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Executive Summary  

Malnutrition, social isolation and loneliness are major personal concerns and public health issues 

for older people in care homes. 

 

In November 2017, the Food for Life Better Care team collaborated with staff and residents at 

Summerfield House Care and Nursing Home (SFH), a large care home in Calderdale, to test a 

whole settings approach (WSA) to food using a co-design test-and-learn approach. The WSA 

focused on food and food-related activities as a social experience and as a bridge to the 

surrounding community.  

 

The University of the West of England (UWE) evaluated the impacts around this novel 

approach to food in the care setting as part of a case study to the wider programme evaluation in 

two other localities – Edinburgh and Leicester City/Leicestershire.  

 

As part of the programme delivery, a series of trainings, workshops, gardening and growing and 

food-related activities were carried out to promote leadership for a health-promoting setting; 

establish community and partnerships; improve catering quality, enhance resident food 

experience; and promote therapeutic food activity.  

 

Care home staff perceived the programme to have a positive impact on the social (87%, n= 23), 

affective (63%, n= 19) and nutritional (50% n= 15) wellbeing of selected residents. Care staff 

reported testimonies from resident’s relatives about their satisfaction of care because of the 

programme. School children demonstrated acts of empathy and friendships through the 

intergenerational links of the programme. The care home received Bronze Food for Life Served 

Here Award for the recognition it gave to the kitchen staff in the care home. Through this award 

scheme, the care home had improved its food quality, saved cost on food and reduced its plate 

waste.  

  

Staff confidence and perceived value of the programme and resident capacity, mood and 

personality were major determinants of the successful delivery of the programme in the care 

setting.  

 

Challenges associated with implementation of the programme included limited monetary budgets 

that determined the number and scope of activities carried out. There was lack of dedicated 

space for carrying out indoor activities within the care home. Care staff could not be available for 

some training sessions of the programme because of their shift patterns. The nature of the built 

infrastructure of the care home did not permit some aspects of resident dining experience to be 

improved and gardening activities to run smoothly. 

 

Our evaluation findings suggest that residents social, affective and nutritional well-being are 

likely to improve through the FFL BC whole settings approach to food when the following 

contextual environment is provided: 

 Care home leadership and management include clear plans and roles on food -related 

activities in the tasks and workload of care staff  
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 There is available space dedicated for programme activities; and the built environment of 

the care home can allow smooth running of programme activities  

 Care setting has adequate budget available for procuring BC programme resources    

 Staff turn-over is low, and staff shift patterns enable care staff to be available to take part 

in programme activities 

 There is a strong food ethos in the care home that prioritises food-related activities 

 

The work at SFH showcases the implementation of a whole settings approach to food in the 

context of a large care home setting where staff buy-in is essential to overall programme delivery. 

The WSA has perceived beneficial impacts to staff, relatives and the wider local community and 

is likely to be transferable to other care settings.   

 



 
 

1. Introduction  

In March 2017, the Soil Association’s Food for Life received a £1.25 million grant from the Big 

Lottery Fund to develop and evaluate the Food for Life Better Care (FFL BC) programme. One 

of the key programme processes is to work with older people and key stakeholders to design an 

integrated approach to food that improves nutrition, well-being and reduces loneliness in care 

homes. FFLBC developed a programme of work in the three areas of Edinburgh, Calderdale, 

and Leicester city/Leicestershire. While each area shared a common overarching framework and 

approach towards engaging partners, it was anticipated from the outset that the team would 

adapt the delivery of the intervention to fit local circumstances. A central focus for the 

Calderdale based programme has been to work with one care home, Summerfield House (SFH), 

over a twelve-month period. The focus of this report is on the evaluation of FFL BC activities in 

SFH.  

 

This report provides an overview of relevant research literature and outlines the design and 

development of the programme before setting out details of the methods and findings from the 

evaluation.   

 

1.1 Research on food and social connections in care homes  

There is a growing body of research on the relationships between poor nutrition and psych-

social wellbeing for older people in care home settings. While there has been extensive research 

on interventions with a focus on specific nutritional outcomes, there are fewer reports on the 

role of holistic food initiatives in care home settings.  

 

Malnutrition presents a significant health threat to care home residents. A narrative review on 

nutrition in residential care facilities found that on average, half of residents in residential care 

homes were malnourished (Agarwal et al., 2016). In the UK, over one-third of care home 

residents have been found to be malnourished and requiring treatment (BAPEN, 2015). 

Malnutrition in care homes is associated with high healthcare cost, largely as a result of 

healthcare use including GP consultations, hospitalisations, healthcare monitoring and 

treatments (Abizanda et al., 2016). In addition, adverse outcomes of malnutrition include risk of 

infections, mortality, falls, pressure ulcers, anaemia, hospital admissions and poorer quality of life 

(Arvanitakis et al., 2008; Neyens et al., 2013; Shah et al., 2013; Ulger et al., 2013; Agarwal et al., 

2016; Noronha et al., 2015; Sahin et al., 2016).  

 

Living in care homes is one of the risk factors to loneliness among older people (Savikko et al., 

2005; Age, 2014), and over one-third of care home residents report feeling lonely at least 

sometimes (Jansson et al., 2017). There is growing research and interest on loneliness among 

older people (Courtin and Knapp, 2017).  Loneliness can be described as the feeling that results 

from a person’s perceived inadequacy in his or her relationships (Lopata, 1969; Weiss, 1973). 

There are two main dimensions to loneliness – emotional and social loneliness. While emotional 

loneliness is the lack of a long-lasting close relationship to other people (Lopata, 1969; Weiss, 

1973), social loneliness arises from the lack of meaningful friendship (Creecy, Berg and Wright, 

1985; Larson, 1990). Loneliness is closely related, but conceptually distinct, from social 

connectedness and social isolation. Thus, whereas social isolation and social connectedness are 
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more objective states of inadequacy of the number of social contacts that an individual has, 

loneliness involves subjective feelings of one’s close relationships (Weiss, 1973; Chappell and 

Badger, 1989; Cornwell and Waite, 2009). In other words, an individual may be surrounded by a 

large number of social contacts, and yet, feel lonely. 

 

Figure 1 Food in Care Settings for Older People: a set of interlinked problems 

 

Source: Kiezebrink, K., & Stewart, C. (2011) Food provision within health and social care: a NHS 

Grampian perspective. Presentation. University of Aberdeen 

 

Moreover, loneliness has severe consequences for the health and wellbeing of older people. 

Older people who perceive themselves to be lonely are more likely to experience poorer quality 

of life (Arslantas et al., 2015). Loneliness significantly correlates with poor functional status, poor 

self-reported health (Cohen-Mansfield et al., 2016) and lower perceived quality of life scores 

(Ausín, Muñoz and Castellanos, 2017). Loneliness is a significant risk factor for depression 

among older people (Peerenboom et al., 2015), even after controlling for confounding factors 

such as stress, objective social isolation, social support or dispositional negativity (Cacioppo, 

Hawkley and Thisted, 2010). Loneliness also significantly correlates with lower resilience and 

lower life satisfaction (Zebhauser et al., 2014). Loneliness leads to the development of dementia 

(Kuiper et al., 2015); incidence of cardiovascular diseases (Thurston and Kubzansky, 2009) and a 

significant risk factor to mortality (Holt-Lunstad, Smith and Layton, 2010; Luo and Waite, 2014).  

 

Correlations between loneliness, malnutrition and adverse well-being outcomes among older 

people in care homes warrants the need for effective interventions to improve the well-being of 

older people in care homes. There is emerging, but relatively little, research on food-related 
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interventions to improve well-being of older people in the care home setting. Hence, a whole 

setting approach using food is warranted in this area. A Whole Settings Approach (WSA) to food 

means using food to improve care right across a care setting to include various aspects of food 

growing, eating and cooking as well as connecting people and the wider community (Food for 

Life, 2018). A WSA directly delivers one of the key objectives of improving the experience of 

older people residing in care homes – potentially boosting an interest in food, increasing 

appetite, supporting mobility and enhancing overall nutritional intake of older people (Agarwal et 

al., 2016; Hutchison, 2012; Keller, Beck and Namasivayam, 2015; Watkins et al., 2017).   

 

A whole settings approach can provide access to therapeutic food and growing activities and 

intergenerational activity which have shown to be of benefit to the health and well-being of care 

home residents, carers and visitors, and to reduce experience of loneliness for older people (Tse, 

2010; de Boer et al., 2017). Nevertheless, there is only a paucity of research on whole settings-

based interventions on food to improve the diets and wider health and well-being of older 

people.  

 

1.2 Policy and practice context 

In England, the present government has an overall policy objective emphasising the need to 

promote and maintain independence wherever necessary via support in the community or 

rehabilitation.  The Care Act 2014 is seen as a major reform in care and support in England and 

enables those in need of care to manage their care and support. Key criteria set in the Act 

includes when support needs to be provided by local authorities for those in need of care and 

support. It outlines changes to the eligibility assessment by local authorities for those who 

require care and support. This involves encouraging those in need of support to consider their 

desired physical or emotional well-being outcomes. The Act grants rights for carers on an equal 

plane to those who they care for; and carers must also be assessed for support to meet their 

needs in relation to care. Of major relevance about this Act to the care home sector is the greater 

regulation and tougher sanctions for care home providers who fail to meet certain quality 

standards of care (The Care Act, 2014). The Care Quality Commission is tasked with such 

regulation.  

 

Through, the Health and Social Care Act 2008, the Care Quality Commission (CQC) is 

designated as the independent regulator of health and adult social care in England. In addition to 

primary care and hospitals, the CQC ensures that care homes, as part of social care services in 

England, are providing effective, high-quality, safe and compassionate services to residents (Care 

Quality Commission, 2019).  

 

There are about 329,000 people living in care homes in England and this figure is expected to 

rise in the coming years. The average age of care home residents is 85 years and the average life 

expectancy in care is 462 days. Most care home residents live with complex health conditions 

including dementia, musculoskeletal problems and stroke (National Institute for Health Research 

2017; Wittenberg and Hu 2015).  

 

Most care home providers in England are from the private sector. Social care in England is 

means-tested and not free at the point of use. Local authorities assess people for eligibility to 
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support with funding. Local authority fund more than half of the residents in care homes in 

England (The King’s Fund, 2018).  

 

The central government provides revenue to councils to fund their social care. This is in addition 

to locally-generated funds including council tax and other funding streams such as the Better 

Care Fund and Improved Better Care Fund. However, there is uncertainty in the funding from 

these streams from 2020 (Jarret, 2018).  As a result, Directors of Adult Social Services and their 

councils are considering challenging decisions such as closure of some care homes (ADASS, 

2019). Closure of care homes negatively affect the lives of individuals in need of these services, 

their families and the workforce in this sector. For example, within the past six months, closure 

of care home and home care providers have affected more than 7,000 individuals. This also 

means that, significant pressures will be put on the NHS, such as increased admission rates and 

delayed discharge rates for people into social care services (ADASS, 2019). Such delayed 

discharges have a cost burden of over £500 million every minute to the NHS (Age UK, 2018).  

 

Person-centred care is an important principle in delivering care in care homes. Thus, care 

provided to care home residents needs to consider the person’s unique preferences, abilities, 

qualities, needs and interests. For people with dementia, the aim of care is to see them as 

individuals, rather than focusing on their cognitive impairments (Alzheimer’s Society, 2019). The 

National Institute for Health and Care Excellence (NICE) encourages health and social care 

providers, including care homes, to ensure care is person‑centred and that the person cared for 

receives support that promotes respect and enhances trust and dignity (NICE, 2013).  

