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Abstract

Hospital food service does not operate in isolation but requires the co-operation and
integration of several disciplines to provide the ultimate patient experience. The
objective of this research was to explore the antecedents to patient satisfaction and
experience, including the service element.

Accordingly, focus groups were conducted with doctors (n=4), nurses (n=5), ward
hostesses (n=3), and patients together with their visitors (n=10) while open ended
interviews were conducted with the food service manager, facilities manager, chief
dietitian, orthopaedic ward dietitian and chief pharmacist.

Themes centred on ‘patients’, ‘food service’ and ‘meal times’ and results show that food
quality, particularly temperature and texture, are important factors impinging on patient
satisfaction, and the trolley system of delivery is an acceptable style of service. Service
predisposition demonstrates little relevance to patient satisfaction towards the overall
meal enjoyment. A theoretical model has been developed that identifies hospital food

service in a cyclic relationship with the community Primary Health Care team.

Introduction

Patient meals are an integral part of hospital treatment and the consumption of a

balanced diet, crucial to aid recovery. Even so, it is well established that up to 40% of
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patients may be undernourished on admittance to hospital; a situation which is not
always rectified during their stay (McWhirter and Pennington, 1994).

The importance of hospital food service and the use of food as treatment are not new
and can be traced back to one of the earliest medical works, the ‘Hwang Ti Nei-chang
SuWen’ (the Yellow Emperor’s Classic of Internal Medicine, 722-721 B.C.) (Cardello,
1982). Concern with the role food may play in the recovery of patients was also
highlighted by Florence Nightingale who wrote in her ‘Notes on Nursing’ in 1859, that
‘The most important office of the nurse, after she has taken care of the patients’ air, is
to take care to observe the effects of his food” (Nightingale, 1859).

The relevance and importance of patient meal service, when compared with many
clinical activities, is not always appreciated and is often seen as an area where
budgetary cuts will have least impact. The provision of a food service system which
optimises patient food and nutrient intake in the most cost effective manner is therefore
seen as essential. The budget for hospital food varies between National Health Service
(NHS) Trusts' in England and Wales but ranges from £1.50 to £8.40 per person per day,
for three meals, seven beverages and snacks if desired. Notwithstanding, patient
satisfaction shows no relationship to the cost of providing and the type of food service
method adopted, using criteria of extent of choice, whether meals are appetising and

how they are served (Audit Commission, 2001).

Hospital food service can present especially complex features and is often considered to
be the most complicated process in the hospitality sector with many interrelated factors
impinging upon the whole (Wilson et al., 1997). The siting of hospital wards, often at
considerable distances from the kitchen, adds an additional logistics burden and in
consequence, a long stream of possible delays between production, service, delivery and
consumption (Kipps and Middleton, 1990). This stretched, continuous and staggered
food cycle has potential negative effects on the safety and quality of food (Barrie, 1996)
and presents a challenge to any hospital food service manager.

Access to a safe and healthy variety of food is a fundamental human right. Proper food

service and nutritional care in hospitals has beneficial effects on the recovery of patients

! A Trust may be a single large hospital but generally incorporates a group of hospitals in a geographical
area.



and their quality of life (Kondrup, 2004). The number of undernourished hospital
patients is unacceptable and leads to extended hospital stays, prolonged rehabilitation

and unnecessary costs to health care (Kyle et al, 2005).

An essential component in successful catering management is customer satisfaction;
however, in a hospital setting, this is a complex phenomenon and influenced by many
factors. The public generally view hospitals as institutions and institutional catering has
a reputation for being poor (Bender, 1984). The negative image of hospital food is
widespread and is therefore not necessarily related to the food itself (Cardello et al.,
1996). This was demonstrated by assessing the anticipated acceptability and the
expected quality of twelve food items commonly served in institutional and other food
service settings. Food prepared and served at home received the highest rating while
responses to hospital food clustered at the lowest ratings along with airline food
(Cardello et al., 1996). Food presentation, food variety and physical setting were the
primary factors contributing to consumers’ negative perception and attitude towards

institutional food.

