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Abstract

Relationship-centred mealtimes can support care home residents, who are at high risk for
loneliness. However, care home staff do not consistently promote relationship-centred meal-
times. This secondary analysis examined the impact of factors (selected based on the Theory of
Planned Behaviour) upon care home staff interest in making mealtimes more relationship-
centred. Data were from a cross-sectional, quantitative survey of 670 care home staff fromNorth
America. We used multivariable logistic regression to test hypotheses. The model was statisti-
cally significant, and explained 13 per cent of the variance in staff members’ interest in making
mealtimes more relationship-centred. Respondents who were more satisfied with current
mealtime practices, had used collaborative change strategies in the past, and who perceived
organizational support for relationship-centred care were more likely to have interest inmaking
mealtimes more relationship-centred. These are modifiable factors to target in interventions
designed to promote care home staff interest in making mealtimes more relationship-centred.

Résumé
Les moments de repas centrés sur les relations peuvent améliorer le soutien aux résidents
d’établissements de soins qui présentent un haut risque de solitude. Or, le personnel de ces
établissements ne privilégie pas toujours les relations au cours des repas. Cette analyse secon-
daire a examiné l’influence de certains facteurs (sélectionnés d’après la théorie du comporte-
ment planifié) sur l’intérêt du personnel des établissements de soins à accorder davantage de
place aux relations pendant les repas. Les données étaient issues d’une enquête transversale
quantitative menée auprès de 670 employés d’établissements de soins situés en Amérique du
Nord. Nous avons appliqué la régression logistique multivariable pour tester les hypothèses. Le
modèle était statistiquement significatif et expliquait 13%de la variance de l’intérêt desmembres
du personnel à rendre les repas plus centrés sur les relations. Les répondants qui étaient plus
satisfaits des pratiques actuelles pendant les repas, qui avaient utilisé des stratégies de change-
ment collaboratif dans le passé et qui percevaient un soutien de l’organisation en faveur de soins
plus centrés sur les relations étaient plus enclins à manifester un intérêt à développer l’aspect
relationnel des repas. Ces facteurs modifiables sont à cibler dans les interventions visant à
promouvoir l’intérêt du personnel des établissements de soins à centrer davantage les repas sur
les relations.

Introduction

Loneliness is a painful feeling of disconnection from significant others or detachment from
relevant groups or communities (O’Rourke & Sidani, 2017). Loneliness impacts at least 42 per
cent of older adults that live in care homes but has long been understudied; interventions to
address loneliness have not been systematically developed nor implemented for use in care home
populations (Victor, 2012). Within residential care homes (e.g., assisted living or long-term
care), relationship-centred care could address residents’ objective social isolation (being alone)
and subjective feelings of loneliness (feeling alone) by ensuring that everyday interactions
promote feelings of intimate caring and belonging (i.e., social connectedness) (O’Rourke &

Canadian Journal on Aging /
La Revue canadienne du vieil-
lissement

www.cambridge.org/cjg

Article

Cite this article: O’Rourke, H.M., Trinca, V.,
Dakkak, H., Wu, S.A., Harvie, R., Lengyl, C.,
Carrier, N., Cammer, A., Slaughter, S.E., &
Keller, H. (2025). What Explains Interest to
Promote Relationship-Centred Mealtimes in
Care Homes? A Secondary Analysis of Cross-
Sectional Survey Data. Canadian Journal on
Aging / La Revue canadienne du vieillissement
https://doi.org/10.1017/S0714980825000145

Received: 02 October 2024
Accepted: 13 February 2025

Keywords:
long-term care; theory of planned behaviour;
relationship-centred care; loneliness;
mealtimes

Mots-clé:
soins de longue durée; théorie du
comportement planifié; soins centrés sur les
relations; solitude; repas

Corresponding author:
La correspondance et les demandes de
tirésàpart doivent être adressées à : /
Correspondence and requests for offprints
should be sent to: HannahM. O’Rourke, College
of Health Sciences, Faculty of Nursing,
University of Alberta, Edmonton, AB, Canada
(hannah.orourke@ualberta.ca).

© The Author(s), 2025. Published by Cambridge
University Press on behalf of The Canadian
Association on Gerontology.This is an Open
Access article, distributed under the terms of
the Creative Commons Attribution licence
(http://creativecommons.org/licenses/by/4.0),
which permits unrestricted re-use, distribution
and reproduction, provided the original article
is properly cited.

https://doi.org/10.1017/S0714980825000145 Published online by Cambridge University Press

https://orcid.org/0000-0002-0041-3708
https://orcid.org/0000-0002-6798-2489
https://orcid.org/0000-0002-0731-9212
https://orcid.org/0000-0003-4965-4112
https://orcid.org/0000-0001-7782-8103
https://doi.org/10.1017/S0714980825000145
mailto:hannah.orourke@ualberta.ca
http://creativecommons.org/licenses/by/4.0
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1017/S0714980825000145&domain=pdf
https://doi.org/10.1017/S0714980825000145


Sidani, 2017). In relationship-centred care, residents are active
contributors to their communities both within and outside their
homes (Nolan et al., 2004). Gerontological leaders such as regis-
tered nurses, who model relationship-oriented behaviours towards
residents and staff, have a critical role in addressing the longstand-
ing problems of social isolation and loneliness experienced by care
home residents (Woods et al., 2022). A social model of care that
expands upon person-centred care, relationship-centred care rec-
ognizes that high-quality relationships with staff, family members,
and the community are essential to promote individual choice and
to align care with residents’ preferences (Nolan et al., 2004).
Mealtime experiences are an important aspect of relationship-
centred care in care homes. This secondary analysis aimed to
advance our understanding of the factors that are associated with
care home staff members’ interest to make residents’ mealtimes
more relationship-centred.

