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RESEARCH ARTICLE

Look at me! An exploratory study of supported eating interactions in long- 
term neurological care
Julie Latchem-Hastings

School of Healthcare Sciences, Cardiff University, Cardiff, UK

ABSTRACT
Introduction: Care homes are synonymous with aged care; however, many younger people 
also reside in care homes, often because they have complex needs caused by neurological 
conditions. Of this population, some people require support to eat. People in care homes 
consider mealtimes as central to their care experience but repeatedly report dissatisfaction 
with them. This paper examines what makes for positive or negative supported eating 
interactions (SEI) between care staff and people with neurological conditions aged 18–65.
Methods: The paper draws upon semi-structured interviews conducted with residents and 
healthcare staff exploring the role of food in the care of adults with neurological conditions in 
long-term care settings.
Results: Six core themes (1. Time and timing, 2. Individualized support and care(ing), 3. 
Choice and autonomy; 4. Core clinical knowledge and skills; 5. De-humanizing Practices; and 
6. Environment) drawn through reflexive thematic analysis were identified.
Conclusions: There was significant parity between resident and staff considerations regard-
ing the essence of what makes up a positive or negative SEI. Most core principles for 
delivering positive SEI’s fall within the knowledge and skills of individual healthcare staff. 
However, the findings on time and environment require organizational support to enable 
staff to deliver the best SEI.
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Introduction

The prevalence of major disabling neurological disor-
ders, such as Dementia, Parkinson’s Disease and 
Acquired Brain Injury, has been increasing globally 
over the past 30 years (Feigin et al., 2020). An ever- 
increasing number of people have complex needs, 
with neurological conditions being the leading cause 
of disability-adjusted life-years (Global Burden of 
Diseases Study 2016; Feigin et al.,). The complex 
needs of people with a neurological condition cannot 
always be supported at home, and long-term care in 
specialist care homes can provide an alternative place 
of care for this population (Latchem-Hastings, 2023).

Maximizing the quality of life of people living in long- 
term care is a critical issue for residents, their families, 
and care providers. Good nutrition/hydration and enjoy-
able mealtimes are critical for the health and well-being 
of everyone (Department of Health, 2007) and are parti-
cularly important for people who reside in care homes, 
for whom mealtimes can be the highlight of the day, 
providing a social focal point (Barnes et al., 2013; Philpin 
et al. 2014; Morrison-Koechl et al., 2021; Royal Society for 
Public Health, 2009; Namasivayam MacDonald et al.,  
2017; Watkins et al., 2017).

Mealtime experience

The literature base examining the “mealtime experi-
ence” in long-term care settings is extensive—but 
largely concludes that what people in long-term care 
in the western world want regarding their “mealtime 
experience” appears to be “universal” with residents 
requesting “hot home cooked meals served in the din-
ing room at the table with everyday plates in a quiet 
atmosphere seated with friends and neighbors” (Adams 
et al., 2013, p. 3). Despite the surface simplicity of this 
request, dissatisfaction with mealtimes is common, 
with research reporting concerns about mealtime 
experiences from residents themselves, families, and 
caregivers alike.

Concerns about food quality, nutrition, hydration, 
and mealtime experiences for residents in health and 
social care facilities have persisted in the UK and 
internationally for over 30 years (Davies et al., 2022; 
Josefsson et al., 2018; Manthorpe & Watson, 2003; 
Merrell et al., 2012; Philpin et al., 2014), with research, 
user-led initiatives, and formal reviews repeatedly pro-
viding devastating summaries of mealtimes. In many 
care facilities, mealtimes are task driven, seen and 
conducted as a “feeding activity,” failing to enable 
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choice or create a positive experience for residents 
(Barnes et al., 2013; Older People’s Commissioner for 
Wales, 2014; Reimer & Keller, 2009; Watkins et al.,  
2017). Overwhelming dining room environments, 
fixed menus, rushed meals and poor staff support, 
including poor support for those unable to feed 
themselves are amongst the many issues identified 
internationally as contributors to poor mealtime 
experience in long-term care (Carrier et al., 2009; 
Chaudhury et al., 2013; Lowndes et al., 2015; Nielsen 
et al., 2025; Watkins et al., 2017). This research, how-
ever, predominantly focused on long-term care set-
tings caring for people aged 65 years and above.

Supported eating

Neurological conditions inflict a range of physical, 
sensory, and cognitive impairments that can dramati-
cally impact how people with neurological conditions 
eat, in terms of the mechanism of chewing and swal-
lowing (Burgos et al., 2018; Halfpenny et al., 2021; 
Panebianco et al., 2020) and feeding themselves, the 
physical mechanics of using cutlery or hands to pick 
up food, bring it to the mouth, and take food from a 
utensil (Clarke et al., 2018; Wäckerlin et al., 2020). 
Therefore, many require support from another person 
to eat. Such support may be focused on one compo-
nent of eating a meal—for example, cutting up food 
into small pieces for a younger adult who has suffered 
a stroke, and is left hemiplegic, unable to use one 
arm. Others with more profound impairments (e.g., 
through spinal cord injuries) or for those who suffer 
from neurological fatigue as part of their condition (e. 
g., as seen in Multiple Sclerosis) can require much 
more extensive support to eat, reliant on being fed 
—having food and drink brought up to their mouth 
by others (Martinsen et al., 2008).

Feeding oneself is a central personal task that 
denotes adult independence. This sense of adult inde-
pendence can be lost by reliance on others for the 
placement of food into mouths or a sense of infanti-
lization experienced by those able to eat indepen-
dently but unable to do so tidily, tipping food onto 
oneself, or the area around. Therefore, mealtimes are 
unsurprisingly raised in care guidelines as an oppor-
tunity to respect residents’ dignity or to undermine it 
(Older Peopale’s Commissioner for Wales, 2014).

For those who require support to eat, the relation-
ship between the person providing food (feeding) 
and the person eating food is intimate (Martinsen et 
al., 2008). Therefore, working with people with com-
plex neurological conditions requires awareness of 
the social and emotional aspects of eating, the man-
agement of eating-related risks, and interpersonal and 
technical skills (Wilmot, Legg and Barratt 2002; 
Heaven et al., 2012).

Many adults in nursing homes and other types of 
long-term care settings require support to eat; how-
ever, despite this common care activity, supported 
eating has received relatively little research attention. 
Snippets of the expansive literature base examining 
the “mealtime experience” as a whole, highlighted 
above often identified the importance of “assistance 
with eating at mealtimes” from both a resident 
(Harstäde et al., 2025) and staff perspective (Nielsen 
et al., 2025), but does not examine what these needs 
are or unpick what might make up positive or nega-
tive support. In contrast to the research attention paid 
to the mealtime overall, there is only a small body of 
literature spanning 40 years, which specifically exam-
ines supported eating in long-term care. This litera-
ture includes examination of the impact of carer 
turnover (the number of different staff who support 
residents to eat) on consumption (Backstrom et al.,  
1987), assessment of the time taken for staff to assist 
“physically dependent” residents to eat accompanied 
by the measurement of oral intake (Simmons & 
Schnelle, 2006) and health outcome comparisons of 
“assisted hand feeding” versus nasal gastric tube feed-
ing (Chou et al., 2020). This research predominantly 
focusses on people aged 65 and above with dementia 
and is largely quantitative—assessing food consump-
tion rather than the quality of the experience for the 
person being cared for.

Research examining the lived experience of people 
being supported to eat in long-term care settings is 
helpfully synthesized in a meta-ethnography 
(Martinsen et al., 2007) which examined 10 papers 
published between 1989 and 2005. This meta-analysis 
reports two key themes which characterize supported 
eating interactions—“feeding as task” and “feeding as 
relationship.” Of the included papers, all, bar one, 
focused on the supported eating of older adults 
(aged 65+), most with dementia, and drew predomi-
nantly on staff experience, not that of residents. The 
papers examine “feeding problems” of care home 
residents (Athlin et al., 1989; Kumlien & Axelsson,  
2002; Michaelsson et al., 1987; Pasman et al., 2003), 
nursing and care staff perceptions of resident beha-
viours around mealtimes (Athlin et al., 1990; Pearson 
et al., 2003), supported feeding organization and 
feeding practices (Kayser-Jones & Schell, 1997; 
Kumlien & Axelsson, 2002; Pellitier, 2005; Pierson,  
1999) and the nature of interactions during supported 
feeding (van Ort & Phillips, 1992). Despite the paper 
topics, none focus entirely on the supported eating 
interaction (SEI), but akin to the mealtime experience 
literature, look at mealtime more broadly.