Hospitalisation can be traumatic and therefore personal interaction is important as
opposed to simply having a meal ‘dropped off” (Lavecchia, 1998). Positive attitudes
expressed by staff can influence intake and significantly add or detract from a patient’s
mealtime experience (Engell, 1996). Bélanger and Dubé (1996) found that patients
perceive and benefit from the emotional support they receive from staff. Moreover they
transfer this ‘added value’ to their satisfaction judgements. Satisfaction is not a
universal phenomenon and patients will derive differing amounts of pleasure from the
same hospital experience. However, consumer satisfaction is in the customer’s mind

and may or may not conform to the reality of the situation.

The hospitality product does not just comprise ‘goods’ and ‘services’ but is an amalgam
and other components are present that could be described as ‘quality factors’. It could
be argued that satisfaction really comes from the peripherals that surround the core
service (Pine and Gilmore, 1999). Some studies report that food quality is the most
important indicator for satisfaction (Dubé et al., 1994; O’Hara et al., 1997; Lau and
Gregoire, 1998; Hwang et al., 2003) while other studies suggest that ‘interpersonal’ or

service aspects are the most pertinent (DeLuco and Cremer, 1990; Gregoire, 1994;



Bélanger and Dubé, 1996). In reality, satisfaction with a hospitality experience is a sum
total of satisfactions with the individual elements or attributes of all the products and

services that make up the experience. It could be said that consumers even make ‘trade-
offs’, weakness in one attribute is compensated by strength in another (Pizam and Ellis,

1999).

Hence, patient satisfaction is a complex phenomenon that is influenced by many factors
but is an essential component in successful food service management in this
environment. Subsequently, a conceptual model, presented at Figure 1, was devised to
provide a framework for further investigation. It was built from consideration of the
literature and relationships are highlighted between the accountability of hospital
management towards optimal nutrition and appropriate policy. Furthermore, patient
satisfaction with foodservice is identified as a product of expectation and perception.
Malnutrition is a factor increasing morbidity, length of stay and expense (Jeejeebhoy,
2003); hence any specific improvements in foodservice practices can be measured.
Regardless of the serving system used, close collaboration between relatives; nursing,
dietetic and foodservice staff is essential. This study formed part of a larger research
programme and was designed to enhance and validate information already gathered. A
criticism of questionnaires within hospitals is that the positive responses received are
sometimes belied by detailed dissatisfactions contained in patients’ qualitative
descriptions of their experiences (Avis et al, 1995). Therefore a case study approach
was taken involving mixed methodologies which allowed elucidation of the complex
nature of hospital food service and allowed investigation of the interactions and
linkages involved in the process. The objective of this part of the research was to

explore the antecedents to satisfaction and experience, including the service element.
Insert figure 1 here

Hospital food service does not operate in isolation but requires the co-operation and
integration of several disciplines to provide the ultimate patient experience.
Accordingly, stakeholders such as medical staff, food service staff, dietitians, hospital
managers, pharmaceutical staff, patients and visitors were consulted to identify factors

contributing towards patient satisfaction and to elucidate patient meal experience.



Methodology

A NHS hospital was identified in the South of England where a bulk trolley system of
food delivery was in place. The hospital selected for the case study serves
approximately 800 meals at each main meal using a four week menu cycle and was

allowed £1.98 per patient per day (July 1999) for food and beverage costs.

At breakfast there was a choice of white or brown bread, the option of fruit juice,
porridge and cereal. For lunch, the first course was characterised by ‘home-made’ soup
or fruit juice. Main courses comprised sandwiches, meats, fish and vegetarian meals
with carbohydrates as accompaniment. There were five choices of main course and a
potato dish was offered every day; with creamed potato the most frequent option.
‘Milky’ puddings and ice cream were available for dessert at lunch time. For the
evening meal, fruit juice or soup were offered, however this time, dried soup powder
was used. There were five choices of main course, including a vegetarian option,

followed by dessert, which could be a trifle/mousse/ice cream or cheese and biscuits.

