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Barriers to nutritional care for the undernourished hospitalised

elderly: perspectives of nurses

Helene Dahl Eide, Kristin Halvorsen and Kari Almendingen

Aims and objectives. To identify what nurses experience as barriers to ensuring

adequate nutritional care for the undernourished hospitalized elderly.

Background. Undernutrition occurs frequently among the hospitalised elderly and

can result in a variety of negative consequences if not treated. Nevertheless,

undernutrition is often unrecognised and undertreated. Nurses have a great

responsibility for nutritional care, as this is part of the patient’s basic needs.

Exploring nurses’ experiences of preventing and treating undernourishment

among older patients in hospitals is therefore highly relevant.

Design. A focus group study was employed based on a hermeneutic phenomeno-

logical methodological approach.

Methods. Four focus group interviews with totally 16 nurses working in one large

university hospital in Norway were conducted in spring 2012. The nurses were

recruited from seven somatic wards, all with a high proportion of older (≥70 years)

inpatients. The data were analysed in the three interpretative contexts: self-under-

standing, a critical common-sense understanding and a theoretical understanding.

Results. We identified five themes that reflect barriers the nurses experience in

relation to ensuring adequate nutritional care for the undernourished elderly:

loneliness in nutritional care, a need for competence in nutritional care, low flexi-

bility in food service practices, system failure in nutritional care and nutritional

care is being ignored.

Conclusions. The results imply that nutritional care at the university hospital has

its limits within the hospital structure and organisation, but also regarding the

nurses’ competence. Moreover, the barriers revealed that the undernourished

elderly are not identified and treated properly as stipulated in the recommendations

in the national guidelines on the prevention and treatment of undernutrition.

Relevance to clinical practice. The barriers revealed in this study are valuable

when considering improvements to nutritional care practices on hospital wards to
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• This study provides valuable
insight into nutritional care
practices related to the preven-
tion and treatment of undernu-
trition among older inpatients at
one large university hospital in
Norway.

• The barriers identified are of
importance when considering
improvements to routines and to
the quality of nutritional care
practices for the undernourished
elderly in hospital wards,
although each individual context
needs to be considered.

• This study demonstrates that
even in an affluent society as
Norway, important elements in
nutritional care seem to be miss-
ing in the hospital setting, imply-
ing that the undernourished
older inpatients are not identi-
fied and treated properly.
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enable undernourished older inpatients to be identified and treated properly.
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Introduction

The growing number of older people in developed countries

represents a major triumph in medicine and health care.

However, ageing bring its own challenges and problems

related to disease and functionality. To meet the future

demand for specialist health care, there is an urgent need to

develop strategies to resolve the major health issues of the

older population (Ministry of Health & Care services 2009,

The Norwegian Directorate of Health 2012a). Undernutri-

tion occurs frequently among the hospitalised elderly (Volk-

ert et al. 2010, Vanderwee et al. 2011) and is a major

concern because of the variety of negative consequences if

it remains untreated. Unfortunately, it is a fact that under-

nutrition is unrecognised and undertreated among the

hospitalised elderly in developed countries (Suominen et al.

2007, Volkert et al. 2010, Vanderwee et al. 2011), and

Norway seem to be no exception (Mowe & Bohmer 1991,

Norwegian Board of Health Supervision 2013). In 2009,

national guidelines were published in Norway to effectively

prevent and treat undernutrition in the health and care ser-

vices (The Norwegian Directorate of Health 2009). Several

of the recommendations in the guidelines are mandatory by

law and must, for example, be integrated into hospital

routines. According to the Norwegian Patients’ Rights Act

(Lovdata 2001), which is based on international human

rights, all patients have the right to receive treatment and

care according to their needs. For the undernourished

elderly, the right to receive adequate nutritional care is thus

regulated by law. Hence, research to explore barriers to

preventing and treating undernutrition adequately in the

hospitalised elderly is considered highly relevant.

