 

Nepal, personal experiences of witnessing the deteriorating family support system in 

the country, and my motivation for undertaking the research. Following this 

introduction, I provide a brief overview of ageing in the context of Nepal. This 

section includes detailed information about the demographic shift, change in the 

traditional support system for older adults, and the emergence of residential living in 

Nepal. Next, I will outline the government initiatives designed to safeguard older 

adults and how it led to the privatisation of RCFs in Nepal. The issues created by the 

privatisation of RCFs in Nepal and concerns older Nepalese adults have about living 

in RCFs will be described. The final sections set out the research question, aims, 

rationale, and significance of the study. The chapter concludes with explaining the 

key terminologies used in the study and an overview of the thesis structure. 

1.2 Background to the Thesis 

The main impetus for the initiation of this thesis came from my personal and 

professional experiences. I am a Nepalese citizen, born and raised in Nepal. 

Professionally, I am a Registered Nurse (RN) with a specialty in adult health nursing. 

As a lecturer, I taught gerontology and guided students clinically for almost five 
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years. I had a particular interest in issues related to older adults, mainly 

psychological and social vulnerabilities related to ageing. Therefore, I joined 

Geriatric Centre Nepal, now called Ageing Nepal, as a volunteer. Ageing Nepal is a 

Non-Government Organisation (NGO) working for emerging psycho-social issues of 

older adults throughout Nepal. During my training in nursing, and career as a nurse 

and volunteer, I had the opportunity to read about, observe, interact, work with, and 

care for older adults in a variety of settings. Along with my professional experiences, 

I witnessed increased migration of young adults, changing family dynamics, 

increased issues of care of older adults, and the trend towards residential living in 

Nepalese society. I grew up hearing stories about “bad” children who sent their 

parents to RCFs.  

In 2011, the nursing course that I was teaching required me to take students on an 

observation visit to one of the RCFs. We visited a RCF in Kathmandu, Nepal, where 

students had the opportunity to interact with the residents and observe the care being 

provided. It was surprising that the RCF staff were only taking care of the physical 

needs of the residents. I was aware that recognising and addressing the 

psychological, social, and spiritual needs of older adults are equally important. I 

became curious about what happens to residents’ psychological, social, and spiritual 

needs in RCFs. Initially, I decided to study Quality of Life (QOL) of Nepalese older 

adults living in RCFs as it incorporates physical, psychological, social, and spiritual 

aspects of life. I prepared my initial proposal on this topic and applied for a PhD. In 

the process of searching for the relevant literature, I found that previous research 

conducted in RCFs in Nepal was mostly related to depression, health status, or QOL 

of residents (Bhandari, 2014; Dhungana et al., 2004; Kafle et al., 2017; Mishra & 

Chalise, 2018; Shrestha & Zarit, 2012). The findings of those studies revealed that 

spirituality is a vital aspect in the life of residents in Nepal. However, how older 

adults maintain spirituality in RCFs was unclear, and the researchers recommended 

that there is a dire need to understand spirituality among residents.  

After discussion with my supervisors, we decided to explore what is known in the 

literature about how older adults maintain spirituality in RCFs. This initial 

exploration identified a significant gap in the literature on this topic. The findings of 

our initial review were published in the International Journal of Older People 

Nursing (Appendix A). I consulted with Ageing Nepal about the relevance of 
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studying how older adults maintain spirituality in RCFs in Nepal. My motivation 

increased when the founder of Ageing Nepal encouraged me to pursue this project 

and showed that it is one of the priority areas proposed to the government of Nepal. 

Therefore, to fill the knowledge gap, I decided to initiate this study to understand 

how residents maintain their spirituality in RCFs in Nepal. 

1.3 Ageing in the Context of Nepal 

The world is going through a significant demographic shift. The trends of decreasing 

fertility rates, improving public health interventions, and increasing life expectancy 

have led to a global increase in the numbers of older people. In 2019, globally, there 

were 703 million people aged 65 years and over. This population is projected to 

reach 1.5 billion by 2050 (United Nations, 2019). Furthermore, the rate of growth of 

older people in many developing countries is faster than that of developed nations 

(United Nations, 2019; World Health Organization [WHO], 2011, 2015). Along with 

many other South-East Asian countries, Nepal has also experienced lower fertility 

and mortality rates (Amin et al., 2017; Dhakal, 2012; Ministry of Health-Nepal et al., 

2017). In almost two decades, the average life expectancy in Nepal has increased 

from approximately 56 years to 68 years (Amin et al., 2017; Central Bureau of 

Statistics, 2012; Parker et al., 2014). Adults aged 60 years and over are referred to as 

senior citizens or older adults as per the Senior Citizen Act of Nepal (Nepal Law 

Commission, 2006). As of 2011, there were 2.15 million older adults in Nepal. This 

age group constitutes nearly 8% of the country’s total population, which is 28 million 

(Central Bureau of Statistics, 2012). The population aged 60 years or above is 

growing at a rate of about 3.59% (Karki, 2017). The new population census report of 

Nepal is scheduled for release in 2021, and the projections maintain that the total 

population of older adults in Nepal will reach 2.6 million and 3.5 million by 2021 

and 2031 respectively (Central Bureau of Statistics, 2014; Karki, 2017). These 

figures mirror the trend of age-structural transition throughout the world.    

Nepal is not only witnessing a major demographic transition, but also a socio-cultural 

evolution. Hinduism is the main religion in Nepal, followed by almost 81.34% of the 

Nepalese population (Central Bureau of Statistics, 2014). According to the Hindu 

culture, children have filial responsibilities towards ageing parents. Adult sons are 

considered responsible for caring for their ageing parents, and living with a married 
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daughter is uncommon due to cultural taboos (Chalise et al., 2010). In most cases, 

three generations live together under one roof, where younger adults are expected to 

provide physical, psychological, social, and financial support to older adults. Older 

adults are expected to guide the younger generations. The knowledge and 

experiences of older adults are considered highly valuable in Nepalese society, as 

illustrated by a famous Nepali proverb—Ago tapnu mudako, kura sunnu budhako, 

which means burn the log to be warm and listen to older adults to be knowledgeable. 

Additionally, there are different religious and cultural ceremonies of honouring older 

adults when they reach a particular milestone, such as 74, 84, and 90 years (Parker et 

al., 2014). Furthermore, children are taught values such as Matridevo Bhava, and 

Pitridevo Bhawa, which means father and mother should be considered as God 

(Malakar & Chalise, 2019). However, in recent years, younger generations’ 

commitment to traditional filial responsibilities has diminished. Nowadays, the moral 

obligation of caring for older adults is perceived as a burden by many younger 

generations (Chalise & Brightman, 2006; Yadav et al., 2018). Traditional extended 

families are increasingly being replaced by nuclear families who have one head of 

the household, his or her spouse, and children (Libois & Somville, 2018). Filial 

piety, a long-established tradition of treating older adults with utmost respect, is 

fading (Kshetri  et al., 2012; Yadav et al., 2018). As social and cultural values are 

eroded in Nepalese society, social security issues for older adults are emerging. For 

instance, police reports, newspapers, and research reports in Nepal have identified 

increasing incidences of abandonment, neglect, physical, psychological, financial, 

and sexual abuse of older adults (Bhattarai, 2014; HelpAge International, 2018). The 

reported prevalence of older adults’ abuse in the Nepalese community is shocking, 

ranging from 47.4-61.7% (Chalise, 2017; Geriatric Center Nepal & National Human 

Rights Commission-Nepal, 2010; Rai et al., 2018; Yadav & Paudel, 2016; Yadav et 

al., 2018). Moreover, HelpAge International (2018) has noted that many cases of 

older adults’ abuse in the Nepalese community go unreported. The traditional family 

support system is shifting for Nepalese older adults.  

The disruption in the traditional intergenerational ties in Nepal is accompanied by the 

trend of youth migration and increased female literacy rate, which has mutually 

influenced the care of older adults. Problems with unemployment and the lack of 

educational opportunities have forced thousands of younger generations to migrate to 
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urban areas and foreign countries in search of work and better opportunities  (Dhital 

& Chalise, 2015; Thapa et al., 2019). The majority (97%) of Nepali migrants are 

male, and it is estimated that almost one male out of four households has emigrated 

abroad, leaving women, children, and older adults behind to take care of the 

household (World Bank Group, 2018). The role of a daughter-in-law, which used to 

be the primary caregiver for older adults, has changed. The improvement in female 

literacy rates has led to increased employment opportunities for this group (Acharya, 

2004; Williams, 2009). Moreover, due to male outmigration in Nepal, there is 

increasing pressure for women to be involved in income generating activities in order 

to survive financially (Asian Development Bank, 1999; World Bank Group, 2018). 

The migration of younger generations and expanding roles of women have made the 

living arrangements for older adults and their long term care challenging for every 

household in Nepalese society. As a result, increasing numbers of families in Nepal 

are now choosing residential living for older adults (Acharya, 2008; Malakar & 

Chalise, 2019). The establishment of RCFs is one of the government initiatives to 

ensure the social security of Nepalese older adults, the rest of which will be 

explained in the following section. 

1.4 Government Initiatives for Social Security of Older Adults  

A marked increase in the population of older adults and change in the socio-cultural 

context is a relatively recent phenomenon for Nepal. The primary focus of 

government policies, programmes, research, and funding bodies remains focused on 

family planning, maternal and child health, and disease control (Geriatric Center 

Nepal, 2010; Ministry of Health-Nepal, 2017). Consequently, there are few policies, 

programmes, research, and funding bodies explicitly targeted at the social security of 

older adults. Although previous policies had included the older population, the first 

separate policy for older adults in Nepal was developed in the country’s “Ninth-five-

year plan (1997-2002)” (Dhakal, 2012). This initiative was per the Madrid 

International Plan of Action on Ageing, 2002, which prioritised the social protection 

of older adults (United Nations, 2002). However, most Nepalese policies that have 

been developed for older adults are limited to the financial aspects of their health 

care. For instance, there are policies for providing free medicine and treatment to 

poverty affected older adults, free health services for heart or kidney patients aged 75 

years and over, as well as establishing geriatric wards in public hospitals, and 
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discounting public transportation fares (Ministry of Women Children and Social 

Welfare-Nepal, 2005). These policies are general and do not reflect the changing 

socio-cultural trend affecting the social security of older adults in the country. 

One of the policies targeting the social security of older adults in Nepal is the 

provision of financial assistance. The government provides an old-age allowance of 

3000 NRs (approx. 41.26 NZ$) per month for everyone who is 70 years or above 

(Kathmandu Post, 2019). The government provides an additional widows’ allowance 

of 2000 NRs (approx. 27.10 NZ$) per month for older adults. In the case of retired 

public workers who are 75 years and above, the government adds 10% to their 

pension (Geriatric Center Nepal, 2010; Limbu, 2012). Despite the government’s 

commitment to safeguarding the financial and social security of older adults, 

evidence highlights many issues regarding these policies. Firstly, the allocated 

amount of these government allowances has been reported as inadequate with 

negligible impact on the life of older adults. Secondly, the coverage of these 

government allowances is limited and has not reached the hands of all older adults. 

Only 7% of Nepalese older adults benefit from the pension system, and 74% from 

the old age allowance programme (Shrestha & Dahal, 2007). Older adults have also 

reported dissatisfaction regarding this government allowances policy (Kc et al., 

2014; Malakar & Chalise, 2019). Furthermore, the age threshold set by the 

government in most of the policies is unsuitable, given the fact that 60 years and 

above is considered old age in Nepal and the average life expectancy of Nepalese is 

68 years. As a result, the intended outcome of the old age allowance policy to 

safeguard the social security of older adults has not been achieved.   

Another government policy to ensure the social security of older adults was 

articulated in the “Ninth five-year plan,” one of the periodic plans of Nepal 

extending from the years 1997-2002. The Ninth five-year plan stated that “one 

elderly home will be established in each development region and such home will 

have the provision of entertainment, library and religious speeches deliverance” 

(Government of Nepal, 2016c, p. 689). The Ninth five-year plan also encouraged the 

participation of NGOs and private sectors for the execution of the programme. 

However, the implementation of this plan was inhibited by the lack of financial and 

trained human resources, and institutional capabilities (Government of Nepal, 2005). 
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Then, in 2005, the government of Nepal developed a national plan of action for 

senior citizens to re-direct the attention to the social issues created by the changing 

demographics and socio-cultural context of the country, as demonstrated in the 

following statement in the policy.  

Contemporary structural changes have been observed gradually with [the] 

pace of the development. Joint family culture is under extinction. There is [a] 

decreasing trend in the respect, service, and facilities expected from the 

family. It is [a] big challenge for us to maintain and preserve the social 

customs and norms to prevent downing further. (Government of Nepal, 2005, 

p. 2)

Through the National plan of action for senior citizens, as shown in the above text, 

the government of Nepal called for the establishment of RCFs in all five regions, the 

development of minimum criteria for forming and operating RCFs, senior citizen 

counselling services, welfare fund, day-care centres, private sectors’ involvement, 

respecting and maintaining the dignity of older adults (Government of Nepal, 2005). 

Furthermore, provision was made for the formation of laws, acts, and regulations 

regarding the rights and welfare of older adults. Consequently, in 2006, the 

government of Nepal established the Senior Citizen Act.  

Formulation of the Senior Citizen Act was a major legislative step taken for the 

protection and social security of older adults in Nepal. The Senior Citizen Act, 

section 4, sub-section 1 has delineated that the care of older adults is the duty of 

family members (Nepal Law Commission, 2006). However, the Senior Citizen Act 

has not made it mandatory for the family members to take care of older adults. As a 

result, the obligation is limited to the paper. As an amendment to the Act, a new law 

is being proposed to the government that children must give 5-10% of their income 

to their older parents and will be penalised if they fail to do so (News18, 2019). The 

Senior Citizen Act, section 20, sub-section 1 has also given the freedom to anyone 

interested to establish and operate a RCF in Nepal. The Senior Citizen Act has used 

the term “care centre” to denote RCF, and defined it as a “home, shelter or other 

structure of similar nature established and operated under this Act for the 

maintenance and care of senior citizens with or without collecting fees” (Nepal Law 

Commission, 2006, p. 2). The maintenance and care have been defined as “making 
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provisions of food, clothes, housing, movement, social services and entertainment to 

and for senior citizens and of their involvement in religious activities” (Nepal Law 

Commission, 2006, p. 2). To monitor and regulate the activities of RCFs, and to 

provide funding for the RCFs, the Senior Citizen Act established the Senior Citizen 

Welfare Committee and Fund, under the Ministry of Women, Children, and Social 

Welfare.  

In 2008, the government of Nepal formulated Senior Citizen Rules, which has set the 

standards for the infrastructure and facilities inside RCFs. For instance, Rule-12, 

schedule-2 has delineated that for 10 residents, rooms should be at least 40 square 

feet, the building should be older adults-friendly, have separate rooms for male and 

female, at least two toilets and bathrooms, kitchen, dining hall, study room/TV room, 

first aid room, waiting room, library/reading room, space for sports activities, pure 

drinking water, and sufficient ventilation and light (Nepal Law Commission, 2008). 

Regarding human resources, there should be a cook, waiter, cleaner, “necessary staff, 

and necessary medical person for health check-up and care of senior citizens” (Nepal 

Law Commission, 2008, p. 14). Furthermore, regular training and education sessions 

should be arranged for the staff (Nepal Law Commission, 2008). Rules state that 

funding of 1 caregiver for 10 residents in a RCF will be covered by the government 

grant. Likewise, each RCF should arrange an annual pilgrimage, sightseeing twice a 

year, and the cremation of residents according to their wishes (Government of Nepal, 

2016a; Nepal Law Commission, 2008). All these government initiatives have been 

introduced to ensure the social security of Nepalese older adults, and, as discussed 

above, led to the privatisation of RCFs across the country. 

1.5 Privatisation of RCFs in Nepal: Current State of Private RCFs, Issues, and 

Contributing Factors   

With the demographic and socio-cultural transition, the demand for RCFs started 

escalating in the country. Pashupati Briddhashram, established in 1920, was, and is 

still, the only RCF run by the government providing free facilities, prioritising the 

destitute, and has occupancy for 230 older adults. One government RCF was not 

sufficient to meet the growing demand for care. As a result, the private sector or non-

government or charity organisations started setting up private RCFs in Nepal to cater 

to the increasing demand. In a short period, the country witnessed a rapid increase in 
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the number of private RCFs. In 2010, there were around 70 RCFs in Nepal, which 

accommodated approximately 1,500 residents (Geriatric Center Nepal, 2010). 

Currently, the total number of RCFs operating in Nepal is 141 across 64 districts, 

with 1577 (612 men, 965 women) residents. A further 22 RCFs are currently being 

constructed in Nepal (Asia Pacific Forum of National Human Rights Institutions, 

2018; National Human Rights Commission-Nepal, 2019). The demand for RCFs in 

Nepal is growing as evidenced by escalating numbers of RCFs being built, and 

associated increases in occupancy rates. 

Different types of RCFs exist in Nepal; namely, government, private, and NGO-

based. The government RCF is operated by the government of Nepal and provides 

free services to the residents. The socio-economic status of the residents living in the 

government RCF is comprised of a mix of destitute older adults and those from a 

well-off family; the majority being destitute. In the case of private RCFs, some 

receive a grant from the government however, the grant is not enough for operating 

the institutions (National Human Rights Commission-Nepal, 2019). Private RCFs 

also accommodate both destitute and older adults from well-off families. Private 

RCFs can provide free services to the very poor, and charge those who can pay. Only 

a few RCFs aim to make a profit and as such charge significant amounts to those 

who can pay for their services. Furthermore, few RCFs are NGO-based, which 

means they are non-profit institutions oriented towards the common benefit of the 

local community.  

The increasing number of private RCFs in Nepal have accommodated a significant 

number of older adults and benefited society. However, many problems prevail in 

private RCFs in Nepal. Most of the private RCFs in Nepal lack financial resources, 

infrastructure, and trained staff; therefore, run with minimum services and poor 

quality of care (Bhandari, 2014; Dhungana et al., 2004; Geriatric Center Nepal, 

2010). Even though residents are getting their physical needs fulfilled in RCFs, either 

through government grant or institute or private donations, most are being denied the 

right to dignified care including their psychological, social, environmental, and 

spiritual aspects of health and wellbeing (Acharya, 2008). The majority of RCFs in 

Nepal are running without organising productive, social, and spiritual activities for 

residents (Bhandari, 2014; Dhungana et al., 2004). The approach to the care of older 
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adults in RCFs is welfare-based rather than rights-based (Government of Nepal, 

2016b). Welfare-based care focuses only on fulfilling the basic needs of residents; 

whereas rights-based care is concerned with providing dignified care. Recently, the 

National Human Right Commission of Nepal surveyed all the RCFs in the country. 

The purpose of the survey was to verify if RCFs have been preserving the human 

rights of the residents, and following the Senior Citizen Act and Senior Citizen 

Rules. The report indicated that most of the RCFs are not following the law, and the 

universal rights of the residents to independence, participation, care, self-fulfilment, 

and dignity are not being met (National Human Rights Commission-Nepal, 2019; 

United Nations Human Rights, 1991). Central to the rights-based care approach is 

the idea of resident-centred care, which is missing in most of the RCFs in Nepal.  

There are a number of factors responsible for existing challenges in RCFs in Nepal. 

Firstly, the concept of residential living is relatively new—both for the government, 

private sector, and NGOs and for care providers and recipients of care. Although the 

government has formulated policies for RCFs, gaps in these policies are prominent. 

For instance, the Senior Citizen Act, 2006 has stated that RCFs should make 

provisions for movement, social services, entertainment, and religious activities 

(Nepal Law Commission, 2006). However, the minimum standards to open a RCF 

(see section 1.4, p. 8) have not specifically addressed these aspects of care, which 

means most of the RCFs are running just as a place of providing shelter, food, and 

medicine to residents (Khanal & Gautam, 2011; Nepal Law Commission, 2008). 

Secondly, workforce planning is missing in most RCFs in Nepal. The Senior Citizen 

Rules of Nepal have not outlined the number of staff needed in RCF, and the 

necessary educational qualifications and skills. The Senior Citizen Rules of Nepal 

have not delineated staff regulations or standard caregiving protocols. Furthermore, 

the Senior Citizen Rules of Nepal is silent about the requirement of regular health 

assessments and the establishment of recording systems in RCFs. As a result, 

workforce recruitment, regulations, categorisation of residents, their care, and health 

care management systems in RCFs have been haphazard. Most of the RCFs are 

running without adequate staff, not to mention “specialized geriatric human 

resources” (National Human Rights Commission-Nepal, 2019, p. 6). The prominent 

policy gaps related to RCF establishment and workforce regulations are major factors 

that have shaped the current state of RCFs in Nepal.   
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Another factor that has led to diverse problems in RCFs in Nepal is the lack of 

culturally congruent care. The model of care in most RCFs is bio-medical with 

doctors, nurses, and caregivers mostly focusing on the fulfilment of the residents’ 

physical needs. Key Nepalese policymakers and activists have criticised the bio-

medical model used in the care of older adults as outdated. As an alternative, 

advocates for older adults have recommended replacing the bio-medical model with 

a bio-psychosocial and culturally appropriate model of care (Parker et al., 2014). An 

additional factor responsible for the current state of RCFs in Nepal is the lack of an 

efficient funding management system.  

The government’s increasing financial investment in this sector is commendable. 

However, effective implementation of the financial management system of RCFs in 

Nepal is lacking in many areas. Despite the formation of the Senior Citizen Welfare 

Fund, the distribution of the government’s grant is not uniform across all RCFs; 

therefore, a number of RCFs do not receive government funding (National Human 

Rights Commission-Nepal, 2019). This means that most of the private RCFs are 

running solely based on either charity, international, private, local club donations or 

payment from the resident’s family (National Human Rights Commission-Nepal, 

2019). The lack of systematic funding has forced most of the private RCFs in Nepal 

to run with basic or minimum amenities. Further, the survey conducted by the 

National Human Rights Commission of Nepal indicates that most of the RCFs, 

which have been receiving the government fund, have not utilised the grant 

appropriately (National Human Rights Commission-Nepal, 2018). Although the 

Senior Citizen Welfare Committee and monitoring system is established, timely 

documentation, monitoring, and regulations of financial resources used in private 

RCFs have been ineffective (Geriatric Center Nepal, 2010; National Human Rights 

Commission-Nepal, 2019). The lack of effective distribution and use of financial 

resources has affected the quality of services offered in RCFs in Nepal.   

One more factor accountable for prevailing problems in RCFs in Nepal is the lack of 

research in this area. There is a significant gap in the evidence on how the existing 

plans and policies related to residential living are being implemented in RCFs in 

Nepal. Key academics, activists, or NGOs working in the field of older adults have 

agreed and have been highlighting that generally older adults, let alone those living 
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in RCFs, have been neglected in research, policies, and budget distribution in Nepal 

(Limbu, 2012). The absence of adequate research involving RCFs has hindered the 

continuous development or reformation of policies related to residential living in 

Nepal. In the absence of adequate research, the caregiving practice in RCFs in Nepal 

is experience-based rather than evidence-based.  

Recently, NGOs such as Ageing Nepal and the National Senior Citizen Federation 

(NASCF), both established in 2011, have been actively investigating the issues of 

ageing in Nepal. These organisations have lobbied and collaborated with the 

government and international organisations for the rights of Nepalese older adults, 

including residents in RCFs. Furthermore, these organisations have advocated for 

shaping Nepalese policies according to older adults’ needs. Moreover, social 

anthropologists, medical gerontologists, ageing activists, and the general public have 

been vocal in public forums regarding the privatisation of RCFs, the rights of 

residents, and dissatisfaction with the quality of care in most of the RCFs as 

evidenced by the recent articles published in local newspapers (Kathmandu Post, 

2018; The Himalayan Times, 2017a, 2017b). This evidence clearly shows there are 

significant issues for Nepalese older adults living in RCFs which must be brought to 

the government’s notice.  

This section has shown that residential living is not a well-established form of living 

arrangement for Nepalese older adults, and is a recently emerging concept. 

Furthermore, the section has elucidated the existing organisational issues in most 

RCFs in Nepal. The following section will primarily focus on the concerns of the 

older adults who are living in RCFs in Nepal. 

1.6 Concerns of Nepalese Older Adults Living in RCFs 

The concerns of the older adults living in RCFs in Nepal are unique because of the 

distinct socio-cultural context of residential living. Firstly, residential living is not a 

well-planned form of living arrangement in Nepal. Most of the older adults are 

abused, abandoned, or forced by the family to move to a RCF against their will (Asia 

Pacific Forum of National Human Rights Institutions, 2018; National Human Rights 

Commission-Nepal, 2019; Rai et al., 2018). Thus, in most cases, it is not older adults 

but family or relatives who decide where older adults should spend the rest of their 

life. Officially, this is against the Senior Citizen Act which states that “no one shall 
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detach the senior citizen from the family or compel the senior citizen to get detached 

from the family” (Nepal Law Commission, 2006, p. 3). Current practices 

demonstrate the unawareness, powerlessness, insecurity, and vulnerability of 

Nepalese older adults. Secondly, residential living is not a well-accepted form of 

living arrangement in Nepalese society. Residential living is considered as an 

alternative for only the destitute or neglected group of older adults (Dhakal, 2012). 

Consequently, most of the Nepalese older adults enter the RCF unprepared. 

Adjustment to residential living is challenging for Nepalese older adults. Most 

Nepalese residents lack support from their family, friends, relatives, and have poor 

interpersonal relationships with fellow residents (Dhungana et al., 2004). 

Consequently, almost 77.8% of the Nepalese residents report loneliness (Chalise, 

2014). Similarly, the prevalence of depression among residents in Nepal ranges from 

47-72% (Acharya, 2008; Chalise, 2014; Kafle et al., 2017; Khanal & Gautam, 2011; 

Ranjan, Bhattarai, & Dutta, 2014; Timilsina, Sherpa, & Dhakal, 2014). The major 

factors associated with depression among Nepalese residents include the lack of 

social connections, desired activities, financial security, disappointment with the 

staff, and environment of RCFs (Timilsina et al., 2014). Furthermore, more than half 

of the residents in Nepal suffer from chronic health problems—almost 15.5% are 

malnourished, and 61% are at risk of being malnourished (Acharya, 2008; Ranjan et 

al., 2014; Singh & Shrestha, 2016). Nepalese residents face a diverse array of 

problems while living in RCFs. Additional to these problems, the socio-cultural 

aspects of ageing is also threatened when Nepalese older adults move into a RCF.  

Nepalese older adults are inclined towards deep-rooted socio-cultural norms and 

traditions. Ageing for Nepalese older adults is not just a physical and psychological 

process, but a social and spiritual process (Pandya, 2016). Age-specific socio-cultural 

roles, guidelines, or rituals exist for Nepalese older adults, which are considered as 

dharma—meaning religion, moral behaviour, ethics, code of conduct, duty, or 

spiritual practices (Dimock et al., 2019). For instance, ideally, older adults should 

“live and die integrated within the family and the village society” (Regmi, 1993, p. 

34). Similarly, older adults should give back to younger generations and society, 

offer devotions to a higher being/s, gain knowledge about and remain involved in 

traditional spiritual practices, and donate on days of spiritual importance (Gautam et 

al., 2007;  Shrestha & Zarit, 2012). These rituals are believed to be crucial in 
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achieving the ultimate life goal, which is gaining moksha, meaning spiritual peace 

and freedom from the endless cycle of rebirth and death (Mishra, 2013). What stands 

out in all these socio-cultural principles for Nepalese older adults is the obligation to 

remain connected with the family, society, and higher being/s; and find meaning, and 

purpose in life, which is collectively termed as spirituality (Buck, 2006; Manning, 

2012). Maintaining spirituality is vital for Nepalese residents.  

Overall, the unique socio-cultural context of residential living in Nepal, as described 

above, positions Nepalese residents in complex circumstances with multi-layered 

physical, psychological, social, religious, and existential needs. However, the major 

focus of care in most RCFs is on the physical needs of residents. Only a few RCFs 

provide opportunities to participate in educational, social, spiritual, vocational, and 

experience-exchanging activities or excursions through which residents will have a 

chance to develop networks with people (Dhungana et al., 2004; National Human 

Rights Commission-Nepal, 2019). Similarly, the provision of counselling, 

psychological, and spiritual support are missing in most RCFs in Nepal (Acharya, 

2008). The psychological, social, existential, and religious needs, collectively termed 

as spiritual needs of residents (Erichsen & Bussing, 2013; Man-Ging et al., 2015), 

are being neglected in RCFs in Nepal. Unattended spiritual needs can have a 

negative impact on residents’ spirituality (Gautam et al., 2019). However, few 

studies in Nepal, have explored the spiritual aspects of residential life (Bhandari, 

2014; Shrestha, 2010). The focus of the current study is on understanding how 

residents maintain their spirituality in RCFs in Nepal. An ultimate aim of the study is 

to give voice to a group of older adults to identify their spiritual needs. Findings from 

the study have the potential to contribute to developing resident-centred spiritual care 

in Nepalese RCFs.  

1.7 Research Question 

How do older adults maintain spirituality in residential care facilities in Nepal? 

1.8 Aims/Objectives: 

The primary aim of the study is to provide a theoretical explanation of how older 

adults maintain spirituality in RCFs in Nepal. Specifically, the study investigates 

how nurses/caregivers perceive and respond to residents’ spiritual needs.   
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1.9 Rationale and Significance of the Study 

The demographic and socio-cultural transition in Nepal suggests that increasing 

numbers of older adults will be living in RCFs in years to come. The high prevalence 

of depression and loneliness among Nepalese residents, lack of support systems, and 

the neglect of the spiritual aspects of health in policies, research, and practice, as 

discussed above, make it essential that RCFs develop effective ways of involving 

residents in meeting their spiritual needs. However, the government of Nepal lacks 

specific strategies to influence the effective spiritual care of residents in RCFs 

(Geriatric Center Nepal, 2010). Therefore, it is essential to follow what the existing 

international guidelines and studies recommend about the spiritual care of older 

adults living in RCFs.  

The guidelines developed by international organisations and the findings of 

international studies recommend including spiritual aspects in the care of older adults 

living in RCFs. In 2015, the WHO issued a report on ageing and health, suggesting 

that a holistic approach is the most effective way of providing care to older adults 

(WHO, 2015). New Zealand’s Healthy Ageing Strategy also recommends using a 

holistic approach while caring for older adults (Ministry of Health-New Zealand, 

2016). Here, a holistic approach means caring for the mind, body, and spirit of older 

adults (Jasemi et al., 2017). Similarly, Joint Commission for Accreditation of Health 

Organizations, and Meaningful Ageing Australia has highlighted the significance of 

assessing and taking care of the spiritual needs of older adults in all health care 

settings (Meaningful Ageing Australia, 2016; O'Brien, 2011). Specifically, in the 

case of RCFs, it is recommended that nurses and caregivers should provide spiritual 

care, which means taking into account the importance of residents’ spiritual needs 

(Meaningful Ageing Australia, 2016). It is established that spiritual needs of older 

adults are equally important as their physical needs, irrespective of where they live. 

This is especially important in a country like Nepal, where numbers of older adults 

living in RCFs are rapidly increasing, but their spiritual needs and care have not been 

investigated. Since nurses and caregivers play a significant role in the lives of older 

adults in residential care, it is imperative to understand the meaning they give to the 

spiritual needs and care of residents.  
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This study is the first to investigate spirituality in older adults living in RCFs in 

Nepal, as well as nurses’ and caregivers’ perspectives on spirituality. Therefore, this 

study will potentially lead to changes in practice and policy by generating 

knowledge, raising awareness, and giving voice to older adults. The findings of this 

study will be beneficial for nurses and caregivers to identify areas of improvement in 

current practice and design effective interventions according to identified needs; 

thus, improving the effectiveness of service delivery. Similarly, it could inform 

policymakers in developing policies to improve the provision of spiritual care to 

older adults living in RCFs. Furthermore, the findings of the study could help in the 

development of aged care guidelines for migrant communities living in RCFs in 

other countries.  

 1.10 The Key Terminologies Used in the Study  

The key terminologies used throughout this study are: 

Spirituality: The connection with the inner-self, people, and higher being/s. It 

includes both religious and moral dimensions.  

Maintaining spirituality: The process of keeping in existence or continuing 

spirituality.  

Spiritual practices: Denote the strategies used to maintain spirituality while living in 

a RCF. The strategies can be cognitive or behavioural. The approach of spiritual 

practices can be individual or group.   

Spiritual needs: Refers to any needs of residents beyond physical needs. Spiritual 

needs can include psychological, social, religious, or existential needs. 

Spiritual care: Any care provided by nurses/caregivers to fulfil spiritual needs of 

residents. In this study, nurses refer to the registered nursing staff, and caregivers are 

unregulated staff working in RCFs. 

Spiritual programmes: Refer to preaching, prayer, singing hymns, reciting Hindu 

scriptures, spiritual trips, meditation, or yoga.  
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1.11 Structure of the Thesis 

Chapter one, the introduction, highlights the unique socio-cultural context of ageing 

in Nepal, which has shaped the exclusive concept of residential living and, in turn, 

the distinct issues of older adults living in RCFs in Nepal. The chapter also clarifies 

the aims, rationale, and significance of conducting this study. 

Chapter two, the literature review, presents a critical review of the existing literature 

on spirituality in older adults. The existing arguments, theoretical, and 

methodological input on the topic of spirituality in older adults is critiqued. Research 

gaps in the existing body of knowledge are accentuated.   

Chapter three, the methodology, elucidates the GT methodology used to address the 

research question. This chapter includes the details of GT, comprising its origin, 

evolution, fundamental GT tenets, choice of GT variant, philosophical underpinning, 

and relevance of the chosen GT variant to the current study. The positioning of the 

researcher within the research is explicated.       

Chapter four explains the research setting, sampling technique, recruitment, data 

collection, and data analysis. Ethical considerations and steps used to improve 

trustworthiness are explained.    

Chapters five to nine, the findings chapters, illustrate and explain the theory—A 

process of connecting. In chapter five, a theoretical overview of the process of 

connecting is provided. Chapters six, seven, and eight delineate the process of 

making sense, seeking connections, and maintaining connections, respectively; along 

with conditions influencing each process and its consequences. Chapter nine explains 

the process of spiritual care provision, influencing conditions, and its consequences. 

Chapter ten, the discussion, presents the key findings of the study in the context of 

existing theories and critiques its’ contributions to the existing body of evidence. The 

strengths and limitations of the study are outlined. Recommendations are provided. 

1.12 Summary 

This chapter has set the foundation of the thesis by uncovering how I was drawn to 

the topic. My experience as a nurse, lecturer, volunteer, and member of the changing 

Nepalese society, and how it motivated me to conduct this study, has been explained. 
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In addition, this chapter has introduced the unique socio-cultural context of ageing in 

Nepal. In this chapter I have established that even though the concept of residential 

living might be developed, expected, and accepted in western countries, the case of 

Nepal is different. I have also described the key policies related to RCFs in Nepal 

and how they have influenced the recent privatisation of RCFs. In addition, the issues 

surrounding residential living linking it to policy limitations and issues of older 

adults living in RCFs have been explained. The research aim has been outlined, as 

well as the rationale and importance of conducting this study. Finally, the key 

terminologies and structure of the thesis were introduced. The following chapter 

presents the review of the literature on spirituality. 
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Chapter Two: Literature Review 

2.1 Introduction  

The previous chapter presented the focus of this study, which was to explore how 

residents maintain their spirituality in RCFs in Nepal. I introduced the distinct socio-

cultural context of ageing in Nepal; an emerging concept of residential living in 

Nepal; and subsequent spiritual issues of Nepalese residents. The previous chapter 

also provided a brief background on why maintaining spirituality is important to 

Nepalese older adults. As mentioned in the introduction chapter, spirituality has not 

gained enough attention in the scholarly literature in the Nepalese context. Therefore, 

this chapter provides a review of primarily western literature regarding the concept 

of spirituality within which to situate the current study.  

The literature review is a disputed topic in a GT study. Therefore, I begin by briefly 

introducing the existing arguments regarding the literature review in a GT study and 

where I position my approach to the literature review in this study. Next, I provide a 

brief overview of the search strategies used in reviewing the literature. The historical 

milieu of the term spirituality and its evolution is presented before moving into the 

actual findings of the reviewed studies which introduce the traditional and 

contemporary view of spirituality used in the literature. The reviewed literature is 

organised in terms of meaning attributed to the term spirituality; the intersection 

between spirituality and ageing; the impact of maintaining spirituality on the 

wellbeing of older adults; and integrating spirituality to the care of older adults. The 

chapter concludes with a summary of the reviewed literature. 

2.2 The Timing of Literature Review in a GT Study 

The timing of the literature review in GT research is one of the most discussed areas. 

Different variants of GT exist, each with diverse views about timing of the literature 

review. In the original GT texts, Glaser and Strauss (1967) mentioned that the 

researcher using GT methodology should delay the literature review until the core 

categories surface from the data. The main idea behind this recommendation was to 

prevent the researcher from imposing their received knowledge or ideas from 

existing theories, forcing the data, and contaminating the theory development 

(Glaser, 1978, 1992, 1998; Glaser & Holton, 2004). Bearing in mind the educational 
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background, training, and professional experiences with which the researcher enters 

the field of research, it is unrealistic to be unfamiliar with the concepts and literature 

around the topic of interest. Furthermore, the university requirements regarding the 

proposal, scholarship, and ethics applications make it essential that the researcher is 

aware of what is happening around the topic of interest. Unlike the original texts, the 

advanced work of Strauss and Corbin (1998), Corbin and Strauss (2008), and 

Charmaz (2014) have accepted that the idea of delaying literature review is 

impractical. I agree with Corbin and Strauss that a review of the literature is essential 

to understand the extent of current knowledge, justify the need for the study, and 

enhance theoretical sensitivity. Theoretical sensitivity will be addressed in further 

depth in chapter three. Therefore, I reviewed the literature prior to commencing the 

study. I also worked with the literature in a way which was congruent with my 

choice of the Corbin and Strauss' variant of GT, which supports referring to the 

literature during data collection, analysis, and discussion of the findings. The 

literature reviewed after the analytic development of major categories in this study 

will be covered while discussing the findings derived from the study (see chapter 

ten). 

2.3 Search Strategy 

The literature review began in March 2017. A general review around the concept of 

spirituality was carried out, which aided with recognising key search terms for the 

actual review. Electronic databases such as CINAHL Plus with Full Text via 

EBSCO, Scopus, PubMed, PsycINFO, Web of Science, and ProQuest Social Science 

Database were accessed. In addition, some articles were identified from the reference 

lists of retrieved research reports. The search terms used were spiritual* (spirituality, 

spiritual wellbeing, spiritual health, spiritual needs, spiritual wellness, spiritual 

coping, spiritual care, spiritual experiences, spiritual practices); relig* (religiosity, 

religion, religiousness, religious needs, religious coping, religious practices, religious 

experiences); pastoral* (pastoral care, pastoral counselling); old* (older adults, older 

people, old people, old age); senior; geriatric; aged; ageing; advanced age; elderly; 

elderly people; residential* (residential care, residential homes, residential aged care, 

RCFs); care home; old age home; nursing home; rest home; long term care; aged 
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care; assisted living; and accommodations. Truncations were used so as not to miss 

potential words being used in the research articles. 

The inclusion criteria were primary research with spirituality as a key measure, peer 

reviewed full-text journal articles published in English, and studies that included 

older adults aged 60 years and over. All studies published from 2006 were included 

in the review since it was the year when the WHO established spirituality as a 

component of QOL of every individual. In response to the development of the scale 

WHO QOL SPRB (Spirituality, Religiousness, and Personal Beliefs), an increasing 

number of research studies on spirituality as a component of wellbeing were 

published. Before 2006, spirituality was mainly covered in review or commentary 

articles rather than empirical research. Yet, some seminal earlier work on spirituality 

has been included in the literature review. All studies undertaken with older adults 

using quantitative, qualitative, and mixed methodologies were included in the 

review. Similarly, studies conducted in all settings, such as the community, hospitals, 

and RCFs were included to gain a broad understanding of spirituality and ageing. 

RCF denotes any type of institutional setting providing long term care to residents; 

the level of care ranging from basic to specialised; and including, but not limited to, 

assisted living facilities, residential aged care facilities, nursing home, care homes, 

specific state residences, assisted accommodation homes, old age home, senior 

centres, and rest homes.    

The exclusion criteria were studies that focused specifically on the spirituality of 

older adults having a chronic illness such as Human Immunodeficiency 

Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS), cancer and dementia; 

older adults facing disaster, mental health problems, and disabilities. These studies 

were excluded because the focus was on a medical condition or disaster rather than 

solely on spirituality. Also, studies concentrating particularly on spirituality of older 

immigrants or those at the end of life or receiving palliative care were excluded, 

since spirituality of older adults in general was not the concern of these studies.  

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

flowchart (Figure 2.1, p. 23) shows the number of articles retrieved, discarded, and 

retained for analysis  (Moher et al., 2009). A search for relevant literature using 

various combinations of aforementioned key words retrieved a total of 446 articles. 
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Only 146 studies (quantitative, 85; qualitative, 55; mixed, 6) were eligible for the 

review after screening articles using the PRISMA framework. The chosen articles 

were read multiple times. The study focus, details of methodology, and key findings 

related to spirituality were documented to identify common concepts among the 

chosen studies. Once the relevant concepts were assembled, a conceptual map was 

formed, and similar concepts were grouped together. In addition, government or 

organisational reports, conference proceedings, and books were also included in the 

review, mainly when elucidating the concept of spirituality and integration of 

spirituality in the care of older adults.  
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Figure 2.1  

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Flowchart 
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2.4 The Historical Milieu of the Term Spirituality and its Evolution 

The meaning of the term spirituality has evolved over time. The term spirituality was 

coined in the 5th century, but entered the common language at the end of the 15th 

century (Jones, 1997; Sheldrake, 2007). The origin of the word spirituality lies with 

the Latin word spiritualitas (spiritual) derived from the Greek word pneuma (spirit). 

A spiritual person referred to one “who lived under the influence of the Spirit of 

God” (Sheldrake, 2007, p. 3). In this sense, spirituality denoted living a life oriented 

towards higher being/s. This definition of spirituality reflects the traditional view of 

spirituality inspired by religion, evidenced in the sacred texts of different religions 

such as Judaism, Christianity, Buddhism, Hinduism, and Islam (Eckersley, 2007; 

Setta & Shemie, 2015). It is beyond the scope of this chapter to include the details of 

how different religions described spirituality in a theological context. The main 

concern is to assess the state of knowledge around spirituality in the realm of health-

related literature. Yet, the concept of traditional spirituality revolved mainly around 

the idea of connecting with the divine power. Although support for the traditional 

view of spirituality embedded within the notion of the divine still exists, the 

conceptualisation of the term spirituality has broadened (Hodge, 2018).  

In response to the secular movements in the 20th century, the traditional meaning of 

spirituality shifted, contemporary interpretation emerged, and “spiritual but not 

religious” became a widely held view among people (de Souza, 2016, p. 2). The 

contemporary understanding of spirituality is more widespread, flexible, and not 

necessarily within the traditional religious sphere. One of the main problems with the 

contemporary stream of thought is that there is no conceptual demarcation of 

spirituality (Hodge, 2018). Accordingly, several researchers have put forward 

varying definitions of spirituality, with few similarities between them. Before 

interpreting the findings of existing research, it is also crucial to understand some 

current theoretical discourses on spirituality and ageing, which will be discussed in 

the section below.  
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2.5 The Intersection Between Spirituality and Ageing: Theoretical Approaches 

A great deal of academic work is focused on understanding the intersection between 

spirituality and ageing. Two main theoretical approaches underlying the study of 

spirituality and ageing can be termed as a developmental approach or situational 

approach to spirituality. Taking a development approach means spirituality is 

primarily viewed as part of the psychological development in old age. According to 

the developmental approach, there are spiritual tasks which older adults must fulfil in 

old age. For instance, MacKinlay's (2002) GT study with 24 nursing home residents 

aged 65 years and older in Australia, has theorised that older adults have eight 

spiritual tasks to fulfil. These spiritual tasks are to find ultimate meaning in life, an 

appropriate way to respond, transcend disabilities, loss, find wisdom, relationships 

with higher being/s and others and hope (MacKinlay, 2002). Additionally Dalby 

(2006) reviewed 13 articles on spirituality and ageing, and concluded that tasks of 

old age are to maintain “integrity, humanistic concern, changing relationships with 

others and concern for younger generations, relationship with a transcendent being or 

power, self-transcendence, and coming to terms with death” (p. 11). Likewise, some 

studies claim that older adults tend to have spiritual connections with higher being/s, 

people, a deep sense of faith, abstract thinking, and increasing consciousness of self 

(Hedberg et al., 2009; Manning, 2013). The developmental approach in 

understanding the link between spirituality and ageing is consistent with Erikson’s 

(1997) theory of psychosocial development and Tornstam’s (2005) theory of 

gerotranscendence. According to Erikson’s theory of psychosocial development, 

transcendence is a ninth developmental stage in “very old age,” referring to older 

adults in 80s and beyond. In ninth developmental stage of life, older adults start to 

search for their “existential identity,” which mirrors searching for meaning in life 

(Erikson & Erikson, 1997). Similarly, Tornstam’s theory of gerotranscendence 

supports that as people age, there is a shift from the materialistic to a transcendent 

view of the world (McCarthy & Bockweg, 2013; Tornstam, 2005). In his theory, 

Tornstam (2005) stated that the development of gerotranscendence in old age is 

characterised by: 

a feeling of cosmic communion with the spirit of the universe, a redefinition 

of time, space, life, and death, and a redefinition of the self and relationships 
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to others. The individual becomes, for example, less preoccupied with self 

and at the same time more selective in his/her choice of social and other 

activities. There is an increased feeling of affinity with past generations, a 

decreased interest in superfluous social interaction and the positive solitude 

becomes more important. (p. 144) 

Tornstam’s theory positions gerotranscendence as a natural phenomenon in old age. 

This developmental approach to studying spirituality and ageing suggests that every 

older adult goes through this developmental phase no matter what, and has to 

complete these spiritual tasks associated with old age to achieve integrity or life 

satisfaction. 

Conversely, taking a situational approach argues that inclination towards spirituality 

is not necessarily associated with old age, and can develop as early as younger 

adulthood. According to the situational approach, spirituality is a compensatory 

mechanism to deal with adversities in life, which can develop at any age. Likewise, 

this approach argues that spiritual tasks are not universal to all older adults. 

Consistent with this argument, in a self-report survey conducted with 133 

community-dwelling French older adults aged 60-95 years, Velasco-Gonzalez and 

Rioux (2014) found that age and health status does not predict spirituality. Instead, 

the researchers concluded that only those older adults who are dissatisfied with their 

life rely on spirituality to cope with their sufferings (Velasco-Gonzalez & Rioux, 

2014). Similarly, researchers have claimed that increasing age can bring profound 

challenges in life such as deteriorating health, social relations, and loss of significant 

others; and spirituality is a compensatory mechanism to deal with these adversities of 

life (Momtaz et al., 2010; Shaw et al., 2016; Sun, 2012; Yoon, 2006). It is, therefore, 

speculated that as age increases, people become more spiritual (Krause & Hayward, 

2014; Lowis et al., 2009; Stefanaki et al., 2014). However, it cannot be assumed that 

spiritual tasks are universal to all older adults (Manning, 2012, 2013). Some older 

adults might not consider fulfilling all these spiritual tasks, but still achieve integrity 

in life (Seifert, 2002). Likewise, some older adults might have totally different 

spiritual tasks depending on their gender, religion, culture, ethnicity, distinct life 

events, or circumstances (Dalby, 2006; Sadler & Biggs, 2006). What these 
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discussions point out is that the researcher should consider older adults’ spirituality 

from both a developmental and situational theoretical lens.    

