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Abstract

Background Recently, numerous initiatives have been taken to improve food and meals for hospital inpatients.
Research providing in-depth knowledge on leading such improvement initiatives and implementing changes,
specifically through facilitation within this multilevel context, is essential. This study aims to explore nutrition leaders’
experiences in implementing changes to improve food and meal provision for hospital inpatients, focusing on
facilitation activities.

Method This is a qualitative interview study within the social constructivist paradigm. Participants were recruited
through professional networks, advertisements, and snowballing. Eighteen semi-structured interviews were
conducted individually with participants in leadership roles of food and meal improvement initiatives at Swedish
hospitals. The interviews were transcribed verbatim and analysed thematically through an i-PARIHS lens.

Results Three themes of facilitation activities were identified: ‘Building Relationships,‘Placing Food and Meals on
the Agenda; and ‘Cultivating Skills' Building relationships involved establishing connections between the service
and clinical divisions. Creating common structures and multidisciplinary teamwork enabled collaboration across
organisational boundaries. Placing food and meals on the agenda involved both initial and ongoing communication
activities, as food and meal tasks were often considered low priority. Cultivating skills encompassed creating learning
opportunities for implementing lasting changes, tailored to specific contexts and adopted within everyday practices.

Conclusions Collaboration between foodservice and clinical professionals, along with the dissemination

of knowledge, appears to be important for implementing changes. Active leadership supports successful
implementations by providing structured approaches, including feedback systems, and by contributing to the
recognition of improvement initiatives, according to experiences shared during interviews.
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Background

Appropriate hospital food and meal provision is funda-
mental to clinical nutritional care [1] and crucial for posi-
tive patient outcomes [2, 3]. Nevertheless, the standard
of food and meals for inpatients has long been criticised
for various reasons targeting multiple different aspects.
Foremost critics are in relation to undernutrition. Poor
food and meal intake is reported by hospitals worldwide
[4], contributing to worsened patient outcomes, increas-
ing the incidence of undernutrition, and prolonging hos-
pital stays [5, 6]. Hence, recently, numerous improvement
initiatives have been taken to enhance food and meal
standards, thereby improving patients’ intakes [7, 8]. For
example, efforts have focused on optimising menu offer-
ings and diet quality [9, 10], as well as the flexibility [11,
12] and frequency of meals [13, 14]. However, shortcom-
ings in both organisation and leadership frequently ham-
per improvements [15, 16], as pointed out decades ago
in a European resolution [17]. In this resolution on food
and nutritional care in hospitals, the identified shortcom-
ings include unclear responsibilities and a lack of inter-
action between the numerous actors involved, making it
difficult to coordinate decisions. These actors represent
healthcare and service staff and professionals, politicians,
and patients. Furthermore, competence in relation to
the food served and the hospital meal situation has been
identified as problematic [18, 19].

Hospitals are highly multidisciplinary and hierarchi-
cal organisations, considered complex multilevel con-
texts that pose challenges regarding the implementation
of changes for improvements [20-22]. This complexity
arises from the presence of varying perspectives, both
between different professional groups and among various
departments, divisions, and organisational levels within
the hospitals, as these represent different contexts with
various resources and priorities. Implementing changes
to improve the provision of food and meals for hospital
inpatients appears particularly challenging. This is due
to the several interconnected and multifaceted tasks that
require broad engagement and collaboration among vari-
ous professionals and staff groups. These include those
in clinical care, such as assistant nurses and nurses, as
well as foodservice and allied health professionals, who
are involved in nutritional care, meal ordering and ser-
vice. These professionals and staff have different types
of experience, educational backgrounds, and diverse
competencies within their individual disciplines. Estab-
lishing collaboration among different professionals, who
approach food and meals from various perspectives, and
getting them to work jointly towards a shared goal of
implementing changes seems challenging. However, mul-
tidisciplinary collaboration, including patient involve-
ment, is required for food and meals to be planned,
produced, ordered, delivered, served, and eaten by the
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patient [23-26]. Moreover, in improvement initiatives
within the provision of food and meals for hospital inpa-
tients, effective implementation requires the involvement
of professionals with relevant skills [27-29], a supportive
structure with clear roles and context-specific activities
[30], and a demonstration of active leadership [31-33].
Adding to the complexity, implementing changes regard-
ing food and meal tasks requires the involvement of
professionals from different disciplines and hierarchical
levels within the hospital [34—36].

Globally, research exploring how to implement change
within this field is limited [37, 38], although several
national and expert guidelines exist to support improve-
ments in the provision of food and meals for inpatients
[39-42]. In 2020, the Swedish Food Agency published
national guidelines for hospital meals, followed in 2022
by a broad mapping of the different kinds of improve-
ments implemented in hospitals across the country
[43]. However, there is a research gap concerning how
improvement initiatives are carried out, particularly
regarding the facilitation of implementing changes. There
is also a lack of qualitative investigations that provide a
deeper understanding of this. Additionally, improvement
initiatives within the food and meal provision for hospital
inpatients have primarily focused on systemic changes,
while professional relationships and the leadership role in
this context have received limited attention [44]. Greater
in-depth knowledge of the multilevel complexity and
associated challenges can provide valuable insights and
examples of how to implement changes for improve-
ment and the facilitation of these initiatives. Facilitation
activities, ranging from specific tasks such as providing
instructions to overarching supportive encouragement,
are defined according to a description from Harvey et al.
(p. 580) on facilitation as ‘the process of enabling (mak-
ing easier) the implementation of evidence into practice’
[45]. As such, ‘facilitation activities’ are thought to sup-
port change and implementation success.

