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RÉSUMÉ
Les soins axés sur la personne sont reconnus comme une pratique exemplaire pour les populations cliniques atteintes de
démence. L’objectif de cette étude était d’évaluer l’efficacité d’une initiative visant à instaurer de nouvelles pratiques liées
à l’engagement des parties prenantes pour l’accroissement des services de repas centrés sur la personne dans un centre de
soins de longue durée (CSLD). Un devis à un seul groupe avec séries temporelles a été utilisé pour évaluer l’impact du
changement des pratiques sur l’environnement des repas au cours de quatre périodes (pré-intervention ; suivis à unmois,
trois mois et six mois). Des améliorations statistiquement significatives ont été notées après six mois pour toutes les
échelles ciblant l’environnement des repas, y compris l’environnement physique (z = -3,06, p = 0,013), l’environnement
social (z = -3,69, p = 0,001), l’échelle axée sur la relation et la personne (z = -3,51, p = 0,003) et l’échelle sur l’environnement
général (z = -3,60, p = 0,002). L’initiative de changement des pratiques visant à renforcer l’engagement des parties
prenantes a permis lamise enœuvre d’uneméthode viable pour accroître les soins axés sur la personne pendant les repas
dans un CSLD. Ceci a été rendu possible par l’application d’un leadership soutenant, la collaboration pour la prise de
décisions et par l’engagement du personnel.

ABSTRACT
Person-centred care is recognized as best practice in dementia care. The purpose of this study was to evaluate the
effectiveness of a stakeholder engagement practice change initiative aimed at increasing the provision of person-centred
mealtimes in a residential care home (RCH). A single-group, time series designwas used to assess the impact of the practice
change initiative on mealtime environment across four time periods (pre-intervention, 1-month, 3-month, and 6-month
follow-up). Statistically significant improvements were noted in all mealtime environment scales by 6 months, including
the physical environment (z = -3.06, p = 0.013), social environment (z = -3.69, p = 0.001), relationship and person-centred
scale (z = -3.51, p = 0.003), and overall environment scale (z = -3.60, p = 0.002). This practice change initiative, which focused
on enhancing stakeholder engagement, provided a feasible method for increasing the practice of person-centred care
during mealtimes in an RCH through the application of supportive leadership, collaborative decision making, and staff
engagement.
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Person-centred care (PCC) is a philosophy of care
rooted in humanism (Fazio, Pace, Flinner, & Kallmyer,
2018) that emphasizes autonomy, identity, and respect-
ing individual preferences regarding care decisions and
practices (Fazio, Pace, Flinner, & Kallmyer, 2018). The
Institute of Medicine Committee on Quality of Health
Care in America (2001) deemed PCC a key component
of care quality. Further, increasing PCC practice is
considered to be essential to both the quality of care
and quality of life of people residing in residential care
homes (RCHs) (homes in which 24 hour nursing care is
provided to residents with complex care needs), espe-
cially those living with Alzheimer’s disease or a related
dementia (Brooker, 2007; Fazio, 2008; Fazio, Pace,
Maslow, Zimmerman, & Kallmyer, 2018; Kim & Park,
2017; Kitwood, 1997).

Over the course of the last two decades, PCC has
become recognized asbest practicein dementia care,
with the majority of RCHs having proclaimed it as the
care philosophy to which they subscribe (Caspar,
O’Rourke, &Gutman, 2009). However, researchers con-
tinue to find that care in RCHs tends to be more task-
focused than person-centred (Beck, Klein, &Kahn, 2012;
Furaker & Nilsson, 2009), that individually tailored
meaningful activities are not the norm (Kirkevold &
Engedal, 2006; Wood, Womack, & Hooper, 2009), and
that few possibilities for resident choice exist in daily
care and activities (Berglund, 2007; Kirkevold & Enge-
dal, 2006; Luff, Ellmers, Eyers, Young, & Arber, 2011;
Schnelle et al., 2009). The literature indicates that mean-
ingful improvements in the provision of PCC in RCHs
have been largely unrealized, despite significant effort
to alter practice (Doty, Koren, & Sturla, 2008; Elliot,
Cohen, Reed, Nolet, & Zimmerman, 2014; Grabowski,
Elliot, Leitzell, Cohen, & Zimmerman, 2014).

Research in RCHs demonstrates that interventions
aimed at increasing the provision of PCC that do not
address contextual and system issues (e.g., deeply rooted
care routines and regulatory standards that impede
individuality, resident choice, and staff flexibility), most
often fail (Caspar, Cooke, Phinney, & Ratner, 2016).
There is growing evidence demonstrating that the imple-
mentation of PCC in practice necessitates a multi-level,
systems approach (Brooker, 2007; Evans, 2017; Man-
thorpe & Samsi, 2016). Thus, it is reasonable to assert
that promoting positive change in the residential care
context requires more than education; it requires the
engagement of key stakeholders who have the potential
to facilitate change in the system as a whole.

PCC encompasses all aspects of care; however, we
purposefully selected mealtimes as a focus for this
study. Malnutrition is a real and pressing issue for
people with dementia (PWD) (Keller, 2016), and many
determinants of food intake (e.g., familiarity and

“homelikeness”, optimal sensory stimulation, social
interaction) are inextricably linked with the mealtime
experience (Chaudhury, Hung, Rust, & Wu, 2016).
Previous research indicates that nursing staff in RCHs
tend to focus on themechanical task of eating assistance
but overlook the psychosocial aspects of residents’
experiences during mealtimes (Henkusens, Keller,
Dupuis, & Schindel Martin, 2014; Penrod et al., 2007).
These task-oriented approaches not only impede the
enjoyment of dining, they can also negatively impact
the dignity and personhood of PWD (Kirkevold &
Engedal, 2006). Studies examining the importance of
food andmealtime in dementia care have identified that
person-centredness in mealtime activities, such as pre-
paring food, participating inmenuplanning, and family
inclusion, can sustain the identity of PWD (Ducak,
Sweatman, & Keller, 2015; Keller, Edward, & Cook,
2007; Lam & Keller, 2015; Reimer & Keller, 2009).
Therefore, as regular, frequent, and discrete events,
mealtimes provide meaningful opportunities to study
the effects of interventions aimed at increasing the
provision of PCC practices.