One study, Martinsen et al. (2008) examines the 
meaning of “assisted feeding” for adults with spinal 
cord injuries. The focus of their study is on the 
construction of meaning and the relational 
dynamics between the person being supported to 
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eat and the care professional rather than examining 
the SEI itself.

What makes for a positive SEI and exactly what it 
contains is, therefore, largely undefined and under-
explored, and the experiences of younger adults 
(aged 18–65) in long-term care on this subject are 
unreported. Therefore, this study explicitly explores 
what makes positive and negative SEI’s for younger 
adults (aged 18–65) residing in neurological long- 
term care settings.

Methods

Data collection

This paper draws upon a food-focused study “FEAST” 
– Food, eating and drinking in long-term care: sharing 
practice to transform care conducted between 2020 
and 2023 by the author. This study examined the role 
of food in the care and rehabilitation of younger 
people residing in specialized long-term care neuro-
logical settings. Originally devised as an ethnographic 
study, the study required redesign to enable it to be 
conducted during the COVID-19 pandemic when in- 
person access to care facilities for research was pro-
hibited. Collecting data predominantly online via a 
conferencing platform, semi-structured interviews 
were held with 17 staff members working in eight 
different long-term neurological care settings in 
England and Wales. Once physical access to care facil-
ities became possible, interviews with a further 20 
staff members and eight residents were conducted 
face-to-face in one neurological long-term care set-
ting in England.

Data were collected from a range of health and 
care staff working at eight different neurological long- 
term care settings and residents who had experienced 
supported eating interactions at different care institu-
tions through their care and rehabilitative journeys. 
Tables 1 and 2 provide demographic summaries of 
the participants.

Data analysis

Interviews were transcribed verbatim and de-identi-
fied. Each participant was given a pseudonym.

Braun and Clarke’s reflexive thematic analysis (RTA) 
(2022) was used to analyse the datasets. Thematic 
analysis is a “method for developing, analysing and 
interpreting patterns across a qualitative dataset, 
which involves a systematic process of data coding to 
develop themes” (Braun & Clarke, 2022, p. 4), in which 
the development of themes is the ultimate analytical 
purpose. RTA is particularly useful for “Big Q” qualita-
tive studies like the FEAST study which are “fully 
qualitative” in nature—using qualitative tools and 

techniques within a qualitative paradigm (Kiddler & 
Fine, 1987).

Braun and Clarke (2022) expressed the process of 
RTA through six phases: dataset familiarization, data 
coding, initial theme generation, theme development 
and review, theme refining, defining and naming, and 
writing up. These phases are not intended as rigid 
linear rules to follow but as clear guidelines. “Writing 
up” as a phase, highlights this—with the work of 
refining themes continuous to the last. In practice, 
toing and froing between phases to hone themes 
was extensively required during the analysis of the 
data presented here.

In addition to the dataset above, a member check-
ing process was conducted in which the initial themes 
identified through analysis were shared and discussed 
with three residents (two females and one male) 
residing in one neurological long-term care setting. 

Table 1. Staff participant demographics.
Number of 
participants

Staff participant role:
Dietitian 1
Speech and Language Therapist 7
Occupational Therapist 3
Nurse 5
Nurse Manager 2
Health Care Assistant 6
Chef 4
Catering assistant 1
Clinical Psychologist 1
Physiotherapist 1
Therapy Assistant (includes speech and language 

therapy assistant, physiotherapy assistant, 
occupational therapy assistant, psychology 
assistant, activities and well-being co-ordinators)

6

Staff participant gender:
Female 35
Male 2

Staff participant ethnicity (descriptors selected by participants):
White British 31
White European 2
Black Caribbean—British 1
British Asian 2
British Arab 1

Staff participant age was not collected but staff participants range in 
age from 19 – mid 50’s, with most staff participants ageing mid- 
twenties to mid-forties.

Table 2. Resident participant demographics.
Number of participants

Resident participant neurological condition:
Acquired Brain injury (excluding stroke) 2
Stroke 4
Multiple Sclerosis 1
Amyotrophic Lateral Sclerosis 1

Resident participant gender:
Female 4
Male 4

Resident participant ethnicity (descriptors selected by 
participants):

White British 5
British Asian 2
Black British 1

Resident participant age was not collected but resident participants 
range in age from 19 – early 70’s, with at least one participant from 
every decade in-between.
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Themes were discussed and residents who were 
asked to express whether they felt the themes a) 
matched their experiences and b) were complete. 
The discussion of the themes prompted the sharing 
of additional memories, thoughts or experiences. 
These discussions have been added as additional 
data.

Ethics

Ethical approval for the FEAST study was obtained by 
Cardiff University’s School of Medicine Ethics 
Committee on 31 March 2020. Informed consent for 
participation in the study was obtained. All partici-
pants who participated in the study had the capacity 
to consent on their own behalf. For interviews con-
ducted online consent was recorded verbally and via 
the completion of an online consent form. For inter-
views conducted face to face, participants completed 
and signed hard copy consent forms.

Findings

In interviews across data sets, perspectives on what 
makes for “good” and “bad” SEIs were offered in 
tandem, with the opposite of the “good” examples 
being bad and the opposite of the bad being good, 
rather than defined reporting of what was good fol-
lowed by what was bad. Interwoven into responses 
were challenges to achieving the good and core frus-
trations about repeated poor practices. Mitigations of 
the challenges were sometimes, although not always, 
offered by the participants.

Six central themes are depicted in Figure 1, which 
denote the good and bad of SEIs with adults with 

neurological conditions in long-term care settings. 
These are 1. Time and timing, 2. Individualized sup-
port and care(ing), 3. Choice and autonomy, 4. Core 
clinical/care knowledge and skills, 5. De-humanizing 
Practices and 6. Environment.

Time and timing
Data were entrenched with temporality and a 
plethora of temporal concepts were used repeatedly 
and consistently to describe the positive and negative 
aspects of SEIs.

Time. Taking time or conversely, a lack of time was 
continuously identified as central to driving high- or 
poor-quality SEI. Below Victoria, a dietitian, and Marie, 
a care assistant, indicate the impact of staff being 
time-pressured.

There just isn’t enough time for these people, the 
people who are assisting patients or care staff. They 
end up rushing or they don’t have, not that they 
don’t have the patience, but they’ve got five million 
other things to be doing at that time. In order to give 
that person the most safe and enjoyable experience, 
they’re limited by time. – Victoria, dietitian 

I know on days you’re very rushed, I guess the con-
versation probably doesn’t flow as quick and people 
are looking for the next resident that needs feeding 
and they’re trying to get things done as quickly as 
possible. That’s not their fault, they’re just a little bit 
stretched for time. - Marie, Care assistant 

How this can play out in practice at mealtimes is 
further exemplified by Lara, a speech and language 
therapist who described a mealtime she had recently 
observed where a staff nurse was trying to support 
one resident to eat, monitor two others eating, and 

Figure 1. Thematic map—the good and bad of supported eating interactions.
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was being interrupted by other staff members 
throughout:

[Resident] was being fed by a senior member of the 
team. Over the other side of the table there was 
somebody who needed some supervision, but just 
more of an eye kept on him, and then there was 
another gentleman who was feeding himself, but 
probably also needed a bit of support, so she was 
trying to do all of that. At the same time, she was 
answering questions from a healthcare assistant who 
had come up asking about ordering incontinence 
pads, and there was somebody from maintenance 
who was also asking her a question. Now, it’s rubbish 
for her because she was trying to do a job, it was 
really rubbish for the residents because that’s not a 
pleasant mealtime in my book. It’s, it’s a conveyor 
belt, it’s getting food in you, it’s not, that social 
quiet time, let’s sit and enjoy and talk about food, 
and you know smell it, just you know chill out a bit, 
just enjoy it. Lara – Speech and Language therapist 

Timing (pacing and pausing). Healthcare staff inter-
viewed drew links between “timing”, “pacing” and 
“pausing” and the quality and safety of a SEI.

Speech and language therapist Angela, talking 
about her observations of staff supporting residents 
to eat, highlights how waiting, pacing, the order of 
food, and intermittent introduction of fluid are all 
important aspects of the SEI. She explains:

They [healthcare assistants] concentrated a lot on the 
diet and then I’m thinking are you offering fluids? 
They would offer the drink and it would be an after-
thought. So, it’d be he’s got some residue in his 
mouth there, you could wait for him to swallow it or 
maybe you could try and use the fluid, that seemed 
to be something that I needed to remind them about. 
You know, where’s his drink, so just timings – Angela, 
Speech and Language Therapist 

Alongside staff observation, residents shared their 
experiences. One resident, reflecting on a time in her 
rehabilitative journey when she needed support to 
eat, said:

When I was being fed, right at the beginning [follow-
ing a stroke] you didn’t want someone to rush you. 
Being fed, it’s a completely alien concept as an adult. 
It was almost stressful, each mealtime was stressful. 
The food arrives and where is the person going to 
feed me? Food can go really cold really quickly – 
Carmen, Resident. 

