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Abstract
Background: Implementing elder-dedicated local health and social services (LHSS) is primary 
for older Canadian adults to age in place. However, there is currently no synthesis of the fac-
tors (barriers and facilitators) involved in LHSS implementation.
Objective: This study aimed to synthesize current knowledge about the institutional factors 
involved in elder-dedicated LHSS implementation by describing them and their influence.
Methods: A scoping review was conducted using eight databases and the grey literature. Data 
were analyzed thematically.
Results: A total of 23 documents led to the identification of 15 inter-influencing factors  
(12 barriers and 11 facilitators). Indeed, 20 connections were noted among factors, mostly 
among barriers.
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Discussion and implication: Although some barriers and facilitators also affect the implemen-
tation of services dedicated to the general population in Canada, the interplay between  
agism and power issues needs to be taken into consideration for a successful elder-dedicated 
LHSS implementation.

Résumé
Contexte : La mise en œuvre de services de santé et sociaux locaux (SSSL) dédiés aux 
aînés est primordiale pour que les personnes âgées canadiennes puissent vieillir chez elles. 
Cependant, il n’existe actuellement aucune synthèse des facteurs (obstacles et facilitateurs) 
impliqués dans la mise en œuvre des SSSL.
Objectif : Cette étude visait à synthétiser les connaissances actuelles sur les facteurs insti-
tutionnels impliqués dans la mise en œuvre des SSSL dédiés aux aînés, en décrivant ces 
facteurs et leur influence.
Méthodes : Un examen de la portée a été mené à l’aide de huit bases de données et de la litté-
rature grise. Les données ont été analysées de façon thématique.
Résultats : Vingt-trois documents ont permis d’identifier 15 facteurs s’inter-influençant  
(12 obstacles et 11 facilitateurs). En effet, 20 connexions ont été observées parmi les facteurs, 
principalement parmi les obstacles.
Discussion et répercussion : Bien que certains obstacles et facilitateurs affectent également  
la mise en œuvre des services dédiés à la population générale au Canada, l’interaction entre 
l’âgisme et les enjeux de pouvoir doit être prise en compte pour une mise en œuvre réussie  
de SSSL dédiés aux aînés.

Introduction
Although many older adults want to age in place (Kendig et al. 2017), they encounter chal-
lenges such as family problems, lack of financial resources and lack of access to local health 
and social services (LHSS) (Bosch-Farré et al. 2020; Dupuis-Blanchard et al. 2015). LHSS 
are primarily community-based and home healthcare services (Dupuis-Blanchard et al. 2015; 
Morley 2012; Tang and Pickard 2008) provided almost exclusively in specific areas or neigh-
bourhoods (Cambridge Dictionary n.d.). Lack of access to LHSS is associated with unmet 
healthcare needs (Allin et al. 2010; Sibley and Glazier 2009). Unmet needs impact older 
adults’ well-being (Sands et al. 2006) and can result in higher health and social service uti-
lization (Allin et al. 2010). Implementing elder-dedicated LHSS is thus necessary. As such, 
barriers such as older adults’ limited mobility (Dupuis-Blanchard et al. 2015) and the geo-
graphical variations in LHSS (Davenport et al. 2005, 2009) could be overcome.

Research has found that factors (barriers and facilitators) within the institutional context 
are involved in the implementation of elder-dedicated LHSS. The institutional context is one 
of the healthcare environment’s dimensions, ranging from the micro- to the macro-system 
and comprising three types of factors: legal and regulatory, administrative and organizational 
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(Carrier 2021). This context is of the utmost importance, as it is a lever for stakeholders (e.g., 
ministers, high-level officials and managers) to ensure the implementation of quality LHSS. 
For example, to implement senior housing services, members of parliament vote for specific 
legislation to protect older adults’ safety (legal and regulatory factor), but these can act as 
a barrier for the implementation team (Guffens 2006). Higher-level managers also decide 
on the financial resources that will be available to the implementation team (administrative 
factor), which when sufficient is a facilitator (Pollender et al. 2012) and when insufficient, 
a barrier (Bigonnesse et al. 2013). Finally, low-level managers organize the services and the 
work of healthcare staff within senior housing (organizational factor). As such, they can 
designate formal leaders for the implementation (AUDIAR 2015) or decide to include older 
adults in the implementation (CQCH 2013), which usually facilitates the process. However, 
although the institutional context is a lever for stakeholders, their decisions do not always 
have the expected consequences. For example, in Quebec, the introduction of a new certifica-
tion regulation to ensure older adults’ safety in retirement homes seems to have led to the 
closure of rural, small-scale facilities in the private market (Bravo et al. 2014). Thus, as the 
healthcare system is complex and made of interrelated parts (Foster-Fishman et al. 2007; 
Kannampallil et al. 2011), detailed and precise attention to the institutional factors involved 
may be required when implementing elder-dedicated LHSS.

