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Abstract
Purpose: Feeding assistance is commonly used to alleviate mealtime difficulties and decrease risk. It is unclear how to best support
the transition from independence to assisted feeding across the lifespan. The purpose of this exploratory study was to examine
attitudes toward feeding assistance among healthy younger and older adults.
Design: Qualitative study.
Methods: A total of 17 younger and 19 older adults were interviewed following a simulated feeding (assisted and self-feeding)
experience. Comments were coded for sensation (physical/emotional) and sentiment (positive/negative/neutral) and analyzed
for common themes.
Findings:All participants commented primarily on the physical aspects of feeding assistance. Younger adults weremore likely than
older adults to make negative comments, particularly as related to the loss of independence. All participants indicated difficulties/
differences with the feeding process stemming from their own preferences not being realized.
Conclusions/Clinical Relevance: Although all adults value independence in the aging process, younger adults may more nega-
tively view receiving feeding assistance as a loss of independence. This suggests the need to redefine autonomy in the presence
of increased dependence. It is also necessary to individualize the feeding process in order to incorporate individual identity into
eating. Promoting interdependence as the consequence of feeding assistance, rather than dependence, can help support this time
of transition and promote patient well-being.
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Introduction

Feeding assistance is a commonly employed clinical tech-
nique. Cognitive, physical, and/or sensory impairments
experienced by many patients often result in functional
limitations that necessitate such assistance. Data suggest
that at least 25%–55%of all nursing home residents require
some level of feeding assistance (Dey, 1997; Harris-Kojetin
et al., 2016; Steele, Greenwood, Ens, Robertson, &
Seidman-Carlson, 1997). Among hospitalized older adults,
up to 70% require assistance (Tsang, 2008), with one in
three elderly acute stroke patients being dependent for
eating (Unosson, Ek, Bjurulf, von Schenck, & Larsson,
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1994). Over 50% of stroke rehabilitation patients have
been found to be unable to eat without assistance, with
nearly half being totally dependent for feeding (Westergren,
Karlsson, Andersson, Ohlsson, & Hallberg, 2001). Finally,
17% of informal caregivers nationwide provide feeding
assistance at home (Donelan et al., 2002).

Although often used to alleviate mealtime difficulties
and prevent eating risks, feeding assistance is associated
with a variety of potentially harmful consequences. Feed-
ing dependency has been associated with malnutrition
(Chavarro-Carvajal, Reyes-Ortiz, Samper-Ternent, Arciniegas,
& Gutierrez, 2015), increased aspiration pneumonia risk
(Langmore, Skarupski, Park, & Fries, 2002; Langmore
et al., 1998), eating difficulties (Poels, Brinkman-Zijlker,
Dijkstra, & Postema, 2006), loss of body cell mass
(Unosson et al., 1994), and weight loss (Tamura, Bell,
Masaki, & Amella, 2013). The loss of feeding-related
proprioception can also alter typical eating-related mouth
patterns (Shune, Moon, & Goodman, 2016). Dependence
for activities of daily living, including eating, has also been
associated with decreased subjective well-being, self-
confidence, sense of control and value, and quality of
life and increased feelings of conflict, struggle, and
www.rehabnursingjournal.com 97

s. Unauthorized reproduction of this article is prohibited.

mailto:sshune@uoregon.edu
http://www.rehabnursingjournal.com


98 Feeding Assistance Attitudes S. E. Shune
stigmatization (Iwarsson & Isacsson, 1998; Kayser-Jones
& Schell, 1997; Strandberg, Norberg, & Jansson, 2003).
Such physical and psychosocial risks may be partially at-
tributable to the need to reconfigure a new “normal” pat-
tern of eating that, for many, requires a renegotiation of
roles based on co-constructed physical and social patterns be-
tween the patient and care provider (Martinsen, Harder, &
Biering-Sorensen, 2008).