Background and purpose

Inmany care homes, communal dining occurs up to three times per
day and may be one of the few opportunities for residents to
interact with others in their social circle (de Medeiros et al.,
2012). We should not assume, however, that communal dining is
typically a positive relational experience (Morrison-Koechl et al.,
2021), and how one experiences their surrounding community is a
critical factor influencing loneliness (Finlay & Kobayashi, 2018).
Relationship-centred care can offer a practical framework to
develop engaging mealtimes (Adams & Gardiner, 2005) in order
to promote social participation during mealtimes (Morrison-
Koechl et al., 2021), improve the social environment (Keller,
Trinca, et al., 2021), and improve residents’ quality of life (Ducak
et al., 2015; Keller, Trinca, et al., 2021). Despite these benefits, ‘usual
care’ at mealtimes may be more focused on task completion and
efficiency (McGilton et al., 2012), undermining personhood and
dignity.

Like other quality issues, multiple, interrelated factors create the
conditions within which care home staff can (or cannot) enact
relationship-centred care during mealtimes. Size of home and
funding structure have been identified as barriers to staff’s ability
to provide quality care (Hsu et al., 2016) but are difficult to modify.
While working conditions are modifiable and are critical to care
home staff’s job satisfaction and delivery of quality care
(Chamberlain et al., 2016), staffing levels alone do not guarantee
relationship-centred mealtimes (Trinca et al., 2021). Staff also
require essential relational knowledge and skills such as the ability
to assess and respond to non-verbal communication (Douglas
et al., 2021), supportive leadership (Keller, Trinca, et al., 2021),
and decision-making opportunities (Gaudenz et al., 2019) to make
changes to practice that improve care. Interdisciplinary geronto-
logical leaders are essential to shifting staff behaviours and prac-
tices in care homes from task-focused tomore relationship-centred
approaches (Harvath et al., 2008).

Previous research has used the theory of planned behaviour
(Bosnjak et al., 2020) to help to specify who or what should be
targeted by interventions aimed to improve practices, such as
reduced physical restraint use, in care homes (Wang et al., 2021).
The theory of planned behaviour purports that several kinds of
beliefs predict one’s intention to change their behaviour (Bosnjak
et al., 2020): (1) favourable or unfavourable opinions about the
behaviour (i.e., attitudes); (2) beliefs about the ease of enacting the
behaviour (i.e., perceived behavioural control); and (3) perceptions

about a broader social group’s opinions about the behaviour
(i.e., subjective norms).

The purpose of this study was to complete a secondary data
analysis to examine how staff attitudes and perceptions of their
work environment explain their interest to make changes to
relationship-centred mealtime practices. Informed by the theory
of planned behaviour, we hypothesized that:

H1 (attitudes): Staff who are dissatisfied withmealtimes aremore
interested in improving relationship-centred mealtime practices;

H2 (perceived behavioural control): Staff who have already been
able to make changes in the care home are more interested in
improving relationship-centred mealtime practices; and

H3 (subjective norms): Staff who perceived that their organiza-
tion promoted relationship-centerd practices are more interested
in improving relationship-centred mealtime practices.

Methods and procedures

Design

We analyzed survey data from a cross-sectional study. The over-
arching purpose of the primary study was to conduct an online
survey to understand care home provider perceptions of meals and
interest in making improvements in dining (Keller, Trinca, et al.,
2021). For this secondary analysis, we selected survey items
informed by the theory of planned behaviour, considering the
theoretical constructs of intention to make change, attitudes, per-
ceived behavioural control, and subjective norms. The survey also
assessed home and participant demographic information to help
contextualize the results and for use as adjustment variables in the
analysis.

Study setting and sampling

We distributed the web survey to people working in care homes in
Canada or the USA. We used snowball and convenience sampling
to recruit participants. Research team members shared the survey
link on social media (e.g., Twitter) and with their networks of
stakeholders and with care home operators to ask them to partic-
ipate or share the link with potential participants.

Inclusion and exclusion criteria

Participants were eligible if they were currently working in a care
home in Canada or the USA. They needed to be involved in
mealtimes in order to participate in the study. Participants working
at more than one care home were instructed to answer the survey
based on the home where they worked the most hours.