As the institutional context is the ultimate lever for stakeholders, knowing the factors 
involved in the implementation of  LHSS is the first step toward identifying its potential 
for failure or success. There are strong arguments about the importance of successfully 
implementing LHSS. Indeed, benefits include older adults’ positive health outcomes (e.g., 
improvements in autonomy, mood and satisfaction), improved caregivers’ well-being and 
delayed institutionalization (Gaugler and Zarit 2001), which all might lead to reduced costs 
for healthcare systems (Marek et al. 2012). Therefore, for stakeholders and practitioners, a 
synthesis of the factors involved could help identify potential levers and act as a tool to sim-
plify LHSS implementation. Therefore, we aimed to synthesize current knowledge about 
the institutional factors (facilitators and barriers) involved in the implementation of elder-
dedicated LHSS by describing these factors as well as their influence.

Method
A scoping study of scientific articles and grey literature based on the five stages outlined by 
Arksey and O’Malley (2005) was undertaken to synthesize and map current knowledge on 
the involvement of institutional factors in elder-dedicated LHSS. Indeed, scoping reviews 
are useful to identify factors related to a concept (Munn et al. 2018) and to inform policies 
(Arksey and O’Malley 2005). Thus, this method was better suited than a systematic review, 
which tends to address the feasibility, appropriateness, meaningfulness or effectiveness of a 
certain treatment or practice (Munn et al. 2018).
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Stage One: Identifying the research question
Our questions were as follows: What are the institutional facilitators and barriers involved in 
the implementation of elder-dedicated LHSS? How are these institutional factors involved?

Stage Two: Identifying relevant studies
We searched eight databases (CINAHL, Health Management, Health Star, Medline, 
PubMed, AgeLine, Érudit and the Social Science Database) and grey literature. Sources 
were also retrieved from the reference lists of relevant documents. The search strategy was 
developed iteratively with the help of a librarian experienced in gerontology. Keywords such 
as “LHSS,” “implementation,” specific elder-dedicated LHSS (“meals on wheels,” “congregate 
housing,” etc.) and MeSH terms such as “Health Services for the Aged” and “Home-Based 
Care Services” were used.

Stage Three: Selecting studies 
We included documents in English or French describing the institutional barriers and facili-
tators encountered when implementing elder-dedicated LHSS. We determined the selection 
criteria iteratively and did not set limitations regarding time frame and country of imple-
mentation. Based on the conceptual model by the Community Health and Social Services 
Network (2014), we included five types of elder-dedicated LHSS: primary healthcare, health 
promotion and prevention, home support and living arrangements, social inclusion and 
caregiver support. LHSS were considered elder-dedicated when services were specifically 
designed for older adults, according to the authors. We excluded the implementation of tech-
niques (e.g., surgery procedures), interventions (e.g., therapies), care models (e.g., transitional 
care model for stroke), roles (e.g., geriatric nurse) or programs (e.g., fall prevention programs). 
The first author (AE) screened the documents by title and abstract and then by reading the 
full text. When in doubt, both authors read and discussed which documents to include until 
reaching consensus.