Therefore, more qualitative research involving indi-
viduals in leadership roles in implementing changes and
related facilitation activities within improvement initia-
tives is needed. Evidence-based knowledge is essential for
healthcare providers in guiding policy formulation and
shaping future practices. Consequently, this study aims
to explore nutrition leaders’ experiences in implementing
changes to improve food and meal provision for hospital
inpatients, focusing on facilitation activities.

Methods

This is a qualitative interview study within the social
constructivist paradigm [46]. A qualitative approach is
particularly suitable for capturing detailed and compre-
hensive experiences [47]. A social constructivist para-
digm entails an ontological stance of multiple realities
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being constructed through experiences and interac-
tions with others, as well as an epistemological view that
knowledge is influenced by individuals’ experiences in
a specific social and historical context [46]. The focus
of the study was to explore participants’ experiences as
nutritional leaders in hospital improvement work in Swe-
den. The study design was further guided by the inte-
grated Promoting Action on Research Implementation
in Health Services (i-PARIHS) framework [48] to ensure
that all aspects of implementing changes were included.
Facilitation is central to both this framework and this
study, as key dimensions in the i-PARIHS framework
include the facilitator role, assumed either by an indi-
vidual or a group, and facilitation entailing several activi-
ties. Additionally, contextual support at multiple levels
is central to i-PARIHS, ranging from the inner context,
including recipients (those most affected by the changes)
and the innovation itself (the novelty to be implemented),
to the outer context comprising decision-makers at all
levels, including politicians. The entire context needs
to be considered for achieving lasting changes [49]. The
framework has been used in the context of food and
meal improvement initiatives within healthcare [50, 51],
making it suitable for this study. It served as a lens for
both constructing the interview guide and analysing the
interviews.

The research setting and context

To provide context for international readers, it’s
important to understand the structure of the Swedish
healthcare system. The system comprises twenty-one
self-governed Regions, each including one or multiple
hospitals. The provision of food and meals for inpatients
within these hospitals is ultimately governed by regional-
level politicians and is a tax-funded operation. The hos-
pital’s service division is responsible for the foodservice
department, regardless of whether the food and meals
are publicly or privately procured. A central kitchen may
exist within the hospital or at a remote location serv-
ing multiple hospitals. The service division may have
employees stationed in the ward kitchen performing
tasks such as plating, organising trays, and reheating
food and meals; if not, these tasks fall to the clinical divi-
sion. Collecting food orders, serving meals, and attend-
ing to patients during mealtimes are tasks that typically
fall under the remit of the clinical division and thus their
employees’ responsibility.

The recruitment

The recruitment process was initiated by contacting
a purposive sample of individuals leading improve-
ment initiatives within the provision of food and meals
for hospital inpatients and, consequently, engaged in
implementing associated changes. To capture valuable
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experiences, the nutrition leaders needed to be individu-
als who actively manage and are highly committed to this
work in Swedish hospitals. This was achieved through
the professional networks of the research team members.
The process continued by advertising for additional nutri-
tion leaders, i.e., individuals in management positions or
other leadership roles involved in relevant improvement
initiatives. These advertisements were placed in food and
nutrition profession-specific social media groups, tar-
geting professionals within our scope of research. Once
the first set of participants had been interviewed, the
recruitment method shifted from purposive to snow-
ball sampling; participants were encouraged to recom-
mend other suitable interview candidates. Recruitment,
concurrent with data collection and analysis, continued
until data saturation was reached, indicating that no new
substantial information was being uncovered during the
interviews [52]. Although data saturation is discussed as
a problematic concept and difficult to establish in quali-
tative research [53], a considerable amount of data was
collected and regarded sufficient to answer the research
aim. This point was reached and jointly decided among
authors. At this stage, eighteen nutrition leader partici-
pants had been recruited and most of them interviewed,
with data analysis ongoing.

The interviews

Semi-structured interviews were conducted individually
face-to-face in a calm, mutually agreed space, primarily
at the participant’s workplace. The interviews, guided by
an interview guide specifically developed for this study,
were audio recorded and conducted by the first author, a
registered dietitian with foodservice and clinical experi-
ence, as part of her doctoral studies. The semi-structured
interview guide questions aimed to capture the imple-
mentation process sequentially. Thus, the guide covered
approaches, strategies, activities, challenges, and the dif-
ferent contexts involved, and was constructively guided
by the i-PARIHS framework [48]. An English language
version of the interview guide is displayed in Table 1. The
interview guide was piloted with a manager from a simi-
lar context and experience, resulting in a modification of
the sequence of questions (data from the pilot interview
was not included in the final analysis). The guide allowed
flexibility in the questions, including follow-ups, depend-
ing on the evolving content during the interview, which is
in accordance with qualitative interview standards [54].
At the end of each interview, the interviewer reviewed
and confirmed the main points discussed with the par-
ticipant [55]. Information regarding the characteristics
of the participants and the hospital settings was docu-
mented. Notes of interest, phrases, and concepts were
recorded to enable analysis [56]. Interviews were auto-
matically transcribed using NVivo 13 (2020 R1) [57] and
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Table 1 Interview guide on hospital food and meal improvement initiatives: developed to capture the implementation process
sequentially

INTRODUCTORY QUESTION

I have asked you for this interview because of your ongoing...