“Every breach of human dignity not only affects the individual victim, but also society as a 
whole, by raising the question of how we choose to live (and die) and relate to each other. It 
thereby calls into question the state's role in protecting our dignity” (Dupré, 2011)  

 

For some time now, meals and mealtimes have been the ‘highlight of the day’ for many residents 

in care homes (Commission for Social Care Inspection, 2006) and several actions have been 

recommended to promote the dignity of care home residents through meals and mealtimes. For 

example, the Social Care Institute for Excellence (SCIE) recommends that care homes need to 

provide residents with choice of meals and help them with meal consumption if needed. 

Mealtimes go beyond eating food and includes the social dining experience and comfort in 

eating. The presentation of food is important in any texture or form that is required by residents 

to enhance mealtime experience. Residents must be given enough time to eat their meals. Care 

staff must encourage socialising during mealtimes; but also respect the preferences of those who 

wish to eat in private. There needs to be adequate staff during mealtimes to assist residents with 

their meals when needed and care staff need to have access to training on meals and mealtimes. 

Care homes must use or develop volunteer schemes that can assist residents during mealtimes. 

Food in care homes need to be of good quality and where possible, locally sourced and 

sustainable to ensure best practice in food procurement (SCIE, 2013). 

 

The CQC ensures that care home residents are provided with the required nutrition and 

hydration needs to sustain life, promote good health and minimise the risks of malnutrition and 

dehydration. Residents’ religious and cultural preferences of meals and mealtimes must also be 
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considered in food services in care homes (Care Quality Commission, 2015; Alzheimer’s Society, 

2019).  

 

It is important to provide care home residents with the opportunity to engage in meaningful 

activities that maintain and improve wellbeing. Care staff should encourage residents to actively 

choose and shape activities which they find meaningful (NICE, 2013). NICE (2013) also 

recommends that opportunities should be provided for families, friends and carers to be 

involved where possible and by the wish of residents, in planning and carrying out residents’ 

activities. This ensures that activities are meaningful and can develop and maintain relationships. 

 

The Alzheimer’s Society (2019) highlights the need for residents to spend quality time outdoors.  

They suggest that some residents with dementia who reside in upper floors of care home 

buildings cannot easily access outside compounds and gardens. Such residents require extra 

support to help them spend more time outdoors to encourage regular exercise, exposure to 

sunlight and fresh air to promote their wellbeing.  

 

Identifying and promoting regular opportunities for residents to meaningfully engage in activities 

is essential for person-centred care and the wellbeing of care home residents.  

“Every experience and interaction can be seen as an opportunity for engagement. Engagement 
should be meaningful to, and purposeful for, the individual living with dementia. It should 
support interests and preferences, allow for choice and success, and recognize that even when the 
dementia is most severe, the person can experience joy, comfort, and meaning in life” (Fazio et 
al., 2018; p. S18). 

 

Social isolation is a grave menace for older people in care homes and care home staff must 

recognise residents who become socially isolated (NICE 2015). Residents of care homes must be 

provided with the opportunity to interact with each other and develop acquaintances with fellow 

residents and staff through a range of social opportunities (Alzheimer’s Society, 2019).  

 

The care team should provide opportunities for residents to establish and sustain links with their 

community, friends and family. They should consider developing partnerships with voluntary 

and community sector enterprises and services to support residents to become active and 

integrated within their community (NICE, 2015). The Alzheimer’s Society (2019) suggest that 

people with dementia should be supported to establish relationships with other people outside 

care homes. 

 

Food defines the quality of a care home for residents (PG Professional and the English 

Community Care Association, 2006). The Commission for Social Care Inspection (2006) 

summarises the key points to enable a culture change in food and mealtimes in care homes as, 

“good leadership, staff induction and training and adequate staffing levels”. 

 

1.3 The Food for Life Better Care whole settings programme in care homes 

The Food for Life (FFL) programme was originally developed by the Soil Association in 2003 to 

help schools take a whole settings approach (WSA) towards improving multiple aspects of food 

in educational environments. Since 2011, the Soil Association have extended the FFL 
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programme in to other settings such as care homes, hospitals, children’s nurseries, and 

universities. In 2017, the Soil Association received funding from the Community Fund (formerly 

known as Big Lottery Fund) to focus on improving the food environment for older people in a 

range of contexts. This provided the opportunity for FFL to further develop its work with care 

homes through collaborating with specific providers in three areas of the UK.  

The Food for Life Care Home framework is intended to relate to a wide range of aspects of food 

in care homes. A briefing document from the early stage of the programme states, 

“We will co-design frameworks, training programmes and resources that support a whole setting 
approach to the provision of nutritious sustainable food. The education and engagement of 
residents and their families, staff and wider community will aim to enable and inspire people to 
be involved in their food, eat well and achieve nutritional care” 

 
The framework consists of the following domains: (1) catering quality, (2) resident food 

experience, (3) therapeutic food related activity, (4) community and partnerships, and (5) 

leadership for a health-promoting care setting (Figure 2). FFL sets these domains out as co-

design training and support packages to: 

 

1. Make nutritious, locally sourced sustainable food and drinks available around the clock 

1.1 Training chefs and cooks to be able to plan menus that meet nutritional needs, using recognised tools 

such as Food for Life Served Here award. 

1.2 Set up chef networks for recipe sharing – new popular seasonal recipes 

1.3 Support chefs to be able to prepare food to meet special dietary requirements such as modified 

textured food, enriching food for those with poor appetites 

2. Improve eating and dining environments 

2.1 Support independence in eating by providing appropriate equipment and food 

2.2 Ensure dining environment is attractive, calm and inviting 

2.3 Have menus on display for all to read 

2.4 Provide opportunities for residents to engage with mealtimes e.g. make suggestions of favourite 

dishes; assist with table setting; drying dishes, polishing cutlery 

2.5 Well trained, attentive and adequate staff 

2.6 Ensure crockery is contrasting colour to table clothes and not patterned so those with dementia can 

see the food and are not confused 

3. Involve all residents and staff with all food related activities in the care home and outside 

3.1 Stimulate the sense and reminiscence activities through touch, feel, smell of plants and flowers 

through growing and cooking activities 

3.2 Hen keeping activities 

4. Make links with the wider community 

4.1 Gardening activities with local groups e.g. families, schools and early years settings 

4.2 Sharing mealtimes with other friends and family in the home and outside through shared meal 

providers 

4.3 Organise visits to care farms, community gardens and garden centres 

5. Improve leadership for a health-promoting care setting 

5.1 Adopting management level accountability for nutrition and hydration policy 
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5.2 Engaging a wider workforce 

 

1.4 The programme theory of change 

The original ‘programme theory of change’ emphasises the importance of coordinating change in 

parallel across a number of different domains within the care home setting. Such improvements 

in these domains of the care setting are intended to increase the satisfaction of residents in food-

related activities, decrease their risk of malnutrition and loneliness, leading to an improvement in 

their well-being. In turn if residents’ well-being is improved, then residents’ relatives are more 

likely to be satisfied with the quality of care at the care homes. Equally, resident and family 

quality of life is enhanced, this will have positive impacts for staff and volunteer job satisfaction 

at the care homes and boost their morale to help make further improvements. The care homes 

theory of change, developed at the outset of the programme, is in Appendix 3. 

 

Figure 2 Food for Life Better Care: Framework for a whole settings approach in care 

homes 

 

 

1.5 Study setting  

The FFLBC’s WSA was implemented in Summerfield House Care & Nursing Home (SFH) in 

Halifax, West Yorkshire.  SFH is a privately-owned care home with residential, nursing and 

dementia care. It is a modern building with 107 rooms over three floors with one to two dining 

areas on each floor. It is situated within the Calderdale Metropolitan Borough Council. 

Calderdale Metropolitan Borough Council has 20 nursing homes; 61 residential homes; 25 

respite care and 18 supported housing. SFH is equipped with facilities and services such as 

palliative care, day care, respite care, convalescent care, own GP if required and gardens for 

residents. The care home has 130 care staff and nurses and receives about 200 visitors per week. 
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At the last Care Quality Commission inspection in June 2017 the service at the home was rated 

Good. 

 

1.6 Research aim and questions 

This evaluation intends to present a robust and transparent account of the processes, learning, 

and impact of the FFL BC WSA in a care home setting for residents, residents’ relatives, staff 

and volunteers. The aim of the evaluation is to examine the implementation, context and 

perceived effects of the programme. The evaluation is designed to answer the following research 

questions: 

1. What are the characteristics, context and processes of implementation of a whole setting 

approach to food in a care home? 

2. What are the perceived effects of the FFL BC approach to food in a care home on the 

health and well-being of residents, staff and other parties? 

 

2. Research methodology and methods 

2.1 Study methodology and design  

The evaluation uses a case study methodology and design (Yin, 2003), drawing upon multiple 

data sources including interviews and programme documentation. The evaluation follows a 

realist approach (Pawson and Tilley, 1997), where we sought to identify the underlying processes 

or mechanisms that have brought about change in the outcomes of the WSA and the way the 

context has influenced these outcomes. This process-oriented evaluation led to the development 

context-mechanism-outcome (CMO) configurations used in Realist Evaluation (Pawson et al., 

2004). Consequently, the evaluation led us to assess the initial programme theory of change (see 

Connell and Kubisch, 1998) regarding the role of an integrated and co-designed whole setting 

approach to food in care home settings. 

 

2.2 Involvement of care home residents and relatives  

The areas of focus for the research were developed through a resident, public and practitioner 

consultation process prior to, and at the early stage of, the programme award. The FFL BC 

programme team and care home staff have led on further consultations with residents and 

relatives regarding the future development of the programme. 

 

2.3 Eligibility, selection and recruitment of participants 

All care home staff and volunteers were eligible to take part in the evaluation. We sought to 

select staff with a range of different roles in the care home, including those with roles for care 

support, social activities, mealtime provision, nutritional support, staff development, 

management and leadership. There was no exclusion on staff based on their level of engagement 

in the FFL BC programme. We also requested interviews from programme staff, volunteers and 

staff from partner agencies linked to the programme. Potential participants were made aware of 

the evaluation through the manager of the care home and FFL BC local programme manager 

(LPM). They were provided with an information sheet about the evaluation and given contact 

details to make further enquiries.  
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2.4 Data collection and programme documentation 

The programme was monitored through capturing key aspects of its delivery. These aspects 

included programme engagement with agencies; programme activities and outputs and 

programme outcomes.  

Semi-structured interviews were conducted with participants to explore their perceptions of the 

development, implementation, context, perceived outcomes, challenges and opportunities for the 

programme. Interviews with care home staff were conducted individually and lasted 

approximately 30 minutes. The interviews with the LPM and manager of an external social 

enterprise agency linked to the gardening activities (MEA) lasted for three-and-a-half hours. Care 

home staff interviews were conducted on the premises of the care home in a quiet location and 

interviews with the LPM and MEA were carried out in an arts centre. 

 

Interviews were conducted at three different phases. The first phase of interviews was conducted 

at the initial stages of the programme implementation to explore care home staff and volunteer 

perception about the programme, potential impacts and any anticipated barriers in engagement 

(Appendix 1). The second phase of interviews was conducted using a proxy questionnaire tool to 

collect anonymised information about residents and their engagement with programme-related 

activities and observed outcomes from the perspective of staff (Appendix 2). Care home staff 

and activity coordinators were interviewed in the first and second phases. The final phase of 

interviews was with the LPM and MEA.  