Here, Carmen overtly states not wanting to be rushed 
when she is being supported to eat and also high-
lights the importance of timing in relation to food and 
care support arriving together so that food can be 
provided hot.

Staff describing positive SEIs almost always 
included some sense of pacing in their descriptions. 
Tara, a Therapy assistant said simply

let them just take their time, and don’t rush, I think 
that’s the most important thing 

while Occupational Therapist, Madeline talking about 
the complexity of delivering a positive supported eat-
ing experience. In doing so, she draws out a series of 
nuanced temporal considerations within the 
interaction.

You have to be mindful of so many things. [. . .] How 
much have you put on the fork or spoon, and have 
you given them enough time. Would they normally 
stop for a few moments and have you given them 
enough time. Would they normally stop for a few 
moments and have a drink, or am I just on this train 
of, we’ll keep going until the plate is empty. Would 
they naturally have paused, even if they’re not going 
to be making conversation, would there be built in 
rest periods? – Madeline, Occupational Therapist 

On asking interviewees what key skills they thought 
care staff needed to deliver a positive SEI Therapy 
Assistant, Ruth immediately stated:

The carers need to understand that you’ve got to go 
at the patient’s pace, rather than the carer’s pace. – 
Ruth, Therapy Assistant 

Mixed with getting the timing right for a person and 
taking time with them, this act of appropriate time- 
giving was also considered by staff to communicate 
to the person they were supporting that they were 
valued. A chef, Bobbie and Jenny, an Occupational 
Therapist, expressed this as follows:

[not rushing] so that person is valued and it’s not just 
a task to tick box through. – Jenny, Occupational 
Therapist 

It’s just about being patient, you’re not going to get it 
all in them and then run back and then that’s it, 
you’re done. Mealtime is protective, it’s precious and 
you sit there. Like if you went out for lunch, you 
wouldn’t whoof it all down you and then that 
would be it. So, yes, it’s just about being patient 
and persisting with them and just making them feel 
comfortable. – Bobbie, Chef 

Presence (being present). Being in the moment, not 
distracted, and focused on the person being sup-
ported to eat was also repeatedly highlighted as a 
positive element of supported eating interactions. Gill, 
a nurse, makes this point.

It’s about being in the moment with the person 
who you’re supporting [. . .] It’s not about talking 
over people because staff can get quite a banter 
going at mealtimes. Some of that is entertaining 
for residents, but it tends to [take the] focus off 
residents, when actually it should be a more per-
sonal time for them. So, I think it’s crucial that staff 
try to get into the moment with that person. – Gill, 
Nurse 

The importance of presence was reiterated by a 
nurse manager, Hannah – “Basic table manners, 
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from them [staff], so, if you are sat with someone, you 
are solely engaging on them, you’re not on a handset 
catching up on your notes.” Occupational Therapist 
Jenny said,

It’s having that full focus on that individual, making 
sure communication is happening between the per-
son who’s being fed and the person feeding. 

Lara, a Speech and Language Therapist, provided a 
detailed description of a positive SEI where taking 
time, presence, and significant interaction were 
central:

I was up on [ward] watching one of the healthcare 
assistants talking through a meal with somebody who 
was showing her absolutely no idea that he was 
listening to her but she was saying it anyway. So 
she was saying “this is what you’ve got”, she said 
what was on the plate, she didn’t go “I don’t know 
what it is, what’s on here, anyone know what’s on 
here, what’s puree today” none on that, and she did it 
so normally. She brought it up to her, she smelled it, 
she gave it to the resident to smell, he did smell it. 
She’s giving him some spoonfuls and she’s saying “ok 
you’ve now got some potato, I hope it’s alright, I 
don’t think it’s got any lumps in it”, and she’s just 
giving this little commentary. Sometimes she goes a 
little quiet and she was just kind of looking around 
and looking at him and then she’s going “I hope 
you’re ready for something else” and it was so nice, 
it was quite moving to watch because it was like she 
was feeding a member of her own family. And you’re 
thinking, you can do that, watch, watch what she’s 
doing, it’s just brilliant. Lara – Speech and Language 
therapist 

Resident-initiated. In addition to ensuring that SEIs 
are given time, are paced, include appropriate 
pauses, and rest, staff discussed the importance of 
residents being able to initiate eating—to start and 
stop as they wanted and needed. Selina, a health-
care assistant, explained how she always 
encourages residents to indicate when they want 
more food.

I always say “you let me know when you’re ready for 
some more and we can get that sorted rather than 
just me deciding you look ready” – Selina, Healthcare 
Assistant 

Selena also explained how resident-led/initiated 
pacing of a meal can be achieved even if they are 
unable to communicate verbally.

Let them lead. Even if they can’t verbally say yes, I’d 
like some more please or I’m ready. They just open 
their mouth – Selina, Healthcare Assistant 

In contrast, not being resident-led was linked to the 
delivery of a very poor, even dangerous, supported 
feeding practice. Angelica, a resident who intermit-
tently requires support to eat herself and frequently 

observed another resident unable to communicate 
verbally, explained:

The amount of times I have seen people shovel food 
in before he’s even had time to swallow or breathe. 
They don’t offer him a drink between mouthfuls. I 
look at these people and think is this is how you 
eat? You just shovel it. It is a lot nicer when people 
are patient and give people a break between mouth-
fuls. At least when I’ve had someone assist me they 
can say “are you ready for another one”, he needs 
somebody who can pick up his facial cues. Has he 
finished chewing? Sometimes he stores the food in 
his cheek pockets. If people aren’t looking out for that 
it can be really dangerous and a horrible experience. 
– Angelica 

Temporality—Time and timing play a central role in 
the delivery of a very good or equally bad SEI. Pacing, 
taking time, and being present are all key to the 
provision of a positive SEI; conversely, rushing, not 
giving residents breaks and rests in-between mouth-
fuls, and being distracted and not focused on the 
person being supported to eat contributes to a very 
bad SEI.

Individualised support and care(ing) for the person
Along with time and timing, residents and staff iden-
tified that for SEIs to be positive, support had to be 
personalized and individualized.

Knowing the person. Interviewed residents were 
quick to highlight the importance of being known 
by the people supporting them to eat. This “knowing” 
has multiple components. Mark, a resident, explained 
the importance of care staff understanding and know-
ing their physical capabilities and, crucially, how those 
had changed over time.

Knowing the persons’ body – before I didn’t have a 
strong swallow, and now it is much better – I guess 
that’s about knowing the patient – Mark, resident 

The importance of “knowing” a resident and their 
needs in relation to mealtimes was operationalized 
in many settings using mealtime-based communica-
tion aids for staff called “meal mats. ” A “meal mat” is 
a personalized table mat which has specific informa-
tion about the needs, likes and dislikes of a resident 
on it, to help care staff see at a glance, how they can 
best support them at mealtimes. Occupational 
Therapist Madeline explained what this method of 
“knowing” offered:

So the OT section which would say, this person uses 
this type of cutlery, or keep the plate warm and the 
speech and language therapist would put what diet 
type and fluid type they should have. All that infor-
mation being there, it was easy for staff to check, it 
was very particular to that person, and it could have 
their preferences and their favourite meals, all these 
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bits of information, that was helpful. Madeline – 
Occupational Therapist 

Healthcare Assistant Caroline highlighted that meal 
mats provided further information beyond cutlery 
requirements and food and drink texture.

[The meal mats could include] how they eat, the risk 
of them choking, aspirating etc. The basics to tell 
them “Make sure you eat slowly” or if the patient is 
able to do it themselves, “encourage the patient as 
much as possibly, to be independent.” Caroline, 
Health care Assistant 

The importance of individualization in supported eat-
ing was readily recognized by staff who identified that 
this was best achieved by “knowing” residents but 
also identified that “knowing” required staff to sup-
port a resident regularly.