2.6 Meaning Attributed to the Term Spirituality  

Spirituality is a commonly-used notion in theology, philosophy, sociology, nursing, 

medicine, and psychology. The last two decades have seen a significant increase in 

the publication of health related literature on spirituality in older adults. Despite 

being commonly used, there is no consensus among researchers regarding the 

definitions of spirituality. The most influential leaders in the field argue that 

spirituality remains a poorly defined term because of its subjective nature (Koenig, 

2012; Pargament, 1997). Spirituality can mean different things to different 

individuals. As a result, widely varying definitions of spirituality have emerged in 

the literature, and a generally accepted definition of spirituality is still lacking. Since 

the definition of spirituality varies among researchers, it is important to understand 

how the term is being used in different disciplines.  

Diverse academic disciplines use the term spirituality differently. From a 

sociological point of view, spirituality is described as an “aspect of what it is to be 

human, to search for a sense of meaning, purpose, and moral guidance for relating 

with self, others and ultimate reality” (Canda & Furman, 1999, p. 37). This definition 

of spirituality reflects the fundamental nature of spirituality, which can be applied to 

all individuals living within the society; yet, it is somewhat vague and does not 

consider the subjective nature of spirituality. In the context of psychology, 

spirituality is defined as a process of searching for the sacred (Pargament & 

Mahoney, 2012). Here, the term sacred denotes either higher being/s, higher power, 

divine, ultimate reality, relationships with people, nature, or universe (Pargament & 

Mahoney, 2012). This definition of spirituality allows for a subjective interpretation 

of the term sacred. For instance, individuals who do not identify with any religion 

might understand the term sacred differently compared to those who have a religious 

belief. Yet, in both the sociology and psychology definitions, how to address 

spirituality in health care is not made explicit. To answer the question of how 

spirituality should be defined in the realm of health care, two conferences on 

spirituality were held in 2012 and 2013, respectively. Forty-one international leaders, 

including physicians, nurses, psychologists, social workers, theologians, spiritual 
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care professionals, donors, researchers, and policy makers participated in these 

conferences (Puchalski  et al., 2014). Eventually, all agreed on the following 

definition of spirituality:  

Spirituality is a dynamic and intrinsic aspect of humanity through which 

persons seek ultimate meaning, purpose, and transcendence, and experience 

relationship to self, family, others, community, society, nature, and the 

significant or sacred. Spirituality is expressed through beliefs, values, 

traditions, and practices. (Puchalski et al., 2014, p. 646)  

The above-mentioned definition of spirituality, approved by a large group of health 

care leaders, can be considered as one of the most comprehensive definitions in the 

context of health care. Eminent in this definition is its practicality, since it has 

delineated how spirituality is expressed; that is, through individuals’ “belief, values, 

traditions, and practices” (Puchalski et al., 2014, p. 646), which clearly indicates the 

areas that health care workers should focus in order to address health care recipients’ 

spirituality. 

Although disciplines use spirituality differently, the core meaning attributed to the 

term is common to all disciplines. For instance, it is evident in all the definitions, 

mentioned above, that spirituality is an integral aspect of human life. Similarly, all 

definitions established that spirituality means to search for or seek either meaning or 

purpose in life. Likewise, it is evident in all the definitions that spirituality denotes 

connecting with what is significant in life. Taken together, spirituality means a 

fundamental component of human life, where an individual seeks for ultimate 

meaning or purpose or connections in life, irrespective of religious or secular belief.  

In literature, the term spirituality is also confused with religion. While some 

researchers have treated these two constructs separately (Adhikari, 2013; Corsentino 

et al., 2009; Yoon & Lee, 2007), others have used them interchangeably due to the 

interconnection between the two terms (Manning, 2012; Molzahn, 2007; Skarupski 

et al., 2010). Yet, these terms have distinct meanings. Religion involves a shared 

social system of belief and rituals practiced by a certain group; whereas spirituality is 

searching for the meaning of life, which is not necessarily based on religion (Gautam 

et al., 2019). Although the argument about religion versus spirituality still exists, 
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most studies included in this review have agreed that spirituality is an umbrella term 

that can include or go beyond religion (Dunn, 2008; Sessanna et al., 2007). 

Spirituality is a broader term than religion, and inclusive of religious or secular or 

existential concerns of human life. In the present study, the term spirituality has been 

used solely to cover the comprehensive nature of the construct.  

2.6.1. Older adults’ perspectives on spirituality 

The interpretation of the term spirituality can also vary among older adults from 

different religious, socio-cultural, or ethnic backgrounds. For instance, in a mixed 

methodology study conducted in Brazil, 12 community-dwelling Brazilian older 

adults aged 60 years and over described spirituality and religion as two different 

constructs. For these Brazilian older adults, spirituality meant the relationship with 

sacred, transcendence, and support system; and religion denoted affiliation, culture, 

and moral codes (Chaves & Gil, 2015). However, when Tongprateep (2000) 

interviewed 12 Thai older adults aged 60 years and over to explore spirituality using 

a phenomenological approach, findings revealed that spirituality and religion are 

interconnected concepts for the group. Thai older adults described spirituality as 

spiritual beliefs; religious practices; and the law of karma, afterlife, merit-making, 

moral behaviour, appreciation, care, and meditation (Tongprateep, 2000). Similarly, 

evidence shows that there is marked variation in the way American, Australian, 

Maltese, Tongan, Samoan, New Zealanders, Indian, and Nepalese older adults 

interpret the term spirituality (Baldacchino et al., 2014; Eames et al., 2010; Harvey & 

Cook, 2010; Ihara & Vakalahi, 2011; Pandya, 2016; Shrestha, 2010). Likewise, older 

adults from a similar religious or socio-cultural background but different ethnicity 

can also perceive spirituality differently. For instance, in a qualitative exploratory 

study, Cohen  et al. (2008) explored the perspectives of 29 community-dwelling 

Jewish, African American, and Caucasian protestant older adults on spirituality. The 

study established that Jewish, African American, and Caucasian protestant older 

adults held different views about spirituality (Cohen et al., 2008). Older adults 

belonging to different religious, socio-cultural, or ethnic groups tend to look at 

spirituality from a different lens, and interpret it differently. 

Despite differences in interpreting the term spirituality, it is interesting to note that 

most of the older adults who participated in the studies presented above agreed on 
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some broad facets of spirituality. Firstly, most of the older adults recognised 

spirituality as maintaining relationships with self, others, higher being/s, and nature. 

Secondly, there was a consensus among most of the older adults that remaining 

connected is central to maintaining spirituality, and a source of meaningful living. 

Next, most of the older adults used religion and spirituality interchangeably and 

found it very difficult to describe these two constructs separately. Yet, most of the 

older adults described spirituality in terms of and beyond religion, and approved 

spirituality as a more inclusive term (Baldacchino et al., 2014; Cohen et al., 2008; 

Eames et al., 2010; Harvey & Cook, 2010; Ihara & Vakalahi, 2011; Krause, 2008; 

Lee & Sharpe, 2007; Pandya, 2016; Shrestha, 2010). Research on spirituality should 

acknowledge and embrace these various worldviews by facilitating older adults 

themselves to describe what spirituality means for them.    

2.7 Dimensions of Spirituality  

Spirituality is a multi-dimensional construct. While researchers in the field of 

spirituality agree on the multi-dimensional nature of spirituality, there is no 

consensus in the literature regarding what constitutes dimensions of spirituality. 

According to Seicol (2005), spirituality has three dimensions—finding meaning, 

purpose, and value in life. Meaning in life is derived from personal experiences, 

actions, and accomplishments. Finding purpose in life is concerned with future aims 

or expectations, and finding values denote the searching for worth as human beings 

(Seicol, 2005). Spirituality is, therefore, concerned with the past, present, and future 

dimensions of life. Another dimension of spirituality is connectedness, which has 

been described as connecting with self, others, higher being/s, divine, higher power, 

nature as well as the universe (Baldacchino et al., 2014; Eames et al., 2010; Harvey 

& Cook, 2010; Ihara & Vakalahi, 2011). Dimensions of spirituality also include 

religious affiliation, organisational participation, religious practices and beliefs, and 

religious commitment (Ingersoll-dayton  et al., 2002). Likewise, transcendence and 

psychosocial identity have also been referred to as dimensions of spirituality (Monod 

et al., 2010b).  

It is difficult to demarcate the dimensions of spirituality, mainly due to two reasons. 

Firstly, spirituality is subjective (Pargament & Mahoney, 2012). Spirituality can 

incorporate wide varieties of dimensions. Secondly, dimensions of spirituality are 
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closely interlinked (Hedberg et al., 2009; Hupkens et al., 2016; Moore et al., 2006; 

Register & Scharer, 2010; Thomas & Cohen, 2006; Welsh et al., 2012). As a result, it 

is often challenging to demarcate where one dimension ends, and the other begins. 

Although many dimensions have been used in the literature to delineate the complex 

nature of spirituality, two most common dimensions are a search for meaning in life 

and connectedness (Krause & Bastida, 2009; Zibad et al., 2017). Thus it can be seen 

that spirituality is a multi-layered construct.  

In contrast to other literature discussed so far, using concept analysis, Zibad et al. 

(2016) provided a new and broader outlook on dimensions of spirituality in the 

context of health. The researchers concluded that spiritual health includes four 

dimensions; namely, cognitive, functional, affectionate, and consequential. The 

cognitive dimension involved the awareness of higher power, religion; meaning, 

purpose, an ultimate goal of life; and belief in self-actions and life after death. The 

functional dimension comprised actions such as assessing self, retaining relationships 

with higher being/s, others, and pureness. Likewise, an affectionate dimension 

encompassed emotions towards self, higher being/s, and others. Finally, the 

consequential dimension included the benefits of maintaining spirituality (Zibad et 

al., 2016). These dimensions of spiritual health emerged from a review article and a 

qualitative thematic analysis conducted among 12 community-dwelling Iranian older 

adults aged 60 years and over (Zibad et al., 2017). The strength of this research is 

that it provides a comprehensive understanding of the dimensions of spirituality. 

While conducting a research on spirituality, the researcher has to address its 

cognitive dimension (i.e., belief involved in maintaining spirituality); functional 

dimension (i.e., actions taken to maintain spirituality); affectionate dimension (i.e., 

emotions involved in maintaining spirituality); and the consequential dimension of 

the phenomena (i.e., impact of maintaining spirituality) (Zibad et al., 2017). The 

dimensions of spirituality, discussed above, echo the complex nature of spirituality.  

2.7.1. Older adults’ views related to the dimensions of spirituality 

When conducting the literature search, six qualitative studies exploring older adults’ 

perceptions regarding the dimensions of spirituality were accessed and analysed. 

Three studies focused on the dimension of meaning in life (Moore et al., 2006; 

Thomas & Cohen, 2006; Welsh et al., 2012), two on purpose in life (Hedberg et al., 
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2009; Hedberg et al., 2013), and one on connectedness (Register & Scharer, 2010). 

Moore et al. (2006) expanded the idea of what makes life meaningful for 11 

Canadian older adults aged 66-92 years living in the community and RCFs using a 

narrative inquiry. The older adults linked meaningful living to being lively, 

appreciating every situation, and finding meaning in stressful circumstances, and 

accepting life as it. Recognising the inner-self, self-power, self-confidence, involving 

in self-talk, and connecting with people, and higher being/s were also reported as 

aspects of meaningful living. This study makes a significant contribution to research 

on maintaining spirituality by demonstrating that older adults strategise cognitively 

to maintain a meaningful living in both community and RCFs. The study covered 

some aspects of maintaining spirituality; yet, meaningful living is only one of the 

dimensions of spirituality and the study did not analyse the overall aspect of 

maintaining spirituality. Researchers also recommended future research needs to 

address the role of spirituality in meaningful living in old age (Moore et al., 2006). 

Further, the study mixed the perceptions of older adults from both community and 

RCFs. Likewise, Thomas and Cohen (2006) recruited 24 African American older 

adults from senior centres in the United States of America (USA). Researchers 

allowed older adults to complete a life journal signifying their major turning points in 

life, how it impacted their relationship with a higher being/s, and the lessons learned 

from that event. The study showed how multiple turning points in the life of older 

adults added new meaning to spirituality or changed the meaning associated with it. 

The study adds to the literature that spiritual meaning-making is a dynamic construct. 

The main focus of the study was, however, on how significant life events changed 

the spirituality of older adults based on life stories, rather than how they maintain 

spirituality in RCFs.  

A phenomenological study undertaken by Welsh et al. (2012) described how 11 older 

adults aged 64-92 years perceived meaningful living in RCFs in Canada. Residents 

described meaningful living as connecting, surviving regardless of diminishing 

abilities, engaging in activities, and pursuing protection. Findings of this study are 

noteworthy since it revealed that RCFs negatively impact on residents’ source of 

connection, sense of self, privacy, and autonomy. In this context, the spiritual belief 

was the primary source of comfort and peace for residents. This study offers 
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probably the most selective analysis of the concept of meaningful living among 

residents. However, only a single dimension of spirituality was addressed.  

Two studies explored the dimension of purpose in life (Hedberg et al., 2009; 

Hedberg et al., 2013). In these two studies, conducted in Sweden, 23 community-

dwelling older men and 30 women aged 85 years or above were asked about 

purposeful living (Hedberg et al., 2009; Hedberg et al., 2013). Content analysis 

revealed that most of the female participants maintained a purposeful living by 

having a positive outlook in life, connecting with a higher being/s, and being 

involved in meaningful activities. The strategies used by female older adults to 

maintain a positive outlook in life were being appreciative, connected, content, and 

autonomous. Similarly, connection with higher being/s was maintained by having 

faith in a higher being/s and feeling safe. Likewise, meaningful activities were 

maintained by enjoying a hobby, doing domestic work, and continuing friendships. 

However, some female older adults did not experience purposeful living in the 

community and labelled it as “simply existing,” which meant “hanging on, feeling 

lonely, and feeling uncertain” (Hedberg et al., 2009, p. 131). In contrast, the male 

participants described purposeful living in terms of past achievements, health, 

difficulties encountered, how they moved forward and adapted in life. These two 

studies highlight how male and female older adults’ perspectives on maintaining 

spirituality can differ. Still, the study encompassed the perspectives of community-

dwelling older adults, and the findings do not represent the context of RCFs.  

A GT study conducted by Register and Scharer (2010) extended the dimension of 

connection in older adults. The purpose of the study was identifying the process 

involved in connectedness in 12 community-dwelling older adults aged 65 years or 

above in the USA. The four processes involved were having a motive, relationships 

with friends and family, something to aim for, and a sense of continuity. Register and 

Scharer (2010) mentioned how spirituality is integrated into all these four processes 

of connectedness, yet, has not treated the concept of spirituality in detail. As a result, 

it has not adequately addressed the question of how older adults maintain spirituality 

in RCFs. 
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2.8 Quantitative Evidence: Impact of Maintaining Spirituality on the Wellbeing 

of Older Adults 

Understanding spirituality and its influence on the life of older adults has been the 

central part of literature over the past two decades. Much of the current literature on 

spirituality pays attention to the impact of maintaining spirituality on the physical, 

psychological, and social wellbeing of older adults. The vast majority of previous 

research in this area has utilised quantitative approaches, and is based on community-

dwelling or hospitalised older adults of western countries such as the USA, England, 

and Australia. There is a dearth of research investigating the impact of maintaining 

spirituality on the wellbeing of older adults living in RCFs. Therefore, studies 

conducted in both community and hospital settings have been included in the review 

to gain a broader understanding. Nevertheless, the findings of these studies have 

been interpreted cautiously with due consideration to the study settings. The first 

section will begin with the findings reported by quantitative studies included in the 

review, followed by an overall critique. Since vast quantitative studies are available 

on the topic, an overall critique of those studies has been provided in the second 

section. 

Maintaining spirituality is related to the physical wellbeing of older adults. Studies 

have shown that older adults who are inclined towards spirituality or more involved 

in spiritual practices are more likely to follow healthy lifestyles, behaviours, and 

perceive better health, diminished symptoms, and severity of illness (Klemmack et 

al., 2007; Lucchetti et al., 2011; Skarupski et al., 2010; Yohannes et al., 2008; You et 

al., 2009). The above mentioned studies were either community-based or undertaken 

among older adults admitted to intermediate care or those from outpatient 

rehabilitation setting. Similarly, it is reported that maintaining spirituality enhances 

older adults' ability to care for self during illness (Callaghan, 2006). An educational 

intervention study directed towards maintaining spirituality has also supported its 

positive impact on older adults’ self-reported physical wellbeing (Lee et al., 2012a). 

In that study, a 12-week educational programme on the ways of strengthening body-

mind-spirit aspects of health was conducted among 32 community-dwelling Korean 

older adults. Regarding spirituality, information on how to maintain “meaning, 

relations, forgiveness, and happiness” in old age was provided (Lee et al., 2012a, p. 
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476). Pre- and post-surveys of self-rated physical, mental, and spiritual dimensions 

of health were conducted. A spiritual dimension of health was measured on the basis 

of the 11 questions regarding frequency of their involvement in spiritual practices 

such as evaluating meaning in life or importance of faith. Compared to the control 

group, the older adults who participated in the programmes reported significant 

improvement in physical as well as spiritual dimensions of health (Lee et al., 2012a). 

These studies suggest a beneficial impact of maintaining spirituality on the physical 

wellbeing of the older adults whether they are institutionalised or living in a 

community.   

Several lines of evidence acclaim that maintaining spirituality is associated with 

older adults’ psychological wellbeing. Studies agree that maintaining spirituality is a 

resource for older adults because it provides the meaning of existence and motivation 

for a living (Francis et al., 2010; June et al., 2009; Krause, 2008; von Humboldt & 

Leal, 2017). For instance, June et al. (2009) recruited 37 American and 35 African 

American community-dwelling older adults aged 60 years and over to investigate the 

relationship between their spirituality, social support, and the reasons for living. 

Spirituality was measured using the Brief Multidimensional Measure of 

Religiousness/Spirituality instrument containing 40-items and 12 subscales. In a five-

point Likert scale, participants selected the response regarding “daily spiritual 

experiences, meaning, values/beliefs, forgiveness, private religious practices, 

religious and spiritual coping, religious support, religious/spiritual history, 

commitment, organisational religiousness, religious preference, and overall self-

ranking” (June et al., 2009, p. 755). The result showed that older adults with high 

spirituality reported more reasons for living (June et al., 2009). Maintaining 

spirituality has also shown to create a sense of coherence and control among older 

adults (Chokkanathan, 2013; Krause & Bastida, 2011; Krause & Hayward, 2014; 

Krok, 2016; Stefanaki et al., 2014); therefore, promoting their coping mechanism and 

anger management (Lowis et al., 2009; Mefford et al., 2014). Similarly, maintaining 

spirituality has shown to decrease the negative psychological impact of the frailty 

(Kirby et al., 2004), and widowhood (Kim  et al., 2011; Momtaz et al., 2010). 

Evidence suggests that maintaining spirituality helps older adults cope with 

adversities associated with old age. 
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Enhanced spirituality is linked to various positive emotions in older adults. For 

instance, it enhances older adults’ optimism (Dunn, 2008; Krause & Bastida, 2011), 

self-worth (Krause & Hayward, 2012), self-identity (Wink  et al., 2007), resilience 

(Vahia et al., 2011), self-strength (Kim et al., 2011), forgiveness (Krause & Ellison, 

2003; Lee, 2007), humility (Krause & Hayward, 2014), and happiness (Pandya, 

2016). Moreover, maintaining spirituality has been linked to successful ageing 

(Tomás et al., 2016), and life satisfaction in older adults (Jang et al., 2006; Pandya, 

2016; Skarupski et al., 2013). Likewise, a longitudinal study conducted over a four 

year period among 324 community-dwelling Australian older adults aged 75-96 

years, also supports that maintaining spirituality lead to life satisfaction in older 

adults, and this relationship was mediated by the effect of an increased sense of 

coherence and positive and meaningful reappraisal of life events (Cowlishaw et al., 

2013). Thus, maintaining spirituality can promote a positive outlook of ageing in 

older adults.  

It is equally imperative to consider findings of studies which have shown that 

maintaining spirituality decreases the negative health outcomes in older adults. For 

instance, maintaining spirituality plays the role of a buffer to decrease anxiety, 

loneliness, and fear of death in older adults (Han & Richardson, 2010; Iovu et al., 

2015; Law & Sbarra, 2009; Lee, 2011; Lowis et al., 2011). Similarly, a growing body 

of evidence suggests an inverse relationship between spirituality and depression 

(Coleman et al., 2011; Gautam et al., 2007; Hughes & Peake, 2002; Lee, 2007; Lee 

et al., 2012b; Lucchetti et al., 2011; McGowan  et al., 2016; Moon & Kim, 2013; 

Skarupski et al., 2010; Timilsina et al., 2014; Yoon, 2006; Yoon & Lee, 2007; You et 

al., 2009). Moreover, maintaining spirituality has shown to decrease the cognitive 

decline in older adults (Fung & Lam 2013; Lucchetti et al., 2011). The inverse 

relationship of maintaining spirituality with cognitive decline, as well as depression, 

has also been validated by three longitudinal studies (Corsentino et al., 2009; Reyes-

Ortiz et al., 2008; Sun, 2012). These three studies included 2,938, 2759, and 1000 

community-dwelling American older adults aged 65 years and older, and followed 

them over 3, 11, and 4 years, respectively. The findings of these three studies show 

that maintaining spirituality reduces decline in cognitive functioning and depressive 

symptoms among older adults (Corsentino et al., 2009; Reyes-Ortiz et al., 2008; Sun, 

2012). Even in cases of older adults who are already diagnosed with mental health 
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disorders, maintaining spirituality helped them to find meaning in life (Bamonti et 

al., 2016) and reduced their suicidal ideation and emotional distress (Chen  et al., 

2007). It is important to note that most of the above-mentioned studies have dealt 

with a single aspect of the psychological wellbeing of older adults. However, the 

positive impact of maintaining spirituality is consistently reported by studies which 

have treated overall psychological wellbeing of older adults as one outcome variable 

(Fry, 2000; Kim  et al., 2011; Klemmack et al., 2007). Maintaining spirituality 

enhances the overall psychological wellbeing of older adults.    

Maintaining spirituality also lowers suicidal and overall mortality risk among older 

adults. Enhanced spirituality gives older adults more reasons to live and, hence, 

reduces the suicidal risk (June et al., 2009). According to June et al. (2009), 

maintaining spirituality reduces the suicidal risk among older adults either through 

the spiritual belief that suicide is not acceptable or social support gained by 

maintaining spirituality. The argument put forward by June et al. (2009) is 

complemented by a longitudinal study (McDougle  et al., 2016). McDougle et al. 

(2016) studied how religious and secular coping strategies impact the mortality of 

3,146 community-dwelling American adults aged 69-72 years over 17 years. The 

result of this self-report study confirmed that social approaches to religious and 

secular coping, such as attending religious services and volunteering, is associated 

with lower mortality risk among older adults. Mortality status was determined using 

National Death Index records. Given the volume of evidence, maintaining spirituality 

can be one of the cost-effective ways of reducing adverse health outcomes of older 

adults irrespective of the place they live.  

There is a link between maintaining spirituality and the social wellbeing of older 

adults. Various studies have reported that maintaining spirituality increases social 

networks, opportunities for social interactions, promotes emotional and social ways 

of coping; in turn, leading to the pathway of social wellbeing in old age 

(Chokkanathan, 2013; Krok, 2016; Stefanaki et al., 2014; Ysseldyk  et al., 2013). 

Similarly, in a study conducted among 159 community-dwelling Asian-American 

older adults aged 65 years and over, Ryu and Lee (2016) found that maintaining 

spirituality is a social capital for older adults since it increases social relations, 

resources, social status, sense of belongingness, and chance to practice leadership, 
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which is crucial for the social wellbeing of older adults. Maintaining spirituality can 

combat the common problems of loneliness or isolation in old age by enhancing their 

social life.  

In contrast to the positive impact of maintaining spirituality, discussed so far, there 

are few studies which have shown that some spiritual belief, practices, or coping 

mechanism can be negative and detrimental to older adults’ life. For instance, in a 

study conducted in the Netherlands, researchers recruited 60 highly spiritual 

community-dwelling Dutch older adults aged 68-93 years to explore their image of 

higher being/s (Braam et al., 2008). Here, the term highly spiritual meant older adults 

were actively and frequently involved in spiritual practices such as visiting church or 

praying. What is interesting is that despite being highly spiritual, some older adults 

reported discontentment towards higher being/s, which was significantly associated 

with hopelessness, repentance, and depression (Braam et al., 2008). Likewise, 

another study conducted with 1092 community-dwelling Singaporean older adults 

aged 60 years and over found that those having more spiritual inclination have more 

mental health problems, and are less likely to seek treatment than their counterparts 

(Ng  et al., 2011). The researchers pointed out that some negative spiritual belief, 

practices, or coping mechanism might be responsible for this finding (Ng et al., 

2011). Yet, the researchers did not specify those negative spiritual belief, practices, 

or coping mechanisms.  

A four-year longitudinal study conducted with 3,537 community-dwelling Taiwanese 

older adults aged 60 years and over clarified that certain spiritual practices such as 

“going to temple/church” reduced depression yet, “praying for calmness and for help 

with difficult decisions” lead to more depressive symptoms in the long run (Hsu, 

2014, p. 454). In the same vein, when 1500 community-dwelling older adults aged 

66 years and over with bereavement were studied longitudinally over a seven years 

period in the USA, the depression worsened in those who had “spiritual doubt” 

compared to their counterparts (Hayward & Krause, 2014). Here, spiritual doubt 

referred to “perceived conflict with alternative sets of beliefs about the world, 

perception of evil or undeserved suffering that conflicts with belief in a just ordering 

of the universe, and conflict with members of the religious community” (Hayward & 

Krause, 2014, p. 218). Murphy et al. (2016) added those older adults who experience 
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“spiritual struggle” such as feeling of being penalised, or left out, by the higher 

being/s are more likely to use negative spiritual coping mechanisms such as 

withdrawing from participation in individual or social, spiritual practices, leading to 

increased severity of illness, depression, and mortality. Few other studies report 

similar findings regarding the detrimental effect of negative spiritual belief, 

practices, or coping mechanisms on older adults’ QOL, and overall wellbeing ( 

Cohen & Hall, 2009; Roff et al., 2007; Vitorino et al., 2016). Some spiritual belief, 

practices, or coping mechanisms can have a negative influence on older adults.  

Taken together, the literature regarding the impact of spirituality, reviewed so far, 

has used a quantitative approach to measure spirituality. Most of the existing 

quantitative studies suggest an important role of maintaining spirituality on the 

physical, psychological, and social wellbeing of older adults. Yet, some studies also 

identified that maintaining spirituality does not necessarily mean older adults are 

following a positive spiritual belief, practices, or coping mechanisms. Also, when 

older adults embrace negative spiritual beliefs, practices, or coping mechanisms, its 

impact can be detrimental. Assessing how older adults maintain their spirituality is a 

significant area in research since the information gained can help both researchers 

and health care workers to identify, and address, these harmful spiritual practices, 

beliefs, or coping mechanisms.      

2.8.1. A way forward for future research 

The mainstream view of spirituality is based on quantitative evidence. The findings 

of much-published quantitative research on spirituality should be interpreted with 

caution because of several issues. The first issue is that terminologies, definitions, 

and measurement tools used to delineate the concept of spirituality vary widely in 

existing quantitative research. For instance, some studies primarily focused on 

religion, intrinsic religiosity, extrinsic religiosity, religiousness, religious belief, 

faith, practices, participation, involvement, attendance, and coping. However, other 

studies mainly concentrated on spiritual practices, experiences, meaning, purpose, 

health, distress, wellbeing, coping, or connectedness. All these concepts embody 

aspects or dimensions of spirituality; yet, the crucial issue here is the lack of a 

comprehensive representation of spirituality, which is a complex and multi-

dimensional construct.  
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Likewise, in the absence of an agreed definition of spirituality, its assessment has 

also been challenged. Researchers have used a wide variety of tools, such as the 

Spirituality Assessment Scale (O'Brien, 2004), Ellison & Palutzian Spiritual Well-

Being Index (Ellison, 1983; Paloutzian & Ellison, 1982), Multi-dimensional 

Measurement of Religiousness/Spirituality (Fetzer Institute/National Institute on 

Aging Working Group, 1999), Religious Meaning System questionnaire (Krok, 

2016), and Duke University Religion Index (Koenig & Büssing, 2010). In the 

literature, there seems to be no agreement among researchers regarding what 

constitutes a comprehensive tool for assessing spirituality. Moreover, some of the 

studies have used only one or two item questionnaires to measure spirituality 

(Corsentino et al., 2009; Gautam et al., 2007). Considering the complex nature of 

spirituality, the validity of such measures is questionable. Similarly, when spirituality 

is measured quantitatively using a tool, it overlooks the views of older adults 

themselves. It is widely agreed that spirituality is a highly subjective phenomenon; 

therefore, allowing older adults themselves to describe it using their own dimensions 

would be the preeminent way forward (Chokkanathan, 2013; Harvey & Cook, 2010; 

Lee, 2007; Molzahn, 2007; Skarupski et al., 2010; Tan  et al., 2011; Zibad et al., 

2017). A qualitative approach to studying spirituality would foreground the unique 

voice of older adults and add new meaning to the existing body of knowledge.   

The second issue is that when spirituality is measured quantitatively in a cross-

sectional study, as conducted in most existing studies, the underlying assumption is 

that spirituality is a stable construct. Yet, a growing body of research supports that 

older adults’ perspective and inclination toward spirituality can change over time. 

For instance, studies carried out with older adults of the UK, USA, and New Zealand 

found that the individual’s viewpoint on spirituality is subject to change, depending 

on shifting interpersonal, socio-cultural circumstances (Eames et al., 2010; 

Eisenhandler, 2005; Ingersoll-dayton et al., 2002; Manning, 2012, 2013;  Sadler et 

al., 2013). Changing situations in older adults’ life can either add new meaning to 

spirituality or totally change the meaning associated with it (Thomas & Cohen, 

2006). This changing nature of older adults’ spirituality over time has been validated 

by a nationwide longitudinal survey led in the USA (Krause, 2008), and a review 

article on the spiritual development process in ageing (Dalby, 2006). Furthermore, 

McFadden (2009) recommended that future researchers take account of the changing 
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nature of older adults’ spirituality. In other words, the process underlying spirituality 

should be the focus of future research.    

Another issue in existing quantitative studies is that most of them have recruited 

older adults from the community or mixed settings such as community, RCFs, and 

hospital. Among those studies, some have included chronically or terminally ill older 

adults, while others have excluded them. Little is known about spirituality of older 

adults living in RCFs. The context of older adults living in a RCF can be different 

compared to those living in the community or hospital. Older adults living in RCFs 

may have long term conditions but not require acute care. Furthermore, access to 

resources for maintaining spirituality might be different for older adults living in a 

RCF versus community (Gautam et al., 2019). Therefore, it cannot be presumed that 

the findings discussed so far relate to older adults living in RCFs. 

The next issue in existing quantitative studies is that most of them have recruited 

older adults from Western countries. Older adults living in other countries can have a 

different viewpoint on spirituality. Harvey and Cook (2010) pointed out that the 

elements of religion, culture, and ethnicity are interwoven in spirituality in such a 

way that it is difficult to separate them into different entities. Also, spirituality is not 

just a developmental process but a social-cultural process; therefore, influenced by 

older adults’ religious, social, cultural, and ethnic upbringings (Sadler et al., 2013). 

The ways of expressing or practising spirituality can vary according to the contexts 

of older adults, and researchers should consider these variations (Harvey & Cook, 

2010; Klemmack et al., 2007; Krause et al., 2010; Yoon, 2006). When researchers do 

not incorporate the participants’ context while studying spirituality, the study does 

not fully reflect the true concerns of the participants. For instance, the quantitative 

measurement of spirituality in a Western context is mostly based on the frequency of 

attendance in a spiritual organisation, spiritual activities, or group prayer. This view 

overlooks the intrinsic nature of spirituality. Spirituality is not always revealed 

extrinsically (Skarupski et al., 2013). In the case of Korean older adults, spirituality 

might not be reflected by worship or spiritual community participation and is 

expressed more privately (You et al., 2009). Consistently, a quantitative study 

conducted among 152 community-dwelling Korean older adults aged 65 years and 

over using a Western-based instruments, such as Organisational Religiosity, Daily 
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Spiritual Experiences Scale, gained no evidence to support the notion that spiritual 

community participation lowers depression and increases general health perception 

(You et al., 2009). This finding is contrary to vast Western evidence, which suggest 

that spiritual community participation is associated with a better health perception 

and lower depression, as indicated earlier. Researchers argued that the reason for this 

unexpected finding might be the different ways of expressing or practicing 

spirituality in a Western versus Asian context. Researchers concluded that measuring 

spirituality using Western quantitative tools is unfit in the Asian context (You et al., 

2009). Context is vital when assessing spirituality. 

In another quantitative study, Dorji  et al. (2017) studied the relationship between 

spirituality and QOL in 337 community-dwelling Bhutanese older adults aged 60 

years and over. Spirituality was measured using four item questionnaire. The study 

found no association between maintaining spirituality and QOL. This finding is 

contrary to other evidence which suggest that maintaining spirituality is associated 

with QOL of older adults in Iran, Brazil, Korea, Philippines and Thailand (Ali et al., 

2015; Chaves & Gil, 2015; Lucchetti et al., 2011; Moon & Kim, 2013; Soriano et al., 

2016; Tan et al., 2011). Dorji et al. (2017) mentioned spirituality as not being 

associated with QOL in Bhutanese older adults; an unexpected finding. The 

researchers added spirituality is “highly visible in the everyday lives of Bhutanese 

people” (Dorji et al., 2017, p. 35). Most importantly, researchers concluded that the 

reason for the unexpected finding might be the use of a quantitative approach which 

was highly focused on the extrinsic nature of spirituality, and might not fully 

represent the spirituality of Bhutanese older adults (Dorji et al., 2017). Another study 

on the link between spirituality and QOL in 426 community-dwelling Canadians 

older adults revealed a similar view. The researcher concluded that measuring 

spirituality using a generalised tool might not be context-congruent (Molzahn, 2007). 

The evidence so far substantiates the need for context-congruent measurement of 

spirituality.        

Gender differences need be considered along with socio-cultural variation when 

studying the spirituality of older adults. This is exemplified in the USA study 

conducted by Wink et al. (2007), which found that the protective effect of 

maintaining spirituality is only significant for older female adults. Another example 
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is the study conducted in the USA which reported that maintaining spirituality is 

associated with reduced depression only in older female adults, and the relationship 

is inverse for their male counterparts (Norton et al., 2006). Likewise, evidence holds 

that higher spiritual coping is associated with decreased depression in older men but 

not in older women in the USA (Jun  et al., 2015). Although the details of those 

differences or reasons for it were not explained adequately, these findings suggest 

that spiritual beliefs, practices, or coping mechanisms can vary among older adults of 

different genders. What this means for future research is that incorporating the 

perspective of older adults of all genders is vital.  

In summary, the way forward for future research on spirituality is to understand the 

process underlying spirituality. Likewise, there is a need to embrace the unique voice 

of older adults from different religious, social, cultural, ethnic backgrounds, as well 

as older adults of all genders. The following section discusses the qualitative findings 

related to maintaining spirituality from the perspective of older adults themselves. 

2.9 Qualitative Evidence: Impact of Maintaining Spirituality on the Wellbeing 

of Older Adults 

Most of the qualitative research in the field of spirituality in older adults has focused 

on how maintaining spirituality influences health, wellness, QOL, coping, resilience, 

and depression. Some qualitative research in this field has focused on understanding 

the concept of spirituality, and the developmental processes associated with it, some 

of which has also been mentioned in earlier sections to clarify the concept, and 

underlying theoretical approaches used in the literature (Hedberg et al., 2009; 

Hedberg et al., 2013; Ingersoll-dayton et al., 2002; MacKinlay, 2002; Moore et al., 

2006; Sadler et al., 2013; Thomas & Cohen, 2006; Welsh et al., 2012). The findings 

of the qualitative component of a few mixed methodology studies have also been 

included in this section. Most qualitative research on spirituality has been conducted 

with community dwelling older adults. Some have included older adults from the 

mixed settings, including community, RCFs, and hospitals. Only two studies have 

been exclusively focused on the perspective of older adults living in RCFs 

(Baldacchino et al., 2014; Welsh et al., 2012). Some qualitative studies on spirituality 

were based on older women’s perspectives, and the view of older men were missing 

(Knestrick & Lohri-Posey, 2005; Manning, 2012; Shih et al., 2010; Shrestha, 2010; 
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Shrestha & Zarit, 2012; Yehya & Dutta, 2010). Two qualitative studies conducted in 

the context of RCFs in Nepal were obtained from online thesis reports (Bhandari, 

2014; Shrestha, 2010). The next section begins with the qualitative findings related 

to the impact of maintaining spirituality on the wellbeing of older adults.  

Most of the qualitative research to date has tended to focus on the role of spirituality 

in illness management of older adults. It is well established, from a variety of studies, 

that maintaining spirituality helps older adults to mediate the physical symptoms 

associated with illness, cope with chronic ailments, or hospitalisation (Black, 2012; 

Harris et al., 2013; Harvey, 2006, 2008, 2009; Harvey & Silverman, 2007; Yehya & 

Dutta, 2010). Kotrotsiou-Barbouta et al. (2006) using context analysis, interviewed 

25 hospitalised older adults (13 Male, 12 Female) aged 67-83 years in Greece about 

spirituality. Their findings showed that maintaining spirituality positively influenced 

the wellbeing of older adults. These older adult participants perceived spirituality as 

a subjective experience, prayer as an expression of spirituality, and health care 

professionals as a support system. This study highlighted that older adults value the 

role of health care professionals in maintaining their spirituality. Studies conducted 

with chronically ill Irish, American, and Filipino older adults have also reported the 

central role of maintaining spirituality in their physical and psychological wellbeing 

(de Guzman et al., 2009; Harris et al., 2013; Harvey & Cook, 2010; Mundle, 2015). 

The findings of these studies suggest that maintaining spirituality is fundamental in 

moving towards health during illness or hospitalisation.   

The positive relationship between maintaining spirituality and wellbeing was also 

consistent in older adults who were not requiring hospital-based care. In a GT study 

exploring wellness in 20 community-dwelling Samoan and Tongan older adults (10 

Male, 10 Female) aged 60 years and over, Ihara and Vakalahi (2011) identified that 

maintaining spirituality was key to their wellness. For the older adults of Samoa and 

Tonga, wellness meant a balance between bio-psychosocial and spiritual health, 

which is why these older adults gave value to maintaining spirituality. Samoan and 

Tongan older adults perceived that spiritual connection with self, higher being/s, 

family, community, land, and the spiritual world is a source of physical, 

psychosocial, and spiritual strength, which led to wellness. These older adults viewed 

praying, reading the holy script, attending church as a medium of spiritual 
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connection with a higher being/s, and forming social relationships (Ihara & Vakalahi, 

2011). Similarly, Mackenzie et al. (2000) used phenomenology to explore the link 

between spirituality and wellbeing of 41 older adults living in retirement 

communities in the USA. The study concluded that older adults’ relationship with a 

higher power and the personal spiritual support gained from this is central to the link 

between spirituality, physical, and psychological wellbeing. The spiritual connection 

with higher power led to the feeling of being continuously protected, helped, guided, 

and healed among older adults. Maintaining spirituality has been reported to be 

important for the overall wellbeing of older adults, irrespective of their illness state.  

Research studies have also reported that maintaining spirituality can help older adults 

to develop resilience. Using GT, Manning (2013) explored the link between 

spirituality and resilience of six community-dwelling women in the USA aged 80 

years and older. Findings revealed that maintaining spirituality helped older women 

to appreciate, accept, and gather strength in dealing with and recovering from 

adversities over the life course. The researcher claimed that spirituality was a 

pathway to resilience, and had a protective effect in the wellbeing of older women 

since it helped to re-evaluate adverse events in a positive light (Manning, 2013). 

Likewise, Ravanipour et al. (2013) analysed qualitative data from 26 community-

dwelling Iranian older adults aged 60 years and over. Findings revealed that spiritual 

power in older adults increased to compensate for the decreasing physical power in 

old age, which was ultimately linked to their wellbeing, contentment, self-worth, and 

harmony, despite adversities. Qualitative studies of Australian, British, American, 

and Taiwanese older adults also supported the notion that maintaining spirituality 

was a guide to establish meaning, hope, strength, belongingness, continuity, which 

helped them cope with bereavement, loss, or adversities (Damianakis & Marziali, 

2012; Knestrick & Lohri-Posey, 2005; Malone & Dadswell, 2018; Shaw et al., 2016; 

Shih et al., 2010; Wilkinson & Coleman, 2010). Maintaining spirituality can be a 

way to transcend the adversities in old age. Additionally, the concept of spiritual 

coping in RCFs has been explored previously.   

A descriptive sequential explanatory study on spiritual coping, conducted by 

Baldacchino et al. (2014), was unique in the sense that it exclusively focused on 

older adults living in RCFs. Baldacchino et al. (2014) conducted face to face 
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interviews with 42 Australian and Maltese older adults (9 Male, 33 Female) aged 65 

years and above, in one phase; and three focus group interviews with 23 participants 

(9 Male, 14 Female) in the next phase of the study. The study revealed that the 

connection with self, higher power, other people and nature was vital for their self-

esteem, to accept, develop a sense of belongingness, adapt, and find meaning and 

purpose when institutionalised. However, Baldacchino et al.  pointed out that some 

spiritual coping mechanisms, such as “perceived punishment from God” can inhibit 

“acceptance and adaptation” to a RCF (p. 845). Therefore, understanding how older 

adults are maintaining spirituality in RCFs is vital.   

In summary, previous qualitative research regarding the impact of maintaining 

spirituality on the wellbeing of older adults has established that maintaining 

spirituality helped older adults to become resilient and transcend illness or other 

adversities associated with old age. Furthermore, maintaining spirituality was vital 

for the overall wellbeing of older adults, irrespective of their illness state or place in 

which they live. Finally, existing qualitative research also warns that some spiritual 

coping mechanisms adopted by older adults can negatively impact on their 

wellbeing.  

2.10 Integration of Spirituality in the Care of Older Adults 

The literature reviewed in the previous sections has shown that maintaining 

spirituality is an integral aspect of being human, more important in old age, and has 

the potential to impact on the wellbeing of older adults. This section moves beyond 

the literature reviewed in the previous section; namely, exploring directions for 

integrating spirituality, to the care provided to older adults. Firstly, the international 

guidelines regarding incorporating spirituality in the care of older adults will be 

briefly discussed. In the section that follows, I will explore the principal findings of 

the current studies regarding the role of nurses and caregivers in the process of 

maintaining spirituality of older adults.  

Several international guidelines recommend including spirituality in the care of older 

adults. In 2006, the WHO established spirituality as one of the major domains of 

QOL, developing the WHOQOL SPRB instrument from a multinational study 

including 18 countries across the USA, Middle East, Europe, and Asia (WHOQOL 

SRPB Group, 2006). The tool included the aspects of spiritual connection, meaning 
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in life, awe, wholeness and integration, spiritual strength, inner peace, hope and 

optimism, and faith. Although the tool was developed incorporating the viewpoint of 

participants aged 16-90 years, the study concluded that spirituality, religion, and 

personal beliefs could have a significant impact on the QOL—mostly in those having 

poor health or heading towards the end of the life. This ground-breaking study 

acknowledged the importance of maintaining spirituality in QOL and its role in the 

provision of holistic care in health care settings (WHOQOL SRPB Group, 2006). 

Similarly, the Joint Commission for Accreditation of Health Organizations, the 

regulatory body responsible for maintenance of quality care in all health care 

organisations in the USA, has acclaimed maintaining spirituality is vital while caring 

for patients irrespective of their age group (O'Brien, 2011). Likewise, recently the 

inclusion of spirituality in care of older adults has been recommended in national 

aged care guidelines prepared by Australia and healthy ageing strategies developed 

by New Zealand (Meaningful Ageing Australia, 2016; Ministry of Health-New 

Zealand, 2016). What is established from these international guidelines is that 

integrating spirituality into the care of older adults is central. However, the question 

remains of how to integrate spirituality into caregiving practices. Only a few studies 

in the literature have explored the practical aspects of incorporating spirituality into 

the needs assessment and care provision of older adults. The terms commonly used 

in the literature are spiritual needs or spiritual care of older adults. However, there is 

no agreed conceptualisation of spiritual needs or care in the literature.  

2.10.1. Spiritual needs 

Five studies which primarily explored spiritual needs of older adults were identified 

(Erichsen & Bussing, 2013; Hodge et al., 2016; Hodge et al., 2013; Man-Ging et al., 

2015; Monod et al., 2010a). One study focused on the conceptualisation of spiritual 

needs incorporating the viewpoints of health care workers (Monod et al., 2010a). 

Over two years, one physician, four nurses, and three chaplains from five different 

geriatric hospitals in Switzerland met, discussed, and conceptualised spiritual needs 

of hospitalised older adults. This group identified spiritual needs as a need for 

stability, connection, worth, power, and identity. This study was influential in many 

ways. Firstly, the study conceptualised spiritual needs from the perspective of health 

care providers. Further, this study has partially addressed the idea of integrating 

spirituality in the bio-psychosocial model of care by developing a Spiritual Distress 
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Assessment Tool to help health care workers identify the unmet spiritual needs of 

older adults. The researchers have also clarified that the use of the tool is contingent 

on the health care workers’ training and experience (Monod et al., 2010a). However, 

the study makes no attempt to explain how these unmet spiritual needs can be 

addressed, and who is responsible for it. In other words, the spiritual care aspects 

have not been dealt with in detail. Furthermore, it cannot be assumed that the older 

adults, nurses, and caregivers in RCFs will have similar viewpoints about spiritual 

needs.  

In contrast to Monod et al. (2010a), other studies assessed spiritual needs using 

quantitative approaches (Erichsen & Bussing, 2013; Man-Ging et al., 2015). In these 

studies, the spiritual needs of older adults were assessed using 29 items Spiritual 

Needs Questionnaire (SpNQ) with four domains: religious, existential, inner peace, 

and giving needs. The religious needs included the need for prayer, religious rituals, 

spiritual books, and devotion to a higher power. Existential needs denoted the need to 

reflect on past events, find meaning in life, adversity, and to talk about their afterlife 

concerns. Inner peace needs included the need for interaction with nature, people, to 

share fear, affection, and attain inner peace. Finally, giving needs indicated the need 

to contribute something to others in terms of support or knowledge gained from 

experiences (Erichsen & Bussing, 2013; Man-Ging et al., 2015). The study 

conducted by Man-Ging et al. (2015) revealed that religious and existential needs are 

the most important spiritual needs for 100 older adults (24 Male, 76 Female) aged 65 

years and over living in nine RCFs in Germany, followed by inner peace and giving 

needs. In contrast to this finding, another study conducted with 100 older adults (18 

Male, 82 Female) aged 65 years and over living in 12 RCFs in Germany found that 

need for generativity and inner peace was higher than religious and existential needs 

(Erichsen & Bussing, 2013). These rather contradictory results in two studies may be 

attributed to the subjective nature of spiritual needs, which is why older adults 

expressed it differently using diverse dimensions. These two cross-sectional studies 

contributed to the idea that the spiritual needs of older adults constitute religious, 

existential, peace, and giving needs. Moreover, the findings of the two studies 

suggest that spiritual needs are important for older adults living in RCFs. However, 

by assessing spiritual needs based on the predetermined responses to the 

questionnaire, these two studies overlook the viewpoint of older adults. The issue 
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remains how do older adults, nurses, and caregivers express spiritual needs, 

especially in the context of a RCF.   

Other quantitative studies focused on understanding the link between addressing 

spiritual needs and satisfaction with health care services in hospitalised older adults 

in the USA (Hodge et al., 2016; Hodge et al., 2013). The findings showed that 

addressing spiritual needs is positively associated with satisfaction, and health care 

workers facilitate this link. However, this result was based on a single item Likert 

scale assessing the degree to which the spiritual needs of older adults has been 

addressed by the staff. The studies discussed so far do not explain what constitutes 

spiritual needs in RCFs from the older adults’, nurses’, or caregivers’ perspective. 

