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Abstract

Background Older people living in residential aged care homes are at high risk of malnutrition. This study evaluated
the implementation and service system outcomes of a multi-component and multi-disciplinary mealtime model that
sought to transform the meals and dining experiences in a single aged care home.

Methods Mixed methods were used to examine the acceptability and adoption of the model through semi-
structured interviews, alongside audits and direct observations of mealtimes. Measures were taken at three
time points: baseline (T0), early implementation (T1), and early maintenance (T2), spanning a 10 month period.
Normalisation Process Theory was used to examine mechanisms supporting early embedding of the model.

Results Staff and residents endorsed the acceptability and adoption of the mealtime model, with perceived
improvements in aspects of meal quality, meal access, and mealtime experiences. Audit and mealtime observation
data demonstrated service-system change with a transition towards more person-centred mealtime care practices
and a calmer, more home-like dining environment. Factors mediating implementation and service-system outcomes
included a shared vision, project timelines, external accountability, communication, training, role modelling, and
leadership. There was evidence that normalisation processes had been activated to help embed the model into
routine mealtime care.

Conclusions The study provides evidence for the acceptability and adoption of the multi-component mealtime
model from the perspectives of staff and residents. The findings demonstrate that aspects of meal quality, meal
access, and mealtime experiences can be transformed simultaneously, enabled by a systematic and multi-disciplinary
approach. Future research is needed to examine the sustainability and cost-effectiveness of the model.
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Background

The Royal Commission into Aged Care Quality and
Safety in Australia in 2021 revealed the national failings
of the aged care system and the need for greater care,
dignity, and respect for older people [1]. The quality of
food and mealtime experiences, as well as high rates of
malnutrition were identified as areas requiring immedi-
ate attention, given associated mortality, morbidity, and
economic burden [2, 3]. Many of the factors contribut-
ing to malnutrition are modifiable, spanning levels of the
food system and presenting opportunities for proactive
and preventative interventions [4—7]. Changing food sys-
tems and improving quality of nutritional care and meal-
time experiences are, however, inherently challenging
processes given the complexity of the aged care system
and engrained nature of task-oriented care [6-9]. The
need for feasible multi-component mealtime models has
been highlighted internationally to drive practice change,
modify nutritional risk, and improve quality of life out-
comes for residents, holistically [6, 9, 10].

Multi-component models of mealtime care target more
than one determinant or level of the food system simul-
taneously, offering broader potential to improve nutri-
tional health and wellbeing outcomes, compared to single
level interventions [6, 10]. For example, targeting aspects
of meal quality, meal access, and/or mealtime experi-
ences, which have been identified in the Making the Most
of Mealtimes (M3) model as critical determinants of
food intake and, as a result, can significantly impact the
nutritional health and wellbeing of residents [6]. Previ-
ous research has identified evidence-based strategies that
could be combined in multi-component models such as
renovations to the dining room (e.g., creating smaller
and more home-like dining spaces) and interventions to
promote choice and self-service (e.g., using communal
serving dishes or offering restaurant-style continental
breakfasts) [10]. Staff training in nutrition and mealtime
assistance skills have also been embedded within multi-
component models [10, 11]. The component strategies
have been associated with increased food consumption,
independence, and social interaction during meals, con-
tributing to more positive and health-promoting meal-
time experiences [10, 12, 13].

While more mealtime intervention studies are being
published, few have systematically targeted aspects of
meal quality, meal access, and mealtime experiences
simultaneously, or measured implementation outcomes
across each of these domains [10]. For example, an inte-
grative review by Heikkild and colleagues [9] found that
most mealtime interventions have focused on a few
aspects, rather than the whole, complex, and dynamic
mealtime context. It is known, however, that making even
small changes to food and dining in residential aged care
is challenging [14], requiring change in the management
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control system, in addition to attitudinal and behaviour
change in leadership and frontline staff [9, 15]. Further,
staff across levels of the organisation require support to
prepare for, implement, and sustain change [8, 9, 11, 14,
15]. Previous mealtime intervention studies have used
implementation strategies like audits and feedback, edu-
cation and training, staff meetings, champions, visual
reminder systems, and environmental re-structuring [12,
15, 16]. The need for mentoring and coaching beyond
classroom training and instruction has been highlighted
to enable staff to enact new mealtime care practices [17,
18]. Additionally, the role of multi-disciplinary input,
effective leadership, and external facilitation have been
identified as important mechanisms for empowering and
engaging staff in change processes [9, 18, 19-21], draw-
ing on implementation science, behaviour change, and
organisational change theories [16, 20].

Kotter’s Change Model [22] and Normalisation Process
Theory (NPT) [23] are two complementary frameworks
with potential to support future mealtime implementa-
tion research. Both theories emphasise the importance
of a shared vision and understanding of the need for
change, and outline actions that staff and teams must
take to empower, enact, build on, and institutionalise
change. Kotter’s model helps formulate an implementa-
tion plan, while NPT examines the mechanisms of action
underpinning change. NPT consists of four main compo-
nents: coherence (sense-making), cognitive participation
(engagement and commitment), collective action (collab-
orative work to embed practices), and reflexive monitor-
ing (appraisal of the intervention to refine and sustain the
model) [23]. Utilising these implementation frameworks
has potential to support the adoption and embedding of
new models of mealtime care in real-world care settings.

Study aim

This study aimed to evaluate the implementation and ser-
vice-system outcomes of a multi-component and multi-
disciplinary mealtime model. Guided by the M3 model
[6], transformational processes targeted aspects of meal
quality, meal access, and mealtime experiences simul-
taneously by activating behaviour, practice, and culture
change across resident, staff, and organisational levels.
The implementation process was documented in a three-
part television series (Maggie Beer’s Big Mission) [24] fea-
turing Maggie Beer AO, an iconic Australian cook who
has advocated for improved nutritional care in residential
aged care homes for over a decade through her work with
the Maggie Beer Foundation [25]. Clinical outcomes for
residents will be reported in a separate paper. The spe-
cific aims of the study were to:
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1. Examine the acceptability and adoption of the
mealtime model from the perspectives of staff and
residents.

2. Evaluate the service-system outcomes using audits
and direct observations of mealtimes to assess
whether shifts towards more person-centred
mealtime care and a more home-like dining
environment occurred.

3. Examine factors influencing the implementation of
the model and activation of normalisation processes.

Methods

Research design

A mixed methods design was used to examine the imple-
mentation and service-system outcomes of the multi-
component and multi-disciplinary mealtime model. This
involved the simultaneous collection of qualitative and
quantitative data for exploration and evaluation pur-
poses, appropriate in early implementation research
[26]. Implementation processes and mediating factors
were examined across a 10-month period (July 2023 to
May 2024). Data were collected across three timepoints;
baseline (T0), early implementation (T1), and early main-
tenance (T2). The study was conducted in an applied,
real-world setting (i.e., working aged care unit) and
approved by the University of Tasmania Human Research
Ethics Committee (Project ID: 29040).