Eating and food-related activities are intricately tied
to identity, reinforcing individuals’ connections to their
social networks and to themselves (Mintz & Du Bois,
2002; Plastow, Atwal, & Gilhooly, 2015). Furthermore,
eating-related activity is an integral marker of “normality”
in the presence of chronic illness, and eating difficulties
can increase the impact of disease severity and influence
functional outcomes (Klinke, Wilson, Hafsteinsdóttir, &
Jónsdóttir, 2013; Perry & McLaren, 2003). Thus, it is
not surprising that the transition toward feeding depen-
dence is challenging. In addition to coping with a new
medical diagnosis that prompted the change in function-
ing (e.g., an acute condition [stroke or spinal cord injury],
a degenerative progression [dementia]), these individuals
find themselves suddenly requiring help with tasks they
have been completing independently since childhood. There
is also a risk that such help does not correspond with an
individual’s own self-image, further exacerbating the situ-
ation and leading to decreased life satisfaction (Bogart,
2014; Martinsen et al., 2008).

It is unclear how to best support this transition in or-
der to optimize the eating experience and alleviate the
negative consequences associated with feeding assistance.
It has been suggested that a model of interdependence,
rather than dependence, is important to emphasize
(Martinsen et al., 2008; Williams & Wood, 1988). As
part of this model, individuals’ sense of control is en-
hanced when care is provided in the context of a mutual
or reciprocal relationship, supporting the reconciliation
between themselves and their physical dependencies
(Bogart, 2014; Cordingley &Webb, 1997; Roe, Whattam,
Young,&Dimond, 2001; Sixsmith, 1986). In otherwords,
the co-construction of a new feeding process that mutually
relies on both individuals (interdependence), rather than a
feeding process being driven by the “nondependent” care
provider (dependence), appears to support this transition.
However, much of this literature base has been with older
adults, particularly older adults already receiving care. It
is not known whether this model can be appropriately
generalized to others. Asmuch of this research is becoming
dated, it is also unclear whether it continues to represent
the current generation of older adults. Furthermore, youn-
ger adults make up a substantial proportion of patients
who may suddenly require feeding assistance, and the
Copyright © 2020 by the Association of Rehabilitation Nurse
average age of certain “age-related diseases” (e.g., stroke)
continues to decrease (Chen, He, & DeVivo, 2016; Kissela
et al., 2012; Mozaffarian et al., 2016). Perceptions re-
garding receiving care likely also change once individuals
begin receiving care and thus do not offer insight into the
premorbid, baseline perceptions that patients already pos-
sess. Relatedly, impairments in language and cognition
that often co-occur with feeding/nutritional impairments
and increased dependencemay limit the ability for these in-
dividuals to express their opinions once there is a need for
feeding assistance (e.g., Roque, Salva, & Vellas, 2013;
Wotton, Crannitch, & Munt, 2008).

To proactively support the transition to feeding assis-
tance, it is necessary to characterize current attitudes to-
ward receiving such assistance across the lifespan prior
to the necessity of care. The purpose of this exploratory
qualitative studywas to characterize these attitudes among
healthy younger and older adults following an assisted
feeding experience.
Methods

Participants

Participants (N = 36) were self-rated healthy, community-
dwelling adults: 17 younger adults (Mage = 24.2 years,
SD = 3.8; 10male) and 19 older adults (Mage = 76.0 years,
SD = 4.8; 11 male). Demographic data are presented in
Table 1. All participants had normal or corrected vision
and hearing; normal oral motor and upper extremity
function; normal oral, facial, and upper extremity sensa-
tion; a Mini-Mental State Examination score of ≥26;
and a negative history of confounding medical, neurolog-
ical, or musculoskeletal disease and medication use that
could influence neurological and/or motor function. Pur-
posive sampling techniques were used to recruit partici-
pants, and all participants were recruited from the local
community via posted flyers and university e-mail listservs.
All participants signed written informed consent prior
to participation.

Task Procedures and Data Set

The data for the current study were collected as part of a
larger mixed-methods study examining the impact of age
and preoral (proprioceptive, exteroceptive) sensation on
eating behaviors that is described in detail elsewhere
(Shune&Moon, 2016; Shune et al., 2016). The institutional
review board at the participating institution approved all
procedures. Briefly, participants consumed food and drink
under various sensory loss conditions. These included self-
feeding and assisted feeding conditions given the presence/
absence of vision and audition. After eating under the
s. Unauthorized reproduction of this article is prohibited.



