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Abstract 
Ann-Sofie Jonsson (2021): The “ity” factor in hospital meals.  
Performing, experiencing, and understanding hospitality within the hospital frame. 
Örebro Studies in Culinary Arts and Meal Science 16. 

The overall aim of this thesis was to explore how the notion of hospitality could be 
used as a perspective to understand the meal provision within a hospital frame. Of 
interest was how patients (>65 years of age) experience their mealtimes together with 
perspectives from the ones serving the meals. This is motivated by older adult pa-
tients being more affected by malnutrition and having more challenges during 
mealtimes than other patient groups. Previous research has identified the importance 
of assistance during mealtimes and the implications that staff can have for patients’ 
food intakes. However, few studies have been found that focus on older adult pa-
tients’ own experiences of meal provision from a qualitative approach, nor studies 
that have focused on the practical doings by the staff.  

The thesis is grounded in an interpretive perspective viewing social reality as con-
structed and experienced in relation to how one interacts with other subjects as well 
as objects, by applying the theory of symbolic interactionism together with 
Goffman’s dramaturgical theory. In addition, the FAMM was used to understand 
the entirety of the meal experience, and the person-centred care approach to under-
stand the study setting of interest.  

The fieldwork was conducted across four wards at two Swedish public hospitals, and 
interviews were conducted at three of these wards. In total, 20 mealtime observations 
together with 11 interviews with patients and 20 interviews with staff in different cate-
gories were conducted. The wards differed in relation to the dining room environment, 
the role of the meal host and how the meal service was conducted.  

The overall findings reflect these differences by suggesting that the meal provision 
needs to be understood as a balancing act, where the staff perform in front of the 
patients in relation to the hospitability provided by the organisational host. The pa-
tients experienced hospitality through being acknowledged and recognised together 
with unexpected moments of hospitality. In turn, the staff were found to be knowing 
and caring in their performances towards the patients as well as showing professional 
knowledge when reading between the lines and offering what not always was voiced. 

The findings identify a need by the staff to be able to have more time with the 
patients, having the ability to perform a meal service in a timely manner as well as 
the ability to navigate within the organisational frames. Demonstrating the need for, 
as well as the presence of, the “ity” factor in hospital meals. 

Keywords: older patients, hospital, hospitality, mealtime experiences 

Ann-Sofie Jonsson, School of Hospitality, Culinary Arts and Meal Science, 
Örebro University, SE-701 82 Örebro, Sweden, ann-sofie.jonsson@oru.se 



 

 

 



 
 
 
 
 

 
 

 
 

What the meal affords is an excess of meaning that begins 
with its concrete foundation in the sense of taste, but which 
expands to encompass the whole life. In this sense, the meal is 
a kind of prism which channels various messages, intentions, 
concerns and emotions, all of which add to the rich contextu-
ality of the meal situation (Lalonde, 1992, p. 69).  
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Introduction  
I would like to start with welcoming you to this thesis that encloses the 
exploration of the meal provision from the perspectives of older adult 
patients and different staff categories, within a hospital setting through the 
lens of hospitality. To give you as a reader a somewhat comprehensive 
understanding of this issue, I will present you with the reasons why this 
exploration was pursued (paper I), the scenery of the mealtimes (paper II), 
the patients’ mealtime experiences (paper III) as well as the meal provid-
ers’ experiences of serving the patients their meals (paper IV). Based on 
this, I would like to present a quote from one of the staff members (a meal 
host) who participated in the study exemplifying this notion of hospitality 
in hospitals. 
 

 
Well, for me it is important how you approach someone. I 
want to be happy and accommodating, especially when one 
knows that patients do not always feels that well. You get to 
know them after a couple of days when they are admitted a 
bit longer. It’s important for me that you see the patient, and 
consider their needs. Regardless if it’s about serving food, 
there are some that have the need for something else while 
they are eating and talking. For me, that’s like the whole 
thing, not just preparing a plate and serving and saying here 
you go. 
 