Furthermore, the information on how to incorporate spiritual needs into the care of 

older adults in RCFs is missing in the studies discussed so far. Little is known how 

spiritual needs of older adults are addressed in a RCF, who is responsible, and how 

care should be directed to meet spiritual needs. 

2.10.2. Spiritual care 

Several qualitative and quantitative studies were conducted to explore the concept of 

spiritual care of older adults. In a descriptive cross-sectional survey, Wallace and 

O'Shea (2007) used the Spirituality and Spiritual Care Rating Scale to assess the 

provision of spiritual care in 26 older adults (7 Male, 19 Female) aged 65 years and 

over living in RCFs in the USA. Older adults in RCFs considered the role of nurses 

highly significant in fulfilling spiritual needs and providing spiritual care. The study 

revealed that the most important spiritual care for the older adults in RCFs were 

nurses organising a visit with religious people, providing company, giving time, 

listening and paying attention to their concerns, displaying respect to their spiritual 

needs, and compassion. Nurses permitting interactions with nature or music time 

were the least important spiritual care aspects for older adults. These findings must 

be interpreted with caution because the study is based on a spiritual care rating scale 

in the Western context, two faith-based RCFs in the USA, and focused only on older 

adults with chronic illness. Moreover, using self-report surveys do not fully 

incorporate the voice of older adults, nurses, and caregivers, since they are limited in 

their ability to fully respond.   
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Older adults and health care providers can hold differing views about spiritual care. 

To better understand the concept of spiritual care from the perspective of older 

adults, Rykkje et al. (2013) carried out a qualitative inquiry among 17 older adults (6 

Male, 11 Female) aged 70 years and over living in RCFs and community settings in 

Norway using a Gadamerian hermeneutics approach. In this seminal study, they 

reported that older adults delineate spiritual care as having an opportunity to 

participate in meaningful events such as social, nature, or religion-oriented activities. 

Also, older adults perceived that spiritual care is about being treated as a whole 

person with various needs other than physical needs. Likewise, receiving 

compassionate, respectful treatment and religious support during hard times and at 

the end of life was also perceived as spiritual care. Most importantly, older adults 

living in both community and RCFs expected nurses to provide spiritual care. The 

findings from this study suggested that spiritual care is concerned with fulfilling the 

spiritual needs of older adults while providing nursing care for them. However, 

information on how nurses view spiritual care and incorporate it in their practice was 

missing.  

Health care providers’ perspective on spiritual care formed the central focus of a 

study by Blank  et al. (2018) in New Zealand. Nurses, chaplains, caregivers, 

managers, and coordinator of four RCFs described spiritual care as conducting an 

initial assessment on older adults to collect information about their spiritual needs, 

enabling religious consultation, participation, family relationship, conducting 

counselling, and arranging end of life care. These studies highlight the crucial 

difference in what older adults versus nurses/caregivers perceive as spiritual care. 

While older adults especially valued nurses as responsible for providing spiritual 

care, the nurses and caregivers considered their role mainly as facilitators to arrange 

consultation with religious workers. This discrepancy in the concept of spiritual care 

among health care providers and the recipient might be attributed to the lack of 

awareness, education, training, confidence, time, staff, and terminological confusion 

surrounding religion and spirituality among health care workers (Blank et al., 2018). 

The differences in viewpoints can lead to unmet spiritual needs or gaps in the 

spiritual care provision. While conducting a study on spirituality in a RCF, it is 

important to bear in mind the perspective of older adults, nurses, and caregivers on 
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spirituality, spiritual needs, or care, differences in viewpoint, and how it impacts the 

process of maintaining spirituality.  

The difference in viewpoints of older adults, nurses, and caregivers on spiritual care 

is further exemplified in two other studies (Carron & Cumbie, 2011; Wilkes et al., 

2011). Carron and Cumbie (2011) conducted a GT study and interviewed five older 

adults and three family nurse practitioners to better understand spiritual care in a 

primary health care setting in the USA. Older adults perceived spiritual care as a 

need for compassion, support, respect, acknowledgment, and personal relationship 

with nurses. Nurses viewed spiritual care as listening to older adults, conversing with 

them, and being there for them whenever required. Nurses also perceived that 

facilitating older adults’ support systems such as family, friends, and facilitating 

them to be involved in spiritual practices are components of spiritual care. However, 

nurses had problems incorporating spiritual care in practice since they were 

concerned about upsetting older adults by going too far or creating an uncomfortable 

environment in a conversation. One thing that was distinctly visible in the findings 

was that nurses were confused about the meaning of spiritual care and linking it to 

religion; whereas older adults perceived it as something beyond religion. This 

confusion in understanding what spiritual care constitutes is consistent in the 

literature discussed so far. Future research needs to let participants describe the term 

spiritual needs or spiritual care. Carron and Cumbie (2011) also developed a model, 

and suggested that providing spiritual care encompasses establishing a nurse-patient 

relationship, assessing spiritual concerns of older adults, and providing support to 

fulfil those concerns. However, researchers have suggested that future studies should 

assess the applicability of this model in settings other than primary health care.  

Another study by Wilkes et al. (2011) has shown that older adults living in RCFs and 

pastoral care workers in Australia perceive spiritual care as establishing a trusting 

relationship, and pursuing emotional, spiritual, and practical support from that 

relationship while living in a RCF. Wilkes et al.'s  findings were based on interviews 

with 18 experienced pastoral care workers. However, nurses’ and caregivers’ 

perspectives on spiritual care might differ. There is dispute in the literature regarding 

who is responsible for providing spiritual care to older adults. Some studies have 

established that pastoral care workers are in an ideal position to provide spiritual care 

to older adults and they can support the role of health care professionals in providing 
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holistic care (Wilkes et al., 2011). However, other studies suggest that nurses and 

caregivers can play a major role in providing spiritual care since older adults 

consider their relationship with nurses and caregivers as a resource in maintaining 

spirituality in health care settings (Rykkje et al., 2013). Future research should 

consider this dispute.  

Unlike the studies discussed so far, one article explored the concept of both spiritual 

needs and care of homebound frail older adults with eight outreach nurses in Canada 

(Egan & Brisson, 2006). Nurses articulated spiritual needs of older adults in terms of 

spiritual distress, which denoted the feeling of resentment, neglect, isolation, fear, 

guilt, and identity concerns. Nurses also reported the spiritual needs of older adults as 

the need for connection with higher being/s, a meaningful life, and relationship with 

people. Nurses who were working with homebound frail older adults identified 

spiritual care as attending to older adults’ spiritual distress, providing empathetic 

care, and arranging referrals as needed (Egan & Brisson, 2006). While the studies 

discussed previously have shown that older adults were more concerned with the 

religious or existential aspects of spiritual needs, nurses in this study highlighted the 

psychological components of spiritual needs such as the need for identity, value, and 

personal contribution; more than religious, existential, and the social dimensions of 

spirituality. These findings denote that maintaining spirituality can be challenging if 

the perception of spiritual needs and care vary among nurses and older adults.  

Existing studies have provided information about what constitutes spiritual needs or 

spiritual care of older adults living in a RCF. Yet, integrated understanding of 

spiritual practices, needs, and care from the perspective of older adults living in 

RCFs and nurses and caregivers working there is lacking. For instance, except for 

three studies (Blank et al., 2018; Carron & Cumbie, 2011; Monod et al., 2010a), all 

other studies included either the perspective of older adults or nurses or other health 

care professionals. Similarly, with the exception of Egan and Brisson (2006), other 

studies focused on either spiritual needs or care. Finally, most of the studies focused 

on the spiritual needs, concerns, and care of older adults have been conducted in 

Western countries such as the USA, and Germany, and have utilised a quantitative 

methodology.  
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2.11. Evidence on Spirituality of Nepalese Older Adults  

In the context of Nepal, only two studies have emphasised the voice of older adults 

on the topic of spirituality (Bhandari, 2014; Shrestha, 2010). Shrestha (2010) used a 

mixed methodology to study the QOL of 41 older women aged 60 years and over 

living in the community and a RCF in Nepal. The study revealed that irrespective of 

where older adults lived, the main factors essential for their QOL were sustenance 

(food and shelter), family support, physical health, functionality, religious/ spiritual 

devotion, end of life rituals and Karmic debt (worry about what will they face 

afterlife to repay the debt they had incurred during their stay at the RCF). Qualitative 

data from six older women indicated spiritual faith as a foremost source of comfort 

in a RCF; however, the focus of the study was on QOL, rather than spirituality. 

Researcher suggested that how spiritual coping mechanisms are used is still unclear 

and needs further exploration (Shrestha & Zarit, 2012). Furthermore, the study 

reflects the perspectives of older women, and a more comprehensive study on 

spirituality could include older adults of all genders.  

In another qualitative study, Bhandari (2014) explored the experiences of six older 

adults (2 Male, 4 Female) aged 65 years and over residing in RCFs in Nepal using a 

Gadamerian hermeneutics approach. For these Nepalese residents, positive 

experiences constituted opportunities to establish social relationships with fellow 

residents and staff, and involvement in meaningful daily activities such as visiting 

temples, exercising, doing religious work, relaxing, and weaving sacred cotton 

threads. Furthermore, being valued and respected, and being positive and optimistic 

were considered equally necessary for positive experiences in a RCF by these 

Nepalese residents. This response belonged to those residents who were homeless 

and maltreated in the family before coming to the RCF. These two studies conducted 

in Nepal have established that maintaining spirituality, cultural norms, and tradition 

is crucial in the life of Nepalese older adults living in a RCF. However, these studies 

does not address the question of how older adults maintain their spirituality in RCFs 

in Nepal.  
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2.12. Summary 

This chapter has placed the current research in the context of existing discourses in 

the field of GT methodology, spirituality, and ageing. The first section has explained 

how I utilised literature review in a way congruent with Corbin and Strauss' variant 

of GT. Next, the details of search strategies, inclusion, and exclusion criteria of 

articles were outlined; and the evolved meaning attributed to the term spirituality was 

highlighted. This chapter has also explained the key disputes on definitions and 

dimensions of spirituality, and how it has shaped the understanding of the term 

spirituality in the vast body of literature. The issues surrounding the theoretical 

approaches to understanding the intersection between spirituality and ageing have 

been described. It has been argued that spirituality is a fundamental aspect of being 

human. Spirituality is a subjective, multidimensional, dynamic construct and a vital 

resource in old age. Moreover, it is argued that how older adults maintain spirituality 

necessitates attention since they also tend to use ineffective spiritual coping 

mechanisms. Furthermore, that older adults value the role of health care 

professionals, mainly nurses, and caregivers, in maintaining spirituality has been 

demonstrated. Finally, it is claimed that the role of nurses and caregivers can be 

influential in promoting older adults’ positive spiritual practices which, in turn, 

enhance their overall wellbeing. This review of the literature provided little 

information on the research question: how do older adults maintain spirituality in 

RCFs in Nepal? Specifically, there is a dearth of information regarding spiritual 

needs of Nepalese older adults, and how nurses and caregivers working in RCFs 

respond to those needs. The following chapter presents the methodology used to 

answer the research question. 
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Chapter Three: Methodology 

3.1. Introduction 

The introduction chapter acknowledged the background information which led to the 

research question of the study: How do older adults maintain spirituality in RCFs in 

Nepal? The literature review chapter established that existing literature provides little 

information about this research question. The next step was deciding the relevant 

methodology to answer the research question, which is the focus of the current 

chapter. This chapter begins by presenting evolving paradigms in research, along 

with different philosophical assumptions within the field of research. What follows is 

an explanation on how I reached the choice of qualitative research and eventually 

GT. Then, the origin of GT methodology is specified.  

The next section elucidates how GT evolved into different variants, and what are the 

key differences between different variants, along with their critiques. What follows is 

the fundamental GT tenets shared between different variants. Next, the choice of 

Corbin and Strauss’ variant is explained, along with its philosophical underpinning 

of pragmatism and Symbolic Interactionism (SI). The subsequent section will 

explicate the relevance of Corbin and Strauss’ variant in the current study. The 

chapter concludes by presenting my position within the research.   

3.2. Methodology 

There are different ways a phenomenon of interest can be approached. In a broad 

sense, methodology reflects the approach taken by the researcher to study a particular 

research topic (Silverman, 2013). Crotty (1998) described the term methodology as 

“the strategy, plan of action, process or design” (p. 3). Similarly, Creswell (2007) 

framed methodology as the researcher’s overall conceptualisation of the research 

process. In other words, methodology denotes how the researcher will undertake 

research in order to answer the specific research question. The term methodology is 

also confused with methods. However, methodology refers to “a set of principles and 

ideas that inform the design of a research study”; whereas methods are “the practical 

procedures used to generate and analyse data” (Birks & Mills, 2011, p. 4). In 

choosing a methodology, Denzin and Lincoln (2003) suggested the researcher ask, 

“How do we know the world, or gain knowledge of it” (p. 33)? If there was a 
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standard answer to this question, we would not see researchers using different 

methodologies to study the same phenomenon. Researchers have diverse views about 

nature of reality (ontology), ways of knowing (epistemology), and roles of values 

(axiology) in research (Creswell, 2007). These different ways of looking at the world 

of research have considerable influence on the researchers’ choice of methodology. It 

is, therefore, reasonable to first discuss the different philosophical assumptions 

within the field of research, before moving into the choice of methodology.  

3.2.1. Evolving paradigms in research: Different philosophical assumptions within 

the field of research 

Every researcher brings their own beliefs, values, and assumptions to the research. 

These personal beliefs, values, and assumptions are referred to as paradigms,  

worldviews, or set of beliefs; with paradigm being the most popular (Creswell, 2007; 

Guba & Lincoln, 1994). Nevertheless, there is considerable confusion surrounding 

the term paradigm, since scholars use it differently. For instance, Crotty (1998) 

discussed paradigms under epistemology and theoretical perspectives. However, 

Denzin and Lincoln (2003) referred to paradigm as “researcher’s epistemological, 

ontological, and methodological premises” (p. 33). Further, Denzin and Lincoln 

(2011) used the words paradigms, perspectives, or interpretive framework 

interchangeably. In simple terms, the paradigm can be described as a researcher’s 

stance regarding the nature of the reality and conduct of the research. Different 

paradigms have been developed in the history of research. Most commonly used 

paradigms include, but are not limited to, positivism, post-positivism, constructivism, 

and critical theory (Creswell, 2007; Denzin & Lincoln, 2011; Tashakkori & Teddlie, 

1998). The researcher must recognise all the philosophical assumptions within 

different research paradigms.  

Positivism is the paradigm that dominated the field of inquiry in the early 19th 

century. Positivists claim realism—there is a single, external, objective reality which 

is fully apprehensible (ontology). Consistent with this ontological assumption, 

positivists assume objectivist epistemology—researcher and those being researched 

are independent, and value-free axiology—values of the researcher has no role in 

inquiry (Guba & Lincoln, 1994). As an implication of all these assumptions in the 

conduct of the research, positivist researchers use experimental/manipulative 
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methodology, since they advocate that reality can be captured objectively (Neuman, 

2014). In the middle of the 19th century, positivist research came under fire, mainly 

for ignoring the role of an observer in research (Tashakkori & Teddlie, 1998); and 

post-positivism emerged in response to the growing disapproval around the 

assumption of positivism.  

The paradigm of post-positivism advanced the assumptions of positivism. The 

ontological assumption of post-positivism is critical realism—there is an objective 

reality but it cannot be captured perfectly, as stated by positivism, due to 

“imperfections in our sensory and intellectual capacities” (Clark, 1993, p. 213). 

Similarly, post-positivists claim a modified objectivist epistemology—total 

objectivity is impossible (Clark, 1993). Likewise, post-positivists assume value-laden 

axiology—values of the researcher has an influence in inquiry (Lincoln & Guba, 

1985). It is important to note that proponents of post-positivism express the 

researcher’s influence in a study as undesired but inevitable (Miller, 2005). What this 

implies for the conduct of the research is that the researcher should work to identify 

and reduce their bias. Post-positivists use modified experimental/manipulative or can 

include qualitative methodologies (Guba & Lincoln, 1994). Post-positivist research 

gained extensive acceptance in the scientific community. However, there were 

researchers whose philosophical assumptions were fundamentally different to that of 

positivist and post-positivist paradigms; thus, leading to the development of 

constructivism. 

The assumptions of constructivism are opposite to that of positivism. In contrast to 

the realism, as claimed by positivists, constructivists maintain relativism. According 

to Guba and Lincoln (1994), relativism holds that:   

Realities are apprehendable in the form of multiple, intangible mental 

constructions, socially and experientially based, local and specific in nature 

(although elements are often shared among many individuals and even across 

cultures), and dependent for their form and content on the individual person 

or groups holding the constructions. (p. 111) 

Relativism ontology, suggests that realities are multiple rather than single; 

constructed rather than discovered; and subjective rather than objective. Also, 
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relativism accepts the notion that reality is socially-based or social, as mentioned in 

the above quote. Constructivists, therefore, identify with the notion of social reality. 

Social reality is “largely what people perceive it to be; it exists as people experience 

it and assign meaning to it” (Neuman, 2014, p. 104). For constructivists, social 

reality is fluid since the perception of, or meaning assigned to, a specific 

object/thing/experience (construction) continuously changes as people interact with 

others (Neuman, 2014). The researcher working within the paradigm of 

constructivism must represent “complexities of [participants’] views rather than 

narrow the meanings into a few categories or ideas” (Creswell, 2007, p. 20). 

Proponents of constructivism acknowledge the specific socio-cultural context within 

which the participants live, since it can influence the meaning-making process 

(Crotty, 1998). Similarly, the epistemology underlying constructivism is 

subjectivism—researcher and those being researched are inseparable, and axiology is 

value-bound (Denzin & Lincoln, 2003). Instead of trying to reduce the influence (as 

argued by post-positivists), constructivists accept that their background or 

experiences shape how they interpret the meanings the participants have about a 

phenomenon. Constructivists believe that researchers and those being researched co-

create understanding. As an implication of these epistemological assumptions in the 

conduct of the research, constructivist researchers position themselves within the 

research by making their personal background and experiences explicit (Creswell, 

2007). Accordingly, the methodology used by constructivists is mainly qualitative.  

More recently, other paradigms, such as critical theory and its variants, have been 

developed. Critical theory shares some attributes of constructivism. However, the 

inquiry aim is mainly transformation, restitution, and emancipation (Guba & Lincoln, 

1994), which is outside the scope of the present study; and, therefore, not mentioned 

in detail. Of all these paradigms, positivism is the foundation exclusive to 

quantitative methodology. However, the qualitative methodology can be carried out 

in the spirit of post-positivism, constructivism, and critical paradigms (Ponterotto, 

2005; Yilmaz, 2013). The above discussion suggests that different paradigms 

represent different lenses through which researchers look at the world and which, 

eventually, shapes the choice of methodology.  
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3.2.2. Choice of methodology 

As a starting point in any study, researchers identify: what do we intend to find about 

a particular phenomenon? Then, the researcher needs to recognise: what kind of data 

(quantitative, qualitative, or both) is needed to answer the research question? 

Quantitative methodology is appropriate when the research question is best answered 

by numerical data or statistical analysis (Guba & Lincoln, 1994; Hammarberg et al., 

2016). Similarly, a quantitative methodology is suitable when the purpose is to 

explain relationships between the variables of a phenomenon, generalise or predict a 

phenomenon (Yilmaz, 2013). Alternatively, qualitative methodology is appropriate 

when the focus is on the qualities, processes, and meanings that cannot be measured 

quantitatively (Denzin & Lincoln, 2003). In such cases, qualitative data are required 

to interpret the phenomenon from participants’ perspective, as well as within 

participants’ context (Creswell, 2007). Likewise, mixed-methodology is appropriate 

when the intention is to complement, develop, expand, or triangulate data obtained 

from a quantitative or qualitative mode of inquiry (Tariq & Woodman, 2013). Each 

type of research has its strengths and limitations. The point is not about choosing one 

type over the other; rather, selecting the type which best serves the aim of the 

research.  

In the present study, qualitative methodology aligned best with the nature of the 

phenomenon of interest and research question. Previous chapters have established 

that spirituality is a subjective, multidimensional, dynamic phenomenon; and can 

have multiple meanings or interpretations within and between individuals in a 

different context. Bearing in mind this complex nature of spirituality, employing a 

quantitative methodology, based on the predetermined responses from the western 

evidence, was not congruent for the present study. Accordingly, the research 

question “how do older adults maintain spirituality in RCFs in Nepal?” required me 

to explore this complex phenomenon from the perspectives of those who were 

experiencing it in the socio-culturally and linguistically diverse context of Nepal. I 

chose a qualitative methodology since it enables the researchers to obtain insight into 

the complexities of the phenomenon of interest, as perceived by the participants, in a 

particular context, and over time (Creswell, 2007; Ponterotto, 2005). Furthermore, 

the aim of the research required me to generate a theory in an area where little 
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evidence is available; rather than testing existing theories, as in the case of 

quantitative methodology. As a result, using a positivist paradigm would not do 

justice to the aim of the present study. In this way, at a most fundamental level, 

qualitative methodology became the overarching framework of the current study. 

The next step was choosing from a diverse range of approaches within a broad 

qualitative methodology. 

Qualitative methodology is inclusive of various approaches/designs/types, the most 

popular being narrative, phenomenology, GT, ethnography, and case-study 

(Creswell, 2007; Denzin & Lincoln, 1998). Choosing an appropriate approach rests 

upon the aim of the research. The narrative approach would be preferred when the 

emphasis of the research is to explore the life stories of individuals; however, if the 

researcher is aiming to understand the essence of a lived phenomenon, a 

phenomenological approach would be the best fit (Creswell, 2007). A researcher 

would choose GT when the focus is on understanding the process underlying a 

phenomenon, and ultimately develop a theory that is grounded in the data (Mills & 

Birks, 2014). Likewise, ethnography would be preferred if the research aim is to 

describe and interpret the shared patterns of culture within a group of individuals. 

Ethnography aims for thick descriptions of the cultural meanings of the phenomenon 

to be studied (Merriam & Tisdell, 2016). Lastly, the case-study approach is selected 

when the purpose of the research is to explore an issue or problem in a bounded 

system/s over time, within specific contexts, using a case/s as a particular example 

(Creswell, 2007; Harrison et al., 2017). Here, a case may involve one individual, 

group, incident, event, or programme. Case-study design aims for in-depth case-

description, which is based on the extensive sources of data collection (Creswell, 

2007). Of all these approaches, GT suited the aim of my research.  

The aim of the present study was to provide a theoretical explanation of how older 

adults maintain spirituality in RCFs in Nepal. Here, “how” was concerned with the 

process that is involved in maintaining spirituality. Allowing for the unique socio-

cultural context of Nepalese older adults, I wanted to use a qualitative approach that 

recognises the evolving complexities of the participants’ strategies that are involved 

in the process of maintaining spirituality. GT was the ideal choice for the study since 

the main intent of GT is to provide a rich theoretical explanation of the process 
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underlying a phenomenon of interest (Denzin & Lincoln, 1998). Process, in GT, as 

stated by Corbin and Strauss (2008), refers to “sequences of 

action/interactions/emotions changing in response to sets of circumstances, events or 

situations” (p. 98). In other words, GT investigates what is actually going on in a 

particular field (Glaser, 1998). Furthermore, GT is used when little is known about 

the area of study, or there is no theory to explain that phenomenon, as in the case of 

the present study (Stern, 1980). The literature review chapter and published 

integrative review clearly show the gap in the current literature regarding spirituality 

in Nepalese older adults living in RCFs (Gautam et al., 2019). Moreover, GT 

provides the opportunity to explicate “a phenomenon from the perspectives and in 

the context of those who experience it” (Birks & Mills, 2011, p. 16). In this way, 

after reading the seminal work of Glaser and Strauss (1967), Corbin and Strauss 

(2008), Charmaz (2006), and with supervisors’ support, I was convinced that GT was 

the ideal methodology for the present study. The section below will explain the 

details of GT, the chosen methodology. 

3.3. Origin of GT: Situating GT in an Historical Context 

Qualitative research has been positioned within five moments in the history of 

research. According to Denzin and Lincoln (1994), these five moments are the 

traditional period (1900s-1950s), modernist phase (1950s-1970s), blurred genres 

(1970s-1986s), crisis of representation (1986s-1990s), and post-modern period 

(1990s-present). GT was developed by two sociologists Barney Glaser and Anselm 

Strauss, in 1967, within the modernist phase. Glaser and Strauss published the first-

ever GT study in the book named Awareness of Dying (Glaser & Strauss, 1965). In 

this book, Glaser and Strauss (1965) explained in detail their research on dying 

patients in San Francisco hospitals, and the theory of awareness contexts. Two years 

later, they published The discovery of grounded theory; providing the details of the 

methodological premises of how a theory can be developed from data (Glaser & 

Strauss, 1967). Glaser and Strauss (1967) titled this novel methodology as GT, and 

explained  how “the discovery of theory from data–systematically obtained and 

analysed in social research–can be furthered” (p. 1). The development of GT, as 

stated by Glaser and Strauss (1967), was in response to the need to fill a prominent 

gap between theory and research that was, evident in an era where the emphasis of 
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social research was mainly on testing existing theories (Charmaz, 2008). Glaser and 

Strauss, therefore, advocated that the foundation of theory development should rest 

on the data obtained from empirical research. However, in the 1960s, qualitative 

research was criticised for being unsystematic, or restricted to description. Glaser and 

Strauss challenged those criticisms by developing a new way of doing qualitative 

research. From his quantitative training at Columbia University, Glaser brought into 

GT a systematic way of analysing qualitative data (Kenny & Fourie, 2014). 

Similarly, from his training in SI informed by pragmatist philosophy (details will be 

discussed later), Strauss made “the study of process, action, and meaning” explicit in 

GT (Charmaz, 2003, p. 253). Exclusive to GT were multiple new ideas, such as 

concurrent data collection and analysis, theoretical sampling, theoretical sensitivity, 

coding, constant comparison, theoretical saturation, and memo writing (to be 

discussed later) (Glaser & Strauss, 1967). Glaser and Strauss provided a detailed 

explanation of how qualitative research can generate a theory, with the aim of 

explaining why and how of a phenomenon. In this way, GT became a significant 

innovation in the modernist phase of qualitative research. 

3.4. Evolution of GT and Major Debates 

Since its inception, GT has evolved, and continues to do so. Following, their co-

authored seminal text, The discovery of grounded theory, Glaser and Strauss began 

publishing separately (Corbin & Strauss, 2008, 2015; Glaser, 1978, 1998, 2002a, 

2002b; Glaser & Holton, 2004; Strauss, 1987; Strauss & Corbin, 1997, 1998). Glaser 

and Strauss had different views about the ways of working with data, which made it 

difficult for them to continue to work together. The main reason underpinning their 

divergent views was their different educational, as well as philosophical, 

background. Glaser had rigorous quantitative training, whereas Strauss’ background 

was in pragmatism and SI (Corbin & Strauss, 2015). It is also important to note that 

Strauss passed away in 1996, and it was Juliet Corbin, a nurse, who carried the 

legacy of Strauss. Since Glaser maintained the original concept of GT as stated in 

The discovery of grounded theory, his approach to GT is termed as classic GT. In 

contrast, Strauss evolved from his original writing according to contemporary 

thinking and, therefore, his approach is termed as Straussian/Corbin and Strauss’ GT 

(Annells, 1997; Mills & Birks, 2014). The classic and Corbin and Strauss’ GT 
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approaches differ mainly in relation to the underlying philosophy, role of the 

literature review, position of the researcher, coding, and research outcome (Cooney, 

2010; Mills & Birks, 2014; O’Connor et al., 2018). The next section presents both 

sides of the major debate in the field between classic and Corbin and Strauss’ GT.  

3.4.1. Underlying philosophy 

The underlying philosophy is the most debated topic between classic and Corbin and 

Strauss’ GT. The divergence between classic and Corbin and Strauss’ GT, led to an 

extensive and ongoing discussion among GT scholars. The major critique of the GT 

methodology, as a whole, is that the ontology and epistemology underlying the 

methodology was not mentioned explicitly by Glaser and Strauss in their first text 

(Mills & Birks, 2014; Urquhart, 2013). Glaser has published much about how a 

classic GT is to be performed; yet, not about the philosophy that underpins the 

methodology (Glaser, 1978, 1992, 1998; Glaser & Holton, 2005). Strauss and Corbin 

(1998) mentioned pragmatism and SI. In 2008, Corbin explained details of 

pragmatism and SI as the underlying philosophy of the Corbin and Strauss’ GT 

(Corbin & Strauss, 2008). Most of the epistemological debates on GT are, therefore, 

based on the interpretation of individual researchers. For instance, classic GT has 

been claimed as lying within positivist (Bryant & Charmaz, 2007; Charmaz, 2000; 

McCann & Clark, 2003) and post-positivist paradigms (Annells, 1997; O’Connor et 

al., 2018; Ward et al., 2015). Similarly, Corbin and Strauss’ GT has been attested as 

lying within positivist (McCann & Clark, 2003), post-positivist (Charmaz, 2000; 

Cooney, 2010), leaning to a constructivist paradigm (Annells, 1997; Charmaz, 2006; 

McCann & Clark, 2003; Ward et al., 2015). These debates are conflicting and 

confusing.  

In my view, the researcher is part of the research and not an objective bystander. 

Glaser has consistently maintained that theory will emerge without the researcher’s 

influence, which suggests that there is an objective reality which can be captured if 

the researcher maintains an objective stance; a perspective very close to the positivist 

paradigm (Guba & Lincoln, 1994). In earlier writings, Corbin and Strauss (1990) 

mentioned that coding procedures help to “break through subjectivity and bias” (p. 

13); “objectivity is necessary to arrive at an impartial and accurate interpretation of 

events” (Strauss & Corbin, 1998, p. 42); and attaining “complete objectivity is 
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impossible” (Strauss & Corbin, 1998, p. 43). The words such as impartial or accurate 

interpretation resemble the notion of a post-positivist paradigm; that there is an 

objective reality, even though we cannot capture it fully, and it is impossible to 

maintain an objective stance. However, in recent writings, it is mentioned that there 

is no objective reality; instead, multiple realities exist (Corbin & Strauss, 2015). 

Furthermore, Corbin and Strauss (2015) contended that it is sensitivity that the 

qualitative researcher aims for rather than objectivity; revealing how Corbin and 

Strauss’ GT has shifted with time.  

The divergence and debates in GT are the results of the changing ways of thinking in 

the scientific community. GT developed in the modernist phase (1950s-1970s) where 

post-positivist thinking was dominant among qualitative researchers (Birks & Mills, 

2011). This explains why earlier grounded theorists were still concerned with the 

notion of objective reality. Then, during the blurred genres (1970s-1986s) and the 

crisis of representation (1986s-1990s), the main concern of researchers was how to 

position self in the research (Annells, 1997; Denzin & Lincoln, 1994). 

Constructivism became a dominant school of thought during this period (Ralph et al., 

2015). Influenced by constructivist thinking, Kathy Charmaz, a former student of 

Glaser and Strauss, developed a new variant of GT called constructivist GT 

(Charmaz, 2000; Charmaz, 2003, 2006). Charmaz positioned GT within the relativist 

ontology—there are multiple realities and subjectivist epistemology—researcher and 

those being researched co-create knowledge (Charmaz, 2014; Denzin & Lincoln, 

2003; Guba & Lincoln, 1994). However, in 2002, Glaser published an article, in 

response to Charmaz’s interpretation of objectivist and constructivist GT, and 

explained that constructivist is a misleading term and GT is not constructivist 

(Charmaz, 2000; Glaser, 2002b). Glaser’s main argument was that constructivist GT 

would lead to the descriptive “story talk” rather than explanation. The increased 

emphasis on adding researcher’s interpretation in theory co-construction can outshine 

the participant’s voice, which is unwanted imposition (Glaser, 2002b). However, 

Corbin and Strauss (2015) showed agreement with Charmaz’s constructivist 

viewpoint. The debates in GT revolve around how to best represent the voice of the 

research participants, a key idea in the third and fourth phases in qualitative research. 

In the post-modern period (1990s-present), the crisis of representation and legitimacy 
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of knowledge continues (Annells, 1997; Guba & Lincoln, 1994). With the changing 

ways of thinking among researchers, debates in GT continue.  

3.4.2. Role of the literature review in GT 

The role of the literature review in classic and Corbin and Strauss’ GT is another 

debated topic. Glaser maintains that before a study, literature review around the area 

of inquiry should be avoided because it can “force” existing ideas or concepts into 

the theory (Glaser, 1978; Glaser & Strauss, 1967). Accordingly, Glaser (1978) 

recommended literature review only after the analysis is complete, in order to 

integrate the (emerged) theory into existing literature or theories. The beginning 

point of the study, for Glaser, is the broad area of interest rather than research 

problem since he believed that concerns of the participants will eventually “emerge” 

from the data (Annells, 1997; Glaser, 1992; Glaser & Holton, 2004). Strauss initially 

agreed with Glaser about delaying literature review (Glaser & Strauss, 1967); 

however, his view changed. Strauss and Corbin (1998) argued that delaying literature 

review is impractical since researchers will have knowledge of the literature around 

the field of inquiry through their education, and work experience. The existing 

knowledge cannot be removed from the researcher. Instead, it can be used to enhance 

theoretical sensitivity, which means the capacity to grasp subtle information or 

signals in the data (Corbin & Strauss, 2008). Accordingly, they argued the literature 

review can be conducted at the beginning of the study to help develop the research 

question; identify what is already known about the area of interest, and what requires 

more research; develop initial interview questions (which can change as the research 

progress); and satisfy the requirement of ethics committee (Corbin & Strauss, 2008, 

2015). A literature review is also conducted after completing the analysis to discuss 

the developed theory within the context of existing literature or theories (Corbin & 

Strauss, 2015). What is common to both classic and Corbin and Strauss’ GT is 

integrating the theory into existing knowledge.   

3.4.3. Position of the researcher in GT 

The next topic of dispute between classic and Corbin and Strauss’ GT is concerned 

with the position of the researcher in GT. Glaser claimed that theory can be 

generated from the data, without the influence of the researcher, provided his 
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recommended analytic process is followed (Glaser, 1978, 1992, 1998; Glaser & 

Strauss, 1967). For Glaser (2002b), “a researcher’s personal predilection biases the 

data” (p. 4). The researcher should, therefore, focus on the pattern in the data; rather 

than their own interpretation of the data, which is an “unwanted intrusion” (Glaser, 

2002b, p. 3). While Glaser disregarded the interpretation of the researcher, Strauss 

and Corbin acknowledged it. According to Strauss and Corbin (1998), analysis in GT 

is “the interplay between the researcher and data” (p. 13). The researcher brings to 

the research the personal assumptions through their personal, educational, and 

professional background (Strauss & Corbin, 1998). Instead of ignoring these 

personal assumptions, as put forward by Glaser, Corbin and Strauss recommended 

that the researcher should be aware, and sensitive to, their assumptions during 

interview and analysis. Being sensitive means continually questioning the data to 

determine what the participants are actually trying to say and understanding that any 

interpretation made about the data is provisional unless reinforced by additional data 

or confirmed with participants (Corbin & Strauss, 2015). Strategies to enhance 

theoretical sensitivity would be writing reflexive memos throughout the research 

process, questioning data, making comparisons, looking for the negative case, or 

thinking about the different meanings of a word (Corbin & Strauss, 2015). Corbin 

and Strauss accept that researchers should maintain a certain distance in order to 

think critically about what is happening in the data (Corbin & Strauss, 2008, 2015). 

In this way, classic and Corbin and Strauss’ GT hold different views about the 

position of the researcher’s voice in GT. 

3.4.4. Coding 

Classic and Corbin and Strauss’ GT also vary in terms of coding. Coding is about 

identifying concepts, sub-categories, and categories from the data. The concept is the 

basic unit of analysis. As the concepts start accumulating, they are grouped under 

more abstract concepts called sub-categories, which are again developed and 

abstracted into categories (Birks & Mills, 2011; Charmaz, 2014; Glaser, 1998; 

Strauss & Corbin, 1998). Glaser (1992) suggested two types of coding; namely, 

substantive coding (open and selective) and theoretical coding. In contrast, Corbin 

and Strauss (2008) recommended open, axial, and selective coding. Although the 

terminologies used such as open and selective coding match between classic and 
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Corbin and Strauss’ GT, the underlying meaning varies. In classic GT, open coding 

is described as breaking down the data initially for the emergence of a core category 

and related concepts; whereas the aim of selective coding is to theoretically saturate 

the concepts (Holton, 2010). Theoretical coding involves relating substantive 

categories to the core category (Glaser & Holton, 2005). In the case of Corbin and 

Strauss’ GT, open coding requires fracturing data to identify concepts, categories, 

their properties, and dimensions. Properties refer to “characteristics that define and 

describe concepts,” and dimensions denote “variations within properties” (Corbin & 

Strauss, 2015, p. 220). Axial coding refers to coding taking into account the context, 

conditions, actions-interactions, and consequences around the categories. Finally, 

selective coding involves refining and integrating the categories into a theory (Corbin 

& Strauss, 2008, 2015; Strauss & Corbin, 1998). Glaser (2002a) argued that the set 

of coding procedures developed by Strauss and Corbin force descriptions rather than 

abstraction by contextualising it. However, Strauss and Corbin (1998) maintained the 

coding procedures are not meant to be used as a strict guideline; rather as an analytic 

tool, which can help researcher think critically about the data. Irrespective of the 

confusing coding terminologies and meaning proposed by different grounded 

theorists, Mills and Birks (2014) summarised that the core idea is the level of 

analysis involved in each phase. Therefore, initial, intermediate, and advanced 

coding applies to both classic and Corbin and Strauss’ GT (Chun Tie et al.,  2019). 

3.4.5. Research outcome 

The research outcome is another contested topic between classic and Corbin and 

Strauss’ GT. The goal of theory “generation” in classic GT and theory 

“development” in Corbin and Strauss’ GT varies (Annells, 1997). Classic GT refers 

to theory as a “set of integrated conceptual hypotheses systematically generated to 

produce an inductive theory about a substantive area” (Glaser & Holton, 2004, p. 3). 

This definition places a conceptual hypothesis at the centre of the theory, which is 

stated to emerge from the data. Glaser upholds that GT is inductive in a sense that 

concepts are generated from the data (Cooney, 2010). However, classic GT does not 

consider the researcher’s insight into concepts and their relationship during analysis 

(deduction). The logic in classic GT is that the researcher’s preconceived insights, 

although appealing, are avoided, even if recorded in memos (Glaser, 1992). Glaser 
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considered researchers’ ideas as bias. Strauss and Corbin (1998) argued that there is 

an interplay of both induction and deduction in GT. Concepts are derived from the 

raw data (induction); yet, they also represent the interpreted meaning of the data (part 

of researcher’s insight). Instead of suspending insight (as in classic GT), in Corbin 

and Strauss’ GT, the researcher’s insight about concepts or relationships between 

concepts is documented in memos and continuously questioned, compared, and 

confirmed against the data (Corbin & Strauss, 2008, 2015; Heath & Cowley, 2004). 

The research outcome in Corbin and Strauss’ (2015) GT is “a set of well-developed 

categories… that are systematically developed in terms of their properties and 

dimensions and interrelated through statements of relationship to form a theoretical 

framework that explains something about a phenomenon” (p. 62). It is clear from the 

above discussion that the research outcome varies between classic and Corbin and 

Strauss’ GT, which is why the ways of arriving at that outcome differ. 

To summarise the major debates in GT, there is no right or wrong way, just a 

different way of conducting a GT study. Some scholars support classic GT (Evans, 

2013; Holton, 2010; O’Connor et al., 2018); some identify with Corbin and Strauss’ 

GT (Annells, 1997; Baldwin et al., 2015; Cooney, 2010; Kim & Hocking, 2018; 

McCann & Clark, 2003); whereas others follow constructivist GT (Ward et al., 

2018). The question, then, is what informs the choice of an appropriate variant for a 

GT study? The researcher should choose the variant which is congruent with their 

personal philosophy, research question, aim, and level of expertise (Annells, 1997; 

Cooney, 2010; Corbin & Strauss, 2015; Mills & Birks, 2014). It is then important to 

ensure that the chosen methodology permeates the conduct of the whole study. For 

instance, the timing of the literature review, researcher’s positioning in research, and 

coding procedures employed should be in consensus with the chosen approach.  

3.5. Fundamental GT Tenets Shared between Different Variants: Convergence  

Different variants of GT recommend different ways of carrying out a study. 

Nevertheless, the variants share fundamental GT tenets such as theoretical sampling, 

concurrent data collection and analysis, coding, constant comparative analysis and 

memo writing (Charmaz, 2000, 2014; Corbin & Strauss, 1990, 2008, 2015; Glaser, 

1998; Strauss & Corbin, 1998). Figure 3.1 (p. 69) depicts how these tenets operate in 

GT.  
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Figure 3.1 

Fundamental GT Tenets (adapted from Wagner, Lukassen, & Mahlendorf, 2010). 

 

A GT study begins with the broad research question to enable the researcher to 

explore all aspects of the phenomenon. A broad research question requires a certain 

direction to keep the researcher focused on the aim of the study and fulfil the ethical 

requirements of conducting research (Birks & Mills, 2011; Smith & Biley, 1997; 

Stern & Porr, 2011). The initial research questions are not meant to be used as a 

fixed guideline. As GT is an emergent research design, the questions change and 

become more focused on developing concepts as the research progress (Corbin & 

Strauss, 1990). Figure 3.1 illustrates this idea using dashed bent arrows between the 

research question and data collection. 
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Multiple sources of data collection can be utilised in GT. Most commonly, grounded 

theorists collect data through in-depth interviews and observations (Charmaz, 2000; 

Corbin & Strauss, 2008; Glaser, 1998). Generating data from different sources, such 

as interviews and observations within interviews, increases the credibility of the 

findings in GT (Sikolia et al., 2013). One of the unique characteristics of GT is 

concurrent data collection and analysis, and the data collection is driven by 

theoretical sampling. The wide gapped dashed line between data collection and 

analysis shows this process in Figure 3.1. Theoretical sampling starts in the 

substantive field of interest, with people considered experts, and follows the 

developing concepts. The researcher selects places, persons, and situations which 

will facilitate discovering more about the phenomenon under scrutiny (Charmaz, 

2014; Corbin & Strauss, 2008; Glaser, 1998). In other words, theoretical sampling is 

“seeking pertinent data to develop emerging theory” (Charmaz, 2014, p. 193). 

Indeed, theoretical sampling is vital in GT to increase the credibility of the theory 

(Breckenridge & Jones, 2009). Data analysis begins immediately after initial 

interviews.  

Data analysis includes the process of coding and constant comparative analysis— 

methods distinct to GT. Different grounded theorists delineate various ways of 

coding. Simply put, initial coding involves breaking the data into segments, labelling 

it, and grouping it into categories. Intermediate coding encompasses exploring the 

relationships between categories, and advanced coding is about theoretical 

integration of categories (Mills & Birks, 2014). The constant comparative analysis is 

another unique feature of GT, where new data are always compared with the 

developing concepts, sub-categories, categories for similarities and differences ( 

Morse et al., 2009; Urquhart, 2013). Data collection ends when categories are 

saturated.  

The whole process of theory development is continuously guided by memoing. 

Memoing is the process of documenting ideas about concepts, relationships between 

the concepts/categories, and analytical decisions made throughout the period of 

research (Charmaz, 2006; Corbin & Strauss, 2008; Glaser, 1998). Indeed, memoing 

is very important for developing the researchers’ reflective processes, analytic 

thinking, and methodological decisions which are required when the research design 
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is emergent—as is the case with GT. The main product of GT is the substantive 

theory. A substantive theory provides a comprehensive explanation of the process 

associated with that particular phenomenon situated in a particular context (Creswell, 

2007). In this way, all the variants of GT converge on the fundamental GT tenets. 

3.6. Choice of GT Variant: Corbin and Strauss’ GT 

In deciding GT as a methodology, I read generally around the available variants of 

GT. Then, according to my supervisors’ suggestion, I started reading in detail the 

seminal texts of the classic, Corbin and Strauss’, and constructivist GT. The 

remaining variants did not fit my research aim. Being a novice researcher, with 

positivist nursing training, it was challenging to grapple with the depth of the 

philosophical underpinnings of GT. Most of the writing required me to read it 

multiple times to grasp the actual meaning. However, when I started reading Corbin 

and Strauss’ GT (Corbin & Strauss, 2008, 2015; Strauss & Corbin, 1990, 1998), I 

could relate to the sociological perspective of SI informed by pragmatist philosophy 

(Blumer, 1969; Charon, 1995; Corbin & Strauss, 2008; Morgan, 2014). Then, I 

started reading around pragmatism and SI.    

3.6.1. The philosophical underpinning of Corbin and Strauss’ GT: Pragmatism and 

SI 

The philosophical underpinning of Corbin and Strauss’ GT arises from pragmatism 

and SI (Chamberlain-Salaun et al., 2013; Corbin & Strauss, 2008, 2015).  

Pragmatism is a philosophy of knowledge. Charles Peirce was the first to introduce 

the principle of pragmatism: beliefs are rules of our actions (James, 1907). John 

Dewey was the leading proponent who advanced the philosophy of pragmatism 

(Murray, 2014). As the word suggests, actions of the individuals are central in 

pragmatism, triggered by problems surrounding the individuals, and directed towards 

solving those problems. For a pragmatist, “knowledge is not about an abstract 

relationship between the knower and the known; instead, there is an active process of 

inquiry that creates a continual back-and-forth movement between beliefs and 

actions” (Morgan, 2014, p. 1049). According to pragmatists, reality is multiple, 

constantly changing in the dynamic world; and knowledge is produced through 

continuous action and interaction of self-reflective beings (Corbin & Strauss, 2008; 
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Murray, 2014; Shalin, 1986). Pragmatism supports that actions are the basis of 

knowledge.  

SI,  informed by pragmatist thought, has significantly influenced the underpinnings 

of Corbin and Strauss’ GT. SI is a theory of human behaviour developed by George 

Herbert Mead (Crotty, 1998). The term SI was coined by Blumer (1969) who further 

delineated three premises in which SI is based: 

The first premise is that human beings act toward things on the basis of the 

meanings that the things have for them… The second premise is that the 

meaning of such things is derived from, or arises out of, the social interaction 

that one has with one's fellows. The third premise is that these meanings are 

handled in, and modified through, an interpretative process used by the 

person in dealing with the things he encounters. (p. 2) 

SI views individuals as active participants in social life, who establish meanings, act 

according to meanings, interpret others’ actions, and modifies one’s action and 

meanings according to that interpretation (Charon, 1995; Holloway & Wheeler, 

2010). Meanings are often expressed in symbols such as words, religious objects, and 

clothing shared by the social group. Additionally, individuals’ meanings change as 

their situation changes. These redefined meanings, in turn, guide new actions (Burns 

& Grove, 2007). Central to SI are the interactions within or between the individuals 

in a group. Interactions show what is going on in a particular context. For a symbolic 

interactionist, the reality is social, constantly changing, and knowledge is produced 

through interactions within ourselves and others (Charon, 1995; Shalin, 1986). As 

Corbin and Strauss’ GT derived assumptions from both pragmatism and SI, the focus 

of GT is to understand the process of how people establish meanings, interpret, 

interact, and take actions while they are solving issues relevant to their context. After 

reading about pragmatism and SI, I returned to the previous writing of Strauss and 

Corbin, reread it, discussed with supervisors, and finally could apprehend the 

philosophical idea and decide that Corbin and Strauss’ GT was the best fit for my 

study.  
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3.6.2. The relevance of Corbin and Strauss’ GT in the current study: Looking 

through my SI lens 

Corbin and Strauss’ GT fitted both the aim of my study, which was to provide a 

theoretical explanation of how older adults maintain spirituality in RCFs, and my 

personal philosophy. The main focus of Corbin and Strauss’ GT, underpinned by 

pragmatism and SI, is on “meanings given to events and the 

actions/interactions/emotions expressed in response, along with the context in which 

those responses and the events occur” (Corbin & Strauss, 2015, p. 25). I assume that 

maintaining spirituality itself could mean different things to different older adults. 