Would you like to tell us a little more about what you do?

Examples of follow-up question for support:

Describe what is new or innovative about your work.

Tell us more about the improvement work. What new initiatives have you taken or are currently doing?

MAIN QUESTIONS

1. WHAT MAKES THE CHANGE PROCESS TAKE PLACE?

Purpose: Why is this happening right now? Why is the change needed? For what reason?

Examples of follow-up questions for support:

Open follow-up question about the guidelines if it is not addressed of its own accord.

How come you are doing this? What is the purpose? What is the reason for the improvement work? Why is it needed? Have the operations been affected by the
National Food Agency's new national guidelines for meals in hospitals? If so, how has it affected them?

2.WHO CONTROLS THE WORK?

Who has initiated the work, is responsible, decides, governance and management functions?

Examples of follow-up questions for support:

Who'is the initiator of the improvement work? Who has been involved in designing the improvement work? Who decides on the improvement work?

3. WHERE IS THE CHANGE IMPLEMENTED AND LIMITATIONS?

Involved organisations/units/wards, partners, time frames and resources

Examples of follow-up questions for support:

Which units within the hospital are involved or affected by the improvement work? Are there any other organisations or partners? How long has the improve-
ment work been going on, and what does the time perspective look like in the future? Are there any time frames? What has the improvement work looked like
in terms of resources? Has it been necessary to request money for this, new services, or similar? Has the improvement work been done within existing resources?

Have you defined any limitations?

4. HOW DOES THE IMPLEMENTATION AND POSSIBLE IMPLEMENTATION STRATEGY TAKE PLACE?

What approach, how, where, if a specific model or system was used
Example of a follow-up question for support:

Has any specific model or system been used in the implementation?

5. ORGANISATIONAL CHALLENGES AND OPPURTUNITIES

Lessons and experiences, what could have been done differently, what has worked well/less well?

Example of a follow-up question for support:

Now that you have come a long way in this work, what could you have done differently?

6. MONITORING AND EVALUATION

The work ahead, what to do next, division of responsibilities, will the work be followed up and/or evaluated, and if so, what and how, if outcome

measures or similar have been used?
Example of a follow-up question for support:

Have outcome measures or similar been used to measure the results of your improvement work, and if so, which and how have these measures been followed

and evaluated, and the results used?
CLOSING QUESTION

Is there anything in this work, in relation to what we have talked about, that you would like to add?

SUMMARY

its tool for transcription, and the first author reviewed
and corrected the verbatim transcripts to ensure coher-
ency with audio-recordings of interviews.

The analysis

The analysis followed Braun & Clarke’s six steps of the-
matic analysis [58], in which a flexible reflexive method is
not tied to a specific theory or epistemology [59]. Firstly,
the analysis consisted of repeated readings of transcripts
by the first author to enable familiarisation with the con-
tent, with significant contributions from the last author.
In the second step, using NVivo 13 (2020 R1) [57], the
first author coded all the transcripts. The coding process
employed an inductive approach, relying on the data and
being responsive to the occurrences reported in the text.

All authors were involved in checking transcripts and
reviewing codes several times during the analysis pro-
cess to ensure that the codes identified were comprehen-
sive and reflected the data. The third step in the analysis
involved mapping and identifying subthemes and themes,
as well as pairing and grouping the most prevalent and
pivotal codes, which included a set of themes suggested
by the first author. The themes underwent refinement
in the fourth step of thematic analyses through itera-
tive author discussions. The i-PARIHS framework [48]
was used as a lens in this step. The use of a theoretical
framework when analysing and interpreting qualita-
tive data within the field of multidisciplinary research in
healthcare is suggested by, for example, Gale et al. [60].
Moreover, a theoretical framework has been claimed
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to be specifically useful in relation to implementation
studies [61, 62]. Subsequently, employing a theoretical
framework as a lens, the analytical process transitioned
to a deductive approach beyond the initial data-driven
and inductive stage, allowing the theory to guide the
analysis. Considering this, extra attention was paid to
key dimensions of i-PARIHS identified in the data set:
facilitation activities, facilitators, and the specific context.
The analysis process continued until the final themes
were conclusively determined in the fifth step and then
clearly defined in the sixth and final step when writing up
the results. The results are presented thematically with
examples of quotes translated from Swedish to English by
a professional translator, considering any cultural gaps.
The results are reported in accordance with the consoli-
dated criteria for reporting qualitative research (COREQ)
checklist [63].

The researchers’ reflexivity

Researchers’ reflexivity and acknowledgement of poten-
tial biases were supported through multiple rounds of
discussion among all authors when interpreting find-
ings and providing feedback on analysis drafts. Inte-
grating diverse perspectives minimised the risk of any
single viewpoint dominating the results. Additionally,
the researchers brought clinical and research expertise
in nutritional care, dietetic practice, foodservice manage-
ment, qualitative and implementation science research,
patient-centred care, and public health nutrition. Such
diverse backgrounds enabled a comprehensive and
nuanced approach to data analysis and interpretation.
As all authors (and participants) belong to the field of
food, nutrition, and dietetics, their common understand-
ing may result in some aspects being taken for granted.
Furthermore, any previous professional relationships
between participants and researchers were maintained
professionally throughout the entire research process.