Setting and context

The mealtime model was implemented in one area of a
single aged care residence in Perth, Western Austra-
lia, home to 44 residents. The organisation responded
to a request for expressions of interest to host the proj-
ect and feature in the television series. The organisa-
tion had introduced a new model of care, Partners in
Care, 12-months earlier. The executive team saw this as
an opportunity to advance their culture change efforts
through a focus on mealtimes and leveraging the support
provided by the Maggie Beer Foundation and external
consultants engaged to coordinate the project. External
funding supported production of the television series
including project coordination, involvement of the Mag-
gie Beer Foundation, as well as a portion of the evalua-
tion costs (e.g., contributed towards a research assistant
[RA] position). The organisation was responsible for
funding all major renovation works related to equipment
purchases, as well as costs of external consultants who
trained and mentored staff.

Participants

Recruitment occurred between June and July 2023. Con-
venience sampling was used, given the applied nature
of the research, conducted in a single area of the aged
care residence. All 44 residents, and all regular staff
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(approximately 60) working in the unit at the time of the
study, including the external consultants, were invited to
participate and were informed about the study through
posters, flyers, letters, resident and family meetings, and
one-on-one conversations.

Thirty of 44 residents (68%) and/or their legally
appointed decision-makers consented to participation
in the evaluation; 63% were female, with an average age
of 89.07 years (range: 75-105 years). While few of the
residents had a formal diagnosis of dementia, 92% pre-
sented with some degree of cognitive impairment on the
Montreal Cognitive Assessment (MoCA) [27], with a
mean score of 13.68/30. 78% of residents were identified
as malnourished or at risk of malnutrition on the Mini-
Nutritional Assessment Short Form (MNA-SF) [28]. The
external consultants, an experienced occupational thera-
pist, registered nurse, and dietitian, completed the MoCA
and MNA-SF respectively at TO and T1. The MoCA was
not re-administered at T2. A senior nurse was trained by
the external consultants to complete the MNA-SF at T2,
supporting the organisation to take over responsibility
for outcome measurement. The consent provided per-
mission for de-identified data to be provided to the exter-
nal research team for evaluation purposes.

Twenty six of approximately 60 staff (43.3%), including
five external consultants and two members of the film
production crew, consented to participation in the evalu-
ation, with an average of 12 (SD=9.31) years of experi-
ence working in aged care and 4.81 (SD=5.28) years of
experience working at the organisation. The majority of
staff and external consultants were female (88.5%), rep-
resenting a range of roles (e.g., leadership, nursing, care
assistants, allied health, food service, and leisure and life-
style). Participant demographics are provided in Table 1.
Any instances of missing data will be discussed in the
separate paper on clinical outcomes.

The developed mealtime model

The model was developed in partnership between the
organisation and the external consultants (MB, EO, JS).
The development process involved conversations to
understand and build on the organisation’s existing Part-
ners in Care model. Audits and evaluations were con-
ducted to gather baseline data regarding aspects of meal
quality, meal access, and mealtime experiences, iden-
tifying opportunities for improvement. The audit and
evaluation findings were used to create a comprehensive
baseline report for the organisation to identify opportu-
nities and priorities for change. An outline of the audit
tool is provided as Supplementary Material. Targets for
change were identified, guiding the selection of evidence
based components and implementation strategies, based
on previous research [10, 12, 15, 20] and the Creating an
Appetite for Life program developed by the Maggie Beer



Cartwright et al. BMC Geriatrics (2026) 26:854 Page 4 of 16
Table 1 Demographics of residents and staff at baseline
Resident characteristics Mean (SD)/Total (%) Staff characteristics Mean (SD)/Total

Age 89.07 (6.99, range: 75-105)
Female (Male) 190171)
Cognitive impairment (/30) 13.68 (7.39)
Weight 68.92 (14.00)
BMI* 2542 (5.36)
Underweight (< 23) 10 (35.7%)
Healthy weight (24-30) 13 (46.4%)
Overweight (>30) 5(17.9%)
Nutritional status (MNA-SFA; /14) 10.60 (2.18)
Depression (GDS; /15) 5.09 (3.26)

Female (male)
Years working in aged care
Years working at the organisation

23(3)
12 (SD=9.31, range: 0.6-45)
4.81 (SD=5.28, range: 0.2-19)

Position Total: 26 (7 external)
Executive / leadership 3
Nursing 3(1)

Staff development 1
Personal care assistants 7
Chef / cook Q)
Food service assistants 2
Leisure and lifestyle 1
Allied health 103)
Film production team (

*Adjusted BMI cutoffs used noting increased risk of mortality in older people with a BMI<23.0 [29]

AMini-Nutritional Assessment Short-Form (MNA-SF) [28] used to identify malnutrition risk

#Geriatric Depression Scale (GDS-15) used to screen for depression [30]

Foundation [31]. The co-developed components of the
mealtime model included (1) meals, (2) dining environ-
ment, (3) buffet, and (4) activities and roles; each with its
own aim and elements as detailed in Table 2. Staff across
all levels of the organisation had the opportunity to con-
tribute to the development process through the care
training workshops and staff meetings held during the
planning and preparation stage.

Implementation of the model

Implementation of the model was coordinated by the
external consultants (EO, JS), with a focus on training
and capacity building of staff and physical renovations to
the dining environment and outdoor courtyard spaces.
An implementation plan was developed, underpinned by
Kotter’s eight-step change model [22] (see Supplemen-
tary Material). Baseline audit data and examples of previ-
ous mealtime innovations were used to demonstrate the
urgency for change and a multi-disciplinary team was
formed to guide the change process. In the early imple-
mentation stage (September 2023 to January 2024), the
external consultants actively supported the change pro-
cess, for example helping to make the environmental
changes, to establish new processes, and work alongside
the organisation staff during mealtime care, facilitating
role modelling, coaching, and shared problem solving.
This equated to a 1.2 full time equivalent (FTE) role. The
support of the external consultants was withdrawn after
the early implementation stage to allow organisation staff
to assume responsibility for instituting and sustaining the
model.

Training
The training modules were developed and delivered
in-person by the external consultants (EO, ]S, NO,

EF). Training embedded evidence-based content and
interactive educational strategies (see Table 3). Train-
ing was completed during work hours and estimated to
cost $598.00 AUD per staff member, accounting for the
back-fill cover required. Further training and coaching
were provided on the floor, with the external consul-
tants working alongside the care delivery staft in the early
implementation phase. Kitchen staff were also provided
with free access to the Maggie Beer Foundation train-
ing modules [31], alongside small group training with
Foundation chefs, the dietitian and speech pathologist in
cooking techniques.

Data collection

Data collection involved audit and evaluation processes
conducted at the three time points (T0, T1, and T2)
spanning the initial 10-months of implementation. This
provided longitudinal data to examine implementation
and service-system outcomes.

Implementation outcomes

Qualitative insights were gathered from staff and resi-
dents via semi-structured interviews and completion of
a training evaluation form. These insights were analysed
to examine evidence for the acceptability and adoption
of the model, including perceived improvements in meal
quality and mealtime experiences, as well as perceived
shifts in thinking, behaviour, and care practices.