 

In total we conducted 14 interviews with 12 individuals. We also reviewed documents on the 

overall BC programme delivery narrative; garden and growing narrative document; and the Food 

for Life Served Here (FFLSH) data capture document. Table 1 identifies and summarises the 

sources of information for the evaluation.  

 

2.5 Data recording and analysis 

Qualitative data from the interviews were audio-recorded and transcribed. We analysed the data 

thematically using procedures proposed by Clarke and Braun (2014) with the help of the 

NVIVO 12 software (QSR International, 2018).  

 

2.6 Ethical Issues 

The University of the West of England’s Research Ethics Committee granted ethical approval 

for the evaluation (ref: HAS.17.08.004). We obtained informed consent from all participants. 

Participants were provided with an information sheet detailing their role in the evaluation and 

they were given the opportunity to clarify any information regarding the evaluation. Potential 

participants were given a consent form to sign to document their agreement to take part in the 

study if they were still willing to take part. Consent was treated as on-going and participants 

could withdraw from the evaluation at any time without any penalty or reason for withdrawal. 

No participant withdrew from the evaluation. Digital data was stored securely on password-

protected computer servers at UWE and were analysed only through these sources. During 

fieldwork, data was temporarily held on password-protected encrypted laptops, before being 

transferred to the main repository at UWE. The data was stored in accordance with the General 

Data Protection Regulation (GDPR, 2018). Pseudonyms have been used to replace real names in 

quotations. 
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Table 1 Sources of data and their description  

Data sources Role/ description  

Senor cook (SC) Coordinating meal preparation in the care home  

Clinical Lead (CL) Predominantly works on the nursing floor as the nurse-in-charge providing 
routine clinical care for residents  

Senior Care Assistant– Dementia Unit 
(SCAD) 

Routine care and support for residents on the dementia floor 

Care Assistant 1 – Nursing Unit (CA1) Routine care and support for residents on the nursing floor 

Care Assistant 2 (CA2) Routine care and support for residents on all floors 

Senior Care Assistant (SCA) Managing care staff, ordering and administering medication, managing care 
plans, ordering GPs and making sure residents are safe and well  

Activity Coordinators (AC1, AC2, 
AC3 and AC4) 

Facilitating planned social activities among residents in the care home  

Deputy Manager of Care Home 
(DMCH) 
 

Assist manger in the overall running the care home  

FFL BC Local Programme Manager 
(LPM) 

FFL BC local programme manager across Calderdale and Kirklees and 
registered public health nutritionist (with expertise in older people’s nutrition) 

Manger of Social Enterprise linked to 
FFLBC WSA (MEA) 

Working in partnership with Better Care to deliver the garden aspect of the 
therapeutic food project as part of the WSA 

BC Narrative Document (BCNC) Document containing sequential implementation of programme in the care 
setting  

Garden and growing narrative 
document (GGNC) 

Document containing process, output and outcome of gardening and growing 
activities  

Food for Life Served Here data 
capture form (FFLSH DCF) 

Data record form on process of awarding FFL SH Award to SFH 

 

 

3. Findings: programme activities and outputs 

The LPM spent two days a week within the first six months of the programme, and then one day 

a week for another one year, in the delivery of the programme at SFH. About forty-percent of 

the MEA’s time was invested in gardening and growing work at SFH, working more intensively 

with staff teams, residents and schools. Programme activities were delivered across the domains 

of the FFLBC WSA framework (see also Figure 2). 

 

3.1 Leadership for a health-promoting setting 

Two Whole Settings Approach to Good Food workshops were organised in November and 

December 2017 in Calderdale as part of the BC programme. Care home and community care 

setting managers and leaders attended to find out how to implement and embed a holistic, good 

food culture in their settings. There were 51 attendees in total from 22 care homes in both 

workshops. Five staff from SFH attended one of these workshops and these were the manager, 

deputy manager, two cooks and one activity coordinator. Attendees at the workshop were 

introduced to the WSA ethos in care settings and were provided with relevant resources that 

could guide them to carry out a WSA to food in their care settings.  
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3.2 Community and partnerships  

Box 1 lists the agencies and partners who took part in the delivery of the BC programme. 

 

Box 1: Agencies and partners involved in the delivery of the BC programme 

Main agencies and partners: 

Community care settings 

Educational settings: primary and secondary schools  

Calderdale Metropolitan Borough Council (CMBC) Public Health  

Calderdale Clinical Commissioning Group (CCG) 

CMBC Adult Services  

CMBC Business Relationship Managers 

CMBC Workforce Development 

CMBC Early Years Learning & Childcare Service  

Kirklees Council, Nutrition & Hydration Older People Working Group  

Rooting & Fruiting (Social Enterprise)  

Other organisations and groups that participated in workshops, conferences, training and forums: 

Healthy Minds Calderdale 

CMBC Better Living team  

Calderdale Staying Well team  

Community Transport for Calderdale  

 

 

 

Training workshops and network activities were also carried out to promote intergenerational 

connections and community partnerships. These included the following: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Therapeutic food, cooking and 
growing training and workshops 
Care home activity co-ordinators from 
SFH attended this workshop to gain 
knowledge and skills to enable them 
deliver appropriate therapeutic food 
activity in the care setting. This workshop 
was run in each of the BC pilot locations. 
For the workshop organised in Calderdale 
there were 24 attendees from 11 care 
settings including SFH.  

 

Care home activity co-ordinators networking ‘brunch’ 
This network was held at SFH and sixteen care home activity co-
ordinators attended. Ideas were shared among activity 
coordinators on challenges to activity coordinating and solutions 
around planning and delivery of therapeutic food, growing and 
cooking activities. This enabled sharing of best practice and a 
Facebook platform was formed to share ideas in the future. A 
signposting resource to therapeutic food and growing activities 
was also shared. Connections were established among the care 
home activity co-ordinators who attended and a project to work 
collaboratively on recipes and reminiscence was developed.  
 

Key stakeholder events, conferences and 
forums 
FFL raised the profile of the importance of 
community cohesion and support available to 
achieve intergenerational connections. Some of 
these events included Public Health regional 
conferences, Association for Nutrition regional 
conferences, lectures to nutrition undergraduate 
& postgraduates at Leeds Beckett University, 
Early Years Conferences, care home managers’ 
forums, school conferences, older people’s 
conferences and local forums and council 
meetings. 
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Care home cooks network 
In June 2018, the FFL BC team organised a care 
home cooks’ network in Halifax, West Yorkshire. 
The Network was commissioned by Calderdale 
Clinical Commissioning Group and Public Health 
and was supported by Calderdale Council’s Adult 
Services. SFH cooks were part of cooks from 26 
other care homes and stakeholders who attended 
the workshop. In this workshop, care cooks met 
each other from the local area; listened to speakers 
relevant to their profession; shared experiences and 
learning; and identified and discussed challenges 
and solutions to meeting food, nutrition and 
hydration guidelines for older people in care 
settings. Key themes that emerged from 
discussions in this workshop were budget issues 
around food in care settings; communication and 
cooks feeling valued; capacity and working hours; 
food variety, quality and menu planning; and care 
home food policy and compliance with food and 
hydration directives. Participants of the workshop 
appreciated the opportunity to connect with others 
in the local area for the first time. Due to high 
demand for a follow up meeting, FFL found 
funding through BC to run a second network in 
February 2019.   
 
 

Intergenerational links 
From March 2016-June 2018, Calderdale Public 
Health and CCG commissioned FFL to begin 
connecting schools with care settings. From June 
2018, BC supported and continued this work, 
expanding on the Council and CCG’s original 
remit and expected outcomes.  SFH expressed 
interest in developing intergenerational 
connections with schools, local groups and the 
wider community in the local area from a 
consultation with BC. Five school connections 
were facilitated by the BC team over 9 months. 
The schools are 2 primary schools, 1 secondary 
school, 1 nursery and 1 academy.  
 
A series of activities were organised between 
school children and care home residents to foster 
intergenerational links via food-related activities. 
These activities included food and 
growing/outdoor activities that involved building a 
wildflower bed in SFH; tree planting sessions in 
the care home’s grounds; implementation of a 
wildflower, nature-attracting zone; co-designing a 
dementia-friendly garden; maintenance activities in 
care home garden; creation of a wild flower nettle 
bed to discourage trespassing onto the care home 
grounds; creation of a sensory kitchen garden, 
from which herbs and vegetables were used in 
activities and sometimes by the kitchen; 
implementation of year-round indoor growing 
activities and design of growing activities which 
were included in community activity. 
 
Other intergenerational activities involving school 
children and residents were bread-making and 
baking sessions with a local social enterprise. SFH 
residents also attended a dementia-friendly 
Memory Café run by year 6 students and Roast 
Dinner Days at Primary Schools.  
 
FFL helped put in place ways to celebrate benefits 
of the relationship between SFH and the schools 
and wider community to sustain the 
intergenerational connections established. These 
celebration events were a tea party, for which 
residents prepared sandwiches and pupils served 
herbal teas and food, followed by joint activity on 
tea pot glazing. Pupils also supported the SFH Big 
Lunch & Jo Cox Great Get Together, bringing the 
local school and other community members to the 
care home for a shared celebration of community. 
Approximately 200 people attended the Big Lunch 
and Jo Cox Great Get Together. The Big Lunch 
was also an opportunity to test simple activities to 
help engage residents and link schools with the 
care home. In addition, it provided an opportunity 
to raise funds for the garden. As a consequence of 
gaps in the local community who attended, that is, 
ethnically diverse and minority groups (exacerbated 
by Eid falling), the High School planned to lead on 
a community links event with SFH.  

Volunteer Activities 
The volunteer activities which took place in SFH as 
part of the BC programme included a shadowing 
‘test-and-learn’ volunteer placement. The 
shadowing placement was a test to understand how 
FFL BC could connect high schools with the BC 
work generally; form closer connections with hard 
to reach secondary educational settings in 
Calderdale and elsewhere and to explore how this 
kind of intergenerational activity could meet 
curriculum needs around citizenship, health and 
social care and career progression.   
 
There was also a volunteering activity where four 
volunteers delivered a bird kebab activity – two 
from Queen Anne’s high school in Chester and 2 
from South Craven in North Yorkshire.  
 
Eleven volunteers from the Soil Association and 14 
pupils from two schools (Halifax Academy & 
Beechill Primary) visited SFH to install a section of 
a dementia-friendly garden that was designed by the 
MEA through co-design and consultation with 
residents, staff and visitors. Along with a 
horticultural therapist, the team created a ‘sensory 
kitchen garden’, a space that would be stimulating 
for therapeutic food activity and reminiscence, and 
that could be used for intergenerational growing 
activity. 
 



13 
 

3.3 Catering quality  

The team at SFH achieved Food for Life Served Here (FFLSH) Bronze Award in September 

2018. The Food for Life Served Here (FFLSH) award, is an independent award scheme 

supporting caterers to guarantee that the food on their menus meets certain standards designed 

to encourage more local, fresh and honest meals. FFL BC worked with SFH to explore the 

challenges that the care setting was facing in relation to food quality and support them in taking a 

fresh look at their food. This involved exploring and capturing information about SFH’s existing 

food offer and developing steps together to enable SFH achieve the Food for Life Served Here 

Award. At the initial meeting with SFH to explore their journey towards the FFLSH award, SFH 

management indicated that they were interested in improving resident dining experience and 

presentation and timing of food served.  