Instrument

A team of registered dietitians, registered nurses, and researchers
developed the 23-item online QualtricsXM survey and assessed its
clarity, functionality, and face validity prior to data collection. As
data collection occurred between June 15 and September 30, 2020,
shortly after the first wave of COVID-19 in Canadian care homes,
the wording of some survey items specifically asked the staff to
consider their perceptions or practices prior to COVID-19. The
survey began with a description of the study and a consent question
that had to be completed to proceed with the survey. Questions
focused on care home staff perceptions of mealtime care practices,
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the impact of COVID-19 on mealtime practices, strategies used to
support improvements in dining in the past, and desired ways of
learning about how to improve mealtimes. The Mealtime Rela-
tional Care Checklist, which has evidence supporting its construct
validity and reliability (Iuglio et al., 2019), was included in the web
survey. More detail about the complete set of web survey items is
reported in the results paper for the primary analysis (Keller,
Trinca, et al., 2021).

Data collection

To test our hypotheses, we held teammeetings to review and select
items from the web survey, informed by the constructs from the
theory of planned behaviour.We selected variables from the survey
which could be considered as indicators of the construct, based on
the theory’s conceptual definitions. To operationalize the depen-
dent variable and informed by the construct of intention to make
change, we selected a single-item: staff’s level of interest in making
mealtimes more relationship-centred. Because responses were
highly skewed, this single item was dichotomized from a 10-point
scale to reflect low interest to make change (1–7) as compared to
high interest (8–10). Next, we selected items to measure indepen-
dent variables (informed by the constructs of attitudes, perceived
behavioural control, and subjective norms). Informed by the con-
struct of attitudes, we selected items that reflected staffs’ beliefs
about mealtimes and included: (i) satisfaction with residents’meal-
time experiences prior to COVID-19 (very dissatisfied/dissatisfied,
satisfied, very satisfied); and (ii) feeling conflicted balancing safety
and relationship-centred mealtimes during the pandemic (no/not
sure, yes).We expected that respondents whowere already satisfied
with mealtime experiences and who did not feel conflicted during
the pandemic (a time when safety became of paramount concern)
would be less interested in making changes to mealtimes.

Informed by the construct of perceived behavioural control, we
selected items that were indicators of staff’s abilities to make
changes in their care setting. We expected that respondents who
could identify strategies used to make change in the past would
have more interest in making changes to mealtimes in the future.
Participants were asked to indicate if there had been any care
improvements in the past year and to select from a list of 24 strat-
egies that helped make these improvements. Participants could
select multiple strategies. As a team, we mapped the 24 strategies
to Michie’s Behaviour Change Wheel because it links a compre-
hensive set of strategies to factors that influence behaviour change
(Michie et al., 2011), allowing us to use theory to make sense of the
results. We mapped our 24 items to eight categories that reflected
Michie’s intervention functions to achieve behaviour change,
including education, incentivization, training, persuasion, coer-
cion, enablement, environmental restructuring, and regulation
(Michie et al., 2011). Within each intervention function category,
the number of strategies used was calculated. The count variable for
enablement was further categorized using the median (0, 1–3, >3
strategies) due to the large number of strategies within this category
and to preserve degrees of freedom in the final logistic regression
model. The reference group for each category was the non-zero
category with the highest frequency.

Informed by the construct of subjective norms, we selected
items that reflected staff perceptions of other’s expectations
related to relationship-centred mealtimes. We hypothesized that,
if relationship-centred care was practiced or promoted in the care
home, then staff would have more interest to make mealtimes
relationship-centred. The items included: (i) whether their care

home was making changes to promote resident�/relationship-
centred care (no/not sure, yes); and (ii) the sum scores of task-
focused and relationship-centred care mealtime practices that they
reported typically occurred within their homes prior to COVID-19.
The Mealtime Relational Care Checklist, which has demonstrated
construct validity and reliability (Iuglio et al., 2019), was used, and
participants were asked to select practices that typically occurred in
their home from a list of 15 relationship-centred and 11 task-focused
mealtime practices. Items were not identified as either ‘relationship-
centred’ or ‘task-focused’ on the survey to reduce potential social
desirability bias.

We included covariates in the model to adjust for the influence
of other respondent and care home characteristics. Respondent
characteristics included gender (man, woman), age (18–39, 40–55,
≥56 years), length of time working in the home (<2, 2–4, 5–10,
≥11 years), and work role (foodservice, direct care, and other).
Characteristics of the care home, as reported by the respondent
included: profit status (non-profit/municipal, for-profit), chain
affiliation (yes/no), continuum of care status (e.g., attached to a
retirement community or assisted living community; yes/no),
location of care home (Alberta, British Columbia, Manitoba/
Saskatchewan,Maritimes, Ontario, USA), size of home (≤49 beds,
50–99 beds, ≥100 beds), and age of the care home building
(≤10 years, 11–20 years, >20 years).

Data analysis

Descriptive statistics (frequency, mean, and standard deviation)
were calculated for all variables. List-wise deletion was used to
handle missing data. Bivariate associations between respondents’
level of interest in making mealtimes more relationship-centred
and survey items were calculated using chi-square and between-
subjects ANOVA tests. A multivariable binary logistic regression
assessed if independent variables related to attitudes, perceived
behavioural control, and subjective norms helped to explain
respondents’ level of interest in making mealtimes relationship-
centred. In the multivariable model, we adjusted for home and
respondent characteristics that were of conceptual or clinical
importance, regardless of their statistical significance in bivariate
analysis. Statistical significance for all tests was determined using
p < .050. SAS® Release 3.81 was used.

