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Executive Summary

1. Previous research has established that the nutritional status of hospitalised patients can be compromised by a number of factors, including the failure to detect poor nutrition, poor recording of information about patients’ nutritional status (such as weight loss), poor referral systems, fragmented working practices, inadequate educational or training programmes, inadequate ward staffing and confusion over who has the primary responsibility for patients’ nutrition.

2. The nature and extent of nurses’ involvement in nutritional care has varied over time. By the mid- twentieth century, matrons and senior nurses had relinquished direct managerial control over catering and other housekeeping functions in hospitals. It proved difficult for senior nurses to retain influence over standards of service provision, particularly following the widespread ‘contracting out’ of catering and domestic services; at the ward level there was some blurring of the roles and responsibilities of nurses and non-nurses in the preparation and serving of food, and  helping those patients who could not manage to eat unaided. (The provision of housekeeping staff to help nurses to concentrate on their clinical responsibilities – as originally suggested in the Salmon Report, 1966 -  never materialised.) Recent policy, such as NHS Estates’ Better Hospital Food Programme and Protected Mealtimes initiatives, along with the requirement for NHS trusts to appoint ‘modern matrons’ and ward housekeepers, have once again focused attention on the potential contribution of nurses to nutritional care.

3. This study was funded by NHS Estates to explore nurses’ involvement in nutritional care following anecdotal evidence that, despite initiatives to improve their experience of eating in hospital, patients’ nutritional needs were often poorly met.

4. The study was undertaken by researchers from the Royal College of Nursing Institute, using an ethnographic approach to study in depth the different factors affecting nurses’ involvement in nutritional care. For the purposes of the study, the term ‘nutritional care’ was taken to mean a patient-centred, co-ordinated, multi-disciplinary approach to meeting individual needs for food and fluids. Because the researchers wanted to understand nurses’ role in the fundamental aspects of nutritional care, they focused on patients who were taking food or fluids by mouth rather than those receiving enteral or parenteral care. The research proposal was peer reviewed by the RCN Institute research projects sub-committee and approval was given by the relevant Multi-site Research Ethics Committee. All participants in the study gave their signed consent to observation of care and/or interview. The project was funded for nine months (April – December 2004) and the fieldwork took place over four and a half months (July – mid-November). During this time, the researchers completed ten periods of observation of practice, each lasting up to four hours. Semi-structured, recorded interviews were conducted with 20 members of staff from the ward and the wider trust, and with ten patients, selected to cover a range of ages, ethnic backgrounds, diagnoses and lengths of stay. The researchers also studied relevant documentation relating to the trust’s strategy for nutritional care and to care planning at ward level.  Based on this information, the full report contains detailed descriptions of the organisational context within which nutritional care took place. Analytical coding of notes from observations of practice and the interview transcripts generated thematic categories for the organisation of the study findings.

5. The NHS trust in which the research was conducted provided district general services to its local population and specialist tertiary care for patients across a wide geographical area. It managed three hospitals; the one in which the study took place had just under 700 beds. The local population faced huge medical and social problems, with a higher burden of ill health than most other areas. It was ethically and culturally diverse, and included a high proportion of people for whom English was a second language. The trust achieved disappointing ratings in the most recent (2004) PEAT inspections of food and food services.   

6.   The ward on which most of the fieldwork was carried out was a 27-bedded general medical ward that has a challenging mix of patients (both male and female), from a variety of ethnic and social backgrounds, many of them requiring intensive nursing and medical care. Language problems were often a barrier to good nurse: patient communication.  The ward was suggested by senior nurses in the trust because it had been involved in piloting Protected Mealtimes, and because they thought the ward team had an interest in improving nutritional care. It had no ward housekeeper in post, but it did have a nutrition link nurse (the first in the hospital) who had a strong interest in this aspect of nursing care.  

7. The trust’s commitment to nutritional care was demonstrated in several ways: its 

enthusiasm to be involved in the research; the publication of a detailed manual on nutrition support; the establishment of a nutrition committee and nutrition support team; and the early implementation of the Protected Mealtime initiative. However, nutrition was routinely subordinated to other trust priorities, such as the requirement to meet targets associated with star ratings. There was concern that ‘top down’ initiatives such as Protected Mealtimes, seen to be predominantly concerned with aesthetics, were prioritised over ‘bottom up’ initiatives designed by clinicians to improve the therapeutic potential of nutrition. Budgets were also perceived to be a problem: nursing budgets were expected to cover the costs of certain domestic items and the salaries of ward housekeeping staff. The trust’s budget for food, per patient per day, was not generous, although comparable with other NHS hospitals. Catering staff found it difficult to get approval for expenditure on kitchen equipment. It was not always easy for staff from different functions to collaborate on the development of new menus. The introduction of Protected Mealtimes across the trust was generally welcomed, although on some wards (notably surgical wards) it had posed some logistical difficulties for medical staff.  Health and Safety policies, for example those concerning the nurses’ use of microwave ovens to heat food brought in from outside the hospital, were seen to undermine nurses’ and relatives’ attempts to encourage patients to eat. Finally, there was no clear way of complaining about the quality of food or food service: comments on quality were dealt with a range of trust staff including nurses, Patient and Public Involvement officers, and catering staff such as Patient Services supervisors. 

8.   The study identified the key responsibilities of the ward nursing team in relation to nutritional care as: 

· initial nutritional assessment, monitoring and referral to specialist staff where appropriate;

· screening for dysphagia at times when speech & language therapists are not available (eg at weekends); 

· implementing the advice of dieticians and speech & language therapists; 

· helping patients to complete menu cards;

· ensuring that patients received their chosen meal, including special diets;

· serving breakfast, and other meals with the help of domestic staff; 

· providing snacks (such as toast and tea) for patients who cannot eat a full meal;

· helping to feed any patients who need it; and  

· organising nursing work around protected patient mealtimes

9. The researchers found that, despite the commitment of nurses on the study ward to good nutritional care, there were inconsistencies in nursing assessment, care plans and monitoring (such as the recording of food intake or weight). Several factors were identified that affected the ability of ward nursing staff to perform well in all areas of nutritional care.  First, the rapid throughput of patients, along with high dependency levels, meant that nurses had to prioritise aspects of patient care (with activities such as monitoring food or fluid intake given low priority); they had little time to talk to patients and get to know them properly; and worked long hours without breaks. Second, the language and documentation of nursing handover sessions suggested that nurses were under pressure to follow a medical and technical model of care, rather than one focused on the fundamentals of nursing care.  Third, ward staff felt they could do little to mitigate any problems with the quality and choice of food on offer, or the shortcomings of the hospital’s food production or delivery processes. Fourth, nurses had to manage conflicting demands: for example, the pressure on wards to meet trust performance targets by admitting patients from A&E as quickly as possible tended to over-ride the aim of protecting mealtimes. Fifth, there was no ward housekeeper in post who might support nurses by, for example, chasing up missing food orders or help patients to complete menu cards. Sixth, there was room for greater co-operation across hospital teams, such regular feedback on levels of monitoring food intake. Lastly, patients on the ward had mixed views about the quality and variety of food on offer, and the manner in which it was served, some being very critical and others much more appreciative. They did not hold nurses responsible for problems with food, but neither were they aware that the hospital’s ‘modern matrons’ had the authority to deal with their concerns in this area.  

10.  Findings of the study are not generalisable in the sense used by quantitative research. Instead, the aim was to provide rich description that allows others to identify issues applicable to their own situation. Bearing this in mind, a number of recommendations are identified at national, cross-trust and local level with the aim of improving standards of nutritional care: 

Recommendations to policy makers and NHS management

· to consider ways in which clinical staff can be involved in developing the criteria on which star ratings are based;

· to consider ways of empowering NHS staff to prioritise and focus on important elements of care that currently do not attract star ratings;

· to ensure that the training and post-graduate education of nursing and medical students provides clinicians with sound knowledge for the assessment and, where appropriate, improvement of patients’ nutritional status, as an integral part of all patient care;

· to give further consideration to, and guidance on how to maximise the potential of modern matrons and ward leaders to improve nutritional care;

· to consider ways of ensuring that ancillary staff such as domestics working both for the NHS and for external contractors have parity of pay, conditions of work and staff development, to help improve morale and efficient working.

Recommendations to all hospital trusts

· to develop a clear, whole-trust strategy for nutritional care, including a standardised screening tool, adequate training for its use, and guidelines for referral where necessary.

Recommendations to the study trust

· to consider setting up a cross-trust nutritional care team (for example, akin to the tissue viability team) that advises on patient care where nutritional screening produces a score below 6, but complex problems are identified or suspected;

· to set up a cross-discipline working group to consider the specific training associated with nutritional care required as a standard element of staff development/induction; 

· to augment training in the use of the nutrition screening tool by providing more guidance on the range of stress factors influencing nutritional status;

· to clarify, and publicise, systems for the ordering and supply of special diets and supplements;

·  to consider establishing a new catering dietician role to focus on the delivery of appropriate food to patients with special dietary requirements;

· to set up a cross-trust working group to examine health and safety policies, their interpretation and implications, with a view to increasing the ability of ward staff and others to respond to patients’ nutrition need; 

· to take measures to establish the authority of modern matrons to challenge cross-trust practices impacting on patient care (including nutritional care) and explore ways of raising the profile of the matron as a conduit for nursing concerns;

· to consider ways of reducing pressure on nursing staff, such as the wider introduction of ward housekeepers, the development of new roles, and the provision of additional help from facilities staff at mealtimes such as breakfasts;

· to set up a working group to agree guidance for the trust-wide implementation of the ward housekeeper role, including job description, sources of funding, line management and time frame;

· to encourage cross-team dialogue on nutritional care through joint training or staff development workshops;

· to ensure that information about the times and principles of Protected Mealtimes is made available to all relevant trust staff, and that this includes clarification of the trust’s position on managing conflicting priorities (such as the need to observe Protected Mealtimes and the need to admit patients as necessary from A&E);

· to streamline, clarify, and publicise, the system for making complaints about food and food service, and how these complaints are to be acted upon;

· to review and, if appropriate, streamline the process and documentation for initial nutritional assessment/screening by ward nurses by considering, for example, the advantages of integrating nursing assessment of a patient’s ability to eat and drink with the trust’s nutritional assessment tool;

· to clarify understanding of the remit of registered nurses and whether they are essentially concerned with fundamentals of care, such as assisting patients to eat, or whether nurses primarily supervise care, and concentrate more on technological interventions. 

11. The study has identified a number of areas where further research is needed:

· an exploration of the current role of modern matrons with respect of their responsibilities for promoting and ensuring nutritional care (Department of Health 2003b);

· a national study of how the ward housekeeper role has been implemented looking at how the role is developed, funded and managed in different contexts, perceptions of the role and its impact, and barriers to implementation; 

· a in-depth study of cross-cultural beliefs about food and its social role, including a consideration of the significance of family or carer involvement in providing food and help with feeding, and the ways in which some food contributes to patient identity and social wellbeing.

SECTION I:  BACKGROUND  

1. Introduction 

According to a recent definition published by NHS Quality Improvement Scotland (2003 p17), nutritional care is 

a co-ordinated approach to the delivery of food and fluid by different health professionals and views the patient as an individual with needs and preferences. It is the process that determines a person's preferences and cultural needs, defines his or her physical requirements, and then provides the person with what is needed. It follows a person's progress through an illness, by responding to changing nutritional requirements. It involves the monitoring and reassessment of nutritional status at regular intervals, referral for specialist care when appropriate, and good communication with services in the community. Good nutritional care will involve training for staff, carers and patients, and access to information. 

This broad definition of nutritional care informed the research study presented in this report: an ethnographic investigation into nurses’ involvement in the nutritional care of patients on a general medical ward, which explores the relationship between this involvement and the wider organisational and policy contexts in which it occurs. The study was funded by NHS Estates, and undertaken by two researchers from the Royal College of Nursing Institute, London.  

The report is divided into nine sections. In the rest of Section 1, we consider how the changing policy context is influenced by, and impacts upon, nurses’ perceptions of their role and responsibilities in nutritional care. Section 2 presents the relevant literature in this area. In Section 3 we go on to describe the aims, design and conduct of the study. Section 4 describes the study site (that is, the trust and within this, the hospital in which our study ward is located), and the general arrangements for the delivery of food, while Section 5 provides background information about the specific ward involved. Section 6 is the first of the findings sections, and deals with general trust wide data – the contextual influences on nutritional care. In Section 7 we present findings about the nutritional care provided on the study ward. Finally, Section 8 presents our conclusions, the limitations of the study and recommendations.

1.1 Nurses’ role in nutritional care: the changing policy context

1.1.1 Decline in nurses’ managerial authority 

The extent of nurses’ involvement in the nutritional care of patients has varied over time, reflecting the changing perceptions of the public and of nurses themselves about the nature of the profession.  In the late 19th and early 20th centuries, a hospital Matron was the active head of the nursing staff and had charge of the kitchen and nursing arrangements, as well as staff residences. Housekeeping services (cleaning, catering, laundry and care of linen) were carried out by domestic staff, and often by nurses, under the control of the Matron and senior nursing staff. All of this was in accord with the principles laid down by Florence Nightingale herself, who wrote that nursing ‘ought to signify the proper use of fresh air, light, warmth, cleanliness, quiet and the proper selection and administration of diet – all at the least expense of vital power to the patient’ (Nightingale 1859).

As hospitals grew in size and complexity, non-nursing staff were employed to supervise housekeeping services. These domestic supervisors might be managed by senior nurses or by lay hospital administrators, whose professional authority in these areas was increasing as that of matrons was declining (White 1985). The years after 1948, when the NHS assumed the management of all hospitals, saw the development of strong functional management structures in hospitals and hospital groups. At the same time, senior nurses were starting to change their ideas about the nature of roles and responsibilities of nurse managers.  The Salmon Report (Ministry of Health 1966) set out a modernising strategy for the management of nursing that reflected these new ideas.  It described the nursing function in hospital as ‘caring for patients and carrying out treatment under the direction of doctors and in cooperation with other professional and technical staff’(para 3.26). Whilst the report argued that senior nurses should be relieved of any managerial responsibility for housekeeping services, it also recognised that they should be able to influence their efficient functioning, because 

on them depends the quality of the care that can be given by nurses to patients … In the ordering of all the things which go towards the well-being of the patient, nurses have a duty to make their requirements known and a right to be heard’ (para 3.28).  

It was also suggested that, if a hospital was too remote from the base of functional service managers, support staff could be seconded to work under the Matron’s authority. 

The Salmon Report considered the role of ward sisters (or ‘charge nurses’) in some detail.  In order that ward sisters could concentrate on leading the ward nursing team, it was recommended that they should be relieved of the responsibility of coordinating the non-clinical support services that contributed to patients’ treatment and welfare. Instead, a new cadre of ‘nursing officers’ should assume this responsibility. Ward sisters/charge nurses should also be relieved of clerical work such as making requisitions, and the supervision of tasks done by non-nursing staff. ‘Only drugs and special diets should have to be ordered [by nurses], for control of these cannot be shed by the ward sister’ (para  4.23).  In larger hospitals, there might be a case for seconding support staff to the ward team, to make it easier for the ward sister to coordinate their day-to-day activities with the rest of the team.  

1.1.2 Re-defining the ‘proper functions’ of a nurse

Around the time of the Salmon Report, nursing teams (which at that time included student and pupil nurses) were still closely involved in day-to-day activities related to nutritional care. This included helping patients to order meals; ordering special diets (low salt, low fat, high residue, and so on), a responsibility made possible by a combination of clinical experience and familiarity with the treatment regimes of the ward’s medical consultants; serving meals from the trolley – a task undertaken by the ward sister or the most senior nurse on duty; taking meals on trays to any patients who could not sit at the ward table; helping patients who could not feed themselves; collecting trays and monitoring what had been eaten after each course; serving teas to patients and visitors; boiling eggs and making toast for breakfast; in some hospitals, making sandwiches for patients’ afternoon tea at weekends; serving early-morning teas and hot drinks in evening; washing cups; and liasing directly with the hospital kitchen if there were any problems or special requests. 

Two years after Salmon, the Standing Nursing Advisory Committee (SNAC) published a report entitled Relieving Nurses of Non-Nursing Duties in General and Maternity Hospitals (Dept of Health & Social Security 1968). This was designed to complement Salmon’s recommendations about senior levels of management by focusing on nursing problems at ward level.  The report’s authors argued that the demands on ward sisters’ time and energy must be reduced.  It was no longer appropriate for ward sisters to directly manage non-nursing staff on the wards, nor for nurses to spend time on ‘hotel services’ to the detriment of their rapidly-developing ‘therapeutic role’ and ‘technical nursing’ skills (para 9). The report listed a range of ‘non-nursing’ tasks identified by the NHS Organisation & Management Unit as occupying an average of 20% of nurses’ time. The most time-intensive of these tasks were said to include:

-  preparing patients’ food and drinks (except special diets) 

-  distributing food and drinks, including special diets, at meal times

-  collecting and clearing meals 

-  preparing beverages and light refreshments for staff and visitors 

-  preparing trays and setting up bed-tables 

-  washing crockery and tidying kitchen. 

SNAC considered that such tasks should be delegated to non-nursing staff, and recommended that  ‘housekeeping teams’ should be introduced into appropriate wards to replace all existing grades of non-nursing staff.  Such teams would be managed by senior grade housekeepers, and seconded to work with ward nursing teams. The report quoted research which showed that the introduction of housekeeping teams on the wards of one general hospital had enabled a reduction of two in the overall ward nursing staff - usually student nurses or nursing auxiliaries. In other words, the introduction of ancillary staff did not increase the hospital’s wage costs (para 56).   SNAC wanted a formal career structure and a standardised national syllabus for housekeeping staff.  With respect to housekeepers’ proposed responsibilities at mealtimes, the authors stated that ‘It will be particularly important to train housekeeping staff in the serving of food to patients…Catering Officers should provide this instruction’ (para 42).
In the event, this package of measures was not widely implemented. The ‘clinical nursing officer’ role proposed by Salmon to provide additional support to ward sisters did not develop as envisaged.  The removal of student nurses from rostered service in ward teams, along with the widespread failure to introduce ward housekeepers, left nurses struggling to find time to cover all the essential aspects of patient care. There was a move to close smaller hospitals (and their kitchens) and to experiment with industrialised models of food production in order to achieve economies of scale. In the 1980’s, hospital catering and other domestic services were contracted out, limiting the scope of nurses to influence standards in these areas and causing some confusion about the roles and responsibilities of different groups of nursing and non-nursing staff.  Other disciplines, notably dietetics and speech & language therapy, developed their own body of professional knowledge, and the rise of their influence may have been a further cause of the apparent decline in nurses’ involvement in this area. This is despite initiatives focused specifically on nursing, such as Eating Matters (Bond 1997), a DoH-sponsored resource aimed at improving dietary care in hospitals. The Chief Executive of NHS Estates, for example, has recently observed how difficult it is to get nurses involved in nutrition (personal communication). 

This situation should not be taken to imply that nurses lost their under-lying professional commitment to nutritional care, in spite of the many other demands being made on them. The United Kingdom Central Council for Nursing, Midwifery and Health Visiting (UKKC, 1997) recognised that nurses have a fundamental responsibility for ensuring patients are appropriately fed and that, even where they delegate the feeding of patients to non- registered staff, they still retain an overall responsibility. Some recent initiatives have placed nutritional care at the forefront of the NHS agenda, and are helping to re-direct nurses’ attention to this aspect of practice. This is a particularly welcome trend, as research suggests that the quality of diet that patients receive, and how nutrition is managed, provide strong pointers to the overall quality of care (Bond 1998).

1.1.3 Recent measures and their implications for nursing

The importance of providing care that is acceptable and patient-centred, as well as effective, has been emphasised by recent policy developments around patient and public involvement (Department of Health 2000; 2003a). Section 4.16-8 of the NHS Plan (DH 2000) refers to ‘Better Hospital Food’ and aims to address the quality and nutritional value of food, together with patients’ experience of eating in hospital. Concern for better food, and better systems of delivering food, has emerged for several reasons (outlined here but discussed in more detail later on):

· the NHS currently spends £500 million each year on food, and yet much of this is wasted (NHS Estates 2004) 

· consultation with patients carried out for The NHS Plan (DH 2000) found that many patients were dissatisfied with the quality of food or the catering services in hospital, and that food was provided in a way that was insufficiently responsive to patients' needs 

· nutrition is an important determinant of clinical outcome (and thus cost effectiveness) (Holmes 1999). However, there has been consistent evidence to show that nutritional care is neglected in hospital, in some cases leading to malnutrition (Lennard-Jones 1992; McWhirter and Pennington 1994; Association of Community Health Councils 1997). 
The ‘Better Hospital Food Programme’, outlined in The NHS Plan (DH 2000), requires trusts to comply with 6 standards to ensure quality food. These standards are: 

· a minimum service of breakfast, light lunch, two course dinner and snacks on at least two occasions during the day;

· food and drink should be available around the clock, with a snack box for patients admitted out of hours or who miss meals because of tests etc; 

· consideration of moving the main meal to the evening; 

· menus should include three ‘chef’s hat’ dishes daily;

· trusts should adopt the new NHS menu design containing an outline of services available and a copy of the menu; and 
· menus must meet the nutritional needs of the population group and be analysed by a dietician.
It is also suggested that ward housekeepers should be introduced to ensure that the quality, presentation and portion size of meals meets patients’ needs, and that patients, especially elderly patients, are able to eat the food they are offered. 

In addition, trusts are being encouraged by NHS Estates to introduce Protected Mealtimes, the key points of which are 

· to provide mealtimes free from avoidable interruptions;

· to create a quiet atmosphere in which patients are ensured time to enjoy meals, limiting unnecessary traffic through the ward during mealtimes;

· to recognise and support the social aspects of eating;

· to provide an environment that is conducive to eating, that is clean and tidy;

· to limit ward activities (clinical and non-clinical) to those that are either essential or relevant to mealtimes;

· to focus on the service of food and the provision of support at mealtimes; and

· to emphasise to all staff, patients and visitors the importance of mealtimes as part of care and treatment for patients (Hospital Caterers Association 2004).

Such government-sponsored measures have the support of professional organisations (for example, RCN 1996; BAPEN 1999 & 2004; Hospital Caterers Association 2004), a sign that the nursing and medical professions are increasingly committed to reinstating nutritional care as a key component of evidence-based care.   It is clear that these initiatives have implications for the work of nurses, who still retain their traditional, 24-hour responsibility for patient safety and care.  Whilst it is noticeable that nutritional care does not feature as one of the ‘10 key roles for nurses’ contained in the NHS Plan (para 9.5) – a list which, arguably, emphasises the more technical and managerial aspects of nursing practice - another publication, The Essence of Care (DoH 2001a), highlights food and nutrition as one of eight ‘fundamental aspects of care’. It suggests that hospitals should evaluate the extent to which practitioners enable patients/clients ‘to consume food (orally) which meets their individual need’.  