Our aimwas to create and implement a practice change
initiative to improve PCC in RCHs, which emphasizes
engagement of key stakeholders (e.g., care staff mem-
bers, administrators, family members, PWD). As stated
previously, mealtimes were selected as the central focus
for this study. Therefore, in our efforts to achieve our
study aim, we documented, analyzed, and evaluated
both the process and the outcomes of implementing a
change initiative for promoting person-centred meal-
times in RCHs.

The specific objectives of this study were to:

1. Examine the influence of a stakeholder engagement prac-
tice change initiative on outcomes associated with the
physical environment, social environment, and relation-
ship and PCC practices during mealtimes.

2. Examine the acceptability of the stakeholder engagement
practice change initiative to study participants, including
a qualitative assessment of the change processes as well
as enablers and barriers to the implementation of the
changes in mealtime care practices.

In what follows, we describe in detail our evaluation of
both the process and the outcomes of the practice
change initiative.

Methods
Using principals consistent with Critical Participatory
Action Research (CPAR) (Torre, Fine, Stoudt, & Fox,
2012), we collaborated with those experiencing organ-
izational practices that supported or impeded care staff
members’ ability to provide PCC during mealtimes in
RCHs. This included management and care providers
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within a RCH and family members of residents within
the RCH. These individuals were key decision makers
as well as research participants in the project. A single-
group, time series design with repeated measures was
used to assess the impact of the practice change
initiative on outcomemeasures across four time periods
(pre-intervention, and 1-month, 3-month, and 6-month
follow-up). Observations and interviews were also con-
ducted to examine treatment fidelity and to ascertain
the study participants’ perceptions of the process and
outcomes of the intervention.

Setting and sample

This study was conducted in a RCH located in Western
Canada. Convenience sampling, based on partner
engagement and needs, was employed for site selection.
The participating RCH provided long-term care,
rehabilitation services, supportive living care, and pal-
liative care to approximately 200 residents. The unit
within which the practice change initiative was imple-
mented was home to 12 residents, all of whom were
male and had a diagnosis of dementia. The unit was
secured (i.e., residents were unable to enter or exit the
unit unaccompanied) and was one of four units on a
single floor in the RCH. The administrator of the RCH
had the ultimate decision regarding which unit was
selected for participation in this study. He informed
the research team that he selected this unit because of
the smaller number of residents living in it and the high
level of family involvement.

Health care aides (HCAs) provided the majority of
direct care to the residents on this unit and were super-
vised by licensed practical nurses (LPNs). Although
assigned to a specific floor, the HCAs only stayed on
the unit for three to four shifts (days and evenings)
before rotating onto the other three units on the floor.
As a result of this scheduling practice, upon completion
of their shifts, the HCAs would not provide care to
residents living in this unit again for approximately
3 weeks.

The HCAs and LPNs on the floor were supervised by a
care manager who was trained as a registered nurse
(RN); however, this position became vacant on the first
day of participant recruitment and was not filled
throughout the duration of the study. Additionally, at
approximately the mid-point of the study, the adminis-
trator of the RCHwas relocated to a new positionwithin
the organization, and interim administrators filled this
position for the remaining portion of the study. The lack
of continuity, both in leadership and in staffing assign-
ments, provided us with an especially challenging con-
text within which to try to produce sustainable changes
in care practices. However, because of our extensive
direct experience working in RCHs, we were aware that

this context was not altogether unique (i.e., assignment
practices vary greatly in RCHs and management
turnover is not uncommon in this industry).

Ethics approval was granted by the University of
Alberta ethics review board. Following ethics approval,
the research assistant (RA) and the principal investiga-
tor (PI) provided several study information sessions to
family members and care staff members at the RCH.
During these information sessions, study participants
provided signed, informed consent to participate. Fam-
ilymembers of residents livingwith dementia provided
consent on behalf of the residents. However, the RAalso
ensured that residents consistently demonstrated assent
during each of the observation periods (Slaughter, Cole,
Jennings, & Reimer, 2007). Because of the nature of the
study design, the RA continued to recruit and receive
informed consent from study participants over the
course of the entire study. Specifically, any care staff
member, family member, or resident who did not pro-
vide consent during the study information sessions, but
who was present for a mealtime observation period
(e.g., new or casual care staff members) was individu-
ally informed about the study andwas given the oppor-
tunity to provide consent or assent, or to decline
participation in the study prior to the observation
period beginning. In an attempt to ensure complete
anonymity during the observation periods, and because
of the nature of our participant recruitment methods
and outcome measures used (i.e., no surveys were
completed by study participants and observations were
conducted in the general dining area during multiple
mealtimes), participant baseline demographic data
were not collected from study participants.

During the study information sessions, participants
were also invited to become active members of the
Process Improvement Team (PIT). Care staff members
and familymembers self-selected themselves to become
members of the PIT and, by doing so, took a leadership
role in the practice change initiative. The PI and RA
insured that representatives from all key stakeholder
groups were included in the PIT. Upon completion of
recruitment, the PIT was composed of four HCAs, two
LPNs, three dietary staff members (the hospitality man-
ager, the dietary manager, and one galley aide), two
family members, one recreation therapist, and the RCH
administrator.

Description of Intervention: A New Model for Practice
Change

The practice change initiative used in this project drew
significantly from the model for improvement devel-
oped by Langley et al. (2009). The model for improve-
ment provides a method for stakeholder engagement
and the means to evaluate, advance, and continually
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learn from changes to care practices that are made.
Under this approach, the PIT was formed to actively
engage key stakeholders to co-develop clearly defined
strategies for practice change and then implement these
changes through plan–do–study–act (PDSA) cycles.