The ethical considerations

The study was approved by the Swedish Ethical Review
Authority (Dnr 2022-01110-01). Participants received
information about the study before providing verbal and
written consent. Personal data were omitted from the
text to ensure secure data sharing, and storage occurred
in a safe digital space authorised by Uppsala Univer-
sity. Quotes and characteristics are presented in a man-
ner that ensures confidentiality. As this study involved
human participants, the relevant ethical guidelines and
regulations, such as the Declaration of Helsinki, were
followed.
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Results

The background characteristics

The study included eighteen participants, all of whom
were strongly involved in improvement initiatives at dif-
ferent hospitals throughout Sweden. Individual inter-
views lasted 60—90 min, generating over 24 h of audio
data. Their nutrition leader roles were defined either
as foodservice managers, development managers for
specific food and meal assignments, or as clinical dieti-
tians— the latter two involving informal leadership. The
majority of participants were female and had consider-
able work experience in the field. The improvement ini-
tiatives participants were involved in were either fairly
recently introduced or ongoing for some time. All ini-
tiatives covered the same phenomenon: the provision of
food and meals for hospital inpatients. Although they
varied in scope, being planned either for a single hospi-
tal, a regional healthcare service, or at the national level,
these efforts are all referred to as ‘initiatives’ in this paper.

Some participants were involved in multiple initiatives,
while others took part in the same ones. In total, twelve
Regions were included, representing forty-five hospitals,
as some initiatives spanned several hospitals within a
Region. More comprehensive background characteristics
of participants and settings are shown in Table 2.

To improve the provision of food and meals for hospi-
tal inpatients, the initiatives focused on multiple aspects,
such as menu interventions and changes in production,
distribution and meal ordering style. Some initiatives
involved changes to the mealtime situation and the din-
ing room environment, while most were focused on ser-
vice performance, flexibility in meal ordering, and patient
choices. However, this paper does not focus on the con-
tent of these initiatives and associated changes. Instead,
it focuses on how to implement them and the facilitation
activities for their realisation. Furthermore, the facilita-
tion activities within these improvement initiatives, as
reported by the participants’ experiences, are presented
through categorisation into different themes.

The themes

The analysis resulted in three themes: (1) ‘Building Rela-
tionships; (2) ‘Placing Food and Meals on the Agenda,
and (3) ‘Cultivating Skills’ Barriers and several challenges
emerged in implementing changes, necessitating ongo-
ing and, in some cases, continuous efforts across various
facilitation activities. ‘Building Relationships’ involves
‘Identifying Key Contacts; ‘Establishing Structures for
Teamwork’ and ‘Leadership Support’ amongst the many
professionals and departments involved. ‘Placing Food
and Meals on the Agenda’ focuses on gaining attention
and recognition for improvement initiatives through
‘Establishing Broad Engagement’ and ‘Communication
and Marketing! ‘Cultivating Skills’ comprises facilitation
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Table 2 Background and setting characteristics of the 18
participants

Background n/yrs.
characteristics
Age Mean 47 yrs.
Range 32-64 yrs.
Gender Female 16
Male 2
Non-binary 0
Experience in the field Median 10 yrs.
Range 1-37 yrs.
Experience in current Median 3yrs.
position Range 1-13 yrs.
Position General manager 9
Development manager 7
Clinical dietitian 2
Highest level of education Masters/PhD 6
Bachelors 10
Academic/other post-secondary 2
Affiliation Service division 12
Clinical division 6
Setting characteristics n
Hospital coverage Several 12
Single 6
Foodservice operator Public 10
Private 7
Public and private 1
Foodservice staffin wards Yes 15
No 3
Lunch portions/day Median 600
Range 150-
11000
Foodservice production ~ Cook serve 3
Cook chill 9
Combination of several 6

activities for developing the competence needed and
thereby include ‘Enhancing Knowledge, ‘Continuous
Monitoring and Feedback; and ‘Nutrition Champions
and Other Facilitators. An overview of themes and sub-
themes is available in Fig. 1.

Theme 1: Building relationships

All participants described the responsibility for food and
meals for inpatients, and the performance of associated
tasks, as being divided between the service division and
the clinical division within the hospital. To implement
change, it was necessary to build relationships through
identifying key contacts, establishing structure for team-
work and leadership support.

Identifying key contacts

Building relationships necessitated identifying key
contacts and crossing boundaries, to involve all rel-
evant professional groups assigned food and meal tasks,
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representing both the service division (foodservice pro-
fessionals) and the clinical division (clinical profession-
als). Further relationships were also required with several
departments within each division and decision-makers at
different hierarchical levels, including politicians at the
regional level and managers high up in the hospital hier-
archy. Participants particularly emphasised the impor-
tance of identifying key contacts within each division
due to the involvement of several decision-makers with
a mandate to implement changes, e.g., managers at dif-
ferent levels:

Lobby in the right places; the Region is an organisa-
tional labyrinth. You have to find the right people
and the right decision-makers. (Participant 15)

The processes in hospitals for the provision of food and
meals for inpatients were described as extensive, span-
ning from policy-making to meal-serving on the wards,
making their structure difficult to comprehend. Hav-
ing an extensive overview, including a broad outreach,
was deemed crucial but perceived as challenging. This
was eased by prior engagement, as well as personal
connections and associates, enabling the creation of
contact points for the participants and others to build
relationships.