The training evaluation form was developed for the
study and has not been published elsewhere. The evalu-
ation form was designed to elicit feedback on the quality
of training, key learnings, and attitudes towards translat-
ing knowledge gained into practice. The form included
12 questions; seven closed and five open-response ques-
tions, completed immediately following the care model
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Table 2 Components of the mealtime model
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Intervention Aim Elements
component
Meals To improve the nutritional - Recipes: Identified and enhanced residents’ favourite meals. Introduced new recipes, increas-

Dining environment

Buffet

Activities and roles

profile, flavour, appearance,
and variety of meals with the
external consultants working
alongside the organisation’s
head chef and kitchen staff.

To transform physical and
social aspects of the dining
room in response to baseline
audits to create a calmer,
more enabling, and enriching
dining environment.

To introduce a breakfast
buffet-service to provide
residents with increased
choice and variety, as well as
opportunities to self-serve to
promote independence and
engagement in meals.

To promote residents'engage-
ment in meal related activities
and roles to optimise inde-
pendence, occupation, and
purpose, contributing to a
positive mealtime experience.

ing use of fresh ingredients and nutritious bulk-prepared bases (e.g., brodo, sauteed onions;
MBF). Completed nutritional profiles for all recipes.

- Training and mentoring: Provided training and mentoring for kitchen staff to improve food
preparation and cooking techniques (Creating an Appetite for Life program). Included a focus
on texture modified diets, with support of a speech pathologist.

- Policies and procedures: Reviewed policies and procedures to optimise food systems and
kitchen flow.

- Meal temperature: Identified solutions to improve temperature of meals (e.g., heated trolleys).
- Chef's presence: Increased head chef’s presence in the dining room to gather and respond
to feedback.

- Food forums and tastings: Held food forums and tasting sessions with residents and staff.

- Renovations: Divided the 44-seat dining room into two 22 seat areas.

- Transforming the dining room: Renovated dining room to make it more inviting and home-
like (e.g., painting, new décor, lighting, signage, and memory supports).

- Training: Trained staff in dementia friendly design principles and enabling mealtime
environments.

- Outdoor spaces: Renovated outdoor courtyard and garden spaces (e.g., herb garden, places
to eat).

- Training — Trained staff on the role of the buffet in promoting choice, independence, and
self-service.

- Buffet menu: Developed a buffet breakfast menu.

- Equipment: Installed buffet cabinets and sourced equipment.

- Policies and procedures: Established new policies and procedures to implement the buffet,
alongside changes to rosters and duty lists.

- Self-service: Trained and mentored staff to invite and encourage residents to view the buffet
and self-serve as able.

- Training: Trained staff in ways to engage residents and give a sense of purpose through job
roles and activities.

- Surveys: Surveyed residents to explore interests and suitable roles and activities.

- Chores group: Established resident-led job roles group (later called Helping Hands). Residents
participated each weekday to complete meal related tasks (e.g., cleaning and re-filling condi-
ment jars, ironing and folding serviettes, arranging flowers, setting tables).

- Activities: Trained and mentored staff to use Montessori Task Boxes (EO) to engage residents
in meaningful activities between meals.

- Conversation groups: Ran conversation groups for higher functioning residents (e.g., food
reminiscence).

MBF Maggie Beer Foundation

training using a paper based form (see Supplementary
Material). The training forms were collected at the end of
the training with feedback entered into the de-identified
database for analysis.

Semi-structured interviews with residents and staff
were conducted at each time point and transcribed ver-
batim by the RA (KR), who was external to the organ-
isation and implementation team, however, not blinded
to the purpose of the study. Questions for staff elicited
information about their experience in aged care and their
perspectives on the organisation’s model of care, meals
and mealtime care, the new mealtime model and change
process, training and support received, and the film-
ing and documentary. The questions for residents were
similar, exploring their preferences for and satisfaction
with meals, dining experiences, involvement in roles and
activities around the home, and interactions with staff.

The staff interview guide is provided as Supplementary
Material.

Service system outcomes

Audit data were collected by the external consultants
(EO, JS) at all timepoints through a walkthrough of the
environment, conversations with staff, and review of rel-
evant documents (e.g., policies, procedures). The audit
tool (see Supplementary Material) was developed for the
project by the external consultants. In this study, audit
data relevant to the components of the mealtime model
were extracted (e.g., meals, dining environment, buffet
and meal access, and involvement in mealtime activities
and roles).

Direct observations of mealtimes were completed to
examine evidence for service-system change and pro-
vision of person-centred mealtime care. Direct obser-
vations of mealtimes were completed by the RA (KR)
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Table 3 Training content and activities
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Training Description of content and educational strategies

Leader training  Half-day (4 h) training for leaders. Topics included:

« Partners in Care model and components of the new mealtime model.
- Change processes and the role of leadership in change management, including Kotter’s eight-step model to lead change [22].
« Personal values and characteristics of high performing teams and ways to overcome resistance to change.

Care model Full-day (7 h) training for all staff. Topics included:
« Person-centred care, importance of mealtimes, enabling environments, job roles and activities, and barriers and enablers to culture
change.
« Developing a shared purpose and vision for the new mealtime model.
- Examples from previous mealtime innovation and culture change projects (e.g., breakfast buffet, resident job roles).
« Immersive activities to experience task-focused versus person-centred mealtime care.
Clinical Full-day (7 h) training for clinical and allied health staff. Topics included:
«Importance of mealtimes, including social aspects, and understanding and overcoming clinical barriers to nutritional intake,
including strategies to prevent malnutrition.
« Role of the pharmacist, occupational therapist, speech pathologist, and dietitian in mealtime care.
« Importance of leadership and accountability of all staff, exploring roles in mealtime care.
- Oral health, malnutrition, hydration, and mealtime considerations during end-of-life care.
Dysphagia Short training sessions (2 h) for all staff involved in meals. Topics included:

+ Anatomy and physiology of normal swallowing.

- Overview of swallowing disorders (i.e., dysphagia), including signs, symptoms, and consequences (e.g., choking, aspiration, malnu-

trition, dehydration).

« Speech pathology role and intervention approaches, alongside the importance of a team-based approach to managing dysphagia.
« The International Dysphagia Diet Standardisation Initiative (IDDSI) framework, with a focus on texture modified diets [32].

- Safe swallowing strategies, positioning, mealtime assistance, and the importance of balancing risk with quality of life.

- Practical activities, for example, making foods to a required IDDSI level and compliance testing a lunch time meal.

using a standardised observation form separated into
four components (i.e., providing choices and prefer-
ences, promoting the social aspects of eating, supporting
independence, and showing respect [33]). The mealtime
observation protocol was adapted from one used in our
team’s previous mealtime research [12]. Staff use of per-
sonal enhancing actions and personal detractors were
tallied in each domain, reflecting person-centred and
task-focused mealtime care respectively [33]. Final year
speech pathology students on placement at the aged care
home assisted the mealtime observations at TO and T1,
and one of the change consultants (EO) assisted at T2.
All raters were trained in use of the observation form
and completed practice mealtime observations, review-
ing application of codes with the RA. Each rater was
directed to focus on two sections of the form, while the
RA completed observations and ratings across all four
components. The raters met at the end of each mealtime
to de-brief and discuss ratings. Any queries or disagree-
ments were discussed and resolved, working collabora-
tively to reach consensus. The RA then checked the tallies
against video recordings of each observed mealtime. The
profiles captured the degree of person-centred mealtime
care practices observed. Mealtime observations were
completed at breakfast, morning tea, and lunch across
three non-consecutive days at TO and T1, and two non-
consecutive days at T2. Each observation timeframe was
approximately 30 minutes. No observations of evening
meals or weekends were undertaken in this study.