We expanded on themodel for improvement by adding
two key features (see Appendix for a list of each step of
the Feasible and Sustainable Culture Change Interven-
tion [FASCCI] Model). First, during the PIT meetings,
we applied skills from an evidenced-based leadership
training (Caspar, Le, & McGilton, 2017a) to strengthen
the collaborative decision-making and communication
skills among the PIT members. The second feature was
the active exploration, selection, and application of
three key intervention factors that help to increase the
feasibility and sustainability of a change initiative
(Caspar et al., 2016). These include predisposing factors
(e.g., effective communication and dissemination of
information), enabling factors (e.g., conditions and
resources required to enable staff members to imple-
ment new skills or practices), and reinforcing factors
(e.g., mechanisms that reinforce the implementation of
new skills) (Caspar et al., 2016).

Throughout the change process, the research team was
able to identify challenges and adapt and revise the
practice change initiative as necessary in order to enable
and sustain the changes in care practices. Upon com-
pletion of the study, the developed model for change
included 12 steps for implementation:

1. Deciding to make a change.
2. Forming the team: Including the right people on a PIT,

which is composed of thosewhowork in the system and
is critical to a successful improvement effort. A PIT team
composed of key stakeholders associated with the
selected area of change (i.e., care staff members, family
members, administrators, managers, and interdisciplin-
ary care team members) is formed.

3. Educating the team: Educating the PIT members on
current best practices associated with the selected area
of change.

a. Research demonstrates that training is needed to
support mealtimes with a person-centred, social
focus (Ducak et al., 2015; Reimer & Keller, 2009);
this training needs to emphasize the importance of
the social aspects of meals (e.g., communicating
with residents in an affective, or personal, way that
promotes relationships) (Reimer & Keller, 2009).
Thus, PIT members received training on CHOICE
principles. CHOICE is an evidence-based know-
ledge translation programused to support relation-
ship centred-dining in long-term care (Wu et al.,
2018). The principles of CHOICE include: Connect-
ing, Honouring Dignity, Offering support, Iden-
tity, Creating opportunities and Enjoyment
(Wu et al., 2018).

4. Creating a shared vision: Following the education ses-
sion, the PIT members actively engage in creating a
shared vision for mealtimes.

5. Selecting specific changes in care practices: Ideas for
changes in care practice come directly from the PIT
members.

6. Developing strategies associated with three key inter-
vention factors (Caspar et al., 2016): The PIT members
select and enact the requisite predisposing, enabling,
and reinforcing factors that address the selected changes
in care practice. This critical thinking on how to make
the change is essential to the success of the project.

7. Establishing measures: Measurement is a critical part of
testing and implementing changes. Outcome measures
and process assessments are used to determine if spe-
cific changes actually lead to improvements.

8. Testing changes: The PDSA cycle, which is shorthand
for testing a change in the real work setting by planning,
testing, observing the results, and acting on what is
learned. Several PDSA cycles are conducted throughout
the change initiative.

9. Conducting weekly PIT meetings: These weekly meet-
ings are key to the success of the project. Facilitators of
the meetings apply leadership skills as presented in the
responsive leadership training (Caspar et al., 2016)
(e.g., strategies to improve information exchange, col-
laboration, and timely follow-up to concerns). PITmeet-
ings last approximately 20 minutes and meeting
minutes with follow-up action items are documented
for each meeting. These minutes are shared with every-
one on the care team.

10. Celebrating and communicating successes!
11. Implementing changes: After testing a change on a small

scale, learning from each test, and refining the change
through several PDSA cycles, the teams implement the
change as a permanent way of providing PCC on
the unit.

12. Spreading changes: After successful implementation of
a change or package of changes on an entire unit, the
teams then begin to spread the changes to other parts of
the organization.

Implementation Overview

Following participant recruitment and the PIT forma-
tion, members of the PIT participated in two work-
shops led by Dr. Caspar. The first workshop was a
4-hour education session that included the CHOICE
training materials (Wu et al., 2018). Approximately
1 week later, the PIT members participated in a half-
day workshop, during which they selected the
person-centred mealtime strategies that they wished
to implement. Each of the selected strategies was
associated with the principles presented in the
CHOICE education session. In total, 17 person-
centred mealtime strategies were selected by the PIT
members. Table 1 provides a list of each of the strat-
egies and the corresponding CHOICE principle with
which it is associated.
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Following this, the PIT members with the guidance of
the PI acting as a facilitator, determined the predispos-
ing, enabling, and reinforcing factors that they deemed
necessary for their successful implementation of these
strategies. The PIT members then engaged in weekly
20-minute meetings to monitor success and collaborate
for solutions to any barriers that may have been pre-
venting them from implementing the selected person-
centred mealtime strategies. The weekly PIT meetings
were facilitated by the PI and continued for the full
6 months of the study. Mid-way through the study, the
PIT members attended a 4-hour, mid-study celebration
during which we reviewed and celebrated our suc-
cesses to that point. During this meeting, the PIT mem-
bers selected additional mealtime strategies to
implement and began discussions about how to sustain
and spread the change initiative. After the completion
of data collection, an end-of-study celebration was held
for all PIT members. Following the end-of-study cele-
bration, the PI provided a 4-hour training session on
responsive leadership skills to PIT members who
emerged as leaders during the study. To support the
sustainability of the outcomes, all LPNs and managers
at the RCH who wanted to participate were also
included in this leadership training session.