TABLE 1 Participant demographics

Variable Younger Adults Older Adults Total

n 17 19 36
Age, in years, mean (SD) [range] 24.2 (3.8) [18–30] 76.0 (4.8) [70–85] 51.6 (26.6) [18–85]
Education, in years, mean (SD) [range] 16.5 (2.5) [11–20] 17.7 (2.9) [13–21] 16.9 (3.1) [11–21]
Female gender, n (%) 7 (41.2%) 8 (42.1%) 15 (41.7%)
Caucasian race, n (%) 15 (88.2%) 19 (100.0%) 34 (94.4%)
Hispanic ethnicity, n (%) 1 (5.9%) 0 (0.0%) 1 (2.8%)
Right-handedness, n (%) 16 (94.1%) 17 (89.5%) 33 (91.7%)

Note. n = number; SD = standard deviation.
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multiple conditions, a subset of the participants from the
larger study participated in semistructured interviews that
lasted between 10 and 30minutes regarding their opinions
on and feelings toward the experience. All task proce-
dures, including the interviews, were conducted in a re-
search laboratory within a university building and were
video-recorded for later analysis. All interviewswere con-
ducted by the author (S. S.), a certified speech-language
pathologist and doctoral candidate at the time of data
collection, who was not known to the participants prior
to their participation.

The interviews were guided by a list of questions to
be covered (see Table 2); however, conversations were
allowed to stray from the guide if appropriate and rele-
vant. Participants also frequently commented throughout
the study procedures (i.e., between tasks). Although no
specific attempt was made to elicit feedback during the
simulated eating experience itself, these informal com-
ments were included in subsequent analyses as further de-
scribed below. Data collection continued until the topic
was saturated; in otherwords, data saturationwas reached
when no new themes were revealed in the interviews.

Discourse was transcribed and analyzed across the
entire session for both the participant and the researcher.
Transcription was completed using a three-stage process
(Duff, Hengst, Tranel, & Cohen, 2008). First, audio
portions of the videotaped sessions, including utterances
and audible sounds, were transcribed with unintelligible
TABLE 2 Semistructured interview guide

Main Focus

Overall, how did that experience feel?
How did the four different conditions feel to you?

Did any of the conditions feel more difficult?
Tell me about differences between when you were feeding yourself an
when you were being fed.

Would you like to add anything else that you feel might be relevant that w
have not discussed?

Do you have any other comments, questions, or concerns regarding th
current study?

Copyright © 2020 by the Association of Rehabilitation Nurse
utterances marked. Next, the original transcriber added
gestures that contributed unique content (e.g., facial ex-
pressions indicating displeasure) from the video and made
any corrections to the audio content of the transcript.
Lastly, a second transcriber watched the video, with the
original transcriber as needed, to generate a final transcript
that reflected any corrections or additions made according
to discussion between the two.
Data Analysis

Interview data were analyzed following an inductive the-
matic analysis procedure (Braun & Clarke, 2006). The
qualitative portion of this study was designed to under-
stand participants’ experiences with eating under differ-
ent sensory conditions, particularly when being fed. In
other words, the objective was to provide a participant-
informed description of this experience or description of
the phenomena itself. Therefore, more generic qualitative
researchmethods (“qualitative description”) were used in
which an explicit set of theoretical assumptions in the form
of the known qualitative methodologies did not guide the
analysis (e.g., Sandelowski, 2010). Qualitative description
is not without a guiding philosophy and draws from the
general tenets of naturalistic inquiry (Sandelowski, 2000).