Data were collected from the Orthopaedic ward. This ward was identified with the help
of medical staff as the most suitable in that; these patients are more likely to stay longer,
their medical condition would not interfere with food consumption, they are capable of
independent judgement, and are highly critical, as evidenced by past surveys conducted
by the food service manager. It was concluded that research findings would then have
implications for the rest of the hospital as these patients are the most difficult to satisfy.
The ward selected was also the final ward for trolley service delivery and therefore the

research setting would constitute the worst case scenario for food acceptability.

Four discrete focus groups were conducted with doctors (n=4), nurses (n=5), ward
hostesses (n=3), and patients together with their visitors (n=10) while open ended
interviews were conducted with the food service manager, facilities manager, chief
dietitian, orthopaedic ward dietitan and chief pharmacist. Sampling was purposive, that
is directed towards stakeholders, and data collected until saturation point, thereby giving

credibility to the study.

A research protocol, informed from a review of the relevant literature and the

conceptual model, was developed with the main issues around patient satisfaction and



meal experience being explored. This is presented at Appendix 1. Spontaneous dialogue
covered themes considered important to respondents and this information was
incorporated into the theoretical model. Focus groups took place on the ward and lasted
approximately half an hour due to operational issues in a busy working hospital, while
open ended interviews were conducted in the respondent’s office and again lasted for
approximately half an hour. Patients were representative of the patient population on the
orthopaedic ward and included males and females in the age range 66-84 years with
length of stay > 7days. All managers had been in post longer than two years. Views and

opinions were eagerly expressed and tape-recorded.

Data Analysis

Interviews were transcribed verbatim in their entirety to facilitate analysis. The analysis
of text was completed by NUD*IST (Non-numerical Unstructured Data Indexing
Searching and Theorizing)”, a computer assisted qualitative data analysis software
package together with the researchers own knowledge and understanding to confirm
themes.

Unlike quantitative data analysis programs such as SPSS, which are widely accepted,
concerns have been voiced regarding the appropriateness of using a computer to analyse
qualitative script (Bryman, 2001). It has been suggested that the fragmentation process
of coding text into sections risks decontextualising data and as a result the narrative
flow of interview transcripts may be lost (Bryman, 2001). However, other researchers
argue that this type of software makes coding and retrieval faster and more efficient;
moreover it also allows the analyst to consider possible connections between codes
(Creswell, 1998). It additionally enables less personal bias in interpreting data and

allocating codes.

In essence, the NUD*IST program uses the philosophy of content analysis as a research
tool and there are several examples within the context of hospitality research where this
type of technique has been used (Brotherton, 1999; Jones, 2003). Content analysis is
particularly relevant when trying to establish meanings and patterns within text. In this

research, it was used to find factors relating to patient satisfaction, together with factors

? This programme can be downloaded from the distributor’s internet site: http://www.scolari.co.uk



regarding hospital food service, that were most important to the people who are most

involved.

Coding was directed by the literature and based on the conceptual framework, allowing
for developing themes to be incorporated. A hierarchical flagging system was
established from which theory was developed. Authenticity is ensured by including raw

narrative within discussion.

Results
Transcripts were analysed and the tree diagram generated by NUD*IST is presented in

Figure 2.

(insert figure 2 here)

Patient Care
All clinical stakeholders were in accord, that there should be a nutritional policy
framework and that this should be under the auspices of the nursing directorate,

‘...a clinical champion is needed for food’ — chief pharmacist
‘...an advocate (voice) is required at directorate level” - dietitian and nurse

The two dietitians agreed that their function is more of an advisory service and they feel
undermined in their role towards patient care. They have responsibility without
authority as recommendations are made but not always implemented. It was agreed by
medical staff that the management of nutritional care was not joined- up and
communication was a problem particularly between hospital and primary health care
teams. Patients are admitted to hospital, often compromised nutritionally, and discharge
information is not always followed up. The failure to recognise malnutrition is
exacerbated by the lack of nutrition screening including the regular weighing of patients
on admission and discharge. Nursing staff expect the ward hostess to inform them of
patients experiencing difficulties, however robust monitoring of patient food and fluid
intake is compounded by the division of duties on the ward. The hostess delivers the

meal and checks patient status but domestics collect the used trays with little



communication between the two. One solution suggested by a ward hostess was for
these activities to be part of hand-over between duty teams so that they could be
proactive in patient care. Nursing staff dismissed this idea as it was considered to be

inappropriate and time consuming.