Outcome Assessment

Measures
To understand the impact of the practice change initia-
tive on outcomes associated with the mealtime experi-
ence, multiple mealtime observations were completed

with the Mealtime Scan (MTS) (Keller, Awwad, Morri-
son, & Chaudhury, 2019). This observational tool is a
valid and reliable assessment that measures the psycho-
social environment, as well as physical aspects of a
dining environment that impact the mealtime experi-
ence (Iuglio et al., 2018; Keller, Chaudhury, Pfisterer, &
Slaughter, 2018). The MTS+ provides further detailed
observation on the social environment and improved
scaling to promote responsiveness on repeat measure-
ment (Keller et al., 2019). The MTS+ includes four
summative scales that assess (1) the physical environ-
ment, (2) the social environment, (3) person/
relationship-centred care, and (4) the overall quality of
the dining environment. Themaximumscore for each of
the four MTS+ summative scales is 8.

Data collection
Thirty-eight mealtime observations were completed
over the course of 6 months in a single dining room,
with 5 observations at baseline, 9 at 1 month, 10 at
3months, and 14 at 6months. Observations represented
different mealtimes at the RCH, with 19 observations
during lunchtime, 18 during suppertime, and 1 during
breakfast. These observations were done for the dur-
ation of the mealtime (usually 30–60 minutes). As
recommended for MTS+ (Keller et al., 2019), the same
assessor (E.D.) completed all assessments throughout
the study to promote consistency. The assessor was
acclimatized to the RCH before observations began
and ensured that she remained as inconspicuous as
possible. Although care team members may be

Table 1: Selected mealtime strategies

CHOICE Principle Selected Mealtime Strategies

Connection 1. We make sure that residents are happy with where they sit and whom they sit with.
2. We sit with residents at the table to visit or socialize.
3. We chat socially with all residents, including those who communicate without words.
4. We make eye contact, smile, and use gentle touch with residents who communicate without words.

Honoring dignity 1. We ask residents how we can assist them. For residents who do not communicate with words, we let them know what we are
going to do before we assist them.

2. We use a napkin or warm cloth to wipe residents’ mouths when helping them to eat.

Offering support 1. We use safe practices when assisting residents (e.g., sitting down to assist with eating, resident is in a safe eating position,
reasonable amount of food on a teaspoon, relaxed pace).

2. We watch for nonverbal cues to determine if a resident does not like something or is finished, and we respect that person’s
wishes.

Identity 1. We ask residents their preference for: beverages, first course, main course, and dessert.
2. If a resident doesn’t want what is on the menu, we try to find something that the person does want.
3. We know residents’ mealtime traditions and respect them (e.g., support them in adding their favourite seasonings).

Creating opportunities 1. We encourage residents to help out with mealtime activities (e.g., table setting).
2. We assist in planning theme nights or other fun activities to engage residents at mealtimes.

Enjoyment
1. We make sure that mealtimes are focused on eating and not other activities (e.g., medications are delivered before the meal).
2. We keep noises to a minimum (e.g., stacking or scraping dishes, grinding of medications).
3. We make sure that we only play music that the residents will enjoy.
4. We try to minimize distracting noises (e.g., TV is turned off if no resident has requested it be on).
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“reactive” to observers, this effect is estimated to have
only about a 10–20 per cent effect size (Romanczyk,
Kent, Diament, & O’Leary, 1973).

Analytic approach
Each of the four MTS+ summative scales was tested for
normality and described (mean, standard deviation) by
time point. Changes from baseline were evaluated util-
izingMann–WhitneyU pairwise tests with a Bonferroni
correction, because the assumptions were not met for
parametric statistics and the sample size was relatively
small. Data were analyzed using SPSS Statistical Soft-
ware (Version 25).

Treatment Fidelity Assessment

Consistent with recommendations by Slaughter, Hill, &
Snelgrove-Clarke (2015), treatment fidelity was moni-
tored by assessing dose, adherence, and participant
responsiveness.

Assessment of dose
We assessed dose by keeping detailed records of the
number of participants at each of the education sessions
and the subsequent weekly PIT meetings. We also
recorded the number and length of PIT meetings that
occurred through the duration of the study.

Assessment of adherence
Assessment of adherence occurred during each of the
PITmeetings. The selectedmealtime strategies and their
requisite predisposing, enabling, and reinforcing fac-
tors (which were developed by the PIT members to
enact each of the CHOICE principles) were reviewed
and analyzed at every PIT meeting. As a result of this
analysis, PIT members were enabled to assess chal-
lenges to (and deviations from) the selected changes in
care practice, and then collaboratively identify solutions
to address those challenges via the PDSA cycles.
Detailed meeting records enabled us to chart the pro-
gress of changesmade to themealtime experience of the
residents.

Assessment of responsiveness
To better understand the PIT members’ experiences
regarding the practice change initiative, the research
associate (E.D.) also conducted semi-structured inter-
views (lasting approximately 1 hour). The methodo-
logical approach that guided these interviews came
from Smith (2005), who asserts that adhering strictly
to an interview script limits the researcher to what s/he
has already anticipated and hence forestalls the process
of discovery. Accordingly, the interviews began with
basic questions such as, “Tell me about your experi-
ences during this change initiative?” followed by “What

do you believe has helped the change initiative suc-
ceed?” and “Tell me about what has troubled or frus-
trated you during this change initiative?” Following
thismethod, all other question evolved out of the course
of the interviews/conversations as they would nor-
mally arise (Smith, 2005). In total, 21 interviews were
conducted. To better understand potential changes in
perspectives as the initiative progressed, we conducted
12 interviews at the mid-point of the change initiative
and 9 at the conclusion of the change initiative. All
interviews lasted approximately 1 hour, were con-
ducted in a private location, and were recorded and
transcribed verbatim.

Analytic approach
The principal investigator used Microsoft Word to
manage and group the data from the interviews. The
decisions regarding how the data were to be grouped
were not predetermined. Rather, they evolved from a
review of the transcribed interviews and the detailed
notes taken during the PIT meetings. The focus of the
analysis of the qualitative data was not on discovering
themes; rather, we aimed to discover, from the perspec-
tive of the participants, what was working regarding
the implementation of the practice change initiative and
what was not.