Background

Currently, there is no clear consensus on a definition or a

gold standard method for identifying undernutrition (Strat-

ton et al. 2003, Norman et al. 2008). Malnutrition is a fre-

quently used term for undernutrition in relevant literature,

although malnutrition can be defined as a state of nutrition

in which deficiency, excess or imbalance of energy, protein

or other nutrients cause measurable adverse effects on tis-

sue, function and outcome (Stratton et al. 2003). Disease is

the major risk factor (Stratton et al. 2003, Norman et al.

2008). Moreover, many older people experience impaired

function of senses such as taste and smell, as well as oral

problems, cognitive impairment and loneliness, which can all

contribute to undernutrition (Morley 1997). Undernutrition

is associated with increased morbidity, higher mortality

rates, more complications and longer hospital stays (Stratton

et al. 2003, Norman et al. 2008), adding to the suffering of

the patients.

The Norwegian guidelines on the prevention and treat-

ment of undernutrition state that all patients in hospital

care must be screened for nutritional risk on admission to

hospital and subsequently on a weekly basis and that

patients who run a nutritional risk must be given nutri-

tional treatment (The Norwegian Directorate of Health

2009). The goal of nutritional risk screening is to identify

not only already undernourished patients but also those

who are at risk of becoming so (Kondrup et al. 2003).

Information on the patient’s nutritional status and treat-

ment must be documented in medical records and commu-

nicated in discharge letters to the next level of care (The

Norwegian Directorate of Health 2009). Treatment plans

must specify nutritional status, intake and needs, and must

be accompanied by appropriate nutritional measures that

are routinely evaluated. Suitable energy- and nutrient-rich

foods in combination with nutritional supplement drinks

are the preferred treatment, while artificial nutrition should

be considered for patients who are unable to feed them-

selves adequately.

Clearly defined responsibilities, education and training

of hospital staff, cooperation among all staff groups and

involvement of the hospital management are defined as

essential measures to effectively prevent and treat under-

nutrition in the hospital setting (Beck et al. 2001). These

measures were already in 2001 defined as major barriers

to proper food service in European hospitals in a nation-

based survey conducted by the Council of Europe, where

Norway was among the surveyed countries. To integrate

nutritional care into hospital routines has, however,

proved to be challenging in several European countries

(Mowe et al. 2006, Rasmussen et al. 2006, Bavelaar et al.

2008, Khalaf et al. 2009, Schindler et al. 2010, Tangvik

et al. 2012). A recent cross-sectional study conducted in a
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Norwegian university hospital showed that the implemen-

tation of a nutritional strategy improved overall screening

performance, but that the number of patients receiving

nutritional treatment did not increase (Tangvik et al.

2012). There seems to be a discrepancy between nutri-

tional practice and attitudes among nurses and physicians

working in Scandinavian hospitals (Mowe et al. 2006,

Lindorff-Larsen et al. 2007, Holst et al. 2009). Despite

being considered important, recommended nutritional

practice is often not carried out. For example, Holst et al.

(2009) found that 90% of the nurses had a self-reported

positive attitude towards nutritional risk screening, even

though only half the nurses actually found it to be a gen-

eral task undertaken on their wards.

Traditionally, nutrition has been a nursing responsibility,

as caring for the patients’ basic needs is a major nursing

task (Kristoffersen et al. 2011). Today, nutrition in general

is an interdisciplinary field taken care of by several profes-

sions in hospitals (The Norwegian Directorate of Health

2009). Nevertheless, by being with the patients in a 24/7

context, the nurses play an important role in both identify-

ing the need for nutritional treatment and implementing

appropriate measures. Moreover, nurses represent the larg-

est group of health professionals working in hospitals

today. The aim was therefore to identify what nurses expe-

rience as barriers to ensuring adequate nutritional care for

the undernourished hospitalised elderly. To our knowledge,

few studies with a qualitative methodology have researched

this, and no such study has previously been conducted in

Norway.