Ethical considerations

Ethics review and clearance were provided by the University of
Waterloo (ORE# 42335) and the University of Alberta Research
Ethics Board (Pro00113653). As per ethics requirements, partici-
pants could skip any question in the survey.

Results

Characteristics of the sample

Both descriptive (Tables 1 and 2) and bivariate analysis (available in
a supplementary file) used data from the sub-sample of 670 respon-
dents with complete data on all study variables included in the final
regression (out of 1,036 respondents who consented and completed
the first survey question). Most respondents were women (90%)
working within a food or nutrition role (e.g., dietitian, dietary aide,
and foodservice manager; 76%), aged 40–55 or 18–39 (41% and
36%, respectively), and hadworked in their care home for≥11 or 5–
10 years (30% and 26%, respectively). Ninety-five of the
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Table 1. Descriptive statistics for survey items (N = 670)

Theory of planned behaviour
dimension Variable n %

Attitudes Respondents’ level of satisfaction with residents’ mealtime experience

Very dissatisfied/dissatisfied 95 14.18

Satisfied 425 63.43

Very satisfied 150 22.39

Feeling conflicted balancing safety and relationship-centred care for residents during the pandemic

No 174 25.97

Yes 496 74.03

Behavioural control Information about what should be changed

No 457 68.21

Yes 213 31.79

Information on how to make changes

No 469 70.00

Yes 201 30.00

Incentivizing change (e.g., monthly award for team member on new practice)

No 613 91.49

Yes 57 8.51

Formal education of team members (e.g., training session, education day, and on-line)

No 457 68.21

Yes 213 31.79

Informal training of team members (e.g., huddles, demonstrations, and hands-on learning)

No 413 61.64

Yes 257 38.36

Communicating changes to all relevant team members

No 335 50.00

Yes 335 50.00

Reminders

No 487 72.69

Yes 183 27.31

Team champions/team leads for the specified improvement

No 546 81.49

Yes 124 18.51

Auditing and reporting practices

No 470 70.15

Yes 200 29.85

Support from management

No 313 46.72

Yes 357 53.28

Support from corporate leadership

No 522 77.91

Yes 148 22.09

‘Buy in’ of team members

No 344 51.34

Yes 326 48.66

(Continued)
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Table 1. Continued

Theory of planned behaviour
dimension Variable n %

‘Buy in’ of residents

No 444 66.27

Yes 226 33.73

‘Buy in’ of family members

No 465 69.40

Yes 205 30.60

Team member interest in making improvements

No 354 52.84

Yes 316 47.16

Time for the team to meet about changes

No 477 71.19

Yes 193 28.81

Team member stability (none or little turnover)

No 482 71.94

Yes 188 28.06

Adequate staffing levels

No 433 64.63

Yes 237 35.37

Management stability (none or little turnover)

No 447 66.72

Yes 223 33.28

Adequate budget to support changes

No 500 74.63

Yes 170 25.37

Learning circles

No 598 89.25

Yes 72 10.75

Involving family/residents in identifying what needs to improve

No 404 60.30

Yes 266 39.70

Involving team members in identifying what needs to improve

No 385 57.46

Yes 285 42.54

Regulations

No 559 83.43

Yes 111 16.57

Subjective norms* The care home was making changes to promote resident- and relationship-centred care before the
pandemic

No/not sure 200 29.85

Yes 470 70.15

Covariates (home and
respondent traits)

Continuum of care

Yes 369 55.07

No 301 44.93

(Continued)
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Table 1. Continued

Theory of planned behaviour
dimension Variable n %

Part of a Chain

Yes 258 38.51

No 412 61.49

Profit status

Non-profit/municipal 441 65.82

For-profit 229 34.18

Approximate building age

≤10 years 82 12.24

11–20 years 141 21.04

>20 years 447 66.72

Home size

≤49 beds 104 15.52

50–99 beds 187 27.91

≥100 beds 379 56.57

Home location

Alberta 126 18.81

British Columbia 62 9.25

Saskatchewan/Manitoba 71 10.60

Maritimes 88 13.13

Ontario 207 30.90

USA 116 17.31

Respondent gender

Man 69 10.30

Woman 601 89.70

Respondent age

18–39 years 239 35.67

40–55 years 274 40.90

≥56 years 157 23.43

Respondent work role

Foodservice 509 75.97

Direct care 95 14.18

Other 66 9.85

Respondent’s length of time working at this home

<2 years 147 21.94

2–4 years 147 21.94

5–10 years 174 25.97

≥11 years 202 30.15

Outcome Level of interest in making meals more relationship-centred

Low interest (≤7) 158 23.58

High interest (8–10) 512 76.42

*Sum of relationship-centred and task-focused mealtime practices is included in the dimension of subjective norms and is reported in text.