Results
Changes in Mealtimes

Statistically significant improvements were noted in all
mealtime environment scales by 6 months, including
the physical environment (z = -3.06, p = 0.013), social
environment (z = -3.69, p = 0.001), relationship and
person-centred scale (z = -3.51, p = 0.003), and overall
environment scale (z = -3.60, p = 0.002). In fact, mealtime
environment scores started increasing immediately fol-
lowing the intervention, with statistically significant
improvements noted as soon as 3 months following
the intervention for social environment (z = -2.93, p =
0.020), the relationship and person-centred scale (z =
-3.30, p = 0.006), and the overall quality of dining
environment scale (z = -2.70, p = 0.042). Means and
standard deviations for all mealtime environment scale
scores are reported in Table 2.

Physical environment
MTS+ assessment of the physical environment includes
such mealtime elements as noise levels, seating arrange-
ments, sufficiency of lighting, aroma of food, decorations
and ambiance, and availability of condiments for resi-
dents to choose from. Almost all elements of the physical
environment showed significant improvement as a
result of the intervention. For example, baseline obser-
vations demonstrated that, prior to the intervention, the
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television was on during 60 per cent of the observed
meals, condimentswere not placed on the tables, and the
tables were set (with napkins and utensils) for only
20 per cent of the observed meals. Whereas, at the
conclusion of the intervention, the television was off
and was replaced with soft background music during
100 per cent of the meals, condiments were on tables for
60 per cent of the meals, and the tables were set for
100 per cent of the observed meals (see Figure 1).

As demonstrated in Figure 1, adequate light levels during
mealtimes had also improved by the final observations.
One component of the physical environment that did not
show improvement was food aroma. This was because
the food was prepared off-site and this did not change as
a result of the intervention. Although not measured on
the MTS+, it is also important to note that, prior to the
intervention, meals were provided to residents on trays.
One of the first changes that the PIT members imple-
mented was the removal of the trays. Within 2 weeks of
the implementation of the change initiative, the residents
were served their food on plates, which were placed on
tables that they had assisted in setting.

Social environment
The social environment is assessed based on the qual-
ity/type of five social interactions (e.g., between resi-
dents, between residents and staff, staff to staff) and
their frequency. Ratings (0 = never, 4= frequent) are
based on the frequency of the interaction as observed,
and scoring for the social environment scale is based on
the predominance of social interactions that involve
residents in contrast with task-focused interactions that
exclude residents. Resident-to-resident interactions
improved over the course of the intervention, as did
other positive interactions, such as staff interacting with
affection to residents. Task-focused interactions were
reduced, resulting in an overall increase in the social
environment score over time (see Figure 2).

PCC
PCC practices are primarily evaluated by assessing the
degree of choice given to residents regarding mealtime
activities (e.g., did they have the opportunity to assist
with mealtime tasks, were they given a choice of where
to sit, were they offered a choice regarding use of

Figure 1: Physical Environment

Table 2: Mealtime environment improvement throughout intervention

Observation Time (Month)

Baseline 1 Month 3 Months 6 Months

n 5 9 10 14

Mean (SD) Physical Environment Scale 4.60 (0.55) 5.56 (1.33) 5.20 (0.79) 6.21 (0.70)*
Social Environment Scale 3.00 (1.00) 5.33 (1.33) 5.60 (0.97)* 5.93 (0.92)**
Relationship & Person-Centred Scale 3.80 (0.45) 5.44 (1.01) 6.10 (1.20)** 6.21 (0.70)**
Overall Environment Scale 3.80 (0.45) 5.44 (1.33) 5.70 (0.95)* 6.14 (0.66)**

Note. Baseline serves as the reference category for Mann–Whitney U pairwise statistical tests with a Bonferroni correction; SD =
standard deviation; *p < 0.05; **p < 0.01.
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clothing protectors) and whether or not the residents’
needs were prioritized over the mealtime care tasks
(e.g., was the meal interrupted by the distribution of
medications, were residents needs met when they
became evident to staff). Significant improvements
were made in all aspects of PCC following the inter-
vention. For example, prior to the intervention, resi-
dentswere not given a choice regardingwhere they sat,
whether or not a clothing protector was worn, or what
beverage they received during the meal. Following the
intervention, choice was offered for each of these meal-
time activities during 100 per cent of the observed
meals. Additionally, prior to the intervention, resi-
dents were not enabled to assist with setting the tables
nor were staff enabled or encouraged to sit with

residents and socialize during meals. Following the
intervention, staff was noted to sit and socialize with
the residents during 70 per cent of the observed meals
and one or more residents assisted with setting and
clearing the table during 100 per cent of the observed
meals. Despite significant effort to alter practice, only
slight improvements were made to how often medica-
tions were distributed at meals in a disruptive manner
(see Figure 3).

Treatment Fidelity and Acceptability of the Change
Initiative to Participants

Multiplemethodswere used to assess treatment fidelity
and the acceptability of the practice change initiative to

Figure 2: Social Environment

Figure 3: Person-centred Care
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study participants. This section will report our assess-
ment of dose, adherence, and PITmembers’ perceptions
of the practice change initiative.

Assessment of dose
During the study, PIT members attended four half-day
sessions (two education sessions at the start of the
study, one combined celebration and education booster
session at the mid-point of the study, and one end-of-
study celebration at the conclusion of the study).
Attendance of these sessions ranged from 80 to
100 per cent of the PIT members.