Methods

Design

A focus group study was designed and carried out in spring

2012. The study is based on a hermeneutic phenomenologi-

cal methodological approach as it aimed to explore and

interpret the lived meaning of the nurses’ own experiences

(Kvale & Brinkmann 2009). We wanted to describe the

world as experienced by them by going beyond pure

description and attempting to discover the meaning that is

not immediately apparent (Kvale & Brinkmann 2009).

According to Gadamer, knowledge and understanding are

generated in a dialectic process between the whole and its

constituent parts, whereby the researcher’s preconceptions

form one integral component (Gadamer 2004). In this

study, we strived to keep this balance and we viewed our

preconceptions as an essential part of the generation of

understanding and knowledge.

Focus groups are particularly useful when the aim is to

learn more about people’s experiences, attitudes and views

in an environment where several people interact (Kitzinger

1995, Morgan 1997). Group interactions are considered to

be an important part of the research method, and our

participants were encouraged to comment and discuss each

other’s experiences and points of view (Kitzinger 1995,

Morgan 1997, 2010). The aim was not to reach consensus

about the issues discussed but to elicit a variety of experi-

ences, attitudes and views (Kvale & Brinkmann 2009).

The moderator (first author) is a clinical dietitian with

experience from the home care services. In 2011, she wrote

a master’s degree thesis on undernutrition and older nursing

home residents. The assistant (second author) is an experi-

enced intensive care nurse. She has a master’s degree in

Nursing Science, a PhD in medical ethics and experience

from research on older patients. The project leader (third

author) is a professor and clinical dietitian, with experience

from the hospital setting and research projects.

Data collection

Setting

The study was conducted in one large university hospital in

Norway, providing healthcare services to approximately

half a million people living in urban and rural municipali-

ties. The hospital is thus responsible for a heterogenic

population, differing with respect to ethnicity and socioeco-

nomic factors. Frequent comorbidity and on average short

length of hospital stay among the elderly in Norway mean

that the nurses in general face significant challenges during

their working day (Ministry of Health & Care services

2009). On the participating hospital wards, the average

length of stay for the elderly was between two–four days in

2012. The food service at the hospital uses a cold chain

principle organised by way of several ward kitchens that

receive food transported from a central kitchen for decen-

tralised heating.

The focus groups were arranged in a quiet room at the

hospital or in a building next to it, and the participants

were offered light refreshments. We tried to promote an

open atmosphere, thereby allowing unanticipated state-

ments and personal experiences to emerge. A moderator

and an assistant were present each session.

Pilot study

A pilot study was conducted in March 2012. An interview

guide was developed in collaboration with key persons with

experience from both the hospital setting and research. Key

topics that were focused concerned the identification and
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treatment of undernutrition. As we experienced that the

participants tended to say what they ought to do in nutri-

tional care rather than what they actually did do, the inter-

view guide was modified to ask more directly for the

participants’ practical work experience and opinions. For

example, we asked the participants to think about their

own experiences and concrete situations from the daily

work on their wards, when discussing how identification of

undernourishment was carried out.

Sampling

We chose a purposive sampling procedure. Sixteen nurses

were recruited from seven somatic wards, all with a high

proportion of older (≥70 years) inpatients (Table 1). The

section nurse on each ward recruited the participants. Par-

ticipation required that the nurses had worked bedside for

the last three months in a 50% position or more on the

same ward. Totally, four focus groups were conducted,

each lasting one and a half hours, and all groups were com-

posed of nurses from different wards to obtain a broad per-

spective and to enhance discussion. The discussions were

audio-taped and transcribed verbatim by the moderator

shortly after each session and carefully checked for tran-

scription errors. The first three groups consisted of between

four–six nurses in each, while the last group comprised only

two nurses. We found that our data were sufficiently satu-

rated after the three-first groups, but we nonetheless

decided to conduct the last group to see whether the low

number of participants would allow the discussion to dee-

pen and thus encourage new knowledge to appear, a tech-

nique recommended by Malterud (2012).