The introduction of ‘modern matron’ posts in England gave these nurses the responsibility for improving the quality not only of nursing care but also of the total environment for in-patient care (DoH 2001b). It was envisaged that, to help fulfil these responsibilities, modern matrons would have access to ward environment budgets and the authority to ensure that clinical leaders in wards and departments were supported by clerical and domestic staff.  More recent guidance lists ‘ensuring patients’ nutritional needs are met’ as one of the ‘10 key responsibilities’ of modern matrons (DoH 2003b). This publication includes examples of matrons who have worked closely with catering and domestic services to improve the choice and availability of food, and who have led on the implementation of ‘protected’ patient mealtimes in their trusts (pp 14-15).  A different perspective is offered by a recent research report which suggests that other, competing – and sometimes, conflicting - priorities tend to force nutritional concerns off the list of matrons’ priorities (RCN Institute /University of Sheffield 2004). It remains to be seen whether, as patients’ reported experiences of hospital food influence the future quality ratings of hospitals, trusts will look to their modern matrons to improve outcomes in this area. 

The Department of Health recommended that, to maximise the effectiveness of the new matrons, NHS trusts should also appoint ward housekeeping staff (DoH 2001b).  It was intended that 50% of hospitals should have ward housekeepers by the end of 2004, and that their main tasks should include cleaning; food service (‘ensuring that food is enjoyable and enjoyed’); effective communication; and customer care.  Whilst they may work within different managerial structures, it is intended that ward housekeepers should work within the ward team and be responsible to the ward sister/manager (NHS Estates, April 2004). 

The current policy and professional literatures advocate a strong nursing contribution to nutritional care, and represent this as an integral (if neglected) part of nurses’ therapeutic role. However, it is not immediately clear how such a change is to be achieved in practice. We therefore turned to other relevant literatures to deepen our understanding of the sorts of challenges involved in improving the nutritional care of patients.    

SECTION 2: RELEVANT LITERATURE
2.1 Nurses and nutritional care

Nurses are not solely responsibility for nutritional care but they play a potentially significant role in patient feeding and the identification of vulnerable patients (Holmes 1999). The British Association for Parenteral and Enteral Nutrition (BAPEN 1999) recommended that nurses hold primary responsibility for the nutritional care of in-patients. It argued that food should be served by nurses, supported where necessary by other grades of staff trained for this purpose (such as ward hostesses or care assistants). BAPEN also recommended that nurses should ensure assistance with eating, the provision of special utensils where required, and the monitoring of patients' food intake. 

Coates’s (1985) study of nurses’ involvement in nutrition found only a small percentage of written nutritional information about patients was accurate, and nutritional assessment by nurses was essentially a matter of measuring patient weight. Whether or how nurses helped patients to eat varied. Nurses spent considerable time feeding patients (up to 30 minutes) if there were the staff available to do this (occasionally one nurse might simultaneously feed a number of patients). Helping a patient eat could be a skilled job if the patient was reluctant, or had difficulty in chewing or swallowing.  There was no clear evidence that the mode of organising care influenced patients’ dietary intake. However, all wards in the study were operating with fewer nurses than recommended for the methods of nursing organisation in use and therefore deficiencies in nutritional care might there be attributable to a chronic shortage of nurses. 

More recently the RCN has made clear its concern that a fall in the number of registered nurses on hospital wards and inconsistencies in the basic training of nurses posed threats to the nutritional status of hospital patients (RCN 1996). The Department of Health commissioned work to identify the blocks to ensuring good nutritional care and to provide examples of good practice (Bond 1997). Yet studies have continued to highlight problems in this area. A Nursing Times survey, for example, showed very low levels of recording food intake or routine weighing of patients on admission, on acute wards (Wood 1999).  Although nurses have shown a greater interest in nutritional care than some other groups of health professionals, they do not always have the appropriate knowledge to underpin this (Council of Europe 1992). Research in Scotland (Harris and Bond 2002) involving nurses and chief dieticians indicated concerns in relation to nutrition screening tools, referrals, education/training and the relationship between staffing levels and feeding. In response, a Best Practice Statement on nutrition assessment and referral was developed with recommendations covering five areas: admission to hospital; nursing management of nutritional care, screening and documentation, criteria for nutritional referrals, and education and training.

2.2 Patients’ experience

McLaren et al (1997) and Holmes (1999) identified a number of issues associated with hospitalisation that could influence patients’ eating behaviour, including:

· impaired appetite due either to the effects of physical disease causing difficulty with swallowing, or to feelings of anxiety or depression;

· removal from familiar environment/alien surroundings of the hospital ward

· different routines;

· uncertainty about what will happen;

· unappealing institutional meals; 

· inflexible hospital systems which make it difficult to make alternative provision for patients who have missed meal-times;

· regulations preventing the preparation of additional meals or snacks in ward kitchens; 

· delayed referrals for dietetic advice.  

Patients’ experience of food may also vary for socio-cultural reasons. For instance, Mennell et al (1994) point to the importance of the social context and aesthetics of food, with the choice of food, methods of eating, preparation, number of meals a day, size of portions being culturally shaped (Fieldhouse 1986). In addition, food can act as a code to convey messages about, for example, social hierarchies, or the social inclusion or exclusion of groups or individuals (Douglas 1997). The study by Edwards and Nash (1997) for example, found that food waste was greatest on those wards caring for elderly patients (over 65 years), hinting that perhaps the needs of this group had been marginalised. 

Research over many years has identified consistent patient dissatisfaction with aspects of hospital food such as unhelpful menus carrying poor descriptions of the dishes on offer problems with the timing of food delivery; the presentation and temperature of food; and the size of portions, while systems for complaints were complex (NHS Estates 2004). Coates (1985) found that patients might be left to feed themselves despite having difficulty lifting the lid covering their meal; some lost substantial amounts of food in feeding themselves; and one patient in the study was found to have swallowed the 'cling film' used to cover his or her plate. More recently, an audit of care for 70 elderly patients found that, according to criteria used by ward staff, 14 patients needed help with feeding but only two were adequately fed, and 14 patients required help with cutting food, but help was given to only 10 patients (Bactawar 1999). In addition, three patients would have benefited from adapted cutlery but no such cutlery was available. Eleven patients ate very little food, and four ate no food at all, yet none were offered supplements or any alternatives to the basic hospital diet. At the same time, numerous activities such as doctors' rounds; social worker visits; drug rounds; physiotherapy assessment; dieticians' visits; bed making; and patient transfer assessment, took place at mealtimes. Such disruption may not only impact on patients' food intake, but can have more subtle effects. Research suggests, for example, that patients' perceptions of their social world, the control they can exercise over this, and the extent to which they can take responsibility for aspects of their care can impact on their health (Douglas and Douglas 2004). 

The NHS Plan (DoH 2000) aimed to address these and other concerns, and improve the contribution of food to patients’ overall experience of hospitalisation. Under the Better Food Programme, for example, it set out the government’s commitment to a 24 hour catering service with a new NHS menu, and prompted the introduction of independent Patient Environment Action Teams (PEATs) to review hospital food standards
. 

2.3 Waste and the organisation of food delivery systems

Dissatisfaction with hospital food is one reason why patients do not eat the food provided in hospitals. Waste also results from inflexible food delivery systems. A study of nine NHS wards, for example, found high levels of waste in all sites, with waste higher in wards catering for patients over 65 years of age (Edwards and Nash 1997). This was less evident where meals were plated on the wards (rather than pre-packaged), and staff were able to respond flexibly to patients' needs (which might have changed since food was ordered). The study found that waste was linked to the fact that food was often delayed, or served in poor condition (aesthetically and nutritionally), because of lack of staff or because medical or domestic routines took priority over patients’ need to eat. 

2.4 Nutrition and clinical outcome

Specific diseases can prompt inherent nutritional problems, most commonly malnutrition.   For example, chronic obstructive airway's disease is associated with a high incidence of protein calorie malnutrition (Hunter et al 1981). Infection may increase patients' nutritional needs because of an increase in metabolic rate (Coates 1985). Cancer may cause an increased metabolic expenditure requiring an increased nutritional intake yet the patient may feel less able to eat due to nausea, pain or obstruction of the gastro-intestinal tract (Coates 1985).  After a cerebral-vascular accident, patients with weakness or paralysis can be susceptible to nutritional problems because of difficulties with handling cutlery, or chewing food (Coates 1985). Other variables, in addition to or in spite of their primary disease, may also affect nutrition. Loss of body fluid (such as through diarrhoea, vomiting, wounds, blood loss) can deplete nutrients such as electrolytes or nitrogen. Surgery or trauma such as accidental injury can significantly affect body metabolism; the metabolic response to trauma has been shown to correlate with the magnitude of injury and result in both a proportionately increased metabolic rate and increased energy requirements (Elwyn et al 1981).

A range of studies in the 1970s indicated that up to 50% of patients hospitalised for more than two weeks were affected by malnutrition, and were at risk of higher rates of morbidity and mortality and longer hospital stays (for example, Hill et al 1977; Bistrian et al 1976). More recent work confirms that medical and surgical patients with malnutrition experience higher rates of complications than patients who are adequately nourished (McCamish 1993; Potter et al 1995). The potentially-reversible effects of malnutrition include reduced muscle power and mobility with increased likelihood of deep vein thrombosis and pressure sores (Holmes et al 1987). Wound healing can be delayed (Windsor and Hill 1988). Tolerance to therapies such as chemotherapy or radiotherapy may be reduced (Holmes 1997), while increased complication rates and longer length of stay lead to increased costs of hospital care (Larsson et al 1990; Lennard-Jones 1992)) and increased admission rates (Tierney et al 1994). A report from the King's Fund suggests that potential improvements in nutritional care could lead to savings of £226 million a year (Lennard-Jones 1992).

Iatrogenic malnutrition – that is, malnutrition as a consequence of hospital diet, hospital processes and shortcomings – has long been an important factor in determining the outcome of illness. Butterworth (1974) highlighted the role of U.S. hospitals in the development of patient malnutrition, prompting a flurry of research in this area in both the USA and UK. Weisnier et al (1979), for example, found that 75% of medical patients admitted with normal nutritional status were found to have depleted nutritional reserves after a time in hospital.  Similarly, a study of underweight hospital patients suggested that although their food intake had been adequate prior to admission, in hospital their intake fell to only 70-80% of their needs (Johnston 1980). In Coates’s  (1985) study, all patients taking an ordinary hospital diet were consuming less energy and some, less protein, than the DoH (then DHSS) recommendations. 70 out of 93 patients in her study were unable to meet requirements for energy and protein from diet alone and were therefore using body stores to address the deficit. More recently McWhirter and Pennington (1994) drew attention to the continuing presence of hospital-related malnutrition, and the Association of Community Health Councils (1997) showed that many hospital patients were receiving too little food to stave off hunger. Hospital diets have been found to be, at best, adequate for maintenance of nutritional status, but not repletion. (Holmes 1999).  

In a study published in 1985, a number of circumstances that contribute to iatrogenic malnutrition were identified including:

· lack of nutritional awareness, with research suggesting that nutritional problems in hospital are often unrecognised

· the low status of nutritional care, where short-term interventions such as surgery are given more credence than long-term and more subtle forms of therapy such as nutrition, which tends to get categorised as “just a ‘hotel service’ and hence not worthy of the attention of health professionals” (Bond 1988, p27)  
· priority of treatment, where restricting food or fluid intake for diagnostic procedures, or medical rounds may contribute to a patient's compromised nutritional status

· lack of communication between the nurse and patient, or between members of the health care team, can contribute to nutritional neglect

· confusion over responsibility for nutritional care, as it potentially falls within the remit of doctors, nurses, dieticians and pharmacists (Coates 1985).

More recently, the Council of Europe (2002) has identified the main problems that underpin malnutrition in hospitals in the UK as:

· lack of flexibility in food service

· inconsistency in the assessment of nutritional status and food intake

· lack of understanding of the importance of nutrition in hospital care

· lack of information about practical ways of improving food intake in hospital

· poor quality hospital food

· an increasing number of older people with complex food needs. 

2.5 Summary

The nutritional status of hospitalised patients can be compromised by a number of factors, primarily the failure to detect poor nutrition, confusion over who has primary responsibility for patients’ nutrition; poor recording of data about patients’ nutritional status (such as weight loss); poor referral systems; fragmented working practices; inadequate educational or training programmes; and inadequate ward staffing. Recent initiatives such as the Better Hospital Food programme may provide the basis for improving patients’ experience of food but, without nursing involvement, they may not deliver patient satisfaction or ensure appropriate nutritional care. In the next chapter, we describe the design and implementation of a study that sought to take account of the many different factors that may currently affect nurses’ involvement in this aspect of care.

SECTION 3: THE STUDY  

3.1 Research aims

The purpose of the research was to describe and analyse nurses’ involvement in the nutritional care of patients, and to explore the relationship between the nature of this involvement and the context in which it occurs.  The main research aims were:

· to understand the ‘whole system’ for food services in one hospital, and identify whether and how nurses on one specific ward are engaging with and influencing this;  

· to explore how nurses and others (health care staff and patients) perceive nurses’ responsibility for patients’ nutrition;
· to increase understanding of the contextual factors that encourage or inhibit nurses’ role in nutritional care;

· to gain insight into patients’ experience of eating in hospital and their views about nurses’ potential to improve this experience;

· to identify issues arising from the study that are potentially applicable to other contexts and provide the basis for broader inquiry through, for example, a national survey or series of case studies (Phase 2). 
3.2 Research approach

The study used an ethnographic approach (more specifically, focused ethnography) to address the aims of the project and to provide a contextualised understanding of nurses’ nutritional role.

Ethnography has been defined as:

‘… the study of people in naturally occurring settings or 'fields' by methods of data collection which capture their social meanings and ordinary activities, involving the researcher participating directly in the setting, if not also the activities, in order to collect data in a systematic manner but without meaning being imposed on them externally ‘(Brewer 2000, p6). 

The main features of ethnographic data are their richness and depth. Along with other forms of naturalistic research, ethnography provides a means of accessing the social meanings of people in a particular setting. As such it is useful in accessing health beliefs and practices, thus aiding understanding of behaviour associated with health and illness, and it has also been found valuable in understanding the organisation of health care (Savage 2000).  According to Brewer (2000) an ethnographic approach can make a significant contribution to policy research, in particular:

· it can help to provide the world view and social meanings of those affected by some policy or intervention strategy;

· it can help to provide the views of those thought to be part of the problem that a policy or intervention seeks to address;

· it can be used to provide cumulative evidence that supplies policy makers with a body of knowledge that is used to inform decision-making; and

· it can be used to supplement statistical and other data.

Ethnography is widely recognised as a form of pilot testing for a broader survey, or for clarifying hypotheses. It is particularly useful where information is new and unfamiliar, or when the information required is too subtle or complex to be elicited by questionnaires or similar techniques (Brewer 2000). Ethnographic methods have been used to understand how people negotiate the sometimes competing demands of efficiency and quality (Smith 2001). It is a research approach that has been effective in uncovering the tacit skills, decision rules, and subtleties in jobs labelled as routine, unskilled or deskilled, or even trivial. It therefore provides a means of exploring nurses’, health care assistants’ and others’ work around nutrition and feeding – work that has been downplayed or given low status in health care (Coates 1985). 

This type of approach is generally associated with long-term immersion in the field, but this is often not feasible in health care or policy-related research. In this context, focused or mi-ethnography comes into its own, where the research focus is sharpened in advance of fieldwork (Kleinman 1992). A further way of adapting ethnography to the tight deadlines of applied research is through team ethnography, which can produce rich, comprehensive and trustworthy findings (Erickson and Stull 1998). In this case, because of the tight schedule for fieldwork, it was decided that the two researchers would work closely together and collaborate on data collection and analysis. They both attended preliminary visits to the ward, undertook initial observations together to ensure a compatible approach, shared field-notes with each other, and met frequently to discuss progress and consider emerging findings.  

3.3 Choice of research site

The site for the study was a general medical ward in a large NHS trust that provides services to a multi-cultural population.  The trust was interested in hosting the study because of a commitment to improving nutritional care. The ward was suggested by senior nurses in the trust because it had been involved in a pilot of Protected Mealtimes, but ultimately chosen on the basis that there was agreement from ward staff to host the study, and that a proportion of the ward’s patients were:

· long stay

· dependent, and/or

· at risk of poor nutritional status.

The trust serves a culturally mixed population, but the main language spoken other than English is Bengali. We arranged for our information sheets and consent forms to be translated into Bengali, and clarified the process for obtaining the services of an interpreter should this be necessary.

3.4 Sampling

3.4.1 Criteria for selecting patients for observation and /or interview 

We observed episodes of care involving patients on the ward who were:

· able to provide informed consent

· taking food by mouth

· willing to be involved in the study

· English or Bengali speaking.

For interview, we selected patients to ensure a balance of gender, ethnic origin and age. Additional criteria were that patients should be:

· admitted to ward at least two days before the time of interview;

· taking food by mout;

· willing to be involved in the study; and

· able to provide informed consent. 

3.4.2 Criteria for selecting ward staff for observation and/or interview 

For the interviews, we purposively sampled staff to ensure that we spoke to nurses of different clinical grades; staff from other relevant disciplines such as dietetics; health care support workers; and domestic staff.  Our criteria for selection were that a participants should be:

· in-post for more than three months; and

· willing to be involved in the study.

3.4.3 Criteria for selecting other trust staff

We requested permission to interview other trust staff on the basis either that their names were mentioned to us by other informants, or that they had managerial responsibilities for relevant functions (such as nursing, medicine, catering, dietetics, or speech and language therapy).  

3.5 Methods of data collection 

We used a combination of observation and informal and semi-structured interviews, together with analysis of nursing and trust documents.

3.5.1 Observation on the ward

This was a useful method to identify relevant topics for interview discussions and to gain a sense of the relationship between ideal practice as identified by trust policy or through interviews, and what happened on an everyday basis.  Observation was carried out on 10 occasions, for a maximum of four hours on any occasion. Following Spradley (1980), brief aides- memoire were written during observation, and extensive field-notes were written-up immediately after the observation period and shared between both researchers.  The focus of observation included activities such as the nursing hand-over report, the service of food, and the monitoring and recording of food intake. This was with a view to understanding whether or how nurses, and other members of staff, were involved in: 
· addressing the aims of policy on hospital food and nutrition (such as the Protected Mealtimes programme, and Essence of Care benchmarking);
· decision-making concerning patients’ nutritional requirements;
· facilitating patients’ choices about food;
· ensuring an appropriate nutritional intake through: 
- the management of the patient’s environment;
- the appropriate delegation and training of staff to help patients eat;
- the organisation of care, including assistance with feeding, monitoring

   and recording food intake; and 

- influencing systems of food delivery to patients.
3.5.2 Semi-structured interviews 

3.5.2.1 Staff

In addition to informal discussions with a number of staff, we formally interviewed a total of 20 staff members, identified through observation and discussions with key informants. Non-clinical staff interviewed were:

· the facilities manager

· the catering manager

· a patient services supervisor

· ward domestics (2)

· the Patient and Public Involvement (PPI) co-ordinator.

The following clinical staff were interviewed:

· a speech and language therapist

· a senior dietician

· the ward dietician

· modern matrons (2)

· the clinical director (Medical and Emergency Directorate)

· the professor of clinical nutrition
· a medical registrar

The following ward nurses were interviewed:

· the ward manager

· a charge nurse

· the ward’s nutrition link nurse

· D grade nurses (2)

· Health care support workers (HCSWs) (2)

(For fuller details of the staff interviewed, see Appendix 1.) 

Participants discussed the nature and extent of nurses’ involvement in nutritional care and factors influencing their involvement.  Following Coates (1985), our discussions explored the status afforded to nutritional care, the quality of communication between nurses and patients, or between members of Trust staff, and the location of responsibility for nutritional care. Drawing on published guidance such as the RCN’s (1996) recommendations on feeding and nutrition in hospital and The Essence of Care (DoH 2001a), staff were asked about their roles and responsibilities regarding nutritional care; their education in nutrition; their experience of using nutritional assessment tools and identifying patients at risk of malnutrition; the arrangements for feeding patients; their impressions of the flexibility of catering systems and the standard of food available to patients; and the ability of health care staff to respond to patient need. In addition, staff were asked about their experience of implementing protected mealtimes. All interviews with staff were tape recorded and transcribed.

3.5.2.2 Patients

With patients, we conducted semi-structured interviews with 10 purposively-selected patients. These conversations explored topics identified in preliminary, unstructured interviews with four patients on the ward, including:  the importance a patient attaches to food in hospital; perceived dietary requirements; impressions of the standard and acceptability of hospital food, catering services, systems for food delivery and arrangements for mealtimes; the role of visitors in supplementing hospital food; and their experiences of nurses’ role in relation to their nutritional care.  Either because of the logistics of interviewing on a noisy ward, or because individuals did not wish it, most of these interviews were not tape recorded. Notes were made and written up fully as soon as possible, always on the same day. (For details of patients interviewed, see Appendix 2.)

3.5.3 Documentation 

Our fieldwork was informed by such documents as the trust’s recent (2004) strategy for the nutrition support of adults and minutes of the meetings of the Nutrition Committee. We looked at sample menus, and at the nutritional assessments and care plans contained in the notes of the 10 patients we interviewed. We also drew on data provided by the ward’s Communications book.

3.5.4 Attendance at the trust’s Nutrition Committee
Discussions at these multi-disciplinary meetings deepened our understanding of the current challenges faced by clinicians and other staff when trying to raise awareness of nutritional issues across the trust.  

3.5.5 Visits to hospital kitchens 

The researchers were able to visit the off-site Central Production Unit where food is prepared for two of the trust’s hospitals (City and St Cecelia’s) by the ‘cook-chill’ method. This gave us a valuable insight into the total system for ordering, preparing and transporting meals and special diets. We also visited the on-site kitchen of another, smaller hospital (Crosskeys) in the trust; this gave us the opportunity to compare and contrast different catering systems.     

3.6 Data analysis

The main aim of this relatively brief study was to produce a detailed description of the research setting (the context) and participants’ interpretations of their everyday world. We therefore adopted an approach designed to provide a rich account that (we hoped) participants would accept as accurate, augmented by minimal theoretical commentary. We used data from observation and written sources to build a detailed description of the research setting and the processes of nutritional care; interviews were transcribed or noted in full, and the data from these were subjected to a broad-brush style of content analysis. 