Furthermore, in maintaining spirituality, older adults could assign different meaning 

to events occurring inside RCFs, act/interact/emote differently, within a variety of 

contexts, which is influenced by their personal history or background (ethnicity, 

culture, etc.). These multiple assigned meanings represent reality (Corbin & Strauss, 

2008). The researcher using Corbin and Strauss’ GT is required to be open to 

multiple complex viewpoints of the participants, which suited the aim of my study. 

Also, spirituality of older adults has not been examined exclusively in the context of 

Nepal. Corbin and Strauss (2015) suggest obtaining multiple perspectives on an 

event adds variation in the analysis. Collecting data from residents, nurses, and 

caregivers could help to obtain varied meaning of the same concepts and categories. 

Moreover, it was important to consider cultural meanings and symbols shared by a 

group of Nepalese residents together with the conditions which could influence their 

actions and interactions within the RCF. Corbin and Strauss’ approach to GT, 

informed by SI, addresses the importance of assessing these shared meanings and 

symbols, which could ultimately help to understand the pattern of social behaviour of 

Nepalese residents within the RCF.    

Corbin and Strauss’ GT also suited my level of expertise. I valued the coding 

guidelines provided by Strauss and Corbin. Although, the systematic guidelines 

prescribed by Strauss and Corbin have been criticised for being too rigid (Charmaz, 

2000; Glaser, 1998), these specific guidelines, used analytically, are considered 

important to maintain rigour in GT and credibility of the research (Birks & Mills, 

2011). Furthermore, Strauss and Corbin (1998) have mentioned that the process of 

GT is not prescriptive. There is room for flexibility according to the situation; hence, 
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making it suitable for novice researchers learning GT (Annells, 1997; Cooney, 2010; 

Corbin & Strauss, 1990; Creswell, 2007; Strauss & Corbin, 1998). In this way, with 

the help of my supervisors, I chose Corbin and Strauss’ GT for the study, which was 

congruent with my research aim, personal philosophy, and level of expertise. 

3.7. Positioning Myself within the Research  

In the choice of my research question, how do older adults maintain spirituality in 

RCFs in Nepal, spirituality of older adults living in RCFs is my area of concern. 

Being a nursing student trained in Nepal, a RN teaching gerontology, and a volunteer 

working for ageing issues, it was impractical to embark on a GT study detached from 

my knowledge and experience. I acknowledge that I expected participants to have 

challenges while maintaining spirituality. However, the main concern was in 

understanding how participants strategise to move through the challenges and what 

consequences resulted under different conditions.  

Regarding my position within the research, I chose Corbin and Strauss’ (2015) 

suggestion on how to clearly use self-voice to increase sensitivity to data. I 

positioned myself as a researcher ready to “take the role of the other—walk, so to 

speak, in that other person’s shoes—and try to discern the meaning of words and 

actions of participants” (Corbin & Strauss, 2015, p. 78). I recognise that taking this 

position required being explicit from the very beginning of the study about my 

personal assumptions regarding the study area. My supervisors conducted and 

recorded a pre-suppositions interview at the beginning of the study, which enabled 

me to be sensitive to my assumptions. Self-reflections have been made explicit, such 

as maintaining a reflexive memo throughout the research, writing down whenever 

research disturbed me, staying close to the excerpts when naming the concepts, sub-

categories, categories or core category, discussing concepts with supervisors and 

colleagues to identify anything that might not be present in the data and potentially 

imposed, and member-checking with participants whether or not their concerns were 

covered (Corbin & Strauss, 2008, 2015). I used my self-voice as an insight 

continuously checked with participants or data.   



75 
 

3.8. Summary 

This chapter has delineated the methodological decisions I took in the planning of 

this study. Different paradigms and their evolution have been presented as a 

foundation to start the philosophical discussion. Positivism, post-positivism, and 

constructivism are described in detail. The rationale for choosing qualitative research 

and GT, instead of other possible methodologies, was presented. I chose a qualitative 

methodology to explore spirituality, a complex phenomenon. Similarly, GT was 

chosen for its ability to provide a theoretical explanation of how older adults 

maintain spirituality in RCFs in Nepal. The GT methodology was been expanded in 

detail, including its origin, evolution, and key disputes; and the influence of a 

dominant school of thought on the philosophical debates of GT have been explicated. 

It is argued that there is no right or wrong variants, just different GT variants. Along 

with the differences, what unifies different variants of GT, such as theoretical 

sampling, concurrent data collection and analysis, coding, constant comparative 

analysis, and memo writing was highlighted with the help of a simple diagram 

(Figure 3.1). This chapter has also explained the pathway to the choice of Corbin and 

Strauss’ GT. The underlying philosophical assumption of pragmatism and SI was 

also described. It was argued how Corbin and Strauss’ GT is congruent with my 

research aim, level of expertise, and my philosophical lens of SI. Finally, I have 

positioned myself within the research by explaining my role in the research and how 

I managed my voice in the research process. It was claimed that the perspectives of 

participants will be presented through my SI lens, and self-reflection will be 

practiced through the entire course of the study. Consistent with these 

methodological decisions, the following chapter will present the methods used to 

gather and analyse data.  
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Chapter Four: Methods 

4.1 Introduction 

The purpose of this chapter is to describe the methods used to gather and analyse 

data. This chapter begins by introducing the study setting; following which, I provide 

a brief overview of the sampling technique used in GT. I then describe the participant 

recruitment. The next sections deal with data collection techniques and procedures 

before the details of the data analysis technique and procedure are explained. A 

working example of analysis from the open coding to selective coding is provided 

using raw data. The next section will delineate the research ethics considered through 

the course of the study. The chapter concludes by presenting the steps employed to 

ensure the trustworthiness of this GT study.    

4.2. Study Setting 

This study was undertaken in two RCFs situated in Kathmandu, the capital and 

largest city of Nepal, with approximately 1.5 million people. The two RCFs were 

chosen after consulting with Ageing Nepal, a not-for-profit NGO working for the 

rights of older adults in Nepal. This organisation is registered with the Government 

of Nepal and affiliated to the Social Welfare Council. Ageing Nepal has been 

involved in several projects focusing on older adults residing in RCFs. The 

authorities of Ageing Nepal recommended collecting data from both RCF 1 and 2. 

The context of RCF 1 and 2 is different; hence, including these two settings in a 

study was important to gain a variety of perspectives about spirituality in RCFs 

(Sikolia et al., 2013). Details of the two RCFs are presented in chapter five to 

provide the background for understanding the study findings.  

4.3. Sampling Technique 

Consistent with GT methodology, theoretical sampling was followed. Theoretical 

sampling begins with people who are best related to the area of study or considered 

experts in the field of interest and continues according to the developing concepts. At 

first, I conducted interviews with two residents who volunteered to participate in the 

study and met the eligibility criteria. This initial sampling in a GT study has also 

been termed as purposive or selective sampling (Corbin & Strauss, 2008). After 

analysing the initial interviews, the selection of additional participants was based on 
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the developing analytic concepts that guided the ongoing theoretical sampling 

(Strauss & Corbin, 1998). In theoretical sampling, the researcher selects places, 

persons, and situations that might help to best answer the question (Corbin & Strauss, 

2008). As theoretical sampling progressed, the questions became more theoretically 

focused on the link between the developing concepts, sub-categories, or categories. 

A detailed example of theoretical sampling is provided in the data analysis section 

since it begins after the initial data analysis.  

4.4. Recruitment of Participants 

Considering the low literacy rate of Nepalese older adults, I conducted a brief 

information session (in the Nepali language) in the selected RCFs, where all 

residents, nurses, and caregivers received a verbal explanation about the study. 

Residents and caregivers willing to participate in the study received a copy of the 

participants’ information sheet and consent form (Appendices B-D) translated into 

Nepali from English. Those participants who could not read received a verbal 

explanation of the participants’ information sheet and consent form. Similarly, nurses 

willing to participate received copies (both in English and Nepali language) of the 

participants’ information sheet and consent form. I obtained written consent prior to 

interviewing participants, and verbal consent before any follow-up interviews. 

Participants either signed or provided their thumbprint on the consent form.  

The residents were eligible to participate in the study if they were aged 60 years and 

over and had lived in the RCF for at least 6 months. Evidence shows that older adults 

usually require at least 6 months to come to terms with living in a RCF (Ellis, 2010). 

Older adults who have recently started living in a RCF would not be able to provide 

sufficient explanation about the strategies they use to maintain spirituality in a RCF. 

The study excluded residents living with cognitive impairment or who were having 

an acute episode of ill health according to the medical record as the methodological 

approach used and available time were not suitable to elicit their perceptions. 

Similarly, the RNs and formal caregivers were eligible to participate in the study if 

they had worked in the RCF for at least 6 months.  

It was previously anticipated that up to 30 participants would be sufficient; a 

requirement in the ethical application and typical for qualitative studies using GT 

(Creswell, 2007). However, it was clearly mentioned in the ethics application that in 
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GT the sampling would continue until the concepts and categories are saturated. 

Hence, the number of participants being recruited was not fixed in advance. In GT, 

the sample size is not the focus of sampling, since generalisability is not pursued 

(O’Reilly & Parker, 2012); instead, “it is concepts that are being sampled” (Corbin & 

Strauss, 2008, p. 139). The depth and integration of the developed concepts and 

categories determine whether the sample size is enough to answer the research 

question (Morse, 2000). Once the concepts and categories were saturated the 

recruitment was ceased. Eventually, the total number of participants recruited was 24 

(17 residents, 3 nurses, and 4 caregivers). Tables 4.1 (p. 79) and 4.2 (p. 80) provide 

details of the recruited participants. 

Eleven female and six male residents participated in the study. The age of the 

residents ranged from 60-103 years. The majority of participants were illiterate and 

followed the Hindu religion. Eight participants were married, seven had lost their 

partner, and two were unmarried. Nine residents had children. The duration of stay in 

the RCF ranged from six months to 21 years. All nurses and caregivers were female, 

followed the Hindu religion, and ranged in age from 28-52 years. All the nurses were 

registered; however, the caregivers were not required to have any formal 

qualifications to work as a caregiver. RNs had education in general nursing but not 

gerontological nursing in particular. Except for one (Kala), almost all caregivers and 

nurses received no formal training in caring for older adults in RCFs. The duration of 

work experience of nurses and caregivers ranged from 7 months to 17 years. All 

participants spoke Nepali as a first language.  
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 Table 4.1 

Residents’ Characteristics 

S.N. Name 
(pseudonym) 

Sex Age 
(years) 

Place of origin 
(district) 

Religion Education Past 
Occupation 

Marital 
status 

Children 
(s-son, d-
daughter) 

Duration 
of stay 
(years) 

Previous 
stay 

Self-care 
efficacy 

Interview 
(mins) 

1 Sanu Female 84 Sindhuli Hindu Illiterate Housewife Widow No 20  RCF Independent 74 
2 Maya Female 70 Okhaldhunga Hindu Illiterate Housewife Married No 12  Home Independent 56 
3 Hari Male 75 Gulmi Hindu  Illiterate Labourer Unmarried No 5 Home Partially 

dependent 
96 

4 Ram Male 87 Sankhuwasabha Hindu Literate  Farmer Widower Yes [2s,  
2d] 

8  Home Independent 93 

5 Shyam Male 85 Kavrepalanchok Hindu Literate Security 
guard 

Widower Yes [3 d] 0.5 RCF Independent 93  

6 Mira Female 70 Morang Hindu Illiterate Housewife Married Yes [1s 
and 1d] 

5 Home Independent 31 

7 Astha Female 94 Dhading Hindu Literate Housewife Married No 3 Home Partially 
dependent 

33 

8 Ganesh Male 103 Kathmandu Hindu Literate Farmer Married Yes [2 s] 5 RCF Independent 38 
9 Lalita Female 74 Kathmandu Hindu Illiterate Tailor Married Yes [2 d] 10  Home Independent 27  
10 Devi Female 60 Parsa Hindu Illiterate Farming Widow No 0.75 Home Independent 60 
11 Tulasi Female 74 Dolakha Hindu Illiterate Housewife Married Yes [2 d] 5 Home Partially 

dependent 
60 

12 Narayan Male 73 Gulmi Hindu Illiterate Labourer Married Yes [1s 
and 1d] 

8 Home Independent 91 

13 Pushpa Female 83 Bhaktapur Hindu  Illiterate Tailor Widow Yes [1s] 11  Home Independent 54 
14 Rita Female 84 Kathmandu Hindu  Illiterate  Domestic 

worker 
Unmarried No 21  Homeless Independent 97 

15 Nisha Female 72 Kavrepalanchok Hindu Illiterate Caterer Widow No 0.5 RCF Independent 89 
16 Usha Female 82 Kathmandu Hindu Illiterate Shopkeeper Widow No 6 Home Independent 41 
17 Asok Male 70 Kavrepalanchok Hindu Literate Mechanics Married Yes [2s 

and 2 d] 
5.5 Home Independent 40 
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Table 4.2 

Nurses’ and Caregivers’ Characteristics  

S.N. Name 
(pseudonym)  

Age 
(years)

Religion Education Duration 
of work 
(years) 

Training Interview 
(mins) 

 Nurses       
1 Hina 40 Hindu RN 2. 5  No 36 
2 Pari 52 Hindu RN 16  No 34 
3 Ganga 28 Hindu RN 0.5  No 23 
 Caregivers       
4 Kala 41 Hindu Secondary 17 Yes 83 
5 Anita 37 Hindu Higher 

secondary 
9  No 58 

6 Merina 35 Hindu Illiterate 4 No 21 
7 Tina 52 Hindu Illiterate 10  No 20 
        
 

4.5. Data Collection Techniques 

The data collection techniques for the study included face to face in-depth semi-

structured interviews in Nepali language and observation during interviews. As 

explained in chapter three, GT, informed by SI, seeks to understand how people 

establish meanings, interact, and take actions in particular conditions (Corbin & 

Strauss, 2008). Interviews facilitated exploration of the “various ways that the 

respondent attaches meaning to the phenomena under investigation” (Holstein & 

Gubrium, 1995, p. 77). In-depth semi-structured interviews, consistent with GT, 

began with open-ended key questions to allow free-flowing discussion related to 

spirituality, and facilitate comparison between participants (Corbin & Strauss, 2008). 

For example: 

Residents 

 Can you please tell me the reason behind your decision to live in the RCF? 

 What difference did you find while living in the RCF versus your own home? 

 How did you adjust to this environment, and what helped?        

 How did you develop new relations or connections? 

 Do you wish for any facilities that could make your stay in the RCF more 

meaningful? 
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Nurses/caregivers 

 What do you think are the most important needs of older adults living in the 

RCF? 

 What kind of challenges do you face while taking care of the residents’ 

needs?  

 Are there any changes you would like to see in the delivery of care? 

 

Initial interview questions framed the boundaries of the response but, eventually, the 

participants accentuated their major concern (Holstein & Gubrium, 1995). Following 

the participant’s lead, subsequent interview questions elicited further information 

(Burns & Grove, 2007). As the data collection and analysis progressed, the interview 

questions evolved and focused on developing concepts.  

Observation during interviews is a critical component in a GT informed by SI. 

Observation clarified, expanded the information gained from interviews, and 

determined the congruence of spoken data (de Guzman et al., 2017; Sedano et al., 

2017). Writing field notes during or after the interview helped to  record the 

meanings the particular events or experiences hold for the participants being studied, 

the actions and interactions occurring in the field, and  different conditions 

influencing the action/interactions (Emerson et al., 1995; Montgomery & Bailey, 

2007). Furthermore, the field note provided context to facilitate coding, helped to 

identify bias, and increased rigour and trustworthiness (Phillippi & Lauderdale, 

2018).  

4.6. Data Collection Procedure 

During the period of data collection, I moved back and forth between two RCFs. 

Participants determined the date, time of the interview, and location inside the RCF 

according to their comfort. I spent a few minutes with the participants talking about 

general things outside of the study purpose to help ease the participants and make 

them comfortable (Dempsey et al., 2016). I started the interview after confirming 

with the participants their readiness. The interview commenced with information 

about the focus of the study. Participants were allowed to ask questions regarding the 

information sheet or clarify any concerns regarding participation in the research. 
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Written informed consent for the digital recording, transcription, and taking field 

notes was obtained from each participant prior to the interview (Appendix D). I 

asked the participants to choose a pseudo name to use in the reporting of the 

findings. Most of the participants told me to select the name. Then, the key questions 

were asked. Whenever the interview crossed one hour, it was only continued after 

asking if the participant was comfortable with doing so. Interviews were digitally 

audio-recorded, and field notes were taken during and after interviews. I documented 

in field notes how participants acted, interacted, and interpreted during interviews the 

specific facial expressions, gestures, tone of voice, speed, and context of the study.  

I transcribed all the interviews conducted in the Nepali language. Transcription is the 

first step of analysis and errors in the transcription means errors in the translation 

process (Davidson, 2009). Transcription required listening to the recordings several 

times and was time consuming. However, it helped me to become familiar with the 

world of participants, words they used and their perspectives, and eventually to 

generate ideas regarding different concepts during data analysis (Bailey, 2008). The 

main professional bilingual translator translated the first three interview transcripts 

from Nepali to English. Next, another bilingual translator back-translated the English 

transcripts to Nepali language (Smith et al., 2006), after which I checked the original 

Nepali transcript and back-translated Nepali transcripts for the retention of the same 

meaning or conceptual equivalence (Appendix E). In the following section, I will 

detail the various issues raised and resolved during the translation period of the first 

three interviews, the documentation of which is essential for the trustworthiness of 

the research findings (Chen & Boore, 2010; Temple & Young, 2004; van Nes et al., 

2010).  

One of the issues with the translation process was words or phrases with no English 

equivalent. For instance, the word dharma has no single word translation in English. 

The word dharma can have different meanings when used in varying contexts such 

as religion, moral behaviour, ethics, code of conduct, duty, or spiritual practices. 

Similarly, the literal translation of the Nepali phrase thal thapera khana parya cha 

means asking for food in plate. However, residents actually meant I have to live by 

begging for food. I suggested that the translator use the exact word used in the Nepali 

transcripts if there was no English equivalent words/phrase, and I verified it later. 
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Similarly, I advised the translator to indicate in the English transcript, by 

highlighting or underlying words, if there was any confusion involved in the 

translation process.  

The next issue in the translation process was with the use of expressions. The 

omission of expressions can impact the interpretation of the data. For instance, there 

is a difference between “Relations I told you” and “(Laughs)… relations! I told you”. 

Ram was abused by the family back home and had no visits from his son in 6 years; 

he laughed sarcastically before emphasising the word relations with an explanatory 

mark. I directed the translator to retain the spaces, expressions, idioms, body 

language as mentioned in the Nepali transcripts since it adds value to the data. 

Similarly, another issue in the translation process was the use of pronouns (e.g., he, 

she, they, there, those, and them), in the same sentence, which sometimes confused 

the translator. I advised the translator to leave the pronouns as it is. As I conducted 

the interview, heard the recording several times, and transcribed the interview, I 

could easily understand to whom the participants were referring. Having the same 

socio-cultural background helped the translator and me understand the actual 

meaning and context behind the words used, which was very important to prevent 

loss of actual meaning during translation (Choi et al., 2012; Xian, 2008). For 

instance, since the translator was familiar with the socio-cultural setting, the 

translation of idiom budo bhayo aja ghar birano read as “when you become old, 

even your own home becomes unfamiliar”. The literal translation would be “became 

old and today home is unknown”, which is difficult to comprehend.  

After resolving the translation issues and verifying the translated transcript, I started 

coding the interviews. There is debate regarding the timing of translation specifically 

in qualitative research. Being a novice in GT, English translation of the interview 

transcripts before analysis helped in identifying and discussing key methodological 

decisions with supervisors (Chen & Boore, 2010; Santos et al., 2015). Despite being 

time consuming, Regmi et al. (2010) confirmed that the translation of the whole 

transcript, rather than categories in the later stages of analysis, is essential to increase 

rigour and decreases the chance of any gaps in conceptualisation. From the fourth 

interview onwards, I started sending the Nepali transcripts to the main translator for 
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English translation, collecting, and verifying the translated transcripts; after which 

the analysis process commenced.  

4.7. Data Analysis Technique 

In preparation for the data analysis, I attended an NVivo basic and core skills 

workshop before field work commenced. Similarly, I attended Professors Jane Mills 

and Melanie Birks: GT Masterclass in Melbourne, where I had the opportunity to 

practice coding data using GT methods. Initially, I used NVivo software to organise 

data, and used a word file for initial coding. As coding progressed, I realised that it 

was necessary to read the same transcript multiple times, with a different lens each 

time. For instance, I read the whole of the printed transcript first, and identified 

concepts. Next, I read the same transcript either focusing on developing concepts, 

sub-categories, categories, strategies, conditions, consequences, or link between 

concepts, sub-categories, and categories. Coding on the hard copy using pencil gave 

me freedom to jot down all my initial thoughts without restriction or concern for 

organisation. Furthermore, I could easily link a concept, sub-categories or categories 

to another, and note initial thoughts regarding the relationships between the concepts 

or sub-categories or categories. This technique suited me the most; hence, I 

continued this process throughout the data analysis.  

4.8. Data Analysis Procedure 

Data analysis commenced immediately following the initial interviews. I will present 

the analysis process starting from a portion of raw data to demonstrate the 

development of the concepts, categories, properties, dimensions, and link between 

categories. It will be followed by an explanation of constant comparative analysis, 

theoretical sampling, and theoretical saturation with the help of memos, field notes, 

and diagrams. All these elements of data analysis overlap in the theory development 

process.   

4.8.1. Coding and constant comparative analysis 

Coding is “delineating concepts to stand for interpreted meaning of data” (Corbin & 

Strauss, 2015, p. 220). The study followed the process of open, axial, and selective 

coding as outlined by Corbin and Strauss (2008). Coding is a non-linear process and 

it involves moving back and forth between open and axial coding during the entire 
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data analysis process. In open coding, data is broken down analytically to generate 

concepts, categories, their properties, and dimensions (Corbin & Strauss, 1990). I 

started with line by line coding to remain close to the data and not to miss any 

important events, actions, and interactions in the raw data. Later, I moved to coding 

by sentence or paragraph. However, whenever new concepts or categories developed, 

I switched back to line by line coding. The following is an example of initial line by 

line coding related to how residents connect with co-residents (Table 4.3, p. 86). 

Trace the concept named sharing (in bold) in the open coding as it makes it way to 

the category.  
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Table 4.3 

Line by Line Coding Related to How Residents Connect with Co-residents  

As illustrated in the Table 4.3, line by line coding identified the concept of sharing 

and its different forms. In a similar way, the line by line coding of other interview 

transcripts generated several other initial concepts related to how residents connect 

with co-residents. These initial concepts (i.e., sharing every little things) were 

Transcript  Open coding 
Ram: That Ama [female residents] just sit, 
have no energy to rise, impaired and 
helpless. I talk with female residents 
living upstairs. I go there, sit there for 
some time, female residents talk, do 
whatsoever.  
Researcher: They talk to you. What else 
just talking? 
Ram: Yes. Female residents talk. I talk, 
ask them how they are, how things are, 
talk about our suffering and happiness. I 
go sometimes. It is quite odd going there 
always. Then, I sit here (downstairs), 
friends are there.  
Researcher: So when do you go upstairs?    
Ram: I go upstairs once in the day time. 
Then, go once [a day], sit for sometimes, 
observe. Female residents are still not 
getting up. They are miserable. [I] want to 
talk to them. [I] want to ask and talk about 
how they are feeling, how [family] 
behaved with them, and what suffering 
brought them here. I want to listen to 
story, Bhagwat and Puran (Hindu 
scriptures), but there are no female 
residents upstairs who talk about Puran, 
Bhagwat and Gita (Hindu scriptures), 
they do not do that. Then, there is one old 
man out there, don’t know what it is. He 
is a Pranami (religious group), this… 
…Pranami person, he meditates, sits, 
does not go anywhere. That friend (close 
friend) went out for 1 month, was lonely. 
A few days back, he came. He is from the 
same gotra (clan), and we talk about 
every little thing.  

Approaching female residents 
Decreasing physical abilities of co-
residents 
Going upstairs 
Sitting 
Talking 
 
 
Sharing general information 
Sharing about suffering and 
happiness 
Episodic visit/not regular 
Feeling odd going upstairs 
Sitting downstairs/having friends 
downstairs 
Maintaining regular visit upstairs 
Observing co-residents 
Decreasing physical abilities of co-
residents 
Empathising 
Wanting to share inner feelings 
Asking about past, family, suffering 
Wanting to listen to story 
Need of sharing spiritual knowledge 
Female co-residents upstairs not 
discussing spiritual knowledge 
 
Co-residents from different religious 
group 
 
 
 
Temporary absence of close friend 
Sharing every little things with 
friends from same religious affiliation  
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explored in detail in follow-up and subsequent interviews with additional questions, 

and compared within and between transcripts.  

The next step was grouping similar concepts using a conceptual label. Conceptual 

labelling was the first step in moving line by line codes/concepts from the raw data to 

the higher level of abstraction (Strauss & Corbin, 1998). As presented in Table 4.4, I 

noted a number of similar concepts in transcripts which I labelled as sharing. 

Likewise, being nice and avoiding conflict were other examples of conceptual 

labelling.  

Table 4.4  

Conceptual Labelling  

Sharing Being nice Avoiding conflict 
Sharing general 
information 
Sharing donated food or 
items 
Sharing objects of spiritual 
significance  
Sharing spiritual 
knowledge, skills 
Sharing inner feelings 

Speaking politely 
Respecting  
Not saying anything bad  
Being honest 
Being humble 
 

Tolerating 
Not going against 
Not complaining 
 

 

Then, as shown in Table 4.5 (p. 88), the concept named ‘sharing’ was grouped along 

with similar concepts such as being nice, avoiding conflict, and assisting; leading to 

the category ‘sustaining connections with co-residents’. Sustaining connections with 

co-residents explained what was going on in the data (Corbin & Strauss, 2008). In 

other words, residents were using the strategy of being nice, avoiding conflict, 

assisting, and sharing to sustain their connections with co-residents. Similarly, one 

property of the category sustaining connections with co-residents was level of 

interactions, dimensions of which ranged from superficial, intermediate, to deep 

level. Likewise, another property of the category sustaining connections with co-

residents was the intensity of connection between co-residents ranging from weak, 

moderate, to strong intensity. When concepts, categories, properties, and dimensions 

are derived from the data, it is termed induction (Strauss & Corbin, 1998). In this 

way, open coding was conducted. The next level of coding was axial coding. Trace 

the category sustaining connections with co-residents (in bold) in the axial coding. 

  



88 
 

Table 4.5 

Concepts to Category  
Concepts Category Properties Dimensions 
Being nice 
Avoiding conflict 
Assisting 
Sharing 

Sustaining 
connections with 
co-residents 
 

Level of 
interactions 
 
Intensity of 
connection 

Superficial, 
intermediate, deep 
 
Weak, moderate, 
strong 

As the category development progressed, axial coding began. Axial coding is also 

described as coding around a category to identify the conditions, actions-interactions, 

and consequences specific to that category (Corbin & Strauss, 2015). Axial coding is 

more intensive as compared to open coding. As demonstrated in Table 4.6, coding 

around the category ‘sustaining connections with co-residents’ revealed its own 

conditions, actions-interactions, and consequences. In other words, the below-

mentioned conditions shifted participants’ strategies of sustaining connections with 

co-residents as well as its consequences.  

Table 4.6 

Example of Axial Coding  

Category Actions/interactions 
(Strategies) 

Conditions Consequences 

Sustaining 
connections 
with co-
residents 

Being nice 
Avoiding conflict  
Assisting 
Sharing 

Broken mutual trust, 
respect, love, or 
reciprocal assistance 
Decreasing physical 
abilities 
Increasing illness of 
residents  
Illness or death of co-
residents 

Shifting 
connections 

    

Next, I compared the category sustaining connections with co-residents with similar 

categories such as preserving connections with nurses/caregivers, and continuing 

connections with inner-self and higher being/s (Table 4.7, p. 89). These categories 

were different in that the process, conditions, and consequences underlying each 

category varied. However, these categories were similar in a way that they were all 

related to maintaining connections. Therefore, the category sustaining connections 
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with co-residents later became one of the sub-categories of the main category 

maintaining connections.   

Table 4.7  

Grouping of Similar Categories  

Sub-categories Category 

Sustaining connections with co-
residents  
Preserving connections with 
nurses/caregivers 
Continuing connections with inner-self 
and higher being/s 

Maintaining connections  
 

Coding and constant comparison occurred simultaneously. Corbin and Strauss (2015) 

defined constant comparison as “the analytical process of comparing different pieces 

of data against each other for similarities and differences” (p. 85). Within-concept 

comparison allowed the different aspect of the same concept to be explored (Corbin 

& Strauss, 2008). Table 4.8 shows an example of a within-concept comparison.      

Table 4.8 

Comparison between Same Concepts  

Within-concept comparison 
Comparing with 
home 

Comparing with 
previous RCF 

Comparing with 
homelessness 

Comparing with 
co-residents 

Initially, I had kept all four incidents under the sub-category of evaluating. When 

compared against the data, it proved otherwise. Residents evaluated the dimensions 

of residential living by comparing with home, previous RCF, or homelessness, which 

influenced how they constructed the image of the RCF and identities-as-residents. 

For instance, some residents described the RCF as “prison” and “not like home”; and 

self as “entangled,” “captured in other’s fist,” “prisoners,” “under someone else’s 

command,” and “living idly” because they focused more on the dimensions of 

residential living such as lack of freedom, decision making power, and income. 

However, residents compromised with the new identity as a resident by comparing 

with co-residents having children or property. Thus they were separated into 

different sub-categories; evaluating and compromising. However, all these incidents 

of comparing were similar in a sense that they were related to the main category 

making sense.  
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Constant comparison is conducted both for classification and to develop the concept 

at property and dimensional level (Corbin & Strauss, 2008). For instance, similar 

concepts related to family/relatives’ supports were continuously compared between 

participants, and with all new data at the dimensional level; see Figure 4.1. 

Figure 4.1 

Dimensions of Family/Relatives’ Support  

 

 

Dimensions added variation to the process. Having one or more dimensions of 

family/relatives’ support, such as visit/call/invite, respect, support in fulfilling 

spiritual needs, changed the resident’s strategies from discontinuing effort to holding 

on to family/relatives.  

In the meantime, the link between the concepts/categories were also analysed and 

checked with the existing data and further data collection, which is also part of axial 

coding (Corbin & Strauss, 1990, 2008; Strauss & Corbin, 1998). The hypothesis 

about the relationships between concepts, sub-categories, or categories derived from 

the data is making deduction which “must continuously checked out against 

Dimensions of 
family/relatives' 

support

Visit/call

/invite

Support in 
fulfilling 
spiritual 
needs

Care 
during 
illness

Financial 
backupRespect

Being 
listened to

Love
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incoming data and modified, extended, or deleted as necessary” (Strauss & Corbin, 

1998, p. 22). For instance when Shyam told me in the interview that he was not 

discriminated in the earlier RCF, I asked a series of questions to clarify the concept 

of discrimination and its link with sadness. At first, he just said discrimination was 

based on “class” and in the way people caregivers talk, walk, daily things they do, 

the way they speak. But I explored further by asking following questions.  

Researcher: In this old age home, what makes you happy and what makes 

you sad? 

Shyam: Almost everything makes me happy. But sometimes I feel like 

leaving when people discriminate. 

Researcher: So, is that the only reason? There isn’t other discrimination 

besides behaviour discrimination? 

Shyam: In the previous RCF, even though there were fewer numbers of 

nurses/caregivers, they used to provide better care, whether it be day or night. 

If someone is sick, someone always used to be with them for care, whether it 

be another person living in the RCF or the staff member. Nurses/caregivers 

do not do that here. A few days ago, I had a fever and took rest the whole day 

and could not go for dinner. However, no one asked or noticed that I had not 

attended dinner… I told him [manager] about this (referring to 

discrimination). The manager told that to the people in the kitchen (referring 

to some caregivers). Then the people (caregivers) here got angry at me. It has 

happened twice or thrice already. 

In this way, every link between concepts or categories was confirmed with further 

data, or in the subsequent interviews.  

4.8.2. Theoretical sampling 

Coding and constant comparison generated multiple questions related to the gaps in 

understanding of the concepts, categories, properties, dimensions of categories, 

conditions, actions/interactions, consequences, and link between concepts and 

categories. Questions were sensitising, theoretical, practical, or guiding in nature 

(Strauss & Corbin, 1998). Asking questions and making comparison is critical in GT 
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as it gave direction to the theoretical sampling, and sensitised me to the major 

concepts while undertaking subsequent interviews (Corbin & Strauss, 2008; Strauss 

& Corbin, 1997). The following is an example of an initial field note with ideas for 

theoretical sampling underlined.  

Field note (15/3/2018): The first interview was done with the resident who 

was transferred from a RCF, a widow with no children. Sanu expressed, 

“This place is everything to me.” She has episodic visit from relatives and 

focused more on maintaining connections with inner-self/higher being/s. She 

might be used to living in RCF or living in RCF might be her only choice. 

She stated that she has no one, wealth, or support. The second interviewee 

moved to RCF from her home. Maya has a history of abuse from husband, 

but has no children to take care of her. She has no one to visit her. She talked 

about connecting with higher being/s, caregivers, co-residents, but the 

physical disability has changed her connections. She said until and unless you 

have good children living in home is good. What does it mean for residents 

having children back home or who came from their own choice? They were 

both female. Women in Nepal are more likely to be devoted towards 

spirituality. How does a male resident perceive living in RCF? Sanu and 

Maya are from RCF2 and have been there for more than 10 years. How the 

process unfolds for the resident who are relatively new? Does the setting of 

the RCF play a role? How does setting of the RCF influences the perspectives 

of resident? Both Sanu and Maya described some form of marginalisation 

while living in RCF. They said we are eating by begging, should be giving in 

this age but taking donations, rich people don’t come to visit us. What does 

living in RCF mean to other residents? How do they define it?  I have to 

mindful of the words other participants use to describe living in RCF, self, or 

donations or having/not having visits. I am confused about the 

marginalisation concept. Are they marginalising themselves or the RCF 

itself? Is it self-perceived or social instilled? What elements are involved in 

marginalising? When, under what condition does it occur? What do they do 

to reduce that feeling? To explore the concept of marginalisation I will ask 

these questions in follow up and sequential interviews: What comes to your 
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mind when you hear that someone is living in RCF? How do you feel when 

someone visits you? Why do you think others do not come to meet you?  

This field note illustrates my decision to collect data from male residents, residents 

from another RCF, having children or family back home. Next is an example of a 

conceptual memo regarding the major category making sense with more theoretical 

questions.  

Conceptual memo (12/4/2018): Is there a trajectory of making sense? 

While making sense participants use range of strategies under isolation, 

exploration, evaluation, and compromise. There appears to be a trajectory 

initiating with the isolating phase. How long does each phase take? Is there 

any range common to all residents? What words do participants use to 

describe each phase? When and under what condition does the participant 

move from one phase to another? What are the overall conditions influencing 

each phase? Who are involved? What is the overall consequence of these 

phases? How does overall consequence link to the main category of making 

sense? I need to reanalyse the category of making sense in transcripts with 

these questions in mind. I have to be mindful of these links in the subsequent 

interviews. I will add questions such as: Can you share your experience of the 

first one-two months of arriving here? How long did it take you to adapt? 

What made it easy for you to adapt here?  

The analysis of the subsequent interviews helped to answer the questions raised, 

added variation to the category of making sense, and revealed different conditions 

under which it occurred such as facility structure, rules, regulations, as well as 

attitudes and practices of nurses/caregivers. Furthermore, the link between sub-

categories, and how it related to making sense was recognised. Moreover, new 

concepts like powerlessness, being controlled, discrimination, and sharing were 

developed.  

As regards the concept named sharing, theoretical sampling was then used to explore 

how and under which conditions different types of sharing occurred between 

residents. The data analysis of the interviews so far had given hunches about 

intermediate interactions and moderate intensity of connections. However, I needed 
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to sample for variations in level of interactions, intensity of connections, focusing on 

the conditions that lead to variations. I explored the conditions and consequences of 

none, minimal or regular involvement with co-residents or nurses/caregivers or 

higher being/s that could provide variation to the category of maintaining 

connections. It clarified the relationship between different level of interactions and 

intensity of connection with co-residents, and nurses/caregivers. Furthermore, 

analysis revealed how strategies in the process of maintaining connections changed 

conditional on the lack of trust.  

Next, I explored the perspectives of nurses and caregivers working in RCF 2. 

Different organisational conditions shaping the strategies of nurses/caregivers were 

identified. I then went to RCF 1 to explore variations in strategies of 

nurses/caregivers conditional on a more intense work environment and its influence 

on the relationship between residents and nurses/caregivers. I also focused on the 

variation in the duration of work experience of nurses/caregivers and how it 

influenced the strategies they used. I wanted to sample the variation in perspective 

potentially created by the gerontology training, but except one caregiver, no one 

received any training because it is not mandatory in RCFs in Nepal.  

At this stage, the process of refining and integrating categories began, which is also 

termed as selective coding (Strauss & Corbin, 1998). I integrated all the memos to 

refine the categories and wrote the conceptual storyline (Birks et al., 2009). The 

example of refining of the category ‘making sense’ is mentioned in the 

methodological memo. 

Methodological memo (12/8/2018): How I refined the category making sense 

Making sense is an ongoing process with four phases, namely isolating, 

exploring, evaluating, and compromising. Understanding how phases 

progressed was a long and challenging process. It included examining the 

transcripts for the time markers (first, when, then, after that, slowly, 

eventually). For instance, I say it was hard. How much can one cry, what can 

I do? It’s the end. Why talk about things that have ended? There is no place to 

go. When I first came here, I used to think about why I came here? What do I 

do here? Then it became a habit. [Puspha]. Besides, participants were asked 



95 
 

when, how, with whose help they moved ahead, why they felt a certain way, 

used a specific word to describe themselves, RCF, or used a particular 

strategy. Besides, the transcripts of the participants who recently moved to 

RCF versus who have been there for a long time were compared. The 

participants who had recently completed six months in the RCF clarified the 

distinction between phases. I was confused at the beginning looking at the 

variety of residents’ perceptions regarding the residential life. Then, I used 

brain map to record all the dimensions of residential living reported by the 

participants (Appendix F). 

Perceived image of RCF as a place: A place for those who “are sick,” “cannot 

work,” “suffered,” “cheated the family,” “not successful,” or have “no one,” 

“no shelter,” and “nothing to eat”; “messy,” “dirty,” “mental asylum,” 

“prison,” “place where you beg for food,” “not like home,” “shelter,” “safe 

place,” “this place has a touch of truth,” “this place is good,” “bad luck,” 

“like a home.”  

Perceived image of self as a resident “have no one,” “have no home,” “have 

no wealth,” “have no support,” “thrown,” “used to stay in a rich house 

before,” “It is not that I had no property,” “stayed in a good house,” “a person 

who never begged for anything,” “alone,” “eating grains of government,” 

“eating what others offer,” “carrying debt,” “dead weight,” “weak,” 

“prisoners,” “entangled,” “captured in other’s fist,” “under someone else’s 

command,” “living idly,” “live by begging,” “lucky.”  

I then went back to the table of participants, and transcripts, field notes, memos, 

reading them again, this time only focusing on that category. Through this process, I 

became clear of the different conditions (why/when), process (how), and 

consequences (leading to what) of making sense. 

Integration was a challenging process. It involved searching for a core category that 

is sufficiently abstract, unites all the categories, fits within all concepts, is coherent, 

and provides in-depth explanation (Corbin & Strauss, 2015). I had three main 

categories—making sense, seeking connection, and maintaining connection—each 

with their own set of processes, conditions, and consequences. I linked all the major 
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categories in every way possible along with concepts. A process of connecting tied 

the three main categories altogether and fitted with all the concepts.  

4.8.3. Theoretical saturation 

Theoretical sampling and analysis continued until the point of saturation, which is 

“when all major categories are fully developed, show variation, and are integrated” 

(Corbin & Strauss, 2008, p. 135). Deciding when to stop the data collection was 

challenging for me. Fusch and Ness (2015) recommended the novice researcher to 

provide detailed explanation of how data saturation was reached in a study. 

Similarly, Bowen (2008) and Francis et al. (2010) affirmed this step as assisting the 

evaluator to determine the trustworthiness of the study findings. Hence, the following 

section will detail the strategies I used to reach a state where I was convinced that the 

new data did not add anything substantial to the developed categories and its 

properties.  

As previously mentioned, I moved simultaneously between data collection and 

analysis, and continued coding, constant comparison, theoretical sampling, 

documenting ideas, and questions in conceptual, methodological, and reflexive 

memos (Bowen, 2008; Corbin & Strauss, 2008; Given, 2008; Timonen et al., 2018). 

Concurrently, I continued making overall diagrams of the developing theory; which 

developed my abstract thinking, and helped me to identify gaps in conceptual ideas 

and integrate categories (Corbin & Strauss, 1990; Kennedy-Lewis, 2014). I collected 

more data or revisited the transcripts to fill those gaps in the conceptual ideas. As the 

research progressed, the diagram evolved (see Appendix G). I discussed the diagram 

of the developing theory with some of the participants to member-check whether it 

covered their major concerns or if they could identify any gap (Bowen, 2008). I 

incorporated their feedback in the theory. Moreover, being a novice, I continuously 

pursued advice from my supervisors, colleagues, and methodology consultant to 

reach a consensus that the point of saturation has been achieved (Aldiabat & Le 

Navenec, 2018). All the concepts developing from the analysis of the 24th interview 

fitted within the previously developed categories, and no new concepts significant to 

the theory developed. Therefore, it was considered that saturation occurred.  



97 
 

4.9. Ethical Considerations 

The NHRC and AUTEC approved this study in November 28th, 2017 and December 

12th, 2017 respectively (Appendix H). A field supervisor was appointed from 

Tribhuvan University, the local university of Nepal, to support the field work 

process. Field work commenced after the administrative approval from the 

authorities of the selected RCFs. Participant information sheets were provided and 

written consent was obtained prior to interviews. 

Prospective participants were informed that participation in the study was voluntary, 

and they would be able to withdraw from the project at any time without question. 

They were assured that non-participation in the study would not affect any services 

they are being provided in the RCF. No coercive influences or power imbalances 

were identified as I had no professional connection with both RCFs and had not 

worked in either of the facilities. I provided participants the opportunity to ask any 

questions and voice their concerns before they committed to signing the consent 

form. Their questions and concerns were answered truthfully. Participants decided 

the date and time of interviews to reduce the power relationship between researcher 

and participants (Karnieli-Miller et al., 2008). Privacy was established by collecting 

data from each respondent separately in a quiet place or separate room according to 

their convenience. Participants were offered the opportunity to ask any questions and 

voice their concerns during the interview. They were not pressured to complete the 

whole interview session or forced to answer any questions.  

I was continuously observing participants and had planned to postpone the interview 

should participants show any signs of distress. I was aware that some participants 

might be dissatisfied with the facility, nurses, and caregivers of the RCF for not 

meeting their spiritual needs and could express these concerns in some form during 

the interview. Yet, they might not want the nurses, caregivers, or managers of the 

RCF to know their concerns. Similarly, nurses and caregivers of the RCF might have 

concerns about their work. Participants were assured that findings will be reported in 

a way that participants cannot be individually identified. Furthermore, I did not 

disclose the personal information shared by participants to anyone. I used the words 

X, Y in quotes, wherever participants disclosed either the name of the RCF, co-

residents, nurses, caregivers, or managers.    
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Older adults enjoy sharing their life stories about how they dealt with specific 

situations in life and the lessons they learned. Being listened to is one of the major 

needs of older adults (Register & Scharer, 2010). However, evidence also suggests 

that most of the older adults living in RCFs in Nepal are abandoned by their family 

members. Thus, I was conscious that talking about spirituality could upset them. 

There was no potential risk identified other than the possibility of emotional distress 

from recalling unpleasant experiences. This risk was considered less for older adults 

who had lived in a RCF for more than six months (inclusion criteria) rather than 

those who had just started living there. Nevertheless, three free confidential 

counselling sessions from a professional counsellor was available should participants 

show any sign of distress. Likewise, I was also aware that role ambiguity as a nurse 

and researcher might occur during the process of data collection, and participants 

might expect professional help during the period of interviews. Therefore, I clearly 

stated my role as a researcher and explained that I would not be involved in any 

professional nursing assessment and interventions. However, in case of any medical 

concern, I was able to directly inform the nurses/caregivers/managers with the 

resident’s permission. At each instance of entering and leaving the RCF, I informed 

either the manager, caregiver, or nurse.  

Furthermore, the research should always be relevant in the cultural context where it 

is conducted. I am from the same cultural background and familiar with the Nepalese 

way of dealing with older people. Participants were treated equally and with full 

respect regardless of their gender, ethnicity, religion, or culture. Considering the 

cultural background of the study participants, older adults expect respect from 

younger adults which was maintained throughout the study. One way of showing 

respect was saying Namaste (Hello) and using culturally appropriate terms, like 

buwa (for older men) and ama (for older women), for addressing older adults in 

Nepal. Another way of showing respect was offering fruit when visiting. As much as 

possible, I conducted the interview in a regular conversation pattern and shaped the 

questions according to the participants’ way of speaking to make them comfortable. I 

always ended the interview by thanking participants for the time and information 

they provided. At the end of the data collection, participants received a gift as an 

acknowledgement of their participation. On completion of the study, I will provide a 

summary of the key study outcomes (both verbal and written) to the participants, and 
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managers of both RCFs. In addition, the plan is to disseminate the study findings 

through national and international conferences to reach wider audiences. 

Maintaining participants’ confidentiality is of utmost importance. I transcribed all the 

interviews and a professional translator signed a confidentiality agreement form 

(Appendix I) before translating the transcripts. Raw data from the study, including 

digital recordings, interview transcripts, memos, consent forms, and field notes were 

kept safely in a locked filing cabinet in a locked office. The electronic material of the 

study was stored safely on a password-protected laptop and desktop in a locked 

office. Only I and my supervisors had access to these research materials. The original 

names of participants were not disclosed to maintain confidentiality while reporting, 

or presenting the findings of the study. Participants were invited to choose a 

pseudonym to be used in the write up of any findings. The data generated from the 

study will be retained for six years in a locked filing cabinet in the primary 

supervisor’s office. All electronic documents will be downloaded onto a memory 

stick and kept in the same locked filing cabinet. After six years, all hard copies will 

be shredded via AUT’s secure document destruction service, and the memory stick 

with all electronic documents will be destroyed. 

4.10. Steps to Improve Trustworthiness 

Rigour in GT research stands for the overall quality of the research outcome. 

Researchers begin with a specific goal, design a methodology, and employ methods 

to reach that goal. How well the researcher has achieved the intended goal is 

evaluated by looking for specific criteria in the final outcome. From the very 

beginning of the study, the researcher should familiarise themselves with how their 

work is going to be evaluated in the future. Furthermore, the researcher should 

clearly demonstrate how they ensured rigour in their study to enhance 

trustworthiness. Several criteria have been suggested to maintain trustworthiness in 

GT research; some of which are similar to general evaluation principles in qualitative 

research such as credibility, transferability, dependability, and confirmability 

(Creswell, 2007; Lincoln & Guba, 1985). Nevertheless, since the goal of GT, 

conduct, and research outcome is different among different variants of GT, they each 

have delineated evaluative criteria for assessing the quality of GT.  
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Glaser (1998) maintained that the GT study should meet the criteria of fit, work, 

relevance, and modifiability. Likewise, Charmaz (2006) recommended that GT 

should meet the criteria of credibility, originality, resonance, and usefulness. In 

contrast, Corbin and Strauss (2008) suggested 10 criteria that should be met in GT: 

fit, applicability, concepts, and contextualisation of concepts, logic, depth, variation, 

creativity, sensitivity, and evidence of memos. Since I chose Corbin and Strauss’ 

variant of GT, I have used these evaluative criteria to add rigour and ensure the 

trustworthiness of the developed GT.    