 
In the following sections I will introduce you to why the exploration of 
mealtimes is of importance by placing this thesis in a societal context with 
the ageing population. I will give an account of the challenges ahead and 
why the healthcare sector, and particularly the mealtime in the hospital 
setting, is of interest. I will thereafter describe previously conducted re-
search within the hospital setting through different angles to provide you 
with a broad understanding of meal provision in hospitals and how 
mealtimes can be understood in relation to the meal as care. This will be 
done by describing person-centred care and how that approach relates to 
my studies. Finally, I will end this introduction by proposing the notion of 
hospitality, and why this is of interest in exploring mealtimes within a 
hospital setting.  
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The ageing population 

The world is experiencing a demographic shift, and this shift of the in-
creasing older population will be of highest concern for almost every 
country worldwide (Rudnicka et al., 2020). The older population in Eu-
rope is estimated to double from 87.5 million in 2010 to 152.6 million in 
2060 (Giacalone et al., 2016) and comprise 30% of the European popula-
tion by 2050. In Sweden, these numbers are similar, with one in four esti-
mated to be over 65 years of age by 2050 (SCB). The demographic shift of 
people living longer together with fewer in the active workforce presents 
economic challenges for the society, including financing pension systems 
as well as ensuring an age-friendly environment and access to healthcare 
to ensure the citizens’ quality of life (European Comission, 2018; Rud-
nicka et al., 2020). The healthcare sector, including hospitals, has been 
identified as needing attention, and research has found that how the hospi-
tal care is structured as well as performed will have implications for the 
older adult (Parke & Chappell, 2010; Parke & Hunter, 2014).  

Food service operations within the hospital arena have been identified 
as key actors for promoting a higher food intake for patients during their 
stay (Beck, 2001). Food intakes can be of great importance for patients 
with, or at risk for, malnutrition, especially since malnutrition rates are 
reported to be high in the hospital setting (Leij-Halfwerk et al., 2019). No 
official statistics of rates of malnutrition are available for the Swedish 
context (Socialstyrelsen, 2020), but the older age group is identified as 
being more affected. The prevalence of malnutrition in Europe has been 
found to be 53% for older adults in the hospital setting, 51.8% in residen-
tial care and 32.7% in the community setting. Hence, the older age 
group >65 years is considered to be at risk to develop malnutrition as well 
as malnutrition-related disorders (Agarwal et al., 2013; Fávaro-Moreira et 
al., 2016; Leij-Halfwerk et al., 2019; Vanderwee et al., 2010). Being mal-
nourished increases the risk of mortality (Sullivan et al., 1999) and longer 
hospital stay as well as of a reduction in quality of life (Agarwal et al., 
2013; Lim et al., 2012).  

Even though this thesis does not include measurements of malnutrition, 
the prevalent problem of malnutrition is a significant frame for studies 
that include the mealtime within the hospital setting (Justesen et al., 
2016), including this study. Through the findings of this thesis, an in-
creased understanding of the importance of the provision of meals is 
gained, which in turn can promote higher food intakes by including the 
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entirety of a meal experience. This also implies that promoting the meal 
experience during hospitalisation is also about promoting dignity and 
equality, where the meal is not only an artefact of calories and nutrition, 
but also a time to be acknowledged and seen.  

 

The healthcare sector and the institutional meal 

Public meals in Sweden account for over three million meals served each 
day, with 74,000 meals per day in the hospital setting,1 representing a 
meal arena of importance for individual recovery (Allison, 2003; Walton, 
2012) as well as an important arena for the overall public health. In Swe-
den, approximately 380,000 patients above 65 years of age were admitted 
to hospital in 2016, with a mean stay of 5.9 days (Socialstyrelsen). How-
ever, even if the average stay can be argued not to be as long, the im-
portance of these days should not be neglected, especially since nutrition 
can be the key to getting better. Of importance to recognise is that some 
patients do have longer stays, with weeks and months at the wards, result-
ing in many meals being consumed within that setting.  