Mediating factors

The semi-structured interviews with staff and residents
were also used to gather insights into factors influencing
the implementation process, including perceived facilita-
tors and barriers to change.

Data analysis

Qualitative insights from interviews and training evalu-
ation forms were analysed using conventional content
analysis [34], managed using NVivo release 15 [35]. The
first author read the text repeatedly to interpret and
code meaning. Codes were defined during analysis and
then compared and organised into categories based on
similar meaning. Once all data had been coded at each
timepoint, data within particular codes were reviewed,
combining and splitting, or adding new codes where
appropriate. The first author met with two other mem-
bers of the research team (KR, EO) during the coding
process to discuss decisions and reach consensus on final
themes. For the current study, codes, themes, and illus-
trative quotes were organised with respect to the study
aims (i.e., acceptability and adoption of the model, medi-
ating factors, and alignment with NPT [23]).

Audit data are presented descriptively, with no further
analysis. The mealtime observation data were analysed
quantitatively and qualitatively to examine the service-
system outcomes. Quantitative counts of staff use of per-
sonal enhancing actions and personal detractors were
summed across the observed mealtimes and then aver-
aged for each timepoint. The averages at T1 and T2 were
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then compared to the TO counts using Fisher exact analy-
sis (two tailed) to measure the significance of change.
Qualitative data were also captured to characterise the
counts at each timepoint.

Results

The implementation outcomes pertaining to acceptability
and adoption of the model are presented first, followed
by the service-system outcomes, and factors influencing
early implementation and embedding of the mealtime
model.

Implementation outcomes

Implementation outcomes are presented below with
respect to the training evaluation, followed by qualitative
analysis of the perceived acceptability and adoption of the
model. Ten staff and six residents contributed qualitative
interview data at TO, 23 staff and 12 residents at T1, and
eight staff and five residents at T2.

Training

A total of 175 hours of training were delivered. The care
model session was the main component, attended by 163
of 174 staff (93.7%) from across all levels of the organ-
isation, extending beyond staff employed in the single
area of the aged care home where the model was being
implemented. Training evaluation forms were com-
pleted by 134 staff with an average quality rating of 9.6/10
(SD=0.67). All respondents agreed that the facilitators
were knowledgeable and that they would be able to apply
knowledge gained in practice. Staff valued the practical,
interactive, and engaging aspects of the training. Staff
identified that the training focused on finding “real solu-
tions for real problems”. Staff valued opportunities to put
themselves “in [a resident’s] shoes to be reminded of how
important the little things are” Staff expressed how the
training extended their understanding of their own roles
and ways to improve outcomes for residents through
enhanced mealtime care. Further, staff described how the
training helped them to think about their roles and the
residents differently, viewing them “in a new light” Staff
left the training with practical ideas for making meals
more pleasurable, for promoting choice, and doing more
“with” rather than “for” residents. Staff described excite-
ment and optimism about the mealtime model and con-
veyed a readiness to apply knowledge gained in routine
care. The organisation’s leadership team was positive
about the training and expressed the need for refresher
training in the future and embedding core content within
orientation training for new staff.

Acceptability of the model
The qualitative interview data provided consistent
evidence of the acceptability of the model from the
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perspectives of staff and residents. This endorsed the
vision of the model, the intervention components, as well
as the perceived benefits for residents and staff.

At TO staff supported the vision of the model and the
focus on meals. Staff identified that food and mealtimes
were important to residents’ health and daily routines,
providing “structure” to their days, offering “comfort”, and
an opportunity to “bring residents together”. Staff were
proud of the quality of care provided overall; however,
recognised that there was ‘definitely room for improve-
ment” regarding the presentation and quality of meals,
as well as the dining ambience, and identified the need
to make the dining room “more homely”, “calmer, less
chaotic”, and to “brighten it up” At TO, staff recognised
that there were limited opportunities for residents to be
involved in meal related tasks and endorsed the need to
optimise independence. Staff expressed some apprehen-
sion about the buffet and how it would work, however,
could see that it would promote choice and indepen-
dence for residents able to serve themselves. Staff consis-
tently noted the need to improve texture modified diets,
for example, “well it needs to be presented nicely and not
just slopped on the plate” and to offer more variety. Staff
described the need to improve the mealtime experience
holistically, as illustrated by the following quote:

“I think although we don’t get a lot of food com-
plaints, that doesn’t mean that the satisfaction is as
high as it could be, so I think elevating the experi-
ence for the residents.” (Staff_Leadership_T0)

At T1 and T2, staff were positive about the mealtime
changes, describing the model as one ‘“that actually
works” Staff identified that the change process had “made
food a focus” with staft “talking about food” and “taking
more of an interest in diet”, including ways to make meals
more appetising and visually appealing. Staff endorsed
the environmental changes to the dining room, describ-

» o«

ing the ambience as “less chaotic”, “quieter”, “brighter”,
“more relaxing”, “more homely”, and “not overcrowded”
Staff consistently described the Helping Hands group
as “really positive”, allowing residents to be “part of that
community that supports each other having job roles”
Staff perceived the residents to be “happier”, ‘enjoy-
ing meals”, and spending more time in the dining room.
Overall, while agreeing the change process had been
challenging, staff endorsed it as “worthwhile”. The model
was perceived to be “improving lives”, with reciprocal
benefits noted for residents and staff. For example, one
staff member described the model as “easy for them, easy
for us” and another, “It’s so good for the carers’ work and
for the residents”

Feedback gathered from residents further supported
the acceptability of the model. At TO, residents described
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restricted choice and variety of meals, as well as limited
opportunities to complete meal-related tasks, despite
being willing to help. At T1 and T2 residents endorsed
the changes to the dining environment, describing the
ambience as ‘Guieter” and “more relaxing” One resident
commented, “I'm pretty happy with it. Since we painted
and everything, it's well, it’s a lot better” and another “The
renovations are beautiful. I said to Maggie, you've made a
big difference here. It’s lovely” Residents valued the Help-
ing Hands group, providing opportunities to contribute
to meals and “meet up with others”. Residents perceived
that helping with meal related tasks had reciprocal ben-
efits for staff as reflected in the quote below:

“We [residents] put the tablecloth on and put the
serviettes there and the cutlery and that’s good. We
like doing that, it’s good socially... and takes pressure
off the staff. They can do other things that we can’t
do or not allowed to do. I like doing that. I'll keep
doing that whenever I can.” (Resident_T2)

Residents were positive about the buffet and expressed
that they “would love the buffet to stay” One resident
acknowledged that not everyone was able to access the
buffet independently, captured in the quote below.