The first criterion to consider is whether the residents, nurses, and caregivers could 

relate to the theory. In other words, findings should fit with the experience of the 

participants. Since GT utilises theoretical sampling, it helped to check the concepts 

with the participants. In addition, follow-up interviews conducted to develop the 

concepts aided in continuous verification and allowed prolonged engagement with 

participants. During data collection, I continuously discussed with participants about 

developing categories, relationships between those categories, how it linked to the 

theory, and reviewed analysis based on their feedback. For instance, when I 

discussed the developing theory with Maya, she explained how it made sense to her. 

Yet, she pointed out that the phase of isolating in the process of making sense was 

different for her because of her history of emotional abuse. I refined the sub-category 

of isolating accordingly. Similarly, Kala, with her 17 years of experience in 

caregiving, clarified and confirmed the pattern of diverse actions/interactions of the 

nurses/caregivers. I also checked the final theory with the participants, which is 

called member checking. The participants told me that the findings resonated with 

their experiences.  

Another criterion to evaluate GT is applicability. Findings should be useful in terms 

of their potential to change the practice. The gap between spiritual needs perception 

of the residents, spiritual care provision by nurses/caregivers, and challenges 

established by residents and confirmed by nurses/caregivers, clearly demonstrates 

that there are many practice aspects in RCFs that can be changed to restore the 

spirituality of older adults. It is a crucial aspect to consider when restored spirituality 

was linked to positive consequences while living in a RCF by all participants. Being 

an underexplored area in the RCF setting, the findings grounded in the words of the 
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residents, nurses/caregivers add to the knowledge base of nursing and have scope to 

change nursing practice in RCFs through policy development.  

Further, the concepts developed in the theory should be understood in the 

professional field, and have density and variation. I discussed my conceptual ideas 

with colleagues from nursing and non-nursing backgrounds and the GT group of 

AUT—could relate to most of them. Likewise, my supervisors gave me an 

opportunity to discuss my findings in front of postgraduate nursing students having 

experience of working in different RCFs in New Zealand. They recounted their work 

experience linking it to the concepts of the theory. The researcher should be able to 

explain the context on which the concepts are based—the next criteria. The socio-

cultural background of the participants and the organisational setting was a major 

context for the study that explained why and how participants perceived, or acted in a 

certain way. Therefore, findings of this study have been discussed within the socio-

cultural context of Nepalese residents. 

Similarly, the conceptual ideas of the theory should flow logically and accompanied 

by descriptive details. In discussion with supervisors, and while sorting out the 

memos, the missing gaps in the flow were identified and reviewed accordingly. The 

depth of the analysis was demonstrated by providing rich descriptions along with 

participants’ excerpts. Building variation in the theory is equally important and is 

facilitated by the negative case analysis. For instance, the case of one resident, Hari, 

was different compared to other participants. Hari reported losing faith in any form 

of relationship, either with people or higher being/s after moving to RCF. He was not 

involved in any form of spiritual programmes. However, other residents kept faith, 

were involved in different spiritual programmes, and developed different forms of 

connections in the RCF. This exemplifies the variation in the theory.   

Equally, the findings should display creativity and sensitivity. In the beginning of the 

study, some of the colleagues in Nepal mentioned that the findings will be all about 

religious connections, and nurses/caregivers would not have much to say. However, 

the phenomenon of maintaining spirituality was more complex than expected. 

Exploring how participants strategise to meet their spiritual needs in the face of 

different challenges was compelling. Finally, the evidence of memos created in 
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different stages of the study is required and has been made explicit throughout this 

methodology chapter.    

4.11. Summary 

This chapter has discussed the methods utilised in the study in order to answer the 

research question. Two RCFs of Nepal formed the setting for this study. After 

obtaining ethics approval, a field supervisor was appointed, administrative approvals 

from two RCFs were taken, and data collection commenced. Participants who were 

willing to take part in the study received a copy of the translated Nepali version of 

the participant information sheet and consent form. Those participants who could not 

read, received a verbal explanation of the same documents. Initial sampling was 

purposive. Once the concepts started developing, theoretical sampling based on 

concepts was conducted. In total, 17 residents, 3 nurses, and 4 caregivers were 

recruited. Interviews and observation during interviews were the major data 

collection technique for GT using SI as a lens.  

This chapter has also provided the details of the data collection procedure in the 

RCF, transcription, and translation; along with associated issues and how they were 

resolved. Examples of how open, axial, and selective coding was done, with a set of 

data, were provided. Finally, the chapter ended by demonstrating my strategies to 

improve the trustworthiness of the developed GT. According to Corbin and Strauss 

(2008), the evaluative criteria of GT includes fit, applicability, concepts, and 

contextualisation of concepts, logic, depth, variation, creativity, sensitivity, and 

evidence of memos. Since I adopted Corbin and Strauss’ variant of GT, I used these 

evaluative criteria. The next chapter outlines the theory of connecting, developed 

from the data.  
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Chapter Five: Setting the Scene 

5.1. Introduction 

The previous chapter presented the methods used in this GT study. This chapter 

provides a theoretical explanation of the theory—A process of connecting—

developed from the data analysis. This chapter begins with a description of the study 

settings. The background information provided in the introduction chapter covered 

the overall socio-cultural context of residential living in Nepal. This chapter 

describes the study settings where the data collection was conducted, along with the 

general socio-cultural environment of the two specific RCFs; and provides the 

context for understanding the results of the study. The chapter concludes with a 

broad overview of the theory of connecting.  

5.2. Study Settings 

The study was conducted in two RCFs situated in Kathmandu, Nepal. RCF 1 was 

established in 1920 and had the capacity to house 230 older adults. This facility 

received a government subsidy. Admission to RCF 1 was free, and the government 

and donors provided the services. Donors can be anyone from charity, international, 

private organizations, or local clubs, or individuals who do not belong to any 

organization. To gain admission, residents needed to provide an application certified 

by the municipality or the Village Development Committee that the applicant is 

helpless/dependent, orphan and poor, and over 60 years of age. Two RNs were 

posted on day and night shift, along with eight formal caregivers who provided direct 

care to residents. Formal caregivers were those assigned and paid by the RCF to care 

for older adults; however, they had no professional training. The caregivers were 

responsible for the cleaning, feeding, shifting, and bathing of residents; as well as 

preparing food and cleaning the RCF. Nurses and caregivers in public RCFs reported 

excess workload and limited accessibility for residents. Doctors visited twice a week 

and were available on call.  

Regarding rules and regulations in RCF 1, there was no provision of regular spiritual 

programmes; only hymn singing, which was conducted by the residents themselves. 

The caregivers did not join residents in the spiritual programme. One religious place 

was near to this RCF and all residents who could walk attended the spiritual 
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programmes occurring there. Those who could not walk did not participate because 

the buildings were two-storey and not wheelchair friendly. Regarding the family 

visit, RCF 1 required family members to fill in the detail information at the gate. 

However, family members did not want to disclose the relationship with the resident 

because of the deeply rooted social stigma of putting parents in the RCF, resulting in 

less number of family visits in RCF 1.  

RCF 2 was established in 1995 and had capacity for 35 older adults. Older adults 

paid for the services (one-time payment at admission); however, those who were 

very poor were provided free services. The admission amount varied among 

residents. RCF 2 also received a grant from the government. The organisation and 

donors took care of the remaining facilities. One RN and a formal caregiver was 

posted during the day; however, nurse was not available in the night. The facility 

arranged doctors’ visits twice a week. Additionally, there were two helpers just for 

the cleaning, shifting, and feeding of residents; and cleaning the RCF, which reduced 

the workload of a caregiver/nurse and increased the accessibility for residents. RCF 2 

provided regular spiritual programmes such as preaching, prayer, singing hymns, 

reciting Hindu scriptures, spiritual trips, meditation, and yoga, conducted with the 

help of a spiritual advisor and caregiver. All residents who could walk attended the 

spiritual programmes. Those who could not walk did not participate because the 

building was three-storey and not wheelchair friendly. RCF 2 restricted individual 

spiritual practice inside the room due to cleanliness issues. However, individual 

spiritual practice outside the room was allowed.  

RCF 2 had a free visiting policy for family/relatives. Likewise, this RCF had 

different rules regarding end-of-life support as compared to RCF 1. RCF 2 

considered the spiritual needs of residents at the end-of-life and after they die. This 

facility covered all funeral costs, played dedicated hymns, and made special food for 

others on the 13th mourn day. Staff of RCF 2 mentioned that they fulfil the last 

wishes of residents; and perform rudri (a Vedic chanting) and aarati (worshipping) 

in the place where the resident die. Consequently, the caregiver in RCF 2 was 

personally involved in the end-of-life care of residents. However, RCF 1 had no such 

arrangements related to end-of-life support for residents.  



105 
 

In terms of the general socio-cultural environment in the RCFs, most of the residents 

moved to the RCF from their home. However, four residents were previously living 

in another RCF before moving to the present RCF. Only one resident was homeless 

before moving to the present RCF. In the case of residents transferred from the 

home, most reported a history of physical or verbal abuse from the husband, 

children, or close relatives. Some residents with a history of abuse made a self-choice 

to move to the RCF; however, a few of them were forcefully brought to the RCF by 

their family members. In the case of the residents moving from another RCF, they 

were forced to move to the present RCF due to the lack of treatment facilities in the 

previous RCF, migration of relatives, or family members. 

In the RCFs, the medium for being in touch with the family/relatives was receiving 

visits/calls/invites. Except for a few participants, most were getting no or the rare 

visit/call/invite from their family/relatives. There were two conditions when 

participants got no visit/call/invite at all: 1) when they had already lost their family 

or had no close relatives, and 2) when the family/relatives back home were making 

no attempts to be in touch with the participants. Remaining participants received rare 

visit/call/invite from their family/relatives, on special occasions. When certain 

families came to visit older adults, co-residents often abused the member for keeping 

their parents in such a state. This fear of embarrassment was one of the reasons for 

fewer family visits. In addition, there were some residents who had come to the RCF 

against the family’s will. Those families did not visit, thinking that residents had 

damaged their reputation by going to the RCF.  

5.3. A Process of Connecting: A Broad Overview 

The process of maintaining spirituality in a RCF is complicated, ongoing, and 

dynamic. Residents described spirituality as the process of connecting with inner-

self, higher being/s, co-residents, family/relatives, and nurses/caregivers. The 

theory—A process of connecting—has three main categories or sub-processes: 

making sense, seeking connections, and maintaining connections. Each of these 

processes is complicated, dynamic, operated by separate conditions, and has different 

consequences. A process of connecting, begins with making sense and continues with 

seeking and maintaining connections. A process of connecting is depicted in Figure 

5.1. Conditions impacting these sub-processes shift as residents continue living in a 
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RCF. As a result, residents can move continuously between and within each of these 

three sub-processes during their residency. The following section will provide the 

details of the first sub-process, making sense. 

Figure 5.1 

A Process of Connecting  

 

Making sense refers to the process of how residents make meaning of the new 

identities-as-residents before they seek and maintain connections in the RCF. 

Broadly, making sense incorporates the strategies that residents employ after being 

admitted into the facility and before internalising the new identity. Making sense is a 

forward-moving process, including the phases of isolating, exploring, evaluating, and 

compromising. In the isolating phase, residents isolate themselves from people inside 

the RCF. Similarly, the phases of exploring and evaluating encompass residents 

exploring and evaluating different dimensions of residential living. In the phase of 

compromising, residents compromised with their newly formed identity as a resident. 

Finally, the overall consequence of the process of making sense is the internalisation 

of the new identity as a resident, which means residents integrating it into their past 

identity.  

Making sense is an iterative phenomenon. The process of making sense is 

conditional on facility structure, rules, regulations; as well as attitudes and practices 
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of nurses/caregivers. When any of these conditions change, residents tend to go back 

to the initial phase of isolation, although for a short time, and eventually through the 

remaining phases of making sense. Making sense, therefore, is an evolving process. 

In making sense, most residents move through these four phases, even though the 

strategies used in each of these four phases and the time required to move from one 

phase to the other can vary among residents. It is also important to note that residents 

go through all these phases, irrespective of their previous knowledge regarding 

residential living, since a new RCF means exposure to a new environment as well as 

people. When residents internalise their new identity as a person lacking connection, 

they start seeking connections in the RCF.  

Seeking connections refers to the process of how residents pursue different sources 

of connections before deciding whether or not to maintain those connections in the 

RCF. Broadly, seeking connections includes the strategies that residents use after 

internalising the lack of connections in their life as a resident before building new 

connections in the RCF. Seeking connections is a forward-moving process, involving 

the strategies of identifying sources, developing connections, and appraising 

responses. Identifying sources refers to residents searching and choosing sources of 

connections in the RCF. Similarly, developing connections indicates residents 

approaching the sources of connections. Appraising responses represents residents 

evaluating the responses of the sources of connections. In seeking connections, most 

residents use these three strategies, even though individual’s approach within these 

three strategies can differ. By employing these strategies, residents build new 

connections while living in a RCF, which is the overall consequence of the process 

of seeking connections.  

The process of seeking connections is conditional on facility arrangement, rules, and 

regulations; as well as co-resident’s language, gender, religious affiliation, and 

attitudes. Similarly, the attitudes and practices of nurses/caregivers working in the 

facility influence the process of seeking connection. When any one of these 

conditions influencing the process of seeking connections are modified, residents 

tend to go back to identify new sources and then through the successive process. 

Seeking connections, therefore, is an evolving process. After building connections, 

residents start maintaining the newly built connections.  
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Maintaining connections refers to the process of how residents retain their newly 

built connections with co-residents, nurses/caregivers, inner-self, and higher being/s 

as they continue living in the RCF. In general, maintaining connections encompasses 

the strategies that residents initiate after building new connections in the RCF. 

Maintaining connections is a continuous process of using three strategies 

concurrently: sustaining connections with co-residents, preserving connections with 

nurses/caregivers, and continuing connections with inner-self and higher being/s. 

Sustaining connections with co-residents refers to the process of how residents 

strengthen or support connections that they built with co-residents, while preserving 

connections with nurses/caregivers describes how residents protect connections that 

they built with nurses/caregivers. Continuing connections with inner-self and higher 

being/s explains how residents keep on connecting with inner-self and higher being/s 

while living in the RCF. Residents continue to use these three strategies throughout 

their residency. In maintaining connections, these three strategies were common to 

most residents despite the variation in approach used by each resident. Finally, the 

overall consequence of the process of maintaining connections is balancing shifting 

connections while living in a RCF. 

The process of maintaining connections is mainly influenced by conditions such as 

decreasing physical abilities, increasing illness of residents, illness or death of co-

residents, and retirement or resignation of nurses/caregivers. Residents are likely to 

encounter these conditions as they continue living in RCF. These conditions can alter 

residents’ entire process of maintaining connections. Maintaining connections, 

therefore, is a dynamic process.  

Taken together, the process of connecting is ongoing, involving continual choice of 

particular strategies—making sense, seeking connections, or maintaining 

connections— in response to the shifting conditions in the RCF. The dashed bent 

arrows pointing to the right and left in Figure 5.1 denotes the ongoing nature of the 

process of connecting.  Residents move to making sense whenever the conditions 

related to the sources of connections change or become unsuitable. For instance, 

when rules change, the residents return to making sense. Similarly, when close co-

residents die, the process of seeking new connections recommence. Therefore, the 

process of connecting is an evolving process. However, residents find it easier to 
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recommence at making sense or at seeking new connections once they have more 

familiarity about how they could begin making new connections.   

5.4. Summary 

This chapter has detailed the study setting of the two RCFs for understanding the 

study findings. The capacities, admission process, available service, policies, and 

socio-cultural environment have been introduced. The chapter also explained the 

theoretical foundations of the process of connecting. The overview of three main 

categories of the theory—A process of connecting; namely making sense, seeking 

connections, and maintaining connections—have been provided. Major 

actions/interactions, conditions, and overall consequences of each process have been 

outlined. The following chapter will address the first category, making sense.  
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Chapter Six: Making Sense 

6.1. Introduction 

The previous chapter provided an overview of the theory—A process of connecting. 

It is established, from the previous chapter, that maintaining spirituality in RCFs, for 

Nepalese residents, involved a process of connecting with inner-self, a higher 

being/s, co-residents, family/relatives, and nurses and caregivers. In order to 

maintain spirituality, residents employed a range of strategies inside the RCF, under 

different conditions, leading to various consequences, which have been ordered 

under three categories: making sense, seeking, and maintaining connections. This 

chapter explains in depth the first category—making sense.   

Making sense refers to the process of how residents make meaning of the new 

identities-as-residents before they seek and maintain connections in a RCF. This 

chapter begins with an in-depth explanation of the four phases involved in the 

process of making sense; namely, isolating, exploring, evaluating, and compromising 

(see Figure 6.1, p. 111). The forward-moving process of making sense is illustrated 

in Figure 6.1 by right-sided solid arrows moving through each phase. Next, the range 

of conditions impacting the process of making sense, including facility structure, 

rules, regulations, as well as attitudes and practices of nurses/caregivers, will be 

explained (indicated by an upward arrow in Figure 6.1). The chapter concludes with 

an explanation of the overall consequence of making sense, which is internalising the 

new identity. 

6.2. Phase of Isolating  

Isolating was the first phase in the process of making sense. This phase began when 

residents arrived and started living in the RCF. Isolating-self occurred in different 

forms; yet, mainly consisted of residents separating themselves physically or 

emotionally from the  people in the RCF by sitting inside a room or in an aloof place 

or roaming alone in the RCF premises, and avoiding interactions. For most residents, 

this phase lasted from one to three months.  
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Figure 6.1 

The Process of Making Sense  

 

 

 

 

 

 

 

 

 

 

The reason why residents isolated themselves initially in the RCF varied. The most 

common reasons for a resident’s initial isolation included the feeling of shame, 

home-sickness, shock, or guilt that developed after being admitted to the RCF. 

Residents also used the strategy of isolating themselves because they felt physically 

and emotionally vulnerable in relation to other residents. Isolating was their strategy 

of avoiding risk to physical or emotional harm and protecting themselves. Similarly, 

fear of being accused of wrongdoing or possessions being stolen, as well as not 

knowing how to interact or to be in facility, were other reasons for isolating 

themselves. One example of a resident’s initial isolation comes from Rita. Rita, like 

most residents, was reluctant to move to a RCF. She wished to survive by working, 

which was how she previously lived. However, when she could no longer work, she 

chose to move to a RCF. She isolated herself in the first few months because she 

developed a sense of shame once she was admitted into the RCF. She recalled: 

[Initially], I used to wear sari (traditional dress) and cover my face with it. 
Then, I used to stay in that corner, where that co-resident is sleeping, and face 
the other way [towards the wall]. I faced that way so that co-residents would 

Making sense 

Phases: Actions/interactions   Consequence 

Isolating→Exploring→Evaluating→Compromising→      Internalising the new identity 

↑ 

    Conditions 

    Facility structure, rules, and regulations 

Attitudes and practices of nurses/caregivers 
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not call me… I used to face that way and prepare batti (cotton threads used 
for worshipping) (pause)… All because I was ashamed… even if it was 
difficult, I would have stayed at my home if I had a family. I had to come 
here (RCF) because I had nobody. So, I used to feel ashamed. [Rita, R, 
RCF1] 

Rita confined herself to an aloof place inside the RCF because she was embarrassed 

that she had to come to live at a RCF and had no one to care for her in her old age. 

She was hesitant to talk to co-residents. She felt that if she initiated any interaction, 

co-residents would think that she was eventually “going to steal their portion of 

things and food” (Rita). This view of Rita was shaped by a condition in the RCF 

where stealing each other’s items was common among residents. She was afraid to 

talk to co-residents due to the possibility of being suspected or accused of stealing. 

Another example of residents isolating themselves is Usha. Usha also did not want to 

move to a RCF. She was forced to do so when her husband neglected and abused her 

verbally and psychologically. She recounted, “we used to fight a lot…my husband 

did not care for me” (Usha). When Usha was admitted in the RCF, she was still 

struggling to cope with the neglect and abuse. She isolated herself because she 

became home-sick once she started living in the RCF:  

In the initial days [in the RCF], (laughs) I used to stay in this window [inside 
my room]. [I used to] look outside, hoping that my family will come [to visit 
me]. I did not weave batti (cotton threads used for worshipping) – hoping for 
my family to come. I anticipated that someone [from the family] who loves 
me would come. [I] strained my eyes looking outside [the window of my 
room]. However, who would come? None. [Usha, R, RCF2] 

As reflected in the excerpt, Usha used to spend most of her time in her room in the 

RCF, looking outside the window and expecting family members to visit. Or else, 

she used to roam alone either on the “roof” or the periphery of the RCF, with 

permission. Like Rita, Usha was afraid to start any interaction with co-residents 

because she perceived that they might misunderstand her, “How do I speak with co-

residents whom I do not know? Some people perceive things badly even if you do 

not intend to (pause). So, I did not speak [with co-residents]” (Usha). Furthermore, 

both Rita and Usha did not initiate any interaction with nurses/caregivers and only 

responded when being asked about something during the time of medication or care. 

Many residents isolated themselves in similar ways to Rita and Usha, having 

developed the feeling of shame, fear, or home-sickness after coming to the RCF.   
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Some residents reported they isolated themselves initially because they were shocked 

that they were brought to the RCF without their consent.  For instance, both Mira and 

Devi were admitted to the RCF without their approval. Mira recalled, “I used to tell 

[my family,] I will not go to the RCF, and [I] do not know what it will be like [in the 

RCF].” Similarly, Devi specified, “[My] relatives told me [about their decision of 

admitting me into the RCF] the day before I was brought here, while we were having 

dinner.” Both Mira and Devi felt shocked when they were forcefully admitted into 

the RCF. Mira expressed how “the first two months [in the RCF] felt different”; she 

continued, “I used to think of home… It was hard. So, I used to… roam [alone] 

around Pashupati (temple) and remember God.” Likewise, Devi described her initial 

experience in the RCF, “When I first came here [in the RCF], I felt like Oh God! I 

used to stay in such a [nice] house… [I asked myself], ‘What have I done that I had 

to come to this place (RCF)?’ ...It felt like I got a bullet shot in my heart.” Due to the 

feeling of shock, both Mira and Devi used to ‘stay alone,’ reflecting on their past and 

trying to figure out what they did wrong that their family or relatives brought them to 

the RCF. Similar to Rita and Usha, both Mira and Devi used to avoid interaction with 

co-residents and “keep quiet” upon seeing co-residents nagging, arguing, and 

physically fighting with each other. As in the case of other residents, Mira and Devi 

were also reluctant to start any interaction with nurses/caregivers, and only replied to 

conversation initiated by nurses/caregivers.   

A few residents isolated themselves during the first few months in the RCF because 

of the sense of guilt. Nisha and Pushpa decided to move to the RCF when their 

family or relatives started abusing them emotionally. “My relatives insulted me, and 

did not even treat me as a human being” (Nisha); “I have a son, but [my] daughter-

in-law took him away [from me]” (Pushpa). However, after coming to the RCF, both 

experienced a sense of guilt for making that decision. Nisha stated, “I wonder what 

made me come here [in the RCF to live]? Should I call this [the result of my bad] 

karma (deeds) or decision?” She mostly isolated herself inside her room and avoided 

any interaction with co-residents/nurses/caregivers because she felt guilty that by 

coming to the RCF to live, she had destroyed the name of her family/relatives. She 

continued, “If someone (referring to other relatives)… finds out that I am living here 

[in the RCF], then it would not feel good, right?…  My brother is famous, including 

my parents” (Nisha). By isolating-self, she was avoiding “awkward” conversations, 
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or meetings, where co-residents/nurses/caregivers might ask her about her family 

background. Pushpa also isolated herself when she developed a sense of guilt after 

getting admitted to the RCF and avoided any interaction with other people: “When I 

first came here [in the RCF], I used to think why I came here?” (Pushpa).   

The form of isolation varied among residents. For a few residents, the form of 

isolation was emotional rather than physical. Maya described that the initial days in 

the RCF were “not difficult” for her because she was “totally frustrated” with her 

“past life,” where her husband and in-laws treated her “badly.” She expressed that 

she did not cry even though “there were so many [new] co-residents who used to cry 

a lot… on the roof [of the RCF]” (Maya). Maya quickly involved herself in activities 

inside the RCF and started helping the co-residents with disabilities as well as 

caregivers. However, she clarified, “I did not use to talk much. I used to remain 

silent, no matter what others said… When you are new [to the RCF], you do not 

know how others are” (Maya). In contrast to other residents, she did not isolate 

herself physically; rather, her form of isolation was emotional. 

Irrespective of the reasons for isolating-self, and the form of isolation, most residents 

described the phase of isolation as one of the most “challenging” times in the RCF. 

During the isolation phase, residents experienced a range of negative emotions such 

as feeling “sad,” “a bit low,” “lonely,” “bad,” and “depressed.” Common to the 

experiences of most residents in the isolation phase was the feeling of being 

physically or emotionally unsafe/vulnerable. Residents employed the strategy of 

isolating-self in order to ensure their physical and emotional safety when suddenly 

exposed to the potential risks associated with an unfamiliar environment, as well as 

people inside the RCF.  

Residents used the strategy of isolating-self episodically or regularly. For most 

residents, isolating-self was episodic, which means they employed this strategy for a 

specific period, usually at irregular intervals. An example of episodic isolation would 

be that of Devi. Devi isolated herself in the beginning; however, as time passed, she 

started interacting with everyone. Nevertheless, when she perceived threatening 

behaviour from some co-residents, for instance, stealing, she went into episodic 

isolation:  
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Everybody is friendly, but 2-3 co-residents are like this (sign language 
indicating bad), with whom I do not want to talk. They curse others to die. 
They steal and keep things. So, I keep my room locked. I neither enter co-
residents’ room nor talk to them. I stay in that junction [near my room], 
quietly… It was a little difficult [condition]… co-residents nag, and it irritates 
me. They fight. They blame each other about stolen things… I do not like 
that… I have not lost anything yet, so why should I fight? So, I keep quiet. 
[Devi, R, RCF2] 

Devi confined herself near her room in order to ensure the safety of herself and her 

possessions, and stopped visiting other co-residents’ rooms for interaction. She only 

continued interacting with co-residents when she felt safe. In this way, residents tend 

to move back to the episodic isolation from selective co-residents when conditions 

inside the RCF change.  

A few residents, however, isolated themselves regularly. For instance, in the 

beginning, Hari used to isolate himself because he could not walk properly due to the 

stiffness of the knee joint. Eventually, he became able to walk with the help of a 

mobility aid. Even then, he chose to regularly isolate himself due to fear of potential 

harm from co-residents living with cognitive impairment: 

[I sit] either in bed or here (chair)… co-residents throw each other’s plates. 
They fight and wrestle, the ones who are out of their mind… I have made 
something like a dining table from the [cardboard] boxes, and caregivers 
bring my food here. I eat here [inside my room]. [I talk] with no one (pause), 
I do not [talk] (pause). These older women (referring to female co-residents) 
are more intimidating than older men. They just roam around, find an issue, 
and start fighting. They will start scolding if they see someone older and 
weaker (pause) their habit and mind have distorted… I spoke to you today. 
Otherwise, I do not talk to anyone. [Hari, R, RCF1] 

Hari described how he always isolated himself—either inside his room or a chair 

outside his room. Hari also turned down all invites for any form of interaction with 

co-residents, nurses/caregivers, or volunteers. Hari confirmed, “That is why the new 

co-residents do not recognise me.” Similarly, despite being physically active, 

Narayan also decided to isolate himself in his room or in the sitting area outside his 

room, listening to the radio. He concluded, “[In this RCF,] there are co-residents, 

whom you cannot even understand… It is better to stay alone than to stay with them” 

(Narayan). In this way, conditional on individual perspectives, residents decided 

upon either isolating-self episodically or regularly. It is important to note that 

residents made this decision only after moving through the entire process of making 
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sense, seeking, and maintaining connections. After initial isolation, residents 

gradually proceeded towards the exploring phase.  

6.3. Phase of Exploring 

Exploring was the second phase in the process of making sense, where residents 

started exploring the dimensions of residential living. This phase commenced when 

residents came to terms with the fact that the RCF is the place where they will have 

to spend the rest of their lives. In the exploration phase, most residents reported 

making a conscious effort to forget about their past life, which was their primary 

concern in the isolation phase: “I used to think of home, and then I started to forget 

[about] it” (Mira); “You have to forget that (past life/family), there is no benefit of 

recalling that” (Ram); and, “I have to forget that (past life/family)” (Nisha). 

Eventually, residents started exploring the dimensions of residential living.  

The dimensions of residential living that residents explored were safety, care, and 

health care provision by nurses, doctors, and caregivers. Similarly, residents explored 

the presence of religious places near the RCF, opportunities for spiritual practices, 

the involvement of nurses/caregivers in spiritual practices, and the ways of being 

treated by nurses/caregivers such as equality, respect, clarity, trust, and continuity in 

care. Other concerns of residents, while exploring the residential living, were 

opportunities for social interactions with community members and volunteers; 

opportunities to voice concerns; a chance to work; flexibility in daily routine; source 

of income or resources (donations); a degree of freedom to talk, eat, and walk. 

Furthermore, residents also explored the scope of decision making power, privacy, 

and dignified care during illness and end-of-life in residential living. Concurrently, 

residents also explored how co-residents talk, behave, or work in the RCF.  

To explore the dimensions of residential living, as mentioned above, most residents 

used the strategy of observing and inquiring. By observing, residents started taking 

notice of different dimensions of residential living. Similarly, during the phase of 

exploration, residents initiated interactions with co-residents, nurses/caregivers, or 

other staff in RCF. The interactions initiated at this point were to inquire about 

different dimensions of residential living, gather information, and get familiar with 
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those dimensions. One resident, Shyam, gave an example of how he explored 

different dimensions of residential living: 

I talked to the security guard [of the RCF]. [Look] he is there doing his duty. 
Eventually, I asked him and learned about the nature of everyone [inside the 
RCF] and other things (referring to different dimensions of residential living). 
Then after, I started looking around, and it happened (referring to 
familiarity)… Then, [I talked to] the co-resident sitting there, [who] was from 
my village… I did not know him before but had known his father, brothers, 
and other families. I knew him only after coming to the RCF. [Shyam, R, 
RCF2] 

Shyam initiated interactions with the security guard of the RCF and a co-resident in 

order to inquire about different dimensions of residential living.  He also started 

observing the different dimensions of residential living. Another resident, Tulasi, 

used similar strategies during the phase of exploration, “A co-resident showed me 

around [the RCF], and after that, I familiarised myself [with different dimensions of 

residential living].” In the phase of exploration, some residents also initiated 

interactions with nurses/caregivers; yet, interactions were mainly restricted to 

acquiring information regarding different dimensions of residential living.  

By exploring the dimensions of residential living, residents were gathering 

information, or getting familiar, and determining what was expected or desired from 

them as a resident. Ram shared his experience in the phase of exploration: 

After coming to this RCF, it took me almost one-two months to understand 
how people are (referring to co-residents/nurses/caregivers/managers)… 
Then, I understood their ways, where they work, and what they talk (pause) It 
has been six years, but female residents and staff have never said ta yesto 
(anything wrong about me). The biggest thing is your mouth (the way you 
speak). If you speak properly and say, “Hajur, baini, chhori (respected, sister, 
and daughter),” what will they do? I tell them sister, daughter, granddaughter, 
go there, and hug them. Then, they say Ba! (Father). [Ram, R, RCF2] 

Ram perceived that being respectful and referring to co-residents, nurses/caregivers, 

and other staff as a family was the expected/desired behaviour from a resident; and, 

as such, decided to act accordingly. What he anticipated to receive from this strategy 

was a respectful treatment from everyone inside the RCF. In the same way, during 

the phase of exploration, Shyam felt that residents were desired or expected to be 

silent and not complain. As a result, he chose to remain silent about his need to be 

involved in social and spiritual activities inside the RCF. He believed that if he spoke 
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about his concerns, he might be removed from the RCF, “I had to wait for three years 

to be admitted into this RCF (pause) I fear it will all destroy [if I start complaining]” 

(Shyam).  

While some of the expected/desired behaviour from residents were made apparent by 

nurses/caregivers and co-residents during initial interactions, others were hidden. The 

way co-residents behaved with each other and nurses/caregivers was interpreted by 

most of the residents as expected/desired behaviour. For instance, many residents 

interpreted that giving money/items to nurses/caregivers is a desired/expected 

behaviour from a resident. Also, residents believed that if they do not give 

money/items to nurses/caregivers, they might not get dignified care during illness 

and end-of-life. In this way, residents determined what is expected/desired from 

them, as a resident, by observing and inquiring about it with co-residents, 

nurses/caregivers, and other staff.    

During the entire period of residency, residents returned to the phase of exploration, 

whenever conditions impacting the dimensions of residential living changed. One 

example of such conditions is the recruitment of new nurses/caregivers in the RCF. 

When this condition surfaced, residents yet again observed and inquired about the 

dimensions such as how new nurses/caregivers are treating residents, do they provide 

opportunities to voice concerns, or do they involve residents in decision making? 

Once again, residents determined the expected/desired behaviour as a resident. The 

next phase after exploration was evaluating.  

6.4. Phase of Evaluating 

Evaluating was the third phase in the process of making sense, where residents 

evaluated the dimensions of residential living. This phase was initiated when 

residents gathered required information about different dimensions of residential 

living. Residents evaluated the dimensions of residential living by comparing it with 

their past life. As a result of the evaluation, residents constructed different images of 

the RCF and identities-as-residents. For instance, Hari used to be an “independent” 

person before coming to the RCF. He had to come to the RCF when he could not 

work. After collecting information about different dimensions of the residential 

living in the exploration phase, he began to evaluate those dimensions by comparing 
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them with his past life; for instance, how he used to earn his living and having the 

freedom to do whatever he liked rather than being dependent on the RCF for food 

and being restricted by the rules as in the case of residential living: 

[At home,] when you are working, you get money, I used to shop all 
around… I used to bring and eat whatever I like. Here [in the RCF], it 
(referring to freedom) will never be as it used to be before [at home]… RCF 
is a place where you beg for food. No good people are living here, only those 
who have suffered and own nothing… I would rather die than to beg for food; 
that is what I wished. However, I ended up here… I never thought I would 
come to the RCF. I thought I would continue working until I die. People can 
live independently if they work until the age of 80 to 85. [Hari, R, RCF1] 

As a consequence of that evaluation, Hari concluded that RCF is a “place where you 

beg for food.” For him, the inability to generate income after being a resident and 

depending on RCF for food felt like begging. His previous identity as an 

“independent” person changed after becoming a resident. He began to perceive 

himself as a person who has “no one,” “nothing to eat,” “own nothing,” “have 

suffered,” and is “unsuccessful.” As did Hari, Narayan, also evaluated the 

dimensions of residential living by comparing it with his past life. After that 

evaluation, he concluded that RCF is a “prison” (Narayan). For him, prison meant 

having no opportunities to voice concerns or do things as he wants, no one to speak 

on his behalf or listen to him, no rights, and no freedom to go outside the RCF. 

Likewise, his previous identity changed, and he started to perceive himself as a 

“prisoner.” Other residents also constructed different images of the RCF and 

identities-as-residents in similar ways.   

In most cases, constructed images of the RCF and identities-as-residents were 

negative. Before coming to the RCF, most residents expressed themselves as a 

person who used to stay in a “rich” or “good” house, or “never begged for anything.” 

After evaluating different dimensions of residential living by comparing with their 

past life, some residents concluded that RCF is a “messy” or “dirty” place, which is 

“not like home,” but a “mental asylum.” Likewise, some residents started to view 

themselves as a person with “bad luck,” who is “sick,” “cannot work,” and have “no 

support,” “no one,” “no shelter,” or “no wealth.” For some residents, their new 

identities-as-residents became that of a person, who is “entangled,” “captured in 

other’s fist,” “under someone else’ command,” “living idly,” or “has to rely on what 

others give.” A few residents also described themselves as a person who is living “by 
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begging,” “eating grains of government,” “eating what others offer,” and “carrying 

[other’s] debt.” Despite marked variation in the constructed images of the RCF and 

identities-as-residents, most had negative connotations. 

Only a few residents constructed positive images of the RCF and identities-as 

residents. For those residents, RCF meant “shelter,” “safe place,” like “a home” or a 

“good” place which has “a touch of truth.” These residents described themselves as 

“lucky” or blessed to be living in the RCF. Ganesh decided to move to the RCF when 

his sons went abroad, and he had no one at his home to care for him. Like other 

residents, Ganesh also explored and then evaluated different dimensions of 

residential living by comparing it with his past life: 

Back home, there was nobody to cook for me… This RCF is good… I can 
pray to the Lord… Yes, it is [easy] because of dharma (spiritual practices)… 
I have been staying here happily… I stay reading books… Sometimes I go to 
Pashupati (temple)… I worship… They had a programme few days back 
where [religious] scripture was recited …I donated… Yes, they do sing 
hymns… I must have done something good before, which is why I am in 
good condition today… If these things (spiritual activities) were not here, I 
would not stay here. This place (RCF) has a touch of truth, which is why I am 
here… Home is a disease… How do you get a disease? If someone (children) 
is suffering [because of parents], you will feel bad. [Ganesh, R, RCF1] 

Ganesh concluded that RCF is a “good” place with “a touch of truth” since, unlike at 

home, he was being taken care of and getting opportunities to participate in spiritual 

practices of his choice. Ganesh described himself as a blessed person who is getting 

to live in such a “good condition.” Likewise, Tulasi, who was physically and 

verbally abused by her husband, evaluated different dimensions of residential living 

by comparing it with the past: 

I would die at home; that was the situation. My husband’s other wives… 
bullied me a lot, even came to my daughter’s place. Then, the situation got 
worse. They even brought a knife, but they hit me with the blunt side, so it 
did not hurt. If I were still there (home), they would have taken my life… I 
feel safe here – I was scared that somebody would kill me back there. Here, 
they provide food, give two sets of clothes every year… Some nurses come in 
the night also. They provide medicine in the morning and evenings… There 
is shelter (a roof over your head). [Tulasi, R, RCF1] 

For Tulasi, RCF meant a “shelter” or “safe” place. She felt that she was fortunate 

enough to get admission into the RCF. Likewise, Rita compared different dimensions 

of residential living with homelessness, her previous situation. She also reported 
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RCF as a “safe place” like “a home and described herself as a “lucky” person who 

“got a new life” in the RCF (Rita).  

A few residents, who used to live in a RCF before coming to the present RCF, 

evaluated the dimensions of residential living by comparing it with that of the 

previous RCF, rather than their home, as in Sanu’s example:  

Janakpur’s RCF (previous RCF) was good. We could listen to bhajans (songs 
with religious themes or spiritual ideas) and pravachan (recitation of 
religious scripture or texts). We used to visit different temples or shrines 
(holy or sacred places dedicated to a specific deity, ancestor, or figure of 
respect, where they are worshipped)… Food is messy here [in the present 
RCF]. Everyone touches food in the kitchen. There was only Brahmin (caste) 
who used to cook and serve in Janakpur’s RCF… it is all messy here [in the 
present RCF]. [Sanu, R, RCF2] 

As revealed in her excerpt, Sanu mainly evaluated two dimensions of residential 

living; namely, opportunities for spiritual practices and the consideration of the 

spiritual belief system. As a consequence of that evaluation, she concluded that the 

current RCF is a “messy” place since food preparation was not according to her 

spiritual belief system, as was the case of the previous RCF. Furthermore, although 

the current RCF did arrange regular bhajans and pravachans, like the previous RCF, 

visits to temples or shrines were rare. Accordingly, Sanu described the previous RCF 

as a “good” place. Sanu used to consider herself a “pure” person in the previous RCF 

due to the regular involvement in the spiritual practices and intake of “pure” food. 

However, in the present RCF, she began to perceive herself as not a “pure” person. 

This is how residents constructed different images of the RCF and identities-as-

residents in the phase of evaluation. After the evaluation phase, residents gradually 

moved to the phase of compromising.  

6.5. Phase of Compromising 

Compromising was the fourth phase in the process of making sense, where residents 

compromised with the identities-as-residents that they constructed in the evaluation 

phase. This phase started gradually, once residents constructed identities-as-

residents. In this phase, residents compromised with the identities-as-residents by 

comparing themselves with co-residents. Residents found ways to be at peace with 

their self-constructed identities. For instance, in the compromising phase, Shyam, 
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like many other residents, began to compromise his identity-as-a-resident developed 

in the evaluation phase by comparing himself with co-residents: 

When I see co-resident’s cases here [in the RCF], I think my case is [much] 
better (pause)… Now, [look at the case of] this older man (co-resident), his 
sons have big buildings and a lot more… His daughters also live around… He 
is living here since nobody cared for him. He is a rich man from Biratnagar 
(place), only until he could work himself… In my case, I have no home, sons, 
and daughters-in-law… This [RCF] is private; the condition of government 
[RCF] is even worse. They do not care if residents are eating, not eating, 
living, or dead. The government pays for the staff, no matter what. I have 
seen [it myself]. [Shyam, R, RCF2] 

As analysed in the excerpt, for Shyam, the reference group for comparison was those 

co-residents who had either sons or daughters-in-law, home, and were rich. He 

perceived that his case was “better” than those co-residents because, unlike him, they 

ended up living in a RCF even after having sons, daughters-in-law, home, or being 

rich. Like other residents, Shyam held the view that if older adults are living in the 

RCF even after having sons, daughters-in-law, home, or being rich, it means that the 

family has abandoned them. Further, he felt that his case was “better” than those co-

residents who are living in the public RCF, where he evidenced the way residents are 

treated is even “worse” than the private RCF. Similarly, Lalita started to compromise 

with the identity-as-a-resident that she constructed, by comparing herself with co-

residents: 

Some co-residents have two sons… Each [resident] has their own sad story. 
We have to eat what others give us (referring to donated foods)... I feel a little 
hurt due to this. You have to accept that after you come here [in the RCF]… 
Yes, sometimes, I do feel low. Wealthier co-residents than me have accepted 
food in a way that is provided to them… Why stay in the RCF if you have 
enough wealth? [Why to stay in the RCF] if you have a son or daughter-in-
law and a home? I do not have anything, which is why I came here… I have 
accepted this place. [Lalita, R, RCF2] 

For Lalita, the reference group for comparison was also those co-residents who had a 

son, daughter-in-law, home, and were rich. Likewise, another resident, Narayan, used 

similar strategies in the compromising phase, “Mothers of ministers are [living] here 

[in the RCF]. Mothers of ministers!” In this way, residents compromised with the 

identities-as-residents by comparing themselves with co-residents.  

Compromising with the identities-as-residents was comparatively more challenging 

for those residents who had a son, daughter-in-law, home, or were from a well-off 
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family. One example is Ram. In the beginning, Ram could not compromise with the 

identity-as-a-resident that he constructed during the evaluation phase and decided to 

return to his home. He recounted, “I went to my home myself, met them (referring to 

sons and daughters-in-law), and stayed there for three-four days. However, they did 

not take care of me. If only they had taken care of me, I would have returned [to my 

home]” (Ram). In this way, when his sons and daughters-in-law did not take care of 

him, he decided to continue living in the RCF, “Now, I will not go no matter who 

comes to take me home, even if son, daughter-in-law or daughter” (Ram). Only then, 

he began to compromise with the identity-as-a-resident, by comparing himself with 

co-residents. For him, the reference group for comparisons was also those co-

residents who had a son, daughter-in-law, home, or were from a well-off family. 

Comparing himself with co-residents from a similar background made Ram feel that 

he was not the only one from that background to be living in a RCF. Another 

resident, Nisha, who belonged to a well-off family and recently completed six 

months in the RCF, shared a similar experience about how she was compromising 

with the identity-as-a-resident. She was also comparing herself with co-residents 

from a similar background, “One co-resident is also from a good family. Others say 

that she has paid 5,00,000 Nepalese Rupees [to get admitted into the RCF]. She lives 

in a single room [in the RCF]… Her sons… went abroad, and brought her here” 

(Nisha). However, she indicated that she is still struggling to compromise with the 

identity-as-a-resident. She believed that her family might come to take her back 

home if the condition in the RCF gets worse for her. She continued, “My close 

people (family/relatives) say, ‘Do not talk to co-residents about anything [related to 

problems], do not show your sorrow… rather tell us. If there is any difficulty, we 

will think about an alternative.’…That is why I am living [in the RCF] satisfactorily” 

(Nisha). Therefore, residents’ background played a significant role in determining 

how residents compromised with the identities-as-residents.  

In the compromising phase, what was common to the experiences of most residents 

was the feeling of having no option other than compromising with the identifies-as-

residents. For instance, Tulasi expressed, “have to accept it (referring to identity-as-

a-resident) if you do not have another place [to live].” Similarly, other residents used 

terms such as “must,” “have to,” or “should,” compromise or accept, while 

describing how they compromised with identities-as-residents. The use of these 
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terms indicated that residents were left with no choice but to compromise with 

identities-as-residents, which, in most cases, were negative.  

6.6. Conditions Influencing the Process of Making Sense 

The process of making sense was conditional on facility structure, rules, and 

regulations; as well as attitudes and practices of nurses/caregivers. Facility structure 

was one of the major conditions that impacted the process of making sense, which 

included the nearness of the RCF to religious places, facility arrangement, and 

environmental aesthetics of RCF premises. When the RCF was near to the religious 

place, it facilitated and supported the regular involvement of residents in spiritual 

practices and programmes. Under this condition, residents constructed comparatively 

positive images of the RCF and identities-as-residents; in turn, making the 

compromising phase easier for them. Likewise, when residents were placed together 

in the same room or floor with co-residents living with cognitive impairments, or 

when the environmental aesthetics was not maintained in the RCF, residents 

constructed comparatively negative images of the RCF and identities-as-residents. 

As a result, the compromising phase became more difficult for residents. For 

example, Hari was kept on the same floor with co-residents living with cognitive 

impairment and cleanliness was not maintained in his floor. Influenced by these 

conditions, he constructed a negative image of the RCF and identity-as-a-resident. 

For instance, he concluded that the RCF is a “dirty” place, and is similar to a “mental 

asylum,” as revealed in the following excerpt:  

Once I went to the mental asylum in India, they (mentally impaired people) 
used to do the same thing. I did not know about this RCF, [I asked,] “Is it a 
mental asylum?” (Laughs) … Then, I woke up in the morning and asked with 
a co-resident why the other co-resident was shouting. Then, she told me that 
they are mentally ill. I asked whether it is a mental asylum or RCF, then she 
said, “It is a RCF, not a mental asylum.”… This place [RCF] is dirty. [Hari, 
R, RCF1]    

Hari also began to perceive himself as an unfortunate and “unsuccessful” person 

having ended up living in such a place. Consequently, these negative images of the 

RCF and identity-as-a-resident, that he constructed, made the compromising phase 

more challenging for him.  
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Another major condition that influenced the process of making sense was the rules 

and regulations of the facility. When residents were provided with the opportunity to 

participate in spiritual programmes, given the freedom for individual spiritual 

practice, provided privacy, freedom to express concerns, walk, and work, or chance 

to interact socially, they constructed comparatively positive images of the RCF and 

identities-as-residents. Consequently, the compromising phase became easier for 

residents. For instance, Shyam was provided with all those opportunities in the 

previous RCF where he lived. The rules and regulations of the previous RCF had a 

positive impact on the image of the RCF and identity-as-a-resident that he 

constructed. The phase of compromising, therefore, became easier for him in the 

previous RCF: 

The chairperson [of the previous RCF] still calls me… I had a good 
relationship with everyone in that village [surrounding the RCF]… Although 
there were very few staff, I had good relationships with them, just like nails 
and flesh. I do not have that [relation) with the staff here… You cannot do 
things as per your wish, nor allowed to (referring to the current RCF)… For 
example, when I was there [in the previous RCF] (pause) 1-2 years ago, they 
even kept me as a priest for 2-4 years. They had a temple there. After that, 
(pause) they said, “Why to keep these older adults idle, let us make them hear 
something.” They collected all the [spiritual] books (pause)… If I start 
boasting about that here [in the present RCF], they [staff] will not believe me. 
What to do in such a place? [Shyam, R, RCF2] 

When Shyam was devoid of the above-mentioned opportunities in the current RCF, 

he constructed a negative image of the RCF and identity-as-a-resident. He concluded 

that the current RCF is not as “good” as the previous RCF and as-a-resident of the 

current RCF, he felt like an “entangled” person; in turn, making the compromising 

phase more difficult for him.   