3.7 Transferability of findings 

The findings of the study are not generalisable, as conceived in quantitative research. Instead we aimed for transferability, or the potential for transfer of findings to other similar settings ((Murphy et al 1998).  We believe that the rich description of the study setting contained in this report, along with a detailed account of the methods and definitions we used, should enable readers to identify those issues and recommendations that are relevant to their local situation. 

3.8 Rigour

In line with a qualitative approach, the rigour of the study is open to assessment through demonstrating dependability and confirmability (Murphy et al 1998). We tried to ensure dependability throughout the study by maintaining a complete record of the research process. We trust that confirmability will be facilitated by the documentation of the research and by the audit trail contained in this report, which should allow readers to assess the process by which we arrived at our conclusions. 

3.9 Ethical issues 

3.9.1 Obtaining informed consent

3.9.1.1 Consent from patients for observation of care and interviews

We promoted awareness of the study by the use of posters and information sheets. Our posters (in English and Bengali) were pinned up at the ward entrance and in the day-room to notify patients and visitors of on-going research. Our information sheets and consent forms (also in English and Bengali versions) were handed to all patients who might be eligible for inclusion in the study, and it was made clear that we would be available to answer any questions. We then returned to these patients at a later point to ensure that they understood what was involved. 

‘Observation of care’ included activities such as food service or assistance with feeding – we gave assurances that intimate care would not be observed.  On days when observation was planned, a number of patients were approached by a researcher and given written information about the process of observation. These patients were given a minimum of one hour to consider this, and offered an opportunity to ask further questions about the study. If a patient was willing to participate, the researcher then went through the different points on the consent form to ensure these were all clear to the patient, including that he or she could withdraw from the study (temporarily or permanently) at any point.  Patients were also given a form that they could hand to ward staff to indicate that they wished to withdraw from observation (or the study overall), without the embarrassment of explaining any change of mind to the researchers. 

In the case of interviews, the researcher distributed the information sheet to all patients who met the criteria for interview.  Patients were given a minimum of 24 hours to consider if they wished to be interviewed. The researcher returned to answer any questions about the study and, if the patient was willing to be interviewed, an appointment was made. The consent form was signed immediately before interview, after the researcher had gone through the different points it contained, to ensure that these were all clear to the patient. 

3.9.1.2  Consent from staff for observation of care and interviews

Initial information about the study was provided to staff through the use of posters on the ward, meetings and informal discussions. We ran a series of brief daily meetings for staff to explain the nature of the study and how they might be involved, and to answer questions. Information sheets and consent forms were made available to all staff at the outset of the study, and made available to any new staff as they started on the ward. Staff  were asked to return named but unsigned consent forms to a central collection box in the nurses’ staff room to indicate their willingness to be involved in the study. They would then be approached for their signed consent. One researcher would go through the different points on the consent form first, to ensure these were clear to the staff member, including their right to withdraw from the study (either temporarily or permanently).  Other forms were made available to staff for completion if they decided at any stage that they wished to leave the study. These forms could also be returned to the central collection box, to avoid any embarrassment associated with their withdrawal.

On days when observation of care was planned, the researchers sought out those nurses who had indicated their basic willingness to participate, to see if they would agree to observation. They were given a minimum of one hour to consider this. Observation did not take place in an area where an individual patient or member of staff who had decided not to participate in the study might be encountered. 

In the case of interviews, individual members of staff were approached on the basis of availability, discipline, grade, and willingness to partake. Staff were offered a minimum of 24 hours to consider if they wish to be interviewed. If they agreed, an appointment would be made, and a consent form signed immediately before interview. The researcher would go through the different points on the consent form first, to ensure that these were all clear.

3.9.2 Ensuring potential participants did not feel coerced into being involved.

The researchers made every effort to avoid potential participants feeling coerced into participation, either in the study overall or on any particular occasion. They provided the name and contact details of an independent person (the ward’s ‘modern matron’) with whom potential participants could raise any concerns and who, if they preferred, would act on their behalf if they wished to withdraw from the study.  In addition, the researchers went through the study’s consent form at every stage, ensuring that potential participants were aware of their rights not to participate, to withdraw from the study at any point, or to have data about them destroyed.  In all, we had two ‘refusals’ (out of 12) from patients who had read the information sheet but did not wish to be interviewed. Otherwise, all potential participants agreed to take part in observation of care and/or interviews.

3.9.3 Ensuring confidentiality

We gave assurances that participants’ confidentiality would be protected by:

· the use of pseudonyms for all participants, the ward and the Trust;

· disguising the research setting (without changing relevant features);

· careful storage of the data, with encoding of all identifying information.
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SECTION 4: THE STUDY SITE

4.1 The overall context

This section gives a brief description of the trust and then the hospital in which our study ward was located, the catering services that the trust provides and relevant performance indicators. 
4.1.1 The trust

Research took place on Mary Seacole ward, a general medical ward within City hospital, part of an inner city teaching trust (Trust X). The trust, established for over 10 years now, provides district general hospital services to its local population and specialist tertiary care for patients across a wide geographical area. It has an annual budget of £400 million pounds. In the year prior to our study, the trust provided care for approximately half a million patients and employed about 7000 members of staff. There are approximately 1000 in-patient beds across the trust. Clinical services are delivered across eight directorates. Our study was located within the Medical and Emergency directorate, which covers general and emergency medicine, specialist medicine, accident and emergency services, trauma, infection and immunity services.

Trust X has a good reputation for clinical services, supported by low mortality ratios. In the most recent government star ratings assessment, it was rated ‘medium’ overall on the patient focus dimension.

4.1.2 City Hospital

The hospital is which our study took place has just under 700 beds. It has ageing facilities, and is located in a deprived inner-city borough. The local population faces huge medical and social problems, with a higher burden of ill health than other areas. A high number of patients are affected by tuberculosis, diabetes, heart disease and cancer, and malnutrition is common. The local population is ethnically and culturally diverse: the largest ethnic groups are white British, Bangladeshi, Somali, Irish, Afro-Caribbean, Turkish, Jewish and Vietnamese. The population incorporates a large – often non-English speaking - refugee population who tend to present late for treatment. 

4.1.3 Catering services across the trust

The trust has three main sites for in-patient services. For historical reasons, they do not all function in the same way with regard to the organisation of catering services. 

At two hospitals (City and St Cecelia), food is provided by a centralised production unit (CPU) located some miles away, while the third hospital (Crosskeys) has an on-site kitchen providing a plated food service to the wards. Catering and domestic staff at Crosskeys hospital are employed by the trust, while in the other hospitals, such staff are employed by an independent contractor. 

According to the trust’s facilities manager, the CPU provides meals for 1000 patients (2000 meals per day) plus staff. This is addition to the local provision of meals for 300 patients at Crosskeys hospital, plus staff. 

The trust’s clinical governance report for 2002-2003 (the most recent one available) gave details of the five main categories of complaints received. Complaints about food or nutrition were not among these main categories. 

4.1.4 External assessments of the quality of food

PEAT scores for food attributed to the different sites within the trust are as follows:

	Hospital
	Catering system
	PEAT score 2002
	PEAT score 2003
	PEAT score

2004

	        City
	CPU, with staff contracted out
	amber
	amber
	‘poor’

	St Cecelia
	CPU, with staff contracted out
	amber 
	green 
	‘poor’

	Crosskeys
	in-house
	green 
	green 
	‘poor’


(For an explanation of PEAT scores, see p9, Footnote1.)

According to a press release from the Department of Health pre-dating our study (DoH 2003c), almost 90% of acute hospitals provided access to drinks and light refreshments 24 hours a day; 71% of hospitals provided snack boxes for patients who missed meals or required something lighter; and 66% of hospitals offered patients additional snacks on at least two occasions per day. City Hospital was represented in these figures. However, at the time, City was not included in the 60% of hospitals that, according to the DoH, offered at least three new ‘chef’s hat’ dishes on its menu. 

The National Patient Survey carried out by the Picker Institute in 2004 included a question on how patients rated the hospital’s food. Although responses varied widely, the trust scored poorly overall, both in comparison to the scores for other indicators of quality (such as cleanliness), and in relation to the scores for food achieved by other trusts. Our trust was on the border of being amongst the 20% of worst performing trusts. 

4.2 Relevant information catering, dietetic and nutritional issues within the trust

A number of initiatives at hospital or trust level had been implemented prior to our study and a brief description of these helps to demonstrate the level of commitment to, and issues associated with, the local provisional of nutritional care.  

4.2.1 Hospital report on catering and dietetics

This report was the outcome of a project to consider dietetic and catering issues. Produced in 2003, it states that, subsequent to the previous PEAT score, the hospital was now fully compliant with the Better Hospital Food Programme’s standards in terms of providing sufficient ‘chef’s hat’ dishes on the patient menu. It identified that the menu cycle (three weeks at the time of the report) could be adjusted to introduce more choice for longer-stay patients. The report also identified a need to standardise portion sizes, to enable dieticians to undertake meaningful nutritional analysis and to help nurses to monitor patients’ intake. It noted difficulties in obtaining pureed food options, and ensuring choice of pureed food, for patients who had difficulty in chewing or swallowing food. Such patients had to be referred to a speech and language therapist, and pureed food could only be ordered via a dietician after assessment. This often meant there was considerable delay before appropriate food was delivered to such patients. Similarly, therapeutic diets had to be ordered by dieticians who, as a result of this system, were spending a disproportionate amount of time dealing with food/catering provision. (See also Section 6.3 for the report’s comments on interaction between different teams across the trust.)
4.2.2. The Nutrition Committee

A Nutrition Committee, chaired by the acting director for nursing and quality, was set up to address many of these concerns. This committee, which is accountable to the trust Board, meets bi-monthly and aims to bring together dieticians, catering managers, clinical nurse specialists, speech and language therapists and medical specialists from across the trust. Nurses from individual wards are encouraged to attend but have found it hard to leave the clinical area. The committee is focused on policy development and implementation, audit, the development of menus, and the production of guidance on nutrition support for clinical staff (see “The manual on nutrition support” below).

4.2.3. Manual on Nutrition Support 

This document was prompted by awareness that a high percentage of patients attending the hospital need nutritional support. Many patients are underweight or undernourished on admission or become at risk of under-nutrition while an in-patient. The trust recognised that poor nutrition is associated with poor hospital outcome and therefore treating nutritional problems is an important element in the overall care of patients. This document, produced in 2004, sets out comprehensive guidance for the nutritional screening of all patients. This guidance covers nutritional screening, catering and nutritional supplements, screening for patients at risk of oropharyngeal dysphagia (see Glossary), and the care of patients requiring enteral and parenteral nutrition (see Glossary). 

4.2.4 Nutrition support team

The hospital also has what is widely regarded as an excellent nutrition support team, which includes two nutrition specialist nurses. This team tends to specialise in the needs of patients requiring enteral, gastrostomy (see Glossary) and parenteral feeding, rather than nutrition more generally. One nurse specialist is permanently funded to cover all adult nutrition services across the Trust. The second nurse specialist is employed on ‘soft’ money. The nurse specialist caseload may include 20 patients on home parenteral nutrition as well as preventative work (for example, ensuring only appropriate patients receive gastrostomies).

4.2.5 Essence of Care benchmarking

In line with the recommendations set out in The Essence of Care (DoH 2001a), an audit of food and nutrition has been implemented across all clinical areas in the hospital, in which a comparison group assesses:

· the implementation of  nutritional screening; 

· the care of patients who required a nutritional assessment;

· the patient environment and whether this is conducive to eating;

· assistance with eating and drinking; 

· how easily patients can obtain food;

· the provision of appropriate food;

· the availability of food (eg for patients who have missed meals, or require food in addition to the main meals);

· the presentation of food;

· the monitoring of food; and 

· the promotion of healthy eating

(Further information concerning the quality of nutritional care on Mary Seacole ward is provided in Section 7.1.6)

4.2.6 Protected mealtimes

Following a pilot project, Protected Mealtimes were introduced across the hospital in the summer of 2004, immediately prior to the study. Members of hospital staff and visitors are discouraged from entering wards between 12.15pm to 1.15pm and 6pm to 7pm to try to ensure that patients are able to eat in peace and without interruption.

4.3 The organisation of catering services  

The rest of this section outlines the basic systems for delivering food to the patient. How these systems work in practice, or the sorts of issues they pose, are returned to later in the sections dealing with findings.
4.3.1 The cooking and reheating of food

Catering services at the time of the study were not contracted out to an outside firm, although this will change when a new hospital building becomes operational through the Private Finance Initiative (PFI) in a few years time. However, certain members of staff, such as the ward domestic staff involved in the regeneration and service of food to patients, are employed by an outside contractor, rather than the NHS.

Pressure on clinical space meant that the original on-site hospital kitchen that provided a conventional plated service was removed. Food for most of the trust’s hospitals is now cooked and fast-chilled at a centralised production unit some five or so miles away. This unit provides over 2000 meals a day. The kitchen premises are regularly checked by a health inspector who, we were told, is highly impressed by the standard of cleanliness maintained. There is a separate area of the kitchen for the preparation of special diets.

Ingredients are delivered, prepared and cooked according to standardised recipes (including Better Food Programme’s ‘chef’s hat’ dishes), packaged, blast chilled, sealed, labelled (by patient’s name if a special diet), dated and made ready for dispatch. Food is usually delivered to the hospital the day after it has been cooked (the maximum is three days). Vegetables, however, do not go through this process to avoid draining them of nutritional value. Instead they are packaged and ‘regenerated’ on the ward. Food is packaged in two different sorts of containers for reheating – one container (without lid) is used for food that needs to be crispy such as fish pies, jacket potatoes, lasagne, chips, and the other container (with lid) is for food that needs to be steamed, such as new potatoes, rice and vegetables.   

Chilled food is delivered to the hospital’s distribution unit (often referred to as the hospital kitchen, although no cooking takes place there), from where it is redirected to individual wards. The food for a particular meal arrives chilled on the ward several hours prior to service. Food temperature is checked before it is ‘regenerated’ or reheated, and the temperature checked again prior to serving. Regeneration is carried out by the domestic staff, under supervision from the nurse in charge of the ward and the domestic supervisor, and according to printed instructions in the ward kitchen. At meal times, trolleys with hot and cold food are taken around the ward by domestic and nursing staff who ‘plate’ food for individual patients, largely (or ideally) following the choices made by the patient when completing a menu card the previous day.  

For patients requiring food at odd hours, such as women admitted to the maternity ward, or those on the A and E admissions ward, food is available using pre-packed, airline-style trays that can be heated in a microwave oven on demand.

4.3.2 Menu cards

Menu cards are sent to the wards from the distribution unit everyday (with lunches) for patients to complete, with nurses’ help if necessary. These cards set out the choices available to patients each day, including options for food cooked according to certain cultural, religious and dietary needs. Completed menu cards are collected from the ward early the following morning. These cards determine the patient’s supper on that day, and lunch the next. Details of patients’ choices are entered into a database to allow catering staff to estimate the sorts of quantities to cook of each dish, and to see which dishes are unpopular and need to be changed. 

4.4 Food choice and diets

The standard menu offered to the majority of patients is generally reviewed every 18 months, with a more radical change every four years or so. 

At breakfast, patients are offered a choice of cereals, instant porridge, or bread and jam, with either tea or coffee. Lunch and supper are similar: there is a choice of hot dishes as well as sandwiches, dessert or fruit (see examples of menus in Appendix 3). Snacks of cheese and crackers, biscuits, sandwiches, toast, cakes, fruit are also available.  Hot drinks are offered several times a day, and machines are available so that drinks can be obtained round the clock. 

4.4.1 The new menu

Work is currently well under way for a new, extended menu that will give patients greater choice; include a minimum of 5 Better Hospital Food dishes; and increase options for patients with special needs, such as those requiring a soft diet. Menu dishes have been chosen through consultation with a cross-section of hospital staff and patient representatives. 

According to the catering manager, the new menu will be introduced in conjunction with other changes that aim to improve patients’ experience of food. For example, the new menu will correspond with one set hour for lunch and supper that will be standardised across the hospital. At the same time, it is anticipated that food service will change, with each course of a meal being served and then cleared in succession, to ensure that food remains at the appropriate temperature at the time of eating.

The new menu will offer treble the choice currently available to patients. The new menu card will also use symbols to indicate healthy eating options, dishes that can be pureed etc. In future, patients will also be able to make their menu choice and receive it on the same day.

4.4.2 Special diets

4.4.2.1 Culturally appropriate diets

According to the catering manager, the diversity of the population served by the trust poses no particular problems – he does not think that the issues and concerns of patients vary substantially. He did note however that the Halal options might not suit the tastes of all Muslim patients, but a broader choice is not feasible. Similarly, not all Jewish patients like the food from the Trust’s Kosher supplier, but there is very little that can be done about this. Notably, Halal, Kosher and Afro-Caribbean dishes are significantly more expensive than others, largely because they are bought from outside caterers. There is some concern among staff that, in an apparent attempt to save money, Afro-Caribbean food is not mentioned on the main menu. It can be specially requested, but patients do not always realise that this is an option. 

4.4.2.2 Therapeutic diets

As a rule, special diets (such as gluten free) have to be ordered by the dietician. Special diets for specific patients appear on an ‘extras’ list and are delivered to the distribution department within the hospital where staff check which diets have materialised and contact the patient services supervisor if food for a particular patient is missing. 

4.4.2.3 High profile diet

In addition, we were told by the patient services supervisor that special requests can be made where a specific patients is unable to eat from the main menu (a ‘high profile diet’). Appropriate patients are seen by the patient services’ supervisor, who discusses the patient’s needs, and preferences. Subsequently individualised alternatives to the main menu are suggested by the supervisor to be approved by the relevant dietician (see also 7.2.2.3 and confusion over this service). 

4.4.3 Nutritional supplements

Nutritional supplements such as Build-up or Ensure Plus are provided for patients unable to meet their nutritional requirements in other ways. Usually prescribed by a doctor or dietician, supplements are offered to patients between meals and intake is recorded on the patient’s food chart. Supplements for specific patients are ordered from the hospital’s distribution unit, and stored on the ward kitchen. Dieticians have the responsibility to ensure that an adequate stock of supplements is maintained in the distribution unit, although at weekends ward staff can order supplements directly from Catering stores. A seven-day supply should be available from ward stock if a patient needs to continue supplements after leaving hospital. (For a menu of the supplements available to patients, see Appendix 4.)

SECTION 5: BACKGROUND INFORMATION ABOUT THE WARD

5.1 Description of Mary Seacole ward

Mary Seacole is a 27 bedded, general medical ward, also specialising in endocrinology. In addition, there are four beds for haematology patients (usually for patients with sickle cell crisis) and six dermatology beds. Average patient stay is four to seven days (occasionally longer if patients are waiting for a place in a nursing home or other placement), although there is one dermatology patient on the ward who has been there for many months. 

The modern matron covering Mary Seacole ward described it as more modern than most of the wards in the directorate, in that its side rooms are better equipped and its bathrooms are in better condition. However, accommodation was not purpose built: it was carved out of old administrative offices and the available space has imposed certain restrictions on the ward design. The ceilings are low and the ward feels cramped, stuffy and hot.  

There are three main patient areas or bays, spread out along a long, winding corridor – two small bays for female patients and a larger single bay for male patients. In addition there are five single side rooms for patients who need to be barrier nursed, or who require palliative care. Bathrooms in two of the bays open directly into the bed area. There are also two further bathrooms on the main corridor. The ward has a large central nursing station, a kitchen, sluice and treatment room, as well as a nurses’ meeting room, day room, teaching room and various storage spaces and small offices for medical staff. 

5.1.1 Patient profile

Patients are aged from 18 years upwards, but a large percentage of those cared for are over 60. Patient dependency can vary widely – sometimes a considerable number of patients are self-caring, at other times there may be a high proportion of patients who are heavily dependant. To give an indication of the nature of nursing on Mary Seacole, the following is an extract from our first day of observation:

“quite a few patients with TB, MRSA or complications from previous MRSA; sickle cell crisis, diabetes. One or two confused patients. Many with complex medical histories. Two patients with haemophilia who have had bleeds, a patient with osteomylitis, someone for neurological review (?Parkinsons) ….”

5.2 The organisation of nursing staff

The ward manager has administrative, managerial and clinical roles. Other staff are divided into three teams, each headed by a junior sister or charge nurse (F grade) for purposes of appraisal, sickness and staff development, as the following chart shows:

	Team A
	Team B
	Team C

	Grade
	wte
	Grade
	wte
	Grade 
	wte

	F 
	F/t
	F
	F/t
	F
	F/t

	E
	F/t
	E
	F/t
	E
	F/t

	E
	F/t
	E
	0.3
	D
	F/t

	D
	F/t 
	D
	F/t
	D
	F/t

	D
	F/t
	D
	F/t
	A
	F/t

	A
	0.8
	D
	F/t
	A
	F/t

	A
	0.8
	A
	F/t
	A
	F/t

	A
	0.7
	A
	F/t
	
	

	A
	0.5
	A
	F/t
	
	

	A
	F/t
	
	
	
	


These teams are not used to organise patient care: nurses can work on any part of the ward, and are allocated on any particular day to a specific group of patients, without reference to the team structure. Who works where is decided by the shift co-ordinator for the day, usually one of the more senior members of staff, who is responsible for organising care and dealing with problems or issues such as bed management.  

We were told that this approach to organising patient care has helped to ensure that all members of staff help out across the ward when needed, rather than work simply with their own patients. 

Although each patient has the name of a specific nurse written above his or her bed, this is generally the name of the admitting nurse; the ward does not operate the system whereby a ‘named’ (or ‘primary’) nurse takes full responsibility for planning and monitoring an individual’s care.  

5.2.1 Shifts

There are four shifts. The early shift is from 8 am to 4 pm. Most staff on day duty work a long shift, that is from 8 am to 8.30 pm. There is also a late shift -1pm until 8.30 pm. The night shift lasts from 8 pm to 8.30 am. 

5.2.2 Staffing levels

The ward is currently fully staffed. The ward manager has been in post for one year and during that time there has been a very low turnover of staff.

In principle, there are four qualified nurses covering the day shift. If one of these is unwell and unable to come to work, the other three on duty try to cover the workload in order to keep within budget. Occasionally a nurse from another ward might be able to help out for an hour or two.  However, if the workload is particularly heavy, the shift co-ordinator will request cover from the trust’s in-house staff agency. A similar approach governs the response to absence on the part of health care support workers. During our fieldwork on the ward, we came across agency nurses who had been called in to help ‘special’ patients (that is, provide one to one care for patients who were acutely ill). There are always two qualified members of staff on the night shift, in addition to at least one health care support worker. 

5.2.3 Non-nursing staff on the ward

In terms of non-nursing support staff, there is a ward clerk and a discharge co-ordinator who deals with patients of some, but not all, of the medical teams. There is a ward cleaner and two ward domestic staff on duty between 7am and 3.30pm. An additional domestic worker works between 5 and 8pm to help serve the evening meal.  There is no ward housekeeper in post.