Institutional meals include meals served within correction facilities and 
military organisations as well as school lunches, day-care settings and 
residential and hospital care (Edwards & Hartwell, 2009). It is a “meal” 
that has been found to be highly affected by “institutional stereotyping” 
(Cardello, 1996), making the creation and provision of meals within these 
kinds of settings a challenge. Nevertheless, institutional meals in Sweden 
have gained attention through the dissemination of national meal guide-
lines targeting school lunches (SLV, 2019a), residential mealtimes (SLV, 
2019b) and the provision of meals within hospitals (SLV, 2020a), guide-
lines that now include a focus on the multisensory experience of a 
mealtime, including taste, immediate meal environment and social interac-
tions occurring during the meal (SLV, 2020a). The Swedish Food Agency 
(SLV), inspired by the Five Aspect Meal Model, (FAMM) (Gustafsson et 
al., 2006), have developed a meal model including six aspects: tasty, inte-
grated, pleasant, eco-smart, nutritious and safe (SLV, 2020b). As stated by 
the SLV (2020b, emphasis in original), 

 
 

1 Livsmedelsverket (Swedish Food Agency. Retrieved from: 
https://www.livsmedelsverket.se/matvanor-halsa--miljo/maltider-i-vard-skola-och-
omsorg/fakta-om-offentliga-maltider 
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meals served in preschools, schools, hospitals and nursing 
homes shall not only be safe and nutritious, the food is to be 
tasty, prepared with good quality ingredients and served in a 
pleasant environment. The meal should also be eco-smart and 
integrated into the daily activities. 
 

Hence, the hospital meal should provide more than calories, it should also 
include intangible as well as tangible aspects that promote a positive meal 
ambience.  

Due to the focus in this thesis on the hospital setting, I will not to a 
broad extent include studies concerning residential care settings or 
home-dwelling older persons. It can also be argued that there is a differ-
ence between residential care and hospital settings, and these are thereby 
not comparable in relation to meal provision (Ullrich et al., 2014). In 
addition, several scholars have conducted this line of work (Björnwall et 
al., 2021; Blomberg et al., 2021; Harnett & Jönson, 2017; Mahadevan 
et al., 2014; Mattsson Sydner, 2002; Nyberg & Sylow, 2019; 
Odencrants et al., 2020) and in a way also provide a springboard to 
understand the need to also recognise the meal experience within a hos-
pital setting.  

 

The hospital meal 

The mealtime within the hospital setting is a complex matter, involving 
several different actors, meal provision and healthcare systems as well as 
competing activities. To review the literature concerning the mealtime is 
also a bit of a challenge due to differences in food service systems, use of 
staff categories and their responsibilities, and the important aspect of the 
patient’s health condition during the stay. The mealtime within the hospi-
tal setting has also been approached from several different angles, for ex-
ample, food service systems (Edwards, 2006; Porter & Cant, 2009), menu 
ordering systems (Ottrey & Porter, 2016), meal environments (Markovski 
et al., 2017; McLaren-Hedwards et al., 2021) and food quality and satis-
faction studies (Dall'Oglio et al., 2015; Rapo et al., 2021). Studies have 
also been conducted to evaluate the feasibility of volunteers during 
mealtimes and protected mealtimes (Beck et al., 2017; Porter et al., 2017; 
Roberts et al., 2014). Hence, there is a diverse body of research that has 
focused upon the meal within the hospital frame. I will in this summary 
outline, to the best of my knowledge, a comprehensive picture regarding 
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hospital meals. It is my intention that this summary will provide a step-
pingstone to understand the background to the thesis and how my studies 
contribute, complement as well as fill a gap in this research area.  
 