Research ethics

The study was approved by the university hospital’s inter-

nal privacy commission and by the hospital management.

All participants gave their written, voluntary and informed

consent prior to participation.

Data analysis

The data generated were analysed in the three interpretative

contexts described by Kvale: self-understanding, a critical

common-sense understanding and a theoretical understand-

ing (Kvale & Brinkmann 2009). Neither the individual nor

the group statements alone were the units for analysis, but

we tried instead to seek a balance that recognised an inter-

play between these two levels (Carey & Smith 1994,

Morgan 1997).

In the self-understanding context, the researcher tries to

capture what the subjects understand to be the meaning of

their statements. To capture these perceptions, we coded

the data so that the texts’ meanings could more clearly be

seen. We chose an editing (data-based) analysis style where

the text is reorganised and coded by way of codes devel-

oped from the data itself (Crabtree & Miller 1999). Both

the assistant and the moderator read through all the tran-

scripts and field notes several times to get a sense of the

whole before they discussed and agreed upon some main

themes. Based on these themes, the moderator coded the

data (Table 2) using the qualitative software program

ATLAS.TI (ATLAS.ti version 6.2.15, [Computer software]

(1999) Scientific Software Development, Berlin, Germany).

In the critical common-sense understanding context, the

researcher goes beyond what is actually expressed, and the

meaning of what is said is interpreted by the researcher ask-

ing questions of the data. The moderator presented all the

coded data units related to a particular code together to

explore and interpret the meaning in each coded set. Main

codes were retrieved, split into subcodes, spliced and linked

together, and summaries were then made (Table 2; Coffey

& Atkinson 1996).

In the context of theoretical understanding, a theoretical

frame relevant for the study is applied to understand and

interpret the theoretical meaning of the data to generate

theoretical themes. The national guidelines (The Norwegian

Directorate of Health 2009), the regulations in the Patients’

Rights Act (Lovdata 2001) and literature on nutrition, the

elderly and ageing constituted the theoretical frame of this

study. Summaries and theoretical themes were generated by

Table 1 The characteristics of the 16 participants

Gender, n

Female 15

Male 1

Age, years

Mean 29�3
Range 23–47

Type of ward, n

Orthopaedic 3

Upper gastro 2

Lung 4

Cardiology 3

Haematology/infection 1

Neurology/endocrinology 2

Neurology/stroke 1

Experience as nurse, years

Mean 5�7
Range 1–21

Experience with older inpatients, n

Some 5

Much 11
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the moderator and discussed with the assistant and the

project leader (Table 2). The moderator also validated the

theoretical themes to the sense of the whole by re-reading

all the original transcripts.

Results

We identified five themes that reflect barriers to ensuring

adequate nutritional care for the undernourished elderly –

barriers that nurses experience in their daily work on hospi-

tal wards.

Loneliness in nutritional care

The nurses expressed a sense of feeling lonely in ensuring

nutritional care for the undernourished elderly. Although

responsibility of nutritional care was not delegated specifi-

cally to them in internal clinical guidelines, they still consid-

ered themselves responsible as no one else assumed

responsibility. They reported frustration concerning the

physicians’ low involvement and engagement in nutritional

care, and they experienced that the physicians often just

nodded to whatever they suggested. Several of the nurses

also expressed that physicians’ backing in nutritional care

made it easier to prioritise it, and physicians’ involvement

was therefore often requested:

Participant 11, focus group 3: But it sometimes actually happens

that I see physicians prescribe for example nutritional drinks and

Calogen and such like in the medical record. And then it’s, then

they’re also interested in getting it to… And then it’s actually easier

to remember it too

Clinical dietitians were reported as a useful and necessary

resource, but their availability was described as too low.

