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Letter to the Editor
Way of delivering food in hospital to improve nutrition

To the Editor

Hansen et al. wrote a very interesting paper on a new way of
delivering food in hospital by a buffet system.1 Along with this, the
most important aspects that we can detect are the existence in Den-
mark of widely adopted guidelines to screen people admitted to
a hospital with a very reliable tool, as it is the nutritional risk score
(NRS-2002),2 and the availability of three different menus according
to special requirements (fat-energy of 30% or 40%) and nutritional
risk (fat-energy of 50%).3 Unfortunately, only 50% of patients at nutri-
tional risk (NRS-2002� 3) ordered the correct menu and interest-
ingly for those taking <50% of the energy requirements about 90%
came from the main courses.1 We would like to discuss some points.

The choice of a buffet system in a hospital is not just a way of
delivering food but it appears as a promising solution to improve
nutritional risk all over Europe. Although in Denmark only a hot
course is served (dinner), in many others European countries (e.g.
Italy) at least one hot first-course and one hot main course are
served both at lunch and at dinner. Accordingly, if the food
provided is more tasty, given the trend to take most of the energy
from the main courses, oral intake might be consistently increased.
This is what we suggested in a recent issue of the journal when
emphasizing the precious role of the catering service leading chef
in improving nutrition in a hospital.4

However, in these countries a buffet system seems to be expen-
sive way, and very difficult to sustain, when costs usually need to be
reduced. Thus, although snacks appear scantly consumed, they
become an important resource and the use of energy-dense
formula might probably be enforced in this catering model. Never-
theless, it should be very interesting to know if Hansen et al. have
considered possible external factors biasing the assessment of
intakes. It is our experience that, unsatisfied of hospital food,
some people like to have some food taken from relatives and not
to declare it, fearing to be prohibited to.5 Accordingly, if patients
had some snacks from home they might have refused what was
provided by the hospital.

Along with this, it should be recognized that the study by Hansen
et al. is more consistently focused on the system used rather than on
the features of the population recruited. Indeed, some patients suffer
more frequently from conditions affecting normal intake. Geriatrics
might experience many problems according to dysphagia and
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cognition. Orthopaedics, apart from the first days after surgical proce-
dures, usually have less difficulties. Moreover, general medicine
patients frequently present with gastrointestinal complications,
cancer and so hyporexia/anorexia, thus making intakes compromised.
Finally, it should be very interesting to focus on whether people can
eat by themselves or need help and if this can increase food intake.6

Sometimes, feeding can take more than 30 min and fatigue can lead
to a suspension of this important appointment.

Future analyses concerned with the systems of food delivery
should probably consider also these factors in order to improve
nutrition in the population admitted.

Conflict of interest

All authors certify that there are no affiliations with or involve-
ment in any organization or entity with a direct financial interest in
the subject matter or materials discussed in the manuscript.

Funding sources

None.

References

1. Hansen MF, Nielsen MA, Biltz C, Seidelin W, Almdal T. Catering in a large hospital
– does serving from a buffet system meet the patients’ needs? Clin Nutr 2008;27:
666–9.

2. Kondrup J, Allison SP, Elia M, Vellas B, Plauth M. ESPEN guidelines for nutrition
screening 2002. Clin Nutr 2003;22:415–21.

3. Pedersen A, Ovesen L. Recommendations for food in public institutions in Denmark.
Copenhagen: Danish Ministry of Food and Agriculture; 1999.

4. Pedrolli C, Cereda E. Facing hospital malnutrition: when will we understand that
a precious ally lies in our catering service leading chef? Clin Nutr 2008;27:479–80.

5. Education. Dealing with hospital complaints. General Practitioner 2008;4:34.
6. Walton K, Williams P, Bracks J, et al. A volunteer feeding assistance program can

improve dietary intakes of elderly patients – a pilot study. Appetite 2008;51:244–8.

Emanuele Cereda*

International Center for the Assessment of Nutritional
Status (ICANS), University of Milan, via Botticelli 21,

20133 Milan, Italy
� Corresponding author. Tel.: þ39 02 503 16079;

fax: þ39 02 503 16077.
E-mail address: emanuele.cereda@virgilio.it

Carlo Pedrolli
Dietetic and Clinical Nutrition Unit, Trento Hospital, Trento, Italy

5 September 2008
utrition and Metabolism. All rights reserved.

https://core.ac.uk/display/187818378?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
mailto:emanuele.cereda@virgilio.it
www.sciencedirect.com/science/journal/02615614
http://intl.elsevierhealth.com/journals/clnu

	Letter to the Editor
	Way of delivering food in hospital to improve nutrition
	To the Editor

	Conflict of interest
	Funding sources
	References