Patient Satisfaction

Medical and catering staff identified that patients are becoming more demanding and
more critical. Generally though, patients thought the quality of food was better than
expected and when asked to recount ‘the best meal experience in hospital’, answers
reflected the importance to patients of correct temperature and food quality.

‘...my best hospital meal experience was where the food was just like at home, hot, and

we ate it sitting around a table’ - patient

There was no mention in patient responses of empathy and/or service delivery
attributes. The ward hostesses confirmed that the main complaints from patients refer to
the temperature and texture of the food. Patients commented on their preference for

traditional food, such as,
¢...chicken and mushroom pie, fish and chips and roast dinner’

This was endorsed by the food service manager who said that a popular dish in this
hospital is pilchard salad. Another idea under discussion within this hospital is the use

of branded foods for items such as coffee and soup.

‘...patients would feel safe and secure, know what they were getting — rather like a

comfort blanket, hopefully this would improve satisfaction’ — food service manager

Patients were quite enthusiastic about this suggestion and felt that they would have trust
in a known product. Those patients who had experienced both the plate and trolley

system of food delivery commented that they much preferred the latter.

‘“There is usually sufficient choice. I much prefer this method of distribution to the

menu system because you cannot foresee how hungry you will be’ — patient



There was also endorsement from dietitians and nursing staff who agreed that the trolley
system of delivery did allow for greater patient/server interaction. A common theme
from patients was their inability and difficulty in providing feedback to the catering
staff. The perception was that food was prepared some distance away by anonymous
people who rarely came on the ward. Dissatisfaction was also expressed with the menu

system where items were described without interpretation.
‘Description on the menu does not fit reality’ - patient

‘I don’t understand what a B.L.T. sandwich is or macedione of vegetables’- patient.

Meal Times

The potential of protected meal periods, food service uninterrupted by medical staff,
was greeted with enthusiasm by patients and hostesses,

‘...we are all falling over each other in the morning — what with the blood lady, nurses

and consultants’ — hostess

but with caution by medical staff. Ambience of the ward was discussed and it was

agreed by patients and medical staff alike that music would disturb,
‘...patients may become confused particularly the elderly’ - doctor

However, the opportunity to sit and eat a meal in company was welcomed especially by

visitors,

‘...eating with others is a good idea — a social thing, it’s bad enough being in hospital’

— visitor

Food Service Management

The main theme with regard to food service management was the fragmentary nature
and difficulty of communication between the kitchen and wards. Food service managers
have to rely on kitchen porters for the delivery of food to the ward, ward staff have
difficulty in communicating with food service staff and dietitians/doctors are reliant on

nurses to communicate any concern regarding patients. There was agreement that the



post of hospital food service manager was essential to oversee the whole meal process
from kitchen to consumption.

Financial constraints are a prominent part of the concern of the food service and
facilities managers, with budgets continually being reduced and not ‘ring-fenced’

(protected).

Patients are willing to make a payment towards the ‘hotel facilities’ that hospitals offer,
if it would mean improved food provision. However, the food service manager is

reluctant to agree as he felt that this would make the patient even more critical.

Food Service Staff
The food service manager was enthusiastic in the potential for dedicated food service
staff who could be trained to,

‘sell the product’ ‘reduce wastage’ and ‘tempt jaded palates’

Food wastage forms (ERIC — Estates Return Information Collection, 2001) (NHS
Estates, 2001) are used as a measure of consumer satisfaction, and wards where there

are hostesses, demonstrate less waste and greater patient satisfaction.

Hostesses see their role as carers and feel their allegiance is towards the ward, whereas
paradoxically, the food service manager felt this role was 60% food service and 40%

carcr.