I can change into hospital clothes and go to all the
wards and I can make these contacts, which is really
great... But the foodservice department has also
been involved and used their contacts, so then you
get a bit of an understanding of how it works at an
operational level and you gain respect for that. (Par-
ticipant 1)

Establishing structure for teamwork

Establishing structures for teamwork was necessary
because many participants explained that food and meal-
related issues, including associated tasks that needed to
be addressed, were often dealt with in silos rather than
through communication and collaboration across organ-
isational boundaries. One frequently mentioned chal-
lenge was the tendency to, sometimes unwittingly, frame
potential collaborative partners in terms of ‘us versus
them, which served to maintain these silos:

1 think a lesson to learn is that you can never be too
skilled in communication and organisation, and it
easily becomes an ‘us and them’ situation. ‘Us’ who
work in the kitchen, ‘them’ who work on the ward, or
‘us’ on the ward, ‘them’ in the kitchen. But it’s diffi-
cult, you know. We're all working for the same cause.
It’s obvious, of course, but in everyday life it’s not
always obvious, or maybe I shouldn’t say ‘but; it's
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Theme 1: Building
Relationships

Theme 2: Placing
Food and Meals
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Theme 3:
Cultivating Skills

on the Agenda

N\ I 4
Identifying Key Establishing Broad Enhancing Knowledge
Contacts Engagement
J J \
~N N e N
Establishing Structure Communication and Continuous Monitoring
for Teamwork Marketing and Feedback
J ~ N J
3 e A
Leadership Support Nutrition Champions
and Other Facilitators
J \_ J

Fig. 1 Overview of themes and subthemes

just that it feels like maybe we should have teamed
up more, maybe we should have met up more. (Par-
ticipant 12)

In addition, participants expressed that different profes-
sionals and decision-makers had varying missions and
held diverse perspectives. Regardless of the participants’
own background and current position, decision-makers
high up in the hierarchy were often referred to as ‘them’
and described as being primarily financially focused. It
was also common for clinical professionals to be referred
to as 'them, even by participants affiliated with the clini-
cal division. According to the participants, clinical pro-
fessionals, who typically see food and meal tasks as basic
duties, often rushed through these tasks and were resis-
tant to changes that might require additional work.

It's also the case that they (clinical professionals
responsible for meal ordering) want to do this very
quickly, take the orders. They write down on slips of
paper all the dishes in the fridge, and then they say...
what they often say is, do you want fish, huh, do you
want fish or meat or chicken?’ It’s not actually like
that, there are fantastic names for all the dishes,
really... such delicious restaurant names and all, but
they don’t have time... (Participant 4).

Depending on their own division, the participants
referred to foodservice professionals as either 'us’ or
‘them’ and described them as service-driven. Addi-
tionally, most participants, even those with a clinical

background, expected clinical dietitians to engage in
patient food and meals, and not solely in aspects con-
cerning medical nutritional therapy. However, it was
commonly perceived that the level of engagement of clin-
ical dietitians in how the patients’ food is prepared and
served is too limited. This perception was expressed by
several participants, including those who had experience
working as clinical dietitians.

Many clinical dietitians don’t believe that what ends
up on the plate is their responsibility. (Participant
13)

Overcoming these challenges and establishing better
structures for increased and effective collaboration in
teams was described by participants as requiring many
facilitation activities, all of which involved building rela-
tionships. Changes were primarily implemented through
forming different teams for structured multidisciplinary
teamwork. The teams varied in size and configuration,
depending on the type of assignment, and the importance
of including various competencies was emphasised. This
underscores the need to involve employees from both
divisions, including those from several departments, for
collaborations within and between the two divisions.

So, collaboration and communication across bound-
aries, within our organisation and within our
department (service division) - we have many dif-
ferent parts. We must work together better. Then,
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we must work together better with the other depart-
ments (within the clinical division). Well, I actually
think there should be some kind of group related to
food and nutrition, a group that meets, with repre-
sentatives from everywhere. (Participant 14)

Leadership support

Leadership support at various levels, in addition to the
leaders of specific changes within the improvement ini-
tiatives, was crucial for the coordination of work and
effective teamwork. For example, it helped to allocate
sufficient time for facilitation activities within the over-
all schedule through the redistribution of certain tasks
to others while implementing the changes. Participants
appreciated this prioritisation, achieved through lead-
ership support and active engagement. Demonstrat-
ing a genuine interest and respect for each other’s work
was regarded as valuable, contributing to well-function-
ing relationships. One participant specifically stressed
the importance of an inclusive leadership approach
that embraces diverse opinions to further promote
collaboration:

Well, I believe that it's mostly about a process of
change, a significant part of working for change
is having a different type of leadership where you
invite people to be involved and share their opinions
and thoughts, and that it doesn’t necessarily have to
be our way that is applied. It's about inviting people
to join in... (Participant 16).