It’s just that very individualised approach, just know-
ing the patient I think is so important. That can be an 
issue when we have bank staff who just rotate around 
or come once a month and do the feeding. I think it is 
especially important to really know the patient, know 
their pace, how they respond, how much time to give 
them after – and you just learn that by doing that 
every day and getting to know the patient. Martina, 
Therapy Assistant 

Along with the physical and clinical knowledge and 
understanding of staff, resident Carmen expressed the 
importance of being seen as a person and not a 
clinical task. She said:

She really made it look like it wasn’t a job. She made 
it look like she was facilitating my needs. She didn’t 
make me feel like I was a baby whilst spooning food 
into my mouth. She recognised me not the job. Yes 
her job was to feed me but it’s a bigger task. 
Recognising the person in that task. – Carmen, 
resident 

Enabling independence. Linked to Mark’s earlier 
comment regarding care staff knowing what his phy-
sical capabilities were, residents and staff also high-
lighted that a significant part of what makes for a 
good, SEI includes staff enabling residents to do as 
much as they can for themselves.

For example, Angelica, a resident noted:

Being encouraged to do things where they can, I 
think that’s really important. Some people, simply 
because it takes too long, will not allow Darren [resi-
dent] the option of feeding himself. He just needs a 
bit of assistance at his elbow. But just because they 
think they don’t have the time they don’t encourage 
him to eat on his own. One lad up here is now eating 
on his own where people have encouraged and 
enabled him to do it. It’s such a big thing. – 
Angelica, Resident 

And nurse manager Liz said:

Liz: It’s promoting the abilities that still remain. If that 
person has still got use in their right hand, don’t just 

assume or take over and stop that kind of progress or 
ability or independence from going anywhere. It’s 
supporting that continued ability. - Liz, Nurse 
Managers 

Staff, particularly therapy staff also noted this aspect 
repeatedly in their descriptions of “good” SEIs. For 
example Occupational Therapist Clara explains:

It’s giving the person an element of choice about 
what they have next to eat, so encouraging them to 
be involved with the activity, even if they’re not 
physically able to lift a spoon. And from there, if you 
need to feed them, feed them, if they can do it 
themselves, give them the opportunity to do as 
much as they can before they fatigue. That would 
be the main things – Clara, Occupational Therapist 

Making the mealtime meaningful. Individualized 
support, however, was not considered purely in func-
tional or therapeutic terms. Speech and Language 
Therapists repeatedly spoke about the use of “tasters,” 
the giving of small amounts of food to residents 
“where consuming larger amounts of food is tricky 
and then taste and food is used more as a pleasurable 
component than a life sustaining component.” (Mary, 
Speech and Language Therapist).

The positive impact of supporting residents unable 
to eat for fuel and nutritional purposes with the pro-
vision of tasters was highlighted repeatedly. Speech 
and Language Therapists enthused about a device, a 
“Bio zoom” which turns small amounts of food into a 
froth that retains a strong flavour of the original sub-
stance but as a foam, which enables it to be safely 
consumed for those unable to swallow, even the 
smallest mouthful of solid food.

Speech and Language Therapist Mary provided an 
example where the use of the Bio zoom provided 
enjoyment to a resident and his mother, who was 
able to support her son.

One of our chaps, his mum was devastated that he’d 
stopped [eating] because he always showed so much 
enjoyment with food. And, when we got it started, we 
got her to come in and she did it [using the Bio Zoom 
with him]. He does really show enjoyment opening 
his mouth widely for more. So, not only is he enjoying 
it, but she’s enjoying doing something with him that 
he enjoys. I always love that about “taste for plea-
sure”, the social aspect of feeding is huge. Mary, 
Speech and Language Therapist 

Here, a “mealtime” has been recreated for the resident 
through individualized clinical support of a speech 
and language therapist and made meaningful 
through the involvement of family members.

Exploring further the importance of mealtimes as 
meaningful and recognizing individual contexts sur-
rounding food and the SEI Speech and Language 
therapist Lara reflected on how she talks to staff in 
training sessions about the importance of recognizing 
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individuals’ relationships with food, how their neuro-
logical deficit might impact their enjoyment of meal-
times, and the role staff have in trying to enhance the 
experience.

It’s not just about saying to care staff, when you feed 
somebody, this is how you do it, it’s about saying, 
people think of food in different ways. And when 
you’ve got somebody who’s not interacting in a nor-
mal way, and looking and speaking and listening to 
you, maybe you can get an “in” with showing them 
some food, getting them to smell it and just talking 
about it to try and get that memory. Lara, Speech and 
language therapist 

Alongside Lara, Rosy, a psychologist, discussed the 
opportunity mealtimes offered for meaningful inter-
action and stimulation for people whose cognition is 
severely impacted by their neurological condition. 
Rosy describes how an SEI can be personalized to 
bring meaning to a resident’s day.

That’s one thing I do observe, when you’ve got 
patients who are bed-bound whose eyes are closed 
most of the time, a carer will still come in and say, 
“I’ve got your dinner”, they describe what’s on the 
plate, they’ll pick up a spoon full of it and say, “I’ve 
got some mash here”, so they’re talking them 
through it. Even then, they might not be aware of 
that, but they’re talking them through it and they’re 
respecting them and they’re making that time of their 
day significant, ‘cause most of the time they’ll just lay 
in bed asleep potentially. So, I think, for me, meal-
times are the most interactive things that some peo-
ple can have. Rosy - Psychologist 

Carmen, a resident, added to this, reflecting on the 
importance to her interacting while eating saying:

When I was being fed, there was this student nurse 
and I got on with her so well and she made the effort 
to make it more individual. When food gets put down 
and then they bugger off, that’s disconcerting and 
doesn’t help your mood. It’s nice to talk just in gen-
eral [when eating a meal]. Carmen, resident. 

Staff interviewed also recognized the importance of 
the social interaction they could provide to residents 
through the SEI, and this too needed to be provided 
on a very individual basis. Selina, a healthcare assis-
tant, explained,

How much I talk to a resident, I think it depends on 
the resident because some residents need to comple-
tely concentrate on what they’re doing. Some are 
quite happy to have a chat, so I always just let the 
resident decide. I may make a conversation and then 
if they respond well to it then that’ll sort of set the 
tone. If not, then I think right, they need to concen-
trate, so it’s very individual. Selina, Health Care 
Assistant 

Individualized support, clinically and socially, and resi-
dents feeling seen as a person and not a task within 
the SEI, is an essential part of providing a positive 
experience.

Choice
Ensuring and enabling choice(s) within the SEI were 
also identified as central to good practices by most 
staff, and all residents interviewed.

Choice within the supported eating interaction. 
Both staff and residents described how choice could 
and should be enabled during the SEI itself. 
Occupational Therapist Clara comments on the rela-
tionship between choice and overall mealtime satis-
faction saying:

It would be nice if patients had more choice in what 
on their plate they ate next, rather than that food 
chosen by the person feeding them. Then I think that 
would probably influence enjoyment of the meals. – 
Clara, Occupational Therapist 

Marta discussed how choices could be made regard-
ing the environment surrounding the meal, as well as 
within the SEI itself.

I’m quite passionate about there being choices, in 
terms of whether it’s where you want to sit, what 
would you like to drink, and giving options around 
that. But also, in the actual interaction of feeding, do 
you want another spoon, offering rather than just 
feeding. The bugbear for me is the automatic spoon 
to your face. – Marta, Psychologist 

Consent (and choice). Marta, reflecting on the 
importance of offering choice in SEIs, discussed how 
the constant provision of choice goes hand in hand 
with consent, asking for consent before delivering any 
medical, care, or therapeutic action.

Being from a position of always being a psychologist 
and never a HCA or in a support worker role, I always 
felt that because you always have to have a bound-
ary, there’s an element of always asking for consent 
when supporting someone to eat. There always needs 
to be “can I give you another spoon? do you want a 
spoon of porridge or do you want a spoon of yogurt, 
or would you like a bite of toast?”. I appreciate this 
takes way longer than most people would have to 
support somebody’s meal, but I wouldn’t feel comfor-
table just feeding an adult in that way. – Marta, 
Psychologist 

Choice restriction. Above, and across earlier themes 
presented, staff recognize that the provision of 
“choice” in a SEI may take longer than mechanically 
feeding someone, and residents being supported to 
make choices and given choices through the sup-
ported eating interaction is influenced by time. For 
staff who consider their job is to “feed” and not to 
support residents in eating and enjoying their meal-
time, choice(s) can become limited to residents.

The impact of neurological conditions on eating, 
complicate mealtimes further. Here Marta highlights 
how the cognitive challenges people with neurologi-
cal conditions can have mixed with the time pressures 
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of staff can collide with ill effect for those who need 
support to eat.