Healthcare staff’s perspectives and identified mealtime barriers 

The mealtime has been reported to be a time of competing activities and 
stress for the staff (Khalaf et al., 2009; Marshall et al., 2019; Neo et al., 
2021; Ross et al., 2011; Xia & McCutcheon, 2006) leading to patients not 
being fed or missing meals, or staff just not having enough time to sit with 
the patients and feeling disempowered to prioritise nutrition. To serve a 
meal has also been reported as a mundane task that is not considered a 
priority or a skilled task to perform (Heaven et al., 2013) together with 
reports from patients that the staff do not seem to care about how much 
they eat (Hope et al., 2017). Findings that might be explained due to atti-
tudes and norms regarding nutritional care (Bachrach-Lindström et al., 
2007; Bonetti et al., 2021). On the contrary, other studies have shown 
that nursing staff as well as staff in other categories do value and consider 
the mealtime to be important, but organisational barriers and time con-
straints hinder the mealtime care (Eide et al., 2015; Jong et al., 2021; 
Ottrey et al., 2018b). Eide et al. (2015) found that the nursing staff expe-
rienced the food service system as limiting and as not offering enough 
flexibility to be able to provide individualised meal care. In addition, the 
nurses felt that nutritional care was not given high priority and only exist-
ed if there was an identified nutritional problem. Similarly, Ottrey et al. 
(2018b, p. 608) found that time influenced the mealtime, symbolised by 
the arrival of the food trolley, whether the trolley arrived on time or not 
and how that affected other activities needing to be completed.  

Yet, mealtime culture can change and create mealtime routines that 
make the mealtime a joyful act, instead of a task needing to be carried out 
(Dickinson et al., 2008). Dickinson et al. (2008), found through action 
research conducted with healthcare staff that a change in, for example, the 
evening drug round increased the number of qualified nurses who could 
assist during mealtimes. The study generated an organisational change 
that affected the atmosphere during mealtimes. A personalised nutritional 
care that actively involves the older adult patients has also been shown to 
increase the overall energy and protein intake (Pedersen, 2005), showing 
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the significance in allocating time for the patients as well as involving 
them. 

Previous studies have discussed different professional roles during 
mealtime and the need for role clarity, cooperation and collaboration to 
facilitate a coordinated approach (Marshall et al., 2019; Ottrey et al., 
2019). Studies have also discussed what role nurses should or should not 
have during mealtimes in hospitals as well as in residential care settings 
(Ullrich et al., 2011; Xia & McCutcheon, 2006). Dickinson et al. (2008) 
reported that nurses were most often separated from mealtime tasks, with 
mealtime tasks instead being delegated to less qualified staff. Nurses being 
separated from mealtimes would then symbolise that it is less important 
and not skilled work (Heaven et al., 2013). On the other hand, interven-
tion studies concerning mealtime assistance and volunteers during 
mealtimes discuss the value in releasing nurses from mealtime tasks to 
perform clinical duties as well as providing extra sets of hands (Howson et 
al., 2018; Robison et al., 2015).  

In Sweden, the implementation of the function of a meal host is sug-
gested to promote a positive mealtime experience for the patient and be an 
addition to the team at the ward (SLV, 2020a). In other countries, this 
function might, for example, be fulfilled by kitchen staff, service staff, 
dietary staff and so forth. It is difficult to assess whether the roles are the 
same or differ. What the studies have in common is the identified need to 
have more time dedicated to patients during mealtime so as to provide 
timely assistance as well as having enough time for feeding assistance. 
These are performances that have been discussed to increase the patient’s 
food intakes and the quality of mealtime care (Dickinson et al., 2008; 
Edwards et al., 2017; Howson et al., 2018; Robison et al., 2015; Tassone 
et al., 2015; Tsang, 2008), especially since older adults have been reported 
as not wanting to eat the food offered (Neo et al., 2021) or not finishing 
their meal (Hedman et al., 2015).  

Staff performances during mealtimes have been explored in various de-
grees (Beck et al., 2016; Jong et al., 2021; Krogh et al., 2019; Ottrey et al., 
2018b). The studies have shown the routinised nature of institutional meals 
as well as how the communal dining areas have implications for the staff’s 
performances and patients’ experiences. Beck et al. (2016, p. 1614) dis-
cussed their findings as “meals were at a high risk of being served as a mind-
less task without the recognition that mealtimes are sensed with the whole 
body of the patient and not only by the mouth”. In a way, this describes the 
drawbacks of the routinised meal by emphasising that the meal is not only 
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about providing the body with nutrients but is also a significant event for 
the patients. Still, findings have shown how the staff recognise the mealtime 
as a time to get to know the patients a bit better (Ottrey et al., 2018b). 