 

Through the FFLSH Award scheme, SFH made various changes to their food. SFH 

management controlled purchasing to ensure they got the correct products delivered by working 

with suppliers to identify products suitable for FFLSH and training the cooks to ensure that only 

these products were ordered. They ensured that menus were at least 75% freshly prepared and 

took into account when their menus were planned and checked that meat and meat products on 

their menu were farm assured. 

 

3.4 Therapeutic food activity  

Therapeutic food activity work consisted of indoor and outdoor test-and-learn activities. The 

indoor test-and-learn activities were focused on simple green care activities with ritual, sensory 

horticulture and therapeutic food. Residents who took part in this activity were from all three 

floors in the care home. Sessions were generally an hour long and were supported by 1-2 activity 

coordinators. Sessions started with some sensory experience e.g. passing round herbs, tasting 

herbs, trialling some herbal tea and followed by a short activity including mini-herb gardens, 

sowing seeds, potting on strawberries, decorating planters and making seed pots. This activity 

lasted for 30-40 minutes and the capacity of residents to engage in this activity varied between 

weeks. 

 

The outdoor test-and-learn activity sessions were generally 20-45 minutes long and were 

supported by 1-2 activity coordinators who got residents out in the garden ready for the session. 

Sessions focused on sowing seeds (broadcasting, dribbling, and drilling), mulching, potting on, 

deadheading, watering, trimming back, and completing work on the kitchen garden wheelchair 

access beds. Participation of residents varied; with their general health impacting on their level 

and frequency of engagement. Visitors had the opportunity to support residents if they were 

available.  

 

3.5 Resident food experience  

SFH wanted a calmer and organised dining experience for residents and a way to promote the 

quality of food to residents and families. A resident dining training was organised for care staff 

on how to improve residents’ food experience. However, there were challenges to implement 

changes to improve the resident dining experience due to food budgets, space and location of 

the kitchen (these challenges are discussed further in section 8.2).  
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4. Findings: context of the programme 

Context refers to the conditions within which activities linked to the FFLBC programme took 

place.  

 

4.1 Circumstances of the care home  

SFH is well-staffed with four activity coordinators that plan and run activity sessions such as 

bread-making and reminiscence activities. Despite the availability of this manpower to deliver 

FFLBC activities in the care home, the presence and attitude of some of the activity coordinators 

towards the programme were sometimes found to stall the progress in initiating and carrying out 

the BC activities. There was therefore ambivalence on how the existence of activity coordinator 

posts contributed to the successful delivery of FFLBC activities.  

 

Firstly, the mere presence of activity coordinators made care staff perceive their role to be 

tangential to the BC activities and were completely focused on their normative personal care 

roles.  

I think it brings up the whole point of whether having dedicated activity co-ordinators in care homes is a 
good idea? Or whether all carers should see purposeful activity as part of their role. Is that the way to 
integrate this? I’m not sure of the answer, but I know activity delivery, separated out of daily care tasks 
doesn’t necessarily work either. [LPM] 

 

Secondly, there was no clear plan about how activity coordinators should operate. 

… they (activity coordinators) are not always told, or it’s not built into their job descriptions that ‘As part 
of your role, you develop and conduct meaningful activities. You need to test if they work and when they 
do fulfil their purpose they need to be written down, go in this folder for other carers to use’. This would 
also be especially useful for frequently staffing changes which occur in care homes.’ Many activity co-
ordinators are not directed to plan and prepare ahead of time, for example, a month’s plan of activities, 
some of which will repeat again next month. You can do this with food activities because, honestly, some 
older people won’t remember they did it before and for others repeating activities builds their confidence 
to participate when an activity is familiar. [LPM] 

 

The layout of the building of the care home was seen not to promote some aspects of the 

programme delivery. In terms of improving residence food experiences, the size of the building 

was a main issue. 
Our main challenges relating to food is communal eating – the size of our building makes this difficult” 
[FFLSH DCF] 
 

SFH engages in variety of activities for residents but there is no designated space for running 

activities.  
Because they had some more storage room that they turned into additional bedrooms…And they lost 
space to that process, which has meant they’re not able to really facilitate work in quite the same way, for 
such a big care home. [MEA] 

 

The indoor space of the care home was not very conducive to readily accommodate the 

gardening activities. 

Because of the indoor space at Summerfield House, it’s not really set up to do gardening-based activities 
and we struggled with space available and how to engage people with wheelchairs and have enough 
support… [MEA] 
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The size of the care home influenced the scope of activities that could be carried out in the care 

home.  
For a large care home, you find there is no designated space available indoors to carry out activities, 
including food growing, cooking and sharing. Our team and activity co-ordinators are trying to deliver 
activities in resident dining rooms, whilst respecting their needed to finish eating and vacate the room. This 
meant carers had to clean up around us. Some carers made quite apparent they saw our being there a 
personal inconvenience, some complained about it. What they never did in the dining room was see part of 
their care role to take time to sit with residents and take part in the activities, they’d see it instead as a 
chance to get on with another functional task. [LPM] 
 

4.2 Policy and practice context of the care home 

Some policies and practices in the care home defined the scope and success of delivery of the BC 

programme. For example, there is no set limit on cost spent on ingredients per resident per day 

in SFH and the weekly spend on food is £2,300. The freshly food prepared percentage in SFH is 

88% and the estimated percentage of plated food wasted, per resident is 19%. Prior to the BC 

programme, SFH served fresh, original, home cooked traditional food with an emphasis on food 

first and good nutrition. Breakfast, morning snack, lunch, afternoon tea, dinner, supper is 

available to residents daily. Meals are served by staff in sittings in the dining room; but residents 

can choose to eat alone if that is their preference.  

 

Meal quality is ensured, and food is well presented and served by checking the food temperature 

with a probe as it is sent out to ensure it is at the right temperature. Carers serve the food and 

regular audits on quality and timing of the service are carried out. 

 

SFH has the following activities taking place to improve their food offer at the care home,  

Questionnaires filled out regularly by residents on the choices on the menu.  We are trying to improve on 
the level of involvement with meal times the kitchen staff have.  Portion sizes are reviewed regularly with 
an individual plan for each resident and plate waste is monitored as this would be a signal of declining 
nutrition for a resident. Not much food is wasted in the kitchen due to the skills of our catering staff and 
the knowledge that food waste equals wasted money. [FFLSH CF] 

 

There were concerns with some working practices that did not facilitate the implementation of 

some of the BC activities. As a large care home, SFH has about 130 care home staff with varying 

shift patterns and relatively high staff turn-over. This made the engagement of staff in activities 

such as staff training difficult to carry out. 

I definitely think it makes a difference to some of the issues we’ve got at Summerfield. We looked at staff 
training, didn’t we, but it’s really hard to develop staff training when you’ve got rotating and night rota 
staff, people that are on ad hoc (shift patterns). [MEA] 

 

As a working culture in SFH, there was more priority on personal care rather than food. 

 People’s personal care is a priority, people’s obviously dignity matters to staff, things like you’ll see carers 
have taken time to co-ordinate a ladies’ shoes, cardigan and jewellery, but whether that lady has something 
meaningful to fill her time with, or how beneficial it might be to that person’s physical and mental health to 
have spent some time outdoors today,  doesn’t seem to factor with many carers, from my observations. 
[LPM] 
Yeah, I think just before we arrived, they turned an office space into another bedroom. [MEA] 

  

SFH has a protected mealtime policy where during mealtimes, there is no interference with 

residents’ meals. This created an opportunity to improve residents’ dining experience as part of 

the programme. 
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What I’d say they do well around the food experience in terms of dining is they have protected meal-times, 
mainly because of the size of the home. You’ve got three dining-rooms catering to over 35 people, and for 
that reason it’s protected, if families were to be arriving for visits, health professionals for their reasons, 
you’d not have the dignified dining experience they do. [LPM] 

 

However, this mealtime policy did not encourage staff to meaningfully interact with residents 

during mealtimes.  

…but crucially I think it doesn’t allow for staff to sit with people to talk to them while they eat, or when 
you see them assisting with eating, they often stand at the side. You can imagine, this standing at the side 
of you when they’re assisting with eating. Staff sit down as well, but it’s not encouraged for staff to sit and 
talk, just to talk, chat, while people are eating – there’s a culture they’re to be up, doing jobs – so although 
you’ve got a quiet and dignified experience in some respects, the resident dining experience at Summerfield 
could be so much better. [LPM]  

 

Moreover, there is not enough space to invite guests to eat with residents. 

[There’s] not enough space to do this on a regular basis but if we have requests for a relative or friend to 
eat with a resident then we do accommodate that. [FFLSH DCF] 

  

Residents in SFH are presented with choice menus and provided with ample time to eat despite 

the large size of the care home. Staff also try to accommodate residents’ preference of meals 

where possible.  

What they do do well at Summerfield is the day before food is served, they will go and give choices. Not 
for breakfast – breakfast is always cereal, toast and a selection of, like an English breakfast, a selection of 
two meat and some eggs or whatever they want to have, so that’s breakfast. But for lunch and for dinner, 
they’re offered a choice of what they’d like between two to three options, which isn’t always practice in a 
lot of care homes. [LPM] 

 

4.3 Role of food in the care home prior to the FFLBC programme  

The pre-existing approach to food in the care home before the implementation of the BC 

programme had a bearing on the uptake and delivery of the programme. SFH was noted to have 

a strong ethos around good food and food-related activities, creating a conducive ambiance to 

deliver the programme. 
… the ethos in the home is still a very ‘yes’ attitude, … which is a big plus for working there, because 
we’ve never not had the ‘yes’ attitude, really, from the management, whereas in other places it’s taken quite 
a long time to build that attitude….Yeah, it’s a lovely environment to work in... [MEA] 

 

The cooks in particular were key drivers to improve residents’ food experience. They had a 

positive food ethos and relevant past catering experiences that facilitated the uptake and delivery 

of the BC programme activities around catering quality. 

I do wonder if it wasn’t those particular two cooks whether that would have been. It was very much based 
on their old-school approach. I see in other care homes the cooks can be quite influential in terms of 
what’s put out, and if you have a cook who’s really not as committed…there’s a lot more processed food, 
the easy option. [LPM] 

 

The care home had already developed interest in gardening activities and had developed some 

initiatives and gardening-related activities prior to signing up for the BC programme. However, 

the gardening and growing activities needed significant uplift. On the other hand, food-related 

activities were limited to a weekly baking activity and party events prior to the BC programme.  
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5. Findings: programme perceived mechanisms 

We refer to programme mechanisms as the key social and psychological factors that influence 

the decisions and actions of stakeholders to engage or disengage in the programme, leading to 

any programme-related impacts on the stakeholders.  

 

5.1 Staff confidence 

Staff confidence around food developed through workshops of the FFLBC activities and this 

was a key element that promoted engagement and better delivery of the BC activities.   
…and also it goes all back to (MEA) work on confidence building through activity. I think we must say as 
well at this point there’s been some amazing practice from [the activity coordinator], who is always 
organised, has engaged with us entirely, and she’s benefited and grown in her food activity and now does a 
lot more of it. Her confidence levels increased, she came on therapeutic food activity training, she took 
away all the resources, she uses them... [LPM] 

 

5.2 Staff perceived role and value of the programme 

It was noted that most of the care staff at SFH did not perceive their role to include engagement 

in BC activities and fully dedicated their time to only their normative resident personal care such 

as assisting residents with washing, dressing and feeding. 