If my job is to get this meal delivered, choice gets 
removed. With people who perhaps cognitively might 
need some support, they struggle with initiation, so, 
although they can get started on a meal, they might 
struggle to keep going, so then it’s important to 
continue to give choices there, rather than assuming 
that the person has finished with their meal, and take 
the meal away, when actually they just needed to be 
prompted and asked, “are you finished, would you 
like some more?” So really, just thinking about choice- 
making, and the individual’s needs. Like we were 
saying earlier, it’s very individualised; eating and 
drinking after a brain injury does have very different 
issues. – Marta, Psychologist 

Reflecting further on the impact of time on choice, 
Marta explains that the reasons underpinning this 
issue go beyond immediate staffing availability and 
time pressures and have a broader political and 
onward service provision underpinning. She explains 
an interconnection between choice within supported 
eating interactions, time, and onward care:

Time, also, is an issue there. Like I said before, if I was 
feeding somebody and I was offering them all those 
choices all the time, it would take me in excess of 
45 minutes to feed. And we all know that. In clinical 
settings, we have to document when we’re dischar-
ging someone, how long a meal takes, and that will 
influence the care they’re given. So, Social Services 
are not going to fund, they’re not going to be able to 
support anybody who takes longer than 45 minutes 
for a meal, because that’s longer than a shift is 
expected to take during a care call. So, then, rather 
than us being able to support this person’s meals, 
we’re having to think about, can we make them eat 
quicker, or do they need more supplements and less 
meal? And that’s really sad. That is due to funding 
and staffing. Or that is why people don’t offer the 
choices and the spooning is happening, because 
that’s what makes it quicker. The same as somebody 
who can feed themselves, but it might take them 
longer to use their own spoon, might be fed instead, 
because it will be quicker. Marta, Psychologist 

The importance of choice in the provision of good SEI 
was discussed at length by participants, with clear 
examples of how this can be achieved in practice. The 
provision of choice however was highlighted as con-
stantly under threat by time pressures and could be 
removed altogether to enable discharge home where 
care needs needed to be packaged so they could be 
achieved within the length of a short care “call.”

Core clinical and care skills
The importance of knowing the person, their physical 
abilities, and clinical needs was explored, in part, in 
the theme “individualized support.” However, the 
complexity and multiplicity of the needs of residents 
with neurological conditions and the knowledge 
required by staff need to be examined in the context 

of SEIs. Both staff and residents discussed the core 
clinical and basic care skills and knowledge needed to 
support residents with neurological conditions to eat.

Safety as fundamental to the experience. The risk 
of choking for residents for whom their neurological 
condition has impacted their swallowing was often at 
the forefront of the minds of the participants. Staff 
and residents alike highlighted how minimizing the 
risk of choking and maximizing safe and effective 
swallowing were critical in the delivery of a positive 
supported eating interaction. Conversely, unsafe-sup-
ported eating practices were at the top of the list in 
descriptions of negative SEI.

Residents spoke of their own experiences of chok-
ing and the need for staff to be clinically competent 
when supporting residents in eating. Carmen 
reflected:

I’ve been through all the stages of diet, I was on 
pureed food [following a stroke]. Because of my mus-
cle weakness even though I’m on normal diet now I 
have issues with moving food around my mouth. I’ve 
chocked several times and I’ve had to have people 
put their fingers in my mouth and stuff and it is quite 
scary. Having someone who understands the 
mechanics is vital actually – Carmen, resident 

Safety considerations for residents during SEIs extend 
beyond the risks posed by swallowing difficulty. For 
residents with cognitive and behavioural challenges, 
their ability to control impulses around food or even 
be able to identify what is and is not food could be 
impacted by their neurological condition.

[Some residents can have] very poor insight, a lot of 
impulsivity, so when that burger comes in, if it hasn’t 
already been cut up it might go all the way in! Eating 
non-edible objects, keeping those out of their sphere 
[is needed]. We’ve also had people not recognising 
food as food, and the challenge of getting [food] near 
them - Mary, Speech and Language Therapist 

For staff working with residents whose neurological 
conditions had caused behavioural changes, “safety” 
during SEIs included considering safety of staff and 
other residents, as cutlery and cups could easily 
become missiles. “Risk management” included the 
considerations expressed by Mary, a speech and lan-
guage Therapist:

So, spoons, forks, cups, the weight of the cup, where 
do they throw them? Staff having to get in close 
proximity of them to help with feeding. Food and 
drinks being thrown, what temperature are they? 
How big, how hard? So, there’s lots of risk manage-
ment. Mary, Speech and Language Therapist 

Managing risk—key knowledge and skills. All types 
of staff included safe-supported eating practices 
within their consideration of good and bad eating 
interactions. However, the most extensive discussions 
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about safety came, unsurprisingly, from speech and 
language therapists, whose job roles and expertise 
explicitly assess and rehabilitate swallowing.

Residents and staff alike highlighted that there 
were a series of basic but critical skills that staff 
needed to understand to support residents to eat as 
safely as possible. These included basic upright 
positioning:

Darren needs to be sat fully upright otherwise he’s a 
choking risk – Angelica, Resident 

The real fundamentals of sitting someone upright, 
making sure they stay upright, making sure they’re 
alert, all those sorts of things – Ffion, Speech and 
Language Therapist 

Many staff also highlighted the importance of “assess-
ment”, continually assessing and (re)evaluating the 
needs and abilities of residents with regards to their 
ability to chew and swallow. Nurse Manager Hannah 
reflected this saying:

Does someone like to eat quite fast? Okay, what are 
the risk behind that? Is there anything we need to do 
to manage this? So, someone might be high risk of 
choking, staff knowing exactly what signs to look out 
for, not just [actual] choking. – Hannah, Nurse 
Manager 

For some residents, risk elimination was not an aim. 
Instead, risks were acknowledged by residents and 
health care professionals together, and a series of 
practices were designed and put into place to mini-
mize the risks associated with eating orally. Speech 
and Language Therapist Ffion, describes her “ideal” 
SEI delivered by a carer who was skilled enough to 
minimize risk but provide suitable interaction during 
the meal also. She explained:

My ideal supportive feeding is purely that person 
doing everything they can to minimise the risk. I’m 
probably skewed in the sense that they’re the things 
that I focus on. However, I think the really good ones 
are the people and the carer who I have seen that can 
do all of that, but still make that a nice interaction, or 
a human interaction with that person. I find it really 
awkward sometimes because I would always say [to 
care staff] “don’t ask that person questions when 
they’ve got food in their mouth, don’t talk to them 
whilst they’re eating because that’s going to cause 
them to become distracted or talk and lose control of 
that bolus”, but it’s the ones that can find that really 
nice balance. It’s building the rapport and having 
those sorts of conversations and getting little bits of 
conversation in-between mouthfuls but then also 
being aware of, right, that person’s chewing at the 
moment, they’re trying to trigger a swallow, this is 
not the time. Ffion – Speech and Language Therapist 

Speech and language therapists and, on occasion, 
other health and care staff interviewed expressed 
frustration regarding how speech and language ther-
apy recommendations for achieving safe supported 

eating interactions could be misunderstood by other 
staff and seen as limiting the eating experience for 
residents. This could happen particularly when a resi-
dent was only just managing to eat or drink orally and 
the margin between safe and unsafe oral intake was 
small.