“When you look at it, there would only be 50% of
the people in the room that were capable of going up
to the buffet because the others were in wheelchairs
and they can’t walk” (Resident_T2)

Staff shared similar views, noting that some residents
preferred to be served and required encouragement to
access the buffet, more evident at lunch compared to
the morning buffet where there was a ‘decent amount of
choices with the continental breakfast” At lunch, there
were typically only “two options” and staff felt that resi-
dents were “not bothered about having to carry their own
plates back”

In contrast to the above views, one resident expressed
that while she could not use the buffet herself due to her
vision, she could appreciate the benefits for those who
could. Further, residents associated the buffet with “get-
ting served more quickly” and maintaining independence
as reflected in the quotes below:

“I want to do what I can while I can. I don’t want to
sit and be waited on... I like to go over and get the
food that I want and go back and sit down and have
it” (Resident_T2)

“I think it’s good for us to have the buffet, it’s good for
us to be independent too and to get up.” (Resident_
T2)
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Adoption of the model

The qualitative insights from staff and resident interviews
demonstrated adoption of the model through shifts in
thinking and behaviour of both staff and residents dur-
ing mealtimes. The qualitative data also documented how
successfully the different intervention components had
been adopted and where ongoing efforts were needed.
The change process was identified to be complex and
challenging, however, successful and worthwhile overall,
as captured by the quote below:

“Change is hard for a lot of people, but if you per-
sist and give the support it does eventually happen”
(Staff_Leadership_T2)

As evidence of adoption, care staff described how think-
ing about their roles and mealtime care practices had
changed. One staft member commented, “so much things
have changed. Even your thought processes changed,
the process of delivering care”, and another that staff
were “working in a very different way than they were six
months ago”. As a result, staff now saw themselves to be
enacting ‘different roles” and “routines”, which meant
whole new way of dining” had been adopted. A member
of the leadership team stated that the model had been
embraced by ‘@ larger percentage of the staff than [they]
would have immediately expected” and another, that the
staff were “going above and beyond’ Changes in residents’
behaviour were also described by staff and residents
themselves, reflecting their ability to adapt to and accom-
modate the new model. For example, some residents who
previously ate meals alone in their rooms had started to
come to the dining room, while others described how
they had developed new systems, as reflected in the fol-
lowing quotes:

“She’s very happy... before she never used to come
out from her room for breakfast. We always have to
go and deliver the tray. After Maggie Beer’s project,
she’s the first person to come in the dining [room]
and she help us to set up the tables” (Staff_Carer_
Ti)

“I go up early, so I don’t have to wait very long, and
1 get the porridge, get the prunes and the sugar and
the milk and everything. I've got a system.” (Resi-
dent_T2)

Adoption of the model was further evidenced by a per-
ceived shift in the quality of mealtime care. One staff
member described this as a transformational change
from, ‘caring on an industrial scale to a more personal
customised working” This was also described as ‘getting
out of being task focused” and becoming “more multi-
skilled” Staff described that they were spending more
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time interacting with residents, which allowed them to
“get to know” residents better, to see their strengths (e.g.,
“You don'’t realise how independent some people can be”)
and, as a result, “provide better care”, which one staff
member described as ‘@ more humane approach to look-
ing after people’.

At T1, staff reported that new recipes and changes to
meal preparation techniques had been achieved, how-
ever, were ‘slow to come online”, reflecting the time
taken for recipes to be developed, tested, and scaled by
the external consultants (MBF). Staff described this as
a work in progress. Implementing new recipes was fur-
ther impacted by administrative pressures on the head
chef and the level of prior training and skill of the cater-
ing team. Further, adoption of the model was perceived
to be most challenging for the food service assistants and
catering staff who experienced the most significant role
disruption. For example, one staff member commented:

“I think all the care staff have been fine with it. It's
the kitchen hands that have really struggled because
it's a completely different role than what they had
before. I don’t think they have particularly enjoyed
it. They liked to serve the residents and make the
toast for them and we're saying to them, don’t do
that anymore. I think they were probably the most
unprepared for the changes.” (Staff Carer_T1)

Despite the challenges experienced for the catering staff
and kitchen assistants, staff across levels of the organ-
isation perceived improvements in meal quality at both
T1 and T2, including the variety, appearance, smell, and
taste of food, illustrated by the following quotes:

“Better quality food and how it’s presented overall.
The food looks better. It's just more aesthetically
pleasing” (Staff Carer_T1)

“The food already looks better, right? So it’s not, I
don’t call it slop. You know that we get slop in the
past, but for instance, the vegetables, they're more
colourful... and they don’t look boiled, and they
don’t smell” (Staff Carer_T2)

Resident feedback endorsed enhancements in meal qual-
ity, however, also conveyed the need for continued efforts.
Residents reported that “the meals have improved” and
“taste better” Another stated, ‘at least I'll get toast now,
not cardboard!” Residents did, however, report that the
evening meals remained less appealing (e.g., “I'd just say
dinner at night could improve”) and that temperature was
still an issue at times (e.g., “it’s not hot enough and there’s
never hot soups”). While some residents reported that
there was now “more variety”, others felt that choice was
still limited. For example, one resident reported that they
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were “sick to death of pasta” and residents requiring tex-
ture modified diets indicated limited choice, apart from
breakfast.

Service-system outcomes

Audit data provided evidence of service-system change
with respect to all components of the mealtime model.
For example, by T2, 77 new recipes had been introduced,
with documented improvements in the nutritional profile
of recipes and increased use of fresh ingredients, rather
than supplements and pre-prepared or processed foods.
New processes to support workflow in the kitchen were
also established, for example, installing new equipment
and kitchen rosters to assist preparation of bases for
batch cooking (e.g., brodo, bechamel sauce). Improve-
ments to the dining environment were documented,
including successful renovations to establish a second
dining room, allowing 22 residents to dine in each space.
The dining rooms were noted to include more home-like
features at T1 and T2, with calmer ambience, more natu-
ral light, and increased social interaction between staff
and residents, as well as between residents. Up to 50%
of residents were documented to be accessing the buffet
independently or with the support of staff, and around
one third of residents were routinely attending the Help-
ing Hands group. A comprehensive summary of audit
results is provided as Supplementary Material, showing
the scale of change implemented.

Direct observations of mealtimes focused on core
domains of person-centred mealtime care; provid-
ing choices, supporting independence, promoting the
social side of eating, and showing respect [12, 33]. In
each domain, counts of staff use of personal enhancing
actions and personal detractors were compared across
timepoints.

Personal enhancing actions

Staff demonstrated a significant increase in use of per-
sonal enhancing actions providing choice at T1 (Fisher
exact z=5.88, p < .001 two tailed) and T2 (Fisher exact
z=3.62, p < .001 two tailed). Similarly, a significant
increase in personal enhancing actions supporting inde-
pendence was demonstrated at T1 (Fisher exact z=2.22,
p =.027 two tailed) and T2 (Fisher exact z=6.83, p <.001
two tailed). Staff use of personal enhancing actions for
promoting the social side of eating did not change over
time. Further, staff use of personal enhancing actions
showing respect did not change over time, noting that
respect counts were high at baseline. These results are
presented in Table 4 below.

