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Key Points 

• What is a social model of care? 

– Person centred care 

– ‘Relational Care’ 

– Intersection between psychosocial and physical environments 

• How could this benefit residents? 

– Food intake 

– Quality of life 

• What does relational care look like? 

– How we measure relational care in the dining room 

– Preliminary results from M3 

• Changing the culture of dining 

– Case study for key steps 

– Staff training: CHOICE 
 



Take a minute and think about a 
mealtime you really enjoyed – what 

made it enjoyable? 



Meals… 

“occasions when two or more people gather 
together primarily for the purpose of sharing food 
consumption”  (Wood, 1995 pg 46) 

 

• Have patterns with symbolic meaning (Burger et al., 2000;  Carpiac-
Claver & Levy-Storms, 2007)  

• Socialization (Locher et al., 2005) 

• Support (Hooper et al., 2007) 

• Sense of belonging 

• Time to de-stress; buffer 

• Increase stress; social and ritual expectations 
 



Mealtimes include… 
 

 • Ambiance - physical 
environment 
 

• Activities - things that happen 
to support food consumption 
 

• Psychosocial environment - 
what is said, feelings, actions 
and how interpreted by 
members at the table 



What persons with dementia and their 
family care partners say…  

(Keller et al., 2010)  

Hug 

Must 

Intimacy 

Knitting us together 

Warm fuzzy 
 

‘I think together - whatever you do together strengthens [a 
relationship]. Eating obviously is critical because some people 
eat three or four times a day’ (care partner) 



What about dining in your/a residential 
home? What is that like? 



Meals in LTC are complex… 

  

 
 
                                                                               

Resident Activities 
arriving 
eating 
waiting 

socializing 
distracted activities 

leaving 
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‘Institutional’ Environments 
(Henkusens, Keller, Dupuis Schindel Martin, 2015) 

• ‘Systemizing the meal’ 

– Lack of control, choice 

• When eat, where, 
with whom, what 

– Individual preferences 
are lost with the need 
to provide for the 
‘many’ 

– Regulations, policies 
over-ride what the 
resident wants 

• Adjusting to eating with 
others 



It’s astounding in this place, if there are 90 people in here I bet 70 of 
them enter the dining room at one minute after 5:00. …but it’s 
astounding how dinner has become the clock in this place. 

 

 . . . like it or not, feeding what, about a hundred and twenty-six 
people in here now. Ah, the dining room, or, or the chef, is not unable 
to (um) possibly satisfy everybody’s. I: Right, yeah. CP21: Appetites 
and, and tastes. And certainly not mine. 

 

We don’t know nearly enough about each other here as a family 
would. And we wouldn’t dare say the same things we’d say to family 
either, you know. (Chuckles) Yeah, we can be frank and honest and, 
and you just don’t do that with . . . I: With the tablemates. PWD23: 
No. 

 



Social Integration Social Support Companionship 

Regulation, promote 

healthy behaviour 

Response to a Stressor 

• Emotional/Encourage 

• Informational 

• Tangible 

Promotes Self Worth 

Camaraderie 

Emotional sharing 

Intimacy & pleasure 

IMPROVED FOOD INTAKE 

What can social relationships do? 
 

Rook 1985 & Pierce 2000 
 



Importance of Mealtimes (Keller et al., 2010, Genoe et al. 2010) 

Promotes Connection 

• Face-to-face 

• Guaranteed time 

• No pressure to talk to 
participate 

• Meaningful roles that 
provide support 

Honours Identity 

• Humanness of person living 
with dementia 

• Respect each other’s 
uniqueness 

• Respect common bonds 

• Continually changes due to 
experiences 

 



Building Connections 

•  ‘Consequently thus 
mealtime is the main time 
when we will talk.  If 
otherwise I feel like I’m 
interfering. I can feel it’ 
(PWD6) 

• ‘It’s another part of a 
relationship. I think it 
actually makes you a little 
closer you know, because 
you spend time in the 
kitchen together, you’re 
chopping and cutting you 
know, working away… doing 
something together’ (CP18) 

 

Honouring Identity 

• ‘and does somebody have 
to watch me really closely? 
Yeah they do. Because I 
could do something very 
quickly at the stove that is 
not safe…. And if had not 
had that , you feel less as a 
person.’ (PWD 5) 

• ‘ when I go … for breakfast 
and they know exactly what 
I want, cause sometimes I 
can’t remember, and they 
always know what I want. I 
love that…’ (PWD15) 

 



The potential of meals in LTC 

• Meal fellowship important to food intake & 
associated with well-being (Wikby & Fagerskiold, 
2004; Street et al., 2007) 

• Residents describe food that ‘tastes good’ is 
eaten with family and friends  and ‘home 
foods’ as leading to QOL (Evans et al., 2005) 

• ‘mimicking home’ is goal for homes and 
residents (Crogan et al., 2004); helps residents cope 
(Schwarz et al., 2004) 

• Flexible, truly ‘restaurant style’ promotes 
independence, choice and quality of life 
(Snyder & Fjellstrom, 2005);  

 



Residents want companionship (Keller unpublished) 

The 3 ‘C’s of 
companionship 

- Communicate  

- Considerate 

- Compatible 
 

“Well, you have to have 
somebody that you can speak, 
you know, that you know what 
they say, you know, what you 
tell her they wouldn’t yabber 
(gossip), no the  dumb (deaf) 
one you don’t have to be afraid 
for her that she was going to do 
that, but it is nice to have 
somebody that you can talk 
about things, right?” (81 yoa Male) 

 



What is your experience? 