I was very aware that I am pushing the boundaries 
here with somebody that isn’t eligible for oral intake 
on paper, shouldn’t be able to manage this but actu-
ally in reality, he is, so let’s go with that, and let’s limit 
the risks in other areas. He will probably need to be in 
his room, not distracted, somebody with him, etc. etc. 
We looked at positive risk management and him 
being able to have something that wasn’t pureed 
once a week and see how he goes with that. All 
positive, but then they [care staff] always went up 
that next level, “so why can’t he eat in the dining 
room with everybody else, why can’t he eat outside 
his room”, because he silently aspirates as well, that 
was the issue, so they couldn’t see [distractions made 
his swallow unsafe]. Angela, Speech and Language 
Therapist 

Speech and language therapists also stressed the 
frustration that nursing and health care assistants 
could be more cautious in SEIs with residents who 
showed outward signs of challenges with swallowing 
(for example, coughing and dribbling) but were less 
cautious with those who “silently aspirated” – people 
for whom food is going into the trachea rather than 
the stomach. They explained that modifying diets 
should be the last resort, with all other strategies 
explored first—including having mealtimes away 
from others if needed. Angela explained:

I’m a big believer in making the modification of the 
diet the last strategy we use to ensure a safe swallow, 
and people are sometimes not aware of the other 
strategies i.e. around supportive feeding, posture, 
environment, everything else, that can lead towards 
a safer swallow because I feel like that’s the least 
restrictive. Angela, Speech and Language Therapist 

The problem of medicalisation—clashing clinical 
and social needs at mealtimes. The clinical need 
of residents during mealtimes is unescapable, but 
meeting these clinical needs risks medicalizing pri-
marily social activity. Staff, particularly therapists, 
recognized these and suggested practices to mitigate 
this. Lara, a speech and language therapist, reflected 
the following:

Respondent: If somebody is feeding someone else, if 
they want to have a drink with them, then I think at 
the very least have a drink. I can understand some-
body not necessarily wanting to eat their lunch when 
they’re care feeding you know, people aren’t always 
the tidiest of eaters, and it can be a little bit off 
putting, watching somebody eat with it all kind of 
around their faces and coming back out again and all 
that kind of stuff, but at least if you have a drink 
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there, it’s a little bit more like, it’s a little bit just 
normal 

Researcher: So that sharing of food 

Respondent: Yeah, ‘cause we are medicalising. That’s 
what I hate about the bloody hair nets. We’re making 
something that is an everyday pleasure into some-
thing that is again, this is something I’m doing to you 
because I have to, and you have to eat because you 
have to get nutrition. Not this is your meal, enjoy it. 

Within the description of the happening remembered 
earlier by Lara in Theme 2, there is a mixing of the 
clinical (and at times the “dirty”) cutting across what is 
a predominantly social aspect of the day. This was 
demonstrated by the healthcare assistant asking the 
nurse about incontinence pads while the nurse sup-
ported residents to eat within a dining space. The 
presence and use of clinical items in a dining space, 
at mealtime in the scene, the administration of med-
ications during mealtimes with medicine trolleys, and 
nurses wearing medication tabards entering the din-
ing space have also been observed in ethnographic 
work in long-term neurological care settings 
(Latchem, 2017). Both the presence of medicalized 
items and the practices that went with them, along 
with medical-based discussions, serve to medicalize 
mealtimes.

Both staff and residents alike recognized that 
safety and the management of risk were central to a 
good SEI. The inescapable dangers of eating for some 
residents predominantly require certain clinical and 
care practices to be put in place; however, additional 
medical practices could also coincide with mealtimes. 
In doing so, the social nature of eating and the oppor-
tunity mealtimes present for socializing can be 
usurped.

De-humanising practices
Practices that de-humanized residents or could be 
viewed or experienced as undignified, peppered inter-
views with staff and residents. Residents recounted 
aspects of the interactions they had experienced 
themselves or witnessed happening to others, high-
lighting a series of problematic practices.

Infantilisation. Angelica, a resident, described wit-
nessing infantilising practices during supported eat-
ing interactions:

I’ve seen so many people talk to Darren – he’s a 
grown man, he’s in his 50’s – “come on now Darren 
open up”. I said to this care assistant – “excuse me, 
you do realise he’s a grown man, talking to him like 
that dehumanises him”, she looked at me like I was 
from outer space. It can be a very hard thing to be a 
grown adult and have someone feed you but if it’s 
done in the right way it can make you feel cared for. 
Someone is taking the time to make sure they are 
feeding you properly, they aren’t spilling it all over 

you, they’re wiping your mouth if you’ve got a bit of 
food there. It’s almost, it could be considered quite an 
intimate thing, someone feeding you. Angelica, 
Resident 

Such practices were also mirrored by descriptions 
within staff interviews:

I’ve seen people go into adults like a child “well here 
it comes”, and you just think, oh dear. Why are you 
doing that? Selina, Healthcare Assistant 

Alongside infantilising actions and language, the use 
of certain artefacts for adults with disabilities at meal-
times could be seen as infantilising in and of 
themselves.

They [healthcare assistant] took the spouted beaker, 
put it in her mouth, and she [healthcare assistant] was 
talking to someone else, and this poor woman was 
obviously drowning. Spouted beakers have always 
been the bane of my life, I hate them. But for some 
people they work, I’ll qualify it, I understand, but I 
avoid them. I don’t think there’s anyone, if you served 
them a drink in that, would be like “oh lovely”. Mary, 
Speech and Language Therapist 

In addition to beakers, residents with neurological 
conditions can sometimes require modified cutlery 
and modified food, including pureed food, to enable 
them to eat independently or to swallow their food 
safely. Owing to dexterity and coordination chal-
lenges, “clothes protectors” (a form of plastic bib) 
are often placed over them. The assemblage of 
these challenges and the artefacts used to “help,” all 
add to the potential for residents to feel infantilised.

“Mess” made during eating, because of its relation 
to being child-like could also be seen as undignified 
by staff. Consequently, they highlight the importance 
of reducing the indignity of messy eating. Selina, a 
Healthcare Assistant, reflected the following:

Putting too much food on the spoon, leaving food 
around peoples’ mouths, not covering their clothes if 
it looks like they’re potentially gonna make a mess 
with their food. Just undignified. – Selina, Healthcare 
Assistant 

Conversely, one resident highlighted that what is and 
is not dignified is individualized. For example, she 
expressed her need for choice about whether or not 
she received “help” when eating.

I really hate it when people just touch me. Just 
because you think I need help, if I chose to have 
food down me that’s my choice, stop touching me. 
That makes me really mad. Carmen, Resident 

Position, speed and attention. The position staff 
were in when supporting residents to eat, and 
the speed at which they brought food to residents’ 
mouths was repeatedly highlighted by residents 
and staff as de-humanizing, inappropriate prac-
tices. Residents and staff spoke about staff 
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standing over a resident and “shovelling” food in, 
leading to offering spoonfuls of food too quickly, 
without giving residents a break in-between.

My pet peeve you know, standing over them, feed-
ing, let’s just shovel it in, shovel it in, “come on, 
have another mouthful”, and then shout to the 
sister that so and so hasn’t had their meds and 
then shovel it in, you know, I think it’s dehumanis-
ing. But when they actually pull up a seat and they 
feel like they’re at the table, I’ve seen that work 
quite positively – Madeline, Occupational Therapist 

You’ve got others that will stand up and feed and you 
can see it’s about just getting it done quick. You’ve 
got people that have got a passion and then you’ve 
got people that are there just doing a job. – Ruth, 
Therapy Assistant 

“Shovelling happens all the time and it makes me 
really angry. This person has not asked to be in this 
situation. Treat them with some dignity. .”- Carmen, 
Resident 

Here, the important temporal aspects of delivering a 
positive SEI highlighted in theme 1, time, and timing, 
are not fulfilled and de-humanize as a result. Angelica, 
a resident, reflects further on the impact of “shovel-
ling” and what the act of ’shovelling communicates to 
residents.

I think the biggest thing for the carer to remember is 
that the person they are helping is a human – and 
how would they like to be treated if they were 
needed help. Don’t just treat them like an inconve-
nience and shovel food in. – Angelica, Resident 

Residents and staff also noted stark examples of a lack 
of attention being paid to the needs of a person, 
exemplified by one resident reflecting on an incident 
when he was fed via a percutaneous endoscopic 
gastrostomy.

I remember being offered food being a PEG feed and 
staff leaving it [a tray of food] on my table. It was 
torture – Mark, Resident 

Unable to speak without the aid of communication 
technology, this resident was unable to tell staff he 
could not eat orally at the time, and food was left in 
front of him.

Residents recognized that experiences of poor SEIs 
could negatively impact how they felt about meal-
times, and both residents and staff alike talked 
about how resident consumption of food could be 
heavily impacted by who was supporting them to eat. 
Angelica reflected:

I think the biggest thing is to not make a big thing 
about it. Yes, you are feeding that person and you 
might need, carry on having a conversation, carry on 
watching the tv show together, try and make it as 
normal as possible. The person who is having to be 
assisted, they could come to dread food and 

mealtimes. I’ve seen Darren refuse to eat because 
it’s been the wrong person. – Angelica, Resident 

In contrast to the dehumanizing practices described 
above, descriptions of good, supported eating prac-
tices were provided as a remedy. Bobbie, a chef talked 
passionately about how staff approached residents 
and how they positioned themselves physically while 
supporting a resident to eat, had a direct impact on 
maintaining the dignity of a person or degrading it, 
and in turn, impacted whether residents ate their 
meals.