Personal detractors
A significant reduction in staff use of personal detractors
was seen at T1 in the choice, independence, and respect
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Table 4 Fisher exact results for personal enhancing actions (reference is TO for all effects)

Time point 1 (compared to Baseline)

Time point 2 (compared to Baseline)

TO T1 z p T2 z p
Choice 50.67 131.00 5.88 <0.001* 95.50 3.62 <0.001*
Social 36.70 38.67 0.11 0911 34.00 0.20 0.840
Independence 41.70 65.67 2.22 0.027* 133.00 6.83 <0.001*
Respect 120.67 132.00 0.65 0516 111.00 0.57 0.569

Key. *Significance p<.05, two-tailed

Table 5 Fisher exact results for personal detractors (reference is TO for all effects)

Time point 1 (compared to Baseline)

Time point 2 (compared to Baseline)

TO T1 z P T2 z P
Choice 159.67 3533 8.83 <0.001* 45.00 7.94 <0.001*
Social 17.67 10.67 113 0.26 18.00 -0.11 1.00
Independence 60.67 16.00 4.99 <0.001* 4.50 6.83 <0.001*
Respect 4233 11.67 4.04 <0.001* 23.00 227 0.023*

Key. *Significance p<.05, two-tailed

domains (Fisher exact z=8.83, p < .001 two tailed; Fisher
exact z=4.99, p < .001 two tailed; Fisher exact z=4.04, p
< .001 two tailed, respectively). A significant reduction
was also recorded at T2 across each of these domains
(Fisher exact z=7.94, p < .001 two tailed; Fisher exact
2=6.83, p < .001 two tailed; Fisher exact z=2.27, p =.023
two tailed, respectively) (see Table 5). The most notable
reduction was evident with respect to providing choice,
with the average counts of personal detractors reduc-
ing from 159.67 (T0) to 35.33 (T1) and 45.00 (T2) in this
domain. No significant changes in personal detractors
were seen in the social domain.

Qualitative data collected during the mealtime obser-
vations supported the quantitative analysis. For example,
at TO, staff were observed to serve meals without provid-
ing choice or explaining meal options, to serve food with-
out acknowledging the resident, and to call out to each
other over residents (e.g., “she refused lunch”, “she vom-
ited, I need gloves”, “did anyone feed her?”, “he’s soft”). One
staff member was observed to joke, “She wants me to cut
the ice-cream’. Staff were also observed to use personal
enhancing actions at TO, for example, showing warmth
and genuineness, as well as emotional validation (e.g.,
“Are you enjoying your food?*).

At T1, staff were observed to spend more time facili-
tating choice and asking residents about their preferences
(e.g., “Would you like milk? Sugar? Strong? Weak?”). The
buffet allowed residents to go at their own pace and come
up to the buffet as they were ready, with examples of resi-
dents buttering their own toast and self-serving at the
buffet recorded. At T1 instances of personal detractors
were still observed, for example, one resident requested a
cup of tea, however, was told to wait until after the meal,
and staff performed tasks that residents could have com-
pleted for themselves (e.g., wiping a resident’s face).

At T2, breakfasts were observed to be quiet and calm,
with frequent examples of staff greeting residents by
name and leaning in when interacting with them. Staff
were observed to explain to residents what they were
about to do during mealtime care (e.g., “I will push your
chair in”). Some aspects of the mealtimes were observed
to have regressed from T1, for example, use of artificial
flowers, pre-packaged vegemite and jam, and the buffet
not being fully stocked (e.g., “no fruit today”) were noted.
Residents were observed to clear their own plates and use
the buffet independently, with some accessing the buffet
several times during the breakfast sitting. Interactions
between staff were mostly discreet, however, there were
occasions of staff calling out across the dining room to
each other.

Overall, the observation data indicated a shift towards
more person-centred mealtime care. This is illustrated
in Fig. 1 below. The reduction in the size of the personal
detractor counts at T1 and T2 suggest a reduction in
more task-focused mealtime care. The increase in staff
use of personal enhancing actions, particularly with
respect to choice and independence, reflect an increase
in person-centred mealtime care.

Mediating factors

The final research aim was to examine factors influencing
the implementation process (see Table 6), interpreting
findings with reference to NPT.

Facilitators included organisational readiness and pre-
paredness for the change process, having a clear vision
and defined roles, openness of staff and residents to the
change process, high quality training, and support of the
external consultants on the floor in the early implementa-
tion stage of the project. Staff described how this allowed
them to see, feel, and experience the model and its ben-
efits to understand the vision, promote buy-in, and to
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Fig. 1 Direct observation of mealtime care. Quantifying staff use of personal enhancing actions (PE) versus personal detractors (PD) with respect to

domains of person-centred mealtime care [12, 33]

Table 6 Facilitators and barriers to implementation
Facilitators

Barriers

Shared vision and plan Communication

Organisation readiness and preparation
for the change process

Empowerment and contribution to the
vision and implementation plan

Clear roles and expectations
Openness to change

Time to adapt and establish new
processes
External consultants

Production constraints on
what could be shared initially
Time

Rate and scale of change
Production timelines
Staffing

Staffing levels and expertise
(kitchen)

Orientating and training
new staff

Extra set of hands

Allied health expertise
Capacity building support

Leadership dynamics
Attitudes towards change
processes

Re-imagining what is pos-
sible and what staff and
residents are capable of

Support for staff

Training, role modelling, and shared
problem solving on the floor

Peer support, carer mentors, buddy
shifts

Teamwork

Management support
Infrastructure

Renovations

Right equipment and tools
Ongoing audits and evaluation

overcome initial scepticism and resistance to the change
process. Management support and open communication
played an important role whereby staff were encouraged
to express their concerns, to think about the new model
as a “trial”, and to give it time. One member of the lead-
ership team noted how this meant that “those little niggles
got nipped in the bud very quickly by a manager” and staff
became more open to change once initial resistance was

acknowledged and addressed. Staff recognised this, cap-
tured in the quotes below:

“Accepting that change is very important... because
change is for your own betterment. Sometimes it
works, sometimes it may not but when you accept it
that makes a big difference... we actually to be hon-
est, we were not happy you know, we were really,
really not happy [in the early stages of the project].
But then again, I thought it like, you know, I think
the change is for the better of the resident” (Staff_
Carer_T1)

“I think it’s a good concept and once you know, we
settle into the idea of it and we fully grasp it... it
obviously is going to be something fantastic, but like
any new experiment and any new change it will take
some time to get used to because in aged care we've
been doing things a different way for such a long time
so those old habits die hard” (Staff Nursing T1)

Staff described how the external support and exper-
tise helped to accelerate the change process, enabling
them to get “all of that stuff done in a short space of time,
which would have taken us quite a long time to achieve’
Further, the external accountability of the production
timeline was a facilitator, with the team aware that the
implementation process and outcomes would be tele-
vised nationally. This meant that even when resistance
or challenges were encountered, the project had to keep
moving forward. The involvement of a celebrity cook was
also influential, helping to motivate staff and residents
about the proposed changes. Other facilitators included
management support and providing reinforcement and
encouragement for staff (e.g., “reminding them of their
successes”). This included recognising and empowering
staff capacity for change, illustrated in the quote below:
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Coherence Cognitive participation

Collective action

Reflexive monitoring

Evidence  Strong evidence of a
shared vision, being on
the same page, and hav-
ing the same understand-
ing of the model. Staff
were able to differentiate
the new model from pre-
vious mealtime care.
"Makes sense!”