Stage Four: Charting the data
Iteratively, we charted the data in two ways. First, we created a standardized form in 
Microsoft Word and Excel in which extracted data from the documents were reported as 
contextual data, such as information about the document and type of  LHSS. Second, we 
extracted relevant data about implementation initiatives and institutional factors from each 
document and categorized data according to the type of factor involved (legal and regulatory, 
administrative and organizational). Within each type of factor, synonyms of barriers and 
facilitators – both in French and English – guided data classification. Impacts of the factors 
were also extracted to understand how each factor influenced the implementation. To ensure 
the appropriateness and consistency of the extracting charts, we co-validated the extraction 
of 10% of the documents.
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Stage Five: Collating, summarizing and reporting the results
We analyzed the data within each type of barrier and facilitator (legal and regulatory,  
administrative and organizational). We used Braun and Clarke’s (2006) six-step thematic 
analysis: 1) familiarizing with the data; 2) generating initial codes; 3) searching for themes;  
4) reviewing themes; 5) defining and naming themes; and 6) producing the report. Based on 
the impacts extracted in the fourth stage, we identified connections between our final factors. 
To do so, we reviewed each final factor with particular attention to its impacts, if any, on the 
implementation process. Impacts that also represented factors lead to the identification of 
an association between two factors. For example, within the final factor “partnerships,” one 
impact was “access to financial resources.” As this impact represented another factor (i.e., 
resources), a connection was identified between partnership and resources. Finally, we pro-
duced a report wherein we described each factor and the connections between them.

Results
The search strategy yielded 182 potentially eligible documents. The full text of 23 documents  
were reviewed, from which 50 implementation initiatives were considered for the final 
analysis. Documents ranged from 2006 to 2021 and were peer-reviewed papers (n = 8) or 
grey literature (n = 15). Initiatives were implemented in Belgium (n = 1), Canada (n = 13), 
Finland (n = 1), France (n = 1), the Netherlands (n = 2), the US (n = 2) and multiple  
countries at the same time (n = 3). Table 1 shows the factors identified.

Factors influencing the implementation of elder-dedicated LHSS

LEGAL AND REGULATORY FACTORS

The following three factors were found: governmental stiffness, standardization and gov-
ernmental support. The first two are solely barriers, whereas governmental support acts as a 
barrier when insufficient and as a facilitator when sufficient (Table 1).

Governmental stiffness: Governmental structures lack flexibility, which means that the 
regulations are restrictive or strictly defined and the ministerial responsibilities are rigid. 
These structures complexify implementations, especially when more than one ministry is 
involved (Archambault et al. 2011). For example, in intergenerational housing, older adults 
and younger residents are subject to different laws and regulations. Thus, housing associa-
tions must divide residents by age, contradicting the intergenerational model and its benefits 
(Guffens 2006).

Standardization: When the government decides that the implementation should be done 
uniformly everywhere regardless of where the elder-dedicated LHSS is implemented, difficulties 
in implementation will arise. For example, mandatory financial contributions from communities 
for elder-dedicated, low-income housing might not be possible in lower socio-economic status 
communities because they lack the monetary means. Consequently, the standardized require-
ments are incompatible with the community’s ability to pay (Bigonnesse et al. 2013).
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Governmental support: Having the local government explicitly endorse the implementation 
of elder-dedicated LHSS acts as a facilitator (Table 1). However, when the support is unsatisfy-
ing or insufficient, it constitutes a barrier. Such unsatisfying or insufficient support includes 
the lack of specific recognition for the organization (e.g., housing associations for older adults) 
or lack of rules protecting frail older adults and their ability to age in place. Consequently, 
innovative LHSS implementation tends to be slowed down as they do not have a formal status 
(AUDIAR 2015).

ADMINISTRATIVE FACTORS

Four factors were found: fit with an existing offer, fit with the mandate, fit with political and 
financial incentives and resources. A good fit and sufficient resources are facilitators, whereas 
a lack of fit and insufficient resources are barriers.

Fit with an existing offer: This factor refers to how well an initiative complements the 
existing elder-dedicated LHSS offered in an area. As a barrier, the initiative is not congruent 
with existing services in the area, or the market is already saturated with the same service. 