Yeah. I think, staff-wise as well, it comes back to the fact that whenever there’s an activity, because the 
home has activity co-ordinators, the carers see that as a chance to run away… Also, you have a staff 
attitude towards a very much task-based culture – get it done, get them in, get them fed, then get them out 
[LPM] 

 

5.3 Resident capacity to engage in the programme  

Resident ability and level of engagement in the BC programme were contingent on their physical 

and mental capacity: their individual personalities and ‘in-the-moment’ mood.  

Kate likes baking and when the children come in. She used to be a nursery nurse. After she was struck with 
stroke, she did not engage in activities anymore. Health is a big determinant of residents' engagement in the 
BC activities. She is wheel-chair bound. Has mild cognitive impairment following the stroke. [CA1] 
Capacity had immense impact on the ability of residents to engage in activities. [AC4]  
James is gradually losing mental capacity. He is old, and his physical capacity is deteriorating. He has been 
involved when the children come around. He is normally quite happy in his room with his newspaper and 
watching his sports. [DMCH] 
Joyce have been withdrawing recently in the activities; becoming a bit insecure, a bit muddled because of 
her health but she still enjoys going to the garden with her best friend. [AC3]  

 

In terms of resident personality, some residents would (or not) engage in the activities depending 

on their personal preference for activities of such nature. Engagement in the BC activities were 

just not compatible with personal traits of some of the residents.  

Rihanna is usually enthusiastic in activities and she likes the social interactions. She likes the baking and 
likes to go to the garden. She enjoys drama therapy. She likes the music sessions and the chair Zumba. She 
enjoys her life the best she can. She is in her 90s. She has got a very positive attitude. Apart from the social 
benefits that resident derives from activities, she is usually physically active despite her mobility issues. 
[AC2]   
Paul says he enjoys doing things. He enjoys the social aspects of things. He is usually the only man amidst 
the ladies. He like interacting and it is sometimes that comes out naturally from him. [AC2] 
Jonathan does not necessarily get involved in the activities. He is more of a solitary man. He only sits and 
observes. He has dementia. He likes only being in smaller groups. By choice, he does not want to get 
actively involved in activities. Noise is overwhelming for me. He watches what goes on. [CA2] 
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For one resident, her preference for the activities overrode limitations of her physical and mental 

capacity to engage in activities.   
Christine is on residential floor, struggles with the eye sight, hearing but has a go at everything that is on 
offer. Her memory is not fantastic. She always contributes - comes out with songs and poems. She has lot 
of little Yorkshire sayings. She likes joining in activities. She was fairly quiet when she first come to the care 
home. [AC2] 

 

Residents’ mood varied daily and the ability of residents to take part in the BC activities 

depended on their ‘in-the-moment’ mood on the day of the activity.  

Beatrice can be quite difficult to get her involved in activities and it depends on her mood on the day. She 
has got dementia and does not tend to go out much. [DMCH] 

 

5.4 Inclusivity of residents in activities  

SFH residents’ involvement in the BC activities depended on the extent to which activity 

coordinators included them in the activities.  

... but it’s very exclusive of certain groups. They ask everybody, ‘Do you want to join an activity?’ but what 
you seem to see is the activity co-ordinators ask the same people they know they’ll be able to manage. I 
don’t think that’s done on purpose, but again it’s cultural. [LPM]  

 

6. Findings: perceived outcomes linked to the programme  

6.1 Residents 

Proxy information about the benefits derived by residents in SFH were provided for 30 different 

residents by 4 activity coordinators, 2 care staff and the deputy manager of the care home. 

Residents whom proxy information was provided for were conveniently selected by interviewees. 

There was representation of residents from all three floors and with variations in capacity and 

capabilities to take part in the BC activities. Duration of stay of the selected residents ranged 

from 6 months to 7 years. The length of time activity coordinators and care staff had known 

these residents was a minimum of 5 months to a maximum of 6 years. These data were 

corroborated with information from the other interviews with the LPM and MEA. 

 

Table 2 Impact of BC activities on aspects of residents’ health and wellbeing 

 
Domains of impact 

Levels of impact (n= 30) 

Negative 
n (%)  

No change 
n (%)  

Positive  
n (%) 

Very positive 
n (%) 

Social  1 (3) 6 (20) 8 (27) 15 (50) 

Mood 2 (7) 9 (30) 10 (33) 9 (30) 

Wellbeing  2 (7) 4 (13) 15 (50) 9(30) 

Nutrition and diet* 0 (0) 14 (47) 9 (30) 6 (20) 

Enjoyment of food 0 (0) 10 (33) 12 (40) 8 (27) 

* One response was a ‘Don’t know’ 
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Social  

Majority of the sampled residents (77%, n= 23) were perceived by interviewees to have derived 

positive or very positive social advantages from the BC activities.  For instance, the BC activities 

helped residents to socialise more with other residents in the care home. Residents who normally 

would stay in their rooms came out from their rooms more and interacted with other residents.  

Suzy is a quiet person and only came out of the room during mealtimes. Persistent encouragement got her 
out of her room eventually and engaged in the activities. The activities enable residents to get to know each 
other. It was a good turn around for the resident - it was about giving her time and gradually drawing her 
into it” [AC2] 
“Benedicta likes walking around. She has a friend who she normally associates with and now that we have 
the garden, both go to the garden. With the garden, it has also provided an opportunity for her to socialise 
more with other residents and this generates communication as well. [AC4] 

 

The social interaction between residents was boosted by the intergenerational visits of the 

schools.  

Daniel engages with children and those who come along as well. Normally he sits with a couple of friends 
and does not associate much with people. [DMCH] 
Seeing that happen (intergenerational activities), that kind of bonds them a lot more than I think I’ve seen 
in other projects before, yeah. [MEA] 

 

The gardening and growing activities created the opportunity for residents to go outdoor more 

and it exposed them more to nature. 
I think an impact then was there was more opportunity to go outdoors and a reason for going outdoors a 
reason for going outside and interact with nature because as the garden developed, and the co-design 
aspect meant residents feeling part of that. [LPM] 

 

As a result of the BC activities, stronger interactions were established between carers and 

residents and even enabled the carers to get to know residents better.  

This activity also increased social interaction between resident and carer and made carer to know more 
about resident. [AC4] 

 

The school visits to the care home encouraged shared experiences between residents and the 

children which led to the development of social bonds between some residents and the children. 

And you get things like we had a young girl meet Agnes, a white British older lady and she told us she’d 
never spoken to an old white person before except for teachers, who she didn’t think of as particularly old 
but fairly old, they’re in their forties I suppose and fifties. She hadn’t spoken to an older white person and 
they sat chatting, we were doing a food activity, they really wanted to touch each other’s hair because 
Agnes had silver soft white long hair and Suwita (pupil) wanted to feel, she said, oh your hair’s so strong, 
they started having these conversations. They decided to plant chilli plants together and Agnes said she’d 
never had a curry and the Suwita started speaking about curry and cooking curry with her mum, so they 
had this whole conversation about, well we’ll grow the chilli plant and then we’ll design our own thing and 
we’ll make a curry and we’ll show the rest of the class how to make the curry and then we can have it 
together… [LPM] 
 

For almost a quarter of the residents (23%, n= 7), interviewees felt there was no change to their 

social interaction because of the BC activities.  This may be due to the varying capacity and 

capability of residents to engage in some of the activities.  
David’s mental capacity has deteriorated. He has dementia. He is usually disorientated. Very amenable but 
will not come to the dining for meals. [DMCH] 
Yeah and we definitely had in those indoor sessions a mix of all three levels and with having to kind of try 
to think about how people can help one another and often just getting used to like people having to wait 
and encouraging them to talk to one another or helping each other which was really hard wasn’t it at times. 
[MEA] 
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Communication was also a barrier for one resident that prevented her from taking part in activities and 

benefitting socially from them. 

Communication barrier (she is Asian) prevents Aishwarya from being actively engaged in activities but she 
watches as activities are going on. [DMCH] 

 

Mood 

Interviewees linked the positive or very positive mood of more than half of the selected residents 

(63%, n= 19) to the BC activities. Such mood-related benefits for residents were heightened 

spirits, happiness and less anxiety. 

Vivian enjoys the sessions in the moment even though she does not remember them after some 
time. [AC2]  
When Dora is told what is going on although she does not take part, it still enlightens her 
mood…The energy generated by these activities still have a positive impact on the mood of some 
of the residents although the resident does not actively engage in the activities. [DMCH] 
George’s mood has increased a lot when the BC activities started. He used to be getting quite 
frustrated prior to the BC activities. [CA2] 

 

Wellbeing  

The results from the proxy information about resident’s wellbeing showed that 80% (n= 24) of 

the residents had improved wellbeing because of the BC activities. It was noted that the BC 

activities provided an opportunity for meaningful and purposeful activities and raised residents’ 

self-esteem.  

Prosper is on the dementia floor and as soon as he is in the garden he is a different person 
(positive). [SC] 
Activities give Veronica a sense of purpose. [CA2] 
Dorcas engages in conversations. Stress and anxiety taken away when children come in. Children 
coming around brings out her true self. [DMCH] 
Activity makes Emma more physically and mentally active. [AC1] 
Fantastic – holistic approach to health and wellbeing. [CL] 
Being able to get out in the garden gives residents a sense of responsibility and ownership. [CL] 
 

Diet and Nutrition  

BC activities were found to improve the diet and nutrition of half (n= 15) of the residents 

selected. 

When resident is down for activities it is easier for him to go into the dining room to eat. [AC1] 
Marc is eating better as a result being involved in activities such as baking. [CA2] 

 

However, the responses for almost another half of the residents (n=14) showed that their diet 

and nutrition were not affected by the BC programme. One of the reasons behind this neutral 

effect of the BC activities on diet was because residents generally had a good diet irrespective of 

the BC programme. 

Residents eats very well generally… Resident nutrition is generally OK. [AC1]  

 

Enjoyment of food  

Interviewees indicated that the BC programme had increased the enjoyment of meals for two-

thirds of residents selected.   
Also seeing the impact that it had with conversations with residents about how much they enjoyed the 
food …[LPM] 
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6.2 Staff  

There were positive impacts of the BC activities on staff wellbeing. Staff who engaged in the BC 

activities felt supported, valued and experienced a boost in their morale around food in the care 

home.  

I think, coming back to staff morale, them being supported around the food and growing activity has 
definitely boosted morale for the activity co-ordinators. They feel more valued; they feel more supported. 
The cooks, through the Served Here and the food quality work and also the intergenerational work they’ve 
been able to get involved in and the community events work like The Big Lunch, the cooks have told me, 
‘It’s really lifted our spirits. We feel more valued. We feel inspired when those things go on to, ‘What can 
we do today and how can we support it?’ If the children come, they’ll make a fruit bowl. The morale from 
feeling supported around the food and growing work and, ‘Can we go and pick some of the herbs? What 
are you doing next in the garden?’ and interest there. There are some real positives around the food work 
there. [LPM] 
 

The BC activities also enhanced communication between staff and residents.  