Priority Areas for LTC Interventions  
I-DINE Consortium  
 1) Social interactions of residents 

2) Self-feeding ability 

3) Dining environment 

4) Staff attitude, knowledge, skills 

5) Adequate time to eat/assist 

6) Sensory properties of food 

7) Hospitality and mealtime logistics 

8) Choice and variety in dining experience 

9) Nutrient density of food 

10)  Oral health 
 

Keller et al., 2015 



What is Person-Centred Care (PCC)  

• Valuing every resident  

• Using an individualized approach 

• Seeing things from the resident’s perspective 

• Providing a social environment that supports 
psychological needs 

 

 

 

Brooker (2007) 
 



Indicators of PCC at Mealtimes…  
 

Providing choices 
and preferences 

Supporting 
independence 

Promoting the social 
side of eating 

Showing respect 

Reimer & Keller, 2009 



Evolution of the culture of meals in LTC 

Physical 
space 

• Home like 

• Dining cloths, dishes, decorations 

Organizational 
space 

• Resident driven (PCC), individualized, greater control 

• Flexible, open dining (24/7), open access 

• Meaningful activities 

Way Caring 
Happens 

• Relational, caring as a family (resident, staff, family) 

• Family style dining, including staff & family in meal 



What is ‘Relational’ Dining? 

• Social, psychological and nutritional needs are met:  
The promise/potential of mealtimes is delivered and 
experienced 

• The mealtime experience is a result of supportive 
relationships. 

• Care partners meet needs when they are highly attuned to 
the individual who is constantly changing. 

• What this looks like depends on the context and needs of 
the individual residents. 



What are the influences on social 
interaction (Curle & Keller, 2010) 

Tablemates 
• Roles: leaders (supportive vs. 

dominant), spectators (active 
vs. passive) 

• Characteristics: similarities, 
health status 
 
 Social Environment 

• Table size 

• Views: gardens, hallways 

• Noise level 

 

 

Physical Environment 

• Process of meal: courses  
• Meal timing 
• Who is present: family 
• Interactions that happen 

among staff-resident/ staff-
staff; inclusion 
 



Other Influences from Your 
Experience? 



What works to stimulate social 
interaction? (Vucae, Ducak, Keller, 2014) 

• More intimate spaces 
• Varied seating arrangements 
• Involving residents in meal preparation tasks 
• Calming music; before meals 
• Reduce background noise, dish cleaning, food carts, staff talk 

etc. 
• Theme days 
• Table tents with discussion questions 
• Staff eating with residents 
• Quality, relational assisting; smiling, cueing for self-feeding, 

graduated assistance, eye contact, reminiscing, prompting 
conversation 
 
 



Some key structural components to 
consider for relational dining… (Reimer, n.d.) 

• Minimize noise, 
distractions 

• Reduce glare 

• Small decorations, 
simplify settings 

• Adequate lighting 

• De-clutter 

• Comfortable 
temperature 

• Accessible spaces 

• Create interest with 
colour and garnishes 
when menu planning 

• Storage space for food 
brought from home, 
allow use at meals 

• Opportunities for 
smaller gatherings, 
special meals, baking 
club e.g. Breakfast club 



Social aspects to consider for relational 
dining (Reimer, n.d) 

• Greet residents 

• Address respectfully 

• Be cheerful, smile, 
friendly tone 

• Speak clearly 

• Use gentle touch 

• Use an ‘adult tone’ 

• Ask before doing/ 
provide foreknowledge 
of actions 

• Make positive 
comments about the 
food 

• Get to know what each 
resident wants; still ask 

• Be attentive; ask if they 
need anything, like the 
food etc., be responsive 

• Don’t rush the meal 

 



M3 Prevalence Study 

Aim: To identify key drivers of food intake in long term care that 
can be the basis for multimodal interventions 
 

Research Questions 

1) What is the prevalence of inadequate energy, protein, 
micronutrient and fluid intake of residents in Canadian LTC, 
across and within four provinces? 

2) What are the independent and inter-related associations 
between multi-level (i.e., resident, staff, unit, home, 
province) determinants of energy and protein intake of 
residents in Canadian LTC?  

