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Abstract

Background: Many interventions aim to alleviate well-documented problems of malnutrition in residential care
homes and improve residents’ health and wellbeing. Despite some positive findings, little is known about how and
why mealtime interventions might be effective, and in particular, what effects residents’ experiences of mealtimes
have on health outcomes. The aim of this study was to gain an insight into these experiences and explore some of
the issues that may impact on residents’ enjoyment of meals, and resulting health and wellbeing.

Methods: Semi-structured interviews were conducted with eleven residents from four care homes in the South
West UK. Thematic analysis was used to derive content and meaning from transcribed interviews. Interviews were
supplemented by researcher observations of mealtimes.

Results: The dining experience was a focal point for participants’ broader experiences of residing in a care home.
Three themes pertaining to residents’ experiences were identified: (1) Emotional and psychological connections
with other residents; (2) managing competing interests with limited resources; and (3) familiarity and routine.

Conclusion: Mealtimes are a mainstay of life in a care home through which residents’ experiences are characterised,
exemplified and magnified. Understanding how residents interact with one another, accommodating their preferences
and encouraging autonomy may enhance their mealtime experiences. It may also help to ease the transition from
independent-living to life in care, which can be particularly stressful for some residents, and improve health and
wellbeing over the long-term.
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Background
More than 400,000 older adults in the UK live in care
[1], an estimated 60% of whom are aged 85 or over [2].
Residential provision for these adults is generally re-
ferred to as a care home, defined as a setting in which
residents usually have a single room and access to on-
site care services, and including those care homes with
nursing services [3]. Regardless of their specific classifi-
cation, there is considerable overlap in the health status
and clinical needs of this population across settings. In
England, approximately 75% of care homes are privately-
owned, 15% are owned by the voluntary sector, and 10%

are public sector [4]. Around 70% of the care home
market is state-funded [4]. The health and wellbeing of
care home residents is of ongoing concern. Effects of
underlying medical conditions in older people are com-
pounded by low mood, depression, anxiety, and loneli-
ness [5], contributing to an often poor quality of life
among care home residents [6]. In the UK, the incidence
of depression in care homes is particularly high,
estimated to affect almost one third of residents, three
times the proportion estimated to be affected in the
community-dwelling population [7]. A common side-
effect of poor psychological or emotional health is a
dwindling appetite and a decline in nutritional status [8].
For instance, depression and apathy have been inde-
pendently associated with weight loss in care home
residents [9].
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The current study investigated care home residents’
experiences of their care, with a particular focus on their
experiences of mealtimes. Mealtimes are an integral part
of day-to-day life in a care home [10] and are a pivotal
point for the delivery of care. The mealtime experience
may therefore be an important catalyst for the health,
wellbeing and quality of life of residents. Yet, a recent
systematic review concluded that there is a paucity of re-
search pertaining to the resident experience of meal-
times in care homes [11]. Building on existing research
that suggests a positive effect of mealtime interventions
on nutritional outcomes of residents and the behaviour
symptoms of people with dementia [12, 13], this study
sought to address this gap by investigating the experien-
tial component of mealtimes. This reflects Medical
Research Council (MRC) guidance on developing and
evaluating complex interventions which highlights the
importance of establishing a theoretical understanding
of how interventions work [14].
Mealtimes represent more than just the provision of

nutrition; they may offer residents (and staff ) the oppor-
tunity to form and sustain important social relationships.
Food is used to provide comfort, express feelings, cele-
brate or reward success, and nurture companionship
[15]. Eating occasions are integral to tradition, to family
life, and to identity [16]. In stressful situations or in un-
familiar environments, or indeed when the notion of
identity is compromised, food (and the social connec-
tions to it) may significantly influence quality of life [17].
Whilst it is acknowledged that mealtimes have a critical
socio-cultural role in the care of older people, existing
interventions are characterised by their focus on single
components, and lack the complexity associated with
health and wellbeing determinants [12, 13, 18]. For
example, a nutrition-based intervention such as the
provision of snacks between meals may not be effective
in the long-term if interest in eating is poor or residents
are not skilfully assisted. Similarly, an intervention based
on altering the design of the dining room or changing
the way in which food is served, does not ensure that
the dining experience will be pleasant or that the social
aspect of eating will be enhanced. Prior research has in-
dicated that residents can feel disenfranchised in their
care home, manifested in a perceived loss of control
[19], as routine decisions are taken away from them and
staff adopt paternalistic approaches to care provision at
mealtimes [20]. This negates a key element of person-
centred health care and social care as defined by the
Care Quality Commission (CQC), which advocates
giving people choice and control over their own care,
treatment and support [21].
Enabling resident choice or personal preferences is dif-

ficult in care homes because many residents choose not
to draw attention to their negative experiences of care.