The next major condition shaping the process of making sense was the attitudes and 

practices of nurses/caregivers working in the RCF which accelerated/eased the 

process of moving from isolation to compromise. In this study, while most of the 

nurses/caregivers recognised residents’ strategy of isolating themselves, only a few 

nurses/caregivers were conscious of how severe the consequences of the isolation 

could be. Consequently, only a few nurses/caregivers intervened when they found 

new residents isolating themselves in the RCF, and helped them move from isolation 

to the compromising phase. For instance, one nurse, Hina, recounted how a new 

resident in the RCF died isolating herself, “She (referring to one resident) always 
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used to think of her home. She used to say, “[Did] my daughter come? [Did] my 

daughter come?”… She also used to think of her wealth [at home]. Then, she died 

due to depression, poor her” (Hina). Being conscious of what could go wrong if new 

residents keep on isolating themselves, Hina prioritised the resident’s need for 

interactions along with other needs when residents were isolating themselves. She 

shared how she initiates interaction and helps new residents move from the phase of 

isolating to compromising:  

I tell residents that you should not worry, and this place (RCF) is very good. 
There are friends here, talk to them, and laugh with them. I tell them not to 
stay alone, that’s it, right? I keep saying that. That will lighten resident’s 
hearts. Sad residents can relate to those who are experiencing the same 
feeling. That is (laughs) what I think. [Hina, N, RCF2]  

Hina encouraged residents to avoid staying alone, focus on the positive dimensions 

of the residential living, communicate with co-residents, and share inner feelings. 

Another caregiver, Kala, reported using similar strategies in relation to helping 

residents move from isolation to the compromise phase.  

The attitudes and practices of nurses/caregivers further influenced the images of the 

RCF and identities-as-residents that residents constructed. When nurses/caregivers 

prioritised the physical needs of the residents over other needs, and did not allocate 

time for other needs, residents constructed negative images of the RCF and 

identities-as-residents. In these conditions, residents indicated life in RCF as 

meaningless, and described themselves as “sick,” “weak,” or “dead weight.” One 

example is Nisha. While describing how she used to be treated in the previous RCF, 

Nisha stated, “I understood that others (nurses and caregivers) saw me like a dead 

weight. I could not buy medicine for myself, neither cook, wash dishes, or clothes for 

myself… In the previous RCF, four months felt like four years. They (nurses, 

caregivers, and co-residents) intimidated me after I got sick.” Consequently, the 

compromising phase became more difficult for Nisha in that condition.  

In contrast, when nurses/caregivers valued residents’ spiritual belief system; 

involved them in the decision making process; gave opportunity to voice their 

concern/needs and to contribute according to their capability; or rewarded for simple 

contributions they made in RCF; residents perceived residential living as purposeful, 

and described themselves as active, capable, and worthy individual. For instance, 
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when nurses/caregivers gave Rita, who used to hide from everyone, the opportunity 

to voice her concerns/needs, she started to speak in group meetings and later, became 

a lead speaker. In that condition, she constructed a comparatively positive image of 

the RCF and identity-as-a-resident; in turn, making the phase of compromising easier 

for her: 

We used to have a [group] meeting every 15 days… and they 
(nurses/caregivers) used to make me speak… Then, everybody (co-residents) 
used to agree with me… By group, I mean the group of older adults gathered 
in the office for the meeting… Yes, it was good. However, it happens no 
more… They had a microphone for us to speak. Then the staff would start by 
asking who wants to share their difficulties here and they used to call me. 
Others did not use to speak, so I would be the one who spoke mostly… I feel 
I am lucky. I say I am lucky because before, I did not even know how to 
speak, right? I used to hide. I used to feel ashamed of showing my face. [Rita, 
R, RCF1] 

When group meetings stopped in the RCF, Rita could no longer use her voice as a 

leader, and it shifted her previous identity as a valued resident. However, Rita started 

expressing the concerns of residents with volunteers or nursing students visiting the 

RCF. Similar to Rita, when Maya was allowed to assist/contribute in 

nurses/caregivers’ work, she also described herself as an active, capable, and worthy 

resident, “I used to help in doing all sorts of work… I never said no to work… I used 

to serve food to co-resident’s room and help to prepare a meal. I got an award for my 

work” (Maya). Eventually, that condition eased the compromising phase for Maya. 

However, when Maya could no longer work, it shifted her previous identity as a 

valued resident. 

6.7. Overall Consequence of the Process of Making Sense: Internalising the New 

Identity  

Residents moved through the four phases of isolating, exploring, evaluating, and 

compromising in response to the shifting conditions, as mentioned above. The 

overall consequence of the process of making sense was internalising the new 

identity. Internalising the new identity refers to residents integrating within self the 

norms of residents, such as the shared pattern of behaviour (practices), core values, 

beliefs, or goals, which are held by most co-residents in RCF. In other words, when 

residents internalised the new identity, they started acting according to the group 
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norms of the RCF. Some residents were mindful of the process of internalisation; in 

some cases, it also occurred submissively.  

The internalisation of the new identity was a complex process that occurred 

gradually. In this study, despite marked variations in constructed identities among 

residents, most of them described themselves as a person who has “no one” or is 

disconnected from past relationships. However, this identity as a person lacking 

connections did not occur immediately. The main condition that triggered residents’ 

feeling of having no one or disconnected from past relationships was when 

visits/calls/invites from family/relatives steadily reduced or stopped after they started 

living in the RCF. Decreasing visits/calls/invites generated different emotional 

reactions in residents. The most common emotional reactions reported were the 

feeling of deception, abandonment, and marginalisation. 

Nepalese residents, who held filial values, hoped to remain connected with 

family/relatives even in the RCF. When most residents did not get regular 

visits/calls/invites from their family/relatives, they experienced it as deception and 

abandonment. One resident Mira, who had been living there for five years, recounted 

how her family tricked her moving into the RCF first, and then deceived and 

abandoned her: 

Family… that is why I am here. Otherwise, I would not be here, did not even 
want to come here… I cried on the bus, but they told me not to cry and 
consoled me, then brought me here. They said, “We will come to see you,” 
and “We are always there for you.”… Till now, my daughter has not visited 
me. My uncle and his son, who brought me here, visit exactly once a year. 
That is it. They do not call. [Mira, R, RCF1] 

Usha also shared her experience of being deceived and abandoned by her daughters 

after moving to RCF, “She (daughter) comes when I call her, who else would? 

Nobody comes. My eldest daughter is rich now and has forgotten the hard times. She 

has forgotten how this mother has raised her.” Likewise, Ram expressed how his 

children have deceived and abandoned him by failing to remember his contributions: 

We raised, educated our children, and arranged their marriage. I had two sons 
and two daughters… Chhora chhori le yaad garenan (My children did not 
think about me). The biggest thing is, bal chhaunjel sabai ko afno (when you 
are strong, everyone owns you). Children! I told you that it had been six years 
and children, no one has come… It did not come to my son’s and daughter’s 
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thinking that their father has gone through all these miseries [to raise them]. 
[Ram, R, RCF2]  

For other residents, not getting expected visits/calls/invites meant being 

marginalised. For instance, When Maya did not get regular visits/calls/invites after 

coming to RCF, she expressed, “They (family/relatives) could [come] if they wanted. 

They do not come here …they are big rich people. I go myself.” In the same way, 

Sanu stated that “They are rich. They would not come. They are big.” Both Maya 

and Sanu marginalised themselves as an insignificant group of people for living in a 

RCF which, according to them, is not the socio-culturally ideal place to live. As a 

result, they perceived that big, rich people do not visit/call/invite people living in a 

RCF. Likewise, other residents interpreted lack of visit as being marginalised as a 

group of older adults, neglected by the family, “thrown” or destitute, irrespective of 

their background.  

The lack of connection was the main concern of Nepalese residents. The perceived 

lack of connection and the associated feeling of deception, abandonment, and 

marginalisation triggered residents to take further action or become involved in 

further interactions in order to fulfil the lack of connection. Consequently, the shared 

goal among residents became seeking connections of some form or the other. In 

order to achieve that shared goal, the strategies that most residents employed after 

this point became shaped by the shared pattern of behaviour (practices), core values, 

and beliefs of the group of residents living in the RCF (detailed in chapter seven).  

6.8. Summary 

This chapter has introduced making sense, the first main category of the theory—A 

process of connecting. It is established that making sense is a forward moving 

process, which includes four phases of isolating, exploring, evaluating, and 

compromising; and leads to the consequence—internalisation of the new identity. 

The details of each phase have been explained; as well as how facility structure, 

rules, regulations, and attitudes and practices of nurses/caregivers influence the 

process of making sense. The final section addressed how residents internalise their 

new identity. The following chapter explores the second main category of the theory: 

seeking connections. 
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Chapter Seven: Seeking Connections 

7.1. Introduction 

The preceding chapter presented a detailed explanation of making sense, the first 

main category in the process of connecting. The previous chapter has shown that 

most residents internalised the lack of connections in their life as a resident. 

Conditional on the perceived lack of connections, residents then initiated a range of 

strategies to seek connections in RCFs. This chapter unfolds the second main 

category—seeking connections.   

Seeking connections refers to the process of how residents pursue different sources 

of connections before deciding whether to maintain those connections in a RCF. This 

chapter provides an in-depth explanation of the actions/interactions involved in the 

process of seeking connections; namely: identifying sources, developing 

connections, and appraising responses (Figure 7.1.). Right-sided solid arrows in 

Figure 7.1 symbolize the forward-moving process of seeking connections. The range 

of conditions impacting the process of seeking connections, including facility 

arrangement, rules, regulations, co-residents’ language, gender, religious affiliation, 

attitudes, and the attitudes and practices of nurses/caregivers, will also be explicated 

(indicated by an upward arrow in Figure 7.1). Finally, an explanation of the overall 

consequence of seeking connections—building new connections—is provided.  

Figure 7.1 

The Process of Seeking Connections  

 

 

 

 

 

 

Seeking connections 

Strategies: Actions/interactions    Consequence 

Identifying sources→Developing connections→Appraising responses → Building new 

connections 

↑ 

   Conditions 

Facility arrangement, rules, and regulations  

Co-residents’ language, gender, religious affiliation, and attitudes 

Attitudes and practices of nurses/caregivers        
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7.2. Identifying Sources  

Identifying sources was the first strategy used by residents in the process of seeking 

connections. Identifying sources mainly consisted of residents searching for, and 

choosing sources of, connections in RCFs. Identifying sources commenced when 

residents internalised the lack of connections in their life, as a resident; after which, 

residents started searching for, and choosing sources of, connection in the RCF. 

Building on the information gained during the exploration phase, residents identified 

both internal and external sources of connection in the RCF. Residents identified 

inner-self and higher being/s as an internal source of connection in the RCF. External 

sources of connection identified by residents included co-residents, nurses, 

caregivers, students of different colleges coming for RCF visits, volunteers, donors, 

other staff (gatekeeper, kitchen staff), and spiritual advisors (Brahmin, Guru). Only a 

few residents recognised family/relatives as their sources of connections while living 

in the RCF.  

Most Nepalese residents identified inner-self and higher being/s as their primary 

source of connections in the RCF. This choice was shaped by their socio-cultural, 

religious background, as well as history. According to socio-cultural and religious 

background, most residents considered connecting with inner-self and higher being/s 

as the main spiritual task to be fulfilled during old age. Influenced by the history of 

emotional abuse from family/relatives, most residents initially reported losing faith in 

relationships, in general. As a result, in the beginning, residents did not consider 

other people in RCFs as sources of connections.  

As time passed, residents started searching for external sources of connections in the 

RCF. Initially, most residents identified those co-residents as sources of connections 

who were of the same gender, living near to their room, following the same religious 

affiliation, and had some form of past connection such as the same town or sharing 

common-friends. Later, residents started searching for those co-residents who could 

participate in, facilitate, or respect their spiritual practices. Similarly, most residents 

initially identified those nurses/caregivers as the sources of connection, who 

allocated time to communicate with residents. Eventually, residents started searching 

for those nurses/caregivers who could participate in, facilitate, or respect their 

spiritual practices. Likewise, some residents started looking for spiritual advisors 
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who could guide them in spiritual practices. For instance, Sanu identified one 

caregiver, some co-residents, and a spiritual advisor as sources of connections in the 

RCF:  

We have nani (caregiver). She (caregiver) gives us arti (advice, moral 
lessons, counselling) and preaching (teaching religious messages and 
beliefs)…  I wake up early in the morning [for doing spiritual practices]. 
They (roommates) scold me for waking up too early. I do not care… I feel 
extreme happiness, we (other co-residents) all meditate in the morning. We 
offer bheti (cash as an act of religious devotion) to baba (religious figure of 
respect). We have one lady (spiritual advisor) who comes to teach us murali 
(one form of religious teachings). [Sanu, R, RCF2] 

When Sanu found that her roommates disrespected her spiritual practices, she started 

identifying other co-residents involved in spiritual practices like her. Likewise, Sanu 

started identifying those caregivers and spiritual advisors who participated in, 

facilitated, and respected residents’ spiritual practices. Usha, too, identified those co-

residents, caregiver who participated in, facilitated, and respected her spiritual 

practice as sources of connection: 

My close friend is X (co-resident). Even she (close friend) follows Om Shanti 
(religious group), and we share food if somebody has brought it… Y 
(caregiver) takes me for a walk around sometimes. She (caregiver) took me to 
Triveni, Lumbini, and Chandragiri (temples). Then she took me to Salinadi 
(religious place)… The biggest one we follow is Shiva (higher being). Shiva 
is the only one we believe in, not others… After coming here (RCF), I started 
following dharma (spiritual practices). [Usha, R, RCF2] 

As with Sanu and Usha, many residents identified sources of connections in the RCF 

based on the support they received in performing spiritual practices. For residents, 

having support in conducting spiritual practices meant sharing similar values, beliefs, 

interest areas, and goals, making the form of interactions meaningful.  

A few residents also identified people outside the RCF, such as visitors, students, 

volunteers, donors, as their source of connections. For instance, Nisha regarded 

nursing students visiting the RCF as her sources of connection in addition to inner-

self and higher being/s. Nisha expressed, “Here (in the RCF), many [nursing] 

students come to do an internship. They spend a lot of time with me. Everyone calls 

me mother, mother! One girl took my number, and she called me a few days back.” 

Similarly, Rita and Ram also identified nursing students as their sources of 

connection in RCF: 
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The [nursing] students were here (in the RCF) a few days back. [Nursing] 
students stay with me for a long time when they come. We also dance and 
have fun. They make all the older adults dance… Some come here for 15 
days, some for 10, 5, 6, and some for 8 days. Moreover, on the last day, they 
bring Coke, Fanta, biscuits, distribute Frooti (mango drink) and have fun 
(pause)… Now [I am] wondering when the next [group of nursing students] 
will come. [Rita, R, RCF1] 

Look, in every 6-8 days, they (nursing students) come… Then, it will be 
pleasant here [in the RCF]. When you look at these people (nursing students), 
you feel peace in your heart (laughs)… I told you, nobody talks [other than 
that]. When they (nursing students) come here, they say grandfather, father, 
distribute fruits, and then they go there (another end of the RCF)… Even if 
you are not feeling peaceful, you will find peace when they come here [in the 
RCF]. [Ram, R, RCF2] 

For Nisha, Rita, and Ram, the primary source of connection in RCF, however, was 

inner-self and higher being/s.   

Few residents also identified family/relatives as sources of connections while living 

in the RCF. In contrast to most of the residents, these residents were getting regular 

visits/calls/invites from their family/relatives; support in conducting spiritual 

practice; were being taken care of, listened to, respected, and loved. For instance, 

Shyam and Tulasi recognised their daughters as sources of connections, even while 

living in RCFs: 

They (daughters) keep on visiting [me] even though I am living here [in 
RCF]… My daughters have done so much for me (pause)… keep on calling 
me… she (one daughter) paid all the cost of my treatment when I was ill… I 
have seen other’s (co-resident’s) daughters as well but have not seen doing as 
much as my daughters (pause)… From their (daughters’) help, we called a 
reputed priest. They (daughters) said you do not have to bear anything, and 
we will arrange everything… He (priest) conducted the ritual very well… In 
my chaurasi (ceremonial worship done after turning 84 years old), my 
relatives and brothers came. [I] put on tika (the mixture of vermillion powder, 
yogurt, and rice) and donated a small amount of money. [Shyam, R, RCF2] 

She (daughter) asks me to come (to her house) for 2-4 days, but I do not feel 
like it… She takes me with her when I am sick. She brings a taxi to take me 
to the hospital to her home, where a doctor can visit. I have to call her, and 
she comes (pause). She has given me a phone… My [another] daughter says 
the same from the village… They love me a lot – which they should. They do 
love me. [Tulasi, R, RCF1] 

Both Shyam and Tulasi anticipated having family support throughout their residency. 

Nevertheless, they also searched for other sources of connections in RCF, as did 
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most residents. However, the primary source of connections identified by both 

Shyam and Tulasi was still inner-self and higher being/s. Despite variation in sources 

of connections in RCFs, connecting with inner-self and higher/being were 

fundamental for most residents.  

Identifying sources of connection was a continuous process. Over time, conditions 

surrounding the identified sources of connection changed. For instance, co-residents 

identified as sources of connections became ill, died; nurses/caregivers resigned; 

family/relatives stopped visiting/calling/inviting, respecting, or supporting spiritual 

practices. Under these conditions, residents moved back to identify new sources of 

connection. Residents continued to identify sources of connections throughout their 

residency, which is why identifying sources was a continuous and dynamic process. 

The next strategy used by residents in RCF was developing connections with their 

identified sources.   

7.3. Developing Connections 

Developing connections was the second strategy used by residents in the process of 

seeking connections. After identifying the sources of connections, residents started 

approaching those sources to develop connections with them. Strategies used by each 

resident while approaching the sources of connections differed. Nevertheless, what 

was common to the strategies used by most residents was allocating time for the 

identified sources of connections and getting involved in regular interactions. 

Residents allocated different times of the day for developing connections with 

identified sources of connections. Most residents allocated morning or night for 

developing connections with inner-self, higher being/s, or spiritual advisors. 

Similarly, lunch and after lunchtime was allocated for developing connections with 

co-residents, visitors, students, volunteers, or donors. Likewise, most residents 

allocated evening time to develop connections with some nurses/caregivers or other 

staff considering it as a non-peak hour for them. During the allocated time, residents 

started getting involved in regular interactions with identified sources of connections. 

By employing this strategy, residents aimed to develop connections in the RCF.  

Residents who identified inner-self, higher being/s, and spiritual advisors as their 

primary sources of connections, started getting involved in individual, as well as 
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group, spiritual practices in the RCF. In most cases, spiritual practices included 

reading or discussing religious scriptures, listening to hymns, chanting hymns, 

preaching, doing yoga, meditation, praying, worshipping, visiting the temple, making 

batti (cotton threads used for worshipping) and lighting them. Astha, like most of the 

residents, started participating in a different form of spiritual practices inside the 

RCF, intending to develop connections with inner-self and higher being/s:  

After I wake up in the morning, I go for prayer and chant hymns in that shed 
over there [in the RCF]. Yesterday, a group of Sai Ram (type of a religious 
group) came… I go there every day in the mornings. But I cannot go to 
Pashupati (temple) alone [without friends]… I lighted [cotton threads] 2-4 
times [in the temple] after making them. Now I cannot make it because I do 
not have the strength. I donate items [in the temple], worship… I meditate… 
Then do exercise [yoga] like this. The [student] nurses teach how to exercise 
(laughs)… They teach, and I practice it… I am a lonely woman (pause). God 
is with me… I feel uneasy [when not involved in spiritual practices]. I have 
regularly participated in prayers. I do what I can, even when I am weak. 
[Astha, R, RCF1] 

Spiritual practices became Astha’s “routine” in the RCF. Similarly, Ram started 

regularly participating in spiritual practices in the RCF, “I go to [listen to the] 

preaching class. I light up batti (cotton threads used for worshipping), and take 

higher being/s’ name. I go to that temple in the morning… I meditate and offer some 

flowers and rice” (Ram). In general, most residents incorporated spiritual practices in 

their daily routines in order to develop connections with inner-self and higher 

being/s.  

Some residents, who identified spiritual advisors as sources of connections, started 

donating items or money in order to develop connections. In return, residents 

expected guidance from spiritual advisors in performing spiritual practices. For 

instance, when Tulasi and Rita found that group spiritual practices were occurring 

without spiritual advisors in the RCF, they searched for spiritual advisors outside the 

facility and started donating to those spiritual advisors in order to develop 

connections with them:  

Only if you have wealth, you can do dharma (spiritual practices), and 
otherwise, the Brahmin (spiritual advisor) will not come until given money. 
You have to pay for his recitation [of religious scripture]. If he feels bad 
[when given nothing or less money], what is the point of doing it? If you give 
more (items/money), he will leave happy… In Aausi Purnima (holy day), the 
Brahmin (spiritual advisor) comes, and [I] put tika (the mixture of vermillion 
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powder, yogurt, and rice) on him (laughs). I am at least doing that. If he does 
not come, I feel dissatisfied. When they come, I feel like giving fruits and 
food. [Tulasi, R, RCF1) 

By other donations, I mean for the priest who used to come here for a long 
time. I give to the priest 50-100 Nepalese rupees, depending on how much I 
have in my pouch… The priest asks with hope… I know their behaviour and 
what they expect. I did chaurasi (ceremonial worship done after turning 84 
years old) from my own money [with the help of spiritual advisors]. I 
donated... At that time, I sold my Tilari, Jhumka, Dhungi (ornaments), and 
ring. I contributed 24,000 rupees for the Puran (form of spiritual practices). 
[Rita, R, RCF1] 

Similar to Rita and Tulasi, other residents also reported using strategies to develop 

connections with spiritual advisors when the RCF did not arrange for that. When 

group spiritual practices occurred in the guidance or presence of spiritual advisors (as 

arranged in one of the RCFs), it increased residents’ opportunities for regular 

interactions with spiritual advisors; in turn, helping them develop connections with 

each other. This is how residents strategised to develop connections with inner-self, 

higher being/s, and spiritual advisors.  

Residents who identified co-residents as sources of connections started spending 

regular time with them to develop connections. In most cases, spending time with co-

residents involved sitting together, chatting, asking, and listening to their past stories, 

discussing religious scriptures, and joining in their spiritual practices such as visiting 

the temple or worshipping or making batti (cotton threads used for worshipping) 

together. Ram started spending time with those co-residents whom he identified as 

sources of connections in RCF: 

In the beginning, you will not know people unless you get to know them. If 
you had come today and walked right away, how would I know you?... I 
know everything now after talking to you. I got along [with co-residents] like 
this… I chat, two of them (male co-residents) live there (pointing to the other 
side of RCF). I do not have friends in my room… He had some books 
[religious scriptures] to read. [Ram, R, RCF2] 

As noted in the excerpt, Ram started chatting and discussing religious scriptures with 

co-residents to develop connections with them. To develop connections, some 

residents also started gifting donated material or money to co-residents. For instance, 

Astha recounted how she developed connections with co-residents, who later became 

her close friends, by gifting them donated items: “How do I say this? (laughs) [I 
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shared with co-residents] things that have been donated, and gave gifts, leaf (of 

religious importance).” In this way, residents worked to develop connections with 

co-residents.  

Residents who identified nurses/caregivers as sources of connections started 

interacting with them regularly to develop connections. For regular interactions, most 

residents started waiting for the shift of their choice of nurse/caregivers to express 

physical needs. Another opportunity for residents to have regular interactions with 

caregivers was when group spiritual practices in the RCF occurred in the guidance or 

presence of the caregivers. Under this condition, residents started regularly 

interacting with the caregivers seeking information on spiritual knowledge or how to 

conduct spiritual practices. These strategies helped facilitate the development of 

connections with caregivers. Some residents also started gifting donated material or 

money to nurses/caregivers identified as sources of connections. For instance, Devi 

revealed her strategy of developing connections with nurses/caregivers of her choice: 

They (nurses/caregivers) do not say anything, what would they? They come, 
provide medicine, ask how I am feeling… and [provide] food and go… I talk 
[with nurses/caregivers]… I do not share my feelings… I only reply to things 
that the nurses/caregivers ask… Nowadays, I donate in every month 
(pause)… Whatever I can… My senior citizen allowance does not come now, 
I get it in Ashad (June-July)… Have to give [money] to the kitchen [staff], 
other staff (nurses/caregivers), and managers. [They] say, “You just came, do 
not give money” (laughs)… I say, “Everyone else (all co-residents) gives, so 
I cannot be the odd one.” [Devi, R, RCF2] 

Devi recently completed six months in the RCF. Through the social interactions that 

she had during that time, she decided to use the strategy of only communicating 

physical needs with nurses/caregivers. Like many other residents, she perceived that 

in order to develop connections with nurses/caregivers, residents should be donating 

something regularly to nurses/caregivers.  

Some residents, who identified students, volunteers, donors, other staff as sources of 

connections, started spending regular time interacting with them. Similarly, the few 

residents who identified family/relatives as sources of connections also allocated 

time for them by calling/visiting on important occasions. Nevertheless, those 

residents were also involved in developing new connections in the RCF. Developing 

connections was a continuous process. Residents continued working towards 
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developing connections with identified sources. After putting effort into developing 

connections with identified sources of connections in RCF, the next strategy used by 

residents was appraising responses.  

7.4. Appraising Responses 

Appraising responses was the third strategy used by residents in the process of 

seeking connections. Appraising responses mainly consisted of residents assessing 

the response from the external sources of connections against their expectations. 

Appraising responses began as soon as residents approached external sources of 

connections in the RCF. Therefore, developing connections and appraising responses 

occurred concurrently.  

After initiating strategies to develop connections with external sources of 

connections, residents started appraising the response from those sources. The 

appraisal of the response was mainly based on residents’ expectations from a source. 

For instance, most residents expected that spiritual advisors would 

guide/assist/facilitate them in performing spiritual practices or participate in/respect 

their spiritual practices. When the response from the spiritual advisors matched 

residents’ expectations, they decided to continue developing connections with them. 

In contrast, when a spiritual advisor responded in a different way than expected, 

residents decided to limit or stop developing connections with that spiritual advisor 

and started identifying other sources. For example, Tulasi initially identified several 

spiritual advisors outside the RCF as her sources of connections and worked to 

develop connections with them. However, after appraising the response from the 

spiritual advisors, who did not come routinely as expected to help her perform 

spiritual practices, Tulasi stopped developing connections: “I get angry if they 

(spiritual advisors) do not come [regularly].” She then started identifying other 

sources of connections; alongside, continuing to develop connections with those 

spiritual advisors whose response matched her expectations.  

In the case of co-residents, most residents anticipated them to be trustworthy, 

cooperative, and compassionate. Residents also expected co-residents participate in, 

facilitate, or respect their spiritual practices. When the response from the co-residents 

matched residents’ expectations, they decided to continue developing those 
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connections. However, when some co-residents responded differently than 

anticipated, residents decided to limit or stop developing connections and started 

identifying other sources. For instance, Narayan had identified co-residents as 

sources of connections in the RCF and initiated strategies to develop connections 

with them. Narayan expected co-residents to be cooperative, loving, and easy-going. 

Narayan also anticipated that co-residents would participate in, facilitate, or respect 

his spiritual practice. After appraising the response from co-residents based on his 

expectation, Narayan concluded:  

If the person [co-resident] living beside you in bed talk politely, nicely, 
aesthetically, lovingly, then you chat with them. You get to know about that 
person, and that person gets to know you. If they (co-residents) talk 
boastfully, with attitude, and cynically, you will know nothing [about them], 
even when they stay beside your bed [in the same room]. [Narayan, R, RCF1] 

Narayan also found that most of the co-residents followed different spiritual practices 

than his own, and did not participate in, facilitate, or respect his spiritual practice, 

“They (co-residents) do hymn singing in the morning, but it is different… they (co-

residents) do not listen to the preaching that I listen to. They do not like it” 

(Narayan). Thus, Narayan decided to stop developing connections with those co-

residents and started identifying other sources of connections.  

Another example is Tulasi. Tulasi also anticipated co-residents to be empathetic, 

loving, and supportive of her spiritual practice. After appraising the response from 

the co-residents based on her expectations, she stated: 

There is nobody (co-residents) who sympathises with my situation here 
except higher being/s… Even though there are people (co-residents) who 
help, my soul has accepted that nobody sympathises with my situation. 
Others’ soul does not love my soul. I understood that... Once God loves you, 
you do not feel the hurt caused by humans. If you love others (people), you 
cry with tears… I have two daughters, and that is where my soul will go – 
where else would it go? …I do not have friends to walk together. Others walk 
fast, which I cannot. If I had a friend who loved me, we would walk 
together… [I] have not gone to Pashupati (temple). [Tulasi, R, RCF1] 

In this way, when Tulasi’s expectation did not match with the response of co-

residents, she stopped developing connections with them. Eventually, she started 

identifying other sources of connections.  
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As regards the nurses/caregivers, most residents expected them to provide loving, 

unbiased, dignified, and continuous care. Similarly, most residents anticipated that 

nurses/caregivers would participate in, facilitate, or respect their spiritual practices 

while living in the RCF. When nurses/caregivers responded according to their 

expectations, residents decided to continue developing connections. Alternatively, 

when the response of some nurses/caregivers did not match residents’ anticipated 

response, they decided to limit developing connections with those nurses/caregivers 

and started identifying other sources. For instance, Shyam expected nurses/caregivers 

to provide unbiased, loving, and dignified care. Shyam also anticipated that 

nurses/caregivers would support him in his spiritual practice. When the response of 

nurses/caregivers did not match Shyam’s expectations, he reported, “You cannot do 

things as per your wish, nor allowed to.” Shyam limited developing connections with 

those nurses/caregivers and started identifying other sources. On appraisal, the 

response of one nurse matched Shyam’s expectations: 

The nurse is excellent. The nurse is not biased. She goes to everyone, asks 
them if they need any help, and help accordingly. She does everything. She 
has quite nicely maintained the timetable of medicine, [she] is lovely… Now, 
it is worthless to see caste in this era. We do not know her (nurse’s) caste. We 
do not care even if she is a podini (lower caste). Not only me, but she has 
adequately served every one of us. Besides Saturday and other public 
holidays, she works from 10 in the morning to 5-6 in the evening… See, this 
sister (nurse) is like God. [Shyam, R, RCF2] 

Based on his appraisal, Shyam continued developing connections with that nurse. 

Rita also anticipated caregivers to be loving, compassionate, and caring; yet, on 

appraisal, the response of caregivers did not match her expectations: 

What happened now is that nobody (caregivers) is in contact; they all live on 
that side [of the RCF]. I do not go there. That is why we are not in contact… 
The caregivers should have asked what they should be doing to serve the 
older adults better. They are being paid for it. It is not just about washing the 
vegetables. They are here to care for older adults and should be doing that. 
They should ask whether we are feeling good, whether we have eaten or 
not… They (caregivers) can at least ask the older adults about their problems 
and report that in the office. Yes, I want to see that behaviour in them. That 
should come in their thoughts. They (caregivers) should learn to love. [Rita, 
R, RCF1] 

In this way, Rita decided to limit developing connections with those caregivers and 

started identifying other sources.  
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Appraising response also applied to those residents who identified family/relatives as 

their sources of connections while living in the RCF. Those residents anticipated that 

family/relatives would continue visiting/calling/inviting, listening to them, loving, 

supporting in fulfilling spiritual needs, caring during illness, providing financial 

backup, and respecting. On appraisal, when the response of family/relatives was as 

expected, residents continued calling/visiting them on special occasions. However, 

when the response of family/relatives did not match the intended response, residents 

decided to limit/stop calling/visiting them. After appraising the response of the 

family/relatives, Nisha perceived being disrespected by family/relatives and, 

therefore, decided to stop visiting family/relatives: 

Today is the wedding day of my sister’s grandson. She (sister) said she could 
not come [to pick me up], but she will send someone if I wanted to go. I told 
her, “I have just arrived and it is hard for me to walk in a crowd, so it will be 
difficult for me”… She (sister) asked me to come to the party palace (hall) at 
least. I said, “I do not have clothes that suit the occasion, and the relatives are 
pretty distinguished, so I will not come”… My relatives at home are angry 
though. They think I [have] caused them embarrassment. Nobody else has 
been in this situation (referring to living in RCF). [Nisha, R, RCF2]  

Nisha anticipated that family/relatives will embarrass her if she attends the 

ceremony. As a consequence, despite her ability, Nisha decided not to visit the 

family/relatives on this special occasion, even after being invited. As in the case of 

Nisha, when Sanu perceived not being respected by her family/relatives, after 

appraising their response, she also decided not to visit the family/relatives, “I was 

invited to one marriage ceremony of my sister's granddaughter. I will not go. Who 

will take me there [ceremony] in the vehicle, and who will drop me here [in the 

RCF]? Do I have that respect… Isn’t that respect? …They (family/relatives) cannot 

give that [respect]… I said, “I will not go.” In this way, residents decided to 

continue, limit, or stop developing connections with identified sources. Appraising 

response was a continuous process. Residents continued to appraise the response of 

identified sources throughout their residency.  

7.5. Conditions Influencing the Process of Seeking Connections 

The process of seeking connections was conditional on facility arrangement, rules, 

regulations, co-resident’s language, gender, religious affiliation, attitudes, and the 

attitudes and practices of nurses/caregivers. These conditions either facilitated or 
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constrained the process of seeking connections.  Major conditions that impacted the 

process of seeking connection were facility arrangement, rules, and regulations. For 

instance, when residents having and not having physical, sensory, or mental 

impairments were kept together in the same room or flat, it constrained the whole 

process of seeking connections. Due to this condition, even when residents worked to 

develop connections with co-residents, connection development was constrained by 

hearing, speech problems, or mental impairments of the fellow residents. Many 

residents indicated how being surrounded by co-residents who are unable to speak, 

hear, or understand conversations has impacted the development of connections, as 

shown in the following excerpts: 

There is one lato (co-resident having cognitive impairment), there is another 
one inside. They (co-residents) don’t speak. There are similar ama haru 
(female residents) who do not speak at all… There is another old man who 
speaks to me but I do not understand his talk… I want to talk but there are no 
friends to talk… He (one co-resident) comes here sometimes and chat for 1-2 
hours, we share our sadness and happiness… Now, the other old men does 
not talk much. I am alone… Then, those nani haru (nursing students) come 
like this on a brief visit. I talk with them. [Ram, R, RCF2] 

I do not understand what they (co-residents) are saying… When they (co-
residents) speak, nothing is understood. [I am] not sure whether their voice 
has matured or what. Most of them (co-residents) (laughs) are like that. Their 
speech is not understood. They do not hear, they will hear if you scream. 
Otherwise, they will not hear when you speak slowly… I have become a 
lonely person… Actually, I do not have friends. [Hari, R, RCF1] 

Like Ram and Hari, other residents also agreed that they had few co-residents to talk 

to due to the facility arrangement, “What to talk with these thalase (bed-ridden co-

residents) living downstairs? [I talk] just with these 2-4 people (co-residents)” 

(Shyam); “There are people (co-residents) here whom you cannot even understand. 

They do not understand despite explanation… It is better to stay alone than to stay 

with them” (Narayan); and “In the front and back [of my room], there were deaf (co-

residents) only” (Rita).  

Instead, when the facility arrangement changed for some residents, it facilitated the 

process of seeking connections. When Sanu was kept in the same room with a co-

resident living with cognitive impairment, and in the same flat with ill co-residents, it 

constrained her development of connections in the RCF. However, when she was 

transferred upstairs, it facilitated the development of connections with co-residents: 
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First, I used to live downstairs. I had no one to talk. There were friends but in 
different rooms. I was with lati (co-resident having cognitive impairment). 
She was terrible and used to abuse by hitting me physically. I told the 
manager that she does that and asked how to live with her? The manager used 
to tell me, “Face the walls of the room and sleep”. I stayed downstairs for 10 
months, and then I was transferred upstairs by the manager… After two-four 
days, they (staff) asked me how I felt living upstairs. I said, “Now I feel like I 
am living in Kathmandu (city)” (laughs)… I am delighted… We all need 
someone to talk to. Some of the residents talk with me (laughs). [Sanu, R, 
RCF2] 

Sanu’s feeling of loneliness decreased as opportunities to have interactions with co-

residents increased when she was transferred upstairs. In that RCF, more able-bodied 

residents were kept upstairs. As shown in the excerpt, changing the condition (i.e., 

facility arrangement) altered the entire process of seeking connections.   

The next condition that influenced the process of seeking connection was facility 

rules and regulations. When the RCF organised regular group spiritual programmes 

in the presence of spiritual advisors and caregivers, it increased residents’ 

opportunities for regular interactions and facilitated the development of connections. 

Similarly, when the RCF allowed residents the freedom to conduct individual 

spiritual practices inside their room, it facilitated the process of seeking connections 

with inner-self and higher being/s. Yet, when the RCF restricted individual spiritual 

practices inside their room, it constrained residents’ process of seeking connections 

with inner-self and higher being/s. For instance, “They (caregivers) say we are not 

allowed to hang [religious] photos on the wall. So, they (caregivers) scolded one or 

two persons (co-residents) for that reason. But I have not put any. I rather go to the 

temple to pray” (Mira); “That mother (co-resident) rings it (religious bells) and lights 

up the cotton threads early in the morning when nobody (nurses/caregivers) is there. 

When nurses/caregivers are here, one (resident) is not allowed to do anything” 

(Nisha). Rules and regulations regarding spiritual programmes and practices either 

facilitated/constrained the process of seeking connection. 

An additional rule and regulation that impacted the process of seeking connections 

was the provision of donations for residents. Many residents were not receiving an 

old-age allowance in the RCF. When RCFs allowed donors to donate money or 

materials directly to residents, residents had enough resources to share with or give 

to different sources of connections such as spiritual advisors, co-residents, 
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nurses/caregivers. This condition eased residents’ development of connections with 

different sources. Nevertheless, when the rules regarding donations changed, and 

donors were no longer allowed to give money directly to the residents, residents’ 

resources decreased. When resources decreased, residents could not offer money or 

material back to different sources to develop connections with them. Consequently, 

this rule constrained the process of seeking connections. Narayan explained how 

getting donations used to make him happy in the RCF because he had money to 

provide to nurses/caregivers and co-residents, which helped him develop 

connections. Nevertheless, when the rule and regulation regarding donation changed, 

and direct donation stopped, he could no longer offer money or material to those 

sources: 

They (co-residents) are reluctant to share their names and say, “Why you 
need our name if you do not give us anything?… Here is the thing about the 
nurses. If you have money, they will look after you… What is there to be 
happy about? The donors were donating and distributing here before. …They 
(donors) could give that (donations), we would be happy. Since we do not get 
this (donations), we are unhappy… We should get the donations from the 
hands of the donor. [Narayan, R, RCF1] 

For Narayan, having no resources impacted his development of connections with 

different sources; in turn, making him feel “alone” and unhappy. Tulasi, too, used to 

collect the donations to give to the spiritual advisor. When donations stopped, she 

could no longer offer spiritual advisors money or material, which impacted her 

development of connections with them. Tulasi concluded: 

 Now they (management) closed it (donations) since Bhadra (August) – but 
before that, people from outside used to donate food and clothes and it was 
not difficult here… I feel like doing dharma (spiritual practices)… I do not 
have money here [to conduct spiritual practices]. [Tulasi, R, RCF1] 

In this way, rules and regulations regarding donation either facilitated or constrained 

the process of seeking connections. 

The language, gender, religious affiliation, and attitudes of co-residents also 

influenced the process of seeking connections. Some residents could not understand 

the language of co-residents. For instance, Nisha expressed how having a roommate 

who speaks a different language than hers affected seeking connections, “This 

mother (co-resident) does not understand. She speaks Newari language.” Similarly, 
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Hari stated how linguistic variation constrained seeking connections with some co-

residents,  

There are people (co-residents) here who do not understand the language [I 
use]. [I] also do not understand what they are saying. I said to myself that the 
people from Hilly and areas near the Himalayan region do not understand 
[my] language. [Hari, R, RCF1] 

In terms of gender, most female residents were seeking connections with other 

female co-residents, which made it challenging for male residents to seek 

connections, particularly when most residents were female. Male residents often 

reported feeling “odd” while seeking connections with female co-residents. For 

instance, Shyam indicated how seeking connections with female co-residents was 

challenging for him, “It took me no time in case of the people (co-residents) who are 

like me. It is still hard for me to mix with these cooks (female) and those old women 

(female residents) there.”  

Most residents further reported that having similar religious affiliations facilitated the 

process of seeking connections with co-residents, “I used to listen to hymns a lot 

before. I have 4-5 female friends. There is also a chubby one upstairs who joins me 

for hymns” (Pushpa). Likewise, most residents stated that co-residents’ attitudes 

played a major role in seeking connections with them. Most residents  indicated that 

they had difficulty interacting with co-residents whom they perceived were “evil,” 

“mad,” “enraged,” “unfriendly,” “uncooperative,” “intimidating,” “bossing,” 

“boastful,” “sarcastic,” “reluctant,” and “accusing.” When co-residents were 

unsupportive, it constrained the process of seeking connections. In contrast, when co-

residents spoke the same language, were of the same gender, following similar 

religious affiliation and supportive, it facilitated the process of seeking connections. 

Another condition that impacted the process of seeking connection was the attitudes 

and practices of nurses/caregivers. Some nurses/caregivers prioritised the physical 

needs of the residents over other holistic needs and under this condition, interactions 

between residents and nurses/caregivers were minimal and limited to meeting 

physical needs. This condition constrained the residents’ process of seeking 

connections. On the other hand, when nurses/caregivers considered residents’ holistic 

needs, it facilitated the residents’ process of seeking connections. The following 
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excerpt reveals how the attitudes and practices of different nurses/caregivers affected 

Sanu’s process of seeking connections: 

I feel ananda (extreme happiness). I feel empty when nani (caregiver) is not 
around. I miss her. She has helped us to that extent. Nani (caregiver) also 
teaches us (spiritual knowledge). She has excellent behaviour… We talk with 
nani (caregiver). Some residents are friendly, and others are devil. Hence, I 
keep all my feelings within myself. I do not care what others (co-residents) 
say. If we need anything, nani (caregiver) will know, and she will help… 
Nurses also visit here. She helps us as much as possible. They 
(nurses/caregivers) give us medicine as per our needs… They do not do 
anything else other than that. They give us medicines we want. What else 
should they do? …I ask for medicines when I need. That is all I do. We have 
two caregivers. They clean our rooms. They help residents who cannot care 
for themselves. [Sanu, R, RCF2] 

Sanu explained that unlike others, one caregiver prioritised her physical and holistic 

needs, which facilitated her process of seeking connections. Nurses/caregivers had a 

role in facilitating the residents’ process of seeking connections.  

7.6. Overall Consequence of Seeking Connections: Building New Connections 

By using a range of strategies in the process of seeking connections, most residents 

eventually built new connections for themselves in the RCF. The newly built 

connections, then, were considered as the new family. At this point, the notion of 

what constitutes a family shifted for most residents. The following expert sums up 

how the notion of family shifted for Narayan:  

Let there be 1000 crores (approx. 10 billions) of wealth, or 10 brothers or 
sons or nothing. Even if you have a son and daughter-in-law, if they will not 
look after the old, they will not be son and daughter in law anymore. If they 
look after the old, then only they can be called a son or daughter. The person 
who looks after you when you are not able, they are the real brothers and 
one’s family. I am weak and cannot cook for myself or do anything even 
though son and daughter-in-law are there. Even if the grandchildren do not 
look after the old, they are the same. Like the way you came here, and we are 
chatting now, it is a similar relationship. [Narayan, R, RCF1] 

Narayan no longer considered his family as a support system. Instead, Narayan was 

convinced that when the family does not fulfil their responsibility of looking after the 

older adult, it cannot be called family. Instead, Narayan considered those people 

inside the RCF as his family who cared for him when he was not able to do it 

himself. The meaning of family changed similarly in most cases.  
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Some residents not only started inferring the newly built connections as their family 

but also performing rituals with them; otherwise meant to be performed with a family 

member. After employing different strategies in seeking connections, Ram 

eventually built new connections with nurses/caregivers in the RCF, and symbolised 

them as his family. Ram then started performing rituals with those nurses/caregivers, 

which were meant to be implemented with children, “I have no relationship with my 

family… I did not do chaurasi (ceremonial worship done after turning 84 years old). 

Who will do?... Then, I just put tika (the mixture of vermillion powder, yogurt, and 

rice) and gave some money to sisters, daughters, granddaughters here [in the RCF].” 

After building new connections, residents started employing strategies in order to 

maintain those newly built connections.  

7.7. Summary 

This chapter has explained the details of seeking connections, the second main 

category of the theory—A process of connecting. It is established that seeking 

connections is a forward-moving process, including strategies; namely, identifying 

sources, developing connections, and appraising responses. The details of each of 

these strategies have been explained; and the explanation of how conditions such as 

facility arrangement, rules, regulations, co-resident’s language, gender, religious 

affiliation, attitudes, and the attitudes and practices of nurses/caregivers facilitate or 

constrain the process of seeking connections. The overall consequence of the process 

of seeking connection (i.e., building new connections) was also discussed. The 

following chapter will explore the third main category of the theory—maintaining 

connections.                      
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Chapter Eight: Maintaining Connections 

8.1. Introduction 

The earlier chapter elucidated seeking connections, the second main category of the 

theory—A process of connecting. Seeking connections presented how residents work 

to build new connections in RCFs. After building new connections, the next strategy 

used by residents was maintaining those newly built connections. This chapter 

elaborates on the third main category, maintaining connections. 

Maintaining connections refers to the process of how residents retain their newly 

built connections with co-residents, nurses/caregivers, inner-self, and higher being/s 

as they continue living in a RCF. This chapter provides an in-depth explanation of 

the actions/interactions involved in the process of maintaining connections; namely, 

sustaining connections with co-residents, preserving connections with 

nurses/caregivers, and continuing connections with inner-self and higher being/s (see 

Figure 8.1, p.149). The dashed bent arrows pointing to the right and left in Figure 8.1 

denotes the ongoing nature of the process of maintaining connections. The range of 

conditions impacting the process of maintaining connections, including decreasing 

physical abilities, increasing illness of residents, illness or death of co-residents, and 

retirement or resignation of nurses/caregivers, will be explained (indicated by an 

upward arrow in Figure 8.1). The chapter concludes with an explanation of the 

overall consequence of maintaining connections, which is balancing shifting 

connections.  