…From the work you (MEA) did over summer, we got a lot of feedback from carers saying that the 
regeneration of the garden had given them a really interesting space for carers now to take people out to 
look at and talking points, and also a lot more families were using the garden and green space. [LPM] 
… staff able to get residents out in the garden doing things. [SC] 
…staff realising that care home is someone’s home. Transition from care home to a home. Staff getting to 
know residents better…[CL] 

 

Engagement of SFH cooks in the care home cooks network had enabled them to establish 

networks with other cooks in Calderdale and gained knowledge on good food practices for the 

care home.  
We went to the FFL cooks network. We got to hear interesting speakers and talk to and learn from other 
care home cooks. [FFLSH DCF] 

 

SFH cook’s involvement in wider food-related activities such as intergenerational exchange and 

volunteering days increased their motivation, confidence and morale around food.  

Neighbourhood ‘get togethers’ & volunteering days are something different for the kitchen staff, FFL 
involvement keeps you motivated and staff morale up – this work creates a buzz in the kitchen. [FFLSH 

DCF] 

 

6.3 Residents’ relatives 

It was reported that some relatives expressed satisfaction of the care of their relatives in the care 

home as a result of the BC activities taking place in the care home. 

We’ve had a positive response when we have a celebration of the ‘Served Here’ award from some residents 
families coming to celebrate the food quality and we have verbal feedback that they’re really pleased to see 
Food for Life have engaged with that award and that they, you know, it gives them peace of mind that 
their family member is being well fed and hydrated and looked after around food.  So, we’ve had that 
verbal feedback, you know, that comes from sitting in the visitor’s room: ‘Who are you?’, ‘We’re Food for 
Life, we did this, this…’ ‘Oh, you’re the one’s doing this’ and so on. [LPM] 

 

6.4 Schools 

Through the intergenerational visits of schools to the care home, school children were observed 

to show acts of empathy towards residents in the home.  
Seeing the knock-on effect on young people's attitudes to residents and the care home in general. Students 
had changed their own attitudes by getting to know the home and residents and this had been passed back 
to the general school community and had stopped the negative behaviour by young people walking past 
the property. [GGNC] 
Also for older people sometimes who kind of, in some ways regress a little bit, in terms of they don’t want 
to share or I’m not having so and so sitting next to me, I’m not sharing that, you know it built empathy 
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and respect between each other doing an activity together but also built when you saw the children and 
older people together the impact of empathy and respect there, you could sense it. [LPM] 
… and like seeing things in Summerfield like older people dropping walking sticks and when children first 
came in they wouldn’t think to pick it up and now it’s like oh she’s dropped her walking stick she needs 
that. Those are massive impacts for children and their way of thinking about old people and their way of 
behaving towards others and their patients…Yeah, and there was a lot of students shouting out, wasn’t 
there, as they walked past, and that had reduced down... and that was in two months, wasn’t it, at the start 
of the project, so it very quickly showed how much that... this project’s been presented back to the school. 
[MEA] 
 … and then going back to school and talking to the other students about, ‘You shouldn’t be doing this. 
These are our friends. These are our neighbours. You’ve got to respect them. [LPM] 

 

The BC intergenerational activities fostered team-building among pupils who engaged in these 

activities.  

… and then seeing them work as a team around that, which was lifting tyres and sacks of soil up a steep 
banking. [LPM] 
 

School children were also seen to develop new experiences as a result of their visits and 

interaction with residents in the care home.  
Knowledge exchange – children learning about what older people use to when they were younger and 
older people get to know how childhood is experienced in the current generation [SC] 
Getting to meet older people and gain knowledge and experience from older people [SCAD] 
There was a little, tiny scratch on a young girl, but seeing the children who had never walked up a banking 
and had to learn how to walk up a banking, never pushed a wheelbarrow, never touched soil, never 
touched a worm, seeing those things happen [LPM]  
 

There was transformational culture around food in the schools that engaged in the BC activities 

and schools developed links with the wider community as a result of the FFLBC programme  
Another knock-on effect which I haven’t spoken to you about is that a teacher contacted me about their 
morning food service, and they wanted to buy in organic fruit and vegetables for students and link with 
food, care community provision in Calderdale, and that’s come out of this project… So that’s another one 
in terms of adding value to the work they do at the school, recognising that Better Care has provided that 
level of therapeutic food that would be then beneficial back in the school. [MEA] 
The schools really value the children having an opportunity to go outside and grow and use food that 
they’ve grown in activities. It also links to the high school. [LPM] 

 

Friendships were also formed between school children and residents through engagement in 

intergenerational activities.  

.. and also for me the impact of kindness and friendships that have been built through the activities from 
the children coming in…One major impact for me like on a personal level is the young British Asians 
interacting with older white British people and that getting them understanding each other and actually 
seeing they’re not that different and we’ve got commonalities and we do things different and explaining 
that to each other, to me that’s been a really important and really essential thing. [LPM] 
 
 

6.5 Care home 

The cooks in SFH testified that the food practices in the care home had improved as a result of 

achieving the Food for Life Served Here (FFLSH) Award. They had realised an improvement in 

the quality of food prepared, savings on cost of food and reduction of plate waste.  
We looked at our food practices including food and plate waste. FFL support in this area & on portion 
sizes means we have cut down on food waste and in (turn) saved money. [FFLSH DCF] 
We hadn’t realised our eggs weren’t free range, there was a little more cost involved in changing to free 
range, but so much you wouldn’t do it for the hen’s sake! And we’d saved money elsewhere. [FLSHDCF]  
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7. Discussion 

7.1 Summary of main findings  

The purpose of this evaluation was to understand how a co-design test-and-learn whole setting 

approach to food could impact on the health and wellbeing of residents and their relatives, 

volunteers and staff in a large care setting. The findings of this evaluation will hopefully support 

programme implementers and commissioners planning the refinement or scaling out of the 

programme in care settings. 

 

Over an eighteen-month period, the Food for Life Better Care team collaborated with staff and 

residents at SFH to focus on food and food-related activities as a social experience and a bridge 

to the surrounding community. FFL BC sought a comprehensive approach, in that the 

programme was informed by a whole settings approach to consider multiple aspects of food. 

The team adopted a ‘test and learn’ approach to the programme. This involved consulting with 

residents, care home staff and others on types of activities to run, testing them out, and reflecting 

upon the learning.  

 

There were several benefits of the programme to residents, staff, residents’ relatives, schools and 

the care home itself. Thus, our analysis showed that residents derived social, affective, nutritional 

and general wellbeing benefits from the programme. Staff who engaged in the programme were 

noted to feel valued, supported and developed a higher sense of morale in the care home. 

Communication between staff and residents were observed to have improved during the 

implementation of the programme. There were testimonies from staff about residents’ relatives’ 

satisfaction of care due to residents’ exposure and engagement in the BC activities. The FFLBC 

activities had a positive impact on school pupils who visited SFH to undertake intergenerational 

growing, gardening and other food-related activities with residents. There were observed and 

reported increase in empathy for older people; counter-stereotypical behaviour towards older 

people; and development of friendships with residents through the intergenerational work.  The 

quality of food was noted to improve during implementation of the BC programme in SFH and 

management had realised savings on food cost and reduction of plate waste.  

 

These observed outcomes related to the programme were derived within particular contexts of 

the programme delivery. SFH was found to be a care home that was well-staffed with activity 

coordinators and care workers to match its large size. However, the activity coordinator role was 

sometimes perceived to prevent care workers from engaging in the programme. The presence of 

the activity coordinators made care staff perceive their engagement in the BC activities as 

peripheral to their ‘care’ responsibilities. 

 

SFH is a care home with a positive ethos towards food, demonstrated through a flexible budget 

on food and food-related activities and a team of enthusiastic cooks. However, it was sometimes 

felt that more priority was given to personal care rather than food.  

 

Key to the context of delivery of the programme was the partnerships that the programme 

established with organisations and agencies such as the CMBC, schools and local community 
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enterprises. Such partnerships facilitated intergenerational activities between SFH and its wider 

local community.  

 

Linked to the context within which the BC programme was delivered are the mechanisms or 

processes that facilitated the decisions of key stakeholders in engaging in the BC programme. 

The main mechanisms depicted from the evaluation were staff confidence, resident capacity, 

personality and mood on the day. Staff were more likely to engage in the BC programme if they 

had the confidence around food and delivery of the activities related to the programme. 

Residents’ engagement in the programme mostly depended on their physical and mental capacity 

to take part in the programme. Some of the BC activities did not fit with the personality profile 

of some of the residents; and these residents avoided taking part in the programme activities. 

Where residents’ capacity and personality were not hinderances towards their participation, their 

in-the-moment feeling still determined whether they were likely or not to take part in activities.      

 

7.2 Challenges associated with implementation of the programme 

Key constraints around implementation of the programme were around resources, organisational 

characteristics and individual and cultural challenges.  

Limited monetary budgets placed constraints on programme activities. There was also limited 

time to cover all the domains of the whole setting framework. As such, areas around staff 

capacity development could not be fully addressed, especially in the context of the prevailing 

staff working culture. The shift rotation patterns of care staff made it challenging for them to 

take part in some of the training and other programme activities. This meant that care staff did 

not have the opportunity to acquire the knowledge and develop the skills needed to implement 

the programme activities. The built environment of the care home limited the way some of the 

programme activities could be carried out; such as the indoor gardening activities and improving 

residents’ dining experiences through the ways residents’ meals were served and presented.  

 

Care staff and residents’ relatives were not willing to engage in the programme activities despite 

the flexible delivery of the programme.  SFH staff culture and attitude towards food made it 

challenging to fully engage them in the BC activities.  For most care staff and some activity 

coordinators, buy-in to the programme was low. It was felt that care staff did not perceive their 

involvement in the programme as part of their routine duties in the care home. Some activity 

coordinators did not also place high value on the programme and were therefore recalcitrant in 

engaging and promoting the programme. Multiple efforts from the programme and care home 

management to involve residents’ relatives in the programme were to no avail.   

 

7.3 Limitations of the evaluation  

There are some limitations to this evaluation. The research did not record the longer-term 

consequences of the FFLBC work at SFH but, rather, focused on the short-term processes of 

implementation and the immediate impacts. We attempted capturing the impact of the WSA 

approach on residents that are most engaged in the FFLBC activities. However, we did not 

adopt a structured approach to gathering the perspectives of residents directly. Our request to 

obtain proxy information for all residents in the care home could not be granted by the care 

home management. Nevertheless, the use of the in-depth interviews and a proxy tool for 

gathering staff perspectives helped us record staff perceptions about a purposively selected 
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number of residents at the care home towards the end of the programme. Although the study 

reports on subjective perceptions, we were able to triangulate data sources, from multiple staff 

with respect to the same activities and residents, and with programme delivery records.  

 

7.4 Implications for practice and policy 

Social and therapeutic activities would have had a greater effect if all members of staff 

responsible for care of older people (not just those given the role of coordinating activities) 

understand the importance and benefits of meaningful activity for residents and for them in their 

role as carers.  

 

It is relatively straightforward for care homes to undertake activities that support a whole settings 

approach to food in care homes. Under current conditions, pressures in the sector imply that 

strong leadership and vision is needed within the sector to produce an exemplary model of best 

practice in whole settings work.   

 

Current commissioning models place considerable constraints on food culture, social and 

therapeutic activities in care homes. Moves to localise and prioritise social value in 

commissioning would enable residents and staff teams to have greater autonomy and flexibility 

in how they influence work in this area. 