Some of the nurses were uncertain about which patients

could be referred and also reported that their involvement

sometimes resulted in too time-consuming and complex

treatment plans. When older patients were transferred from

nursing homes to the hospital, the nurses requested more

nutritional information from the nursing homes, to serve as

a point of reference for nutritional care.

A need for competence in nutritional care

The nurses reported lacking sufficient knowledge and skills

to identify and treat undernourished older patients. They

were uncertain about how to evaluate nutritional status,

estimate nutritional needs and measure energy and nutrient

intake. The published guidelines were also mostly

unknown. The concept of undernutrition seemed to be

unfamiliar to most of them, and they often used terms like

underweight, skinny and low food intake to describe it:

Participant 6, focus group 1: And also it’s that when you’re think-

ing undernutrition, you’re thinking about those skinny, skinny,

skinny persons. You don’t think so much about those who are big

and totally malnourished, and who in that sense are undernour-

ished

Several of the nurses claimed to have more competence

in initiating nutritional treatment, although they seemed to

lack skills for individualising treatment and estimating

nutritional needs and intake. One of the nurses, for

instance, stated that they always as a standard gave

2000 kcal to patients treated with enteral nutrition. The

nurses also expressed a lack of in-depth knowledge about

risk factors for and consequences of undernutrition during

illness. The nurses requested more internal courses on nutri-

tional care at the hospital, which they also believed could

remind them of its importance.

Low flexibility in food service practices

The nurses described how low flexibility in food service

practices at the hospital gave them few opportunities to

individualise meals and mealtimes for the undernourished

elderly. They reported a lack of variation in the food

Table 2 Example of how the data were structured into subcodes, main codes and theoretical themes

The coded data Subcode Main code Theoretical theme

Participant 2: It’s probably us that must take care of…. take care of it

(Participant 5: … maybe remember it), mostly, at least (is interrupted).

Participant 5: … I can gladly…I’ve experienced several times that

the patients have been lying in bed for almost a week. And, maybe

we should initiate cabiven (parenteral) treatment, because, well,

the physicians have totally forgotten about it, and I feel that

we actually must, think most about it in fact.

(Participant 4: Mm) Remember it.

Dependent on

the nurses

Lonely nursing

task

Loneliness in

nutritional care
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served, and few choices for snacks between meals. In their

experience, patients with long stays or several readmissions

were bored with the food served. Strict time limits for food

storing could also result in missed meals for patients under-

going treatment (i.e. X-ray, CT, MR). Several of the nurses

were frustrated about the complex ordering system and the

tight time limits for ordering meals and maintained that

this prevented them from using it so often:

Participant 9, focus group 2: And it’s pretty complicated to get it

done, and if you don’t do it by a certain time, then it’s kind of, if

you haven’t ordered it before half past nine … (Participant 7:Yes)

… and you ask at dinner-time, then it’s too late

A recent change that increased the time between meals

served was considered positive by the nurses, although

breakfast was still served too late. The nurses expressed

some distrust of the kitchen staff and had experienced that

they sometimes failed to serve the preferred meals ordered.

They were also frustrated about strict rules regarding giving

food to relatives.

System failure in nutritional care

The nurses reported the lack of a system to ensure nutri-

tional care for the undernourished elderly. Systematic

screening of nutritional risk on admission was clearly not

integrated into daily routines, and in general, nutritional

treatment was only initiated occasionally. There did appear

to be some routines for patients with longer stays, as these

patients were often weighed weekly. A need for a system

change in nutritional care was expressed, and the imple-

mentation of routine weight measurements on admission

was suggested. Clinical observations were in general used

to identify undernutrition rather than objective measure-

ments such as weight loss and body mass index. Conse-

quently, only the elderly who were clearly underweight or

those with a very low food intake seemed to be identified:

Participant 13, focus group 3: Well, I can say that we, we don’t

document the undernourished patients, we don’t document any-

thing about the patients on admission in order to evaluate them.