5.3 Ward routine 

On Mary Seacole, the breakfast trolley is prepared at 6 am by nurses on the night shift. Although breakfasts have, until recently, been served by health care support workers on night duty, changes in staffing levels means that breakfasts are sometimes left to the day staff to organise. Domestic staff arrive at 7am but play no part in serving breakfast: they only clear plates afterwards.

Under the Protected Mealtimes scheme, lunch is ideally served across the Trust at 12.30pm (with patients made ready from 12.15 pm), although there has been recent recognition that different wards may need to start lunches earlier. On Mary Seacole ward, food service is principally organised by a health care support worker acting as food co-ordinator (see Section 7.2.4.2). The lights are turned off after lunch to encourage patients to take a nap. 

Supper is served from 6pm and is similar to lunch in terms of the routine and the choice of food available. This seems to be more peaceful than other mealtimes, and nurses are generally more available to patients who need help with eating. 

5.4 Particular challenges for the nursing team

The range of specialisms dealt with on the ward places considerable demands on nurses, both in terms of the broad range of knowledge they require, and the number of medical staff they work with. Dermatology is a new specialty for the ward (9-12 months) so it is an area that staff are only just becoming familiar with. Some of the treatments for dermatology patients are intensely time-consuming.

The ward is extremely busy. This is partly because of the nature of care required on the ward. In addition, there is a fast turnover of patients, with all beds occupied at all times. Domestic staff described the ward as a difficult place to work because it is always so busy, and nursing students indicated that it is not one of the more popular placements as staff have so few opportunities to teach.  

The number of specialisms catered for means that there are ten different medical teams with beds on the ward, in addition to visits from members of other teams with outlying patients. Inevitably there is considerable traffic through the ward, and often numerous members of the medical staff clustering around the central workstation, requiring access to the telephone, patients’ notes, or nurses’ assistance.  

The convoluted layout of the ward makes it difficult to maintain good observation of all patients. 

Nurses and patients are characterised by ethnic and cultural diversity. Communication is sometimes a problem for both patients and nurses. 

5.4.1  Particular nutritional issues associated with the ward’s patients

Many of the dermatology patients on the ward have extensive wounds or skin lesions that are not healing and they therefore need a high protein diet. Many of the patients with sickle cell crisis have recurrent infections and need nutritional build-up supplements. There are elderly patients who usually live on their own and are perhaps not coping well, who come in with infections or malnutrition and who need supplements. 

A large group of patients are those who have had strokes. In the past, if admitted late on Friday or over the weekend, they might go for a long period of time without food or drink because there was no speech and language therapist to assess their ability to swallow. Now, many nurses (about 80% of nurses on Mary Seacole ward) have undertaken training to carry out a basic swallow screening to assess such patients. Patients who have had strokes may be put on a pureed diet, in which case the dietician arranges this with the kitchen. Each pureed meal contains 300 calories. If patients only eat two such meals a day, they will have an extremely low calorie intake and will require food supplements. 

Many patients with diabetes are newly diagnosed. They are generally seen by a diabetic nurse specialist and a dietician, but usually require ongoing support from the ward staff. However, patients with diabetes do not, as a rule, have a special diet. Instead hospital food is prepared in such as way that they can eat more or less anything from the trolley, just with smaller portions of dessert (or fruit). Items such as jellies or yoghurts are all sugar free or low in sugar. Some staff suggested that patients, particularly those with diabetes, do not get enough food especially as there is a long gap between supper at 6pm and breakfast. 

SECTION 6: FINDINGS ABOUT THE CONTEXT OF CARE

The broad definition of nutritional care that informs this study (see page 1 of this report) sees it as comprised of a number of elements, only some of which are direct nursing responsibilities. Nurses’ nutritional care therefore raises issues about nurses’ interaction with other members of the healthcare team, the context in which nurses work and the authority that they have to influence organisational systems and priorities. 

Although a number of staff across the hospital suggested that the standard of nutritional care on Mary Seacole ward was good, particularly in relation to care on some other wards, we found it patchy in quality. In many respects our impression mirrors that provided by an Essence of Care audit of the ward carried out shortly before the fieldwork phase of our study (see Appendix 5 for results of this). What we hope to do here is to provide not only a detailed description of the nature of care on the ward, but also a description of the context in which the wards’ nurses work and how this may shape what they are able to achieve. Thus, in Section 6 we report findings from observation and interviews on trust-wide issues, such as the trust’s priorities, and the distribution of responsibility for nutritional care and food service across different roles.  In Section 7 we go on to describe findings relating specifically to the study ward, and the nature of the nutritional care provided by its nurses, in terms of

· nutritional assessment and referral;

· nurses’ involvement in delivery of food to the patient (from help with choosing from the menu, involvement in food service, monitoring the provision of food supplements and special diets, to serving of meals and assistance with feeding); and

· monitoring of food intake.
6.1 Trust priorities

As we discuss later, almost everyone we spoke to about nutrition saw this as an important issue, with most members of staff describing nutrition, or food, as of equal importance as medication. However, whether or not nutrition was seen to be high on the trust’s agenda depended on whom we spoke to, their place in the organisation, and whether they thought of nutrition as a form of therapy or as the delivery of food and fluids. For example, nutrition was one of the Director of Nursing’s priorities and this was translated into an emphasis on early implementation of the Protected Mealtimes initiative. As mentioned in Section 4, the importance attributed to nutrition was also evident in the trust’s nutrition strategy (or “Nutrition support guidance”), and the existence of a highly prized nutrition support team. This team is particularly associated with specialities such as metabolic care, intensive care, oncology, haematology and others where the need for enteral or parenteral feeding was common. 

However, despite the importance attached to nutrition by individuals and teams within the trust, nutrition tended to be subordinated to other priorities, at both strategic and operational levels.  The Professor of Clinical Nutrition, for example, made a distinction between ‘bottom-up’ initiatives such as the nutrition strategy that has been hugely important in improving the therapeutic impact of nutrition, and ‘top-down’ initiatives such as Protected Mealtimes and Better Hospital Food that tend to treat nutrition with a very broad brush, and emphasise the aesthetic aspects of food. He feared that the trust tends to focus on top-down initiatives at the expense of the more ‘life and death’ aspects of nutrition, and resources for specialist staff. It was mentioned earlier, for example, that there is only one permanently funded nurse specialist to cover all adult nutrition services across the trust. Clinicians involved in nutrition support are referred patients with highly complex problems from outside the trust, but this work is not seen as a priority by Primary Care Trusts or Strategic Health Authorities (due to the relatively small number of patients involved). Little or no money follows these referrals, and the hospital budget is therefore placed under considerable stress by providing this service.

Many of the staff we spoke to consider that nutrition has been given a high degree of attention (due partly to the efforts of individuals such as the Professor of Clinical Nutrition and past and present Directors of Nursing), at least in comparison with many other trusts. The clinical director, for example, thinks that there are good ground rules in place, such as a clear referral system between nurses and dieticians. He considers that if patients are identified as having nutritional need, they are well looked after, although he is less sure whether staff are as good at initially identifying nutritional risk. The medical registrar we spoke to thought differently, saying that members of staff are now quicker to notice nutritional problems than, say, five years ago (although they might still deal with these in rather crude terms). He believes that there is an increasingly positive feel among medical and nursing staff about nutritional issues, with good levels of support staff such as dieticians, and increased awareness among nurses. 

Yet, despite this attention, nutrition is not considered to be a particularly high priority within the trust compared to other concerns, such as meeting measurable targets associated with star ratings (particularly the target that 90% of patients are admitted from A&E within four hours). Clinicians told us that “the big players (such as A & E targets) take up most of the time” (clinical director) and pressure to meet these targets is intense. Targets strongly influence priorities, with the result that nutrition and related issues are subordinated to other concerns. This has a number of consequences. 

First, to meet its targets, the trust provides high volume, short stay care but this means there is little time to address anything other than the main problems that patients are admitted with. As the medical registrar put it, nutrition tends to be “left by the wayside” even though the nutritional status of much of the local population contributes considerably to a high burden of ill health.  Nutritional problems are not seen to be significant enough to keep a patient in hospital, and yet there was doubt that such problems will be dealt with after they have been discharged. 

Second, the measures associated with meeting targets (such as the A&E target) conflict with other initiatives such as ensuring Protected Mealtimes (discussed further in Section 7.2.4.4).

Thirdly, the pace of work dictated by the need to maintain a rapid turnover of patients has implications for the quality of nutritional care nurses can offer. As the medical registrar noted, nurses “have a fierce number of things to focus on”, making it unlikely that they are able to give enough time to nutritional assessment or monitoring, to helping patients to eat, or to ensuring high standards of relevant documentation, such as the recording of patients’ weight. 

Finally, facilities staff suggested that targets are responsible for a hierarchical system within the hospital that decides the distribution of resources. For example, it seems that priority is always given to clinical equipment over catering equipment, and, as the catering manager said, repair or replacement of catering equipment “always goes on the back burner” because it is difficult to see the impact of investment in this area. Yet without this kind of investment and support it will be difficult for ‘soft’ services to provide appropriate support to the clinical teams. 

6.2 Budgets

6.2.1 Nursing budgets

One matron told us that too many things are now coming out of the nursing budget for each ward. This includes £188 per month, per ward, to cover all cereals, biscuits, condiments, crockery, cutlery, paper towels and similar items, an amount that is often overspent.  Housekeepers are also supposed to be funded from the nursing budget and, as this would have to be at the expense of a member of the nursing team, very few housekeepers are employed within the trust (see also Section 7.1.2 for the effects of a tight budget on night staffing levels).

6.2.2 The budget for food

The facilities and catering staff that we spoke to were not keen to discuss the budget for patients’ food, although we learnt from other sources that this is in the region of £3.80 per patient, per day. One member of staff told us that that he has never worked anywhere before where stocks are kept so low because of budgetary constraints.  It seems that catering spending on controllable costs (that is, food), if not on staffing, is kept within budget but that if managers need to overspend, they will do so, to respond to special needs. It was recognised that patients have different requirements and some involve higher costs than others. For example, patients who are having difficulty getting back onto solid food can be encouraged with treats.

6.3 Interdepartmental and inter-professional working

The data presented so far on the ascription of priorities and allocation of funding suggests something about how the provision of nutritious, tempting and culturally appropriate food is linked to the nature of interaction across departments and teams. We found evidence from a number of sources that collaboration between groups and departments can be difficult to achieve. One persistent source of tension between nurses, dieticians and facilities staff has arisen from different interpretations or attitudes towards health and safety principles on the preparation or reheating of food (discussed further in Section 6.7). 

The hospital report on catering and dietetics referred to in Section 4.2.1 also identified a number of tensions between groups of hospital staff. It acknowledged that catering departments had been in the spotlight for some years, particularly after budget cuts, and had tended to be seen as part of the Facilities department rather than as a service that influenced clinical outcome. The report noted how, traditionally, dieticians have enjoyed a close relationship with hospital caterers, with many dietetic departments placed close to kitchens to ensure good communication. However, in the 1980s and 90s dieticians became more involved in clinical dietetics, in particular enteral and parenteral nutrition, leaving menu development and the nutritional content of menus to catering staff. More recently, there has been renewed interest in hospital food on the part of dieticians and the relationship between catering staff and dieticians had become strained. Catering managers felt, for example, that dieticians became involved in catering issues with little understanding of the overall process of food provision; that dieticians asked for too many extra food items for patients; and that each team of dieticians made different demands on the catering service. Dieticians, for their part, apparently felt marginalised from the process of developing hospital menus and that this meant patients’ nutritional needs were not met as well as they could be. These tensions were still apparent at the time of our study. 

6.4 Interdepartmental and interdisciplinary contributions to nutritional care

Still focusing on the interaction between teams, the following sub-section teases out the varying contributions to nutritional care that are made by (or might be made by) staff in different roles, and the kinds of challenges that they face.

6.4.1 Medical contribution

Most junior doctors, on their own admission, seem to have minimal involvement in nutritional care, unless working in specialties such as gastroenterology, diabetes or renal medicine. According to the nutrition link nurse, the medical team generally focuses on the pathology, such as chest infection, and rarely looks at nutritional aspects of a patient’s illness. It tends to be nurses who remind them of this. Indeed, a number of junior doctors declined our invitation to take part in the study on the basis that nutritional care was not something that they were concerned with. However, one junior doctor thought that medical staff were beginning to recognise the importance of good nutrition to recovery and how it could avoid unnecessary interventions. He gave the example of how no-one had noticed that a patient had gone without food for two days, and had required an intravenous infusion as a result. 

Senior doctors that we spoke to felt strongly that nutritional care should be part of the medical role. Undergraduate medical students are taught how to evaluate nutritional status but, in practice, medical assessment ignores nutrition and, unfortunately, no-one challenges doctors on this. Yet the clinical director also acknowledged that junior doctors cannot “dot all the i’s and cross all the t’s” because of the huge volume of work they cope with.

6.4.2 Nursing

We received a varied picture of nurses’ involvement in nutritional care across the trust. According to dieticians, doctors and catering staff, nutritional care is good on some wards, for example those specialising in gasterenterology. Unlike other areas of practice such as diabetes, there was no established network of nutrition link nurses at the time of our study. According to the nutrition link nurse on Mary Seacole ward (the first such nurse in the trust), nurse training from the trust’s providers includes nutritional screening, but this is optional and not assessed. A short module on nutrition is available for qualified nurses, but it seems that not many nurses complete this. Some staff pointed out how nutritional care used to be the responsibility of the ward sister who, for example, would supervise the serving of food. This responsibility has shifted without being clearly delegated to other staff and it was thought that standards of nutritional care had fallen as a result.

6.4.3 Dietetic 

A considerable part of the dietician’s time is given over to liasing between wards and the catering department, particularly to help patients who experience problems with the type of food available to them. Apart from the renal dietician who is employed through special funding, dieticians are not routinely included in multidisciplinary meetings, or attend ward rounds. Dieticians are becoming involved with nurses in the Essence of Care nutrition audit but generally maintain their own, separate care plans for patients. However, the dietician we spoke to indicated that nurses and dieticians work well together – for example, she visits the ward everyday and finds the nursing staff are very good at feeding back information to her. 

6.4.4 Speech and language therapy

The speech and language therapist we spoke to identified one of her main concerns is to ensure that patients with swallowing problems are eating and drinking safely, in order to reduce the risk of and prevent aspiration. This may mean modification of the diet or fluids that patients take – for example, using thickeners. These have no taste, but are still noticeable to patients as they introduce a ‘grainy’ texture to food or fluids.   

Speech and language therapists act on medical referral. However, the nature of their work means that they need to be well integrated with other members of the multidisciplinary team, such as dieticians and physiotherapists, and may learn of patients requiring their help from a variety of sources. An important part of the speech and language therapist’s role involves working with nursing staff to raise awareness of the risk to patients with swallowing problems of eating and drinking the wrong kind of food or fluids. In addition to training in the use of the dysphagia screening tool (see Section 7.2.1.1), this work includes explaining the different degrees of thickness that can be created using thickeners, and the specific consistency of food required by individual patients. This aspect of patient feeding is complex, difficult to communicate and sometimes counter-intuitive: for example, it is not acceptable to give thin fluids to those who need thickened food and liquids, as thin fluids are more difficult to control and can lead to aspiration. Communicating the risks involved for patients who are given the wrong food or drink is a continuing challenge.  

6.4.5 Modern matrons

It is our impression that many modern matrons in the trust are not able to focus on nutrition. For example, the patient services supervisor we spoke to, who helps to ensure that all patients who are able to eat can find something they can eat, and who seemed to be one of the first contacts for complaints, has so far had few dealings with modern matrons. The ward dietician also told us that she has little contact with modern matrons, and one or two of the nursing staff we spoke to were unaware of a matron covering their ward prior to taking part in the study. Others told us that matrons are expected to focus on cleanliness, governance issues and budgeting, that nutritional care is not a central part of their remit. 

This picture was not consistent across the trust. One of the matrons we interviewed was clearly very concerned with nutrition, and the catering manager told us he worked closely with matrons, some of whom he described as regularly “on his case”, saying

Well, I think they’re almost as passionate about [food] as I am, with protected mealtimes, ensuring the equipment’s working right, presentation, patients getting the food they require as well as what they actually want.

Notably, the trust’s clinical governance report for 2002-2003 recognised that modern matrons played a key part in ensuring and maintaining high standards of cleanliness, but made no reference to the matron’s potential to improve nutritional care. 

6.4.6 Ward housekeepers

Currently there are two wards in the hospital with housekeepers as the result of a pilot study on the role. We heard positive comments about these members of staff from a number of sources, such as the facilities manager and head dietician. The catering manager said that the wards with housekeepers give him no catering problems at all. From the patient services supervisors’ perspective, these wards are the best run in the hospital. 

Housekeepers were seen as primarily concerned with enhancing the patient experience, helping to promote a customer based service by making the patient feel welcome and explaining the nature of the trust’s hospitality services. Housekeepers can make sure people get the food they want, make sure people are ready at mealtimes, put food aside for those who are not there. The facilities manager suggested the housekeeper role was akin to mothering: “You know, when you’re in a strange environment, you’ve got all these experts coming with shirts and ties and uniforms – being mothered isn’t such a bad thing”. 

There was broad recognition among clinicians that the nature of in-patient services and subsequently the nature of nursing have changed. The modern matron covering surgical wards, for example, suggested that nurses are coping with heightened clinical responsibilities and nutrition is not the priority it used to be in nursing when the ward sister had clear responsibility for this.  In this context, she felt that “the place where the nutrition works the best is where there are housekeepers”. Housekeepers, for example, can help patients to fill in menu cards, explain symbols on the new menu, and play a role in the ordering and serving of food. They can make sure people get the food they want, make sure people are ready at mealtimes, and put food aside for those who are not there.  In addition, the facilities manger thought the fact that the housekeeper is not a clinician might be useful in improving the dialogue between patients and hospital staff on food preferences and behaviours:
“[Because] they are not clinical, the patients have the courage to say [to them] ‘I didn’t like that, I didn’t have much to say about that spicy thing you gave me’. If that was a clinician, they would try to impress – “I’ve eaten all my fruit today”… when they’re really desperate for something stodgy”.

According to NHS Estates (2004), 53% of hospitals with more than 100 beds had implemented ward housekeeping service by September 2003. However, the introduction of ward housekeepers across Trust X has been slow. The main reason for this is that ward managers are expected to employ housekeepers out of the ward’s nursing budget.  This causes concern to many staff. Members of facilities staff think that this system of funding leads to potential confusion over lines of management. As the facilities manager said, “A lot of nurses and modern matrons would like to have [the housekeeper] on their team 24/7. Unfortunately, the biggest sphere of activity is in patient experience, which involves a lot of soft services, involves a lot of cleaning, porterage, distribution”,implying that housekeepers should be largely responsible to the managers of these areas. Yet as the ward matron put it, “I don’t see why nurses should pay for that because it’s a domestic service first and foremost”. Nursing staff were additionally concerned that, if housekeepers were to be paid for from the nursing budget, this would have to be balanced by a reduction in nursing staff. However, as the surgical wards’ matron said, the potential benefits of the housekeeper role are “ over and above what the nurses were ever able to do. We’re talking about a really good service for patients.” Yet she noted that it is no longer enough, when trying to get approval for a new capital initiative such as this to argue that it will improve patient experience: it must also contribute to efficiency and effectiveness. Funding for housekeepers is therefore unlikely in the near future. 

The picture may change with the opening of the new hospital building under PFI, when it is thought that ward housekeepers will come out of the Facilities’ budget, with all facilities services being provided by a non-NHS contractor. The intention is, we were told, to involve ward managers in the interviewing and management of housekeepers, so they can see whoever is appointed as part of their team. However, how this arrangement of joint management across NHS and non-NHS sectors will work in practice remains unclear.

6.4.7 Domestic 

Domestic staff play a central role in food regeneration and food service. Although ostensibly part of the ward team, they are only nominally responsible to ward managers. Rather, they are employed and managed by an external contractor. According to one of the matrons we spoke to, this can lead to a fragmentation of service as it is very difficult to get service level agreements that spell out staff responsibilities about how food should be served and so on in sufficient detail. Thus, domestic workers may be the ones who know that cutlery or condiments are running short but it is not in the service agreement for domestics to ensure that all supplies are available – rather, this is a nursing responsibility because such supplies come out of the nursing budget. 

Domestic staff  work under considerable pressure, with tight deadlines that do not seem to take the patients’ timetable into account. Overall, we gained the impression that morale among domestics is not high, and that there is a high turnover of staff, with implications for the quality of cleanliness and food service.  In other parts of the trust domestics are employed by the NHS, are well integrated into ward teams and take pride in their work. In City hospital though, staff are paid less for the same work and conditions of work are poorer. For example, a domestic at City Hospital is paid £400 gross per fortnight for working 10 days of 10.5 hours (7.5 hours on the day shift plus three hours overtime). There is no sickness pay, and there are restrictions on when holidays can be taken, and how many days can be taken at any one time. We learnt of one or two instances of what appeared harsh treatment during fieldwork. For example, one domestic worker was in shock after being assaulted by a visitor. She was encouraged by the ward staff to go home to recover, but later found that she would not be paid for that day because her absence was deemed to be unapproved.  Not surprisingly perhaps, we heard stories about domestic staff who were short-tempered or rude towards patients, although we did not witness this on Mary Seacole ward. 

6.5 Implementation of the Protected Mealtimes initiative

Interdepartmental and interdisciplinary working has also been a significant factor in the implementation of the Protected Mealtimes initiative. Some staff we spoke to consider that the initiative has been brought in too quickly, with insufficient consultation, particularly with medical staff. Some doctors with a particular interest in nutrition have been very supportive, but there has never been full agreement from doctors.  Some staff think that, because the initiative has not been endorsed by all senior doctors, it has been difficult for some of their junior staff to explain that they have not completed certain tasks because they have not had access to patients.

It is also more difficult to implement Protected Mealtimes in certain areas. A modern matron covering surgical wards, for example, observed that for many surgeons racing between theatre lists and clinics, the hours of lunch and supper are often the only ones they have free to visit patients. She commented on how one of the doctors had been ‘furious’ with her recently for asking if his visit to a ward was really necessary during the patient’s lunch. In contrast, some other staff, such as physiotherapists, have responded to the initiative with enthusiasm, changing their own lunch hour to fit around it. 

Initially, there had been some disquiet about the introduction of the Protected Mealtimes initiative among nursing staff, some of whom initially viewed it as one more thing for them to do or to police. There was also some ambivalence about the need for Protected Mealtimes. One modern matron, for example, thought that a quiet environment for eating is less important than the quality of food made available. 