Connecting individuals at the same decision-making
level, with leadership support, helped to mitigate power
imbalances, enabling relationship-building and the
implementation of changes. This was evident in meet-
ings regarding the improvement initiatives and their
associated changes. In addition, the facilitation activity
of leadership support and coordination of work meetings
helped to bridge the gap between the service and clinical
divisions, both of which play significant roles in the pro-
vision of food and meals for inpatients. One participant,
who coordinated meetings between professionals work-
ing at similar levels but representing different divisions,
shared the following:

And it’s very effective. Because when our employees
(foodservice professionals) who are involved in food
preparation meet those (clinical professionals) who
serve the meals. Suddenly, you can make things hap-
pen in less than two days... It goes so smoothly, and
it becomes so easy when you connect them, I mean
people at the right level. (Participant 5)
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Theme 2: Placing food and meals on the agenda

All participants stressed the importance of placing food
and meals on the agenda to ensure support for changes to
be implemented. In this context, ‘placing on the agenda’
means attracting attention and gaining recognition about
an issue. It includes establishing broad engagement and
communication and marketing.

Establishing broad engagement

Facilitation activities, all of which served in placing
food and meals on the agenda, were directed towards
the entire organisation by addressing several different
groups: decision-makers, clinical professionals, food-
service professionals, participants’ own working groups
within the improvement initiatives, and patients. All of
these groups were regarded as important to reach for
establishing a broad engagement, as food and meal issues
impact and concern everyone.

Some activities aimed at placing food and meals on the
agenda were undertaken early in the process of imple-
menting changes, while others were performed later and
recognised as ongoing work. However, attempts at estab-
lishing a broad engagement for placing food and meals
on the agenda were often described as challenging. Par-
ticipants noted that within the hospital setting, the food
and meal service was regarded as a low priority:

Yeah, but it is what it is, its low priority, a neces-
sary evil in some way. I mean, then you just haven’t
understood the importance of the basic thing with
food, that it can make such a difference. It's medi-
cations and pills, that’s what gets a lot of attention.
(Participant 11)

The view that food and meals are of low status emerged
as a common and normalised perception in the inter-
views. Participants talked about how they constantly
worked on establishing broad engagement in order to
place food and meals on the agenda by drawing attention
to the critical role of food in healthcare. The importance
of food was emphasised by making comparisons to oral
nutritional supplements:

So, we work with it (the view of food and meals)
everywhere, to the point where food is part of, I
wouldn’t say the whole nutrition chain, but the
whole thing with getting the patient to recover. It
doesn’t start with nutritional products; we should
start with the step before. The most important thing,
or the best thing, is eating regular food before being
given oral nutritional supplements, before getting on
that ladder. But that’s it, we don’t have that at all,
and food has been regarded as, you know, it'll sort
itself out, it’ll come. (Participant 17)
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Communication and marketing

Placing food and meals on the agenda involved general
communication and marketing as facilitation activities,
to address concerns highlighted during networking and
interactions with diverse groups. The issues raised and
the communication carried out were adapted to the spe-
cific group. For instance, when speaking with decision-
makers, hospital food and meals were described as a
patient safety issue:

But it’s also a patient safety issue, and this concerns
undernutrition and the risk of patients becoming
undernourished and their recovery, and all of this,
you know. If they don’t get food, there is an increased
risk of readmission or longer hospital stays and all
that. So, there are always many perspectives regard-
ing meals, the issue of meals. (Participant 4)

Some participants even described marketing efforts to
reach out to hospital visitors and the general public to
gain further recognition of food and meal issues. This
involved connecting with various platforms and profes-
sional groups on social media and seeking publicity in the
press.

Theme 3: Cultivating skills

‘Cultivating skills’ represents facilitation activities
focused on developing the competence necessary to
achieve change by enhancing knowledge, continuous
monitoring and feedback, as well as through nutrition
champions and other facilitators.

Enhancing knowledge

Activities for enhancing knowledge, as experienced
by several participants, were primarily educational in
nature, following conventional methods and practices,
and directed towards both clinical and foodservice pro-
fessionals. They provided information and instructions
about task performance and the necessary knowledge
for implementing changes. They included conducting
specific courses and workshops, using written docu-
ments, videos, and oral presentations. Participants also
described activities that aimed to enhance familiarity
with the food system they planned to implement. This
was achieved by distributing free menu samples during
meetings with different professionals, patients, and deci-
sion-makers from various departments, as well as show-
casing meals.

‘Cultivating skills” also involves facilitation activities to
gain knowledge and an understanding of the implemen-
tation context. Participants described insights they col-
lected from current practices through observations and
from feedback given by those affected by the changes,
including clinical and foodservice professionals, as
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well as patients. Sometimes, this included empathising
with those concerned, both professionals and patients,
through simulating a patient situation. This was per-
ceived as useful, contributing to increased understanding
and serving as teaching examples during the imple-
mentation work. Additionally, pilot projects served as
ambassadors, setting examples to be learned from and
used in the broader introduction of change and future
implementations:

...based on what you've learned, on the pilot wards,
because that’s where you've learned it, and you've
run out of steam a number of times trying to struc-
ture and build a model, how should we do this?
Everything from changing working processes for the
goods departments to how we should inform health-
care professionals? At what stage should it happen?
How should we work with it to make it as smooth as
possible for you? (Participant 17)