6 Hannah M. O’Rourke et al.

https://doi.org/10.1017/S0714980825000145 Published online by Cambridge University Press

https://doi.org/10.1017/S0714980825000145


participants (14.2%) worked in a direct care role. With respect
to mealtime practices, most respondents felt satisfied with
residents’ mealtime experiences (63%), and 76 per cent were
interested in making mealtimes more relationship-centred.
Relationship-centred practices were, on average, reported more
commonly as compared to task-focused mealtime practices
(9.9 ± 2.8 versus 4.8 ± 1.9, respectively). Most respondents
(70%) reported their care home was making changes to promote
relationship-centred care (prior to the COVID-19 pandemic),

and 72 per cent reported feeling conflicted balancing safety and
relationship-centred care during the COVID-19 pandemic. Of
the 24 listed strategies that were used to help to make care
improvements in the past year, a mean of 7.7 ± 5.4 strategies
was reported. When strategies were categorized using Michie’s
Behaviour ChangeWheel, most respondents reported utilizing at
least one or more strategies from categories of enablement
(77.31%), persuasion (61.64%), and environmental restructuring
(53.73%) (Table 2).

Table 2. Descriptive statistics for strategies that resulted in care improvements in the past year mapped onto Michie’s behaviour change wheel (N = 670)

Michie category and survey items included in the category Number of strategies within Michie category n %

Education: increase understanding 0 424 63.28

1. Information about what should be changed 1 246 36.72

2. Information on how to make changes

Incentivization: create expectation of reward 0 614 91.64

1. Incentivizing change (e.g., monthly award for team member on new practice) 1 56 8.36

Training: impart skills 0 337 50.30

1. Formal education of team members (e.g., training session, education day, and online) 1 201 30.00

2. Informal training of team members (e.g., huddles, demonstrations, and hands-on learn) 2 132 19.70

Persuasion: using communication to stimulate feelings or action 0 257 38.36

1. Communicating changes to all relevant team members 1 239 35.67

2. Reminders 2 126 18.81

3. Team champions/team leads for the specified improvement 3 48 7.16

Coercion: create expectation of punishment or cost 0 472 70.45

1. Auditing and reporting practices* 1 198 29.55

Enablement: reduce barriers to increase capability/opportunity 0 131 19.55

1. Support from management 1 78 11.64

2. Support from corporate leadership 2 68 10.15

3. ‘Buy in’ of team members 3 62 9.25

4. ‘Buy in’ of residents 4 59 8.81

5. ‘Buy in’ of family members 5 56 8.36

6. Team member interest in making improvements 6 64 9.55

7. Time for team to meet about changes 7 52 7.76

8. Team member stability (none or little turnover) 8 45 6.72

9. Adequate staffing levels 9 25 3.73

10. Management stability (none or little turnover) 10 21 3.13

11. Adequate budget to support changes 11 9 1.34

Environmental restructuring: change the physical/social context 0 310 46.27

1. Learning circles 1 143 21.34

2. Involving family/residents in identifying what needs to improve 2 184 27.46

3. Involving team members in identifying what needs to improve 3 33 4.93

Regulation: establish rules or principles 0 564 84.18

1. Regulations 1 106 15.82

Note: Items numbered in each row indicate the number of survey strategy items included in the Michie’s category.
*Classified as ‘coercion’ because historically audits have been done for accreditation and perceived as a check-up on behaviour in care homes, rather than as a persuasive behaviour
change tool.
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Table 3. Logistic regression testing interest in making mealtimes more relationship-centred as outcome, statistically significant effects in bold (p < .050) (N = 670)

Theory of planned
behaviour dimension Effect Comparison

Odds
ratio

95% CI

Lower Upper

Attitudes Satisfaction with the residents’ mealtime experience
prior to COVID–19

Very dissatisfied/dissatisfied
versus very satisfied

0.59 0.274 1.261

Satisfied versus very satisfied 0.49 0.285 0.849

Feeling conflicted balancing safety and relationship-
centred care for residents during the pandemic

No/not sure versus yes 0.68 0.441 1.044

Behavioural Control Number of education strategies* 0 versus 1 1.22 0.771 1.931

Number of incentivization strategies* 0 versus 1 0.97 0.457 2.076

Number of training strategies* 0 versus 1 0.87 0.536 1.443

2 versus 1 0.67 0.360 1.240

Number of persuasion strategies* 0 versus 1 1.00 0.598 1.670

2 versus 1 1.24 0.677 2.258

3 versus 1 0.85 0.350 2.06

Number of coercion strategies* 0 versus 1 0.79 0.472 1.335

Number of enablement strategies* 0 versus ≥4 0.64 0.305 1.347

1–3 versus ≥4 0.88 0.540 1.422

Number of environmental restructuring strategies* 0 versus 2 0.52 0.292 0.920

1 versus 2 0.36 0.200 0.646

3 versus 2 0.72 0.235 2.231

Regulation* 0 versus 1 1.18 0.649 2.131

Any improvement in care in the past year Yes versus no 0.37 0.148 0.944

Subjective Norms Care home making changes to promote resident/
relationship-centred care pre- pandemic

No versus yes 0.61 0.392 0.962

Relationship-centred care mealtime care score Numeric score (max = 15) 1.01 0.927 1.102