Nonetheless, many of the staff we spoke to within the trust welcome Protected Mealtimes, seeing it as not only about protecting patients’ time to eat without interruption, but also as an opportunity to think about the presentation of food and to improve the whole experience of eating for patients. We heard, for example, that in some contexts, patients have had to become accustomed to eating with commodes or urine bottles by their bed. With ward staff freed from ad hoc inquiries and requests from medical staff, porters, visitors and others during mealtimes, it is thought that qualified nurses can become more involved in serving food to patients, and more attention can be given to improving patients’ experience of eating. Protected Mealtimes also helps to avoid the situation where patients miss meals because they are away for investigations, and have difficulty getting a meal when they return. 

6.6 Trust-wide views on the quality of hospital food

In Section 7.1.5 we deal with patients’ experience of food, and the views of ward staff on the quality of food they serve to patients. This section gives a provisional indication of the range of ways in which the hospital’s food was seen by staff working across the trust.  The Patient and Public Involvement (PPI) co-ordinator, for example, told us that the topic of hospital food and nutrition is often raised in different patient forums; there are general concerns about the quality of the food, that the choice should be wider, and that there should be enough staff such as nurses or housekeepers on hand to help feed patients where necessary. However, the most frequently-aired concerns in patient forums are to do with improving access to GP and hospital appointments, rather than nutritional issues.

We found that staff across the trust, whether clinicians or non-clinicians, look on food as a form of therapy in its ability to alter the course of recovery. The catering manager, for example describes it “as important as the drugs that people are taking”. 

A number of study participants told us that the food is good, or improving, that the meals are imaginative, and caterers try to address the different needs of diverse groups of patients. There is, however, widespread agreement that breakfast is a rather frugal and boring meal. Catering staff thought that the quality of food is good but one of the biggest problems is that the food offered is not to everyone’s taste – for example, dishes from the Better Hospital Food programme are seen by some to be driven by middle-class tastes, and not as plain as some local people would like. The question of taste may help to explain why comments on the quality of food we received from staff across the trust are highly variable and range from ‘good’, to ‘absolutely atrocious’.  

Some clinicians qualified what might have otherwise been seen as largely critical comments about the food served to patients by referring to the difficulties facing catering staff. The professor of clinical nutrition, for example, thought that the catering manager’s remit is vast, and his job much more complex than an equivalent role in hotel catering as he needs to take into account diversity in age, ethnicity, illness, and demand, as well as cope with a very tight budget. The medical registrar we interviewed thought that the food is ‘grotty’ but as good as can be expected in a high volume service. He was aware that many patients have a poor opinion of the food on offer, and that nutritionally, he felt that it probably only sustains patients in the short-term. But he thought that about half of the patients he spoke to about food are grateful that the food is there. He sees some ‘horrendous’ nutritional problems when patients are admitted and considered that, for some patients, the food probably represents ‘a banquet’ in comparison to what they usually have access to.  

Several participants indicate that the standard of food produced by the centralised kitchens is impressive, given the constraints of mass production, but that that the quality suffers in regeneration and delivery to the patient. It was also suggested that some problems are inevitable because of the small budget allowed for food. This means that a lot of food is not cooked from fresh ingredients (for example, fish cakes are bought in ready-made). 

One of the main criticisms raised concerns the choice of food available to patients. While this problem is about to be addressed by the introduction of a new, wider menu, there are concerns that there will still be a lack of choice for those requiring specific diets such as Halal or Kosher food.  

6.7 Health and safety issues in the trust

As mentioned earlier, we found considerable tension between clinical and catering staff over their different approaches to health and safety policy. The problem was also indicated by the clinical director who commented on how difficult it is becoming to have any flexibility in the system, and how hard it is for individual patients to get something to eat when they feel like eating, because of health and safety policies. One of the matrons indicated how such policies restrict opportunities to increase patients’ food intake, saying 

There are all these rules which just make it more and more difficult to do what you want to do. In my day [on the night shift] we used to bring in potatoes from home and we’d always bring in a couple of extras because, you know, some of the patients might wake up and they might want one too.

As the ward’s matron put it, noting the potentially distressing effects of health and safety restrictions, 
“you’ve got a patient who’s dying who wants a particular meal and you have to stand there and say ‘I’m sorry, we can’t re-heat meals under regulation 460, paragraph 3”. 

Many nurses that we spoke to considered that health and safety policies worked to restrict the provision of nutritional care in a number of ways relating to patients’ or relatives’ access to kitchens, including refrigerators for the storage of food, and the reheating of food brought from outside. 

6.7.1 Restricted access to kitchens

Contrary to suggestions from the NHS Estates Better Food Programme, there is no access to a kitchen for visitors or patients. Reasons cited for this include issues about hygiene – whether visitors using the kitchen are sufficiently knowledgeable about food handling to avoid risk – and safety, given the use of stills of hot water. In addition, the ward kitchen is small and food regulations do not allow public access. This has become less of an issue with Protected Mealtimes, as patients tend to miss fewer meals (for instance, tests are organised to avoid mealtimes where possible). 

Nurses cannot cook light meals such as scrambled or boiled eggs for patients or, we heard, are not supposed to make toast for patients, because kitchens on wards are designated food handling areas rather than food preparation areas. Nurses are generally not trained in food handling.  

6.7.2 Restrictions on reheating food

Although it was suggested by the Patient and Public Involvement co-ordinator that many relatives are not keen on the idea of bringing in cooked food for patients because they do not know if it is suitable for a patient’s diet, or food from a take-away might be a source of infection, many patients like to have home cooked food. For many South Asian patients, for example, the choice of Halal food is limited (one meat dish, one vegetarian dish per meal) and does not take account of vast regional variation in food for those of Muslim identity.  Yet bringing in food is not encouraged. It appears that, following legal action over a case of food poisoning, the trust does not allow patients or their visitors to bring in food to be reheated it on the ward by visitors or staff, for fear of breaching food handling regulations. Some relatives bring food in a thermos and while this is not viewed as ideal by trust management, it can be accommodated, provided no hospital equipment such as cutlery is involved. 

6.7.3 Restrictions on the use of ward refrigerators

Patients’ food cannot be stored in the ward’s refrigerator because of the risk of cross-contamination (or the trust may be fined by the Health and Safety Authority);

6.7.4 Restrictions on the use of blenders in ward kitchens

The speech and language therapist was concerned that patients on a soft diet have little choice of food, or there might be no soft diet option so that patients are repeatedly offered mashed potato and gravy. Nurses told us that, despite this lack of choice for patients, and the potential consequences for their nutritional status, they were not permitted to blend food from the trolley using a blender in the ward kitchen on health and safety grounds. However, other sources suggested that the issues were more complex: for example, nurses might not appreciate the need for particular types of food consistency for certain patient groups, such as those with swallowing difficulties. 
SECTION 7: FINDINGS ON NURSES’ INVOLVEMENT IN NUTRITIONAL CARE 

This section focuses on findings about nutritional care from interviews and observation of staff and patients on Mary Seacole ward. First, however, we look briefly at local, contextual issues, namely the style of nursing practice on the ward, factors influencing staff morale, and how nurses’ overall nutritional care was perceived.

7.1 Broader issues

7.1.1 Nursing practice

We discuss some of the limitations on our fieldwork in Section 8. These include the limited opportunities we had for observation, due to the conditions imposed during the project’s ethical clearance. As a result of these, our observation of practice was impressionistic, although we took care to compare the findings from our periods of independent observation and our impressions are supported by data from other sources such as the nursing handover and the ward’s communication book. 

One of the most striking impressions is that we rarely saw a nurse or health care support worker sitting talking with patients (although this may have happened to some extent behind patient screens, or at night). This impression is confirmed by discussions with staff who bemoaned the fact that the demanding pace of work on the ward means that they do not have quiet times when they can chat with patients and get to know them properly. We noticed that nurses are rarely to be found at the nurses’ station but are constantly on the go, usually involved in tasks such as drug rounds, dressings, toileting, and so on, and reacting to circumstances rather than being able to be proactive. It is therefore understandable that they do not spend much time ‘being with’ patients, or developing the kind of ‘closeness’ that some practitioners argue is an essential aspect of nursing (see Savage 1995). Yet at the same time, we found indications that psychological aspects of care are not only difficult to find time for, but are less of a priority than they can be in some forms of practice.  The nursing handover, for example, tended to focus on the medical diagnoses of patients and the investigations these required, rather than nursing care and psychological needs, as the following example of handover notes demonstrates (ages are approximate and names omitted for reasons of confidentiality):

	Age
	Symptoms/diagnosis
	Care 

	70
	Infective exacerbation of asthma
	Hx –CLL, chest infections, asthmas, Plan – nebulisers, oxygen 1 1/min OAB, peak flow chart, sputum for culture taken for AFB1 & 2, needs sputum for AFB3, MRSA swab taken, patient on Octinesan.

	71
	Cough, pyrexia, ?TB
	Previous medical history: Myocardial infarction x2. For 3 AFBs and 3 EMUs, Echo – when? Blood culture sent.

	80
	Weight loss, poor appetite,weakness, pneumonia? Underlying Ca lung
	Previous medical history: ?cholescystectomy S/B lung CA nurse and for palliative review. 98% oxygen. Intravenous infusion, analgesia.


Data from the ward’s communications book also supports this impression that nursing work exists within, or is determined by biomedical priorities and understandings.  The communications book is kept as a way of documenting and disseminating information between the ward’s nurses. The types of entries made vary tremendously – from pasted-in emails from other departments, to notices of forthcoming audits, reminders to staff of training or new regulations, and the relaying of thanks from senior staff. The frequency with which entries are made also varies – there may be several entries in one day, and then no entries for a week or two. 

One entry of relevance here relates to ‘unified notes’ and how these are to be introduced across the directorate. The intention is to use one set of notes to document decisions, treatment and so on for use by all members of the multidisciplinary team (that is, doctors, nurses, physiotherapists, occupational therapists etc) with the aim of cutting down on the duplication of paperwork.  

The communications book provides an example of how nurses are expected to contribute to unified notes, as follows: 

 “Nursing 8.8.03 16.00hrs

Patient X attended for echocardiogram. M Williams (RN)”

The absence of any reference to nursing activity in the nursing entry does not seem to be a matter of chance. The message on unified notes goes on to say that, 

“Under no circumstances [original emphasis] are things like ‘Had a wash’ or ‘slept well’ to be written in the notes. Story telling info can still be written in the evaluation at the end of the bed (if this kind of stuff has to be written at all). We are trying to uphold the professionalism of nursing so only neat, legible, informative information can be written in [unified notes]

It is not clear if this move to dispense with the ‘storytelling’ aspects of patient care (and thus, arguably, the specifically nursing aspects of patient care) is a trust initiative or one that comes from the ward management team. However, it supports our impression that nursing practice on the ward is primarily concerned with the more technical rather than the more psychological aspects of care. 

7.1.2 Nursing morale

The communications book also provides an indication of some of the problems faced by staff on the ward, such as demands by the trust for excessive levels of documentation because of fears of adverse incidents and litigation. One of the main problems however relates to nurses’ perceptions about workload and staffing levels.  Ward staff told us that the current situation compromises standards of care and is likely to affect staff retention. The ward is highly dependent on the extra help provided by students but this is episodic. Nurses starting on the day shift at 8 am are commonly unable to take a break until after 2pm. Ironically, Protected Mealtimes was initially thought by one or two of the study participants to be an initiative that would protect nurses’ mealtimes. In reality, it may contribute to the difficulty nurses experience in taking breaks as the aim is to get as many nurses as possible involved with serving food, to complete meal service as quickly as possible. 

Staffing levels, although relatively high on paper, seem inadequate to match the demands on staff. The pace of work seems to be continually increasing and several members of staff told us how they go home utterly exhausted, particularly those working the 12 hour shift favoured by the trust, and one or two spoke of how their health is suffering. The problem is largely seen to stem from tight ward budgets. For example, if a nurse is absent due to illness, it costs three times as much to replace him or her with an agency nurse. In these instances, the ward manager generally avoids covering sickness.

The ward communications book has several entries discussing staffing levels; these are said to be a particular problem at night, when there are normally two registered nurse and one health care support worker on duty. Until last year there used to be two HCSWs on night duty, and nurses have used the communications book to petition for this arrangement to be restored as a matter of urgency. In response, the previous ward manager explained that her staffing budget did not allow for two HCSWs at night without a corresponding reduction in day staff. However, it was clarified that if there is only one HSCW on at night, staff are not expected to do all the morning observations (only those that are really necessary), or to give out breakfasts – although tea and coffee will still need to be offered. (Some of the routine tasks that the night staff are expected to undertake are provided in Appendix 6.) While many of the nurses we spoke to recognise the different demands that the ward manager has to balance, and the difficulties of working to a tight budget, many feel guilty about leaving some of their designated work to the day staff and may go without a break in order to get everything done. 

As a result of these pressures, it appears that nursing staff are becoming increasingly stressed. One of the patients told us that she has seen nurses quite upset on occasions because they cannot look after people as well as they would like. Some nurses also feel that their work has few rewards, there are few gestures of appreciation and scant recognition of what they do from more senior trust staff.  Their conditions of work are poor (such as the lack of opportunity to take breaks), and nurses are sometimes worried about their own safety: one nurse told us of being attacked by patients on several occasions. Some nurses who used to be passionate about their job are now thinking of leaving. As one member of the ward staff said, 
“It starts all enthusiastic …wanting to help, wanting to care …it just slowly decreases to the point where you just leave.”

7.1.3 The views of ward staff on the quality of food

One important influence on the quality of nutritional care that can be provided is the quality of food available to patients. We found that ward staff are, on the whole, far more scathing about the hospital’s food than others we had spoken to across the trust. One health care support worker, for example, is embarrassed to offer the food to patients and describes the quality of food as ‘atrocious’. It was pointed out by a number of staff members that it is difficult to tempt patients to eat when the food is unappetising. The main problems relate to the effects of the process of regeneration, limited choice and the lack of fresh fruit and vegetables. 

7.1.3.1 Regeneration
We were told that with the regeneration process, some food does not become hot until other food in the same trolley becomes overdone or burnt. One member of staff expressed concern about whether the food has any remaining nutritional value or “whether it’s pure carbon”. Green vegetables are often overcooked while there are frequent complaints about potatoes remaining hard. One nurse stated that “even though we try to serve [food] nicely on the plate, what actually comes up doesn’t always resemble what is supposed to be on the menu”. 

7.1.3.1 Limited choice

Some staff told us that lack of variety is the biggest problem.  The usual meal is meat of some sort, potato and vegetable, with a dessert of jelly or sponge and custard. Culturally specific food, such as Halal dishes, are seen to offer little choice - on any one day the Halal option includes one meat or one vegetable curry - although a number of non-Muslim patients prefer to order these, either to have more variety or because they find other food too bland. (However, we came across instances of patients being told that they could not order food designated for what were perceived as different cultural group. For example we heard how a patient was told by a domestic that he was not Muslim and so could not have a Halal meal). There are a considerable number of Afro-Caribbean patients on the ward who would like more, and a greater variety of, fish and fruit. There is usually no choice for Kosher patients. As the ward dietician said “If you only have a few choices for each cultural group you are always going to run into difficulties of the patients not liking the choices on the menu”. Even patients who can chose from the main menu find they are eating the same thing all the time. 

7.1.3.2   Fresh fruit and vegetables

We received a disparate picture about the availability of fresh fruit on the ward. Fresh fruit appears with the food trolley, but is usually limited to apples, oranges and bananas: fruit such as mangos or papaya that are more familiar to large sections of the local population are entirely absent. The centralised kitchen tends to use frozen food. The biggest problem, however, is the overcooking of vegetables so that little nutritional value remains. Staff also suggested that more salads should be available.

7.1.4 Budget

It was suggested that some problems are inevitable because of the small budget allowed for food. This means that a lot of food is not cooked from fresh ingredients or is not freshly made (for example, fish cakes were bought in ready made). 

7.1.5 The views of the ward’s patients on the quality of food 

It was noticeable that, despite the difficulties of reheating food on the ward, many families or friends bring in food for patients. This is sometimes as an alternative to, and sometimes an adjunct to, hospital food. While in some circumstances bringing in food might represent a comment on the quality of hospital food, this is not always the case. Observation on the ward indicated that many families, particularly those from South Asia, place importance on feeding their senior relatives with home cooked food, even when they do not require help with feeding, suggesting that food has other meanings beyond nutritional ones and, for example, may convey messages about duty and care in certain groups.   

About one-third of patients interviewed considered the quality of food to be acceptable, given the constraints of mass catering and the different ethnic populations being catered for. Two patients were positively enthusiastic about the food they received; one man in particular, used to cooking for himself, had tried dishes that he had never eaten before and thought they were ‘really smashing’.  It was noticeable that even patients who were negative about the food overall praised the desserts made in the CPU. 

It was, however, more usual for interviewees to be critical about the quality of food, and certain comments recurred frequently. For example, patients often mentioned how food is cold by the time it reaches them. Vegetables are too hard to eat, fish is overcooked, and much of the food is found to be too bland or tasteless. 

There were also comments about the quality of the raw materials used in the meals. One woman described how meat dishes are covered in sauces or gravy, but this did not disguise the poor quality of the meat. Another patient (a vegetarian) thought that his supper the night before (leek risotto) had tasted like a ‘packet meal’; while one patient likened the quality of food with what might be expected from ‘school dinners or prison meals’ (Male patient, aged 34). Some patients noted that food did not compare well with the food they had eaten in other hospitals of similar size. 

7.1.6 The quality of nutritional care on Mary Seacole ward

7.1.6.1 Staff views
The dietician, among others, told us that Mary Seacole ward is ‘good at nutrition’ and that the high standards of nutritional care to be found on the ward do not reflect what happens in the rest of the hospital. Many wards, for example, do not have a nutrition link nurse to help disseminate information about nutritional issues. In turn, nurses on the ward said that they cannot speak highly enough of dieticians and speech and language therapists that they work with. 

However, one of the main problems facing nurses is in the provision of care for patients who do not necessarily need referral, but whose needs are hard to meet in the face of a rather inefficient system for food delivery (see Section 7.2.2). In addition, a number of study participants referred to the negative impact of central initiatives such as targets on nutritional care. As one nurse said, 

“It’s very unfortunate in this Trust that everything is oriented towards patient admission and discharge home. There is a lot of pressure for that on the nurses, and less on patient nutrition”. 

This same nurse pointed out, however that, in the long run, if patients are not eating, they will stay in hospital longer and cost the NHS more.

7.1.6.2 Patients’ views

Patient interviewees were asked whether they thought there was scope for nurses to be more involved in patients’ nutritional care and, if so, in what ways.  The main areas they referred to were feeding patients, and tempting those patients with poor appetite to eat. Three patients, for example, thought that nurses could give them more encouragement to eat when they are feeling unwell. One young woman commented that she did not remember nurses asking her about her ‘dietary preferences’ on admission, making a careful distinction between this and a ‘special diet’. We have, however, observed occasions when nurses try to tempt a patient with a poor appetite to take something from the trolley. This tended to be at supper time, when the ward was less frantic.

We also gained the impression that patients have modest expectations of nurses and the nutritional care they might offer. While one patient suggested that nurses might not be adept at nutritional care, seeing them as ‘too young’ to know about the nutritional value of food, or that nurses from overseas would not necessarily understand what foods were healthy or not healthy to eat in the British diet, the overwhelming reaction is that nurses already seem to be too busy to offer nutritional care and that it is unrealistic to expect them to do any more: ‘They already have enough to do’ (M, 72). As one patient said, ‘I do not expect nurses to be more involved [in nutritional care], but I think perhaps they should be’ (M, 34).  We found no suggestion that patients thought nurses might have other, less visible responsibilities, such as influencing the choice or standard of food, behind the scenes.

7.1.7 Managing complaints

The trust does not appear to receive many formal complaints about food, despite ward staff telling us that many patients are dissatisfied with the food they receive. The systems for making complaints or feeding back comments to catering staff are not clear. Although modern matrons are charged with being available to patients and their families to deal with their concerns, and with ensuring that patients’ nutritional needs are met, we found matrons in the trust have very different approaches to ‘walking the floor’ and speaking to patients about their experience of food and food service. Patients we spoke to did not know who they could complain to, if necessary, but when pressed, often suggested it might be the ward manager they should approach. It seems that complaints are generally dealt with by the patient services supervisor, although many staff do not seem to be aware of this. 

7.2 Nurses’ contribution to nutritional care

This next section focuses on the specific contribution made by nurses on Mary Seacole ward to nutritional care. It provides detail on a range of nursing responsibilities, such as nurses’ role in assessing patients’ nutritional status; helping patients to choose appropriate dishes, such as those providing high energy, from the hospital menu; encouraging patients to eat and to increase their nutritional intake though food supplements or snacks; and monitoring food intake.  

7.2.1 Assessment and referral

Nurses may be involved in nutritional assessment in a number of ways. It is trust policy that all patients’ nursing needs are assessed by qualified staff in the first 24 hours following admission, although over the past years, as nurses become increasingly busy, nurses tend to use their discretion and assess only patients who are on the ward for longer than 24 hours, or who are deemed at high risk.  

Initial assessment uses a modified version of Roper’s model of the activities of daily living (ADL), which includes a section on eating and drinking. Although eating and drinking tends to be given less attention than some other activities, a basic picture should be gained, such as whether the patient has been losing weight before their admission.  This initial assessment may indicate the need for further screening (either dysphagia screening or nutritional screening, discussed further below) and, depending on the outcome, referral to a dietician and the implementation of an “eating and drinking – risk of malnutrition nursing care plan” (see Appendix 7 for Nursing Care Plan template, and Appendix 8 for diagram of overall assessment process). We did not come across completed care plans for those patients at risk of malnutrition, although we only sampled a small number of patients. 

7.2.1.1 Dysphagia screening

Dysphagia screening is primarily the responsibility of the speech and language therapists. However, many nurses (approximately 80% of nurses on Mary Seacole ward) are trained to make an initial assessment of patients who are admitted outside the hours that speech and language therapists are on duty, but are at risk of dysphagia.  Patients admitted with potential swallowing problems are made nil by mouth for safety reasons until assessed. In the past, before the nurse dysphagia screen was developed, such patients might be deprived of nutritional intake for 48 hours. The screening tool has a flowchart that indicates what the nurse should do at each stage of the process – for the most part, any problems identified with swallowing would suggest referral to the speech and language therapist. 