In total, 29 PIT meetings occurred over the course of the
study. These meetings lasted on average 20 minutes
each andwere held once weekly, on a set day, time, and
location at the RCH. On average, 80 per cent of the
members were present at each meeting. This was only
possible because HCAs and LPNs would come in on
their days off (without compensation) to attend the
meetings. We certainly did not anticipate this, nor did
we communicate to the PIT members that coming in to
attend the meetings on their days off was expected. The
PIT members who attended the fewest meetings
included the administrator (who attended less than
20% of the meetings), one family member (who was
still working full time and therefore attended less than
20% of the meetings), and the recreation therapist (who
attended approximately 40% of the meetings).
Throughout the duration of the study, only three PIT
meetings were cancelled because of poor attendance.
These cancellations occurred during the summer
months when many members were away on vacation.

Assessment of adherence
The selected mealtime strategies (e.g., care staff sitting
down with residents during meals and socializing) and
their requisite predisposing, enabling, and reinforcing
factors were reviewed at each of the PIT meetings.
When a strategy was not being implemented by the
majority of the care staff members, the PIT members
would review, in detail, the factors that were either
enabling or impeding the strategy from being success-
fully implemented. For example, during our first PDSA
cycle we found that less than 20 per cent of the care staff
were sitting down and socializing with the residents
during mealtimes. In response to this, the PIT members
examined and assessed the predisposing factors
(e.g., Do staff know that they are “allowed” to sit down
while working? Has this been effectively communi-
cated to all staff, including casual staff members? Do
all staff understand why it is important to sit down and
socialize with residents during mealtimes?), the enab-
ling factors (e.g., Are there chairs in the dining room for
the staff to sit on? Have we reassigned some duties
during the mealtimes so that HCAs feel they actually

have enough time to sit down and connect with resi-
dents during mealtimes? ), and the reinforcing factors
(e.g., Are staff recognized, appreciated, and celebrated
for sitting down and socializing with residents during
mealtimes? Are staff reminded via such things as
reports, communication books, and posters on the unit
that this is a selected strategy to improve our mealtimes
for residents?) associated with this strategy. These
assessments of the change factors enabled the PITmem-
bers to collaboratively identify solutions to address the
challenges and then implement the developed solutions
via the PDSA cycles.

Review of the detailed records kept during the PIT
meetings demonstrated that 88 per cent (n = 15) of the
selected mealtime strategies were successfully imple-
mented and sustained for the duration of the study.
The only two strategies thatwere not successfully imple-
mented were both related to the distribution of medica-
tions during mealtimes. Despite significant effort, we
were not successful in making changes to that care
practice in away thatwas considered feasible by all staff.

Assessment of responsiveness
Our interview questions focused on the PIT members’
perceptions of the change initiative. When participants
described their perceptions of the initiative, two key
concepts emerged: (1) personhood enabled as a result of
increased communication, and (2) pride in their work as
a result of an increased sense of accomplishment. When
they were asked what enabled these successful out-
comes, two additional concepts emerged: (1) the
importance of HCA involvement, and (2) creating time
for regular and frequent meetings.

Personhood enabled as a result of increased communication
The participants spoke at length about how this initia-
tive had resulted in increased communication among all
stakeholders. They informed us that this increase in
communication resulted in increased connection, which
in turn resulted in an increased sense of personhood
experienced by all participants.

Critically, PIT members noted significant improvement
in PCC via greater autonomy and choice for residents,
and purposeful relationship building. This was report-
edly a result of a “shift in focus” towards acknowledg-
ing and embracing the dynamic nature of residents as
individuals with unique needs and preferences. Staff
members acted on this shift by specifically creating
opportunities for residents to make choices with
regards to mealtimes.

HCA: The residents love choosing what they are
going to drink for dinner and conversa-
tions increase as we give them choice.
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This also facilitated greater relationship building, as
staff took time to discover personal attributes of resi-
dents. According to staff, this involved challenging
perceptions of the “right” way to behave at work.
Specifically, this included disrupting social norms for
RCH staff, such as being perceived as “lazy” for sitting
and spending time with residents during mealtimes.
They now advocated that this care practice was “best
practice” and essential for PCC. For example

HCA: I’ve slowed down. I found with [Unit] we
were able to connect more with our guys
and I learned a lot, of just their histories
and things like that and how they are as a
person? Are they a joker? Are they ser-
ious? I think we’ve gotten a better rapport
with them. They’ve gotten to know us a
little better too because we’ve allowed
them to ask us questions. So, I mean yeah,
it’s just opened it up way more, like more
personable, more ... just, family-like.

Family: The staff sitting and visiting with the
residents and getting to know them, and
talk to them and find out some of their
interests and some of their [life histories]
and everything, has really made a dif-
ference. Even to find out something as
simple as what theywould like to drink.
They never had that option before…and
some of the things that they like to eat,
and some of the things they didn’t like
to eat and stuff. So that is great, you
know, when they visit like that.

These changes led to positive and important outcomes
for both staff and residents. For example

HCA: We have had trouble getting one of the
residents to sit and eat at meal times, now
that we are sitting with the residents, he
comes to meals, sits and even feeds him-
self.

Therefore, forHCAs, being encouraged and enabled to sit
down and talk with the residents was especially influen-
tial to their ability to offer person-centred mealtimes.

PIT members informed us that, as a result of the
increased communication and connection experienced
between care staff members, their sense of being a
“team” had also improved. For example

Dietary: So we’re not fighting each other, you
know, doing opposite things, andwe’re
all working to the same goal.

HCA: Working within the PIT crew, you kind of
learn what’s going on and you can give
them extra moral support when they hit a
rough patch in life – and it does happen.
And vice versa – I mean, it’s brought the
team a lot closer together.

Increased communication and connection also occurred
between HCAs and management. HCAs informed us
that they began to see members of the management
team as “people” and felt increased comfort in commu-
nicating and collaborating with them. For example,

HCA: I’mold school when it comes to, “my boss
is my boss” but now I’m starting to learn
that they’re just human beings like me and
we can relate a little more.