 

While the adult health and social care residential sector has improved its guidance, there remains 

a need to prioritise the social role of food and to avoid unanticipated negative consequences of a 

medicalised approach to diet and nutrition.  

 

8. Conclusion 

This report is one part of a wider set of research on the role of the Food for Life Better Care 

work with care homes in England and Scotland. The work at SFH is a showcase of 

implementing a whole settings approach to food in the context of a large care home setting 

where staff buy-in is essential to overall programme delivery. Our evaluation findings suggest 

that residents social, affective and nutritional well-being are likely to improve through the FFL 

BC whole settings approach to food when the following contextual environment is provided: 

 Care home leadership and management include clear plans and roles on food -related 

activities in the tasks and workload of care staff  

 There is available space and the built environment of the care home can accommodate 

programme activities  

 Care setting has adequate budget available for procuring programme resources    

 Staff turn-over is low, and staff shift patterns enable care staff to be available to take part 

in programme activities 

 There is a strong food ethos in the care home that prioritises food-related activities 

 

The WSA to food has beneficial impacts on residents, relatives, staff and the wider local 

community and is likely to be transferable to other care settings. The FLL BC WSA to food 

embodied ambitious aspirations to improve the place of food and food related activities for older 



26 
 

people in care settings. This is highly challenging sector to work in, but with an ageing 

population, better recognition of the voice of older people, and new visions about ageing better, 

the goals of FFLBC have been timely.  

 

 

9. References  

Main sources  

Abizanda, P., Sinclair, A., Barcons, N., Lizán, L. and Rodríguez-Mañas, L. (2016) Costs of malnutrition in 
institutionalized and community-dwelling older adults: a systematic review. Journal of the American Medical 
Directors Association [online]. 17 (1), pp.17-23 [Accessed 15 November 2018]. 
 
ADASS (2019) ADASS budget survey 2019. Available from: 
https://www.adass.org.uk/media/7275/adass-budget-survey-report-2019_sans-embargo.pdf [Accessed 
15 June 2019].  
 
Agarwal, E., Marshall, S., Miller, M. and Isenring, E. (2016) Optimising nutrition in residential aged care: a 
narrative review. Maturitas [online]. 92 pp.70-78. [Accessed 15 November 2018].  
 
Age, U. (2014) Evidence review: Loneliness in later life [online]. Available from: 
https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/reports-and-
briefings/health--wellbeing/rb_june15_lonelines_in_later_life_evidence_review.pdf [Accessed 14 April 
2019]. 
 
 Age UK (2018) New analysis shows number of older people with unmet care needs soars to record high. 
Available from: https://www.ageuk.org.uk/latest-press/articles/2018/july-2018/new-analysis-shows-
number-of-older-people-with-unmet-care-needs-soars-to-record-high/ [Accessed 15 June 2019]. 
 
Alzheimer's Society (2019) Recognising high-quality care. Available from: 
https://www.alzheimers.org.uk/get-support/help-dementia-care/recognising-high-quality-care [Accessed 
01 June 2019].  
 
Arslantas, H., Adana, F., Abacigil Ergin, F., Kayar, D. and Acar, G. (2015) Loneliness in Elderly People, 
Associated Factors and Its Correlation with Quality of Life: A Field Study from Western Turkey. Iranian 
Journal of Public Health [online]. 44 (1), pp.43-50 [Accessed 13 October 2018]. 
 
Arvanitakis, M., Beck, A., Coppens, P., De Man, F., Elia, M., Hébuterne, X., Henry, S., Kohl, O., 
Lesourd, B. and Lochs, H. (2008) Nutrition in care homes and home care: how to implement adequate 
strategies (report of the Brussels Forum (22–23 November 2007)). Clinical Nutrition [online]. 27 (4), 
pp.481-488. [Accessed 10 November 2018]. 
 
Ausín, B., Muñoz, M. and Castellanos, M.A. (2017) Loneliness, sociodemographic and mental health 
variables in Spanish adults over 65 years old. The Spanish Journal of Psychology [online]. 20 [Accessed 11 
October 2018]. 
 
BAPEN (British Association for Parenteral and Enteral Nutrition) (2016) Nutrition screening surveys in 
care homes in the UK. Report: ISBN 978-1-899467-92-0. BAPEN  
 
Brooks, R., Rabin, R. and De Charro, F. (2013) The Measurement and Valuation of Health Status using 
EQ-5D: A European Perspective: Evidence from the EuroQol BIOMED Research Programme. Springer 
Science & Business Media. 
 



27 
 

Cacioppo, J.T., Hawkley, L.C. and Thisted, R.A. (2010) Perceived social isolation makes me sad: 5-year 
cross-lagged analyses of loneliness and depressive symptomatology in the Chicago Health, Aging, and 
Social Relations Study. Psychology and Aging [online]. 25 (2), pp.453 [Accessed 10 November 2018]. 
 
Care Quality Commission (2015) Guidance for providers on meeting the regulations. Available from: 
https://www.cqc.org.uk/file/182052 [Accessed 23 May 2019] 
 
Care Quality Commission (2019) About us. Available from: https://www.cqc.org.uk/about-us [Accessed 
23 May 2019] 
 
Chappell, N.L. and Badger, M. (1989) Social isolation and well-being. Journal of Gerontology [online]. 44 (5), 
pp.S169-S176  [Accessed 10 November 2018]. 
 
Clarke, V. and Braun, V. (2014) Thematic analysis. In: (2014) Encyclopedia of Critical Psychology [online]. 
Springer, pp.1947-1952 [Accessed 12 October 2018]. 
 
Cohen-Mansfield, J., Hazan, H., Lerman, Y. and Shalom, V. (2016) Correlates and predictors of loneliness 
in older-adults: a review of quantitative results informed by qualitative insights. International Psychogeriatrics 
[online]. 28 (4), pp.557-576  [Accessed 10 November 2018]. 
 
Commission for Social Care Inspection (2006) Living well in later life. A review of progress against the National 
Service Framework for Older People., London: Commission for Healthcare Audit and Inspection.  
 
Cornwell, E.Y. and Waite, L.J. (2009) Social disconnectedness, perceived isolation, and health among 
older adults. Journal of Health and Social Behavior [online]. 50 (1), pp.31-48 [Accessed 10 November 2018]. 
 
Courtin, E. and Knapp, M. (2017) Social isolation, loneliness and health in old age: a scoping review. 
Health & Social Care in the Community [online]. 25 (3), pp.799-812  [Accessed 25 August 2018]. 
 
Creecy, R.F., Berg, W.E. and Wright, R. (1985) Loneliness among the elderly: A causal approach. Journal of 
Gerontology [online]. 40 (4), pp.487-493 [Accessed 10 November 2018]. 
 
Crogan, N.L. and Evans, B.C. (2013) The shortened food expectations–long-term care questionnaire: 
Assessing nursing home residents’ satisfaction with food and food service. Journal of Gerontological Nursing 
[online]. 32 (11), pp.50-59 [Accessed 10 November 2018]. 
 
de Boer, B., Hamers, J.P.H., Zwakhalen, S.M.G., Tan, F.E.S., Beerens, H.C. and Verbeek, H. (2017) 
Green Care Farms as Innovative Nursing Homes, Promoting Activities and Social Interaction for People 
With Dementia. Journal of the American Medical Directors Association [online]. 18 (1), pp.40-46 [Accessed 10 
November 2018]. 
 
Dunne, A. (2009) Malnutrition in care homes: improving nutritional status. Nursing and Residential Care 
[online]. 11 (9), pp.437-442 [Accessed 10 November 2018]. 
 
Dupré, C. (2011) What does dignity mean in a legal context? Available from: 
https://www.theguardian.com/commentisfree/libertycentral/2011/mar/24/dignity-uk-europe-human-
rights [Accessed 01 June 2019].  
 
Fazio, S., Pace, D., Flinner, J. and Kallmyer, B. (2018) The fundamentals of person-centered care for 
individuals with dementia. The Gerontologist [online]. 58 (suppl_1), pp.S10-S19. [Accessed 18 June 2019]. 
 
Food for Life (2018) Transforming Food Culture. Available from: 
https://www.foodforlife.org.uk/about-us/transforming-food-culture/whole-setting-approach [Accessed 
26 January 2018] 
 

https://www.foodforlife.org.uk/about-us/transforming-food-culture/whole-setting-approach


28 
 

Holt-Lunstad, J., Smith, T.B. and Layton, J.B. (2010) Social relationships and mortality risk: a meta-
analytic review. PLoS Medicine [online]. 7 (7), pp.e1000316  [Accessed 10 November 2018]. 
 
Hutchison, R. (2012) Mealtime experiences: enhancing quality of life. Nursing & Residential Care [online]. 
14 (8), pp.428-429 [Accessed 10 November 2018]. 
 
IBM Analytics (2018) IBM SPSS Software. Available from: https://www.ibm.com/analytics/data-
science/predictive-analytics/spss-statistical-software [Accessed 26 January 2018]. 
 
Isenring, E.A., Banks, M., Ferguson, M. and Bauer, J.D. (2012) Beyond Malnutrition Screening: 
Appropriate Methods to Guide Nutrition Care for Aged Care Residents. Journal of the Academy of Nutrition 
& Dietetics [online]. 112 (3), pp.376-381 [Accessed 10 November 2018]. 
 
Jansson, A., Muurinen, S., Savikko, N., Soini, H., Suominen, M., Kautiainen, H. and Pitkälä, K. (2017) 
Loneliness in nursing homes and assisted living facilities: Prevalence, associated factors and prognosis. 
Jour Nursing Home Res [online]. 3 pp.43-49 [Accessed 10 November 2018]. 
 
Jarret, T. (2018) Social care: care home market – structure, issues, and cross-subsidisation (England). House of 
Commons Library: Briefing Paper. Number 8003, 13 February 2018. 
 
Keller, H., Beck, A.M. and Namasivayam, A. (2015) Improving Food and Fluid Intake for Older Adults 
Living in Long-Term Care: A Research Agenda. Journal of the American Medical Directors Association [online]. 
16 (2), pp.93-100 [Accessed 10 November 2018]. 
 
Kuiper, J.S., Zuidersma, M., Voshaar, R.C.O., Zuidema, S.U., van den Heuvel, E.R., Stolk, R.P. and 
Smidt, N. (2015) Social relationships and risk of dementia: a systematic review and meta-analysis of 
longitudinal cohort studies. Ageing Research Reviews [online]. 22 pp.39-57. [Accessed 18 March 2015]. 
 
Larson, R.W. (1990) The solitary side of life: An examination of the time people spend alone from 
childhood to old age. Developmental Review [online]. 10 (2), pp.155-183 [Accessed 10 November 2018]. 
 
Lopata, H.Z. (1969) Loneliness: Forms and components. Social Problems [online]. 17 (2), pp.248-262 
[Accessed 10 November 2018]. 
 
Luo, Y. and Waite, L.J. (2014) Loneliness and mortality among older adults in China. Journals of Gerontology 
Series B: Psychological Sciences and Social Sciences [online]. 69 (4), pp.633-645 [Accessed 10 November 2018]. 
 
Makai, P., Brouwer, W.B., Koopmanschap, M.A., Stolk, E.A. and Nieboer, A.P. (2014) Quality of life 
instruments for economic evaluations in health and social care for older people: a systematic review. Social 
Science & Medicine [online]. 102 pp.83-93 [Accessed 10 November 2018]. 
 