TABLE 1. Factors within their type

Factors Barriers Facilitators

Legal and regulatory

Governmental stiffness 1, 2, 7, 13, 16, 18 –

Standardization 3 –

Governmental support 2, 8, 13, 15 6, 17

Administrative

Fit with an existing offer 15, 16 13, 15, 16

Fit with political and financial incentives 2, 10, 15, 17, 21 2, 17, 20, 22, 23

Fit with the mandate 1, 8 1, 11, 22

Resources 1–3, 8, 9, 11, 14, 15, 17, 
18, 21, 22

1, 4, 6, 11, 15–17, 20, 22

Organizational

Conciliation of roles 5, 8, 9 –

Unforeseen events 5, 9, 11, 14, 18, 19 –

Informal and formal leadership – 1, 2, 6, 11, 14–19, 22

Organizational sensitivity – 1, 6, 11–14, 19, 20

Older adults’ participation – 6, 22

Expertise 3, 8–11, 17 1, 3, 5, 11, 15–17, 19

Partnerships 1, 9, 14, 15, 18, 22 1, 11, 14–20, 22, 23

Planning process 1, 9, 14, 16, 22 9, 11, 15, 18

Factors are presented in the following order: first if they represent a barrier only, second if they are facilitators and third when they are both (a barrier and a facilitator). 
The number indicates which documents reported the factor: (1) Archambault et al. 2011; (2) AUDIAR 2015; (3) Bigonnesse et al. 2013; (4) Bertrand et al. 2012;  
(5) CQCH 2013; (6) Gallagher and Mallhi 2010; (7) Guffens 2006; (8) Hassink et al. 2019; (9) Henkin et al. 2017; (10) Jeste et al. 2016; (11) L’APPUI 2016;  
(12) Leblanc and Deshaies 2014; (13) Lundman 2020; (14) Maltais et al. 2016; (15) Mangiaracina et al. 2017; (16) Meiland et al. 2005; (17) Menec and Brown 2018;  
(18) Morin et al. 2013; (19) Pollender et al. 2012; (20) Le Réseau canadien de DÉC 2006; (21) Scharlach et al. 2011; (22) Sévigny et al. 2015; (23) Transport Canada 2010.
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However, when the initiative is congruent with the market or fills gaps in the service offer 
(Table 1), the implementation is facilitated.

Fit with the mandate: Resistance can arise when the mandate does not align with the initia-
tive. For example, a meeting centre might newly need to include services for older adults as well 
as caregivers (Meiland et al. 2005), which may compel the organization to change its missions 
(Archambault et al. 2011). In contrast, an initiative that fits with the organization’s mandate or 
mechanisms sets winning conditions for a successful implementation (Sévigny et al. 2015). 

Fit with political and financial incentives: Initiatives face resistance when they do not fit 
with the current political climate, government funding or economic situation, but they are 
facilitated when they are in line with policies and funding incentives that act as a lever, such 
as age-friendly policies (Sévigny et al. 2015).

Resources: Lacking financial means (i.e., grants and investments) and having difficulty 
recruiting and retaining staff (i.e., stable and quality staff) will hinder the implementation 
of elder-dedicated LHSS. For example, initiatives reported lacking the financial resources 
to adapt facilities to elder-specific regulations (Morin et al. 2013). In contrast, sufficient 
resources will ease the implementation process and its challenges (Bertrand et al. 2012).

ORGANIZATIONAL FACTORS

Two of the eight organizational factors act as barriers (conciliation of roles and unforeseen 
events) and three act as facilitators (informal and formal leadership, organizational sensitivity 
and older adults’ participation). Three factors (expertise, partnerships and planning pro-
cesses) can be either a barrier or a facilitator depending on whether the quantity or quality is 
insufficient or sufficient.

Conciliation of roles: The organization implementing the elder-dedicated LHSS might 
have difficulty understanding and conciliating the different roles and responsibilities. For 
example, implementing intergenerational activities in senior housing can be challenging as 
staff are required to perform supplementary tasks or face a work overload (Table 1). Thus, 
they feel that they already have enough work and do not see the implementation as a priority 
(Henkin et al. 2017).

Unforeseen events: These unanticipated events come from the organization’s environment 
and are happening out of its control (e.g., inconsistent student attendance when implement-
ing intergenerational activities; Henkin et al. 2017).

Informal and formal leadership: “Key employees” tend to create a momentum (Gallagher 
and Mallhi 2010) or lead the implementation (Meiland et al. 2005) by facilitating the process 
whether officially assigned to the project (formal leadership) or not (informal leadership).