 



M3 Prevalence Study 

• Multi-site cross-sectional study 
• Alberta, Manitoba, Ontario, New Brunswick 

 
• 8 LTC homes in each province 

– Diversity in profit/non profit, size, special characteristics 
 e.g. ethnicity 

 
• 20 residents per home; total n= 639 

 
• Funded by CIHR 2014 



Overview M3 Data Collection 
Dependent Variable 
• 3-day food & fluid intake for each participant (observed & measured) 
Independent Variables 
• Meal Quality (nutritious, sensory appeal, variety, presentation, food safety)  
• Meal Access (dentition, dysphagia, eating ability - assistance required) 
• Mealtime Experience (social interaction, physical environment) 
• Resident Characteristics (diagnoses, medication, cognition, pain, ADL, 

depression) 
• Staff Characteristics (staff ratios, person centred care surveys, professional 

availability, dining activity training) 
• Residence Characteristics (location, size, owner-operator model, menus, 

food production & procurement, food budgets, food delivery systems) 
• Provincial Characteristics (food budget allocation, regulations for timing of 

meals & snacks, food safety regulations, requirements for menu 
development) 

 



Measurement for Mealtimes 

DEAP 

• Physical environment 

• What in environment 
– Safety 

– Access 

– Orientation 

– Lighting/glare 

• Opportunity for social 
engagement 

• Homelikeness 

• Functionality 

 

Mealtime Scans 

• Light, sound, temperature 

• Persons present 

• Orientation cues 

• Types of extraneous noise 

• Music/TV 

• Person directed care 
practices 

• Ratings for social, physical 
and person centredness 



Dining room ratings (DEAP) 
• Homelike 

 

 

 

 

 

 

• Functional 



Positive (relational) and negative (task-focused)  

care practices: Examples 



Dining room ratings (Meal Time Scan) 

• Physical 5.5 

 

 

 

 

• Social 5.3 



• Person- centered 



Moving to a social model of care (Ducak, Sweatman, 

Keller 2015) 

Dining 
priority 

Strong 
leadership to 
develop a 
vision 

Communicate 
vision 

Investing in 
dining & 
training 

Building on 
success  

Create culture 
change 
agents 

Medical Model       Social Model/ Relational 



What it looked like… 
• Renovations supported resident/ family involvement in meal 

preparation/process 

• Meals became a highlight of the day for all 

• Food was available 24/7 

• Dining rooms were pleasant to be in 

• Staff were not rushed during meals 

• Staff used gentle touch and friendly conversation to encourage 
residents 

• Family and friends brought in food and ate wherever they 
wished  

• Preferences met by going beyond the two offerings on the menu 

• Flexibility and preference of the resident drove the entire meal: 
where, when, with whom and what 

• Staff ate a portion of their lunch or break with residents 

 



Moving towards a social model of 
dining 



What is CHOICE? 
 
The Research Institute for Aging and Schlegel Villages 
are piloting an evidence-based training program to:  

• Create mealtimes that feel like home, where 
personal preferences are honoured and dignity and 
social interactions are supported.  

 



Mealtimes are about C.H.O.I.C.E. 

CHOICE is CONNECTING 

CHOICE is HONOURING DIGNITY 

CHOICE is OFFERING SUPPORT 

CHOICE is IDENTITY 

CHOICE is CREATING OPPORTUNITIES 

CHOICE is ENJOYMENT 

 



CHOICE is CONNECTING 

• Focus is on relationships 
with residents, knowing 
who they are, knowing what 
they like/dislike  

• Connecting is taking the 
time to  be face to face, 
make eye contact, 
acknowledge the individual, 
support participation and 
have conversations.  

 

 

 
 

 

 
 



CHOICE is HONOURING DIGNITY 

• Residents’ decisions, 
routines and traditions are 
honoured and respected.  

• Honouring dignity is 
respecting residents’ 
choices.  

• Treat and allow everyone 
to be an individual. 

 



CHOICE is OFFERING SUPPORT 

• Adapt and adjust to the resident’s needs and 
preferences. Provide support based on what the 
resident needs on that day, in that moment.   

• Offering support is helping residents live out 
their preferences and choices.   
 
 



CHOICE is IDENTITY 

• Accept and acknowledge residents 
for who they are. Knowing the 
resident for who they are today, 
and understanding their life story.   

• Identity is knowing the resident as 
a unique person.   

 



 

CHOICE  is CREATING OPPORTUNITIES 

• Think outside the box about 
how to engage residents to 
learn new things and to 
share their wealth of 
knowledge with others.  

• Create opportunities for 
residents to have 
meaningful roles and grow 
as a person.  
 
 



 

CHOICE is ENJOYMENT 

• Mealtimes aren’t just about food, 
they’re about the overall 
experience.  

• Enjoyment is creating mealtimes 
that are social, fun, and joyful.   

 

 



The Promise of Mealtimes 
Relational Care 



Wrap-up 

• Mealtimes are key to quality of life 

• Relational dining promotes resident-centred care 
practices 

• Structural and social aspects contribute to 
relational mealtimes 

• Feasible to move towards a social model of care 

• Education of staff is critical 

– CHOICE an example program 



 

 

 

Thank you! 