In a study conducted in ten Australian nursing homes,
Pearson et al. [22] observed that residents reported not
wanting to be labelled as “whiners” and not wanting to
inconvenience staff. Reimer et al. [20] describe care
home residents as “silent recipients of care” as they tend
not to raise concerns or express preferences about meal-
times, either because severe cognitive decline leaves
them unable to do so, or because it is engrained within
the cultural values of their generation [23]. The absence
of verbalised dissatisfaction cannot necessarily be taken
as an indicator of satisfaction and warrants further in-
vestigation into care home residents’ experiences of their
care. Such an investigation may help identify and de-
velop a basis for future interventions in care homes [14].
The current study aimed to:

1. Gain an insight into residents’ perspectives on
mealtimes in care homes;

2. Elicit some of the important issues that impact on
residents’ dining experiences, including how their
social interactions may affect their enjoyment of
meals.

Methods
Ethical approval for the study was given by the authors’
Research Ethics Committee (Reference Number: 15/07/
075). Written consent was obtained from all participants
prior to interviews.

Sampling of care homes
In England, care homes for adults are regulated by the
Care Quality Commission (CQC), which carries out
regular inspections to ensure that care is safe, effective
and compassionate, and that improvements are made
where necessary [3]. Care homes rated by the Care
Quality Commission (CQC) as inadequate or requiring
improvement were not selected for inclusion in the
study. A purposive sampling approach was used to select
the participating care homes. This type of sampling is
not intended to generalise to the population as a whole,
but rather identify common links or characteristics be-
tween the observed setting and other settings like it [24],
and reflect the diversity within the care home population
[25]. This is a standard approach to sampling in qualita-
tive research. In the current study, the criteria for a typ-
ical case was to include privately-run, mid-size care
homes from both a rural and urban locale. Recruitment
took place through existing research networks at the
lead researcher’s institution, including PENCLAHRC’s
network of contacts for patient and public involvement
in research (PPI). Care Home Managers in selected
homes were sent a letter inviting them to take part in
the study. The letter provided managers with some de-
tails about the study. The lead researcher then made an
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initial visit to interested care homes to discuss the study
in more detail. Care home staff were given copies of the
participant information sheet, which they could discuss
with prospective participants. Once potential partici-
pants had been identified by care home staff, and any
queries or questions about the study had been ad-
dressed, the lead researcher liaised with the Care home
Manager about a suitable date and time to conduct the
interviews. A key objective in the recruitment process
was to ensure that the research did not detract from the
provision of planned care in the sampled homes.

Participants
Male and female residents aged 65 years or older from
selected care homes were invited to take part in this
study. Whilst the care homes in this study also accom-
modate residents with mild cognitive impairment (MCI)
or a diagnosed form of dementia, care home staff
assisted in the recruitment of participants who were
likely to be suitable candidates for interview and able to
give independent and informed consent. As their
primary care-givers, care home staff were best placed to
assess whether residents were cognitively able to give in-
dependent consent. These were residents who were able
to articulate their experience of mealtimes, as this was
integral to the research. Informed by previous studies, it
was expected that between ten and fifteen participants
would be needed in order to give a sufficient range of
experiences and depth of data to reach theoretical satur-
ation [26, 27], the point at which no new data emerges
to provide additional insights into the research question
[28]. Each participant who gave their consent to take
part in the study was assigned a unique reference num-
ber (e.g. RES01).