HCA: I know that before, I was terrified to say
even, “goodmorning” to [Administrator].
He seemed unapproachable, where now if
I see [administrator or another member of
the management team], I’m automatically
saying, “good morning” now. I’m not in
knots when they come walking up to me,
and that’s the way I felt when [Adminis-
trator] was here before the program; it was
like, ohmy god,what am I in sh** for now.
I never suspected it was just a “hello”.

Finally, and significantly, the participants informed us
that taking part in the initiative had resulted in
increased communication and connection between
HCAs and family members. Before the project started,
familymembers were “not allowed” to be in the kitchen
or assist other residents (other than their own family
member) during mealtimes. Enabling family and staff
to work together in creating and implementing person-
centred mealtime practices has changed the dynamic of
this relationship. Family now feel that they are part of
the team. For example

Family: During mealtimes, I felt, well, I wasn’t
allowed to do much except with my
[own] family, [but] they are all my fam-
ily, this is their house, this is my family.
After I became a member of the [process
improvement] team I was able to help
everyone, it was really good. I felt like I
was doing something worthy and being
here and helping.

Dietary: I think the family that were involved
see themselves more as partners and ...
I also think they realise that everybody
is trying their best and ‘in the moment’
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things happen. So I think they do have
a better understanding of what it takes
for everything to go smoothly in their
home.

Family: I look forward to coming in at lunch
now, and I look forward to seeing
another member of the PIT team in the
[unit].

Family members also became less critical of HCAs and
began to focus more on collaborating with them to help
them provide better care. For example

Family: So it’s a two-way street; if you want
So-and-So to be a better healthcare
aide, then you need to see what they
need to do that. You can’t demand
that they be better, you have to say,
“What do you need from me to be
better?”

Additionally, for HCAs, the increased connection and
communication with family members resulted in an
increased opportunity to learn the “little things” that
can make a big difference in a person’s life.

HCA: It does help that you do get to know your
families and then you get to know more
about your resident, through their family,
and I think that’s a positive. So yeah,
learning little things. I like it. Yeah... we’ve
gotten much closer, I think.

Pride in their work as a result of an increased sense of
accomplishment
Change is stressful, and most people tend to resist
it. However, the PIT members were unanimous in their
perceptions that they had enjoyed taking part in the
change initiative, were proud of all that they had
accomplished, and, if given an opportunity, they would
want to do it again. For example

HCA: I just loved being a part of it and, I mean,
it’s made me grow more as an HCA—
learning, giving that little bit extra, and
the way we changed some things around,
it’s just awesome. I think it’s great.

Dietary: I really enjoyed it. I liked thatwe’ve had
such a good positive impact for our
residents. That’s important to me.

Many of the HCAs also indicated that being a part of
this initiative helped to rejuvenate them in their work

and resulted in their wanting to be proactive in making
other changes in their workplaces. For example

HCA: In 23 years I’ve never been involved in
anything like this and it’s opened up my
eyes a lot... now I want to learn more. I
want to do more and that’s just amazing.
It’s given me a new zest for my job!

This “zest” and increased level of engagement by the
HCAswas also noted by the administrator. For example

Admin: I’ve seen them [HCAs] disengaged in
the past with things, so it’s nice to see
them coming together and working as a
team on something that benefits our
residents, even though it may have
seemed like extra work for them, or a
change in how they perform their work.
Once they could see the benefits from
that, I think they were really on board.

PIT members indicated that this pride and sense of
accomplishment also seemed to make a positive
impact on the care staffs’ overall quality of work-life.
For example

Dietary: I think everybody went well above
what we expected. I remember the first
meeting, being very overwhelmed
with all the stuff wewerewriting down
and thinking, “Oh, this is going to be
insurmountable. We’re never going to
be able to accomplish all this”, and it
was so amazing how quickly ... it was
just, like ... theywere just doing it and it
was great! And now, to come to work
and be that happy and so seemingly
relaxed and having a good time and
still getting the work done!

When asked what had enabled the successful outcomes
of this change initiative, the participants all asserted that
it was the level of engagement of everyone involved. It
was evident to us that the PIT members had decided
unequivocally that this was “their project”, and they
were determined to see it succeed. The administrator of
the RCH reiterated this.

Admin: It’s had a positive impact on the resi-
dents and the staff, and I think what
made it successful was that the health-
care aides involved really kind of owned
it and ran with it [my own italics]. And
you’ll get so much more buy-in than if
it’s coming from top-down.
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In addition to the level of engagement, the PITmembers
also all indicated that the weekly meetings were critical
to the success of the initiative. These meetings provided
the PITmembers with essential opportunities to engage
in increased communication, problem solving, con-
tinued learning, and solution seeking. For example

Family: Yeah, I really like theweeklymeetings, it
just kept everybody together and on the
same page, and if therewere problems or
something that had been happening, it
could be brought out at the meeting and
then it was being dealt with.

Dietary: So it’s really good for us to be able to
have that communication with the
[HCAs] and it’s helped even outside
the project for so many other things.
Like when we’ve had issues with staff-
ing or questions about food services, it’s
opened that line of communication so
much better. So now, if you have any
problems come ... you know, just give
me a call and we’ll work it through and
figure it out.

Finally, when askedwhat they felt would help to ensure
that the outcomes from the change initiative would be
sustained, the participants informed us that, in addition
to continuing the PIT meetings, having management
that was supportive and engaged was essential to the
sustainability of the increased person-centred mealtime
practices. For example

Dietary: I think management has to make it a
priority and make it important to them.

HCA: I liked our meetings. It kept us on track
and, yeah, I think we should continue
with our meetings. Then we can work
through all the concerns and challenges
and questions that come up and make it
work, like even better. Yeah, definitely
stick to the meetings.