Task-focused care mealtime care score Numeric score (max = 11) 1.02 0.908 1.148

Covariates Continuum of care status No versus yes 0.84 0.569 1.249

Chain affiliation No versus yes 1.08 0.656 1.763

Profit sector Non-profit corporation/
municipality/county versus for-
profit

1.01 0.610 1.682

Building age ≤10 years versus > 20 years** 2.15 1.033 4.463

11–20 years versus >20 years 1.00 0.611 1.639

Home size (active beds) ≤49 beds v ≥ 100 beds 0.93 0.719 1.680

50–99 versus ≥100 beds 1.14 0.814 1.799

Location of home Alberta versus USA 1.74 0.814 3.705

British Columbia versus USA 1.19 0.492 2.863

Manitoba/Saskatchewan versus
USA

1.40 0.569 3.422

Maritimes versus USA 0.73 0.334 1.603

Ontario versus USA 1.20 0.616 2.326

Respondent gender Man versus woman 0.91 0.476 1.749

Length of time working in home <2 years versus >11 years 1.44 0.781 2.666

2–4 years versus >11 years 1.65 0.898 3.034

5–10 years versus >11 years 0.97 0.579 1.627

(Continued)
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Multivariable binary logistic regression

The overall model was statistically significant (LRT(41) = 61.84,
p = .019, max-rescaled R2 = .13), and results are shown in Table 3.
Our results do not supportH1, where we selected variables informed
by the construct of attitude. Respondents’ level of satisfaction with
residents’ mealtime experience prior to the COVID-19 pandemic
was significantly associated with respondents’ level of interest in
makingmealtimesmore relationship-centred (χ2(2) = 6.58, p= .037),
but the direction of effect did not support H1. Satisfied respondents
had a significantly lower odds of reporting a high level of interest in
making mealtimes more relationship-centred by 51 per cent when
compared to respondents who indicated being very satisfied (CI
[0.28, 0.85]). Similarly, respondents who were dissatisfied had lower
odds of reporting a high level of interest compared to the very
satisfied group, but this difference was not statistically significant.
Also, respondents who felt conflicted balancing safety and
relationship-centred care during the COVID-19 pandemic wasmar-
ginally non-significant (χ2(1) = 3.11, p = .078), and the direction of
effect was also opposite to what we hypothesized: respondents that
reported feeling conflicted had 32 per cent lower odds of reporting a
high level of interest inmakingmealtimesmore relationship-centred
(CI [0.44, 1.04]).

Our results provided mixed support for H2, where we selected
variables informed by the construct of perceived behavioural con-
trol. The sum of environmental restructuring strategies applied in
the past year was significantly associated with respondents’ level
of interest in making mealtimes more relationship-centred
(χ2(3) = 11.77, p = .008), and the direction of effect supported
H2. Compared to respondents who reported using two strategies
in the environmental restructuring category, respondents who
indicated only one or none of these strategies had a significantly
lower odds of reporting a high level of interest in making meal-
times more relationship-centred by 64 per cent and 48 per cent,
respectively (CI [0.20, 0.65], [0.29, 0.92]). Reporting that any
improvement was made in the past year was significantly associ-
ated with the level of interest in making mealtimes more
relationship-centred (χ2(1) = 4.34, p = .037), but the direction
of effect did not support H2. Compared to participants who
reported that the care home had made no improvements in care
in the past year, participants who reported an improvement had a
significantly lower odds of indicating a high level of interest by
63 per cent (CI [0.15, 0.94]). Other items that were included as
independent variables to measure perceived behavioural control
(i.e., the sum of education, incentivization, training, persuasion,
coercion, enablement, and regulation strategies) were not signif-
icantly associated with respondents’ level of interest in making
mealtimes more relationship-centred (p > .050).

H3 was supported by our results, where we selected variables
informed by the construct of subjective norms. Efforts made by the
care home to promote resident and relationship-centred care prior
to the COVID-19 pandemic were significantly associated with the
level of interest in making mealtimes more relationship-centred
(χ2(1) = 4.53, p = .033), and the direction of effect supported H3.
Respondents who reported that their home was not making
changes to promote relationship-centred care had a significantly
lower odds of indicating they were highly interested in making
mealtimes more relationship-centred by 39 per cent (CI [0.39,
0.96]). Other items that were included as independent variables
to measure subjective norms (i.e., the sum of task-focused and
relationship-centred mealtime care practices that typically
occurred prior to COVID-19) were not significantly associated
with respondents’ level of interest in making mealtimes more
relationship-centred (p > .050).

None of the adjustment variables at the care home level
(i.e., continuum of care status, profit status, chain status, age of
building, size, and location) or the respondent level (i.e., age,
gender, work role, and length of time working at the home) were
statistically significant. However, while the overall effect of care
home building age was nonsignificant (χ2(2) = 4.33, p = .115),
participants working at homes built within 10 or fewer years had
2.15 times greater odds of reporting a high level of interest in
making mealtimes more relationship-centred as compared to
participants working at homes built more than 20 years ago (CI
[1.03, 4.46]). Caution should be taken when interpreting this
result due to the non-significant overall effect of building age.