Semi-structured interviews
Interviews were conducted by the lead researcher (RW)
and focused on the experience of mealtimes, including
the social environment in which they take place. The
interview strategy was designed to facilitate a coherent
discussion, with participants free to say as much or as
little as they wished. Each interview was conducted face-
to-face in a private setting in the participating care
home, and lasted approximately 20–30 min. In order to
provide context to the participants and the researcher,
interviews took place in the dining room between meals
where possible. Only the lead researcher and resident
participant were present during each interview.
As new issues or themes emerged in the interviews,

they were included in subsequent interviews and struc-
tured further questioning. This approach was inspired
by Grounded Theory [29] in which a theory emerges
iteratively and develops through the analysis of data. As
data is collected, repeated ideas (e.g., views and

opinions) are tagged with codes, which can then be
grouped into concepts and/or categories. Interviews
were audio recorded and transcribed. During each inter-
view, nonverbal expressions and gestures were recorded
in the interviewer’s field notes in order to enable a more
detailed description of the conversation and give further
insight into a participant’s perspective. The field notes
contained the researcher’s observations and thoughts
about the atmosphere and interaction, contributing to a
“thick description” of the data [30]. These field notes
were also used during data analysis to note thoughts and
emerging insights.

Observations and field notes
Prior to conducting interviews, mealtimes were observed
at each of the care homes. This was non-participatory
and served to provide context to the participants’ inter-
view data. Care home managers provided verbal consent
for these observations. Field notes from these observa-
tions were anonymised for use in subsequent analysis
and reporting.

Data analysis
Interview data were analysed using Thematic Analysis
[31, 32]. The aim of the analysis was to organise the data
in a meaningful way so as to develop theory about the
forms, functions and consequences of mealtime experi-
ences in the care home environment.
The organisation and analysis of data followed the

steps outlined below:

1. Familiarisation with the data – Listening and
reading through the data. The first coder was also
the interviewer.

2. Generation of initial codes – Naming key features of
the data.

3. Searching for themes – Grouping codes into
potential themes.

4. Reviewing themes – Ensuring that the themes are
distinct from other themes and internally coherent
and consistent.

5. Defining and naming themes – Interpreting and
giving the themes analytically meaningful names.
Extracts that represent the essence of the respective
themes were identified in this step.

6. Generating a thematic network – Mapping
interconnection between the themes

7. Producing Theory and Report – Interpretation and
reporting the themes and the interconnections
between them beyond description and ensuring that
all analytical claims are congruent with the extracts.

Two researchers (RW, AH) familiarised themselves with
the whole data set and following initial familiarisation with
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the transcripts, developed a bank of codes. The re-
searchers then coded the transcripts independently and
compared analyses, with any differences resolved through
discussion. Following this, the lead researcher (RW) orga-
nised the coded data into themes, which were reviewed by
a second reviewer (AH). Differences were resolved
through discussion of the themes. NVivo 10 (QSR Inter-
national) was used to help organise and code the data.
The provisional themes were then refined after discussion
with all of the authors. To ensure that potential biases did
not occur on the part of the lead researcher, a research
diary was also kept. This enabled a reflexive approach to
data collection and analysis [33], and provided insight
which in turn help to inform data analysis. This is a well-
established technique for improving the quality of the
emerging explanations [34].

Results
Six women and five men were recruited from four care
homes. Further recruitment was not undertaken as new
themes in the data were not emerging. The age of partic-
ipants ranged from 78 to 97 with a mean age of 87.
None of the participants required feeding assistance.
Two participants described having hearing difficulties,
which effected conversation with their table companions.
One participant was diabetic, which restricted food
choice. The care homes were all privately-run, small to
medium in size with a bedroom number ranging from
18 to 46. As well as describing various organizational
and procedural aspects of them, participants gave nu-
anced accounts of their dining experiences which they
linked to their broader experiences of life in care. Three
themes emerged from the analysis pertaining to these
experiences: [1] Emotional and psychological connec-
tions with other residents; [2] managing competing in-
terests with limited resources; and [3] familiarity and
routine (see Fig. 1).

Although these themes reflect residents’ experiences of
care in general, it was clear that mealtimes are a focal
point for these experiences. Anonymised participant
quotes are used to illustrate themes. Interviewer field
notes are used to elaborate on the context and meaning
of themes derived from participant responses.