7.2.1.2 The nutritional screening tool

The nutrition screening tool (NST) is one that all staff (that is, registered nurses and health care support workers) on the ward can be trained to use, although in practice we found that it the tool was mainly used by registered nurses. It is different to the sustenance dietary assessment carried out by dieticians in that it assists nurses to make an assessment of when they need to refer a patient to a dietician. The NST was developed by the trust’s dieticians and piloted about 18 months ago. It has now been validated and adopted for use across the trust with all patients.  On Mary Seacole ward, the nursing staff try to include this screening as part of a more general assessment that includes screening for pressure sore risk, risk of fall, competence in activities of living and so on – ideally within 24 hours of admission. Because of the risk of developing malnutrition in hospital, nutritional status is ideally reviewed weekly. (see Appendix 9 for more details of the screening tool.)

If a patient is identified as at nutritional risk (that is, they have a score of 6 or more), the patient is referred to the ward dietician for further nutritional assessment. This can include medical history, social history, drug history – anything that might help to indicate the patients’ risk of malnourishment.  The dietician then formulates a plan. This can range from giving the patient advice; starting the patient on supplements; changing supplements or trying different flavours if they are already being given these but not tolerating them well; or suggesting enteral feeding. 

Many of the nurses questioned about the NST said that they find it helpful in making them think about the nutritional status of all patients. Apparently, the system for referral to a dietician was haphazard before the screening tool had been implemented. However, questioning identified a number of problems:

i) Time

The screening tool does not take a great deal of time to complete. Nonetheless, nurses’ workload is heavy and they have to deal with increasing amount of documentation. As one staff nurse said in relation the time available for nutritional assessment:  

Because of the nature of the ward and the pressure we have from bed managers to quickly get people home, quickly get people in from A & E and (the admissions ward), nurses are finding it more and more stressful.

In response to these pressures, nurses have decided that, although they think nutrition is important, they will omit or postpone nutritional assessment if a patient has no obvious risk of problems (such as being underweight, loss of appetite or had a stroke).

ii) Uncertainty

Nurses acknowledged that the guidance offered by the screening tool will not cover all cases, and that they need to use their judgement – for example, they might refer a patient to the dietician even if they have a low score, because they suspect a problem that the screening tool has not picked up. As one health care support worker said, 

I don’t always find it the best means of assessment because sometimes you can do the actual nutritional assessment itself and you didn’t catch it all. 

The dimension of the tool that seems the most ambiguous is the section dealing with stress factors.  Stress factors that are recognised as influencing nutritional status include pyrexia, severe pain (such as in sickle cell crisis), or certain medications, such as those affecting appetite or inducing nausea. However, the term ‘stress’ also covers more complex influences. For example, a teaching session by the ward dietician highlighted that fluid requirements increase for patients on air fluidised beds. As a rule, hospital patients should have a minimum fluid intake of 1500mls. Patients on an air fluidised mattress need to have an extra fluid intake of 10 to 15 mls per kilo, something that is not easy to achieve. Similarly, pressure ulcers, particularly if grade 3 to 4, represent a significant stress factor,  contributing at least 2 points to an overall score. It is clear that many members of the nursing staff are not aware of these issues and thus do not incorporate them into their scoring for ‘stress’.
iii) Response

Referral to a dietician leads to a full dietary assessment and, if any action is indicated, this is written up as a dietician’s dietary advice sheet (or ‘pink slip’) which usually prescribes additional supplements for the patient, plus regular weighing and monitoring, using a food chart. However, nurses have great difficulty in obtaining regular supplies of supplements (see Section 7.2.2.1.) and some problems with monitoring (see Section 7.2.7). Perhaps for these reasons, the dieticians’ advice sheets tend to be overlooked. 

iv) Other issues

Although all ward staff have training in the use of this tool, screening is rarely undertaken by health care support workers. It is therefore difficult for them to maintain their skills in this area. One nurse felt that the screening tool represented a lost opportunity for health promotion, noting that it could act as a reminder to discuss nutritional issues such as weigh loss with patients.  
7.2.2 Nurses’ involvement in the provision of food

This sub-section covers all aspects of food delivery that nurses are involved in, such as ensuring that patients receive supplements and special diets they have been ordered, the feeding of patients, and nurses’ role in protected mealtimes. 

7.2.2.1 Ensuring supplements 

Nutritional supplements such as Build-up or Ensure Plus are indicated when patients are unable to meet their nutritional requirements by other oral forms of intake. Supplements are prescribed by a dietician or doctor. A menu of supplements had been drawn up by the ward’s nutrition link nurse, to help show patients the choices available (see Appendix 4). 

Supplements seem to raise a number of problems. As one of the matrons stated, supplements are unpleasant to the point that only those patients who “have a great want to stay alive” will take them.  Their unpalatable nature may be one reason why nurses do not seem highly active in encouraging patients to take supplements. During observation, there was little mention of supplements during the nursing handover, and we also heard of instances where they might have been overlooked if patients and their visitors had not asked for them.  

Systems for ordering and delivering supplements also seem problematic. Supplies for specific patients are sent to the ward from the distribution unit, where stocks are maintained by dieticians. However, dieticians do not appear to have sufficient time to check stocks frequently. Staff in the distribution unit have no involvement with supplements and so do not notify dieticians or ward staff when supplies are running out, although they do ration the wards when they notice levels have become low.  Moreover, we were told that supplements, which come from the dieticians’ budget, are expensive and nurses are sometimes told they are using too many. In addition, we were told that ward staff tend to confuse the picture by redistributing prescribed supplements left over after a patient has been discharged and giving these to others who they feel need building up but who have not been seen by a dietician. For example, the facilities manager observed: 

‘you send off all these supplements for Mrs Smith – Mrs Smith has 2 days [in hospital], but she has supplies for 10 days, she consumes them for 2 days, [and] the 8 days are left in the [ward] kitchen. Mr Jones then comes in and Mr Jones is then offered these supplements without seeing the dietician.’

Build-up soup was understood to be of limited use, given its high salt content. Because of this, the awful taste of most supplements, and the logistical problems of ordering and storing, staff such as the catering manager and one of the matrons we spoke to, hope it will be to be possible to introduce freshly made soups and ‘smoothies’ to replace supplements in future. 

7.2.2.2 Snacks

One of the other ways in which nurses are involved in improving patients’ nutritional intake is through encouraging them to eat snacks, especially during the evening, when supper is served early and there is a long gap before the next meal. In addition, some patients, such as those with dementia, may not eat regularly and find themselves hungry outside normal mealtimes. There are usually sandwiches, fruit, biscuits or cheese and crackers available on the ward.  Nurses also make toast for patients (although there is sometimes little in the way of butter or jam to put on it) and keep them supplied with ice. The ward domestics also help by offering snacks when they give out tea or coffee.

7.2.2.3 High profile menu
The system described as ‘high profile diet’, as outlined by catering staff (see Section 4.4.2.3) was apparently unfamiliar to nurses on the ward and other staff including dieticians. 
7.2.2.4 Ensuring special diets

i) Pureed food and soft diets 

A major group of patients on Mary Seacole ward are those who have had strokes and who are slowly regaining the ability to eat. Initially they require soft food or purees but there are problems in ensuring a supply. There is some confusion as to whether the puree diet should be ordered by nurses from the menu card, or ordered through the dietician. We heard from the speech and language therapist that there is often nothing on the menu that is soft and so patients are given mashed potato and gravy. Even when a pureed meal arrives, it tends to consist of the same foods all the time – peas, cod, minced meat and potatoes, with the occasional variation, such as pureed suede instead of peas. Nurses want to be able to puree food from the menu to increase the choice available to patients but this is not allowed partly because of health and safety concerns (see Section 6.7.4). It was thought that some of these problems will be addressed when the new menu is introduced. 
ii) Special diets

Special diets, such as gluten free or high protein diets, are ordered through the dietician who, with the help of the dieticians’ administrator, ensures that these are supplied by the kitchen. There is no specialist dietary cook and thus there are a limited number of special diet items that are available. According to one of the hospital’s dieticians, other trusts seem to provide more choice regarding therapeutic diets. 

We were told that there are continual problems in getting special diets provided – it can take three or four attempts at ordering before the patient receives the appropriate food, and then the supply may be intermittent. Nurses therefore either have to chase up the order, or try, often unsuccessfully, to find a suitable alternative from the menu. This is extremely frustrating for the nurses who are already overstretched, and for patients who sometimes miss a meal. This longstanding problem (at least three years) is of particular concern to the nutrition link nurse who has become so frustrated with the situation that he now telephones the catering manager and asks him to come and explain what the problem is to patients. The process for stopping a special order is also erratic and there appears to be no established or commonly understood system for notifying the kitchen that a patient had gone home. 

7.2.3 Menu cards

Nurses are responsible for ensuring patients’ menu cards are completed everyday. Completion varies on Mary Seacole ward, depending on how busy the ward is and how much time nurses can allocate to this. The task is made more difficult by a number of factors. The cards are not translated into other languages besides English. Some patients, if admitted via A and E, may not have their reading glasses with them. One significant influence on completion is the level of patient throughput. New patients present a problem as they have not been present to order food and may be expected to eat what their predecessor chose. This can be a particular problem where a patient has special requirements such as a Halal or gluten free diet.  In addition, patients on soft or special diets can have difficulty identifying what they can eat.

There was some suggestion that, because of such problems, a number of nurses simply fill in menu cards without asking patients what they would like. We heard from catering staff that the completion of menu cards is more reliable on some wards, particularly those few in the trust that employ housekeepers. 

Poor completion of menu cards contributes to a problem that several members of staff raised concerning a chronic undersupply of food to the ward. They point out that, with bed occupancy always at 100%, it should be possible for the kitchen staff to estimate any shortfall represented by uncompleted menu cards and provide extra food. Instead, nurses often have to ring or visit the kitchen for more supplies. In addition, even when cards are filled in, patients do not always get what they ask for and this in turn reduces nurses’ and patients’ motivation to ensure completion. 

The time lapse between choosing from the menu and the arrival of the chosen food also poses problems. Patients might feel differently about what they want to eat, particularly if their health status has changed in the interim. Nurses try to be flexible in response to patient need – whether this is because patients feel like something different to what they have ordered, they are new and would otherwise have to eat what someone else has chosen, or because they do not like the look of what they have ordered when it arrives. 

7.2.3.1 Patients’ views on menu cards

A large minority of patients (six of the 14 interviewed) experienced problems with the ordering system. Patients did not necessarily get what they ordered or receive a sympathetic response when they were given something that they did not chose. As one patient put it, 

One time I was given the menu card and meal of another patient, [and] the server said, ‘Oh, can’t you eat it anyway? (Male, 61) . 

It seemed though that, for a number of patients, some of the problems with ordering were offset by the trolley system of delivering food. One patient, for example, said in terms of menu cards, 

It’s very hit and miss…. I’ve seen cards torn up because they were two days out of date… the menu cards are never on the trolley… [but]… you can just go up to the trolley and get what you want…it’s very nice. (Female, 84).

Similarly, we were told by one elderly British man that it did not seem worthwhile ordering from the menu as he did not know what many of the dishes were. Instead, he chose from the trolley, or had food brought in. Another patient thought that it was a good idea to be able to choose different sized portions.

7.2.4 Nurses’ role in Protected Mealtimes  

On Mary Seacole ward, implementation of Protected Mealtimes is seen to have gone well, by and large, partly because it coincided with a new intake of junior medical staff, whose patterns of work were shaped from the outset by the initiative. Staff on Mary Seacole report that the vast majority of the many doctors who have patients on the ward are careful to observe mealtimes, and while they are often evident at the nurses’ station checking notes and making telephone calls, they generally do not enter the patient bays or interrupt nurses’ mealtime activities. 

Over time, the Protected Mealtimes initiative has come to be seen by most staff we spoke to as having a range of benefits, including more emphasis on the attractive presentation of food, serving food hot (as it can be served more quickly), ensuring that patients receive appropriate kinds of food and portion sizes, and that nurses have more time to help feed patients.  However, the initiative was not without problems of varying significance: 

7.2.4.1 Impact on nurses’ hours of work

In order to accommodate Protected Mealtimes, nurses have to make sure that they are not washing patients, making beds, giving medications, carrying out observations and so on during certain times. This means a certain amount of reorganising and planning, including an acceptance that routines may need to be adjusted. However, nurses seem able to adapt quite readily. What is perhaps more of a problem is that Protected Mealtimes also influences when staff can go for meal breaks (see Section 7.1.2). 

7.2.4.2 System for food service

On Mary Seacole ward, a health care support worker is identified each day to act as the food co-ordinator and help ensure that the aims of Protected Mealtimes are addressed as far as possible. This person has responsibility for helping to tidy the ward and patients’ tables before mealtimes, reminding staff that meal service is imminent, giving those patients who need it assistance with positioning, helping those who wish to wash their hands prior to eating, and dealing with any problems concerning the standard or quantity of food before serving. Although the Nutrition link nurse has drawn up a checklist to remind staff about the elements of this role (see Appendix 10), in practice these are often overlooked, generally because of a shortage of staff. 

In addition, there seems to be no consistent system for organising nurses’ involvement in food service itself. This means that on occasion only the domestic staff (or domestic staff and food co-ordinator) are serving food, while at other times there is chaos because there are too many staff involved: as one health care support worker put it, “it’s a perfect example of too many cooks spoil the broth”. Some study participants suggested that, rather than following the trolley all around the ward, nurses should only help serve food to their own patients, as they will know who is nil by mouth, on a special diet and so on, and could use the opportunity provided by Protected Mealtimes to give more attention to helping patients to eat or monitoring food intake. 

7.2.4.3 Speed

There is widespread agreement on the ward that as many of the nursing staff as possible should become involved in serving food, to ensure that patients get the right food (or no food if nil by mouth), and that food is served as quickly as possible: meals are supposed to be served within 15 minutes (according to Protected Mealtimes policy) to ensure food remains hot, and patients still have time to eat within the protected time. Staff find it difficult to serve meals to 27 patients in the time allocated, especially given the awkward layout of the ward, and that food does not arrive on individualised trays for patients, ready plated according to their menu card choices. Serving meals is therefore a rush, to the point that some nurses come in early, if they are on a late shift, to help serve lunches. 

7.2.4.4 Conflicting priorities

Despite attempts to ensure that mealtimes are uninterrupted by other activities, it is seen as inevitable that, in hospital, some patients will need help occasionally with other requirements, such as pain relief, during a meal. In other words, Protected Mealtimes needs to be managed with some flexibility. We heard that most doctors with patients on Mary Seacole ward observed Protected Mealtimes, but this was more difficult for medical staff who had routine, immovable commitments such as theatre lists that determined when they could see patients on the wards. This was very often only at patient mealtimes. 

In addition, we found that observing Protected Mealtimes often clashes with other priorities within the trust, such as A and E admissions targets. This conflict is at its most obvious when the Bed Manager appears on the ward during Protected Mealtimes to assess which patients might be discharged in order to make beds available for admissions. Nurses spoke of the considerable pressure they experience to increase the rates of patient discharge and new admissions. They also admitted to feeling uncertain about their priorities in the face of conflicting messages from senior staff to both protect patients’ mealtimes to ensure that patients can eat properly or can be given help with feeding, and to admit patients (often very sick patients) from other departments during mealtimes. Decisions about whether to accept patients for admission during mealtimes usually fall to the ward’s shift co-ordinator (usually the most senior member of nursing staff on clinical rather than managerial duties) and each person in this role may deal with the situation differently. However, as a rule, when faced with the dilemma, 

if we’ve been told that [the acute admissions ward]or A & E is absolutely brimming with patients, we have to accept them otherwise the hospital will burst [and] because we’re getting pressure from bed managers, you’re going to put the nutrition second. (Health care support worker)

The emphasis on rapid patient turnover also meant that some doctors have to come to the ward during mealtimes in order to complete the paperwork necessary for one patient’s discharge, in order that another may be admitted. As one modern matron put it, Protected Mealtimes cannot be divorced from other targets “because its an acute service, because we have the target of no longer than a 4 hour wait in casualty”. 

7.2.4.5 The serving of food

Staff appreciate that, ideally, meals should be served one course at a time, with plates cleared in between courses, to help ensure that patients receive hot food. There is also an understanding that, in order to attempt some kind of equity with regards to the heat of food received and the choices on offer, the trolley run – that is, the order in which food is served to patients - is reversed at each meal to ensure that those who were at the end of the run on one occasion are served first at the next meal. However, during periods of observation, the direction of the trolley run was not reversed (see also 7.2.4.3).

7.2.4.6 Presentation

Protected Mealtimes policy also aims to improve the way that food is presented to patients. Observational data indicates that staff generally give attention to setting patients’ trays as attractively as possible and ensuring the necessary cutlery is provided. However, the way that food is plated, and attention to portion size, vary with individual members of staff, and also with how busy staff are. These impressions were supported by data from patient interviews. A number of patients we interviewed told us that, although they could indicate a portion size on their menu card, there seemed to be little attention to portion control when meals were served.  A few patients commented on the manner in which food was served, suggesting that it could vary between individual members of staff saying, for example ‘There is no ‘finesse’ in the way food is served from the trolley’ (Female patient, aged 77) or stating that ‘The staff give the impression of being hurried …. sometimes they could be more pleasant and helpful’  (Female patient,  aged 49).

7.2.4.7 Patients’ views of Protected Mealtimes

There are indications that nurses are not able to address all the aims associated with Protected Mealtimes. For example, one patient contrasted the system in the ward with another London hospital, where nurses made sure that patients were positioned comfortably before mealtimes, hands were washed, and so on.  However, without exception, the patients we spoke to were unaware of the Protected Mealtimes scheme. When informed about it, they all thought it a good idea – as one patient put it, ‘we rarely have the undivided attention of nurses’ (Female, 77), but two interviewees said that they had experienced interruptions by doctors just after their lunch had been served.  Patients also indicated that the notion of a protected mealtime did not seem to apply to the ward breakfast.  

7.2.5 The feeding of patients 

One of the aims of introducing Protected Mealtimes is to prompt the reorganisation of nursing work so that nurses can spend more time giving assistance to those patients who need help with eating. Although patients’ relatives or friends are generally discouraged from visiting during mealtimes, the ward has a policy of encouraging a family member or friend to be present if a patient requires help with feeding. 

The limited access we had for observation meant that it was difficult to see the extent to which nurses are involved in helping patients to eat. Our impression is that many patients’ relatives undertake this aspect of care, either during official mealtimes or throughout the day. Nurses themselves indicate that they are not always able to give time to feeding patients because of staff shortages and the high demands on their time. According to the ward manager, there is considerable variation in patient dependency and whether there are sufficient members of staff to help patients with eating: they can generally manage if there are no more than three or four patients who need help. Nurses told us there are times when they have to leave food by the side of a patient’s bed, and patients have to wait until someone, often a health care support worker, is free to help them eat.  There do not appear to be plate covers to help keep food hot.

None of the patients we interviewed had needed help with feeding. One interviewee, however, who was not mobile, reported a distressing incident at breakfast when a tray had been left for a patient opposite her who was unable to reach it to feed herself. She told us ‘I would have helped her myself if I could …she was very upset and so was I’.

7.2.6 Tempting patients to eat

One theme raised by a range of participants concerns the barriers that work against tempting patients to eat. For some, one of the main problems was the quality of food: patients will not eat food that they find unacceptable. The matron who has a particular interest in nutrition spoke of the needs of different patients – how, for example, patients who have been nil by mouth for a while require rather bland food initially – but there is too little emphasis on getting the patient what they want to eat. She believed that staff can do little to change patients’ eating habits in the short time that most are in hospital, saying “if they can’t see what it is, they won’t eat it”. Instead, as a surgical nurse, her main concern is to get patients to eat enough calories to help healing and recovery. 

According to the facilities manager, it is possible within the current system to get an individualised diet for patients who find themselves unable to eat what is on offer (see high profile diet Section 4.4.2.3) However, it seemed that not many nurses were aware of this. Nor is it clear whether this service can cope with a large number of patient requests. Plans for facilities in the new hospital include being able to provide food for patients who need to eat at odd times, or to eat little and often, and the provision of ward kitchens or pantries that will be accessible to patients and their visitors. 

7.2.7 The monitoring of food intake

In principle, if a patient’s food or fluid intake needs to be monitored by the use of a food or fluid chart, this is flagged up at the nursing handover. Monitoring of intake is generally the responsibility of the nurse or health care worker looking after a patient on any particular day. New food charts have been introduced to make it easier to indicate the precise nature and quantity of food taken. The old chart was divided into sections for breakfast, lunch and supper, with additional space to record snacks and other information. Nurses were expected to specify the items eaten and indicate the amount (for example, one third of a bowl of cereal) so that the dietician could then evaluate the patient’s intake. In reality staff would usually enter details such as ‘mash’ or ‘beef’ but omit any detail of quantity. The new form is set out in a way that means staff only have to circle the categories of food eaten and the amount (see Appendix 11). 

In practice, however, we found that monitoring of patients’ food intake is a persistent problem. This was evident both from the analysis of documents (the ward’s communication book, and patients’ notes) and discussions with staff. 

7.2.7.1 Documentation

i) The ward’s communication book

The communication book indicates that documentation in general is a long-standing issue. A ward audit undertaken by senior ward staff one year before the start of our fieldwork, and looking at about 40% of patients’ records, produced findings that shocked the auditors. It was found, for example, that some patients had no nursing assessment (ADL); that changes in patients’ activities of living were not documented; that some patients, such as those with congestive cardiac failure, had no care plans; routine urinalysis and weights were not done; and the date, time, name and designation of the nurse completing documentation were often missing. In response, the ward manager told staff that on every night shift and every Saturday and Sunday she expected that at least four patients would, in future, have all their documentation updated. Any similar lack of documentation in future would be dealt with as a critical incident, and lead to disciplinary action against staff. Nurses were reminded that a number of assessments needed to be documented, including nutritional assessment. 

A further audit six months later found little improvement. Auditors were stunned to find, for example, that documentation of MRSA screening or the recording of patients’ next of kin was incomplete. However, they made no reference to food or fluid charts. 

ii) Analysis of patients’ notes

We only looked at a small number of patients’ nursing notes, following informed consent. In those we looked at, documentation was often skimpy; we were often unable to find food charts, even if notes indicated that these existed; food and fluid charts were usually blank or had minimal information; and the nature of entries was sometimes puzzling (such as the scores arrived at in nutritional assessment). In Appendix 12, we provide a brief case history of one patient with a complex medical history, to show some of the problems with monitoring or its documentation (as well as screening) that we found more generally across the small number of notes that we sampled. 
7.2.7.2 Interview data

This picture of poor monitoring is supported by data from interviews, suggesting that the problem is not confined to the ward in our study. The head dietician, for example, said that on many wards, Mary Seacole included, it is unusual for food charts to be fully completed: 

A lot of the time information’s missing – you know, they haven’t put the quantities down, people forget to fill things in, so really you only get a very rough impression of what’s happening rather than a true picture.