All analysis was performed by a team of two research
assistants and the author. Following initial readings of
the transcripts, a subset of data-derived thematic codes
Probe for

Specific examples
Specific examples and comparisons between the conditions
Use reflective listening and summarizing as appropriate/needed
If so, how/why?

d Specific examples Use reflective listening and summarizing as
appropriate/needed

e

e
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TABLE 3 Emerging themes related to feeding assistance based on
70 comments stated by younger and older adult participants

Younger
Adults

Older
Adults Total

% (n)a % (n)a % (n)a

Negative comments as related
to being fed
Valued independence 23.3 (7) 2.5 (1) 11.4 (8)
Named difficulties with
being fed

36.7 (11) 30.0 (12) 32.9 (23)

Positive comments as related
to being fed
Enjoyed being fed 3.3 (1) 2.5 (1) 2.9 (2)

Neutral comments as related
to being fed
Named differences with
being fed

3.3 (1) 15.0 (6) 10.0 (7)

Felt everything was fine 33.3 (10) 50.0 (20) 42.9 (30)
n = 30 n = 40 N = 70

aMany participants stated multiple comments within a single theme; therefore,
the counts reflect a total greater than the sample size.
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relevant to the purpose of the current investigation was
identified and described. Manual coding of the entire
data set then proceeded using a three-phase consensus
coding procedure. First, a primary coder identified all
eating condition-related comments, including the begin-
ning and ending boundaries of each comment, and charac-
terized the sentiment (positive/negative/neutral) and sensation
(physical/emotional) of each comment. Physical sensa-
tions were defined as those tied to the body or the state
of the body (e.g., moving the mouth differently; swallow-
ing more times per bite). Emotional sensations were de-
fined as those tied to a mental state or feeling (e.g., feeling
like a child when being fed; sympathizing with nursing
home patients). Individual comments could be coded with
more than one sensation, but each comment received only
one sentiment code. It was also documented which eating
condition(s) each comment was referring to (e.g., being fed
in general, being fed in the absence of vision and hearing).
Next, a secondary coder reviewed the transcripts, noting
agreements and disagreements with the first-phase bound-
aries and codes. The two initial coding passes resulted in
88.9% agreement between the two coders. Coding differ-
ences were primarily attributable to episode boundaries
and the addition of new episodes coded in the second
pass, with few disagreements on sentiment and sensation
codes. Disagreements between the first and second coding
passes were resolved through discussion and consensus.
The boundaries and codes were finalized by the primary
and secondary coders with a consensus coder. In order to
further characterize participants’ attitudes and perceptions
related to feeding assistance, all comments were then ana-
lyzed for common themes across responses.

Multiple steps were completed to ensure data fidelity.
To promote dependability and trustworthiness of the find-
ings, weekly peer debriefing and the creation of an audit
trail or a step-by-step process of data collection and analysis
procedures (Creswell, 2008) were employed. All research
team members completed code cross-checking, which
allowed for cross-validation of coders’ data interpreta-
tions. Furthermore, the majority of coding was completed
by the two research assistants who were considered to be
unbiased coders as they did not conduct any of the inter-
views and they were not involved in study design. Al-
though member checking was not completed, reflective
listening and summarizing techniques were used through-
out the semistructured interviews themselves to further
ensure data accuracy.

Results

Overall, participants made 112 unique comments about
the eating conditions (53 and 59 comments by younger
and older adults, respectively). Of these, 70 addressed
Copyright © 2020 by the Association of Rehabilitation Nurse
being fed and/or self-feeding (30 and 40 comments by
younger and older adults, respectively) and were selected
for further analysis.

Feeding assistance comments produced by all partic-
ipants were predominately physical (82.8% and 79.5%
of the total comments for younger and older adults, re-
spectively). For the purposes of the current analyses, sen-
timents were classified based on assisted feeding (i.e., a
positive comment about self-feeding was coded as a neg-
ative comment about assisted feeding). Although similar
patterns were observed in the distribution of sensations
between the groups, differences emerged with regard to
sentiments. Older adults weremore likely tomake neutral
comments (65.0% and 36.7% of the total comments for
older and younger adults, respectively), whereas younger
adults were more likely to make negative comments
(60.0% and 32.5% of the total comments for younger
and older adults, respectively). One participant in each
group made a positive comment about assisted feeding
(3.3% and 2.5% of the total comments for younger and
older adults, respectively).