Emotional and psychological connections with other
residents
Participants discussed their social interactions in the
care home, the nature of their relationships with other
residents, and the implications that living in a care home
community has for these relationships. Mealtimes were
viewed as an opportunity to establish and maintain rela-
tionships with other residents, but it was acknowledged
that communication difficulties provided a barrier to
this. Relationships were also highly influenced by table-
mate interactions. Therefore, staff had an important role
in facilitating emotional and psychological connections
between residents. For some of the participants, the
transition from independent living to living in a care
home had been difficult, but they had adjusted to it by
developing positive relationships with other residents:

“You see, it might not work for everyone, but I don't
know anyone here who's not happy here. You can tell
from their faces. But the main reason for me is to find
myself in a happy community. It's not as interesting as
I might dream of, but so were a lot of jobs I had
initially.” (RES07)

In each of the four homes, the dining room repre-
sented a significant communal meeting place for resi-
dents, some of whom may not have seen each other
throughout the rest of the day. Even in participants for
whom communication was physically limited, there was
a desire to build relationships and a sense of community:
“I wished I could hear better, the conversation is limited
only because our lives are limited now” (RES07). Al-
though there was an implicit acceptance of these diffi-
culties, there was a desire to improve communication,
and in so doing forge a renewed sense of community:

“I mean, it troubles me a little in that the three blokes
who sit with me - or I sit with the three blokes - we're
all in different stages of an illness which prevents
communication. And I've been racking my brains as to
how I might not sort of impose anything, but enquire
of the girls, the care assistants, how we might go about
changing it.” (RES08)

Moreover, participants made it clear that social inter-
action is more than verbal communication, and that des-
pite their communication difficulties, they had a “shared

Fig. 1 Experiential components of the mealtime
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understanding” or an “unspoken bond” between them,
and that irrespective of their background and stage of ill-
ness, they had their “humanity in common”. A sense of
community, however it was manifested, enabled resi-
dents to feel emotionally and psychologically connected.
However, the connected community could be inter-
rupted on occasion by the abrasive personality of some
residents or by the challenging behaviour that accom-
panies some types of dementia:

“There’s (resident’s name), she sits over there and we
can hear her moaning about the food all the time, and
she’ll go at them, and one day, they put her out the
room. She doesn’t help out, because she makes her life
a misery and no-one can’t get on with her.” (RES04)

Tablemate interactions were a key factor in establish-
ing emotional and psychological connections, as resi-
dents reported that they sat in the same place for each
meal surrounded by the same table companions. Staff
had an important role to play in facilitating social rela-
tions, either by enabling appropriate table groupings or
by sitting down and eating with residents to support
conversation. The extent of social interaction was ob-
served to be quite mixed between residents and amongst
the different care homes. Environmental factors such as
menus, table service, interaction with staff, and mealtime
themes were often a trigger for conversation. For in-
stance, in one home it was observed that dessert was
chosen from a trolley, and this gave the residents an op-
portunity to ask questions about the dessert selection
and discuss their options with their table companions.

Managing competing interests with limited resources
Participants alluded to the importance of individual
choice, including menu choice, and acknowledged the
trade-off between catering for personal preferences and
the constraints of the collective provision of meals.
Whilst participants valued their autonomy, including
what, when and with whom to eat, they recognised that
there were competing interests between the personal
preferences of residents and the ability of care home
staff to accommodate these preferences, particularly
given their limited resources. Moreover, the balance be-
tween allowing residents to be independent and ensuring
the care home provided residents with the necessary
support was challenging. Some participants felt they had
enough autonomy: “You don't have to do anything you
don't want” (RES11), whilst others acknowledged the im-
portance of support, particularly around mealtimes, and
stressed that independence is not always desirable:

“I think what happens in these establishments is that if
people are not able, they're left to their own devices to

see if they can actually do it - to encourage
independence. And there can be the danger, I think, of
not eating as much as you should, and then saying
enough is enough, because you simply haven't got the
strength or otherwise to finish off the meal or cope
with it yourself.” (RES08)

There was a general acceptance that meal choice was
necessarily limited by the collective provision of food
and the diversity of personal preferences: “They (care
home staff ) can't please everybody all the time, can they?
I mean, they get to know what people like. As I say, I
don’t like curries, but most of them do have a curry”
(RES10). This resulted in meal options being described
as “hit and miss”, with participants conceding that it was
difficult for collective provision to replicate the satisfac-
tion derived from a home-cooked meal:

“Yes, so you look at the menu and see “ooh its sausage
and mash today, oh that’s alright”, and another day it
might be something else, and you think, “oh, I’m less
keen on that”, you know, but at home it’d be unusual
to turn your nose up at anything.” (RES06)