Continuous monitoring and feedback

To ensure the suitability of improvement initiatives while
cultivating skills, associated changes were consistently
monitored, and feedback was regularly sought. Continu-
ous monitoring and feedback helped to outline potential
challenges that required attention. According to some
participants, feedback played a crucial role in determin-
ing whether adjustments to changes were necessary or if
further skills training was warranted. Consequently, feed-
back often led to modifying implemented changes and
providing information and instructions on updates. In
addition, continuously collected feedback assisted in tai-
loring changes, ensuring they were adapted to the specific
context. Patient feedback, representing diverse care con-
texts in terms of diseases and symptoms, was regarded
as valuable and obtained through patient questionnaires
or input from professionals involved in serving meals.
Clinical professionals acted as gatekeepers for obtaining
patient feedback, especially from vulnerable and severely
ill patients, a role that was particularly emphasised. Vari-
ous activities, such as communicating with disease-spe-
cific patient associations and conducting interviews with
individual patients, were used to gather this feedback.
Furthermore, some participants mentioned the impor-
tance of reviewing what to ask patients and using broad
open-ended questions to receive valuable feedback:

What is important to them (the patients) and how
can we get them to eat the food we serve? (Partici-
pant 13)

These types of questions were regarded as having the
potential to contribute to a deeper understanding of
patient perceptions of food and their meal situations. All
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participants stressed the importance of patient involve-
ment. For instance, obtaining valuable feedback from
patients was seen as a way to identify the skills needed for
improvement, and subsequently, to cultivate those skills
among the staff.

Nutrition champions and other facilitators

During the process of implementing changes, facilita-
tion activities focused on cultivating skills through differ-
ent professionals acting as facilitators. These facilitators,
nutrition champions and other facilitators, provided gen-
tle reminders until new habits became routine. Function-
ing as clinical teachers, they contributed to implementing
changes through their continuous efforts in everyday
practice, creating learning opportunities that cultivated
the necessary skills over time. According to participants,
physicians, due to their high status, were particularly
suitable as facilitators, and care managers and speech
therapists were also mentioned as playing important
roles. The primary facilitators were nutrition champions,
i.e., clinical dietitians and foodservice professionals, who
were regarded as experts in food and nutrition. Their
ability to cultivate skills when engaging in ward meet-
ings, stimulating learning dialogues, and encouraging the
adoption of new practices was noted by several partici-
pants. The general perception was that such facilitators
contributed to ongoing improvements, thereby enabling
lasting change.

Discussion

This paper explores nutrition leaders’ experiences of
implementing changes, specifically the facilitation activi-
ties used to improve food and meal provision for hos-
pital inpatients. These activities are categorised into
‘Building Relationships; ‘Placing Food and Meals on the
Agenda, and ‘Cultivating Skills, encompassing various
approaches. These collaborative, communicative, educa-
tional and learning activities aimed to integrate changes
in the provision of food and meals into the broader clini-
cal framework. Barriers and resistance in clinical settings
made implementing changes challenging, necessitating
integrative facilitation activities. This involved working
across organisational and relational boundaries, estab-
lishing multilevel collaborative structures, and adopting
context-specific communication and educational support
systems. Importantly, these facilitation activities also fos-
tered an inclusive feedback culture.

The findings in this paper align with the i-PARIHS
framework [49], which emphasises collaborative, com-
municative, and educational activities in facilitation,
contributing to structural teamwork and knowledge.
In this paper, we provide in-depth knowledge about the
approaches and the actions of facilitators in the context
of hospital food and meal provision for inpatients. Our
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findings imply that the framework is a useful guide for
exploring the facilitation of implementing changes within
our research context.

Furthermore, in line with i-PARIHS, facilitation activi-
ties enhancing knowledge and adopting various systems
for continuous monitoring and feedback acknowledged
the experiences and perspectives of different profession-
als and patients. However, such an approach, including
the inner context and the recipients most affected by
change, as described by i-PARIHS, are important aspects
that appeared underutilised and overlooked among
participants. This reveals gaps and opportunities for
improvement, such as increased and actual professional
and patient involvement in line with other co-design
approaches. Additionally, there is an increasing body
of literature on learning health systems including co-
design approaches to support successful and sustainable
change. Studies involve healthcare leaders [64] and ini-
tiatives for vulnerable populations [65], which is similar
to our research. Moreover, adequate organisational pre-
requisites, such as sufficient time, are described as cru-
cial for the successful implementation of improvement
initiatives within nutrition and mealtime care [66—69]
and healthcare overall [70, 71]. Our findings support the
significance of having these organisational prerequisites
in place, as they address the challenges described by par-
ticipants, such as gaining attention and recognition for
improvement initiatives within a busy clinic and divided
work environment. This further highlights gaps and
opportunities for improvement.

Changing food and meal practices at ward level appeared
to be challenging, as evidenced by the practice of rushing
through these tasks, which was previously attributed to time
constraints [69]. However, according to the participants’
descriptions, it was the seemingly normalised view that food
and meals were a low priority, rather than time constraints,
that led the staff to rush through these tasks. The low pri-
ority appeared to be related to knowledge gaps, as seen
in other studies [19, 72]. Additionally, there was a lack of
awareness of each other’s disciplines, stemming from work-
ing in silos, and ‘us’ versus ‘them’ communication, which
marginalised food and meals as issues outside the clinical
agenda. Nevertheless, participants described a significant
shift in culture when forming teams and building relation-
ships across divisional boundaries. This underscores the
importance of identifying barriers prior to implementing
changes in improvement initiatives, emphasising feedback
as a continuous facilitation activity. Such contextual aware-
ness further aligns with implementation and improvement
initiatives emphasised by others [27, 28, 73, 74].