Organizational sensitivity: An organization that listens to the community, adapts and pro-
vides support to its staff facilitates elder-dedicated LHSS implementation. Adapting allows 
the initiative to fit the users’ and the community’s needs, ensuring that it complements the 
existing elder-dedicated LHSS offer (L’APPUI 2016).
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Older adults’ participation: Implementation is facilitated when older adults are included  
in the processes (e.g., taking an active part in implementation committees). This gives them the 
opportunity to express their needs and create health and social services accordingly (Sévigny 
et al. 2015). Although older adults’ participation was not identified as a barrier, implementa-
tion teams reported that older adults found it difficult to take on roles and responsibilities 
(CQCH 2013).

Expertise: As a barrier, lack of expertise is insufficient knowledge about the elder-dedi-
cated LHSS being implemented or about ways of implementing it. As a facilitator, expertise 
is having good knowledge about aging, the implementation context and laws and regulations, 
as well as having qualified workers. Having expertise allows to adequately respond to the new 
realities of aging when implementing elder-dedicated LHSS (Bigonnesse et al. 2013).

Partnerships: Partnerships can be formed across government departments and with non-
governmental organizations and the private sector (Menec and Brown 2018). Elder-dedicated 
LHSS implementation is complicated by the challenges inherent to establishing partnerships 
between involved organizations or by tensions between the partners, which can lead to con-
flicts (Menec and Brown 2018). However, implementation is facilitated when partners work 
as a team and their relations are based on mutual collaboration. Such collaboration and team 
effort allow the sharing of scarce resources (L’APPUI 2016).

Planning process: Implementation of elder-dedicated LHSS will suffer from a lack of 
dedicated time, but thrive when enough time is afforded to the planning and delivery of 
the initiative and using a step-by-step method. This type of method means to progressively 

FIGURE 1. Connections among institutional factors
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implement small components of the elder-dedicated LHSS (L’APPUI 2016). This strength-
ens the entire process and acts as a lever to implement bigger changes (Gallagher and 
Mallhi 2010).

Connections between factors
Factors impact each other. In total, 20 (n = 20) connections were identified. Of these,  
11 (n = 11) connections were between factors of the same type (e.g., within administrative 
factors) and nine (n = 9) connections were between different types of factors (e.g., between 
administrative and organizational factors). Two (n = 2) connections linked a facilitator to 
a barrier and the rest (n = 18) linked a barrier to another barrier or a facilitator to another 
facilitator. Most connections happened between organizational factors (n = 9) and between 
barriers (n = 10). Connections are presented in Figure 1.

Discussion
Our objective was to synthesize current knowledge about the institutional factors affecting 
elder-dedicated LHSS implementation. Implementations rarely seem to be documented, as 
we only found 23 documents in this review. In total, we found 15 factors (three legal and reg-
ulatory, four administrative and eight organizational), of which we identified 12 as barriers 
and 11 as facilitators. Factors were facilitators when they fit with the context and when they 
were sufficient in quantity or quality. Conversely, they were barriers when they did not fit 
with the context and when they were insufficient in quantity or quality. We also documented 
connections within and between barriers and facilitators. Connections seem to be supported 
by the literature on complexity in healthcare systems, which highlights how parts of systems 
are interrelated (Foster-Fishman et al. 2007; Kannampallil et al. 2011). As such, these rela-
tionships must be considered when implementing elder-dedicated LHSS.

Most of the implementation processes reviewed in our study did not directly involve 
older adults. Initiatives involving older adults reported difficulties in determining how the 
older adults want to be and should be involved (CQCH 2013) or a potential risk of being 
used for the benefits of the implementation only (Sévigny et al. 2015). Involving older adults 
in the implementation could also raise problems such as logistical hurdles (e.g., the need for 
accommodations for disabilities and transportation), use of jargon and challenges dealing 
with diseases (Bird et al. 2020). Despite these challenges, involving older adults could ensure 
appropriate healthcare services (Frankish et al. 2002) and increase their confidence in such 
services. Considering Canada’s underperformance compared to other commonwealth coun-
tries regarding patient-centred, safe and timely care (Naylor et al. 2015), increased patient 
engagement in LHSS implementation should be prioritized. To do so, stakeholders should 
first consider mobility and accessibility issues such as ensuring that meetings are held at an 
accessible location or using video conferences. Also, older adults’ involvement should not only 
be clearly defined but also be flexible enough to be tailored to their needs.
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Although our study focused on elder-dedicated LHSSs, our findings regarding 
administrative and organizational factors are similar to those of health service innovations 
implemented in third-sector organizations. Documented factors include, among others, polit-
ical and financial incentives, informal and formal leadership, partnerships, planning processes 
and resources (Barnett et al. 2011). These similarities might reflect the fact that, regardless of 
the type of  LHSS being implemented, some factors are recurrent and might always have to 
be considered by stakeholders. However, in the context of elder-dedicated LHSS implemen-
tation, factors need to be considered differently compared to the general population.