So, but we focus on…er… observing mealtimes and making sure

that they get all the meals, and then think about what we should

do if they don’t eat what you think of as normal intake. But is

there a system for it? There isn’t

The nurses reported a lack of suitable weighing appara-

tus, which made it very time-consuming to weigh patients.

Several of the nurses also claimed that they needed internal

clinical guidelines for the identification and treatment of

undernutrition. Inadequate documentation routines made it

difficult for the nurses to trust what was written about

nutrition in the patients’ medical record, which in their

experience often resulted in over-documentation on, for

example, food intake. Weight was also recorded at different

places.

Nutritional care is being ignored

The nurses experienced that nutritional care was given little

attention in the hospital. Hectic working days, focus on

acute illness treatment and short hospital stays resulted in a

neglect of nutritional care. The nurses described the hospi-

tal setting as reductionist, where the health professions are

so specialised in their medical fields that nutritional care is

being ignored. Only if the nutritional problems were an

important factor for the patient’s medical condition would

there be focus on such care. Weight measurements were

also mainly taken for reasons other than ensuring nutri-

tional care, for example, to control the fluid balance:

Participant 4, focus group 1: Well, actually I experience that our

physicians are mostly concerned about operating on the patients.

When the patients have had the operation and the X-ray is fine,

and they’re mobilized and done with treatment, and they’re under-

nourished, then that isn’t something we’re supposed to treat. No

The nurses expressed difficulty in raising the priority of

nutritional care compared to other nursing activities due to

a high workload and short stays in hospital, which also

affected the quality of such care. Relatives were therefore

seen as a resource for feeding the patients. Nutritional sup-

plement drinks were described as a way of doing something

in hectic working days, although they knew the patients

often did not drink them. Some of the nurses reported

sometimes feeling relieved when patients rejected meals, as

they saved time. The nurses described a high focus on hos-

pital discharge, and no allowance made for longer stays just

to see a clinical dietitian. They also reported that shorter

stays made them feel less responsible for nutritional care,

especially if the patient lived in a nursing home.

Discussion

The described barriers reveal that important elements in

nutritional care seem to be missing in clinical practice,

despite the fact that several of the recommendations in the

national guidelines are mandatory by law. As a result,

undernourished older patients may not be given adequate

nutritional care in line with their needs, which can lead to

poor patient outcomes and increased suffering for the

patients. Every patient has a basic human right to have
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their nutritional needs met, and it is unacceptable that such

fundamental needs are not fulfilled.

The nurses mentioned few barriers specifically related to

the patients’ age apart from poor appetite and the need for

feeding assistance. The described barriers were more depen-

dent on the hospital structure and organisation and on low

nutritional competence among the nurses themselves, which

correspond to the barriers identified by the Council of Eur-

ope in 2001 (Beck et al. 2001). Clearly, the nurses sought

after a change in the nutritional care practices at the hospi-

tal, and the barriers identified are of importance when con-

sidering improvements to the quality and routines for

nutritional care for the undernourished elderly.

Assignment of responsibility

Despite the fact that nutrition is a multidisciplinary field that

often involves several health professions in hospitals, the

nurses in our study experienced that they mostly stood alone

in ensuring nutritional care, which is consistent with a com-

parable study where the nurses described a lack of support

from other colleagues (Khalaf et al. 2009). Our results show

that the nurses and the other health professions’ responsibili-

ties and roles related to such care should be more formally

defined. The lack of proper instructions and of assignment of

responsibility means that nobody is clearly accountable for

the patients’ nutrition, and undernourishment is more likely

to be left unrecognised and undertreated (Beck et al. 2001,

Kondrup et al. 2002, Mowe et al. 2006, Ross et al. 2011).

Moreover, poor cooperation among all hospital staff groups

has been defined as a common barrier to good nutritional

practice (Beck et al. 2001, Ross et al. 2011) as it may result

in inadequate nutrition in the chain of care. Interdisciplinary

work among health professionals is also pointed out in white

papers and health regulations as vital to meet the complex

needs of the elderly (Lovdata 2001, Ministry of Health and

Care services 2009, 2013).