Moving away from silos involved engaging in multi-
disciplinary teamwork, which presupposes active par-
ticipation and information sharing. Multidisciplinary
teamwork, highly valued by participants and essential
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within food and meal provision [16, 75, 76], provides rel-
evant expertise through combined competencies, push-
ing work forward and contributing to consensus. Our
findings also highlight the role of nutrition champions
[28, 74, 77] as facilitators offering regular support in
everyday practice.

Continuous peer support by facilitators indicates
the enhancement of leadership that adopts an inclu-
sive approach towards those involved, incorporating an
empathetic element. Shared decision-making, a feedback
culture, and pilot tests for context-tailoring further rein-
force this approach. The shared points in these leader-
ship approaches include consideration of the voices of
those involved, both employees and patients, and nurtur-
ing social awareness in the workplace. Such leadership
styles, which include empathy, are widely acknowledged
in recent leadership literature [78]. They are associated
with relationship-oriented leadership theories: relational
[79], mindful [80], and transformational [81]. Change
is inevitably accompanied by tensions, making it cru-
cial to embrace diverse voices initiating and implement-
ing changes for improvements [82]. Such an approach
is particularly important in the provision of food and
meals due to the differing viewpoints among profession-
als, which in this study ranged from service-driven to
financially focused. Consequently, differing priorities and
unrecognised work can create tensions that pose chal-
lenges in improvement initiatives and related activities
involving various tasks.

In healthcare overall, promoting an organisational cul-
ture of psychological safety where everyone feels that
they are heard and that their opinions count, functions
as a driver for change [83, 84] and effective team perfor-
mance [85, 86]. Similar findings were shown in the partic-
ipants’ accounts of building relationships, where setting
up a culture that includes a power balance between the
professionals involved was considered more fruitful for
collaboration. Within a hierarchical organisation, such as
a hospital, it is crucial to achieve a culture of safety where
everyone can express their opinions equally [84]. A psy-
chological safety culture further enables change across
different organisational cultures [87]. This is particularly
relevant to hospital food and meal provision, which com-
bines both service and clinical cultures.

This study has strengths and limitations. One limita-
tion pertains to the participants’ backgrounds, as few
clinical professionals were interviewed. In addition, the
focus on nutrition leaders meant that practical user expe-
riences related to food and meal tasks and the impact
of implementing changes were not captured. Future
research within this field could benefit from interviewing
care managers and professionals with direct user experi-
ence in implementing change, as well as patients. Inter-
viewing patients with user-experience in future research
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Table 3 Recommended facilitation activities to leaders to
support implementation success

Engage in Teamwork

Leaders are recommended to value and engage in inter- and multidis-
ciplinary teamwork, considering the roles of respective professionals.
Establish Effective Feedback Systems

Leaders are recommended to establish feedback systems for appropri-
ate supervision of work.

Appoint facilitators

Leaders are recommended to act as ambassadors for change by ap-
pointing individuals or groups to facilitator roles.

would capture their insights on implemented changes
and provide valuable in-depth feedback on implementa-
tion success for continues improvement. User experience
refers to individuals who typically implement changes
and represent the end-stage in the process, the inner-
context in the organisation according to i-PARIHS, which
contrasts with the perspectives of those leading change.
Nevertheless, the strengths of the study lie in its in-depth
insights into leadership approaches within the complex,
multilevel context of food and meal provision for hospi-
tal inpatients. Furthermore, it highlights various facilita-
tion activities in implementing changes across multiple
improvement initiatives. Another strength is the par-
ticipation of several individuals involved in similar, and
sometimes the same, food and meal improvement initia-
tives [88]. Interviewing multiple participants about the
same phenomenon enhances the study by incorporating
diverse perspectives [89]. Including participants from a
broad geographical range, combined with various facili-
tation activities, adds depth and differentiation to the
findings. This enhances the transferability of the study
findings, particularly to developed countries with health-
care systems similar to Sweden’s.

Implications for policy and future work

Based on the study findings, several implications for pol-
icy and future work are provided. Implementing changes
to improve food and meal provision for hospital inpa-
tients requires crossing organisational and relational
boundaries, considering the roles of respective profes-
sionals. Facilitation activities through active leadership,
including ongoing support, monitoring, and feedback,
are crucial for implementing change. Utilising nutrition
champions as facilitators, who guide change and provide
gentle reminders until new routines become everyday
practice, is recommended. A list of recommended facili-
tation activities for leaders to support implementation
success is provided in Table 3.

Conclusions

‘Building Relationships; ‘Placing Food and Meals on the
Agenda, and ‘Cultivating Skills’ are key to improving
food and meal provision for hospital inpatients. Based
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on the experiences of nutrition leader participants and
our analysis, these keys comprise multiple facilitation
activities. Collaboration between foodservice and clini-
cal professionals, along with the dissemination of knowl-
edge, appears to be important for implementing changes.
Active leadership supports successful implementations
by providing structured approaches, including feed-
back systems, and by contributing to the recognition of
improvement initiatives, according to experiences shared
during interviews. These findings may guide policy and
future work, including improvement initiatives within
hospitals, specifically regarding food and meals.
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