 

Patient experiences and satisfaction with their mealtimes 

Patients are satisfied overall with their meals (Larsen & Uhrenfeldt, 2013; 
Lassen et al., 2005; Rapo et al., 2021; Stanga, 2003), with food quality 
and service quality as main contributors. Some studies emphasised the 
food quality impact on satisfaction (Messina et al., 2013), with others 
highlighting the timely service of the food to the patients (Hartwell, 
Shepherd, et al., 2016). But although patients are reported to be satisfied 
overall with their meals, something seems to be lacking, since the rates of 
malnutrition are reported to be high as well as reports of inadequate food 
intakes, especially in older adult patients (Agarwal et al., 2012; 
Vanderwee et al., 2010). Reasons for a low food intake during admission 
have been found to be related to several barriers (Keller et al., 2015), for 
example, medical conditions (Vanderwee et al., 2010) low appetite (Hed-
man et al., 2015), pain and side effects from medication (Holst et al., 
2011), not having access to food (Naithani et al., 2008), being interrupted 
(Keller et al., 2015) as well as not receiving adequate assistance (Xia & 
McCutcheon, 2006), and trays being cleared before being finished (Hope 
et al., 2017; Lassen et al., 2005). In addition, older adult patients have 
been identified to have more difficulties during mealtimes than younger 
patients regarding, for example, finding foods that they like (Keller et al., 
2015) and considering the portion sizes as too large (Naithani et al., 2008; 
Walton et al., 2013; Xia & McCutcheon, 2006), which often lead to loss 
of appetite. However, older age have in another study not been identified 
as a predictor for eating less, but rather instead be related to frailty 
(Naughton et al., 2021). Still, the food service and meal ordering proce-
dure are of importance for the patients (Dall'Oglio et al., 2015). 

The type of food service system/meal delivery system has been studied 
in relation to patient satisfaction with their meals, showing conflicting 
results (Edwards, 2006; Goeminne et al., 2012; Hartwell et al., 2007; 
Young et al., 2018). Some studies show that patient satisfaction and food 
intakes differ between meal delivery systems (Edwards, 2006; Goeminne et 
al., 2012; Hartwell et al., 2007), while others do not (Young et al., 2018). 
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Patients seems to appreciate having choices, point of service and contact 
during the meal ordering procedure.  

Within the food service, the menu has also rendered research interest. 
For patients, the menu can be the first impression of the food service in 
place and a way for the food service to communicate with the patients 
(Johns et al., 2010). The menu itself can affect the patient’s satisfaction, 
but not many studies have explored this matter (Ottrey & Porter, 2016). 
Studies concerning menus have, for example, explored food labelling on 
the menu (Hartwell & Edwards, 2009), the number of food choices, as 
well as the type of menu (e.g. paper, electronic, spoken, visual) (Folio et 
al., 2002; MacKenzie‐Shalders et al., 2020; Maunder et al., 2015; Ottrey 
& Porter, 2017). Patients appreciate the visual and spoken menus, which 
provide the patients more personal contact with the staff during the meal 
ordering process. However, older patients were found to have more diffi-
culties with E-menus (Hartwell, Johns, et al., 2016). 

In addition to the more tangible aspects of the mealtime, older adult pa-
tients have been found to not voice their concerns during mealtimes, in-
cluding not wanting to make a scene (Dickinson et al., 2008), not wanting 
to complain (Sidenvall, 1996) and needing to accommodate inconvenienc-
es (Hope et al., 2017; Larsen et al., 2021). Patients have also reported the 
importance of being independent during mealtimes (Sidenvall, 1996) and 
how difficulties manipulating their food on the plate influences their desire 
to eat in the communal dining room (Sidenvall et al., 1994). This presents 
behavioural aspects that need to be considered by the staff when serving 
and approaching the patients during the mealtime. 