Malley, J.N., Towers, A., Netten, A.P., Brazier, J.E., Forder, J.E. and Flynn, T. (2012) An assessment of 
the construct validity of the ASCOT measure of social care-related quality of life with older people. Health 
and Quality of Life Outcomes [online]. 10 (1), pp.21 [Accessed 06 September 2018]. 
 
National Institute for Health Research (2017). Advancing care: research with care homes. London: 
NIHR. Available from: https://www.dc.nihr.ac.uk/themed-reviews/care-home-research.htm [Accessed 
on 23 May 2019]. 
 
Neyens, J., Halfens, R., Spreeuwenberg, M., Meijers, J., Luiking, Y., Verlaan, G. and Schols, J. (2013) 
Malnutrition is associated with an increased risk of falls and impaired activity in elderly patients in Dutch 
residential long-term care (LTC): a cross-sectional study. Archives of Gerontology and Geriatrics [online]. 56 
(1), pp.265-269 [Accessed 10 November 2018]. 
 

https://www.ibm.com/analytics/data-science/predictive-analytics/spss-statistical-software
https://www.ibm.com/analytics/data-science/predictive-analytics/spss-statistical-software


29 
 

NICE (2013) Mental wellbeing of older people in care homes. Available from: 
https://www.nice.org.uk/guidance/qs50/chapter/quality-statement-1-participation-in-meaningful-
activity#quality-measures [Accessed 01 June 2019]. 
 
NICE (2015) Older people with social care needs and multiple long-term conditions. Available from: 
https://www.nice.org.uk/guidance/ng22/chapter/Recommendations#preventing-social-isolation 
[Accessed 01 June 2019].  
 
Noronha, M.B., Cunha, N.A., Araújo, D.A., Abrunhosa, S.F., Rocha, A.N. and Amaral, T.F. (2015) 
Undernutrition, serum vitamin B12, folic acid and depressive symptoms in older adults. Nutrición 
Hospitalaria [online]. 32 (1), pp.354-361. [Accessed 10 November 2018]. 
 
Pawson, R., Greenhalgh, T., Harvey, G. and Walshe, K. (2004) Realist synthesis: an introduction. 
Manchester: ESRC Research Methods Programme, University of Manchester.  
 
Pawson, R. and Sridharan, S. (2010) Theory-driven evaluation of public health programmes. In: Killoran A, Kelly M, 
editors. Evidence-based public health: effectiveness and efficacy. Oxford: Oxford University Press; p. 43–61. 
 
Pawson, R. and Tilley, N. (1997) An introduction to scientific realist evaluation. Evaluation for the 21st 
Century: A Handbook. pp.405-418.  
 
Peerenboom, L., Collard, R., Naarding, P. and Comijs, H. (2015) The association between depression and 
emotional and social loneliness in older persons and the influence of social support, cognitive functioning 
and personality: A cross-sectional study. Journal of Affective Disorders [online]. 182 pp.26-31 [Accessed 06 
September 2018]. 
 
PG Professional and the English Community Care Association (2006) Care Homes: through the eyes of the 
consumer. London, English Community Care Association 
 
Prieto-Flores, M., Forjaz, M.J., Fernandez-Mayoralas, G., Rojo-Perez, F. and Martinez-Martin, P. (2011) 
Factors associated with loneliness of noninstitutionalized and institutionalized older adults. Journal of Aging 
and Health [online]. 23 (1), pp.177-194 [Accessed 10 November 2018]. 
 
PSSRU (Personal Social Services Research Unit) (2018) Adult Social Care Outcomes Toolkit. University 
of Kent. Available from: https://www.pssru.ac.uk/ascot/ [Accessed 04 April 2018] 
 
QSR International (2018) Nvivo. Available from; http://www.qsrinternational.com/nvivo/nvivo-
products/nvivo11-for-windows [Accessed 26 January 2018]. 
  
Sahin, S., Tasar, P.T., Simsek, H., Çicek, Z., Eskiizmirli, H., Aykar, F.S., Sahin, F. and Akcicek, F. (2016) 
Prevalence of anemia and malnutrition and their association in elderly nursing home residents. Aging 
Clinical and Experimental Research [online]. 28 (5), pp.857-862 [Accessed 06 September 2018]. 
 
Savikko, N., Routasalo, P., Tilvis, R.S., Strandberg, T.E. and Pitkälä, K.H. (2005) Predictors and 
subjective causes of loneliness in an aged population. Archives of Gerontology and Geriatrics [online]. 41 (3), 
pp.223-233 [Accessed 06 September 2018]. 
 
SCIE (2013) Dignity in care. Available from: 
https://www.scie.org.uk/publications/guides/guide15/factors/nutrition/ [Accessed 01 June 2019]. 
 
Shah, S.M., Carey, I.M., Harris, T., DeWilde, S. and Cook, D.G. (2013) Mortality in older care home 
residents in England and Wales. Age and Ageing [online]. 42 (2), pp.209-215 [Accessed 06 September 
2018]. 
 
SROI (Social Return on Investment) Network (2013) The SROI Guide. SROI Network SROI Network 
http://www.thesroinetwork.org/publications [Accessed 26 January 2018]  

http://www.qsrinternational.com/nvivo/nvivo-products/nvivo11-for-windows
http://www.qsrinternational.com/nvivo/nvivo-products/nvivo11-for-windows
http://www.thesroinetwork.org/publications


30 
 

The Care Act (2014) Care Act 2014. Available from: 
http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf [Accessed 15 June 2019]. 
 
The King’s Fund (2018) Key challenges facing the adult social care sector in England. Available from: 
https://www.kingsfund.org.uk/publications/key-challenges-facing-adult-social-care-sector-england 
[Accessed 15 June 2019]. 
 
Thurston, R.C. and Kubzansky, L.D. (2009) Women, loneliness, and incident coronary heart disease. 
Psychosomatic Medicine [online]. 71 (8), pp.836-842 [Accessed 10 November 2018]. 
 
Tse, M.M.Y. (2010) Therapeutic effects of an indoor gardening programme for older people living in 

nursing homes. Journal of Clinical Nursing [online]. 19 (7‐8), pp.949-958[Accessed 10 November 2018]. 
 
Ulger, Z., Halil, M., Cankurtaran, M., Yavuz, B., Yesil, Y., Kuyumcu, M.E., Gungor, E., İzgi, H., İskit, A. 
and Abbasoglu, O. (2013) Malnutrition in Turkish nursing homes: a correlate of short term mortality. The 
Journal of Nutrition, Health & Aging [online]. 17 (4), pp.305-309[Accessed 10 November 2018]. 
 
Watkins, R., Goodwin, V.A., Abbott, R.A., Backhouse, A., Moore, D. and Tarrant, M. (2017) Attitudes, 
perceptions and experiences of mealtimes among residents and staff in care homes for older adults: A 
systematic review of the qualitative literature. Geriatric Nursing (New York, N.Y.) [online] 38 (4), pp. 325-
333 [Accessed 10 November 2018].  
 
Weiss, R. S. (1973). Loneliness: The experience of emotional and social isolation. Cambridge, MA, US: The MIT 
Press.  
 
Wittenberg R, Hu B (2015). Projections of demand for and costs of social care for older people and 
younger adults in England, 2015 to 2035 [online]. PSSRU Discussion Paper 2900. LSE Research Online 
website. Available from: http://eprints.lse.ac.uk/64772/ [Accessed on 23 May 2019].  
 
Yin, R.K. (2003) Case study research: Design and methods . Thousands Oaks. Sage. 
 
Young, LC and Wilkinson, IR (1989). The Role of Trust and Co-Operation in Marketing Channels: A 
Preliminary Study.European Journal of Marketing [online]. 23 (2), pp.109-122 [Accessed 10 November 
2018]. 
 

Zebhauser, A., Hofmann‐Xu, L., Baumert, J., Häfner, S., Lacruz, M., Emeny, R., Döring, A., Grill, E., 
Huber, D. and Peters, A. (2014) How much does it hurt to be lonely? Mental and physical differences 

between older men and women in the KORA‐Age Study. International Journal of Geriatric Psychiatry [online]. 
29 (3), pp.245-252 [06 September 2018].  
 

Additional sources 

Age UK Malnutrition Task Force. Available from: http://www.malnutritiontaskforce.org.uk/prevention-
programme/ [Accessed 12 May 2019]. 
 
Breuer, E., Lee, L., De Silva, M. and Lund, C., 2015. Using theory of change to design and evaluate public 
health interventions: a systematic review. Implementation Science, 11(1), p.63 
 
Greenhalgh, T., Wong, G., Jagosh, J., Greenhalgh, J., Manzano, A., Westhorp, G. and Pawson, R., 2015. 
Protocol—the RAMESES II study: developing guidance and reporting standards for realist 
evaluation. BMJ open, 5(8), p.e008567. 
 
Kiezebrink, K., & Stewart, C. (2011) Food provision within health and social care: a NHS Grampian 
perspective. Presentation. University of Aberdeen 
 

http://www.malnutritiontaskforce.org.uk/prevention-programme/
http://www.malnutritiontaskforce.org.uk/prevention-programme/


31 
 

Manzano, A., 2016. The craft of interviewing in realist evaluation. Evaluation, 22(3), pp.342-360. 
 
Salter, K.L. and Kothari, A., 2014. Using realist evaluation to open the black box of knowledge 
translation: a state-of-the-art review. Implementation science, 9(1), p.115. 
 
Wong, G., Westhorp, G., Manzano, A., Greenhalgh, J., Jagosh, J. and Greenhalgh, T., 2016. RAMESES 
II reporting standards for realist evaluations. BMC medicine, 14(1), p.96. 
 

 

Appendix 1. Interview schedule for staff and volunteers 

Thank you for agreeing to take part in this interview.  

 

1. Let’s start with your background and the role you play in the care home with regards to food. 

2. Can you tell me what is it like being involved in a whole setting approach to food in the care home? 

Prompt: what does a whole setting approach mean to you (paraphrase if not clear). 

3. What’s good about working on a whole setting approach to food? 

4. Can you give me an example of a positive experience you have had in implementing the whole setting 

approach to food? 

5. What’s not so good about implementing a whole setting approach to food here? 

6. Can you give me an example of a negative experience? 

7. What do you think are the main problems with the whole setting approach to food from the point of view 

of staff? 

8. How does carrying out a whole setting approach to food here compare to other places you have worked or 

are working? 

Thank you. 

 

 

Appendix 2. Resident Experiences of Food for Life Better Care: 
proxy tool 

 
ID code: _______________ 
 
1. About how long have you known the Resident?              ____________ 
 
2. About how long has s/he been living in the care home?  ___________ 
 
3. Do you know if the Resident has taken part in recent therapeutic food and growing activities? We’re 

focusing on activities led by XXXXX Better Care Food for Life team such as gardening outdoors, 
intergenerational activities, lunch events, and food quality work happening in the kitchen. 

 
4. What would you say they got out of these activities?  
 
5. If they have NOT taken part in these activities, do you know the reasons why?  
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6. Overall, what do you think the impact of the FFL BC activities have been?  

 Negative 
impact 

No change Positive impact Very positive 
impact 

Don’t know 

Socialising with 
other people  

     

Mood      

Mental wellbeing      

Diet and nutrition      

Enjoyment of meals 
& eating 

     

 

 

 

Appendix 3. Logic Model Care Homes  

  

 
 