Five specific themes were identified within the three
overarching sentiments associated with feeding assistance
(see Table 3). Negative comments subdivided into two
themes, one related to independence and the other related
to difficulties associated with being fed. Overall, both
younger and older adults described many difficulties en-
countered while being fed as compared to self-feeding
that frequently related to decreased naturalness and coor-
dination (e.g., “I just, like, knowmy own speed of how to
angle my glass…it wasn’t as natural”; “I didn’t know if I
s. Unauthorized reproduction of this article is prohibited.
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was supposed to drink all of it or when to stop…”; “It
made it more difficult…because you had to kinda move
[your mouth] differently than you do normally”). These
often stemmed from differences between how they would
normally feed themselves or “want to be fed” and how
they were actually fed (e.g., “You had to do something
different than how you prefer”). However, younger
adults were more likely than older adults to discuss inde-
pendence, commenting on how dependency was difficult
(e.g., “I don’t think I can ever be dependent on some-
body”; “I wasn’t really in control”) and how it evoked
negative emotions (e.g., “I felt like an infant”).

Neutral comments also subdivided into two themes,
one encompassing named differences related to feeding
status and one encompassing a general expression of
“feeling fine.” Participants frequently commented that
being fed felt fine, providing no further description. They
also described differences between being fed as compared
to self-feeding that did not appear to have any underlying
positive or negative sentiment (e.g., “I felt like I swallowed
less [number of] times when I fed myself…just different”).
Overall, older adults were more likely to make neutral
comments of both types as compared to younger adults.
Of interest, although younger adults indicated strongly
negative attitudes toward being fed, including when think-
ing of their future selves as previously described, many
older adults more neutrally indicated that feeding assis-
tance was likely to eventually occur (e.g., “I was just think-
ing that, I’m 85, people are going to be feeding me one
day”; “I mean that is a long time, seven or some years be-
fore I will have to have that happen”).

Two participants, one younger adult and one older
adult, indicated some level of enjoyment with being fed
(“It was nice to be fed”; “It was fun”). Both of these indi-
viduals also made additional comments that fell into the
other sentiment categories.
Discussion

This study aimed to investigate attitudes toward feed-
ing assistance in healthy younger and older adults, partic-
ularly after an assisted feeding experience. Overall, the
majority of comments made by both groups related to
physical aspects of feeding and eating. Furthermore, al-
though older adults weremore likely tomake neutral com-
ments about assisted feeding, younger adults were more
likely to make negative comments, especially as related
to independence.

The findings that younger adults viewed feeding as-
sistancemore negatively may be reflective of broader neg-
ative views toward aging and disability. According to
aging stereotypes, older adulthood is viewed as a period
Copyright © 2020 by the Association of Rehabilitation Nurse
of frailty, disability, illness, and dependence. In Western
culture, the independence and vitality of early and middle
adulthood is cherished (e.g., “the young grow up”) whereas
older adulthood is framed within the metaphor of child-
hood and viewed as a regression (e.g., “the old go down-
hill”). Research has indicated that 80%of younger adults
fear old age, with two-thirds citing loss of independence
and poor health as primary concerns (Hockey & James,
1993). Older adults and aging simulations can induce
anxiety in younger adults, potentially due to the reminder
of what may or will happen to everyone eventually
(Greenberg, Schimel, & Martens, 2002; Rittenour &
Cohen, 2016). Overall, younger adults demonstrate ex-
plicit preferences for younger as compared to older adults
(Chopik & Giasson, 2017). Given this perceived link be-
tween aging, disability, and ultimate mortality, it is not
surprising that younger adults would be more resistant
to increasing dependency. It is plausible to suggest that
this link strongly contributes to younger adults’ increased
desire for independence, reflected here as an increase in
independence-related negative comments.