Nevertheless, studies have shown how the mealtime is of importance for 
the patients. The mealtime has been reported to be experienced as existen-
tial asylum for neurological patients (Beck et al., 2019), a haven (Holst et 
al., 2017), a moment that is not driven by the medical discourse (Johns et 
al., 2010) and a welcome interruption (Lassen et al., 2005). The patients’ 
meal experiences have been identified as being affected by the meal envi-
ronment (Beck et al., 2016; Beck et al., 2018; Hartwell et al., 2013), with 
dining in the communal environment resulting in higher energy and pro-
tein intakes (Edwards & Hartwell, 2004; Markovski et al., 2017). Moreo-
ver, patients have been found to be affected by fellow patients’ table man-
ners (Baptiste et al., 2014), the plating of the food (Navarro et al., 2016) 
and the size of the cutlery (Naithani et al., 2008) as well as by staff’s be-
haviour (Beck et al., 2019; Beck et al., 2018; Larsen et al., 2021). A study 
has also found that non-medical staff (dietary staff) serving the meal can 
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influence the satisfaction with the food itself (Gregoire, 1994). Also, time-
ly meal assistance and the presence of volunteers or others to assist during 
mealtimes have been found to promote the patient’s food intakes as well 
as being appreciated by both staff and patients (Dijxhoorn et al., 2019; 
Howson et al., 2018; Ottrey et al., 2018a; Tassone et al., 2015; Young et 
al., 2016). These findings imply that how, where, when and by whom the 
meals are served can influence the patient’s meal experience.  

In summary, the studies outlined in this section provide a broad picture 
of the research area of hospital meals. The summary is not claiming to be 
exhaustive, but extensive in its scope. Several scholars and researchers 
have thus found a joint interest in trying to find ways to improve the food 
intake for patients (Cheung et al., 2013), knowing and understanding their 
experiences (Larsen & Uhrenfeldt, 2013), with some studies especially 
targeting the older adult generation due to low food intakes and malnutri-
tion. Yet not that many studies have, exclusively, explored the older adult 
patients’ experiences of their meals, except for some identified studies 
(Baptiste et al., 2014; Hansen, 2016; Harrysson, 2001; Hope et al., 2017; 
Sidenvall, 1996). These studies included exploring the patients’ experienc-
es of low food intakes (Hope et al., 2017), communal dining or eating in 
the patient’s room (Baptiste et al., 2014) as well as the overall experience 
of eating in a hospital environment (Harrysson, 2001; Sidenvall, 1996). A 
gap is thus identified concerning older adult patients’ experiences of the 
social interactions with the staff and how the patients experience the per-
formances during mealtimes.  

Moreover, the hospital arena is of interest, as staff serving food to pa-
tients need to accommodate wishes from individuals that might be un-
known by the staff, in contrast, for example, to those within residential 
care settings (Heaven et al., 2013). Staff thus face challenges in serving a 
diverse clientele with different cultural backgrounds, nutritional and per-
sonal needs, and appetite levels. In addition, the meal provision is per-
formed within organisational and institutional restraints, thus hindering 
the performance of person-centred care (Ottrey et al., 2018b; Ottrey et al., 
2019). The will to be there for the patients during mealtimes is prevalent 
but needs more attention to find ways to accommodate the patients and 
involve them in their meals (Hestevik et al., 2020; Krogh et al., 2019). 
Although studies have explored the staff’s practical doings during 
mealtimes (Beck et al., 2016; Jong et al., 2021; Krogh et al., 2019; Ottrey 
et al., 2018b), these studies did not include a theoretical frame of hospital-
ity, nor did they include how the staff used the dining rooms during meal 
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service. Hence, to the best of my knowledge, the studies included in this 
thesis fill this gap. This is accomplished through focusing on the staff’s 
perspectives and practical performances during mealtimes together with 
the patients’ experiences thereof. Through this exploration, further under-
standings can be gained about how to provide positive mealtime experi-
ences for the patients as well as understanding the staff’s ability to per-
form meal care within a setting where the practice of a person-centred care 
approach is evident. 