8.2. Sustaining Connections with Co-residents 

Sustaining connections with co-residents is about how residents strengthened or 

supported newly built connections with co-residents. To sustain the newly built 

connections with co-residents, residents initiated and continued a range of strategies 

such as being nice, avoiding conflict, assisting, and sharing. Most residents used the 

strategy of being nice. Being nice with co-residents meant speaking politely, 

respecting them, not saying anything bad, being honest, or being humble. Nisha 

articulated her strategy of being nice with co-residents:  

[I] do not present myself as a boss. I talk nicely and respect co-residents by 
referring to them as mothers… There are some [co-residents] who think they 
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are the boss [of RCF]… This place is called Ashram (RCF). There will be 
different types of people in Ashram, right? They will keep saying [bad 
things]. It’s ok. [Nisha, R, RCF2] 

 

Figure 8.1  

The Process of Maintaining Connections 
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Nisha continued, “Wherever I stayed (referring to the previous RCF), nobody (co-

residents) said anything bad about me. I do not know what will happen here… let us 

see what happens.” Nisha decided to follow the same strategy of being nice that she 

used in the previous RCF, and expected co-residents to respond similarly. Usha, also 

employed the strategy of being nice, “If you are good, everybody else will be good 

[to you]. If you are bad, the whole world will be bad, isn’t it? …I do not feel like 

boasting to co-residents. I do not feel like speaking in a harsh way” (Usha). Both 

Nisha and Usha put effort into sustaining newly built connections with co-residents.    

Another strategy used by most residents to sustain newly built connections with co-

residents was avoiding conflict. Conflict mainly occurred when residents used or 

stole each other’s items, used harsh words during conversations, boasted about 

property/family/relatives, accused each other of stealing, complained about each 

other to nurses/caregivers, used more space when in the same room, or constrained 

each other’s spiritual practices. To avoid conflict and ensure safety, some residents 

used the strategy of tolerating, not going against, and not complaining about co-

residents, even when co-residents interacted negatively. One resident, Maya, gave an 

example of how she avoided conflict with co-residents: 

I do not fight with co-residents. Few co-residents blame me for the thing that 
I have not done. I let them blame me… I have not stolen things [from co-
residents], so it does not matter even if they blame me for that… [some] co-
residents do not help even if they can… There are few co-residents here who 
verbally abuse others, and I cannot do that… They keep on abusing, and I 
have to listen to them, which is totally unnecessary… Some of the co-
residents are on fire (angry all the time)… When co-residents say bad words, 
I stay silent sometime and talk again later on. Now, what to do? [Maya, R, 
RCF2] 

As shown in the excerpt, even when Maya encountered negative interactions with co-

residents, she tolerated it by staying quiet, not responding, or fighting back. During 

the time of negative interactions, Maya maintained her safety and, later, re-initiated 

interactions with the same co-residents. Similarly, another resident, Ganesh, 

described how he avoids conflict with co-residents, “If you speak [with co-residents] 

more than you have to, you will suffer, and you might get into a fight.” As in the case 

of Maya, not responding or fighting back, even when confronted with negative 

interactions, was Ganesh’s strategy of sustaining newly built connections with co-

residents.  
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Assisting was the next strategy used by some residents in order to sustain new 

connections with co-residents. Residents assisted co-residents either by putting them 

back to chair or bed when they fell, aiding them in executing activities of daily 

living, bringing items or food they want, and caring for them during the time of 

illness. For instance, Shyam revealed his strategy of assisting co-residents:  

We lift [co-residents]… if we caught them falling… [Look at] that one (co-
resident) who is yelling out there, he sometimes falls while walking. Another 
one living in a different room is my friend… he also cannot (walk). I bring 
[warm] water to this old-man (co-resident) and to the one you were talking 
previously. [I help] if co-residents have any difficulties. I do [help] as much 
as I can… A condition might come when I am not be able to do things 
(pause). During that time, I might expect someone else’s (co-resident’s) help. 
[Shyam, R, RCF2] 

The above excerpt also discloses the reason why Shyam used the strategy of 

assisting. By sustaining new connections with co-residents, what Shyam ultimately 

anticipated was reciprocal assistance should he need it. Other residents shared similar 

views regarding sustaining new connections by assisting co-residents, and then 

expecting reciprocal assistance from them, “Yes, [we] must help co-residents. I got 

sick recently… And then Z (one co-resident) cared for me, and I recovered” (Usha); 

“I help my friends (co-residents) as much as possible and expect them to do the 

same. Maybe when I am in my deathbed, they will help” (Ganesh). While most 

residents anticipated reciprocal assistance, few residents assisted co-residents 

altruistically. For example, Maya recounted how she used to assist co-residents 

selflessly before having knee pain, even when they did not help her back, “I used to 

help in doing all sorts of work, even when co-residents did not [help me].” 

Irrespective of the motive behind assisting, residents confirmed that assisting was a 

vital strategy in sustaining new connections with co-residents.  

Residents also discussed sharing as a strategy to sustain newly built connections with 

co-residents; although the form of sharing that occurred between residents varied 

according to their level of interaction. The level of interactions that residents 

sustained with co-residents—superficial, intermediate, or deep—in turn, influenced 

the intensity of connections between residents. Figure 8.2 (p. 152) depicts the 

relationship between the level of interactions and intensity of connections between 

residents.  
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Figure 8.2  

Relationship Between the Level of Interaction and Intensity of Connection Between 

Residents   

Level of 
interactions 

Intensity of connections 
Weak Moderate Strong 

Superficial Acquaintance  
Intermediate  Casual friends  

Deep  Meaningful 
relationships 

 

Residents sustained different levels of interactions with co-residents, which led to 

different intensities of connections between them. Some residents predominantly 

sustained a superficial level of interactions with co-residents, which were limited to 

meeting co-residents spontaneously, exchanging greetings, not sharing anything, or 

sharing general information such as “how things are going” (Ram). Those residents 

spontaneously helped co-residents in need but not otherwise; and, as a result, 

reported having a weak intensity of connections with co-residents. Residents 

described a weak intensity of connections as having acquaintances, but not close 

friends to share inner feelings, including happiness or suffering. Hari concluded, “I 

do not have such close friends, just acquaintances.” Hari mainly sustained superficial 

interactions with co-residents, which is why he ended up having acquaintances.  

Most of the residents primarily sustained an intermediate level of interactions with 

co-residents. Intermediate interactions included meeting co-residents occasionally, 

exchanging ideas, helping when in need, and sharing spiritual knowledge, skills, 

donated food or items. Intermediate interactions with co-residents meant sharing 

everything except inner feelings. Consequently, most residents stated having a 

moderate intensity of connections with co-residents. For residents, moderate intensity 

of connections meant having casual friends who are close, but not close enough to 

share inner feelings. In most cases, residents were reluctant to share inner feelings 

with co-residents because of the fear of being ridiculed or hurt. Asok shared why he 

sustained an intermediate level of interactions with co-residents: 

It is not good to share the feeling with co-residents as they are from different 
places. I talk when children (student nurses) come and ask. I have not shared 



153 

[my inner feelings] with co-residents yet… It is not beneficial talking to co-
residents here [in the RCF]. Co-residents mock and underestimate. [Asok, R, 
RCF1] 

Asok did not share his inner feelings with co-residents because of the fear of being 

humiliated by co-residents because of his past. Sanu also commented, “Why should I 

share my feelings with co-residents?” Similarly, Tulasi remarked, “Why [should I] 

talk about things inside my heart? – I can neither rip it off nor show it.” As most 

residents sustained an intermediate level of interactions with co-residents, they 

reported having casual friends in RCF, who are not close enough (as demonstrated in 

Figure 8.2).   

Only a few residents sustained a deep level of interactions with co-residents. Deep 

interactions with co-residents comprised sharing everything, including inner feelings, 

and cultivating mutual trust, respect, value, and love. As a result, those residents 

described having a strong intensity of connections with co-residents. Residents 

defined a strong intensity of connections as having meaningful relationships with co-

residents, where they could share “every little thing.” Shyam concluded, “There are 

friends, like me, to speak my heart out. You can speak about true feelings or joke 

with them.” In this way, the form of sharing differed between residents according to 

the level of interactions. 

Residents continued using strategies of being nice, avoiding conflict, assisting, or 

sharing as long as mutual trust, respect, love, or reciprocal assistance were achieved 

from co-residents. When residents did not attain these responses from co-residents, 

they shifted the strategies. An example of one condition where mutual trust between 

residents was broken was when the RCF stopped direct donation and stealing 

increased inside the facility. In this condition, residents shifted their strategies by 

fighting back, complaining about the co-resident’s behaviour to nurses/caregivers, 

ceasing connection with specific co-residents, or shifting to the superficial level of 

interactions. As a consequence, the intensity of connections between those residents 

reduced.  

8.3. Preserving Connections with Nurses/Caregivers 

To preserve the newly built connection with nurses/caregivers, residents initiated and 

continued a range of strategies such as being nice, gifting money/donated material, 
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and sharing. For most residents, being nice with nurses/caregivers meant talking 

politely and respecting them. Similarly, some residents reported being nice by not 

communicating with nurses/caregivers as soon as they entered the RCF, not 

troubling/disturbing them where possible, and not complaining about their care. Most 

residents shared a common view that doing the aforementioned activities would 

make the nurses/caregivers angry. Residents perceived that if nurses/caregivers 

became angry, they might not receive respectful treatment during a period of illness 

and end of life. The following excerpt is a clear example of how residents work to 

preserve newly built connections with nurses/caregivers: 

I tell nurses that, “I am sick, and please bring me medicine”… I do not speak 
anything bad to nurses/caregivers... When you fall sick, it is all about the way 
you talk [with nurses/caregivers]. If you ask politely to help you when you 
are sick, nurses/caregivers will help. If you talk harshly, nurses/caregivers 
will get angry, and will not look after you. Even nurses/caregivers feel tired 
and bored. They have to look after everything. When nurses/caregivers come 
[to RCF]… they need some rest. [Residents] should not immediately demand 
care [from nurses/caregivers as soon as they arrive]. Nurses/caregivers scold 
us because we (residents) complain even about the care they are providing us. 
[Usha, R, RCF2] 

Usha, like many other residents, was careful around nurses/caregivers. She was being 

nice with nurses/caregivers by talking politely, allowing them to rest before 

conveying any needs, and not complaining about residents’ care to managers. Usha 

decided not to trouble/disturb nurses/caregivers as much as possible, “Till now, 

nurses/caregivers do not have to look after me. I do it as much as my body allows. 

One (a resident) should not give trouble to nurses/caregivers. Otherwise, it will lead 

to problems tomorrow (referring to care during illness and end of life) (Usha). By 

being nice, Usha anticipated preserving newly built connections with 

nurses/caregivers and receiving respectful care when ill or approaching the end of 

life.  

Gifting money/donated materials to nurses/caregivers was another strategy used by 

residents to preserve new connections with them. As stated in chapter seven, some 

residents also used this strategy of gifting in developing connections with 

nurses/caregivers. Those residents continued collecting and gifting donated 

money/material to specific nurses/caregivers on different spiritual occasions to 

preserve their newly built connections. The main intention of using this strategy was 
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for getting dignified treatment amidst illness and end of life. Narayan commented, 

“Here is the thing about the nurses. If you have money, they will look after you.” 

Another resident, Devi, shared her plan to collect money that comes from her old age 

allowance as well as donations, and give it to one of the caregivers to preserve the 

newly built connections: 

I have told [to one caregiver], “I will give you money in advance.” However, 
I hope she (caregiver) does not deceive me… I have seen caregivers getting 
frustrated and angry [on residents]… I have told Y (caregiver) about my 
concern. I hope caregivers do not do the same to me. Hopefully, I will die 
nicely (without causing trouble to nurses/caregivers)… Even though I cannot 
give much, I will give 2000-4000 Nepalese Rupees (approx. 27.10-54.19 
NZ$) [to Y] in advance. However, I hope she will take care of me 
responsibly. [Devi, R, RCF2] 

By gifting money, Devi anticipated preserving new connections with a specific 

caregiver and obtaining dignified care when ill or approaching end of life.  

Residents also reported sharing as a strategy to preserve new connections with 

nurses/caregivers. However, the form of sharing between residents and 

nurses/caregivers differed according to the level of interactions. The level of 

interactions between residents and nurses/caregivers—superficial, intermediate, or 

deep—in turn, influenced the intensity of connections between them. Figure 8.3 

depicts the relationship between the level of interaction and the intensity of 

connections between residents and nurses/caregivers.  

Figure 8.3 

Relationship Between the Level of Interaction and Intensity of Connections Between 
Residents and Nurses/Caregivers  

Level of interaction Intensity of connections 
Weak Moderate Strong 

Superficial Formal 
relationship 

 

Intermediate  Informal relationship  
Deep  Meaningful 

relationships 
 

Residents were engaged on different levels of interactions with nurses/caregivers, 

which led to different intensities of connections between them. Some residents were 
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mainly engaged on a superficial level of interactions with nurses/caregivers. 

Superficial interactions with nurses/caregivers were limited to exchanging greetings 

and informing when ill or medicine is needed. Therefore, those residents reported 

having a weak intensity of connections with nurses/caregivers. For residents, the 

weak intensity of connections with nurses/caregivers meant having formal 

relationships. For instance, Asok described how he is only engaged in superficial 

interactions with nurses/caregivers: 

There is no one (referring to nurses/caregivers) to [take] care [of me, even] if 
I want. I should take care of myself. Caregivers take care if we [residents] 
become unable to do so… I do not share [inner feelings] with anyone 
(nurses/caregivers). Nurses come to serve medicine and go back. What are 
the benefits of talking to nurses/caregivers? …I have nobody [who is close] 
here (in the RCF). [Asok, R, RCF1] 

Since the level of interactions between Asok and nurses/caregivers was superficial, 

he indicated his connections with nurses/caregivers as formal, and not “close.”  

In most cases, residents were primarily engaged in intermediate level of interactions 

with nurses/caregivers. Intermediate interactions mostly comprised exchanging ideas, 

helping, joking, and gifting money/donated material on spiritual occasions. 

Therefore, most residents reported having a moderate intensity of connection with 

nurses/caregivers. Residents referred to moderate intensity of connections as having 

an informal relationship that is close but not close enough to share holistic needs. 

One resident, Rita, gave an example of her intermediate level of interactions with 

nurses/caregivers: 

When I do not feel well, nurses/caregivers come and say, “What happened to 
my mother.” When I am strong, why do I need it (referring to attention from 
nurses/caregivers)? As nurses/caregivers walk past, they greet and ask, “how 
is X (name) mother doing?” [I say], “I am good”… I ask the sisters (nurses) 
to come to visit me in the room – I tell them, “Madam, why you do not come 
to visit me?” I have a good sense of humour. I like to talk with a bit of 
wittiness and humour. Otherwise, what is the fun? That is how I talk to 
nurses/caregivers, and they like it too (laughs). [Rita, R, RCF1] 

However, when it came to sharing holistic needs, Rita commented, “No. I do not 

want to cause trouble for them [nurses/caregivers]. If I ask, they might do it, but I do 

not want to cause trouble.” As the level of interactions between Rita and 

nurses/caregivers was intermediate, she specified her connections with 
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nurse/caregivers as informal but not close enough. Rita concluded, “Only if I had 

someone… to support me every time [inside RCF]… I am alone… I am [only] close 

to God.” Another resident, Devi, also engaged in the intermediate level of 

interactions with nurses/caregivers. Regarding sharing holistic needs, Devi 

mentioned, “I talk [with nurses/caregivers]… [But] I do not share my [inner] feelings 

with nurses/caregivers.” As a consequence, Devi also described her connections with 

nurses/caregivers as informal but not close enough. As in the case of both Rita and 

Devi, most residents were involved in the intermediate level of interaction with 

nurses/caregivers, which is why they reported having informal but not close 

relationships with nurses/caregivers.  

Some residents, however, were engaged on a deep level of interactions with the 

nurses/caregivers. Deep interactions with nurses/caregivers meant sharing holistic 

needs, symbolising nurses/caregivers as a family, performing spiritual practices 

together, and gifting. Similarly, deep interactions were described as cultivating 

mutual respect, value, love, and maintaining continuity in a relationship. For 

instance, Ram was engaged in deep level of interactions with nurses/caregivers by 

using the strategies stated earlier. Accordingly, Ram described having a strong 

intensity of connections with nurses/caregivers. Ram expanded on what it is like 

having meaningful relationships with nurses/caregivers, “It (RCF) is like a heaven 

for us… Everyone (Nurses/caregivers) respect me. Now, (pause) everyone refer me 

as ba (father), including these female residents, and children (nurses/caregivers). 

Nurses/caregivers treat me well.” This is how the form of sharing differed according 

to the level of interactions.  

Residents continued being nice, gifting money/donated material, or sharing until 

either mutual trust, respect, value, love, or support in fulfilling needs were attained 

from nurses/caregivers. Further, residents continued preserving new connections 

when nurses/caregivers supported their spiritual practices. When residents did not 

receive either of these from nurses/caregivers, they shifted the above-mentioned 

strategies. An example of a condition where trust was broken between residents and 

nurses/caregivers is when the RCF stopped direct donation and stealing increased 

inside the facility. Under this condition, residents perceived either being scammed or 

robbed by the nurses/caregivers. For instance, Tulasi perceived being robbed when 

the RCF stopped direct donations, and it was given through the hands of 
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nurses/caregivers. Like many other residents, Tulasi believed that some 

nurses/caregivers were taking portions of the donations for themselves. She 

concluded, “It is not good to take the [donations] that is allocated for the older adults 

(residents)… the nurses/caregivers already are on a payroll (referring to salary)” 

(Tulasi). Another resident, Shyam, elaborated, “Lots of rich people (donors) come 

here [in the RCF]… Donors donate many things upstairs. We see some 

nurses/caregivers taking all those stuff home.” Likewise, Asok agreed, “Preventing 

the donation [meant for residents] is a sin.” Accordingly, these three residents shifted 

their strategies of preserving new connections by either complaining about specific 

nurses/caregiver’s behaviour to managers or shifting to the superficial level of 

interactions with them. As a result, the intensity of connections with particular 

nurses/caregivers decreased for these three residents.  

Residents also shifted their strategies of being nice, gifting money/donated material, 

or sharing when they felt being discriminated, controlled, disrespected, and 

dominated by some nurses/caregivers during care. Residents also shifted their 

strategies of preserving connections with nurses/caregivers when they perceived a 

lack of dignified care during illness, or continuity in care. For instance, Narayan 

perceived being discriminated by some nurses/caregivers commenting, 

“Nurses/caregivers differentiate between the lower caste, higher caste, literate, and 

illiterate [residents].” Similar to Narayan’s feeling of being discriminated due to his 

caste and educational status, Shyam reported being discriminated by some caregivers 

due to his “class (economic status).” 

[There is] discrimination based on class… [There is discrimination] in the 
way caregivers talk… daily things they do, the way they speak, and in 
everything… In the previous RCF, even though there were fewer numbers of 
nurses/caregivers, they used to provide better care, whether it be day or night. 
If someone is sick, someone always used to be with them for care, whether it 
be another person living in the RCF or the staff member. Nurses/caregivers 
do not do that here. A few days ago, I had a fever and took rest the whole day 
and could not go for dinner. However, no one asked or noticed that I had not 
attended dinner… I told him [manager] about this (referring to 
discrimination). The manager told that to the people in the kitchen (referring 
to some caregivers). Then the people (caregivers) here got angry at me. It has 
happened twice or thrice already. [Shyam, R, RCF2] 

When Narayan and Shyam felt being discriminated, they shifted their strategies of 

preserving new connections by either complaining about specific nurses/caregiver’s 
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behaviour to managers or shifting to a superficial level of interactions with them. 

Likewise, another resident, Ram, perceived being controlled by some 

nurses/caregivers: 

There are three of them (nurses/caregivers) from whom you should take 
permission… Then, one will say, “Hait! (no way), where will you go now? 
What will happen if you fall?” The other one will say, “Just sit down, and we 
will give food to eat.” The next one will say, “Go! Roam around outside and 
come back.” Then only you roam around (laughs). That is the meaning of 
preference, fear, and compulsion. [Ram, R, RCF2] 

In response to the perceived feeling of being controlled, Ram also shifted his 

strategies of preserving new connections with particular nurses/caregivers by 

changing to a superficial level of interactions with them. In this way, the intensity of 

connections with specific nurses/caregivers decreased for all three residents.  

8.4. Continuing Connections with Inner-self and Higher being/s 

Continuing connections with inner-self and higher being/s was the next strategy used 

by residents in the process of maintaining connections. Residents continued 

connecting with inner-self and higher being/s, by regularly involving themselves in 

individual as well as group spiritual practices. As stated in chapter seven, residents 

initiated this strategy in order to develop connections with the inner-self and higher 

being/s. By continuing involvement in both individual and group spiritual practices, 

residents perceived a sense of increased physical wellbeing, “hope,” “faith,” 

“happiness in the soul,” “satisfaction,” “relaxation,” and “inner peace.” Similarly, 

residents also reported spiritual practices as a means of forgetting painful past 

experiences and meaningful living. Residents noted that spiritual practices have 

reduced their loneliness, helped find meaning in suffering, and offered a sense of 

control. 

Residents, however, had to modify their strategies of continuing connections with 

inner-self and higher being/s, when conditions, including rules regarding individual 

spiritual practices or group spiritual programmes, changed in the RCF; thereby 

impacting resident’s feelings of being connected with inner-self and higher being/s. 

For instance, when one RCF discontinued group spiritual programmes, residents’ 

participation in these programmes stopped. Under this condition, residents had to 

limit themselves to individual spiritual practices. One resident, Ganesh, explained 
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how the frequency of group spiritual programmes inside the RCF reduced, “When I 

first came here, they used to have it [group spiritual programmes] in the afternoon 

too, now they do not do that anymore. RCF also had more funding [for group 

programmes]…when I was new here [in the RCF]”. Ganesh responded by shifting to 

individual spiritual practices; yet, it decreased his previous feeling of being 

connected with inner-self and higher being/s.  

When the RCF started imposing restrictions on individual spiritual practices, 

residents had to cease or modify their previous strategies, which also decreased their 

feeling of being connected with inner-self and higher being/s. For instance, when one 

RCF changed its rules, spiritual books were removed from residents’ rooms and 

residents were told not to worship inside the room or put pictures of higher being/s 

on the wall. Ram confirmed, “I had books related to Tirtha, Bhajans, Geeta, 

Bhagwat (spiritual books)… They (caregivers) put in a bag [and took it away]. [I do 

not know] where have my books gone? What has been done? [I] have not found it 

yet.” Ram had to modify his previous strategies and started meditating or listening to 

spiritual programmes on radio. Similarly, some residents navigated the imposed 

restrictions on individual spiritual practices by changing the timing of their spiritual 

practices to very early in the morning before nurses/caregivers arrived.  

In a few cases, residents continued using their previous strategies of connecting with 

inner-self and higher being/s, even when the RCF did not allow it. Those residents 

continued separating a small area of their room for worship, and kept pictures of 

higher being/s, although it became a subject of dispute among co-residents and 

nurses/caregivers. Although residents continued connecting with inner-self and 

higher being/s in different ways, imposed restrictions reduced previous feeling of 

being connected with inner-self and higher being/s. Moreover, when residents’ 

individual spiritual practices were restricted, or there were fewer opportunities for 

group spiritual programmes, residents reported feeling “empty,” “sad,” “inadequate,” 

and “hopeless.”  

Hari and Narayan were exceptional cases. Unlike most residents, Narayan and Hari 

indicated losing trust in spiritual practices after spending a few years in a RCF. 

Narayan explained, “I used to go to Pashupati (temple) before. I used to go to 

Boudha and Swayambhu (temples) also.” However, over time, he “lost faith in 
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spiritual practices” and discontinued it. Hari reported similar feelings, “Before I used 

to believe more in God than people. Now I have lost faith in God.” Narayan and Hari 

were not involved in any group spiritual programmes or individual spiritual 

practices.  

8.5. Conditions Influencing the Process of Maintaining Connections 

The process of maintaining connections was influenced by a range of conditions, 

including decreasing physical abilities, increasing illness of residents, illness or death 

of co-residents, and retirement or resignation of nurses/caregivers. When the physical 

abilities of the residents declined (i.e., residents could not walk or illness occurred), it 

challenged the execution of all three strategies—sustaining connections with co-

residents, preserving connections with nurses/caregivers, and continuing connections 

with inner-self and higher being/s. For instance, when Pushpa developed urinary 

incontinence, she could not participate in group spiritual programmes:  

I used to go [to group spiritual programmes inside RCF] before. However, 
now I have a problem since I fell. I cannot hold on to my urine and stool. 
Nurses/caregivers told me to stay upstairs, but I stayed here (middle floor) 
because the toilet is close. I cannot go to listen to hymns anymore. If I go, and 
I stand up, after a while – it (urine) leaks. I will be embarrassed, so I did not 
go. Co-residents say, “Why are you wearing thick trousers even when it is so 
hot?” [Pushpa, R, RCF2] 

Pusha added, “There is one [nurse] who visits every day. She only talks about 

medicine… I could not go [to meet my friends]. Now, I am meeting them less.” 

Urinary incontinence hindered Pushpa’s process of maintaining connections with 

different sources. Accordingly, Pushpa shifted to alternative ways of continuing 

connections with inner-self and higher being/s, “[Now,] I just remember God from 

here (bed).” Illness, death of co-residents, as well as retirement and resignation of 

nurses/caregivers, also impacted the process of maintaining connections. When co-

residents perceived as ‘close enough/close’ were ill or died, the whole process of 

sustaining connections with co-residents reduced/ceased. In these conditions, 

residents continued preserving connections with nurses/caregivers and connections 

with inner/self and higher being/s, but moved back to identifying new co-residents as 

sources of connections. Likewise, when nurses/caregivers perceived as ‘close 

enough/close’ retired or resigned from the job, the entire process of preserving 

connections with nurses/caregivers ceased. Residents then eventually started 



162 
 

identifying new nurses/caregivers as sources of connections. In the meantime, 

residents continued sustaining connections with co-residents and connections with 

inner-self and higher being/s.  

8.6. Overall Consequence of Maintaining Connections: Balancing Shifting 

Connections 

In the process of maintaining connections, residents continually used three strategies; 

namely, sustaining connection with co-residents, preserving connection with 

nurses/caregivers, and continuing connection with inner-self/higher being/s. The 

overall consequence of maintaining connections was balancing shifting connections. 

Residents eventually learned to balance the shifting connections in the RCF. For 

residents, balancing shifting connections had three different meanings. Firstly, 

balancing shifting connections in regard to co-residents/nurses/caregivers meant 

“give and take situation”; that is, giving something and receiving something in 

return. Secondly, balancing shifting connections denoted altering strategies to 

balance the changing conditions surrounding different sources. Thirdly, when the 

feeling of being connected with one particular source decreased, residents balanced it 

by continuing connections with the other sources. In this way, to balance the shifting 

connections, residents invested a significant amount of time, energy, and emotion in 

their relationships inside the RCF. 

Despite the effort, residents reported many unfulfilled needs in the RCF. These 

unfulfilled needs have been termed as spiritual needs. Spiritual needs refer to what 

residents require in order to maintain their spirituality (i.e., connection with inner-

self, higher being/s, family/relatives, co-residents, and nurses/caregivers). Spiritual 

needs, reported by residents, included regular interactions with family/co-

residents/nurses/caregivers; close, respectful, and trusting relationships with 

family/co-residents/nurses/caregivers; continuity in care, equity, freedom; and 

regular social interactions. Residents also expressed spiritual needs as the need for 

dignified care during illness or end of life, regular spiritual programmes, individual 

spiritual practices, and giving back to others. 
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8.7. Summary  

This chapter has explained the details of maintaining connections, the third main 

category of the theory—A process of connecting. It is has been established that 

maintaining connections is an ongoing process, including sustaining connections 

with co-residents, preserving connections with nurses/caregivers, and continuing 

connections with inner-self and higher being/s. The details of each of these strategies 

have been explained. How conditions such as decreasing physical abilities, 

increasing illness of residents, illness or death of co-residents, and retirement or 

resignation of nurses/caregivers impact the process of maintaining connections has 

been described. The final section addressed the overall consequence of the process of 

maintaining connections; that is, balancing shifting connections. The next chapter 

presents how nurses/caregivers perceived and responded to the spiritual needs of 

residents.    
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Chapter Nine: Spiritual Care Provision  

9.1. Introduction 

The previous three findings chapters—making sense, seeking connections, and 

maintaining connections—have explained how residents maintain spirituality in a 

RCF (i.e., connections with inner-self/higher being/s, family/relatives, co-residents, 

and nurses/caregivers). It is established from chapter eight that although residents 

used a range of strategies to maintain their spirituality in the RCF, they had many 

unfulfilled spiritual needs. The current findings chapter corresponds to the specific 

objective of the study; that is, how nurses/caregivers perceive and respond to 

residents’ spiritual needs. The main purpose of this chapter is to highlight the issue of 

why only a few nurses/caregivers were involved in providing spiritual care.                                        

This chapter commences with an in-depth explanation of the actions/interactions 

involved in the process of spiritual care provision; namely, preparing internally, 

interacting with residents, integrating care, and involving in spiritual practices of 

residents. Following, the range of conditions impacting the process of spiritual care 

provision, including the readiness of nurses/caregivers and managerial support will 

be explicated. Finally, the consequences of the gap in the spiritual needs of residents 

and spiritual care provision are explained.  

9.2. Process of Spiritual Care Provision 

Spiritual care refers to any care undertaken in order to fulfil spiritual needs of 

residents. It is important to note that nurses/caregivers in this study were aware of 

most of the spiritual needs of residents, as illustrated in Figure 9.1 (p. 165). 

Nurses/caregivers did not provide an exact definition of spiritual needs but expressed 

it using different components. In general, nurses/caregivers shared similar views on 

the components of the spiritual needs of residents, such as the need for spiritual 

programmes, social interactions, affectionate care, family visits, counselling, 

individualised care, and categorisation. However, the need for end-of-life support 

and financial support was exclusively reported by nurses and caregivers, 

respectively.  
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Figure 9.1 

Spiritual Needs: Perspectives of Residents versus Nurses versus Caregivers  

 

 

 

Residents 

CaregiversNurses

 Dignified care during illness or end of life 
 Giving back to others 
 Regular interactions with family/co-residents/nurses/caregivers 
 Close, respectful, trusting relationships with family/co-

residents/nurses/caregivers  
 Continuity in care, equity, freedom 
 Individual spiritual practices, donations

 Financial 
support 

  End-of life 
support 

 Categorisation 
 Counselling 
 Individualised care 

 Spiritual programmes 
 Family visits 
 Social interactions 
 Affectionate care 
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Despite being aware of the spiritual needs of residents, only a few nurses/caregivers 

were involved in providing spiritual care and explained the process of spiritual care 

provision. Spiritual care provision was described as a continuous process of 

preparing internally, interacting with residents, integrating care, and involving in 

spiritual practices of residents. The process of spiritual care provision is depicted in 

Figure 9.2.  

Figure 9.2 

 The Process of Spiritual Care Provision  

 

Preparing internally was one of the strategies used by nurses/caregivers in the 

process of spiritual care provision. Nurses/caregivers felt unprepared when they first 

started working in the RCF and were overwhelmed by the working environment, 

conditions of residents, and regular complaints. As time passed, nurses/caregivers 

started preparing internally by placing themselves in the residents’ situation, 

Preparing internally

Interacting with 
residents

Integrating care  

Involving in spiritual 
practices
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reflecting on self-experiences, or focusing on the core values of the work. One 

caregiver, Anita, shared her experience:  

Nurses/caregivers can only work [in RCF] if they believe from the soul that 
this is my work, I am responsible for it, and realise that we are going to grow 
old ourselves one day. Otherwise, no one can. It will not work if [staff only] 
do politics, sits on the chair, and roam around. We have discussed this many 
times in the office, as well. The manager has discussed it with me several 
times… This (RCF) is a home, a home outside of individual’s first home. If 
you do well to them, then they will say good things about you… We need to 
care for them as our own like we do to the older adults at our home. [Anita, 
C, RCF 1] 

Concurring with Anita, one nurse, Ganga, stated, “[Imagine] how difficult it is if we 

put ourselves in their place, isn’t it?” Similarly, another caregiver, Tina, expressed, 

“Maybe, I will have stay in this place later. I have two daughters. My daughters will 

have their own homes, who would take care of the parents?” In this way, a few 

nurses/caregivers prepared themselves internally in order to provide spiritual care.  

Interacting with residents was another strategy used by nurses/caregivers to provide 

spiritual care. Kala explained her initial interaction strategies in the process of 

spiritual care provision: 

If I go to a new and strange place, how will I feel if nobody will care about 
me or speaks to me? …I place myself in that situation …when a new older 
adult come [to the RCF] …carrying sorrow, I mingle with them. I ask them 
their names, where they are from, and introduce them to others. Whatever 
their name may be, just give them a name, and they start laughing. They are 
being called from the same name I have given them. [Kala, C, RCF2] 

Kala used strategies such as getting general information about the resident, 

introducing co-residents, giving a different identity, laying a foundation for future 

interactions, and guiding residents through the RCF in order to increase residents’ 

familiarity, and help them adjust in the RCF. Kala also stated that providing spiritual 

care requires taking an individual approach and making interactions as informal as 

possible. In addition, Kala mentioned that it is essential to continue providing 

affectionate, respectful care, using a respectful tone, language while interacting; and 

not scolding, screaming, or reacting while residents are angry. Instead, it is vital to 

give time for residents to recover from the disturbed mood and reschedule 

interactions. Similarly, another nurse, Ganga, reported using strategies such as 

understanding the mental health of residents, encouraging them to share their inner 
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feelings, developing a close, trusting relationships, and giving them enough time to 

interact. Ganga continued: 

We can do many things, isn’t it? We can make residents participate in 
different kinds of things, such as spiritual programmes. Similarly, we can 
arrange social interactions. Communicating with residents about everything, 
understanding their feelings, isn't it? Creating an environment where residents 
can share everything that they feel in their hearts. As a result, they will not 
feel lonely. Isn’t it? [We] should do things like that. [Ganga, N, RCF1] 

Similar to the interaction strategy of Ganga, Kala elaborated that developing a loving 

and trusting relationships with residents is vital to make the work of the caregiver 

easier and concluded that without trusting relationships, residents “will not even 

allow us to touch them” and will suspect that “we have come to steal their 

belongings” (Kala). Likewise, few nurses reported encouraging residents to interact 

with co-residents, preventing them from staying alone, and maintaining positive 

vibrations in the surrounding. The interactions and strategies used, helped 

nurses/caregivers to develop trusting relationships with residents.   

The next strategy used by nurses/caregivers in the process of spiritual care provision 

was integrating care by coordinating with co-workers, managers, and negotiating 

with donors in order to fulfil the spiritual needs of residents. Only a few 

nurses/caregivers used strategies such as assessing the spiritual needs of residents, 

informing, seeking help from co-workers, and continually reminding co-workers the 

core values of the work. Additionally, they were coordinating with managers for 

initiating and maintaining spiritual programmes, increasing staff to improve quality 

of care, shifting staff not providing quality care, encouraging vocational work, 

arranging recreational and spiritual visits, arranging family visits, and fulfilling 

spiritual needs related to the end-of-life. Kala expressed: 

We have kept regular preaching classes. We have regular spiritual classes. 
For those who can, we make them attend 1 hour daily; while you came, they 
were coming down. That happens regularly. Since the time I joined here, the 
spiritual classes have been going on. It has been about 13-14 years now. It 
started two years after I came. It wasn’t done before. The population of the 
older adults here was less too. We staff got together and thought of starting it. 
The 16-17 founders in the operating committee of the board did not see the 
need for spiritual programmes. What I mean is, this programme (spiritual) 
was initiated and sustained by the focus of the staff, and they [management] 
gave us permission [to teach the residents] the kind of things we should do 
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after coming to this world. Till now, it has regularly been happening, and free 
of cost. [Kala, C, RCF 2] 

Similar to the integration strategy used by Kala, Ganga reported calling the family, 

informing them about the resident’s condition, making them care for the residents, 

and encouraging the family to call or visit the residents through coordination with the 

managers. Likewise, few caregivers and nurses were negotiating with donors to fulfil 

the spiritual needs of residents by conveying to donors the actual needs as expressed 

by residents, collecting donations, and organising spiritual trips. The integration 

strategies used lead to increased balance between the actual needs of residents and 

care provided in the RCF; and, ultimately, resident-centred care.  

Involving in spiritual practices of residents was the other strategy used by 

nurses/caregivers in providing spiritual care. Only a few nurses/caregivers were 

actively involved in the spiritual practices of residents. Involving in spiritual 

practices included listening, accepting, supporting the spiritual belief system of 

residents, and providing spiritual counselling. Ganga described spiritual counselling: 

As a nurse, we can counsel them, provide them an education… We can show 
them positive ways. We can develop a beam of hope for them. Anyway… 
…If we instil inside them the faith that God is there, the trust, although they 
[residents] already have it inside them. I think if we focus more on that, they 
will develop… [positive] emotions. [Ganga, N, RCF 2] 

Similar to Ganga, other nurses/caregivers described spiritual counselling as 

constantly reminding residents of the positive aspects of the RCF, making them focus 

on what they have, and redirecting their attention on spiritual practices inside the 

RCF. Moreover, Kala was also involved in assessing and fulfilling spiritual needs 

related to end-of-life:  

We tell them (residents) to do it earlier. We tell them to do it through their 
own hands, right in front of their eyes. We suggest them not to leave it for 
later. There was one older adult, she had told us, “After I die, take my body to 
Triveni, Devghat (place) for the final resting.” She had given up all her 
possessions. She had a family. Therefore, the organisation said that her 
family would fulfil her last wish. Then one brother (staff) here said, “I should 
not break a promise, that mother trusted me completely, and told me to do 
that, I should do it anyhow, should arrange the environment for that.” She 
died in the afternoon, around 2pm, she was taken at night by reserving a 
vehicle, nobody knew in the office. She was cremated in the night, and her 
family was also there. She had her grand-daughter, daughters, grandsons, and 
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everybody else, but she had said that the funeral was to be done by his [staff] 
hands. So, he did that [cremation] and came back. [Kala, C, RCF 2] 

When nurses/caregivers were involved in the spiritual practices of residents, it 

developed a sense of kinship between residents, nurses, and caregivers.  

9.3. Conditions Influencing Spiritual Care Provision 

Spiritual care provision was influenced by two major conditions; namely, readiness 

of nurses/caregivers and facility support. The readiness of nurses/caregivers to 

provide spiritual care was determined by their spiritual belief system, training, and 

experience. The spiritual belief system of nurses/caregivers influenced their 

perception of spirituality, sensitivity towards the spiritual needs of residents and, in 

turn, the strategies they use. For instance, caregivers who valued the spiritual belief 

system in their own lives were more sensitive to the spiritual needs and care of 

residents as compared to others. Kala, who valued the spiritual belief system in her 

life, conveyed:  

It is like this – you cannot have any caregiver; the caregiver should be a 
proper caregiver. What I think is – if you are to recruit employees in the RCF, 
they should be spiritual. If they are just for the salary, taking [money] and 
going back, then they will not stay long. [Kala, C, RCF 2] 

Similarly, Pari explained: 

Talking about the roles of nurses in this (spiritual care) – Depends how much 
we have understood, right? You cannot single out nurses. It depends on the 
spirituality of the nurses, qualifications they have, and how they can utilise it. 
Someone who has just come after studying nursing course is different. The 
environment, situations they have come from, how they are raised, how much 
they have understood the culture is a different part [of the story]… If they are 
hired from their course, then they will only know inside that course. 
Education is done. [Only] if they can add and utilise dikchhya (moral values). 
[Pari, N, RCF1] 

The training and experience in the care of older adults influenced the level of 

awareness among nurses/caregivers. Kala was the only one who received training on 

the care of older adults. She expressed how training changed her perception, “each 

caregiver must be trained,” and “it will not happen without knowing. It means that 

the older adults will suffer if others (staff) do not gain that knowledge.” She 

concluded:  
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RCF is not run just by supporting the destitute, giving food to those who do 
not have or providing medicine and treatment. We need to understand their 
(residents’) feelings. We need to understand their wishes and expectations... 
The older adults have come here through a long past–through good and bad 
times… that is why if we go forward taking into account their wishes and 
expectations, it will be a cherry on top of the cake, and their mental health 
will also be fresh. [Kala, C, RCF 2] 

Other nurses/caregivers reported a lack of confidence regarding spiritual care 

provision. They were most comfortable in providing physical care and wanted 

someone else with better knowledge to deal with spiritual needs. One nurse revealed: 

About spiritual [care], we need to teach them what we know… We need to 
explain to them what they do not understand. That is what I think. Older 
adults know more than us. We are not engaged in dharma (spiritual practices) 
that much. Only sometimes. We go to the temple every 1 or 2 years. They go 
there every day. Some of them read Ramayan (Hindu scripture). They know 
everything. Indeed, I ask them what I do not understand, and they tell me. 
Older adults know a lot. That is because they have been following dharma 
and karma for a long time. [Hina, N, RCF2] 

Some nurses/caregivers reported that providing spiritual care is challenging because 

residents follow different types of spiritual belief system, “Everyone has their own 

culture, dharma, and spiritual belief. Being flexible and working according to the 

spiritual belief of all of them leads to lots of difficulties while working” (Ganga). 

Nurses/caregivers highlighted the need for “supportive hands,” “educated person,” 

and “trained” co-workers for providing spiritual care. It was clear that 

nurses/caregivers lacked confidence in providing spiritual care.   

Managerial support was another condition that influenced the process of spiritual 

care provision. Some nurses/caregivers reported a lack of managerial support as a 

critical challenge in spiritual care provision. Different opinions of managers 

regarding the needs of residents as compared to nurses and caregivers hindered the 

coordination required for assessing the spiritual needs of residents and providing 

spiritual care in the RCF. Kala stated: 

Older adults love spiritual activities. They like to pray, listen to good things. 
The management only thinks about organisational tasks. In that way, they do 
not know what the older adults want to do and instruct accordingly. That 
difference always causes problems. They do the exact opposite of what the 
older adults want. The older adults understand one thing, and the 
management does it the other way, then how will that coordinate? The older 
adults will get angry. Then they involve [in the programmes] forcefully, even 
when they do not want to.  [Kala, C, RCF 2] 
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Nurses/caregivers expressed that addressing the needs of residents is not just their 

responsibility; they need support from the managerial level to execute spiritual care 

based on the assessment. Ganga commented: 

While caring for older adults like this, it is even more difficult. We have to 
face lots of struggle. Sometimes, things do not turn out the way you thought. 
We have to decide in any case. However, our decision alone will not work. 
We have to pursue decisions from people of smaller to a higher level. Not 
only that, we have to take approval from the government, whether to 
implement new systems or any changes. [Ganga, N, RCF1] 

The basis of evaluation by managers and the recognition of spiritual care also 

influenced the spiritual care provision. Some nurses/caregivers reported that 

managers focus on the quantity rather than quality. The subsequent evaluation 

conducted by the manager affected nurses’ and caregivers’ job security and 

promotion at work. Additionally, the spiritual care provided by nurses/caregivers 

often went unnoticed, reducing the motivation for spiritual care provision: 

Most of the [managers] ask us to show what work we do. They ask us to 
show… Even when we are doing the work, they (managers) do not get 
satisfied… However, as managers, [they should understand] the work [we 
have done] and duties [we have executed]. They should think before they say 
something like that. [Anita, C, RCF 1] 

Lack of time was a significant challenge for providing spiritual care. The excessive 

workload and lack of staff were influencing the care they were providing. Also, due 

to the lack of a proper job description, the nurses/caregivers often reported shifting 

their roles according to the situation, increasing the workload, and limiting their free 

time in the RCF. Tina expressed, “We have to do everything – we cannot think like 

‘only this is my job.’ We have to do everything we see.” Therefore, physical care 

kept most of the nurses/caregivers occupied in the RCF. Merina added: 

We do not have time even to stand with them for a moment or two–after we 
come we have to clean up, sweep floors, cut the grass, and then distribute 
food. Call them for a meal after the bell rings, then cut vegetables or clean up 
the rooms, bathe them, or wash clothes. We should be doing it (spiritual 
care). I think that it would be better if we could support them on that 
(spiritual practices) as well, teach them and make them do it, but where is the 
time? We are too busy. Indeed, all of them should be involved in hymn 
singing and worships. [Merina, C, RCF 1] 

Almost all nurses/caregivers expressed the need to increase staff in order to reduce 

the workload and provide spiritual care to residents. Ganga agreed: 
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Talking about challenges, according to what I have seen in our [case], we 
have limited nurses… That is because there is only one nurse in the daytime, 
I am the only one at night… You tell me! One nurse taking care of 190 older 
adults is tough; you know it, isn’t it? It is out of imagination. It is tough. If an 
employee can be added, more staff is appointed, then at least quality care will 
be provided accordingly, isn’t it? [Ganga, N, RCF 1] 

In this way, the readiness of nurses/caregivers and managerial support impacted the 

process of spiritual care provision. Influenced by these conditions, most 

nurses/caregivers were not involved in providing spiritual care, even when they were 

aware of the spiritual needs of residents. Therefore, in most cases, there was a gap 

between the spiritual needs of residents and spiritual care provided by 

nurses/caregivers.  

9.4. The Overall Consequence of the Gap between the Spiritual Needs and 

Spiritual Care Provision  

The overall consequence of the gap between spiritual needs and spiritual care 

provision was spiritual distress among most residents. The properties of spiritual 

distress, as expressed by residents, were lack of hope, purpose, happiness, 

acceptance, belongingness, inner peace, and self-integrity while living in the RCF. 

For instance, Asok stated, “I am not happy. I live here by force, not by my own wish. 

Living with family members together can be the happiest moment. I am not happy 

living alone here.” Similarly, another resident, Pushpa, concluded: 

What happiness should I talk about? I do not have a home that I was born in, 
I do not have a home that I made. I do not have anything, no love. I will be 
happy if God takes me away. [Pushpa, R, RCF 2] 

Most of the residents reported not having any hope or purpose in life. Shyam stated, 

“It is finished, the talk about the future is finished. Now I do not feel like doing 

anything. Easily… I will not get anything from my choice. It will be good if I can die 

an easy death.” Likewise, Tulasi stated, “I always have a wish, but it is not fulfilled. 

What can you do if you only have it in the heart?” Lalita agreed, “I do not have 

hopes like I used to”; and Mira commented, “If I had a choice, I would stay at the 

home. But now I have to stay here… in RCF.” Finally, most of the participating 

residents suggested not coming to a RCF for as long as possible. Maya concluded, 

“As long as possible, I feel that no one's children would end up living in RCF. 

Having your own home, I think it is better to live together no matter what the 

situation is.” In the same way, Rita concluded: 
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I want to tell the sisters at home that please do not go around looking for a 
RCF; stay at your home as much as possible with your sons and daughters, 
grandchildren and have fun with them. That is my saying. That is because… I 
am the one who does not have anything, I am the one who has suffered, I 
have to eat by force, had to live in RCF. I have to wait until my day comes, 
right? I have to sit wherever they ask me to, on floor or room. We have to be 
happy wherever the government puts us. That is what I would like to tell 
others, and it is nothing like your home. [Rita, R, RCF 1] 

Alternatively, a few residents felt that spiritual care provision was close to their 

spiritual needs, which restored their spirituality. The properties of restored 

spirituality were hope, purpose, faith, happiness, acceptance, satisfaction, 

belongingness, inner peace, and reduced loneliness. Sanu and Ram were the only 

participating residents who expressed the properties of restored spirituality in a RCF 

and used the word “extreme happiness” to describe their residential life. Ram stated, 

“It is like a heaven for us,” and clarified he is not going back even if his children 

come to take him home. Similarly, Sanu specified, “this place means everything to 

me.” Since the conditions in the RCFs were subject to change, the gap between 

residents’ spiritual needs and care provision also altered over time.   

9.5. Summary 

This chapter has explained the details of spiritual care provision. This section has 

shown that spiritual care provision is an ongoing process, including preparing 

internally, interacting with residents, integrating care, and involving in spiritual 

practices of residents. How conditions, such as readiness of nurses/caregivers and 

facility support, impact the process of spiritual care provision has been explored. The 

final section considered the overall consequence of the gap between the spiritual 

needs of residents and spiritual care provided by nurses/caregivers. This chapter has 

also established that differences in the culture of RCFs are barriers to spiritual care. 