“We all got the training, we
all got that same know/!-
edge. So we can communi-
cate same idea.”

Staff engaged in develop-
ment and implementation
processes and expressed
motivation for change. Shifts
in thinking were described
after learning about and
experiencing the model and
its benefits.

“My thought process has really
changed in terms of care
“Seeing it in action rather than
justtrying to learn it without
seeing it was definitely a turn-
ing point”

Staff described working as a team to
implement the model and problem
solve. Care staff described using skills
taught during care routines (e.g., setting
up the buffet, facilitating choice). Staff
described how implementing the model
(action) helped promote buy-in and
momentum.

“I feel like without realising they're doing
it... they've taken on board what they
learned in the training.”

“I'think it's a whole team of people, it’s every-
one sort of doing their bit. | don't know. It's
Jjust part of life. It's just how we are now.”

Staff expressed their commit-
ment to monitoring, sustaining,
and refining the model, ensuring
they did not fall back into old
habits. The need for refresher
training and ongoing support
were identified.

“I'm proud of how they've stood up
and said, oh, hang on a minute,
we've all learned that this is not
probably a really good way of
doing it. So let’s do it this way
rather than just slipping back into
what is not really our new practice

“I think I've learned, oh, I don’t know, just to give
more credit to the staff and their willingness and
ability to adapt to whatever changes we're putting
in place, you know, to give more credit to the staff’
(Staff_Leadership_T1)

Barriers to implementation of the model were also evi-
dent. Resistance and tensions were experienced in the
initial stages of the project, which required negotiation.
Further, the timelines of the project, the “pressures of
filming”, and scale of the proposed changes added pres-
sure. One staff member commented “it’s been very stress-
ful, but we've managed to get it done and it’s only been
four months or so” Much of the initial resistance related
to communication and constraints around how much
detail about the project could be provided, due to con-
fidentiality of the television series, the dynamic nature
of the changes, and the different teams involved. As a
result, staff did not feel fully informed or involved ini-
tially, which impacted relationships with the external
consultants that needed to be repaired over time. This is
reflected in the following quote:

“Planning is key and communication and keep-
ing everybody informed is really important because
when people are informed and know what’s happen-
ing then they have less questions or their questions
are less aggressive because they have some knowl-
edge. They just have questions rather than having
concerns because they didn’t know what was hap-
pening” (Staff Leadership_T2)

Staffing levels and time were identified as barriers, in par-
ticular, regarding the number of food attendants and the
capacity and skill level of kitchen staff. Resident factors
were also identified as barriers, for example, being “small
eaters”, ‘creatures of habit”, and “preferring to be served”’.
These may, however, reflect attitudinal barriers of staff.
Leadership dynamics and styles were noted to influence

implementation. The leadership team were protective

of staff and cautious of not placing additional burdens
on them during the change process. This contributed to
tensions when developing the vision and implementa-
tion plan and how staff would be engaged and involved.
Over time, the leadership team were able to recognise
the increased capability of the care staff with the support
of the external consultants, however, this took time to
negotiate.

Normalisation processes

The qualitative data, combined with the service-system
outcomes, were examined to extract evidence of nor-
malisation processes, which are important for the early
embedding of change. There was evidence that each of
the four NPT mechanisms had been activated, helping to
embed the model in routine care (see Table 7). For exam-
ple, the perceived acceptability of the model provided
evidence for coherence and a shared vision, with staff and
residents consistently expressing belief in the model and
its benefits. The training, coaching, and active involve-
ment of all staff in the change process reflected cognitive
participation and collective action, with evidence of staff
working collaboratively with the external consultants to
make and embed change. There was evidence that staff
engagement in the implementation process allowed them
to see and experience the benefits of the model, further
supporting coherence, cognitive participation, and col-
lective action. Finally, there was evidence that staff were
committed to keeping the model going. At T2, staff
expressed that they had “maintained the changes and it’s
just really keeping those changes” It was evident that staff
across levels of the organisation were engaging in reflex-
ive monitoring, to help sustain the changes, reflected in
the quote below:

“At the moment we haven’t had any serious concerns
regarding staff falling back yet... going back to their
own ways. Once we remind them, they continue to
do what we should be doing” (Staff Nursing T2)
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Discussion

This study examined the implementation and service-sys-
tem outcomes of a multi-component and multi-disciplin-
ary mealtime model that sought to transform meals and
mealtime experiences in a single area of a residential aged
care home. The mealtime model was perceived by staff
and residents to be acceptable and successfully adopted,
with evidence of service-system change and normalisa-
tion processes. The findings demonstrate the feasibility of
combining multiple evidence-based intervention strate-
gies in an integrated model of mealtime care, modifying
multiple determinants of food intake and making holistic
change across different levels of the food system [6, 9].
All staff and residents supported roll-out of the mealtime
model across the organisation, as well as uptake by other
residential aged care homes. Factors influencing the
implementation and service-system outcomes were iden-
tified, informing future change initiatives.

Previous research has called for the implementation of
multi-component mealtime interventions that combine
many different aspects across the M3 model [6] — includ-
ing strategies focused on meal quality, meal access, and
mealtime experiences to optimise outcomes [10]. The
current study has demonstrated that this is possible,
transforming the quality of food, the dining environment,
opportunities for self-service through the buffet, as well
as inclusion of residents in mealtime related tasks and
roles. Consistent evidence for the acceptability and adop-
tion of all components of the model were demonstrated,
with perceived reciprocal benefits for staff and residents.
In particular, the dining atmosphere was observed to
become calmer and more home-like. This is consistent
with previous studies where mealtime interventions and
physical renovations targeting the dining room have been
feasible and associated with residents spending more
time in the dining room, eating more, and rating meal-
time satisfaction more favourably [9, 10].