Knowledge and skills

The nurses in our study reported that they generally found it

difficult to identify undernutrition and estimate nutritional

status, needs and intake. They often used terms like under-

weight, skinny and low food intake to describe undernour-

ishment, which corresponds to the expression the ‘thin ones’

used in Khalaf et al. (2009). Insufficient knowledge in iden-

tifying and treating undernutrition has been self-reported as

the most common cause for inadequate nutritional practice

in a survey among physicians and nurses working in Scandi-

navian hospitals (Mowe et al. 2008). A general need for

increased nutritional knowledge in the health and care sec-

tor has been stated in a number of political documents in

Norway since the 1970s (The Norwegian Directorate of

Health 2012b). There is a lack of proper education in nutri-

tion in most healthcare education programmes (Ministry of

Education and Research 2012), as well as a low number of

clinical dietitians working in hospitals and in the community

(The Norwegian Directorate of Health 2012b). Knowing

that adequate nutritional status has an exclusive impact on

treatment outcome, and viewed in the light of a specific

focus on patient safety and quality in the healthcare services,

it is alarming to see that nutritional competence is given

such low priority in the hospital setting.

Individualising meals

Other qualitative studies have reported that nurses are often

busy with other tasks, such as documentation and medica-

tion, rather than giving assistance in eating (Kowanko et al.

1999, Xia & McCutcheon 2006, Khalaf et al. 2009, Ross

et al. 2011). Although the nurses in our study regarded

helping and motivating the patients during mealtimes as

important, a distinct lack of resources and time resulted in

them prioritising the most sick and needy patients. The

nurses also reported that low flexibility in the food service

practices made it difficult for them to individualise meals

and mealtimes for the patients. Other qualitative studies

have also shown that access to food outside mealtimes is

often limited in hospitals (Kowanko et al. 1999, Ross et al.

2011). The Norwegian regulations for setting priorities

states that basic care such as nutrition is always to be given

priority if the patients are in need of care to accomplish

adequate nutritional status (Ministry of Health and Care

services 1997). This priority seemed to be almost impossi-

ble for the nurses in our study to practise.

Hospital management

The hospital management has the overall responsibility for

creating optimal environments for the hospital staff so they

can ensure nutritional care for their patients (Beck et al.

2001, The Norwegian Directorate of Health 2009). Holst

et al. (2009) found a significant association between wards

with a well-organised structure for nutrition and a good

nutritional practice. The nurses in our study expressed frus-

tration regarding the established structure and the organisa-

tion of nutrition, which made it more difficult for them to

identify and treat the undernourished elderly. Consequently,

they sought a change in nutritional care practices to

improve the routines and quality. It is interesting to note
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that strongly recommended practices were not sufficiently

integrated into the hospital routines, which is in accordance

with other studies that have researched nutritional care

practices in European hospitals (Mowe et al. 2006, Ras-

mussen et al. 2006, Bavelaar et al. 2008, Schindler et al.

2010). Moreover, the fact that best practices and national

guidelines are not followed in the clinical setting to ensure

what is best for the patients is of moral concern.

The acute hospital setting

The average length of stay is currently decreasing in Norwe-

gian hospitals due to the Coordination Reform (Ministry of

Health and Care services 2009). Several of the nurses in our

study experienced that short stays contributed to a neglect

of nutritional care and that the responsibility was therefore

often transferred to municipal health care. Similar results

have been reported by Khalaf et al. (2009) and Ross et al.