Although older adults view independence as a prior-
ity, their more neutral sentiments toward receiving feed-
ing assistance observed here may be attributable to changes
in life views and social behavior. Older adults admit that
some degree of dependence is inevitable with age, and
their desire for independence is mostly an “illusion”
(Sixsmith, 1986). Such a state of inevitability was reflected
in the older adults’ comments; even when participants did
not view themselves as needing feeding assistance in the
near future, many indicated that it would (definitively)
happen one day. Furthermore, it has been proposed that
perceived limitations on time with advancing age (mortal-
ity) result in a shift toward seeking out feeling-related goals
linked to the obtainment of more immediate emotional
gratification (socioemotional selectivity theory; Carstensen,
1992; Carstensen, Fung,&Charles, 2003). Receiving assis-
tance provides increased opportunities for social interaction
and physical contact, two activities that the socioemotional
selectivity theory posits becomemoremeaningful in older
adulthood given their ability to provide satisfaction in the
“here and now.” Thus, it is possible that beyond just
accepting the inevitability of feeding assistance to meet a
physical need, older adults may be more tolerant of such
assistance given that it can serve an emotionally meaning-
ful purpose. Although both younger and older adults value
independence, older adults may emotionally benefit when
accepting some level of dependence. In other words, re-
ceiving feeding assistance may actually be beneficial for
older adults beyond just meeting their immediate physical
needs and opportunity for increased social engagement
during mealtimes should thus be emphasized.
s. Unauthorized reproduction of this article is prohibited.
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It is essential to understand how independence is de-
fined. Two concepts that emerged in the comments of the
younger adults here and that are reflective of previous
findings in older adults are (1) the ability to perform a
task alone and (2) autonomy and decision-making capac-
ity (Bell & Menec, 2015; Sixsmith, 1986). In the current
study, all participants experienced loss of independence
for the transport of food to the mouth and the physical
feeding process. However, the younger adults in particu-
lar expressed negative sentiments regarding loss of free-
dom and autonomy or their decision-making capacity
(e.g., it was difficult to not be in control; it felt like being
an infant). The ability to retain control through choice
and reciprocity in the relationship between a care pro-
vider and care recipient is part of themodel of interdepen-
dence thought to ease the transition to receiving assistance
(Roe et al., 2001; Sixsmith, 1986). The results here suggest
that, particularly for younger adults, addressing feelings
of lost autonomy is critical for successful interdependence.
This is especially important as younger adults have the
potential for greater lifetime burden of disability.

Eating is intricately tied to an individual’s identity. It
is therefore necessary that the process of assisted feeding
led to an individualized, co-constructed, and coordinated
pattern between the patient and the care provider. This
meets the needs of patients wanting their own values
aroundmeals to be realized; theywant to recognize them-
selves in mealtime routines and rituals (Martinsen et al.,
2008; Milte et al., 2017). Such a theme was reflected
among both the younger and older adults (e.g., “I wasn’t
really in control of amount or…speed at which I wanted
to eat my food”; “You had to do something different than
how you prefer”). This desire further ties into the mainte-
nance of aspects of independence despite requiring feed-
ing assistance: By maintaining freedom of choice (e.g.,
what and when to eat, how food is presented), the conse-
quence of feeding assistance does not become dependence,
but rather a new pattern of interdependence. Here, the pa-
tient is fully recognizable as a mutually important member
of the feeding process. Higher disability self-efficacy is as-
sociated with increased life satisfaction (Bogart, 2014).
Despite needing extensive assistance, individuals can still
have high disability self-efficacy if they believe in their
abilities to participate in and manage desired tasks by,
for example, effectively directing a caregiver and making
their own mealtime decisions. However, although care-
givers frequently want to individualize feeding-related
care and often do make these adjustments, there fre-
quently is tension between the importance of these tasks
and the low priority they are assigned as compared to
other care-related responsibilities (Martinsen & Norlyk,
2012). Thus, the integration of individuals’ own eating-
Copyright © 2020 by the Association of Rehabilitation Nurse
related patterns and preferences into assisted feeding is
not only essential but must also be fundamentally valued.

A few limitations of the current study are worth
noting. First, participants were interviewed specifically
about eating conditions that were presented in the con-
text of a research study, which did not replicate a
completely natural mealtime setting. Furthermore, all
participants were fed by a research assistant who was
not trained in providing feeding assistance. Thus, it is
possible that the experience did not fully capture a de-
pendent feeding situation and that other feelings related
to feeding assistance were not evoked (e.g., most com-
ments were physical in nature). To build on this, future
studies should use a more naturalistic setting and/or focus
on additional attitudes toward feeding assistance (e.g., hone
in on the emotional experience).