Discussion
A theoretical model of hospital food service has subsequently been developed and
refined, reflecting data gathered during the case study and issues raised. This is

presented at Figure 3 and discussion ensues relating primary and secondary research.

(insert figure 3 here)

Primary Health Care team
The monitoring of nutritional status should commence within the community with the
Primary Health Care Team, to ensure ‘medically fit” patients on admission for ‘routine’,

elective surgery. Conversely, it is also crucial that patients are discharged nutritionally
10



robust and that this state is maintained within the community. Organised contact
between hospital and community needs to be established and communication needs to
be such, that the ‘patient journey’ is considered as a totality. Both the literature review
and results from this study show that communication is fragmentary. A
recommendation made within The Council of Europe Resolution (Council of Europe,
2003) identifies this concern and has advised that regular contact between the hospital
and primary health care sector be established. It has been suggested within the literature,
and this was subsequently built into the conceptual model, that the profile of hospital
food service is linear in that input equals output. However, the present research would
dispute this simplified approach and argues that the relationship proactively involves the
Primary Health Care team. The association is more aligned to a cyclical relationship
with admission to hospital a temporary bridge and input from the Primary Health Care

team crucial.

Patient Monitoring

It is a fundamental right and expectation from both patients and their relatives that care
will be monitored on a regular basis and this includes food intake and clinical status.
Time commitments and the burden of paper work are poor excuses for absolving these
duties which have been reinforced by the United Kingdom Central Council for Nursing
(1997). Standards have been developed by ESPEN (European Society of Clinical
Nutrition and Metabolism) that endorse the screening of all patients on admission
together with continual monitoring. However, research demonstrates that these
standards are not fulfilled and there is a large discrepancy between medical staff

attitudes and reported practice (Mowe et al, 2006).

While in hospital, observation of the meal service should be undertaken on a routine
basis and become part of the patient information record, stored in the case file. There is
a need for an evidence-based screening tool which is easy to apply and easy to interpret.
There needs to be a balance between a simple method, which may be less accurate but
uncomplicated and therefore probably will be used, and a more accurate, but more

complex method which might not be used (Council of Europe, 2001).

Weight for height, (BMI) is not a definite measurement of undernutrition, but it is a

useful indicator, and measurement over time provides an indication of changes in

11



patient status (Vlaming et al, 1999). However, it is often extremely difficult to weigh
patients particularly when they are infirm, unable to stand or bed-bound. The solution
could be as simple as incorporating a ‘strain gauge’” into a hospital bed. Sensitivity and
resolution could be set to + 0.5kg and when attached to a circuit, the device could
continuously measure the weight of a patient whilst supine. This would be an efficient
and non-invasive method of patient monitoring without impinging on staff time and
resources. Changes in weight would be automatically recorded and patients would not
be required to get out of bed (essential in the orthopaedic ward).

Food intake should also be recorded in the case notes of those patients who are
considered vulnerable. For accurate information, the whole process needs to be
supervised by one person from food delivery to plate collection. The suggestion from a
ward hostess of being part of patient hand-over appears to be a logical, convenient and
relatively simple way of ensuring good communication and it is unfortunate that the role
of hostess is perceived as unskilled and lowly.

Patient monitoring has been highlighted in the literature as a crucial step in the detection
of malnutrition and in the maintenance of patient status (Schwartz and Gudzin, 2000).
Notwithstanding, screening should not be considered in isolation but should be linked to

a pathway of care (Rasmussen et al, 2006).

Patient Satisfaction

The consideration of patient’s expectations and perceptions should have particular
significance in shaping the objectives of any food service operation. Expectations were
matched by the trolley service of delivery and hence a corresponding level of
satisfaction was achieved.