Discussion and Conclusion
This study offers evidence that practice change initia-
tives that focus on stakeholder engagement can provide
a promising method for improving the provision of
person-centred mealtime practices at RCHs. It is
important to note that administration turnover and lack
of administrative support have been repeatedly cited as
barriers to culture change in the long-term care sector
(Engle et al., 2017). Therefore, it is especially significant
that this practice change initiative was successful,

despite leadership turnover. Our findings demonstrate
that person-centred change initiatives at RCHs should
incorporate individuals at all levels of care, and need to
take into consideration the socio-structural components
of the care environment.

Our study also elucidates the importance of cultivating
an empowered workforce by implementing practices
that enable and encourage collaborativedecisionmaking
and increase care staffs’ autonomy and self-
determination. We found this to be essential to the
outcomes that occurred as a result of the change initia-
tive. These findings are consistent with those of Caspar
andO’Rourke (2008), who demonstrated that care staffs’
level of empowerment was directly associatedwith their
perceived ability to provide PCC. It also reinforced the
finding that staff who are “empowered, willing, and
trained" (p. S22) are more likely to respond to resident
choices in mealtime practices (Elliot et al., 2014).

It is noteworthy that a short (20 minute), yet consistently
scheduled andwell-facilitated weeklymeeting was both
essential and effective in producing the outcomes that
we observed during this study. Given the number of
positive changes that occurred (and were sustained)
during the course of this study, it is reasonable to assert
that this meeting plan provided an effective and efficient
use of time and resources. It is important to note, how-
ever, that the PI facilitated thesemeetings using the skills
and principles from the responsive leadership interven-
tiondevelopedbyCaspar, Le, andMcGilton (2017b). The
significance of this should not be underestimated,
because the presence of leaders and managers who
embrace a leadership style of “supporting and valuing
staff” combined with being “responsive to staff needs”
and offering “solution-focused approaches” to care deci-
sions have been found to be essential to successful
practice change initiatives (Caspar et al., 2017b; Kirkley
et al., 2011; McGilton, 2010; Sjogren, Lindkvist, Sand-
man, Zingmark, & Edvardsson, 2017)

Finally, we found that the quality of communication
and the level of effective, supportive teamwork were
both inextricably intertwined. These organizational fac-
tors were also especially salient in their ability to influ-
ence the extent to which PCC principles were enacted in
practice. When reviewing the literature, it is clear that
the development of effective, supportive, and trusting
teams (e.g., social support from colleagues and leaders,
effective and open communication, a shared vision of
care philosophy) is essential to any change initiative
aimed at increasing the provision of PCC (Brooker &
Woolley, 2007; Caspar, 2014; Leutz, Bishop, & Dodson,
2010; Sjogren et al., 2017; Vikstrom et al., 2015).

Some limitations of the study should be noted. First, the
sample sizewas small, as this studywas only conducted
on one unit at one RCH. In anticipation of this, we used
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repeatedmeasures to further enhance the validity of the
conclusions. Repeated measures help to control for
factors that cause variability among the subjects. This
approach allows one to track change over different
intervals of time – 1, 3, and 6 months post-intervention
– which enhances validity. Second, we did not include
actual resident health outcomes or their perceptions
regarding quality of care (Edvardsson & Innes, 2010),
as this was beyond the scope of our study. Third,
because the PIT meetings were PI led, the intervention
would not be able to be completely replicated in the
“real world”. Therefore, further studies, within which
the PIT meetings are facilitated by PIT members, are
needed. Despite these limitations, this study’s promis-
ing results indicate that the stakeholder engagement
focused practice change initiative is a feasible method
for improving PCC mealtime practices in RCHs. It also
adds to the body of knowledge suggesting that
improved engagement, teamwork, and collaboration
are directly related to the quality of care provided in
health care settings. Future endeavours aimed at
improving quality of life and care in continuing care
settings are therefore encouraged to incorporate prin-
ciples and processes that support and enable engage-
ment among all stakeholders of the health care team.
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Step 1 Deciding to make a change.
Step 2 Forming the team: Including the right people on a Process Improvement Team (PIT), which is composed of those who work in the system and is

critical to a successful improvement effort. A PIT team composed of key stakeholders associated with the selected area of change (i.e., care staff
members, family members, administrators, managers, and interdisciplinary care team members) is formed.

Step 3 Participating in responsive leadership training: All PIT members participate in a day-long training session on responsive and supportive leadership
skills (e.g., communication and team building strategies to improve information exchange, collaboration, and timely follow-up to concerns).

Step 4 Educating the team: Educating the PIT members on current best practices associated with the selected area of change is essential to successful
improvement.

Step 5 Creating a shared vision: Following the education session, the PIT members actively engage in creating a shared vision associated with the area of
change that they wish to make.

Step 6 Selecting specific changes in care practices: Ideas for changes in care practice come directly from the PIT members.
Step 7 Developing strategies associated with three key intervention factors: The PIT members select and enact the requisite predisposing, enabling and

reinforcing factors that address the selected changes in care practice. This critical thinking on how to make the change is essential to the success
of the project.

Step 8 Establishing measures: Measurement is a critical part of testing and implementing changes. Outcome measures and process assessments are used
to determine if specific changes actually lead to improvements.

Step 9 Test changes: The Plan-Do-Study-Act (PDSA) cycle, which is shorthand for testing a change in the real work setting by planning, testing, observing
the results, and acting on what is learned. Several PDSA cycles are conducted throughout the change initiative.

Step 10 Conducting weekly PIT meetings: These weekly meetings are key to the success of the project. Facilitators of the meetings apply leadership skills as
presented in the Responsive Leadership Training. PIT meetings last approximately 20 minutes and meeting minutes with follow-up action items
are documented for each meeting. These minutes are shared with everyone on the care team.

Step 11 Celebrating and communicating successes!
Step 12 Implementing changes: After testing a change on a small scale, learning from each test, and refining the change through several PDSA cycles, the

teams implement the change as a permanent way of providing person-centred care on the unit.

Appendix 1: Feasible and Sustainable Culture Change Intervention (FASCCI) model
implementation steps
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