Some participants expressed a preference for trad-
itional, culturally-familiar foods, and a dislike for those
that were unfamiliar: “I said to them, in a nice way,
“Look, I don’t eat nothing else but English food and I’m
not going to start it, I’m sorry”” (RES04). Thus, when en-
couraged to try new foods, individuals may sometimes
resist the imposition of collective provision – a tension
that can arise from competing interests. Providing resi-
dents with a choice at mealtimes helped to resolve the
tension and avoid conflict:

“We're given a menu, two things a day, but half of it's
things I never eat. So I stick to the things I know … we
had sausage and mash and beans today. Then we had
something with jam on, I don't know what it was, it
was quite nice. We have two things.” (RES09)

The mealtime provided individual choice in one way,
but in other ways was seen as restrictive. For instance,
residents were typically assigned a seat at a table on ad-
mission to the care home based on availability and on
the level of assistance they required. Invariably, this be-
came their seat: “We can sit wherever we like, in theory,
but we tend to end up in the same place” (RES02).
Therefore, whilst this structure facilitated social inter-
action, the lack of choice over where to sit inhibited resi-
dents’ opportunity to establish their own relationships.
Table allocation was also an important part of the induc-
tion process for new residents and a determinant of sub-
sequent companionship. Although this illustrates how
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the transition into care may be eased for new residents,
in similar scenarios individuals seated together may not
necessarily bond with each other:

“Yep, I’m always on this table. There was a lady just
joined us, who was new and they asked me if I would
keep her company, and said “Yeah, I can do that”
because I talked to her daughter beforehand and she
said, “I’ve been told by the head one here that you’re
very good with newcomers, so will you look to my
Mum”, and I said, “Yeah”. We get on ever so well
together.” (RES04)

There was a shared dissatisfaction over the delay in
service, either before the meal or between courses, with
participants also conveying frustration at the attitude of
staff. This engendered an expression of collective disen-
chantment, although this had positive implications for
residents’ social identity:

“I think… the other day I was annoyed, um, the person
on the table with me complained about waiting. And
they said well go to the restaurant down the road and
see if they keep you waiting so long. That was one of the
girl’s cheeky reply, you know, but typically speaking I
would expect better service in a restaurant. In that re-
spect, the waiting business … So we sit there waiting and
waiting and the clocks on the wall saying ten minutes,
twenty minutes, 30 minutes, sometimes its three quarters
of an hour, you know, you’re waiting.” (RES06).

In addition, there was a collective sense amongst par-
ticipants that delays in service were due to a shortage of
staff at mealtimes, and that providing care to individual
residents was limited by resource pressures: “Well, they
tell you that they're really understaffed, they really want
more staff. But I suppose if they had more staff, the prices
would go up even more” (RES10). One participant
remarked that staff had several responsibilities during
mealtimes, including serving as waiting staff which could
detract from their main responsibilities: “(Catering
Manager) said in an ideal world he would like a waiting
staff, so the carers could do their caring and the waiters
could do the waiting, because the carers say they’re not
waiters or waitresses, which is fair enough” (RES02).
Despite this, participants appreciated the staff efforts to
be attentive and on-hand to deal with their individual
needs.

Familiarity and routine
Participants inferred that habits and routine had a key
influence on their experience of mealtimes, as well as
their broader experience of life in a care home. Resi-
dents’ habitual behaviour had developed over a lifetime,

and as a result was perhaps more entrenched. Whilst
they may be less inclined to deviate from habitual
norms, participants appreciated the opportunity to mark
special occasions, especially if this offered them a chance
to reminisce. Participants discussed how they spent a
typical day in the care home, and alluded to some of
their personality traits and how these impacted on their
experience of life in residential care. For residents who
preferred to keep their own company and who were less
willing to participate in other group activities (e.g., bingo
or quizzes), mealtimes broke up the day and provided an
opportunity to build and maintain social relations with
others.
Participants appeared to find comfort in familiarity

and routine, and this was often reflected in their meal
choice: “Tends to be the same breakfast each day. I don't
find anything wrong with that, I'm a creature of habit
anyway” (RES08). This exemplifies how routine can rep-
resent personal preferences. Many of these preferences
are based on long-standing habits and well-established
rituals:

“At lunch by my choice I only have soup. I'll tell you
why. Because all my life I've been on the run, grabbing a
sandwich and so forth, so I'd never eat at lunch at all. I
mean, they have a very lovely lunch, but I only have
soup.” (RES07).