Food Quality

Unfortunately hospital food service has an image problem, before even tasting it
patients generally expect poor quality (Beck et al., 2001); previously described as
‘institutionalised stereotyping’ (Cardello et al., 1996). Food quality attributes,
particularly temperature and texture have been demonstrated in this case study to have a
critical effect on patient satisfaction. Although service features were not a high priority

from a patient perspective, it has been suggested that staff attitudes can be as crucial as

3 strain-gauge - a device whose electrical resistance varies in proportion to the amount of strain or weight
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food temperatures (Jackson, 1997). Results from this study agree with other research
showing that the service predisposition of NHS staff is such that the food service
experience is mostly satisfactory (Lee-Ross, 1999; Hwang et al., 2003), and therefore it
can be concluded that food quality is the driving factor for satisfaction.

Food Service System

Patients expressed satisfaction with the trolley style of delivery and certainly there is
more opportunity for patient/staff interaction and nurture. However, one instance was
observed in a ‘close to discharge bay’, where the presence of nursing staff is infrequent,
a nurse performed a medical procedure during food service. The potential for cross-
contamination is evident, adding weight to the argument of employing dedicated food
service employees. The benefit of ward hostesses has also been demonstrated by factors
such as reduced food wastage and less need for sip feeds (Waite et al., 2000) together
with increased patient satisfaction (Gledhill, 2000; NHS Estates, 2003).

In any food service programme, perceptions of freshness can greatly affect how patients
rate the overall meal (Doucette, 1999). If patients can choose their food just before they
eat it, this greatly enhances their perception of the item’s freshness and influences
satisfaction; perceived control and patient empowerment have also been shown to
strongly influence patient satisfaction with food services (Bélanger and Dubé¢, 1996;
Faulkner, 2001). This research supports the suggestion that where patients have
increased involvement with the process of food service such as in the trolley system of
delivery, satisfaction is increased.

Meals

The main problem, as observed in this study, is the lack of structure and priority given
to food service both pre and post operative; clinical considerations taking precedence. In
some hospitals, such as acute, prioritising clinical care might be appropriate. However,
for rehabilitation and elective surgery, food should gain a higher priority and become
embedded in the concept of an integral part of treatment. Meal times need to be
protected so that meals can be enjoyed, free from interruption as one would expect in
any hospitality situation. Much was made by patients regarding food that was easily
recognisable and traditional. When in hospital, there is a need for familiar meals that

remind patients of home; complicated, sophisticated dishes are not well received.
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Interactive Menu

Menus are an important tool for the food service manager as they are the first point of
contact with the patient and can be used both for communication and marketing
purposes. However, if not easy to read or interpret, a negative message can be
portrayed. A touch screen facility with a direct link to the catering facilities is being
considered at the case study hospital, as all patients have access to bedside televisions.

This will enable patients to preview dishes available and then select as required.

Feedback and Communication

Hospital food service requires a policy, framework, manager and representation at Trust
Board level. There needs to be a continuum from kitchen to consumption, with
emphasis on hospitality and quality. Feedback and communication in this hospital is
fragmentary at best and not actioned at worst. There is a dependence on informal
dissemination of information without structure, reflecting the multi-disciplinary nature
of the service and stakeholders. Ultimately, it is the patients who are disadvantaged;
whose health ironically, is the focus of attention. Poor communication and relationship
conflict have been identified in the literature as a cause for concern (Riddiford et al.,
2000) and it has been suggested that organisational research should be conducted within
hospital food service to assess and improve the communication between different staff

disciplines (Council of Europe, 2003).

Hospital Food Service Manager

A lack of clearly defined responsibilities has been identified in the management of
nutritional care together with fragmented cooperation between different staff groups
(Council of Europe, 2001). There is insufficient description of responsibilities and as a
consequence there is reliance on the task being achieved without a strategy in place for
achievement. The uniqueness of hospital food service is that the primary objective is to
provide direct, individualised, total nutritional care and as such it needs to be controlled
and orchestrated. A failure at any point negates the system. Collaboration and co-
operation needs a central co-ordinator, a hospital food service manager who has remit
for the entire process from kitchen to consumption, and a position or voice at least at

board level. Greater emphasis has been given to the role of food in clinical outcomes
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and as such, needs to be reflected in the organisation of hospital management (Council

of Europe, 2003).