(2011), the latter found that the nurses felt powerless to pri-

oritise nutrition in the acute hospital setting and that other

medical problems were addressed first. Khalaf et al. (2009)

also revealed a denial of the existence of undernourishment,

which could hinder the nurses from discussing or even find-

ing out that patients were undernourished. We found that

nutritional care was ignored, which might be seen as a

denial of the existence of and the responsibility for nutri-

tional care in a hospital setting. The high turnover in hospi-

tals should not lead to the misconception that nutritional

care is not important, and in a hospital setting, it is unac-

ceptable that undernutrition is not properly identified and

treated (Kondrup et al. 2003). As undernutrition may play a

major role in increased complications, expected short stays

might very easily become long stays if undernutrition is not

adequately prevented and treated, resulting in more suffering

for the patients and more resources spent on health care.

Methodological considerations

In qualitative research, the goal is to enhance the under-

standing of the phenomenon being studied (Kvale & Brink-

mann 2009). Hence, the results from this study cannot be

generalised, but they may have transferability to similar

contexts (Malterud 2001). The sample size is small, and all

the nurses were recruited from one hospital. However, the

hospital is large and provides healthcare services for a het-

erogenic population, covering about 10% of the Norwegian

population. The barriers identified in this study reflect the

nurses’ perspectives, and other barriers may have been

expressed if we had arranged groups of other health profes-

sions. The researchers’ preconceptions have a major influ-

ence on the entire qualitative research process (Malterud

2001). To ensure a rigorous representation of results, both

the moderator and the assistant were involved in the analy-

sis, and the results were discussed with the project leader.

At the end of each session, the assistant also offered a brief

summary of the discussion, which the participants were

invited to comment on. Focus group studies are often criti-

cised for not taking group interactions into account in the

analysis (Kitzinger 1994). Although group interactions are

essential to produce focus group data, they might not con-

stitute the data themselves (Morgan 2010). Group interac-

tions were not part of the aim in this study and were

therefore not incorporated in the analysis. It can be chal-

lenging to preserve the individual experiences in a group

context, which are essential in qualitative research based on

a hermeneutic phenomenological methodological approach

(Bradbury-Jones et al. 2009). In our study, we arranged

small groups and structured them relatively high to ensure

that everyone had the opportunity to speak (Bradbury-Jones

et al. 2009). Moreover, all participants had a common pro-

fessional background so that they would feel more comfort-

able when sharing their experiences and points of view

(Morgan 1997, Bradbury-Jones et al. 2009).

Conclusion

This study provides information about barriers experienced

by nurses who work bedside on hospital wards in relation

to ensuring adequate nutritional care for the undernour-

ished elderly. Five barriers were identified: loneliness in

nutritional care, a need for competence in nutritional care,

low flexibility in food service practices, system failure in

nutritional care and nutritional care is being ignored. Nutri-

tional care at the university hospital clearly has its limits

within the hospital structure and organisation, but also

regarding the nurses’ competence. The described barriers

reveal that important elements in nutritional care seem to

be missing in clinical practice, implying that the undernour-

ished elderly are not identified and treated properly. The

results are worrying as screening and treating undernutri-

tion can in general improve patient outcomes and be cost-

effective. Future studies should focus on how nutritional

care practices can effectively be improved in the hospital

setting so that undernourished older patients are identified

and treated according to their needs.

Relevance to clinical practice

This study provides a valuable insight into the nutritional care

practices related to the prevention and treatment of

© 2014 The Authors. Journal of Clinical Nursing Published by John Wiley & Sons Ltd
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undernutrition among older patients at one large university

hospital in Norway. The results imply a significant need for a

greater focus on nutritional care so that undernourished

elderly can be identified and treated properly as stipulated in

the recommendations in the national guidelines on the preven-

tion and treatment of undernutrition. Other studies that have

researched nutritional care practices in European hospitals

show similar results, which indicates that a fundamental part

of patients’ basic needs is not prioritised in the hospital setting

today. This is of imperative clinical and moral concern. The

barriers identified and illuminated are important to consider

when improving routines and the quality of nutritional care

for this group of patients. However, each context must be con-

sidered individually as this study cannot be generalised.
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