In Canada, despite the increasing aging population (from 15.6% of the Canadian popu-
lation in 2014 to 23% in 2030; Government of  Canada 2014), financing of elder-dedicated 
healthcare has been insufficient and current financing does not consider inflation or  
administrative costs (Canadian Health Coalition 2018). Furthermore, there is a lack of  
workers, formal training and good working conditions within the field of elder-dedicated 
work. Finally, Canada has yet to develop and implement a national policy for older adults 
(NIA 2020). Taken together, these elements point toward a potential rampant ageism bias 
within the Canadian healthcare system (Wyman et al. 2018).

Furthermore, elder-dedicated LHSS tend to be non-specialized health and social ser-
vices that are geared at prevention. They do not require highly specialized trained experts, 
whereas the biomedical (Drolet et al. 2020; WHO 2015) hospital-centred model (Drolet et 
al. 2020) is characterized by a disproportionate emphasis on hospitals and specialized care, 
and focuses on diagnosing and curing acute health issues (WHO 2008), which is the case 
in Canada. Indeed, in 2015, hospital expenditure per capita was forecasted to be the biggest 
of all categories, accounting for 30% of spending in healthcare (CIHI 2015). Furthermore, 
mechanisms for moving federal funding for healthcare to the provinces are also biased 
whereby provinces have little incentive to implement health promotional policies (Low and 
Thériault 2008). Thus, in partnerships between hospital-centred healthcare and local, com-
munity or non-profit organizations, ensuring that the realities of the latter are heard might 
present a challenge because the latter have lesser resources and little recognition (Drolet et al. 
2020). This could explain why we documented difficulties with partnerships (Archambault 
et al. 2011; Menec and Brown 2018) and identified connections between the barrier part-
nerships: fit with mandate, conciliation of roles and resources. Consequently, partnerships 
may lead to power struggles, in which one partner is instrumentalized or must change their 
mandate or roles to bend to the more powerful partner. However, equal relations between 
partners are of primary importance because older adults now live with diverse and complex 
long-term health and social needs as opposed to acute care needs (WHO 2015).

As such, a successful LHSS implementation must consider the interplay between age-
ism and power issues. Thus, greater funding for healthcare outside of hospitals, incentives 
and better working conditions are needed to recruit workers in healthcare for older adults. 
Additionally, producing clear guidelines on a local basis detailing the roles of each partner, 
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what they bring to the implementation (e.g., resources) and the focus of  LHSS provision  
(e.g., social and/or medical) could be the first step toward a smooth process.

Strengths and Limitations
First, despite our wide-inclusion criteria, we located only a few documents about the imple-
mentation of  LHSS. This could be due to the local aspect of these implementations, 
excluding French or English documents in many cases. Second, LHSS implementation and 
its institutional context may not typically be evaluated (or assessed). Third, perhaps, pro-
grams and care models now are being implemented in elder-dedicated LHSS as opposed to 
health and social services. Another limitation is that most of the included documents were 
grey literature and, as such, not peer reviewed. Considering that no detailed appraisal of the 
quality of the evidence was done as with other scoping reviews (Arksey and O’Malley 2005), 
our results must be considered with caution.

Despite these limitations, the use of grey literature uncovered relevant information 
(Benzies et al. 2006) about elder-dedicated LHSS. As such, to the best of our knowledge, our 
study is the only one to summarize the institutional factors influencing the implementation of 
elder-dedicated LHSS, making it a valuable contribution to stakeholders and researchers.
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