Food service departments are usually seen as part of facilities in European hospitals
rather than as an integral part of patient treatment and the trends are towards contracting
this out. This emphasises the requirement for a competent purchaser who can verbalise
and describe what is required. Guidelines and standards need to be developed with
sufficient detail in contracts to encompass the requirements of all patients (Council of

Europe, 2003).

Conclusion

If factors impinging on hospital food service are considered holistically, there is a
cyclical relationship, in that responsibility for nutritional status commences and
concludes in the community with the Primary Health Care team. Admission to hospital
is a temporary occurrence and a bridge between the two, and as such it is important that
complete nutrition is maintained. A simple screening tool together with regular
monitoring would ensure that patient nutrition did not deteriorate. Towards this aim, a
manager is required to orchestrate the process within the hospital environment and
oversee the whole operation, if channels of open communication are to be achieved.
Patient satisfaction and, therefore, morale is crucial in the healing process and, as has
been shown, food quality attributes are important factors impinging on satisfaction
together with the style of service. Other issues raised by patients during discussions are

the welcoming of protected periods and branded products.

Feedback is a perceived problem, not just from a patient’s perspective but from other
stakeholders too. Communication needs to be more transparent and regular meetings
held with representatives at an operational level. With more informed individuals and
better hospital food service, the incidence of malnutrition could be decreased, the
patient experience would improve and subsequently hospital stays could be reduced. A
well managed patient would be discharged into the community ‘medically fit’ leading to

a reduction in cost to the NHS.
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Limitations

Case studies are attributed with the ability to enhance understanding and to establish
cause and effect (Cohen, 2000). It is suggested that this methodology is eminently
suitable for hospitality research because of the potential arising from the diversity of
application and the inherent strength in accessing data about complex social situations
(Gibson, 2003). Moreover, narrative from single case studies has been likened to
‘virtual reality’ and therefore presents a substantial advantage, which is the opportunity
to inculcate authenticity and reality (Gomm, 2000; Gibson, 2003). Notwithstanding, a
criticism of this type of approach is that recommendations cannot be made beyond the
case studied and, therefore, there is restricted external validity (Robson, 1997).
Although this research constituted a relatively small qualitative study of patient and
staff views on hospital food service issues raised are pertinent to other cases that
represent similar theoretical conditions and can enable generalisations; it is a matter of
analytical generalisation (using a single case study to illustrate, represent or generalise

to a theory) (Yin, 1998; Stake, 2000).
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Responsibility without authority
Nutrition policy framework

Advisory service
Fragmented care
Recording weight
Monitor patient intake
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Figure 2 Tree diagram for hospital food service using NUD*IST software

program
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Hospital Food in Context

NHS and the hospital environment i.e. funding, Better Hospital Food
and medical condition. Patient expectation and perception of ‘hospitality

hospital food service

product’.
Patient Monitoring
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Foo,d e Medical staff
Service Patient Satisfaction o Caterers
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Food Quality
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Service e Wastage Food Service
¢ Distribution/transportation )
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e Place of consumption stay
Primary e Peace and quiet e Improved
Health e Traditional Menu patient
Care team e Brand names experle_nce )
Interactive Menu * Reduction in
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e Choice
Primary
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Care team
Figure 3 A theoretical model of patient experience and satisfaction with
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Appendix 1
Research Protocol for focus groups/interviews

» Monitoring: mandatory recording of weight on admission/pre-admission and

discharge (feeding regime for those identified “at risk”)
» Menu clarity and choice
» Nurses to monitor food consumption/food wastage
» Food as treatment?
» Dedicated food service staff?
» Assistance for vulnerable patients?
» Interruption fee mealtimes?
» Food service system — dedicated food service staff?
» Food quality — budget?
» Visitors bring in extra food?
» Food service environment
» Cooperation/operational tension
» Clearly defined responsibility in planning and managing nutritional care?
» Empathy/nurture/anticipation
» Patients more demanding — aggressive consumer? The patient is king?

» Contact with Primary Health Care team?
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