Discussion

Strengths and limitations of the work

Strengths of this study include a large sample size (N = 670) with
representation from several jurisdictions and both food service and
direct care provider groups. We collected data on the respondent’s
specific role within the home (e.g., dietitian, food service manager,
nurse, and care aide), however, we more broadly categorized this
variable for analysis. The respondent ethnic/cultural background
was not collected. As such, the influence of one’s specific role and
ethnic cultural background are areas for exploration in future
research. The use of an established planned action theory to select
measures and derive a priori hypotheses was another strength to
prevent Type 1 errors and help make sense of our findings in this
secondary analysis. We used logistic regression modelling to adjust
for a host of potential covariates. A limitation of this secondary
analysis was that the measures were selected as informed by con-
structs in the Theory of Planned behaviour after the study had

Table 3. Continued

Theory of planned
behaviour dimension Effect Comparison

Odds
ratio

95% CI

Lower Upper

Respondent work role Care provision versus food/
foodservice

1.60 0.881 2.916

Other versus food/foodservice 1.86 0.794 4.365

Respondent age 18–39 years versus >56 years 1.03 0.567 1.854

40–55 years versus >56 years 1.04 0.625 1.728

*Strategies indicated to improve care in the past year. Most frequent non-zero value for strategies chosen as the reference group.
**The global effect is not statistically significant. Caution should be taken when interpreting the odds ratio.
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already been conducted and may not have been the best way of
measuring the theoretical constructs. For example, to select a
measure of perceived behavioural control, we had to make the
assumption that people who had used strategies in the past would
be more likely to perceive that they could make changes to practice
in the future; we did not have a direct measure of their perceptions.
However, out of the 24 strategies organized into eight different
types of changes, only those related to environmental restructur-
ing had a statistically significant association with intention to
make changes to relationship-centred mealtime practices. These
24 strategies were not specific to mealtimes, and were not a direct
measure of attitudes; they may not have been sensitive enough to
assess participants’ perceptions of behavioural control specifically
in relation to mealtime experiences. Despite these limitations,
environmental restructuring was associated with intentions to
make mealtimes more relationship-centred. It was also notable
that of 6 statistically significant terms in the model, five of these
were selected based on theory. Given the well-established nature
of the theory of planned behaviour (Bosnjak et al., 2020), this
suggests that our measures did, in fact, tap into the theoretical
constructs. Finally, this survey was conducted during the first
wave of the COVID-19 pandemic, a time when care home staff
were under immense strain. Although we cannot be sure of the
impact of COVID-19 on our study responses in a cross-sectional
design, this important contextual element could have impacted
completion rates or staff’s perceptions.

Recommendations for further research

The findings of this study offered mixed support for our specific
hypotheses. Satisfaction with the status quo was associated with
interest in making mealtime more relationship-centred. However,
the direction of effect was opposite to our hypothesis.We found that
participants who were the least satisfied with the current status of
mealtimes, or who felt the most conflicted balancing relationship-
centred care and safety during the pandemic were also the least
interested in making improvements to relationship-centred care. In
this secondary analysis, wherewe did not have amore directmeasure
of attitudes towards relationship-centred mealtimes, it is possible
that our measures were capturing people’s satisfaction with their
working conditions and staff’s need for more support to balance
safety and relationship-centred care in future outbreaks of COVID-
19 or other infectious diseases. Previous research supports this
interpretation and has shown that care home staff who were less
satisfied in their jobs also felt less empowered in their workplace
(Chamberlain et al., 2016), which may translate into having a
reduced interest in making changes in their practice. This highlights
the importance of considering contextual factors, such as staffing,
resources, and culture within the setting (Harvey & Kitson, 2016), in
order to design and implement effective, sustainable programs that
support behaviour change in care homes (Hoben et al., 2021). It
could also be that staff were more satisfied with mealtimes because
they felt that their home was supportive of relationship-centred care
practices (Caspar et al., 2009). We may have been tapping into
perceived behavioural control, more so than individual attitudes
towards mealtimes, with this item. Previous research supports that
it is challenging to disentangle individual attitudes from workplace
culture, because these are related to and influence each other
(Abdul Rashid et al., 2004). More research is needed to directly
assess how staff attitudes influence interest in making mealtimes
more relationship-centred.

Participants had used a wide range of strategies to make other
kinds of changes in their practice settings, the most common of
which were enablement, persuasion, and environmental restruc-
turing. Individuals who were in a setting where two environmental
restructuring strategies were used to make change in the past (which
we used in this secondary analysis as an indicator of behavioural
control) were more likely to show high interest inmakingmealtimes
more relationship-centred, as compared to those where just one or
no strategy was used. Environmental restructuring in this study
referred to the specific activities of learning circles, which are col-
laborative approaches to involve family, residents, or teammembers
to identify what needs to improve. Similarly, effective quality
improvement initiatives have required interprofessional team com-
munication and involving front-line health care aides in care homes
(Hoben et al., 2020). In our sample, almost half (46.27 per cent) of
participants reported that no environmental restructuring strategies
had been used in the past year, highlighting that there is a need for
interventions that promote an improvement culture (e.g., use of
learning circles) to accelerate change in care homes (Westergren,
2012). Care staff who have not had the opportunity to engage in
previous collaborative change efforts may be promising targets of
future intervention research.