One matron we spoke to described how, many years ago, the ward sister would be ‘hysterical’ if the intake of patients who were on hourly fluids was not recorded every hour. This matron went on to say: 

But in those days you didn’t have fifty thousand other things: machinery that you had to keep an eye on; monitoring – there is so much paperwork for people to fill in it’s really become very difficult for them. [And] it’s not the same turnover.

She suggested that increased turnover and meeting targets are prioritised at the expense of activities such as food monitoring. The harsh reality of needing to prioritise is also identified by one of the health care support workers, who said:

It certainly should be a priority – things like fluid charts and food charts are absolutely vital in my opinion. But when you’ve got a ward as busy as this, when you’ve got a lot of incontinent patients, when you’ve got a lot of things going on, a lot of very sick people, you automatically put it at the back of your mind and think ‘if I get a spare minute, then I’ll do it’. 

The standard of monitoring is clearly linked to staffing levels. For example, monitoring of intake was particularly difficult at breakfast as there were always very few members of staff around. A junior doctor that we spoke to was aware that nursing staff do not have time to help with feeding or monitoring food intake. However, there was also a sense that, because it was such a simple intervention, almost “a little too simple to do”, monitoring was given less importance than other responsibilities, such as the administration of medication. 

While the new form for recording food intake encourages nurses to be more accurate, it only solves one element of the problem of monitoring. Ward staff are either too busy to complete the forms, forget to do this or fail to realise that the patient’s food intake is being monitored. Monitoring is also difficult because patients’ plates are often removed by the domestic staff before nurses have a chance to see what a patient has eaten. (Domestics work to tight schedules, are not allowed to fill in food charts and language difficulties can make it difficult for them to describe how much food was left.) Nurses are therefore reliant on what patients say they have eaten. While many patients are able to give a very accurate picture of food intake, some will have no recollection of what they have eaten and others wish to appear co-operative and so tell staff what they think they will want to hear.  There are plans to introduce the use of laminated cards that nurses will place on the trays of patients whose intake is being monitored to indicate to domestic staff that these trays should be left for nurses to deal with. We were not able to see these cards in use but understood that, because of high turnover, domestic staff are not always aware of the meaning of these cards and tend to remove them, before clearing the tray as usual.  

It also seems relevant that completing food charts is something that nurses do on behalf of dieticians, and that it is dieticians who interpret these charts. Nurses are not always aware of what happens to the information provided by food monitoring, and thus not necessarily aware of its value. Monitoring may also seem like a rather pointless exercise as some participants suggest it generally identifies whether or not a patient needs food supplements, yet supplements, because of their unpleasant taste or texture, are often refused by patients. 

As the head dietician put it, the food chart is a joint responsibility between nurses and dieticians. However, according to the nutrition link nurse, monitoring food is given less precedence than monitoring fluids, perhaps because doctors are more interested in this kind of information and “can be very unhappy with the nurses if [the fluid chart] hasn’t been filled in”.  Yet “very rarely do you get an angry dietician saying ‘Why hasn’t the food chart been filled in?’” We gained the impression that dieticians are very understanding about nurses’ difficulties in monitoring. The ward dietician is aware that food charts are not always accurate and puts this down to a number of factors including staff changes. She finds, however, that if a patient is put on a chart for a limited time, for example three days, rather than for an unlimited period, nurses make a special effort to monitor intake. 

Finally, as one matron pointed out, food charts tend to be seen as synonymous with the monitoring of patients’ nutrition, but they are only one aspect of this. Food charts are useful where patients are seriously ill but they do not necessarily improve a patient’s nutrition – they just tell you what a patient has eaten, it does nothing in itself to remove the underlying cause of poor nutrition. “What you want to know is does the patient have an appetite”, a question that requires an additional kind of observation, a particular knowledge of the patient. This point suggests issues about the nature of nursing practice that will be returned to in Section 8 of this report. 

SECTION 8: CONCLUSIONS AND RECOMMENDATIONS

8.1 Conclusions

To some extent, some of the findings from this study of nurses’ involvement in nutritional care echo those of earlier research (for example, Harris and Bond, 2002) which identified the key responsibilities of nurses for nutritional care: namely, assessment (screening), monitoring and referral for specialist assessment where appropriate, the promotion of good nutritional care by managing mealtimes, and enhancing the mealtime environment. However, what is different is the emphasis this study places on the overall context in which nurses work and how this can shape the quality of nutritional care they provide.  
Within the trust in which our study was located, food is widely seen by staff to have a powerful effect on healing, sometimes akin to medicine in its ability to alter the course of recovery. There are indications that the trust places strong emphasis on nutrition through, for example, the work of its Nutrition Committee, and that the standard of nutrition provided as therapy (for example, parenteral nutrition) is highly regarded.  

Nutrition as therapy, however, is not entirely the same as nutritional care, defined as “a co-ordinated approach to the delivery of food and fluid by different health professionals [that] views the patient as an individual with needs and preferences” (NHS Quality Improvement Scotland (2003 p17). Nurses on the ward in our study have a reputation for ‘being good at nutrition’, but our findings suggest that the nutritional care provided might be more accurately described as ‘good, under the circumstances.’ The nursing staff are diligent, receptive and caring, and – along with many other members of the trust’s staff - recognise the importance of nutrition for healing. They have also put considerable effort into improving patients’ experience of eating while in hospital. The ward in our study is the first ward in the hospital with a nutrition link nurse. This nurse has put enormous effort into trying to raise standards of nutritional care, and to influence organisational systems that might support this. However, we found that ward nurses often found it difficult to focus on basic nutritional care such as ensuring appropriate diets, and monitoring food and fluid intake. There appear to be a number of reasons for this, which we consider below.  

8.1.1 The influence of ‘top-down’ initiatives

One of the most consistent themes to emerge has been the influence of ‘top-down’ initiatives, such as the need to attain the targets that determine star ratings for the trust, which tend to subordinate nutritional issues. This is most obviously the case in relation to the A and E target (namely, that 90% of patients who require admission from A & E are admitted within four hours), which depends on a fast throughput of patients and a single issue focus that means contributing factors, such as poor nutritional status, are marginalized. Although the staffing establishment has been increased in the Accident and Emergency department to help meet targets, there has been no such increase in staffing on the ward in our study, which receives patients admitted by A & E and which is under intense pressure from bed managers to maintain a fast turnover of patients. Rather, the ward manager has to work within a tight budget that has meant a reduction in the number of staff covering the night shift, and limited means for covering staff absence. Nurses are therefore often working at the sort of pace that does not allow them to get to know their patients, diminishes their job satisfaction and sometimes impairs their own health or wellbeing. 

8.1.2 Competing initiatives

Less obviously, initiatives such as ‘Protected Mealtimes’ are seen by some to help improve the aesthetics of food and the eating experience for patients, but at the expense of more therapeutic, clinical initiatives, such as improving methods of administering parenteral feeding. 

8.1.3 The significance of nutrition

However, nutrition is not only subsumed by the priorities that concern trust managers. It also appears to be given less intrinsic importance than some other aspects of care by many clinicians. Nutrition tends to be viewed as less robust than other sciences, while shifts in patients’ nutritional status are often held to be less dramatic or urgent, and less amenable to observation or measurement than some other changes patients might undergo. There are several ways in which this view is apparent. For instance, nutritional problems in general are not seen as serious enough to warrant delaying patient discharge. The most recent clinical governance report produced by the trust highlights the importance of modern matrons in attaining high standards of cleanliness, but makes no mention of their potential for improving nutrition. Mirroring this, most nurses we spoke to seem unaware that ensuring patients’ nutritional needs are met is a key responsibility of matrons. 

8.1.4 Organisational systems

The delivery of good nutritional care is also hindered by poor organisational systems. There is, for instance, a confused system for the provision of special diets, resulting in an erratic supply. There is evidence of poor communication between different teams and departments. For example, nurses on the ward seem unaware of the high profile diet that might help to tempt patients with poor nutrition to eat. Health and safety policies about equipment and food preparation prevent nurses from tackling everyday problems. For example, they are unable to use blenders on the ward to puree food for patients when a soft diet is not sent from the kitchen. Nor can they make ‘smoothies’ for patients as an alternative to expensive, unpleasant tasting supplements. It seems, however, that there is little dialogue about the interpretation of these policies, and slow progress at an organisational level in finding ways of addressing these problems. 

8.1.5 Nurses’ authority

Moreover, nurses seem to have little authority to challenge poor systems or practices. Nurses on the ward, for example, work well with the regular ward domestics and can discuss issues such as the presentation of food with them. However, nurses often have to deal with temporary domestic staff who may be unresponsive or tell them to talk to the domestic supervisor. The nutrition link nurse has been trying for three years to get the system for supplying special diets improved. Although guidance to NHS organisations on implementing the NHS Plan (DoH 2001b) identifies two important priorities of i) ensuring that all ward sisters and charge nurses have the authority and support they need to get the basics of care right, and ii) establishing modern matron posts to ensure, among other responsibilities, the availability of appropriate administrative and support services, it seems that nurses’ authority is often minimal.  
8.1.6 Staff  morale

Nursing morale is low amongst some members of the ward’s nursing team. Nurses are frustrated at not being able to provide the standard of care they wished to give.  The pressure to ensure a fast turnover of patients means that nurses work long hours without a break, and at a frenetic pace. Some are also frustrated at being unable to bring about improvements in the organisational systems that could support them in providing nutritional care. The study also found indications of low morale among domestic staff who are not NHS employees. 

8.1.7 Cross-team working

Despite the work of the trust’s nutrition committee that brings together representatives of facilities and clinicians, we came across a number of indications of tension between groups of hospital staff that may reflect the intense pressure under which they work. It was suggested that some of the causes of this tension might be addressed by the creation of a new role of catering dietician, jointly funded by nursing, catering and dietetic services. This dietician would not necessarily have a patient caseload, but could focus on the overall service to patients, and on systems of delivery, such as for supplements. 

There are indications that some members of staff might welcome more feedback from their colleagues: the nutrition link nurse, for example, wished that dieticians would talk more to nurses when they find recording of food intake inadequate. In addition, there is scope for a more integrated approach to food service. Breakfasts, for example, pose particular problems for nurses that might be alleviated by help from facilities staff. 

8.1.8 Protected Mealtimes

Protected Mealtimes is widely accepted as a useful initiative that is easier to implement in some areas rather than others. In a few areas it seems to have introduced tensions between nursing staff who endeavour to ensure it works, and medical colleagues who are not convinced of its value. It is more difficult to observe for those clinicians with procedure lists, such as endoscopy sessions, to work around: lunchtime may be the only time available to see ward patients. While it has been seen by some staff as a reminder to take their own meal break, for nursing staff it tends to extend the period that nurses can work without pause. Although Protected Mealtimes can be seen as a ‘top down’ project, like other nutritional initiatives, it tends to be destabilised and given less priority than other items on the trust’s agenda, such as meeting targets associated with star ratings. 

8.1.9. Housekeepers

One consistent message that has been voiced by staff across the trust concerns the need for ward housekeepers and how they might support nutritional care through improving communication between facilities and clinical staff, and taking on some aspects of work currently carried out by over-stretched nurses: for example, helping patients complete menu cards, chasing up special diets or perhaps helping patients who require feeding. The call for senior-grade housekeepers to play an integral part in the delivery of food to patients is not new: as outlined in Section 1.1.2, a similar point was made by Standing Nursing Advisory Committee in 1968, when it considered ways of relieving nurses of non-nursing duties. What is different is that the nature of nursing has changed profoundly in the intervening years.  The nursing role has become more complex, with nurses becoming more involved in technical aspects of care, and taking on some of the responsibilities of junior doctors. Introducing housekeepers to undertake aspects of fundamental care that were previously seen to be nursing duties raises questions about the essential nature of nursing in a modernising NHS. Some clinicians, for example, expressed concern that mechanical aspects of feeding and monitoring food intake were only a small part of nutritional care – what was also important was a knowledge of the patient and what a change in appetite might mean: delegating aspects of nutritional care such as patient feeding might lead to the fragmentation of nutritional care, rather than its integration into total patient care. 

The housekeeper role also poses questions about where the funding for such posts should come from, and to whom housekeepers should be responsible.  All of those study participants who argued for more ward housekeepers thought that this post should not come from the nursing budget. However the reasons why varied. Members of nursing staff tended to see this role as an adjunct to nursing, rather than seeing the housekeeper replacing one or two members of the nursing team. In focusing on the patient’s experience of their stay in hospital, the housekeeper would be providing something different and additional to what could be offered by nurses. Rather differently, catering and other staff thought that, as the housekeeper would be essentially concerned with ‘soft’ services such as porterage and distribution, the post should be located within the Facilities team. It is not clear to us whether housekeepers can be fully integrated into the ward team, and responsive to the standards set down by the ward manager, if the housekeeper is line-managed by facilities staff (or as may be the case in future, an outside contractor). The housekeeper’s job description therefore needs careful thought. 

8.1.10 Complaints

The trust receives few formal complaints about food, although it appears patients often express dissatisfaction to the ward staff, most commonly about the lack of choice available to them. In addition to the health and safety issues already outlined that, for example, limit what nurses can do to tempt patients to eat, there are few cheap alternatives to hospital food that are available to patients, other than food brought in by visitors. The hospital shop, for example, is run as a franchise, and has a limited range of nutritious food, with many items beyond the financial reach of some patients.

8.1.11 Training

The definition of nutritional care that informs this research suggests that good nutritional care will involve training for staff, carers and patients. Several sources (for example, RCN 1996; Harris and Bond 2002) indicate concerns about basic nurse education and how this deals with nutritional issues. Our findings add further weight to these. It seems that nutritional screening is an optional part of the nurse training offered by the trust’s provider, and is not given sufficient merit to require assessment.  In addition, we found that in-house training in the use of the nutrition screening tool tends to gloss over the complex nature of ‘stress’ and the nature of different stressors that can influence nutritional status. Some nurses have the opportunity to undertake a short post-graduate course in nutrition but it is unclear how strongly this is encouraged, or how learning outcomes are then shared with other staff. There are also problems in absorbing or putting into practice the training available in the use of thickeners for patients who have difficulty with swallowing. 

Rather differently, medical students are taught how to evaluate nutritional status but, once qualified, junior doctors tend not to integrate this into medical assessment, suggesting that initial training is not enough, in itself, to ensure a continuing focus on patients’ nutritional needs.  

The study also raises questions about training in the face of health and safety restrictions on food handling and preparation that frustrated members of staff in their attempts to encourage patients to eat, or to respond flexibly to patients’ requirements.  

8.2 Limitations of the study

An ethnographic approach allowed us to look at the nutritional care offered by nurses from one ward and relate this to the broader context in which they worked.  However, we encountered a number of restraints that prevented us from realising the full potential of this approach.  

8.2.1. Time for fieldwork

One of the major constraints was that of time: fieldwork, including initial visits to develop an understanding with the ward staff, was compressed into four months over the summer, with reduced availability of staff due to holidays. Although we were able to speak to a wide range of staff during the study, inevitably there were others who would have provided important insights, but with whom we have not spoken, either because we were unaware of the relevance of their role, or because we had insufficient time.

8.2.2. Limitations on observation 

Observation of nurse-patient interaction was limited, largely as a result of the process of informed consent that we agreed with the Ethics Committee that scrutinised our proposal. Ethical approval was contingent on an assurance that we would only observe in one ward area or bay at a time, and that we would gain consent from all staff and patients in this area, after they had had time to reflect on whether they wished to be involved. We could not observe in a bay where one or more patients were confused and were therefore unable to provide informed consent. It was therefore difficult to observe activities such as patient feeding, as we were often obliged to remain outside areas where patients were most in need of assistance. The study raises important issues about the feasibility of carrying out observational studies in the current climate of research governance. 

8.2.3. Comparatively limited input from patients

Our target of 10 focused interviews with patients on the ward did not seem over-ambitious, but it proved unexpectedly difficult to identify and gain informed consent from patients with different ages, ethnic backgrounds and diagnoses; allow them at least 24 hours to consider their involvement in the study (as required by the Ethics Committee); and then to find a time when they could spare half an hour without interruption. Although we did talk to two Bengali-speaking patients, we felt that we were not able to address the particular experiences of this large patient group in any depth.  This was particularly frustrating as recent national surveys have shown consistently lower than average levels of satisfaction with most domains of care amongst patients from South Asia  of or South Asian descent (Healthcare Commission 2004).

8.2.4 One ward only

Had time allowed, it might have been interesting to undertake a focused ethnography on another ward in the same hospital. It is possible that different nursing teams have reached different solutions to the challenges of combining nutritional care with their other nursing responsibilities, and this might have helped us to add more, practical recommendations to those that we list below.  

8.3 Recommendations

This study has focused on one trust, and on one particular ward within this. As stated in Section 3.7, rather than offer generalisable findings, our aim has been to provide rich description that allows readers to identify issues and recommendations that are applicable to their local situation.  In this sub-section of the report we draw on the issues that emerged most clearly from the study to suggest a number of recommendations to help improve standards of nutritional care that have different relevance at national, cross-trust and local levels.  Because of the nature of the research, we accept that some recommendations, such as those aimed at policy makers, are more tenuous than others, while recommendations suggested to the trust involved in the study may have broader relevance.

8.3.1 Recommendations to policy makers and NHS management
·    to consider ways in which clinical staff can be involved in developing the criteria on which star ratings are based;      

· to consider ways of empowering NHS staff to prioritise and focus on important elements of care that do not attract star ratings;

· to ensure that the training and post-graduate education of nursing and medical students provides clinicians with sound knowledge for the assessment and, where appropriate, improvement of patients’ nutritional status, as an integral part of all patient care;

· to give further consideration to, and guidance on, how to maximise the potential of modern matrons and ward leaders to improve nutritional care;

· to consider ways of ensuring that ancillary staff such as domestics working both for the NHS and for external contractors have parity of pay, conditions of work and staff development, to help improve morale and efficient working.

8.3.2 Recommendations to all hospital trusts

· to develop a clear, whole-trust strategy for nutritional care, including a standardised screening tool, adequate training for its use, and guidelines for referral where necessary.

8.3.3 Recommendations to the study trust

· to consider setting up a cross-trust nutritional care team (for example, akin to the tissue viability team) that advises on patient care where nutritional screening produces a score below 6, but complex problems are identified or suspected;

· to set up a cross-discipline working group to consider the specific training associated with nutritional care required as a standard element of staff development/induction; 

· to augment training in the use of the nutrition screening tool by providing more guidance on the range of stress factors influencing nutritional status;

· to clarify, and publicise, systems for the ordering and supply of special diets and supplements;

·  to consider establishing a new catering dietician role to focus on the delivery of appropriate food to patients with special dietary requirements;

· to set up a cross-trust working group to examine health and safety policies, their interpretation and implications, with a view to increasing the ability of ward staff and others to respond to patients’ nutrition need; 

· to take measures to establish the authority of modern matrons to challenge cross-trust practices impacting on patient care (including nutritional care) and explore ways of raising the profile of the matron as a conduit for nursing concerns;

· to consider ways of reducing pressure on nursing staff, such as the wider introduction of ward housekeepers, the development of new roles, and the provision of additional help from facilities staff at mealtimes such as breakfasts;

· to set up a working group to agree guidance for the trust-wide implementation of the ward housekeeper role, including job description, sources of funding, line management and time frame;

· to encourage cross-team dialogue on nutritional care through joint training or staff development workshops;

· to ensure that information about the times and principles of Protected Mealtimes is made available to all relevant trust staff, and that this includes clarification of the trust’s position on managing conflicting priorities (such as the need to observe Protected Mealtimes and the need to admit patients as necessary from A&E);

· to streamline, clarify, and publicise, the system for making complaints about food and food service, and how these complaints are to be acted upon;

· to review and, if appropriate, streamline the process and documentation for initial nutritional assessment/screening by ward nurses by considering, for example, the advantages of integrating nursing assessment of a patient’s ability to eat and drink with the trust’s nutritional assessment tool;

· to clarify understanding of the remit of registered nurses and whether they are essentially concerned with fundamentals of care, such as assisting patients to eat, or whether nurses primarily supervise care, and concentrate more on technological interventions. 

8.4 Future research

The study has identified a number of areas where further research is needed:

· an exploration of the current role of modern matrons with respect to their responsibilities for promoting and ensuring nutritional care (DoH 2003b);

· a national study of how the ward housekeeper role has been implemented looking at how the role is developed, funded and managed in different contexts, perceptions of the role and its impact, and barriers to implementation; 

· a in-depth study of cross-cultural beliefs about food and its social role, including a consideration of the significance of family or carer involvement in providing food and help with feeding, and the ways in which some food contributes to patient identity and social wellbeing.
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Appendix 1: Details of patients interviewed

	Patient
	Age 
	Ethnic origin
	Type of admission
	Days on MS ward at time of interview
	Reason for admission
	Nursing notes seen

	Mr P.B.
	55
	White
	Emergency
	5 
	Hypertension
	No

	Mr R.M.
	61
	White
	N/K
	14
	N/K
	No

	Ms S.F.
	21
	Black African
	Emergency
	8
	Awaiting orthopaedic surgery, history of renal problems
	No

	Mrs P.B
	72
	White
	Emergency
	4 
	Renal problems
	No

	Mrs E.J.
	84
	White
	Planned
	14
	Ulcer on stoma site
	Yes

	Mrs D.B.
	47
	Black Caribbean
	Planned
	49
	Sickle cell crisis, avascular disease, ?MRSA
	Yes

	Mr R.S.
	72
	White
	Planned
	5
	Anaemia (also diabetes)
	Yes

	Mrs B.P.
	77
	White
	Planned
	Interview 1 - 5 days;

Interview 2 - 25 days
	Lupus
	Yes

	Mr D.S.
	61
	White
	Emergency
	5 
	Hypoglycaemia
	Yes

	Mrs S.D.
	49
	Egyptian
	Planned
	5
	Tachycardia & palpitations 
	Yes

	Mrs S.C.
	33
	Bengali
	Emergency
	5
	Sudden back pain, vomiting and fever
	Yes

	Mrs L.R.
	34
	Black Caribbean
	Emergency
	6
	Acute respiratory tract infection
	Yes

	Mr G.F.
	34
	White
	Emergency
	3
	Fever and sore throat
	Yes

	Mr C.F.
	44
	Bengali
	Emergency
	18
	Swollen feet and flu-like symptoms
	Yes


Appendix 2: Details of staff interviewed

Staff interviewed were from both non-clinical and clinical services.

Non-clinical services

Facilities manager 

The facilities manager had worked in Trust X for over 10 years in various roles. He reports to chief executive and is responsible for 

· ensuring that all  basic ‘soft’ systems (such as cleaning, portering, pest control, catering, communications) are in place, 

· the hiring of staff, 

· ensuring staff competence, 

· maintaining budgetary control and 

· ensuring compliance with directives (government and trust), such as environmental health policy, safety measures and the better food programme. 