I think it’s just being on their level. I think when 
someone is needing assistance when they eat, it’s 
kind of a bit embarrassing, it’s, your dignity. It’s 
gone a little bit and I just think they need some-
one, to sit by the side of them, not in their face 
and just be calm, chilled. I don’t think people really 
understand what it’s like to have to go through 
that if you haven’t, we haven’t been there, but I 
think it is a hard one to get right. When it is 
[right], you see the results in their eating. A lot of 
people [. . .] are in your face, and almost like a bit 
scary, with this massive fork coming at you, and 
you’re like, oh my God, what is this? Then they’re 
put off by their food. So, I think sat there, and 
talking to them, just talking to them and making 
them feel so comfortable, that they’re like, “yes, I 
am going to eat this, this is nice now.” Bobby - 
Chef 

Therapy assistant Ruth commented further on the 
positive role of getting positioning and levels of inter-
action right have on creating a mealtime experience.

Ninety percent of them (health care assistants) are 
doing it really well, they’ll sit at the patients’ level, 
they’ll have a normal conversation with them, while 
they’re having a meal. So, it’ll be like a proper meal 
setting, “Oh, what did you do in group today?” Ruth 
—Therapy Assistant 

Practices making up SEIs can lead to de-humanizing 
those being assisted and risk dignity. Remedies to 
this, however, are described simply, with positioning 
considerations, being present, taking time, and inter-
acting gently being central to maintaining dignity and 
delivering a positive supported eating experience.

Environment
This paper focuses on the SEI itself, but as exemplified 
across themes, the interaction does not sit in a 
vacuum and is impacted by many things outside. 
The immediate environment surrounding the person 
being supported to eat was highlighted as a crucial 
element in the delivery of good or bad interaction.

Dining area stimulation and distraction(s). 
Residents and staff noted the impact of “stimulus,” 
particularly sounds around the person being sup-
ported to eat. Angelica, a resident, considered the 
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importance of sound and noise levels in this 
context:

Stimulation – if there is too much noise it would 
make it a lot harder to concentrate. I think that is 
what it comes down to – eating requires concen-
tration. When we eat – we just chatter away but 
when you’re recovering from illnesses, it’s differ-
ent. It’s not overly noisy in our dining room so we 
do have the radio on for some background noise 
so it’s not silent. Eating in silence would make you 
feel like you’re at school when you’d be shouted at 
for making too much noise. I think it’s really 
important that there is some noise but it’s not 
overly stimulating or distracting. Angelica, Resident 

Madeline, an Occupational Therapist, further 
explained that some people who need support to 
eat can be easily distracted and need verbal and 
physical prompts to support them to eat. 
Environments that limit distractions are therefore 
important for enabling positive, safe, and effective 
SEIs.

For some people, you would like an environment 
that’s free from distractions. There can be the need 
for a lot of prompting, or just sometimes that hand 
over hand support [to lift fork or spoon to the 
mouth] or, just touch their hand, so they remember 
to lift it again. If other people are walking by, it’s so 
easy for people that struggle to eat, to get dis-
tracted. If they’ve got distracted, they can be slower, 
and you do see it, you do still see people kind of 
coming along and going “oh you know, why aren’t 
you hungry today”, and taking the plate away. They 
probably would have finished it if you hadn’t kept 
distracting them all the time. – Madeline, 
Occupational Therapist. 

Above, Madeline also links the environment (in this 
case, a quiet space where others are not coming 
and going through or past) and the amount of 
food residents consume, highlighting that some 
residents are able to eat more when not distracted. 
However, Angelica, a resident noted that eating 
together at mealtimes was an important social 
event (and therefore inherently noisier) but could 
also result in residents eating well:

We notice here that if we do a social activity that 
involves eating, people tend to eat more. People who 
wouldn’t normally eat with other people do come 
and join. To keep people apart makes the whole 
things a chore. Eating should be enjoyable – 
Angelica, Resident 

Speaking about a fellow resident who would be con-
sidered as someone who could become distracted, 
Angelica also highlighted how eating with others in 
fact helped him concentrate on his eating, saying:

When Darren is brought in, because he sees us eating, 
it almost focusses him to eat. If he’s sat on his own, or 
next to the TV, he gets distracted by that. Definitely 

being sat with other people eating is definitely better 
for him. – Angelica, Resident 

Speech and Language Therapist Erica explained that 
for some people with neurological conditions, they 
will not eat at all unless they are eating with others.

I’ve been to some places where the residents get 
upset if someone’s not eating, because, cognitively, 
they’re not necessarily orientated to the understand-
ing of the situation and they refuse to eat, unless [the 
other person is also eating] – Erica, Speech and 
Language Therapist 

For residents whose consumption was negatively 
impacted by busy environments, removing environ-
mental distractions could often be “solved” by provid-
ing residents with meals in their rooms or taking them 
into a dining space where/when no other residents 
were eating. As highlighted in theme 4, core clinical 
and care skills prioritizing safe oral consumption over 
social interaction with others is central to a good SEI 
as defined by both staff and residents. However, eat-
ing in isolation could also be viewed as negative.

Recognizing the need to balance the clinical, social, 
speech, and language therapists Mary, agreeing with 
the above offered some practical ways of reducing 
distractions within the social space of the dining 
room to reduce the need for residents to eat alone. 
She suggested:

For those that do have attentional difficulties, moving 
them to a side or facing where maybe they have one 
person in front of them, but not a whole room, to 
avoid that distractibility. - Mary, Speech and 
Language Therapist 

Mark gave a very different perspective on the impact of 
eating with others on his consumption of food. He 
explained:

I can go into the dining room but I choose not to. I 
know the residents and staff really well and they try, 
and do, make me laugh. I have an uncontrollable 
laugh and it makes me choke! When I eat with my 
friends, that’s the worst! – Mark, Resident 

Ironically, as a consequence of his sense of humour 
and rapport with others, Mark ate alone in his room.

The mealtime set-up. The area immediately around 
or in front of the person was also considered by staff 
and residents to be an important part of setting up 
the supported eating interaction, as Therapists Clara 
and Judy and Therapy Assistant Tara explained:

Tara begins her description by focusing on the com-
fort of the resident ahead of their mealtime, saying:

They’ve been to the toilet, they’re settled, they’ve got 
a comfortable chair. [. . .] then I would position them 
so I would face them and I would make sure that I’ve 
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got a table in front of me, and I would discuss what 
food was on the plate. – Tara, Therapy Assistant 

Clara an Occupational therapist continues:

So first thing would be set up the environment and 
the person [ask them] can they see the plate in front 
of them, can they see the cutlery, introduce them to 
the task you’re doing, so they know what to expect, 
and then think about where you position yourself, so 
you’re not towering over somebody, or if they’ve got 
a visual field deficit, you’re not coming in from a blind 
side and there’s a magic spoon appearing in the air. 
Talk about those things. – Clara, Occupational 
Therapist 

Speech and Language Therapist, Judy adds further 
considerations regarding positioning:

A lot of our residents have quite large chairs. Some 
with tray tables. So, thinking about where they’ve 
positioned the food, so that they can see it. Where 
the person feeding, or facilitating feeding is at the 
same height, and that any conversation is directed at 
them, or they’re part of that experience. – Judy, 
Speech and Language Therapist 

And resident Angelica, reflecting particularly on the 
needs of another resident added:

The set-up Darren responds so much better to is 
when someone puts a small table in front of him 
and puts the food in front of him and encourages 
him to eat [independently]. If he can’t, if they sit on 
the side that they find it easier to turn his head they 
can talk to him and help him. I think that makes a big 
difference. – Angelica, Resident 

As can be seen in the quotes above, the physical 
position of the assisting staff member, the position of 
the resident within their environment, and the posi-
tioning of food and utensils in relation to the resident 
are all considered an important part of the quality of 
the interaction. Positioning of the resident being sup-
ported to eat and the staff member who is assisting 
has also played a role in other themes reported here— 
important in terms of safe positions to enable safe and 
effective swallow (theme 4) and making up part of 
practices that humanize or dehumanize (theme 5).

This theme outlines how the immediate environ-
ment surrounding SEIs impacts the quality of the inter-
action and residents’ consumption of food. On the one 
hand, eating with others is an important social activity 
that can enhance mealtimes’ experiences and support 
residents in eating well. Conversely, in the context of 
neurological conditions, eating with others can be pro-
blematic, becoming a distraction, and in turn, reducing 
overall consumption. The individualization and manip-
ulation of eating environments for residents with neu-
rological conditions makes a significant contribution to 
ensuring positive SEIs.