It is also necessary to discuss the limitations involved
with using a simulated experience as a proxy for the real-
world experiences of individuals who have aged into or
acutely sustained disability. The results of the current
study may not accurately represent the range of attitudes
that individuals who require feeding assistance have to-
ward the process, particularly when feeding assistance be-
comes a necessity for obtaining adequate nutrition/
hydration. However, the intention of the current investi-
gation was to characterize the premorbid attitudes that
can contribute to shaping these individuals’ later experi-
ences and thatmay (partially) explain the previously iden-
tified negative consequences of feeding assistance. As
recognized in the International Classification of Function-
ing, Disability and Health, personal factors that are not a
part of a health condition or health state play a role in dis-
ability and can ultimately impact intervention outcomes
(World Health Organization, 2001). These factors, in-
cluding premorbid attitudes, likely play an influential role
in how an individual grieves, copes, and adapts given an
acquired disability. Thus, this exploratory study provides
a first step in broadly outlining those factors that may in-
teract with assisted feeding, providing a foundation for
future studies in this crucial area.
Conclusion and Implications for Nursing Practice

In summary, this study suggests that healthy younger and
older adults differ in their baseline attitudes toward feeding
assistance; whereas older adults view the process more
neutrally, younger adults have a more negative view of
such assistance. Such findings indicate the need to further
investigate the potentially differing clinical needs between
younger and older adults who require feeding assistance.
It may be especially important for younger adults to disen-
tangle the perceived link between aging, mortality, and
s. Unauthorized reproduction of this article is prohibited.



Key Practice Points
• The results of this study suggest that healthy younger and
older adults differ in their baseline attitudes toward
feeding assistance.

• On the basis of a simulated feeding experience, healthy
younger adults viewed receiving feeding assistance more
negatively than older adults and viewed eating-related
dependency as difficult.

• The findings that younger adults viewed feeding
assistance more negatively may be reflective of broader
negative views toward aging and disability.

• Both younger and older adults want their preferences
recognized during assisted feeding. In order to optimize
the eating experience given feeding assistance and foster
feelings of patient autonomy, it is necessary to
individualize the assisted feeding process for all adults.
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disability in order to emphasize continued autonomy and
empowerment in the presence of feeding dependence. De-
fining the steps necessary for this process and identifying
facilitators that can be used in clinical practice should be a
focus of future research. Furthermore, in order to optimize
the eating experience given feeding assistance and foster
feelings of patient autonomy, it is necessary to individualize
the assisted feeding process for all adults, promoting inter-
dependence between patients and care providers.

This emphasis on individualized care is well aligned
with current models for professional rehabilitation nurs-
ing that include competencies such as delivering patient-
centered care, implementing interventions based on best
evidence to manage disability and/or chronic illness, pro-
moting health and preventing disability, and fostering
self-management (Association of Rehabilitation Nurses,
2014). Central to these competencies is utilizing a collab-
orative approach to planning and delivering care that
takes into account a patient’s values, beliefs, and culture.
Through such a patient-centered approach, patient self-
efficacy is also incorporated, yielding increased capabili-
ties for achieving the highest quality of life in the presence
of chronic illness and/or disability. Eating is fundamental
not only to an individual’s daily life but also to an individ-
ual’s own identity. Thus, targeting patient-centered feed-
ing and eating practices needs to become prioritized in
rehabilitation nursing practice. In order to optimize the
eating experience given feeding assistance and foster feel-
ings of patient autonomy, it is also necessary to individu-
alize the assisted feeding process for all adults. Such an
approach necessitates a better understanding of relevant
personal factors, including premorbid attitudes and indi-
vidual preferences, which appear to vary across the
Copyright © 2020 by the Association of Rehabilitation Nurse
lifespan. Identifying ways to support the transition from
being fully independent and operationalizing the steps
needed tomove toward amodel of interdependence during
eating and feeding will ultimately improve quality of care,
patient outcomes, and patient well-being.
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