The facilities manager is also centrally involved in developing a new one-week menu cycle and the commissioning of a new hospital building, due to be opened in several years time. 

Catering manager

We spoke to one of two catering managers responsible for catering services across the Trust, including the centralised cook/chill kitchen. He is based at City hospital and reports to the Facilities manager. The catering manager is primarily responsible for ensuring that patients are offered a balanced, nutritious diet. He works to integrate trust priorities and requirements (such as costs) with what patients want, and he manages the kitchen staff, a team of catering supervisors (6 in the hospital and 4 in the central kitchens) and a patient services supervisor. 

Patient services supervisor 

The patient services supervisor was newly in post but has worked within the trust for 17 years. She checks every day that food is presentable, that menus are being filled in properly, and that special diets are reaching the right patients. In addition, she carries out checks on food wastage and keeps an eye on ward refrigerators to make sure that these do not contain unauthorised items.  The patient services supervisor reports to the catering manager and works closely with dieticians. Although she does not have routine patient contact, she may be brought in by dieticians or nursing staff to deal with problems or complaints. She is the first person to be called in if there are problems with the food arriving on the ward. 

Domestics 

Two domestic staff and a floor cleaner covered the cleaning of the ward, and many aspects of food service. The domestics, Elvira and Venetia work from 7 am to 3 pm plus an extra three hours in the evening as overtime, but on other wards. One has primary responsibility for food services and the other for cleaning, although they help each other out as necessary. They are not employed by the NHS: the hospital has contracted out its domestic services.
-  Elvira: has worked at the hospital for many years three months ago.  She works primarily as a cleaner, but covers the food service when Venetia is off duty, and has responsibility for food service in the evening on another ward.

- Venetia has worked on the ward for over 3 years. She is responsible for the regeneration of food in the ward kitchen, cleaning the kitchen (with Elvira), serving food and drinks, clearing away, and cleaning patients’ tables. 

Patient and Public Involvement (PPI) Co-ordinator 

A major part of the PPI co-ordinator’s responsibilities is to liaise with the various patient support groups – these are community-based, mainly made up of people living with long-term illnesses and their carers. The patient support groups include those for arthritis, diabetes and kidney disease. She also liaises with community groups for older people, such as Age Concern and with local day centres providing services for the Bengali community.  She regularly attends meetings of these different groups, up-dates them on changes within the trust’s services, listens to their concerns and tries to answer their queries. 

Clinical services

Speech and language therapist

The speech and language therapist had been in post for three years. In addition to managerial responsibilities and treating patients with communication problems, she is involved in the assessment and treatment of patients who have swallowing problems. The speech and language therapist may also be involved in the diagnosis and treatment of swallowing problems, for example through videophleroscopy, and the onward referral of patients, for example to an ear, nose and throat specialists. She deals with a wide range of patients, such as those with neurological damage (as a result of stroke, head injury or brain tumour, for example), progressive conditions (for instance, motor neurone disease or multiple sclerosis), radical surgery (such as facial reconstruction or laryngectomy), chronic obstructive pulmonary disease or dementia.

Dieticians 

We spoke to two dieticians: 

- The senior dietician had been acting head of nutrition for three months. She usually works as chief dietician for nutrition support, mainly in intensive care and gastro-enterology wards. She manages a team of dieticians who provide a service to the general wards (with exception of specialties such as renal medicine, paediatrics or oncology). She is also a member of the Trust’s nutrition committee.
- The ward dietician working on Mary Seacole ward has been in post for post one year. She covers seven to eight wards in all, but Mary Seacole ward - largely because of the number of patients with diabetes that it cares for - is the one that raises the most problems.  Her main priorities are patient education on nutritional support, diabetic control and parenteral feeding. She is also involved in training ward staff in aspects of nutrition, encourages nutritional screening and helps to resolve catering issues that impact on patients’ nutritional intake. 

Modern matrons 

We interviewed two modern matrons, one covering Mary Seacole ward and the other a matron covering a number of surgical wards, who had been pointed out to us as someone with a particular interest in nutrition. 
- The modern matron covering Mary Seacole ward is senior nurse for the directorate, supervising six to seven wards. Key aspects of the role include supporting ward managers in their role and dealing with governance issues, such as the implementation of initiatives such as Protected Mealtimes.   Significantly, this matron considered Mary Seacole ward to be distinctive in that it is led by a very stable management team and so does not require quite the same support as other wards.  

- The matron for surgical wards covers five surgical wards in the hospital (and one on another site) including the specialties of neurology and gastro-enterology. She makes daily rounds of wards in City Hospital and does a teaching ward round approximately twice a week. 

Medical staff 

We had difficulty interviewing junior doctors about nutrition, partly because they were so busy and difficult to contact, but most of those we did approach did not wish to be interviewed as they said they had no dealings with nutrition. The picture was very different in the case of senior medical staff that we approached.

-The clinical director for Medicine and Emergency Directorate covers A & E and general and emergency medical services, including minor specialties and takes the lead on the general medical take service. He has worked within the trust for 16 years, and within the hospital for 8 years. As a general physician, he specialises in gastro-enterology and has previous training in nutrition.

- The professor of clinical nutrition has also worked within the trust for 16 years. He has trust-wide involvement in the nutritional support of adults and out-patients, across specialities. He also has an academic role which includes stimulating learning about the provision of nutrition support within undergraduate education, and carries out research.

- The medical registrar has worked within the trust since 1999. Primarily concerned with acute medical admissions, his specialty is the care of patients with diabetes, particularly coronary care patients with diabetes. He is also responsible for the care of patients with general medical problems.

Nursing staff on Mary Seacole ward 

- The ward manager has worked on the ward for about one year, initially as a junior sister (F grade), before taking up the post of ward manager (G grade). Prior to this she had six years experience within the trust, mostly in acute medical admissions, and six months experience as a diabetic sister. Her main responsibilities are to ensure a high standard of care for patients, the supervision and development of staff, appraisals and budget management. She is also involved in shared governance through membership of the Trust’s education nursing team. 
- The charge nurse (F grade) described his basic duties as to make sure that there is a good level of care for patients on the ward and ensure that the ward runs well. He also leads one of the ward’s three teams, which involves supervision of staff and encouraging staff development. He also plays a role, with other team leaders, in following up staff absence, finding cover when staff are off sick, and checking the ward budget.  

- The nutrition link nurse qualified three years ago. Now an E grade, the nutrition link nurse came to Mary Seacole ward for the wide experience it offered. He developed a particular interest in nutrition because he noticed elderly patients and IV drug users might be admitted with malnutrition, or that some patients who were on the ward for a number of weeks lost weight while in hospital (in one instance 26 kilos) and that this was not always picked up. He had no previous experience in nutritional care other than a very basic training as part of his nursing degree. 

- D grade staff nurse (1): This staff nurse was a health care support worker for some years before taking her nurse training. Her responsibilities include being accountable for good quality patient care, and meeting Nursing and Midwifery Council requirements. Her involvement  in nutritional care includes helping out with mealtimes, assisting those patients who need help with eating, nutritional screening and referral of patients to the dietician as necessary.

- D grade Staff nurse (D grade) (2):  This staff nurse has worked on Mary Seacole ward for 18 months. She qualified overseas 10 years ago and this is her first post in this country. Her previous experience has been in public health, and general medicine. In this, she had no involvement in the delivery of food to patients - food was all pre-packaged (with little choice) and then distributed by domestics. 

- Health care support worker (1): This health care support worker has been on Mary Seacole ward for over a year. He described his basic duties as caring for patients’ individual needs, such as making sure patients are comfortable, that they are clean, that things are tidy and organised. He helps with nutritional assessments, assists with the serving of food and feeding patients if necessary. He also helps ensure that the ward is well stocked. 

-  Health care support worker(2): This health care support worker has worked on the ward for five years. She has previous experience working in a residential home in addition to a diploma in hotel work. She described her main responsibilities as caring for patients, helping staff nurses to provide care, taking observations, offering traditional care and hygiene, and maintaining a safe environment. She is the ward’s link health care support worker for nutrition and works with the nutrition link nurse. Her involvement in nutritional care includes checking to see that patients are weighed, that they are eating properly, helping patients to eat, helping to prepare for protected mealtimes, helping to serve food, and ensuring fluid and food charts are completed. She does not have a role in nutritional screening. 

Appendix 3: Examples of menus

	Lunch
	Supper



	Main course:

Sausage and onions

Oven baked leek and pepper risotto

Salmon sandwich

Halal meal

Asian vegetarian meal

Kosher meal and soup

Sliced green beans

Parsley potatoes

Creamed potatoes

Boiled rice

Dessert:

Bakewell slice

Tinned peaches

Custard


	Main course:

Shepherd’s pie

Cornish pasties

Halal option

Asian vegetarian option

Kosher meal and sweet

Carrots

Roast potatoes

Creamed potatoes

Dessert:

Fruit crumble

Custard

Jelly



	Main course: 

Cod in breadcrumbs

Bean goulash 

Tuna and mayonnaise sandwich (brown or white bread)

Halal meal

Asian vegetarian meal

Kosher meal and soup

Peas

Chips

Creamed potatoes

Boiled rice

Dessert:

Eves pudding

Tinned pears in natural juice

Custard
	Main course:

Pasta carbonara

Vegetable casserole

Halal meal

Asian vegetarian meal

Kosher meal and sweet

Sweetcorn

Hash browns

Creamed potatoes

Boiled rice

Dessert:

Treacle sponge & custard

Fruit juice jelly

Baked rice




Appendix 4: Menu of supplements


Ensure flavourings




Enlive flavourings
  (milk-based nutritional drinks) 


(fruit-based nutritional drinks)


vanilla






lemon and lime

banana






grapefruit

chocolate





orange

orange






apple

fruits of the forest




peach

strawberry





pineapple

peach

raspberry

blackcurrent

Soups





Scandishake






(milk-based nutritional drinks)

tomato

potato and leek



vanilla

chicken




strawberry

vegetable




chocolate

Formance 




Forticreme

  (mousse-like nutritional supplement)
 (pudding-like nutritional supplement)



chocolate




coffee

                         vanilla





banana



butterscotch




vanilla









forest fruit




Appendix 5: Results of Essence of Care Benchmark for Food and Nutrition

An audit of nutritional care and action plan for Mary Seacole ward was carried out by a comparison group shortly before the fieldwork phase of our study. This audit scores aspects of nutritional care using a scale of A to E, with A indicating the highest level of good practice. The results are as follows:

1. screening and assessment to identify patients nutritional needs (Score: B)

All ward staff have been trained to perform nutritional screening using the trust’s screening tool and the majority of patients are screened within 24-48 hours of admission. However where patients are identified to require weekly re-assessments, these are not often done. Measurement (eg height or upper arm measurement) is not always because of faulty or missing equipment.

2. Planning, implementation and evaluation of care for those patients who

            require a nutritional assessment (Score: C)

Ward staff work closely with dieticians and speech and language therapists where specialist help is needed . Patients identified as at risk are usually put on an “Eating and drinking – Risk of malnutrition” care plan, yet care plans are rarely tailored to the specific needs of patients, and staff tend to over rely on the dieticians’ dietary advice sheet. 
3. A conducive environment (Score: D)

A day room has been made available for use as a dining area for mobile patients. In general, the ward bays are noisy and overcrowded, with unpleasant smells that did little to encourage patients to eat. Specialised cutlery is unavailable to patients who have disabilities that affect their ability to feed themselves.

      4. Assistance to eat and drink (Score: C)

Patients unable to feed themselves are always assisted by staff. Family members are also encouraged to help. Members of staff are keen to promote patients’ independence. Patients with dementia are only offered meals at set times and if they do not eat on these occasions, it tends to be assumed that they will not be interested in eating in between meals.

5.  Obtaining food (Score: C)

All patients are given menu cards to select their meals from. However, there is little assistance with completing these cards. Menus are only available in English and so some patients do not understand what they are ordering. There are also problems between the ward and the kitchen that mean that the ward may receive insufficient food, or special diets do not arrive. 

      6. Food provided (Score: B)

Ward staff ensure that Halal, Kosher and vegetarian meals are offered to those who require these. In addition, pureed food and specialist diets (such as gluten free, Build up soups) are made available. However, the pureed food options are very limited. The needs of many ethnic groups (eg Caribbean) are not considered.

       7. Food availability (Score: C)

Patients have set meal times and are offered tea and biscuits in between meals. Snacks are not made readily available and patients who miss a meal as they were away having tests cannot be offered something hot on their return. Patients with diabetes are not always offered a substantial enough snack at bedtime to maintain their blood sugar levels.

       8. Food presentation (Score D)

Most ward staff make an effort to serve food as attractively as possible. The appearance of food though does not always resemble what is described on the menu. Packaging is often not removed from special meals (eg Halal).Staff wear the same type of apron for serving food as they use for washing patients. 

       9. Monitoring (Score: D)

Each patient has a bedside folder with a section devoted to nutrition. Food and fluid charts are initiated appropriately but these are often not completed, or completed in sufficient detail. Those patients on food charts generally have their trays removed before nurses have been able to chart how much has been eaten.

      10. Eating to promote health (Score: E)

The ward has a health promotion notice board that displays advice on healthy eating. Patients who are newly diagnosed with diabetes may be given some initial advice on health eating by ward nurses before being seen by a dietician. In general though, ward staff rarely spend time on promoting healthy eating or encourage patients to seek specialist help to improve their health. It is rare for patients to be informed of the hospital’s stop-smoking service, and patients on high cholesterol medications are often not asked if they have received dietary advice, or referred to dieticians.  

Appendix 6: Duties of night staff

In addition to specific instructions at handover, a checklist outlines routine duties of night staff as follows:

· Go through patient’s folder and identify outstanding observations or assessments required

· Check dependant patients

· Check all fluid balance charts and total input and output

· Ensure all morning subcutaneous injections are given eg insulin

· Ensure all IV antibiotics are given

· Ensure all hypoglaecemics are given

· Ensure all medications prescribed to be given between 6 and 7 am are given

· Ensure all patients on NG/PEGs are started according to dieticians’ instructions

· Ensure at least one drug trolley is tidied with medications put in alphabetical order

· Ensure IV antibiotic cupboard is tidied

· Ensure resuscitation trolley is checked

· Ensure all drugs in CD cupboard are checked and counted

· Ensure all patients due MRSA swabs are screened

· Ensure all urinalysis done

Appendix 7: Nursing care plan (Eating and drinking – at risk of malnutrition)

Please individualise care plans as necessary. Add patient’s name where appropriate. Cross through interventions that are not required and initial and date these changes. Add interventions at the end of the care plan as appropriate. All subsequent entries must be signed and dated by the staff member.

Name:    ……………………………….

Problem: Eating and drinking – 

risk of malnutrition.

Ward: ………………………….

PROBLEM/NEED/DEFICIT

Patient is at risk of malnutrition due to present condition.

GOAL/AIM

To maintain adequate nutritional intake and prevent weight loss.

NURSING ACTION/INTERVENTION



   REVIEW DATE

· Refer to and liase with dietician for specialist advise.

……….

· Maintain twice weekly weights on … day and ….day, 

and report any weight gain or weight loss.



……….

· Assist patient to select a suitable diet.



……….

· Offer supplement drinks in between mealtimes as 

appropriate and document.





……….

· Document all food intake on a food chart.



……….

· Liase with patient and family regarding personal likes and

dislikes and encourage friends/family to bring in suitable 

snacks/treats for patient if able.




……….

· Ensure aids at meal times are provided if required.


……….

· Provide assistance with feeding at meal times if required.

……….

· Discuss any problems with the patient regarding his/her diet.
……….

· Report to dietician any change in disease state or if condition 

deteriorates. 







……….

· Consider NG feeding regime if adequate nutritional intake 

cannot be maintained orally. 





……….

Start date ….
      Signed …………..  Print name ………….   Position …….…

Appendix 8: Assessment process: eating and drinking

  dysphagia screening             (     ADL assessment     (         nutritional screening 

             (                                                    (                                                (
   referral to SALT

   no specific action but 
      referral to dietician





        weekly review

              (                                                                                                       (
           ‘risk of 






                 ‘risk of malnutrition’ care plan                                                                 malnutrition’ care plan

Appendix 9: Nutritional screening tool

Nutritional assessment involves ascertaining the patient’s current weight, normal weight, height, and any intention on the patient’s part to lose weight. The body mass index (BMI) is then calculated using a chart or calculator, and a reading is taken of the mid-upper arm circumference, prior to working out the nutritional score.  This score is associated with a specific set of actions:

Score 0-3: minimal risk:

· Weigh patient and complete screening table weekly

Score 4-5: moderate risk

· Weigh twice weekly and complete screening table weekly

· Help with feeding if necessary and offer snacks between meals

· Keep food record chart

· Encourage high-energy choices from menu

· Offer food supplements and replace uneaten meals with supplements

· Document in nursing notes

· On discharge, check follow-up with dietician

Score 6-15: high risk

· Refer to dietician

· Weigh twice weekly

· Help with feeding if necessary

· Keep food record chart

· Ensure dietician’s recommendations are followed

· Document in nursing notes

	
	Score  0
	Score 1
	Score 2
	Score 3
	Week

1
	Week

2
	Week

3

	Weight loss
	No weight loss
	0-3 kg
	3-6 kg
	6 or more kg
	
	
	

	BMI or MUAC
	20 +

26 cm + 
	18 or 19

24–25 cm
	15-17

21-23 cm
	Under 15

Under21cm
	
	
	

	Appetite and food intake
	Good appetite. Manages most of 3 meals per day
	Eating half to three quarters of all meals
	Poor appetite or intake, leaving more than half of meals
	Unable or unwilling to eat. NMB for more than 3 days
	
	
	

	Ability to eat
	No difficulties in eating. No vomiting
	Physical difficulty with feeding eg poor coordination
	Difficulty chewing or swallowing. Need for modified food consistency. 
	Unable to take food orally. Severe vomiting.
	
	
	

	Stress factor
	No stress factor. Apyrexial. 
	Minor infection. Temp 37-38C. Risk of tissue damage
	Infection. Temp 38-39C. major surgery. Single fracture. Chemotherapy 
	Multiple injuries. Multiple burns or fractures. Severe sepsis, Temp 39C+
	
	
	

	                                                                                        Total score:
	
	
	


Process

If the score is 3 or less, no action is taken other than to review the patient on a weekly basis. Any score above 3 indicates the need to monitor food intake for a couple of days. With a score over 6, the patient is referred to the dietician who does a full assessment. This generally leads to the patient being written up for supplements. The dietician may then visit fairly frequently to review the patient’s nutritional status and perhaps keep an eye on test results, such as magnesium or zinc levels. 

Referrals from nurses are coordinated by the dietician’s secretary who asks for the patient’s score from nutritional screening. This ensures that screening is done before the dietician is called in. 

Appendix 10: Protected mealtimes checklist

Around 15-20 minutes before serving food:

· Ensure the side tables are clean and free from clutter;

· Assist patients that are able to sit out in their chair, reposition bed-bound patients to sit upright in bed;

· Offer mobile patients to eat in the day room;

· Ensure as much as possible that patients needing the commode are taken to the toilet instead of leaving the commode at the bedside;

· Make every effort to stop unnecessary activities (i.e. ward rounds, bed making, cleaning, medical student patient interviews etc);

· Announce prior to the trolley coming round that food is about to be served;

· Close the doors to the bays (to prevent disturbing noise from ringing phones and talking around the nurses’ station) – SAFETY NOTE: always ensure a nurse or HCSW is in the closed bay so that somebody can observe patients!;

· When available, turn some nice music on from the radio or CD;

· Offer all patients the opportunity to clean their hands prior to eating;

· Assist the domestic in serving food. Try to portion the food as nicely as possible;

· Ensure patients receive the correct portion size and the food they actually ordered;

· Assist all dependent patients in eating their meal;

· Ensure maximum of one visitor stays with the patient during eating period, encourage that visitor/family to assist and dependent patient with their eating;

· Systematically check that all patients on food and fluid charts have their intake recorded before the domestic removes the plates;

· Ensure/check that all menu cards have been filled in on your shift.

PROBLEMS THAT OCCURRED ON THE DAY PREVENTING THE PROTECTED MEALTIMES:

……………………………………………………………………………………..

…………………………………………………………………………………….

Appendix 11: New Food Chart
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Appendix 12: Nursing notes

To indicate the type of problems associated with nutritional screening, monitoring and documentation that we came across, we present a summary of the nursing notes for one patient we refer to as Diedre who was admitted with a diagnosis of sickle cell crisis. Diedre had recently been in another hospital within the trust for four weeks. She was admitted to Mary Seacole ward in the early days of our fieldwork and stayed on the ward for a number of weeks. Diedre was in her mid-forties, with a complex medical history, including severe rheumatoid arthritis and she had a large ulcer on her thigh as a result of previous MRSA that was oozing enough fluid to require an incontinence pad to keep the bed dry. Initially in one of the female bays, she was later transferred to a side room, as an infection control measure but also because of the intense pain she was experiencing. She was extremely thin, and told us that she was continuing to lose weight. Looking at her notes, we did not find a pain chart, or charts for monitoring food or fluid intake. Nutritional screening produced a score of three based on an estimate of weight (score 2), appetite (score 1). Stress, weight loss, and ability to eat were all scored zero, although each of these (especially stress) seemed significant.  

Her nursing notes for the third day following admission contained the following information:

	Document 
	Comments
	plan
	documentation

	Observation chart
	In too much pain to be weighed
	Pain chart;

Encourage oral 

 intake;

QDS obs 
	No evidence of pain chart;

No record of weight

	Nursing assessment
	Usual activity: “eats and drinks well but for the last few days has poor appetite”.


	Changes due to present condition: “push oral fluids, refer to dietician”.
	

	Nursing care plan: protocol for pain (Sickle cell crisis)
	Pain experienced “all over body”
	Review daily;

Encourage fluids 2-3L daily.
	No fluid chart found

	Continuous evaluation
	Transferred to ward 2 days ago. Alert, severe pain, hourly pethadine
	“Encourage to increase oral fluid intake”
	

	Waterlow risk assessment
	Build/weight: below average

Appetite: poor

Tissue malnutrition: anaemia
	
	

	Nutritional screening
	Height/weight: unknown

Nutritional score: 3


	Weigh patient and complete table weekly
	


�  Patient Environment Action Teams (PEAT) inspect a range of hospital areas. Until 2004, they used a set of 14 criteria to assess food and food services to produce ‘traffic light’ scores for individual hospitals (with red signifying poor, amber denoting acceptable, and green indicating good results). From 2004, the terms ‘excellent’, ‘good’, ‘acceptable’, ‘poor’, and ‘unacceptable’ replace the use of traffic light scores. 