The ritualistic aspect of mealtimes was recognised by
staff in all of the homes, which regularly focussed efforts
on the marking of special occasions. Resident and staff
birthdays were celebrated with a cake, and in one home,
residents could mark their birthday by deciding what
food options were offered on the lunch menu: “… on
birthdays you’re given a cake and the menu is your
choice that day. Then, they bring in the cake and it’s cut
up and distributed to everybody around the house”
(RES01). Other occasions such as the Queen’s birthday,
Easter and national sporting events were also frequently
marked with a special meal and event-specific dining
room decorations. The celebration of special occasions
was appreciated by participants:

“I mean, they're very good here, because the other day
we had a Wimbledon lunch, which was lunch in a
basket, followed by strawberries and cream, a scone,
and a Pimms No.1.” (RES08)

There was a sense that special meals or celebratory oc-
casions offer a welcome break from routine, as well as
providing an opportunity for conversation and shared
ritual. Indeed, the concept of routine required that a bal-
ance be struck between the comfort gleaned from having
the same breakfast every morning or sitting in the same
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seat, and the feelings of institutionalisation associated
with perpetual routine. This theme also highlighted how
special meals could evoke memories of the past, and in
so doing induce a sense of familiarity. For instance, resi-
dents spoke of how the opportunity to eat fish and chips
in newspaper reminded them of good times, made them
feel at home, and nurtured a closeness among residents.

Discussion
This study has highlighted the importance of social
interaction between residents, as well as the importance
of accommodating personal preferences, which are often
shaped by the habitual and traditional dimensions of
mealtimes. Catering for individual preferences can be
problematic when faced with the competing interests of
residents and the limitations of collective care provision.
The findings demonstrate the complexity of mealtimes
as experienced by care home residents, and have re-
vealed some of the ‘active ingredients’ that may contrib-
ute to effective mealtime interventions [35].
The transition from independent living to life in a care

home can be a stressful experience for new residents, who
may feel helpless and abandoned [36], and be confused,
anxious and depressed [37]. This may result from a sense
of discontinuity between former and present lives, and the
lack of privacy and autonomy may lead to social isolation
and loneliness [38]. Autonomy and self-efficacy are also
undermined by having key decisions made routinely for
residents [39]. Entrusting residents to make decisions
about aspects of their care may help to ease the transition
by reducing feelings of disempowerment and boosting
self-efficacy. The current findings support the notion that
individual choice and freedom to express personal prefer-
ences are key components of residents’ experiences of
care; mealtimes are a focal point of these experiences and
provide a social context through which individual needs
can be realised. Consistent with this view, research by
Haslam et al. (2012) has shown how giving residents
greater control over the decision-making process
strengthens their sense of community, or shared social
identity with others which, in turn, promotes social
interaction, greater engagement and wellbeing [40], and
also a wider sense of citizenship [41].
A Care Quality Commission (CQC) inspection

programme, which audited 500 care homes in the UK in
2012, found that one in six care homes (80 homes) did
not always respect the privacy and dignity of residents
or involve them in their care, failing for example to pro-
vide a choice of activities and options for residents or
support their independence [3]. Such findings are at
clear odds with the resident preferences as expressed in
the current study. Mealtimes in particular are an oppor-
tunity for residents to exercise some control over part of
their life in care, for example through deciding what to

eat, where to eat, when to eat and with whom [42]. This
is acknowledged by the British Geriatrics Society (2011),
which highlights the importance of involving residents
in decisions about their care, including aspects of care
relating to mealtimes [4]. However, despite evidence that
such control is positively associated with quality of life
[16], it is often at odds with the routinized, communal
organisation of many institutions [16, 43, 44].
Given the challenge of accommodating individual needs