Mixed support was observed related to the variables that we
selected to operationalize the construct of subjective norms.
Respondents that perceived that the care home had made previous
efforts to promote relationship-centred care had higher odds of
interest in making changes to relationship-centred mealtime prac-
tices. This was an expected finding, supporting that participants’
perception that the home had implemented relationship-centred
care (in general) was associated with their interest to make meal-
times (specifically) more relationship-centred. However, whether
participants observed current mealtime practices to be more
relationship-centred or task-focused based on the Mealtime Rela-
tional Care Checklist (Iuglio et al., 2019) was not associated with
their interest in making mealtimes more relationship-centred. This
may reflect a lack of knowledge on the behalf of care providers as to
what strategies reflect relationship-centred versus task-focused
mealtime practices and indicate the need for training in these areas
to increase knowledge and awareness of best practices (Trinca et al.,
2021). Staff in care homes may need to be shown that there are
deficits with respect to relationship-centred care, highlighting the
potential value of educational interventions and offering staff
feedback about their practices in order to promote practice change
in care homes (O’Rourke, Lobchuk, et al., 2020).

It is important to note that ‘interest’ to change is not the same as
behaviour change, and we did not measure behaviour change.
However, research does support that intentions and actual behav-
iour change are related. For example, a study conducted in Chinese
care homes using path analysis found that both staff attitudes and
perceived behavioural control predicted intentions (R2 = 0.359),
which subsequently predicted actual practice related to reduction
in restraint use (Wang et al., 2021). Our findings support that there
are several key factors that could be targeted to influence staff
interest in making change; further longitudinal and intervention
research is needed to explore pathways between influencing factors,
interest/intentions, and practice change specifically in relation to
making mealtimes more relationship-centred.

Implications for policy and practice

The findings from this study, which was informed by the Theory of
Planned Behaviour, support that there are several characteristics
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that could be used by researchers or gerontologists to identify care
homes or staff who may be more ready to implement relationship-
centredmealtime practices. Other research conducted in care home
settings has similarly found that the constructs within the theory of
planned behaviour offer a useful framework to identify barriers and
facilitators to practice change (Beck et al., 2017; O’Neill et al., 2018)
and to design effective interventions to change staff behaviours
(Kop ̈ke et al., 2012; Low et al., 2015).

Social connectedness is promoted in different ways for different
people (O’Rourke, Sidani, et al., 2020). Results from the present
study focused on relationship-centred care and communal meal-
times, but there are many other practices worthy of further explo-
ration, such as how relationship-centred care is enacted to support
residents who choose to have mealtimes in their own rooms. The
Mealtime Relational Care Checklist used in this study includes
many items related to resident choice (e.g., ‘I make sure that
residents are happy where they sit and who they sit with’), however,
there is no item that specifically asks whether residents are sup-
ported to eat in their own rooms, should that be the resident’s
preference/choice. It is important to recognize that communal
dining experiences are important for many, but not all, residents.

The study findings support the potential of using educational
strategies, feedback about relationship-centred care, and collabo-
rative approaches to promote relationship-centred care practices,
and this may be a promising avenue for gerontological leaders who
aim to protect care home residents from social isolation and
loneliness. It remains essential, but challenging, to find ways to
support people living in care homes to continue to connect mean-
ingfully with their network of family and friends (O’Rourke, Sidani,
et al., 2020). Applying relationship-centred care, care home staff
can personally acknowledge residents during care and create
opportunities for intimacy and meaningful exchanges, which
may help to reduce loneliness (Sjöberg et al., 2019). However, the
implementation of relationship-centred care strategies should not
be left up to individual providers (Lombard, 2021); feasible, accept-
able, and effective interventions that target both providers’ knowl-
edge and the improvement structures within organizations are
needed to promote relationship-centred care during mealtimes
and beyond, making relationship-centred care the responsibility
of gerontological leaders. For example, the CHOICE+ intervention
is a training program could be used by leaders in care homes, which
uses participatory approaches to improve mealtimes and has dem-
onstrated benefits to relationship-centred care practices (Keller,
Wu, et al., 2021).

Conclusion

We aimed to identify potentially modifiable variables to help
explain why some respondents are eager to make change inmaking
mealtimes more relationship-centred, while others lack interest.
Our secondary analysis of cross-sectional survey data supported
that the respondents who were more satisfied with the mealtime
practices in their care home, who had been able to use collaborative
strategies to make change in the past, and who perceived that their
organization supported relationship-centred care in general were
more likely to intend to make future mealtime practices more
relationship-centred. Overall, this suggests that the staff who are
interested in making mealtimes more relationship-centred find
task-focused mealtimes unacceptable and believe that their views
are shared and supported by others in their organization. This
supports the promise of ‘learning health systems’ to impactmealtime

practices, where data are used by an organization to support con-
tinuous cycles of collaborative improvement (Estabrooks et al.,
2020). Future research should focus on determining how geronto-
logical leaders can cultivate organizational practices that will support
relationship-centred practices, such as mealtime experiences, to
address social isolation and loneliness (Woods et al., 2022). If direct
care providers and leaders engage collaboratively, working towards a
shared goal, relationship-centred mealtimes may become a part of
everyday life for care home residents, who seek healthcare but also –
critically – human connection.

Supplementary material. The supplementary material for this article can be
found at http://doi.org/10.1017/S0714980825000145.
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