The next chapter will discuss the major findings of the study in the context of 

existing literature.  
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Chapter Ten: Discussion 
 

10.1. Introduction 

This research aimed to provide a theoretical explanation of how older adults maintain 

spirituality in RCFs in Nepal. The specific objective of this study was to explore how 

nurses/caregivers perceive and respond to residents’ spiritual needs. Utilising a GT 

methodology, the theory—A process of connecting—was developed from the data, 

which explains how residents maintain spirituality in RCFs in Nepal. The process of 

spiritual care provision has also been identified, which corresponds to the specific 

objective of the study. This chapter discusses the key findings of the study and its 

significance in the context of the existing knowledge. Since there is no single theory 

that completely covers the process of meaning-making, connecting, and spiritual care 

provision, multiple theories have been used to discuss separate components of the 

current theory.    

I begin by discussing meaning-making process in the context of theories of 

relocation, transition, or adjustment in RCF; personal construct; or social 

comparison. Next, the continuous and dynamic process of seeking and maintaining 

connections will be discussed by integrating ideas from Robert and Bower’s theory 

of relationship development in RCF, Erikson’s theory of psychosocial development, 

and Tornstam’s theory of gerotranscencdence. Spiritual care provision will then be 

considered within the limited evidence in this area. The final sections set out the 

strengths, limitations, recommendations, and conclusions of the study.  

10.2. Meaning-making Process  

The current study found that meaning-making occurs first in the process of 

maintaining spirituality. The term spirituality, for residents in this study, meant 

connections with inner-self, higher being/s, co-residents, family/relatives, and 

nurses/caregivers. This definition of spirituality corroborates the broad description 

provided by residents internationally (Baldacchino et al., 2014;  Cohen et al., 2008; 

Eames et al., 2010; Harvey & Cook, 2010; Ihara & Vakalahi, 2011; Krause, 2008; 

Lee & Sharpe, 2007; Pandya, 2016; Shrestha, 2010). Although in contrast to 

previous research findings, connections with nature were not mentioned as part of 

spirituality in the current study. Furthermore, the term meaning-making process in 
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this study elucidates how residents make meaning of their new identities-as-

residents. Most of the grounded theories or models regarding residential living since 

the 19th century focus particularly on the process of relocation, transition, or 

adjustment (Brandburg, 2007; Brooke, 1987; Chenitz, 1983; Lee et al., 2002a; 

McKenzie-Green, 2010; Patterson, 1995; Wilson, 1997). Accordingly, the phases or 

stages that residents pass through while adjusting to residential living, or the process 

of continuous adjustment, is well-documented. Although some dimensions of these 

theories relate to the issue of identity, little is known about how residents make 

meaning of the new identity-as-residents. The findings of the current study add to the 

existing body of knowledge by providing detailed information on how residents 

make meaning of the new identity-as-residents and the conditions influencing their 

meaning-making. Data from this study indicate that making meaning of the new 

identity-as-residents is a complex process and includes phases of isolating, exploring, 

evaluating, and compromising. I argue that it is only after moving through these four 

phases that residents finally internalise their new identity-as-residents. 

The most important finding was that residents isolated themselves physically or 

emotionally from everyone inside the RCF and did not initiate any interaction in the 

isolation phase. In most cases, this phase continued for the first one to three months. 

For residents, this was one of the most difficult phases, where they felt “sad,” “low,” 

“lonely,” “bad,” and “depressed.” The adverse symptoms identified in this study are 

similar to those reported by other residents in prior studies (Brandburg, 2007; Ellis, 

2010; McKenna & Staniforth, 2017; Sullivan & Williams, 2016). The theory of 

adjustment into the RCF, developed by Brooke (1987), claims that emotional distress 

in the initial few months is a part of the disorganisation phase, where residents 

experience loss of important relationships, capacity, possessions, activities, or 

independence. Similarly, Wilson (1997) theorised that the adjustment process in a 

RCF begins with the overwhelmed phase, characterised by emotional responses such 

as “being afraid, lonely, sad, and crying” (p. 866). Likewise, Melrose (2013) argued 

that the adverse emotional reactions that residents develop during the first three 

months in the RCF are due to the relocation stress syndrome. Relocation stress 

syndrome refers to “physiologic and/or psychosocial disturbances as a result of 

transfer from one environment to another” (Manion & Rantz, 1995, p. 108). Indeed, 

the North American Nursing Diagnosis Association (NANDA) has also 



177 
 

acknowledged relocation stress syndrome as a nursing diagnosis since 1992; and 

symptoms such as confusion, loneliness, depression, and anxiety as its characteristic 

features (Melrose, 2013). However, there are studies which suggest that relocation 

stress syndrome cannot be generalised to all, and it is ideal to explore deeper or 

hidden meanings in the words of residents in order to better understand their 

experience of moving into the RCF (Mallick & Whipple, 2000; Walker et al., 2007). 

Although international evidence explains why residents tend to develop negative 

emotions in the initial few months in a RCF, the deeper or hidden meanings 

underlying residents’ strategy of isolating themselves and not initiating interactions 

were not detailed. Understanding the deeper or hidden meanings behind the 

residents’ experience in the isolation phase is vital in order for nurses/caregivers to 

develop appropriate interventions for new residents. 

Residents in this study used the strategy of isolating themselves and not initiating 

interaction because they developed feelings of shame, fear, home-sickness, shock, 

and guilt after getting admitted into the RCF. As a consequence, residents expressed 

sadness, loneliness, and depression in the isolation phase. The feeling of shame that 

residents developed in the isolation phase may partly be explained by the socio-

cultural background of the residents in this study. In Nepalese society, it is regarded 

ideal for older adults to age in their homes with the support of the younger 

generation; residential living is only a recent emerging notion. There is a deep-rooted 

stigma that residential living is only for those older adults who are either destitute or 

neglected by the family/relatives because the majority of the residents in Nepal come 

from that background (Dhakal, 2012; National Human Rights Commission-Nepal, 

2019; Nepali Times, 2017). Even though there are cases where older adults from a 

well-off family are paying, or being paid by their children to live in the RCF, they 

represent a comparatively smaller fraction of the entire picture, and face the same 

stigma as other residents in the Nepalese society (National Human Rights 

Commission-Nepal, 2019; Nepali Times, 2017). Accordingly, both the group of 

residents who paid for admission and those who were admitted without paying 

developed the feeling of shame after coming to the RCF. Other studies conducted 

from a similar socio-cultural context, where there is a stigma attached to the 

residential living, have also reported similar findings concerning the development of 
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shame in residents (Bashir, 2000; Vahid et al., 2016). In addition, residents felt 

physically and emotionally vulnerable. 

Residents in this study developed a sense of fear after coming into the RCF due to 

suddenly being exposed to an unfamiliar environment and people, and having to 

share the same room or flat with co-residents living with cognitive impairment. 

Likewise, residents were afraid of being accused of wrongdoing or possessions being 

stolen, and they did not know how to interact or to be in a facility. Isolating-self and 

not initiating any interaction were strategies used by residents in order to avoid 

physical or emotional harm and protect themselves. Creating and maintaining an 

environment where residents feel physically and emotionally safe in a RCF is vital.  

Other reasons why residents isolated themselves and did not initiate any interaction 

in the isolation phase were the feelings of home-sickness, shock, and guilt that 

developed after coming to the RCF. In Nepal, it is often family/relatives who decide 

to admit older adults into RCF or force older adults to take this decision; only a few 

older adults make this choice because of self-will (Asia Pacific Forum of National 

Human Rights Institutions, 2018; Rai et al., 2018). A recent survey conducted on 

RCFs throughout Nepal recognised that the main reasons for increasing admission 

into a RCF are “family dispute and disintegration, loss of the moral education in the 

society… lack of understanding the responsibility, and generations’ long conflict, 

seeking for… religious place” (National Human Rights Commission-Nepal, 2019, p. 

7). Accordingly, residents missed home after coming to the RCF or felt shocked that 

family/relatives decided that a RCF is a place where they should spend the rest of 

their life. In a few cases, where residents decided to move to the RCF, such as Nisha 

and Pushpa, they felt guilty for taking that decision once they got admitted. These 

findings show that the socio-cultural context of residential living has a vital impact 

on how residents perceive the experience of moving into the RCF.  

Although most nurses/caregivers in this study were aware of the residents’ strategy 

of isolating-self, only a few were conscious of the underlying reasons or its negative 

consequences. As a result, only a few nurses/caregivers in this study intervened by 

prioritising residents’ need for interactions when they saw residents isolating 

themselves. Nurses/caregivers working in a RCF need to be well-informed about the 

meaning underlying residents’ experiences in the isolation phase; only then, care will 



179 
 

be meaningful. Although episodic isolation can serve as a protective strategy for 

residents, regular isolation, the strategy adopted by a few residents, needs to be 

discouraged by nurses/caregivers.  

Another finding of the study was that residents started to explore different 

dimensions of residential living when they sensed having no other options but to 

continue living in the RCF. Residents gradually initiated interactions with co-

residents, nurses/caregivers, or other staff in RCF in order to inquire about different 

dimensions of residential living. The exploration phase of this study mirrors the 

reorganisation phase and orienting stage of adjustment theories in the sense that it is 

the time when residents started learning about their new life in the RCF (Brooke, 

1987; Lee et al., 2002a). However, both these theories did not provide detailed 

information on the dimensions of residential living that the residents explore. The 

current study revealed unique information on dimensions of residential living that 

residents explore in the phase of exploration, as detailed in chapter six.  

While exploring the dimensions of residential living, the main concern for residents 

was determining what is expected/desired from them as a resident. This finding is 

consistent with the GT Living life in residential aged care: A process of continuous 

adjustment developed by McKenzie-Green (2010) based on Australian RCFs. 

Similar to the concept of exploring, in the current study, McKenzie-Green identified 

that residents “build an information framework,” regarding different aspects of 

residential living “deliberately, incidentally, and experientially” (p. 79). Then, based 

on that information framework, residents decide “how to be” or “how to present an 

acceptable self” in a RCF (McKenzie-Green, 2010, p. 86). Residents in the current 

study inquired about expected/desired behaviour with co-residents, nurses/caregivers, 

or other staff. However, it was mainly the way co-residents behaved with each other 

and nurses/caregivers that were interpreted as expected/desired behaviour.  

Another significant finding of this study is that residents evaluated the dimensions of 

residential living by comparing it with their past life; and, consequently, different 

images of the RCF and identities-as-residents were constructed. Images of RCF refer 

to the mental picture of the place that residents formed after comparing the 

dimensions of residential living with their past life; for example, RCFs are “prison,” 

“mental asylum,” “safe,” or “messy”. Similarly, identities-as-residents specify the 
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way residents described themselves once they started living in the RCF, such as a 

person who has “no one,” “impure,” is “carrying [other’s] debt,” living “by 

begging,” or “captured in other’s fist.” Data revealed that most residents constructed 

negative images of the RCF and identities-as-residents in the evaluation phase.  The 

details of how residents evaluate the dimensions of residential living or how they 

construct images of the RCF and identities-as-residents have not been described 

previously.  

There are several possible explanations why residents in the current study 

constructed negative images of the RCF and identities-as-residents. According to the 

socio-cultural and religious background of the residents, ageing is considered a 

spiritual process, and older adults are expected to be involved in various spiritual 

practices, programmes, giving back to others, or donating to others on days of 

spiritual importance (Dimock et al., 2019; Gautam et al., 2007; Pandya, 2016;  

Shrestha & Zarit, 2012). In Nepalese society, it is believed that if older adults are not 

involved in these activities, they might not gain moksha, spiritual peace, and freedom 

from the endless cycle of rebirth and death (Mishra, 2013). Accordingly, most 

residents focused on these dimensions of residential living while comparing it with 

their past. Unlike the past, when most residents could not fulfil these activities 

regularly in the RCF or they had to accept donations from other people, they formed 

negative images of the RCF and identities-as-residents. For instance, Maya 

concluded, “I should be involved in daan (donation) and dharma (spiritual practices) 

at this time, but I am eating what is donated.”  

Similarly, according to socio-culturally defined roles, older male adults are expected 

to spend old age by continuing to work, earning a living, taking responsibilities of a 

partner, or managing the future of children. Therefore, most male residents focused 

on the dimensions of residential living such as freedom, decision-making power, or 

opportunities to work or voice concerns, while comparing it with their past. Unlike 

their past, when self-governance was impacted in the RCF, they formed negative 

images of the RCF and identities-as-residents. For instance, Shyam described himself 

as a person living “under someone else’s command.” These findings show that socio-

cultural expectations play a significant role in determining the type of images of a 

RCF and identities-as-residents that residents create.  
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A theory of personal construct, developed by Kelly (1955), also helps to explain why 

residents in the current study mainly constructed negative images of the RCF and 

identities-as-residents. According to Kelly (1955), every individual construes or 

places unique interpretation upon event or experience. However, individuals from the 

same culture tend to “construe their experience in the same way” (Kelly, 1955, p. 

94). Similarly, an individual’s “psychological processes are channelized by the ways 

in which he anticipates events” (Kelly, 1955, p. 93). Nevertheless, individuals 

belonging to the same culture anticipate events in a similar way (Kelly, 1955). 

Consistent with this seminal theory, most residents in the current study had similar 

socio-cultural expectations regarding how they were going to spend their old age, 

which was also a major part of their self-identity. However, when those expectations 

were not met in the RCF, they constructed negative images of the RCF and 

identities-as-residents.  

Similar to the findings of the current study, a recent case study conducted on three 

RCFs in the UK found that restrictions in RCF put residents’ sense of independence 

and autonomy at risk, which forced them to redefine themselves within institutional 

limitations (Paddock et al., 2018). Therefore, residents expressed bounded identity in 

the RCF, which is similar to some of the negative identities reported by residents in 

the current study (Paddock et al., 2018). It is vital that services provided in a RCF be 

reflective of residents’ socio-cultural expectations in order to promote the 

construction of positive images of RCFs and identities-as-residents.  

One interesting finding is that residents compromised with the new identity-as-

residents by comparing themselves with co-residents. The reference group for 

comparison for most residents were co-residents who had either son, daughter-in-

law, home, or were from a well-off family. Most residents perceived that if the co-

residents from similar, or comparatively better, backgrounds have reconciled with 

the new identity-as-residents, then they “must,” “have to,” or “should,” compromise 

as well. Findings from the current study illustrate the strategy of comparison that 

corresponds to assumptions of social comparison theory. Social comparison theory 

claims that individual evaluates self “opinions and abilities” by comparing with 

others (Festinger, 1954). Previous work in RCFs also supports these findings (Lee et 

al., 2002b; Paddock et al., 2018). A review study suggested that residents often 
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compare themselves with co-residents based on health, cognitive, social, financial 

status, or family visits in order to put things into perspective and cope (Lee et al., 

2002b). In a case study, Paddock et al. (2018) found that comparing with co-

residents is an adaptive strategy used by residents in order to “forge a positive 

identity” (p. 655). In that study, residents without dementia compared themselves 

with co-resident having dementia in order to accentuate their “superior cognitive and 

physical abilities” (Paddock et al., 2018, p. 655). In social psychology, this strategy 

of comparing self with less-fortunate people is termed as a downward social 

comparison (Wills, 1981). It is important to note that residents’ socio-cultural 

context, background, or health status might influence the choice of reference group 

for comparison. Nevertheless, comparing with co-residents helped residents to 

compromise with their new identities-as-residents. 

Another key finding was that residents gradually internalised their new identities-as-

residents after moving through the phases of isolation, exploration, evaluation, and 

compromise at their pace. There were elements of identities-as-residents that most 

residents were still struggling to internalise. However, almost all the residents in this 

study internalised their new identity as a person having “no one.” This internalisation 

occurred gradually but became prominent when visits/calls/invites from 

family/relatives steadily reduced or stopped as they continued living in the RCF. In 

this study, most residents reported the feeling of abandonment, deception, and 

marginalisation only when visits/calls/invites from family/relatives steadily reduced 

or stopped; rather than immediately on admission. What residents expected was their 

family/relatives would continue taking care of them even in the RCF. However, 

when visits/calls/invites from family/relatives steadily reduced or stopped, they felt 

abandoned, deceived, and marginalised.  

Although the feeling of abandonment or being “thrown” by family/relatives is 

commonly reported by adjustment theories (Brooke, 1987; Chenitz, 1983), the 

feeling of deception and marginalisation was unique to Nepalese residents. Residents 

in this study believed that family/relatives tricked them into moving to the RCF when 

they said they would continue taking care of them even in the RCF but did not do so 

afterward. Similarly, residents perceived that family/relatives had marginalised them 

by not visiting/calling/inviting after being admitted into the RCF. In addition to 



183 
 

visits/calls/invites, residents expected that family/relatives would continue loving 

them, taking their advice, supporting them in fulfilling spiritual needs, caring during 

illness, providing financial backup, and respecting them even after moving to RCF. 

Resident’s sense of abandonment, deception, and marginalisation needs to be 

addressed. Data revealed the need for programmes and policies encouraging regular 

family visits in RCFs, especially on days of spiritual importance to reduce residents’ 

depression, anxiety, loneliness, and increase the feeling of kinship. Similarly, 

findings of this study support that family/relatives need to be encouraged to remain 

connected with residents as much as possible, and rules and regulations of RCF must 

be flexible to allow for regular family visits/calls/invites. 

10.2.1 Promoting positive images of RCFs and identities-as-residents 

The most striking finding of this study is that residents tend to construct 

comparatively positive images of RCFs and identities-as-residents under specific 

conditions. Data show that when there is a religious place inside or near to the RCF, 

residents are placed according to their cognitive abilities, environmental aesthetics of 

the RCF premises are maintained, regular spiritual programmes are organised, or 

individual spiritual practices are allowed, residents construct comparatively positive 

images of RCFs and identities-as-residents. Similarly, study findings demonstrate 

that residents construct comparatively positive images of RCFs and identities-as-

residents when the privacy of residents is considered; or opportunity is provided for 

social interactions. These results corroborate some of the findings of a content 

analysis and case study regarding residents’ identity conducted in RCFs in Austria 

and the UK, respectively (Paddock et al., 2018; Riedl et al., 2013). Similarly, a GT 

Finding home in a RCF in Ireland has also identified that providing privacy and 

valuing residents as an individual is essential for conserving  personal identity 

(Cooney, 2012). 

The current study also found that residents construct comparatively positive images 

of RCFs and identities-as-residents when nurses/caregivers valued residents’ spiritual 

belief systems, allowed them to contribute according to capacity, rewarded them, 

included them in decision-making, or gave residents a chance to express 

needs/concerns. It is clear that in order to promote positive images of RCF and 

identities-as-residents, managers and nurses/caregivers working in RCFs should 
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think beyond the physical needs of residents, which is the current scenario in most 

Nepalese RCFs (National Human Rights Commission-Nepal, 2019). In creating, as 

well as reforming, rules and regulations, the expectations, needs, capabilities, and 

spiritual belief system of residents should be considered to promote positive images 

of RCF and identities-as-residents rather than stereotyping all residents as the same.  

10.3. Process of Seeking and Maintaining Connections 

In this study, the perceived lack of connection acted as a driving force for residents 

to seek new and maintain existing connections in the RCF. The concept of 

connections or relationships between residents or with nurses/caregivers is not new. 

Previous theories on adjustment or transition in RCFs have incorporated the elements 

of “relationship-building” or “new social network,” “establishing relations” in 

different stages (Brooke, 1987; Lee et al., 2002a; Wilson, 1997). However, the 

emphasis of these theories was on understanding new residents’ experiences within 

10 months (Brooke, 1987), 6 months (Lee et al., 2002a), or 1 month (Wilson, 1997); 

rather than how they seek and maintain connections in a RCF. The current study 

showed no evidence to support these theories in a sense that “meaningful” 

relationship development can occur as early as 1 month or is fixed to occur within 6 

or 10 months (Brooke, 1987; Lee et al., 2002a; Wilson, 1997).  

Similarly, there are studies that have focused on the relationships between residents 

or nurses/caregivers (Jones & Moyle, 2016; McGilton & Boscart, 2007; Wilson et 

al., 2009). However, only one GT has been developed to explain how residents 

develop relationships in RCFs (Roberts & Bowers, 2015); although it did not address 

the concept of connecting with inner-self and higher being/s and only included the 

residents’ perspective. The findings of the current study have explained how 

residents seek, as well as maintain, connections with different sources, such as inner-

self, higher being/s, co-residents, and nurses/caregivers.  

Data from the current study indicate that seeking connections includes residents 

identifying sources, developing connections, and appraising responses, which 

eventually led them to build connections in the RCF. Residents used different 

strategies to develop connection with different sources depending on the responses 

that they received. Similarly, the results show that maintaining connections comprise 

sustaining connections with co-residents, preserving connections with 
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nurses/caregivers, and continuing connections with inner-self and higher being/s. By 

maintaining connections with different sources, residents balanced shifting 

connections in RCF. I argue that the process of seeking and maintaining connections 

is continuous and dynamic, since conditions surrounding different sources of 

connections keep changing in a RCF.  

10.3.1 Supporting residents’ process of connecting with inner-self and higher being/s 

A key finding of this study is that residents developed and maintained connections 

with inner-self and higher being/s by involvement in group spiritual programmes and 

individual spiritual practices, as allowed. Consistent with this finding, previous 

studies have demonstrated that connecting with inner-self, higher being/s, or higher 

power is one of the major spiritual tasks in old age which allows older adults to 

transcend associated losses (Dalby, 2006; Hedberg et al., 2009; MacKinlay, 2002). 

Interestingly, the study findings support Erikson’s theory, which claims that 

transcendence is a part of psychological development in old age (Erikson & Erikson, 

1997). Erikson’s theory has also conceptualised that transcendence is mainly evident 

in older adults aged 80 and beyond (Erikson & Erikson, 1997). In contrast, the 

present study found that residents in their 60s and 70s were also involved in 

connecting with inner-self and higher being/s to transcend reality. A possible 

explanation for this result might be that transcendence is not just a part of 

developmental stage but people might develop it early in life as a result of a difficult 

life situation (Momtaz et al., 2010; Shaw et al., 2016; Sun, 2012; Yoon, 2006). For 

Nepalese residents, moving to RCF was that difficult life situation. The findings of 

this study also confirm Tornstam’s (2005) theory of gerotranscendence, which claims 

that as an individual ages, there is a major shift from materialistic to a transcendent 

view of the world in order to maintain self-integrity. Therefore, seeking and 

maintaining connections with inner-self and higher being/s, one of the major spiritual 

tasks for older adults, should be supported in RCFs to maintain residents’ self-

integrity.  

Supporting resident’s process of connecting with inner-self and higher being/s is also 

important because data upholds that it leads to a number of positive outcomes such 

as increased sense of physical wellbeing, “hope,” “faith,” “happiness in the soul,” 

“satisfaction,” “relaxation,” and “inner peace”. Similarly, facilitating residents’ 
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process of connecting with inner-self and higher being/s can help residents to forget 

their difficult past, acquire a sense of the meaningful passage of time, combat 

loneliness, find meaning in suffering, and a sense of control. These results 

corroborate the findings of a great deal of previous work regarding the positive 

impact of spiritual practices in older adults from all cultures (Cowlishaw et al., 2013; 

Ihara & Vakalahi, 2011; Malone & Dadswell, 2018; Pandya, 2016). Past studies, 

however, have not addressed how spiritual practices of residents can be supported in 

a RCF from the perspective of older adults as well as nurses/caregivers.  

The current study found that residents’ spiritual practices can be supported by 

organising regular group spiritual programmes in the presence of spiritual advisors or 

caregivers, and providing freedom for individual spiritual practices, which was 

missing in one RCF. Residents might prefer different types of spiritual programmes 

or practices. As a result, regular assessment of what kind of spiritual programmes or 

activities most residents need or prefer can be helpful. Similarly, findings show that 

residents’ spiritual practices can be supported indirectly by allowing them to be 

involved in different income generating activities inside the RCF or giving access to 

old age allowance, which will help them to pay for, or carry out, spiritual practices 

that they value. However, most Nepalese residents are being deprived of their right to 

old-age allowance (The Himalayan Times, 2019), which was also evident in the 

present study.  

10.3.2 Facilitating residents’ process of connecting with co-residents and 

nurses/caregivers 

A significant finding of this study was that residents developed connections with co-

residents, nurses/caregivers by getting involved in regular interactions with them. 

While interacting, residents appraised the response of co-residents and 

nurses/caregivers according to their expectations. Residents continued connecting 

when expectations from co-residents and nurses/caregivers met. Otherwise, residents 

either limited or stopped interacting with particular co-residents/nurses/caregivers, 

and started identifying other sources of connections. Consistent with this finding, a 

GT based on RCFs in the US. has found that “peer and staff responsiveness” is 

central to the development of relationships in RCF (Roberts & Bowers, 2015, p. 57). 

Depending on the response of co-residents, nurses/caregivers, residents perceived the 
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relationship as friendly or unfriendly (Roberts & Bowers, 2015). Moreover, Roberts 

and Bowers (2015) recommended that the focus of future research should be 

identifying resident-level and staff-level interventions to teach positive responses that 

support relationship development. The findings of the current study add to this body 

of knowledge by identifying the positive responses that residents expect from co-

residents and nurses/caregivers. Residents in this study expected co-residents to be 

trustworthy, cooperative, compassionate, easy-going, respectful, and supportive of 

their spiritual practices. Similarly, residents expected nurses/caregivers to provide 

compassionate, unbiased, dignified, continuous care, or be respectful and supportive 

of their spiritual practices. The findings also demonstrated that when co-

residents/nurses/caregivers in this study met expectations of residents, resident’s 

notion of what constitutes a family shifted, and they began to consider those co-

residents/nurses/caregivers as their new family. Positive attitudes and practices 

should be encouraged amongst residents, as well as nurses and caregivers, to 

facilitate the process of seeking connections in a RCF.  

Data from the current study also revealed that the placement or arrangement of 

residents can constrain their process of seeking connection with co-residents. 

Therefore, residents’ process of seeking connection can be facilitated by arranging 

them according to their cognitive abilities so that barriers of communication such as 

hearing, speech problems, or mental impairments can be reduced as much as 

possible. Also, findings indicate that language, gender, and religious affiliation 

constrain the process of seeking connection in RCF. This finding highlights the need 

for considering residents’ cognitive abilities, language, gender, and religious 

affiliations while choosing a shared room in order to create a facilitative environment 

for interactions. Likewise, the study found that residents’ process of seeking 

connection with nurses/caregivers can be facilitated by allocating time to interact, 

and prioritise their holistic needs. This finding supports the international guidelines 

on the care of older adults, specifically the holistic approach recommended by the 

WHO (2015), Meaningful Ageing Australia (2016), and New Zealand’s Healthy 

Ageing Strategy (Ministry of Health- New Zealand, 2016). 

One interesting finding is that residents maintained newly built connections with co-

residents by using strategies such as being nice, avoiding conflict, assisting, and 
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sharing. Similarly, for preserving connection with nurses/caregivers, residents in this 

study reported being nice, gifting money/donated material, and sharing. These results 

reflect those of Roberts and Bowers (2015) who theorised that residents work 

actively in forming a positive atmosphere, so that interaction goals are achieved, or 

needs are met. However, these strategies do not always ensure the development of a 

positive relationship since co-residents and nurses/caregivers might not reciprocate 

positively. As a result, the development of friendly relationships is often challenging 

for residents (Roberts & Bowers, 2015). Similar to the theory developed by Roberts 

and Bowers (2015), the present study found that although most residents used 

positive strategies, they were not able to form meaningful relationships with co-

residents and nurses/caregivers. The reason was that most residents lacked trust and 

maintained an intermediate level of interaction with co-residents, which meant 

sharing everything except inner feelings. Similarly, in most cases, residents 

maintained an intermediate level of interaction with nurses/caregivers, which meant 

sharing only physical needs. The underlying reason was most residents were afraid to 

share other needs than physical because they felt that they might not get dignified 

care during illness or end of life if they either troubled/disturbed nurses/caregivers. 

Likewise, due to the same fear, residents were also reluctant to complain about 

nurses/caregivers’ care in RCFs.  

Even though strategies used by residents in the present study were similar to those 

reported by Roberts and Bowers (2015), gifting money/donated material to maintain 

connections with co-residents/nurses/caregivers was unique to Nepalese residents. 

Internationally, RCFs can impose various degrees of restrictions regarding 

nurses/caregivers accepting cash/gift from residents. For instance, the Code of 

Conduct for nurses in New Zealand warns that gifting practice could be 

misinterpreted as nurses taking benefit of the care recipient’s vulnerability (Nursing 

Council of New Zealand, 2012). However, gifting is a common practice among 

Nepalese residents, and RCFs have no clear policy against it. The current study 

found that donations do become very important in the almost hidden negotiations for 

maintaining connections, receiving spiritual care and attention in the cultural milieu 

of Nepal. Indeed, shifting the donations to management had a profound effect on 

residents—adding to their shame. Giving donations is deeply entrenched in the 

Nepalese culture and considered vital for maintaining spirituality. Therefore, donors’ 
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personal choice of giving money/material directly to residents, as well as residents’ 

subjective choice of gifting objects to co-residents/nurses/caregivers can be 

supported. However, gifting should not be expressed as desired/expected behaviour 

in order to get dignified care. Getting dignified or respectful care is right of the 

residents and should not depend on the gifting behaviour. It is the responsibility of 

nurses/caregivers to create and maintain a trustworthy, as well as a supportive, 

environment within the RCF, and within professional boundaries. It is prudent for the 

RCF to have clear policies regarding gifting practices, inform nurses/caregivers 

about their professional boundaries, and be vigilant in ensuring policies are executed.  

10.4 Incorporating the Spiritual Needs of Residents and Providing Spiritual 

Care 

In the literature, spiritual needs and care of cognitively intact older adults living in 

RCFs is a relatively under-researched area. A recent integrative review shows that 

there is limited evidence and no agreed definition of spiritual needs or care from the 

perspective of older adults, nurses, and caregivers in the context of RCFs (Gautam et 

al., 2019). The concept of spiritual care, in the context of general nursing or 

palliative care or dementia, has been examined (Gautam et al., 2019). However, there 

is no theory focusing on the concept of spiritual needs and care of cognitively intact 

older adults living in RCFs that integrates the perspectives of older adults, nurses, 

and caregivers. Therefore, the current study addresses this gap in knowledge by 

presenting the perspective of Nepalese older adults, nurses, and caregivers regarding 

spiritual needs and spiritual care in RCF.  

The present study found that spiritual needs refer to what residents require in order to 

maintain their spirituality (i.e., connection with inner-self, higher being/s, 

family/relatives, co-residents, and nurses/caregivers). Spiritual needs identified in 

this study, from the perspective of residents, as well as nurses/caregivers, were the 

need for dignified care during illness or end of life, regular spiritual programmes, 

individual spiritual practices, and giving back to others. Other spiritual needs 

included regular interactions with family/co-residents/nurses/caregivers, close, 

respectful, and trusting relationships with family/co-residents/nurses/caregivers, 

continuity in care, equity, freedom, and regular social interactions. Additionally, the 

need for financial support, end-of-life support, affectionate care, categorisation, 
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counselling, and individualised care were also identified as spiritual care. This 

finding broadly supports previous work in this area which describes spiritual needs 

as psychological, social, religious, or existential needs (Erichsen & Bussing, 2013; 

Man-Ging et al., 2015). Unlike the present study, those studies only included the 

perspective of older adults. Similarly, spiritual care in this study meant any care 

undertaken in order to fulfil spiritual needs of residents. One of the important 

findings of this study was that although nurses/caregivers were aware of most of the 

spiritual needs of residents, only a few were involved in providing spiritual care. As 

a result, most spiritual needs remained unattended. 

The most interesting finding is that spiritual care provision is a continuous process. 

The study found that in order to provide spiritual care, it is essential that 

nurses/caregivers internalise their role, establish trusting relationships with residents, 

provide resident-centred care, and cultivate a sense of kinship. To internalise the role, 

nurses/caregivers should place themselves in the residents’ situation, reflect on self-

experiences, and focus on the core values of the work. Similarly, establishing trusting 

relationships requires nurses/caregivers to take an individual approach to care, make 

interactions as informal and positive as possible, be polite, provide affectionate and 

respectful care, use a respectful tone and language, encourage residents to share their 

inner feelings, and allocate enough time for interactions. Providing resident-centred 

care meant coordinating with co-workers, managers, and negotiating with donors to 

fulfil spiritual needs as perceived by residents. Furthermore, cultivating a sense of 

kinship would require nurses/caregivers to be involved in listening, accepting, 

supporting the spiritual belief system of residents, and providing spiritual 

counselling. Similar to the findings of the current study, a few previous studies have 

demonstrated that spiritual care in RCF means trustworthy, compassionate, 

respectful, and holistic care (Blank et al., 2018; Rykkje et al., 2013; Wilkes et al., 

2011). However, an integrated view of older adults, nurses, and caregivers is missing 

in those studies. The findings of the current study have also identified detailed 

strategies that nurses/caregivers should use in order to incorporate spiritual care in 

RCF rather than only exploring its components.   
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10.4.1 Facilitating spiritual care provision 

The most important finding of this study is that only a few nurses/caregivers were 

involved in spiritual care provision. Data show that lack of awareness, training, 

experience, confidence, managerial support, recognition, staff, and time due to 

excess workload are major challenges in providing spiritual care. I argue that 

addressing these challenges can facilitate spiritual care provision in a RCF. Findings 

revealed that nurses/caregivers who valued spiritual belief systems in their life, 

received caregiving training, or had more experience of working in RCFs were more 

sensitive towards the spiritual needs of residents and were involved in providing 

spiritual care. These results are in accord with a descriptive qualitative study 

conducted in RCFs in New Zealand, which identified the lack of awareness among 

nurses/caregivers, delicate nature of the topic, and fear of crossing professional 

boundaries as main barriers of spiritual care provision. Lack of trust between staff 

and residents, task‐oriented model of care, lack of staff, time, and referral 

mechanisms were also reported as hindering factors to spiritual care (Blank et al., 

2018). Therefore, facilitating spiritual care provision would require equipping 

managers/nurses/caregivers with knowledge on spirituality, what constitutes spiritual 

needs or spiritual care of residents, and the significance of addressing this issue.  

Similarly, nurses/caregivers should be well-trained on spiritual needs assessment, 

spiritual care provision, as well supervised continually by managers (Blank et al., 

2018). Management should address the staff-shortage, recognise and support 

nurses/caregivers providing spiritual care, arrange for spiritual advisors, and evaluate 

care based on quality rather than quantity. Further, the current study found that rules 

and regulations of the RCF directly influenced the extent to which nurses/caregivers 

could be involved in spiritual care provision or allow individual spiritual practices or 

arrange family visits or provide end-of-life support. Therefore, rules and regulations 

in RCF should support residents’ spiritual needs. To fulfil spiritual needs of residents 

and provide spiritual care within a resource-constraint context, nurses and caregivers 

could start coordinating with co-workers, managers, and negotiating with donors, as 

did few nurses and caregivers in this study.  

Facilitating spiritual care provision is important because, as the current study found, 

an increased gap between spiritual needs and spiritual care leads to spiritual distress 
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in residents. In the literature, the term spiritual distress has been used to refer to the 

unmet spiritual needs of hospitalised older adults (Egan & Brisson, 2006; Monod et 

al., 2010b; Mundle, 2015). The findings of the current study add to the body of 

knowledge by elaborating on the concept of spiritual distress in the context of RCF, 

including the perspective of residents and nurses/caregivers. The symptoms of 

spiritual distress in the current study included a lack of hope, purpose, happiness, 

acceptance, belongingness, inner peace, and self-integrity. In contrast, when spiritual 

care provision was close to the spiritual needs of residents, it helped restore their 

spirituality. The concept of restored spirituality, as identified in the current study, can 

be compared to the term spiritual wellbeing or wellness used in the context of 

hospitalised older adults broadly referring to fulfilled spiritual needs (Monod et al., 

2010b). The symptoms of restored spirituality in this study were increased hope, 

purpose, faith, happiness, acceptance, satisfaction, belongingness, inner peace, and 

reduced loneliness. Only a few residents in this study expressed these symptoms of 

restored spirituality.  The ultimate goal of spiritual care in RCF should be restoring 

residents’ spirituality.  

10.5. Strengths and Limitations 

The current study has several strengths. Firstly, this study is the first to investigate 

spirituality of Nepalese residents from older adults’, nurses’ and caregivers’ 

perspectives, therefore, it has addressed the significant gap in the literature. 

Secondly, this study has utilised GT methodology, providing insight into the 

complex process involved in maintaining spirituality in Nepalese RCFs along with 

the consequences of different conditions on participants’ responses. Another strength 

of this study is that diverse RCFs and participants were included, as much as 

possible, in order to cover variation in the theory. Furthermore, this study has 

highlighted how to integrate spirituality into the care of residents and its benefits, 

under-researched area in literature. Moreover, when the findings of this study were 

presented in front of the GT group, colleagues, post graduate students, they could 

relate to many of the concepts in terms of residential care in Australia and New 

Zealand. However, it is equally imperative to pinpoint the limitations of the current 

study. 
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This study is limited to the group of Nepalese older adults, nurses, and caregivers 

recruited from the selected RCFs in Nepal. In addition, most participants were 

Hindu. Future research including a bigger group of participants, more RCFs or 

covering different religions is needed to add variation and richness to this theory. 

Another limitation of this study is that participant observation could not be 

conducted, which could add more richness to the interactions between participants in 

more private spaces inside the RCFs. However, observation within interviews was 

conducted, which helped to note behaviours. For instance, even though 

nurses/caregivers did not address negative ways of interacting with residents (that the 

residents talked about), observation within interviews clarified it. Also, context is 

crucial while studying spirituality, and this study is limited to the socio-cultural 

context of residential living in Nepal. However, the findings, as indicated above, fit 

with many RCFs; thus, the process may well be transferable to RCFs in other 

countries. Also, this study did not include residents living with dementia or who were 

having an acute episode of ill health. The methodological approach and available 

time were not suitable to elicit the perceptions of those residents.  

10.6. Recommendations 

Education and practice 

 Information on spirituality, spiritual needs, and spiritual care of residents 

should be included in the nursing curriculum and training manuals 

(caregiving training). 

 Managers, nurses, and caregivers working in RCFs should be educated on 

how residents make meaning of their new identity-as-residents and do they 

seek and maintain connections. 

 Nurses/caregivers should be trained to prioritise residents’ need for 

interactions, along with other needs, especially when isolation is evident.  

 It is vital that nurses/caregivers working in RCFs aid new residents to gain a 

realistic understanding of every dimension of residential living and what is 

expected/desired, or not, from them as a resident to prevent 

misunderstandings.  
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 Arrange regular positive counselling programmes to remind residents that 

RCF is one of the government’s strategy of protecting older adults, and it is 

their right to live there not a shame or an equivalence to begging.  

 Services provided in RCFs should resonate with residents’ socio-cultural 

expectations and spiritual belief system in order to promote the construction 

of positive images of RCF and identities-as-residents. Similarly, rules and 

regulations of RCFs should be flexible enough to allow for residents’ 

capabilities, and promote the construction of positive images of the RCF and 

identities-as-residents.  

 Visits/calls/invites from family/relatives should be promoted in RCF in order 

to reduce their feelings of abandonment, deception, and marginalisation. 

 To promote connections, regular group spiritual programmes in the presence 

of spiritual advisors or caregivers should be organised, and freedom for 

individual spiritual practices should be given.  

 Residents’ right to financial autonomy should be preserved since it 

significantly impacts their identity-as-residents as well as the process of 

connecting. The old age allowance needs to be uniformly distributed to all 

residents. RCF should advocate for providing the old age allowance of those 

older adults who have no citizenship certificate. Donors can be allowed to 

donate directly to residents under supervision.  

 The model of care being used in most RCFs in Nepal (i.e., the bio-medical 

model) must be replaced by bio-medical and spiritual care. Nurses/caregivers 

must be well-informed about the spiritual needs of residents, and well-trained 

in assessing spiritual needs and providing spiritual care routinely.  

Policy 

 The Senior Citizen Rules of Nepal need to be revised in order to improve 

standards for the infrastructure and facilities inside RCFs based on residents’ 

spiritual needs. For instance, physical disability should not be the barrier to 

spiritual practices, RCF’s building should be older adults and wheel-chair 

friendly.  

 The Senior Citizen Rules of Nepal need to form standard caregiving protocols 

based on the spiritual needs of residents. 
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 Lack of financial resources in RCFs, trained staff, and quality care in RCFs 

need to be addressed.  

Research 

 Design interventional studies using a multidisciplinary approach to 

conceptualise spiritual care model in RCFs, implement it, and assess its 

efficacy.  

 Future research on how older adults living with dementia maintain their 

spirituality using the participant-observation method is also recommended.  

 Explore the transferability of the theory—a process of connecting—to the 

hospitalized older adults.   

 

10.7. Conclusion 

The aim of the study was to provide a theoretical explanation of how older adults 

maintain spirituality in RCFs in Nepal. The specific objective was to explore how 

nurses and caregivers perceive and respond to residents’ spiritual needs. A GT 

methodology was used. A theory—a process of connecting—was developed from the 

data, which explains how residents maintain spirituality in RCFs in Nepal. Moreover, 

the process of spiritual care provision was identified, which explains how nurses and 

caregivers perceive and respond to spiritual needs of residents.  

A process of connecting offers a fresh, positive, and cost-effective outlook on 

improving caregiving practices for residents in Nepal. A positive outlook is critical in 

a scenario where the trend of residential living is increasing, despite associated 

stigma and problems. Furthermore, this theory supports holistic approach, 

individualised, or resident-centred care, which is consistent with the current 

international guidelines regarding the care of older adults such as the WHO, New 

Zealand’s Healthy Ageing Strategy, Joint Commission for Accreditation of Health 

Organizations, and Meaningful Ageing Australia.  

I conclude by thanking all the participants of this study who provided their time and 

willingness to share every detail of their journey in RCFs. I will always appreciate 

and value the extensive effort that residents put in, in order to maintain their 

spirituality in RCFs; a process I would have never known if I had not done this study.  
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Appendix E: Translation and Back Translation: Determining the Conceptual 

Equivalence of the Translated Transcript 

Interview  Transcribed in Nepali 
language by the 
researcher   

Translated from Nepali to 
English by main bilingual 
translator  

Back translated into Nepali by 
another bilingual translator  

1 साथी त  िथए  वरपरका ो 
कोठा बे ै े । लाटी सँग 
िथए, लाटी चािह अिल 
बदमास िथई। कुट्ने िपट्ने 
गथ । हािकमलाइ भ ा खे र 
हजुर ए ो गछ यो के गरेर 
ब ु म भने हैन ? िभ ा 
फिकनु, सु ु भै हा छ िन भ ु 

ो उहा चाही अिन १० 
मिहना बसे तल िसडीमा। 
अिन मािथ हािकमले ल ेको 

ा। …अिन २-४ िदन भए 
पिछ आमा तपाईलाइ क ो 
ला ो यहाँ भ ु भयो उहाले 
सो नु भयो ा। हजुर भखर 
पो काठमाडौ ँआएछु म त भ  
आए छ। (हाँसे) 

There were friends but in 
different rooms. I was with 
lati (having cognitive 
impairment). She was 
terrible and used to abuse by 
hitting me physically. I told 
the manager that she does 
that and asked how to live 
with her? The manager used 
to tell me, face walls of the 
room and sleep. I stayed 
downstairs for 10 months 
and then I was transferred 
upstairs by the manager. 
…After two-four days, they 
asked me how I felt living 
upstairs. I said now I feel 
like I am living in 
Kathmandu. (Laughs) 

साथीह  त िथए तर उनीह  अक 
कोठामा िथए। म लाटी (बु  नस े) 
सँग िथए। ो सा ै खराब िथई ते े 
मलाई कुट्ने गथ । मैले यो बारेमा 
हािकमलाई बताए ए ो गछ म कस र 
बसु भने। उहाले मलाई तपाई िभ ा 
पि  फकर सु ु  केिह  भ ु भयो। म 

हाँ तल १० मिहना बसे, सपिछ 
हािकमले मलाई मािथ ो त ामा 
सारे। … उनीह ले म मािथ सरेको २-४ 
िदन पिछ तपाईको बसाइ क ो दै छ 
त  मािथ भनेर सोधे।  मैले भने मलाई 
अिहले चाही काठमाडौ ँबसेको अनुभूित 
भै रहेको छ।(हाँसे) 

2 नयाँ  स ! त तै एउटा 
साथी ो गुिमहा ो, धेरै 
असा ै  िमलनसार साथी 
िथयो। ऐले छ एक जना।अ  
िम ने । ऐले भनौ भने कोिह 
कोिह मा  हो । ित सारो म 
अ  संग ित झगडा गरेर 
िन  खोजेर म कोिह संग िन 
छैन।  कसै कसैले नभाको 
झुटो आरोप लाउछन्, लाओ 
मैले गरया छैन ितिमह ले 
गया ितमीह  भो छौ भ छु। म 
तेता पि  जा छु। 

New relation! I had one 
friend but I lost her. She was 
very friendly. I have one at 
this moment. Am friendly. I 
have to say that I have only 
few of them. Usually, I 
don’t fight with others.  Few 
of them blame me for the 
thing that I haven't done. I 
let them blame me, I haven’t 
done anything, they will 
have to suffer for things they 
have done. I think that way.  

नयाँ  स ! मेरो एकजना साथी  िथयो 
तर मैले उनलाइ गुमाए। उिन सा ै 
िमलनसार िथइन। मसँग अिहले एक 
जना मा  छ िम ने । मैले भ ु पछ  थोरै 
मा  छन्. साधारणतया म अ सँग 
झगडा गिदन। कोिहले चाँही मैले जे 
गरेको छैन तेसैमा दोष लगाउछन्। म 
दोष लगाउन िद छु उिनह ले गरेको 
कुराको दुख उनीह ले सहनु पनछ। म 
यसरी सो ु । 

3 एकचोटी इंिडया मा छँदा 
पागल खाना गािथए, पागल 
खाना मा जाँदा ते ै गथ। यो 
वृ ा म त मलाइ थाहा 
िथएन।पागल खाना पो हो रैछ 
िक ा हो (हाँसे)  हेतेरी! 
याँहा अब के गनु भ ा िबहान 
उठेर ो एउटा आइमाईलाइ 
सोधे, यो आइमाई िकन 
कराउछ  भ ा, " बौलाइ  हो 

ो मा छे, ो पिन बौला हो। 
यो बृ ा म हो िक 
पागलखाना हो भ ा खेरी 
पागलखाना हैन बृ ा म हो 
भिनन । (हाँसे) 

Once I went to the mental 
asylum in India, they used to 
do the same thing. I did not 
know about this RCF, is it a 
mental asylum? (Laughs). 
Unfortunately! What should 
I do here now? Then, I woke 
up in the morning and asked 
with a woman why the other 
woman was shouting. She 
told me that those are 
mentally ill. I asked whether 
it is a mental asylum or 
RCF, then she said, “it is a 
RCF, not a mental asylum.” 
(Laughs) 
 

म एक पटक भारतको पागल के मा 
गािथ । ितनीह  हाँ पिन ते ै गन 
गदथे। मलाई थाहा िथएन यो 
बृ ा मको बारेमा। के यो पागल के  
हो िक? (हाँसे) दुभा बस ! म के गरौ 
अिहले याँहा? अिन म िबहानै उठ र 
अक  मिहला िकन ह ा ग ररहेको हो 
भनेर सोधे। अिन उनले मलाई बताइन 
ियनी ह  मानिसक रोिग न्। यो पागल 
के  हो िक बृ ा म हो त भनेर मैले 
उ लाई सोधे अिन उ ले भिनन्,"यो 
एउटा बृ ा म हो  पागल  के  हैन"  
(हाँसे) 
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Appendix F: Brain Map to Record Dimensions of Residential Living as 

Reported by Participants 



260 
 

Appendix G: Evolved Diagram of Developing Theory 
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