The breakfast buffet was one of the more contentious
aspects of the model. Similar to previous research [10],
not all residents were able to access the breakfast buf-
fet independently due to a range of factors (e.g., mobil-
ity, cognition), however, staff and residents consistently
described the buffet as beneficial, providing opportuni-
ties for independence and involvement of residents, and
influencing the care load for staff. This is consistent with
previous studies where buffet-style meals have been fea-
sible and accepted in residential aged care settings, con-
tributing to greater opportunities for choice, improved
meal temperature and food quality, as well as more social
and enjoyable mealtimes [12, 36]. Residents in the cur-
rent study were more likely to use the buffet at break-
fast, rather than self-serve at lunch, where only two main
options were on offer. This suggests the importance of
genuine choice to encourage self-service.
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The qualitative data demonstrated that while all com-
ponents of the model were acceptable and adopted,
continued efforts were needed to build on and extend
the early implementation and service-system outcomes
achieved. For example, while improvements in the taste,
temperature, and appearance of food were consistently
reported, there were still concerns expressed regard-
ing the quality of the evening meals, in particular the
soups. While 77 new recipes had been introduced by the
final timepoint, it was noted that the changes to menus
had been slower to implement, due to the time taken
for recipes to be tested and scaled by the external con-
sultants (MBF), as well as administrative pressures on
the head chef and training needs of kitchen staff. Previ-
ous research has highlighted the logistics in the kitchen
as important, and that implementation processes must
consider management control systems to enable change
[9]. This reflects the complex nature of mealtimes and
the need to tailor implementation strategies across dif-
ferent components of the model and levels of the sys-
tem, depending on readiness and the amount of time and
support needed. The findings highlight the critical need
for sustained collective efforts and a flexible, dynamic
approach when implementing multi-component models.

The audit data and direct observations of mealtimes
provided quantitative and qualitative evidence of ser-
vice-system change. Consistent with our team’s previous
research, this shows the potential of multi-component
models to promote shifts in care practices towards more
person-centred mealtime care [12]. This is a positive
finding as previous studies targeting isolated aspects of
mealtimes have, for example, improved the dining envi-
ronment but not influenced how staff interact with or
include residents during mealtime care [9, 37]. Further,
staft have experienced difficulties enacting new mealtime
care practices, often due to structural and systemic fac-
tors that were not addressed systematically through the
mealtime intervention [6, 17]. In the current project,
environmental re-structuring, changes to mealtime poli-
cies and procedures, as well as the nature of training and
support provided to care staff were identified as critical
factors enabling staff to enact new mealtime practices
and for new mealtime routines to be established. The pos-
itive shifts were evident in staff use of personal enhancing
actions versus personal detractors during mealtime care,
in particular, promoting residents’ choice and indepen-
dence, which reflect more person-centred mealtime care
[33]. As a result, the model provides a blueprint for creat-
ing more home-like, as well as more person-centred and
enabling dining experiences.

The training and support provided by the external
consultants were identified as important strategies sup-
porting implementation and service-system outcomes.
Novel aspects of this training were its multi-disciplinary,
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hands-on, and experiential nature. Further, the training
extended beyond the classroom to provide role-mod-
elling, coaching, and implementation support during
routine care. This responded to previous mealtime inter-
vention research, where staff have requested additional
“reflection and hands on approaches beyond education”
(17, p.14) to support implementation. Staff valued the
training, role modelling, and shared problem-solving
during mealtime care. This is consistent with previ-
ous research where staff have valued the opportunity to
engage in change processes that allow them to clarify
and enact shared values to improve quality of care [12,
20]. The organisation’s leadership team identified that
the training and support helped accelerate their culture
change efforts and that the investment in workforce
development was justified. This is consistent with previ-
ous mealtime interventions that have used external facili-
tation as a key implementation strategy [15, 18]. Future
research is necessary to explore the optimal amount of
time needed for this external implementation support
and whether internal champion models can be used to
help implement, embed, and sustain change [38].

There was evidence that normalisation processes had
been activated, underpinning the acceptability and adop-
tion of the model, as well as the observed service-system
change. While the change process was perceived to be
complex and challenging, it was enabled by site readiness
and preparation for the change process, a shared vision,
active thinking about the intervention components and
staff roles, collective action, as well as a shared commit-
ment to sustaining the model — reflecting all four NPT
mechanisms. These are factors that can be replicated by
other organisations, ensuring adequate time and seek-
ing external support, if needed, to plan and prepare for
implementation and service-system change. The struc-
tured implementation approach, underpinned by Kotter’s
change model [22], appeared successful in engaging and
empowering staff in the change process and promoting
teamwork and shared problem solving. Key barriers to
implementation concerned communication and time-
lines, which were largely imposed by the production
aspect of the project. There were details of the project
that could not be widely communicated initially, which
contributed to early resistance. Wu and colleagues [17]
found that open communication lines between leader-
ship, team members, and external research staff is criti-
cal, allowing early barriers to be resolved in a timely way.
The production timelines were, however, also identified
as an enabler, providing strong external accountability.

Limitations and future directions

This research was conducted in a single area of an aged
care home and sought to examine implementation pro-
cesses in this specific context. While the findings cannot
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be transferred directly to other residential aged care set-
tings, the learnings can be used as a starting point for
other organisations to guide their own local mealtime
initiatives [17]. Future large-scale, multi-site studies
would allow replication of the model and more robust
examination of outcomes, including use of external asses-
sors, blinded to the intervention components imple-
mented and purpose of the study. Further use of videos,
a single rater, and reliability checks, would increase
rigor of the mealtime observations. The current study
did not complete observations of the evening meal as
the mealtime changes focused more extensively on the
breakfast buffet, morning tea, and lunch time service.
Future research could extend the mealtime model and
observation periods to the evening and weekend meals.
Some of the mediating factors in this study were unique,
given the involvement of a celebrity cook and the pro-
duction aspect of the project, supporting and inhibiting
aspects of the change process. While these factors are
outside usual practice, the findings have demonstrated
the importance of charismatic leadership and external
accountability to create the urgency for change and to
engage staff and residents in the change process. Future
studies could explore innovative ways of replicating these
factors in other contexts, for example, by engaging chefs
from local restaurants or local champions to help build
momentum for change. We acknowledge that the sup-
port of the external consultants in this project was exten-
sive and may be beyond the resourcing of some aged care
homes. The findings demonstrate the scale of what can
be achieved with this level of support in this short time
span, however, could be scaled back or tailored to the
needs and resources of an individual home. For exam-
ple, given the model has discrete components it can be
implemented compartmentally, without adherence to all
components of the model. Resources have been created
by the external consultants and hosted on the Maggie
Beer Foundation website to facilitate future change ini-
tiatives or replication of the model [31]. Future research
could compare outcomes across different levels of exter-
nal support to guide implementation initiatives and
undertake economic comparisons. Finally, future studies
should be extended to ensure the longer term sustainabil-
ity of multi-component and multi-disciplinary mealtime
models. This should include cost-effectiveness analyses
that were beyond the scope of this early implementation
study.

Conclusions

This study demonstrates the acceptability and adop-
tion of a multi-component and multi-disciplinary model
of mealtime care to improve aspects of meal quality,
meal access, and mealtime experiences simultaneously
in a residential aged care setting. The use of Kotter’s
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eight-step change model and Normalisation Process
Theory supported the implementation and evaluation
of the mealtime model, allowing factors promoting and
inhibiting the change process to be identified. The find-
ings show that mealtime experiences and care practices
can be transformed when the right resources and sup-
ports are in place, and a systematic, multi-disciplinary
approach is utilised. The findings provide direction
for future research and practice innovations aiming to
improve mealtime experiences and wellbeing outcomes
for residents.
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