and preferences in a communal context, our findings
highlight the importance of striking the right balance at
mealtimes. On the one hand, our study shows that there is
a balance to be struck between routine and novelty. For
example, whilst participants described being “creatures of
habit” at mealtimes, they also appreciated the break from
routine effectuated by the marking of special occasions.
On the other hand, there was a perennial juxtaposition be-
tween individual and group interests, as exemplified by
meal options or by seating allocation. In the wider litera-
ture, mealtimes have been described as offering a sense of
social normality with residents sharing food, passing con-
diments and pouring drinks for each other, thereby con-
tributing to a feeling of belonging [16, 42] and possibly
enhancing a sense of community. At the same time, some
residents clearly prefer privacy (i.e., eating alone) at meal-
times with ‘homeliness’ associated more closely with fam-
ily than with fellow residents of staff [45]. Searching for
balance in this scenario might involve altering the dining
room to create a more intimate atmosphere, or offering
residents the opportunity to eat in their own room. Al-
though eating alone is inconsistent with the notion of
group or social dining [46], safeguarding residents’ privacy
may enable them to identify with the collective if being
private in normatively approved [47] – satisfying individ-
ual and group interests.
The notion of balance is closely related to choice: How

much choice can residents be afforded at mealtimes? Our
participants described having little or no choice over
where to sit in the dining room and meal-times were gen-
erally fixed. This is in contrast to normal eating behaviour
(and mealtimes) which are defined by choice (or negoti-
ated choices). Indeed, food enhances socialisation (and
wellbeing) in the real world because people choose what
to eat, when to eat and who to eat with [48]. Despite this,
there is scant research on tablemate interactions, flexible
mealtimes, and on other preferences such as where to eat
[20]. As much of the care given to older adults in care
homes is prescribed, opportunities to defer choice to resi-
dents, such as what, where and when to eat, may help to
improve the dining experience.

Limitations
Care homes were sampled on the basis that they were
rated as providing a good overall standard of care, and
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managers may have decided to participate in the study
because they had a high level of confidence in their
provision of care. The experiences of residents in less
well performing care homes may be different. For ex-
ample, it is possible that poorly-rated care homes might
provide poorer quality meals or inadequate dining facil-
ities. Resident experiences in such scenarios may be
more likely reflect these deficiencies. Moreover, inter-
views were conducted with eleven willing participants.
While there was considerable commonality in current
residents’ responses, other residents in these care homes
might have expressed different views. Finally, all of the
participant care homes were located in the South West
of England, which may not reflect the cultural and eth-
nic diversity characteristic of other areas of the UK and
beyond.
Qualitative studies may incorporate member checking

or use an external auditor to improve the quality of the
research result. However, due to time and resource con-
straints, it was not possible to use these methods in this
study.

Implications for future research
The Medical Research Council (MRC) emphasises the
importance of developing a cumulative understanding of
how complex interventions work so that their effective-
ness can be enhanced and applied across a diverse range
of groups and settings [14]. Previous research into meal-
time interventions in care homes has tended to focus on
single-component interventions and has lacked the
rigour and validity merited by the complexity of the
population and setting [12, 13, 49]. The current study
has highlighted the complexity of the mealtime experi-
ence and the need for interventions to account for this.
In particular, our findings suggest that future studies
should focus on resident choice at mealtimes. For in-
stance, there may be benefits to involving residents,
meaningfully and collectively, in decisions about meal-
times, from meal planning and preparation, to seating
arrangements. Collective decisions about the social en-
vironment may be a simple way of making residents feel
“at home”, thereby enhancing their psychological func-
tioning [40]. Collective engagement, specifically the in-
volvement of residents in group activities, has been
posited as a means of building social relations within the
home, alleviating residents’ sense of confinement and
gaining back some control. Mealtimes that promote a
social environment and a convivial atmosphere may im-
prove mood and appetite, add meaning and structure to
the day, and contribute to a greater sense of satisfaction
with life [50, 51]. In addition, we found that mealtime
routines were valuable, but occasional variety was neces-
sary. On the basis of participant responses, it seems im-
portant to identify and evaluate ways to introduce

variety during mealtimes. For instance, should variety be
incorporated by celebrating shared holidays or by allow-
ing choice?

Conclusion
This research highlights the importance of understand-
ing residents’ routines, habits and preferences from the
point at which they begin life in the care home, ensuring
they are empowered to make their own decisions where
possible and providing a dining environment that is so-
cial, convivial, and enjoyable. Residents’ experiences of
mealtimes may provide important insight into these psy-
chosocial influences on health and wellbeing and future
interventions could consider how the physical health
outcomes of residents are impacted by the social and
psychological components highlighted in this study.
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