Discussion

The aim of this study was to provide detailed descrip-
tion of what makes for a good and bad SEI for adults 
with neurological conditions aged 18–65 in long-term 
care settings. This is the first study to date to 1. focus 
entirely on the supported eating interaction with this 
population, 2. in this setting and 3. bringing together 
the experiences of both receiving and giving food in a 
SEI, from the resident and the health and care profes-
sional perspectives.

The main thematic “headlines” explain the essence 
of what makes up a good interaction as temporal— 
taking time and being present, providing care and 
support which is individualized, ensuring choice, 
managing risk, the immediate environment surround-
ing the interaction and ensuring care practices main-
tain dignity and do not de-humanize.

Although the mealtime experience in long-term 
care is the subject of a large body of research, focus 
on the SEI itself has continued to be illusive. The main 
contributors in this area are to be found in Martinsen 
et al. (2007) meta-ethnography examined in the intro-
duction. In addition, the only other paper found 
examining the experience of younger adults with 
neurological conditions is a further study by 
Martinsen et al. (2008), a phenological study with 
adults with spinal cord injuries. Aspects of the find-
ings presented from this study do mirror findings 
from these previous international studies conducted 
in Europe, the USA and Australia, over the past 20–30  
years, primarily with older people residing in aged 
care settings. These include 1. the challenge being 
short of time poses to quality SEIs (Kayser-Jones & 
Schell, 1997; Pearson et al., 2003), 2. the importance 
of maintaining independence within the SEI (Kayser 
and Schell 1997), 3. the need for core practical skills, 
such as the ability to read interpret non-verbal cues 
(Pierson, 1999), 4. the recognition and persistence of 
de-humanizing practices (Pearson et al., 2003) and 5. 
the importance of managing the mealtime environ-
ment by reducing multiple stimuli (Athlin et al., 1989 
and Kayser and Schell 1997).

Uniquely, this study reported a series of new find-
ings as well as those which add further nuance and 
detail on this topic. The importance of resident choice 
within the interaction featured consistently through 
the dataset of this study and formed an entire theme, 
yet the aged-care literature base is largely silent on 
this component. The tensions between the medical 
and the social, which also features so strongly in the 
findings presented here, especially in theme “Core 
clinical and care skills”, were also not drawn out by 
the aged care studies.

Many of the international studies discussed above 
reported observations of poor core practices, includ-
ing unsafe feeding practices and practices that 
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continually threaten dignity. Healthcare professional 
participants in this study reported time in their careers 
when they had seen the continuation of these bad 
practices, and residents reported recent experiences 
of being on the receiving end of such practices. 
Healthcare professional participants were able to 
clearly identify what good and bad practice was. 
They displayed knowledge and skills, concern, and 
passion for the provision of good care that went 
well beyond that reported in any of the past interna-
tional studies highlighted above.

In addition, healthcare professional participant 
viewpoints differed in this study in comparison to 
some of that reported in the aged care literature. 
Nursing staff taking part in Pearson et al. (2003) 
study thought that maintaining resident indepen-
dence within the SEI was important for resident “mor-
ale” rather than as part of rehabilitation or 
maintaining one’s dignity so readily understood 20  
year later by participants in this study.

Future research

Whilst acknowledging that there is much that is 
shared and applicable across long-term care settings 
and populations highlighted in the discussion of simi-
larities to and gaps in the international literature 
above, the details and additional nuances presented 
in this study indicate the importance of separately 
researching what happens in long-term care settings 
with different resident populations. The repeated 
findings across place and time discussed, while evi-
dencing rigour of the research presented here and 
that of the past, also raises challenging questions 
about why poor practices known about for so long 
persist.

This study focused on describing what made up 
good and bad SEIs from the viewpoint of health and 
care professionals and residents. Given the parity 
between staff and residents’ views, across time and 
place, it is hoped that the findings from this paper will 
be included within or used to shape SEI for health and 
care staff and support future mealtime improvement 
interventions. Future research could include the ana-
lysis of current supported eating training, examining if 
and how they are underpinned by research findings.

However, it will take more than the training of 
individual healthcare staff to make positive change 
in this area and consistently deliver positive SEIs. 
Despite the step change in staff knowledge and skills 
highlighted above, the ability to identify what makes 
up good SEIs and deliver them are two different 
things. Future research employing ethnographic, 
observational methods in these settings may be able 
to uncover whether both individual staff members 
and organizations can consistently put into practice 

the “good” practice they identified in the interviews 
here.

This study’s findings demonstrate a continuous 
tension between medicalized practices and the clin-
ical needs of residents versus the social nature of 
eating. Achieving a balance between both is 
described by staff and residents alike as being critical 
in achieving a good SEI. Achieving this in practice, 
however, seems to be challenging given the plethora 
of medicalized practices interrupting mealtimes. The 
idea of “protected mealtimes”, a practice often 
attempted in hospitals where visitors are restricted 
from entering the ward during mealtimes to keep 
the environment quieter could be applied to staff 
delivering medical interventions or interactions that 
can wait until after mealtimes in long-term care. What 
prevents mealtimes for adults with neurological con-
ditions residing in long-term care settings being “pro-
tected” from medical interventions or clinical activity 
was not the aim of this paper but is an important 
question for future study.

Multiple barriers to the provision of a good SEI 
were highlighted by health and care professional par-
ticipants. One such challenge was the threat to choice 
imposed by time pressures and funding outside of the 
long-term care facility. For those who return home or 
to other forms of community living, the time an SEI 
takes can be heavily bounded by the length of a short 
“care call”. Understanding more about and evidencing 
these restraints upon SEIs and their impacts on cared- 
for individuals is an important area of future research 
and policy.

Limitations of this study

This study has drawn on and brought together both 
resident and health and care professional perspec-
tives. Despite differences in the roles and positions 
of the interviewees, the giver of the food or the 
receiver, there was remarkable agreement across 
groups and care settings regarding what makes for 
good and bad SEI.

This study has uniquely provided a detailed and 
nuanced description of what makes up a good and 
bad supported eating interaction, yielding tangible 
actions for health and care professionals, or anyone 
who supports adults with neurological conditions 
to eat.

The study however draws upon the perspectives of 
residents and health and care professionals. It has not 
captured the experiences or observations of family 
members, who could provide an important additional 
viewpoint. The study utilizes interview data only. It 
details the ideal SEI but does not evidence what 
happens in practice or how close or far away SEIs 
are to these described ideals. Utilizing ethnographic, 
observational methods to witness and describe SEIs in 
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action would expand understanding of what actually 
happens within SEIs in day-day practice.

The study also focuses on the individuals within 
the interaction and has not examined the organiza-
tional, policy and political elements that shape and/or 
press upon these interactions.

Clinical implications

Supported eating training should include considera-
tions of time and timing, individualizing the interac-
tion, providing choice, how to maintain dignity, 
manage risk and the mealtime environment for any 
given resident.

Based on this study’s findings, organizations can 
improve SEIs by a) reducing clinical activities, artefacts 
and discussions within the SEI and mealtime space, b) 
ensuring health and care staff are enabled to give 
residents the time they need when being supported 
to eat and c) reifying the SEI as a critical aspect of care 
provision within their organization.

The findings from this paper could be considered 
for inclusion in care quality guidelines by care inspec-
torates who govern care quality in long-term care 
settings.

Conclusion

In conclusion residents and health and care profes-
sionals consider good SEIs to be made up of well- 
paced interactions delivered by patient and caring 
health and care professionals who individualize the 
interaction, maintain dignity, provide residents with 
choice and have the clinical skills to manage the 
risks of choking or aspiration. Central to a safe and 
pleasurable SEI is its delivery in a well-managed 
mealtime environment where the right amount 
and type of stimuli has been carefully considered 
for those eating.

Patient practices of care required to deliver a 
positive interaction described within the findings 
here can be deemed as time intensive by care 
providers but defining it or viewing it as “task” 
unhelpfully devalues its importance to residents 
being cared for. Reframing supported eating as a 
social activity and daily opportunity to demonstrate 
and provide high-quality care could begin a posi-
tive shift towards reifying mealtimes and recogniz-
ing and rewarding the skills needed to successfully 
deliver positive SEIs.

Research suggests that relatively small changes 
to mealtime delivery can have an impact on resi-
dents’ well-being and satisfaction (Barnes et al.,  
2013). Pursuing positive changes in this area is 
therefore an important and achievable target for 
improving the well-being of people with neurologi-
cal conditions (and others) in long-term care 

facilities. Considering that one of the major sources 
of possible pleasure for people in these places is 
food, it is both a challenge and responsibility of 
health and social care providers to stimulate and 
maximize this enjoyment in residents for as long as 
possible.
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