 

Person-centred care 

This thesis is conducted within a Swedish context, where the philosophy 
of caring has been identified to be part of a Nordic tradition of caring 
sciences that views caring “as a natural phenomenon where the patient’s 
world, vulnerability, health, and suffering are primary” (Arman et al., 
2015, p. 288). In Sweden, patients’ rights are prevalent in the legislation of 
the Swedish Patient Act (SFS 2014:821), which states that patients have 
the right to be included in decisions concerning their care and to be in-
formed in relation to their health condition. To be able to ensure this, 
healthcare staff need to be attentive and able to accommodate the patient 
and share decision-making with the patient as well as having a sympathet-
ic approach. This is an approach that is part of a person-centred care 
(McCormack & McCance, 2006) that involves acknowledging the pa-
tient’s lived experiences, needs and desires and ensuring the patient’s dig-
nity and integrity (Kirkevold, 2018). The approach has been discussed as 
an unquestionable objective within caring (Kirkevold, 2018, p. 108) and 
highlighted in the WHO global strategy on people-centred and integrated 
health services (WHO, 2015a).   

Person-centred care also involves seeing each patient as a unique person 
and including the patients in their own care and listening to their stories, 
an approach that in this thesis is viewed as a policy, a framework that 
governs the way the healthcare staff is expected to perform, including in 
relation to the meal. However, a person-centred care approach does not 
exclusively include the healthcare staff’s interaction with the patients; it 
also includes traditional practices and structures that facilitate or hinder 
the possibility to perform and implement a person-centred care (McCor-
mack, 2004; McCormack & McCance, 2006; Moore et al., 2017). In her 
research, Hestevik et al. (2020) identified the balancing act of performing 
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person-centred care at the same time as adjusting to organisational frames, 
such as time constraints, together with listening to the patient’s wishes and 
desires and standard nutritional procedures. The findings from that study 
also highlight the resistance that the staff can be confronted with from the 
patients themselves regarding food choices, and how talking about food 
can be a delicate matter. Such findings once again stress the complexity of 
food provision during the hospital stay as well as the complexity of per-
forming person-centred care. Research has also shown the ethical dilem-
mas that can present themselves when wanting the best for the patients 
while at the same time listening and respecting the patients’ autonomy 
(Khalaf et al., 2009). It is also important to recognise that some patients 
want help and assistance, and that is equally important as working for 
independence (Kirkevold, 2018). To ask for help and not receive it can be 
experienced as not being taken seriously and even invoke feelings of hu-
miliation (Andersson, 1994 in Kirkevold, 2018).  

This thesis addresses the mealtime as part of the care and how, through 
understanding the principles grounded in a person-centred care, one can 
explore the mealtime experiences of the patients as well as of the staff in 
terms of the interactions that are performed during meal service (see, for 
example, Hestevik et al., 2020, use of person-centred care and nutrition). 
Here I will use the notion of hospitality to explore these interactions be-
tween the staff and the patients during meal service as well as between 
patients/staff and their surroundings. The connection between person-
centred care and hospitality is seen in the similarities in creating a space of 
wanting to please the other, and in how the provision of hospitality can be 
seen as a therapeutic undertaking (Patten, 1994). Through hospitality 
another dimension is added, focusing on the meal encounters as part of 
hospital care. 
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The “ity” factor in hospital meals 

Pizam (2007) stated in an editorial that  
 

the difference between hospitals and hospitality is “ity” but 
that “ity” can make a significant difference in the recovery of 
hospital patients. (Pizam, 2007, p. 500) 
 

In the above quote, Pizam (2007) argued for the role of hospitality to 
promote patients’ recovery during hospital stay. And it is this “ity” factor 
that I aim to explore in this thesis. I will here introduce you to research 
that has used the notion of hospitality within the hospital setting and how 
hospitality needs to be further explored to understand the mealtime during 
hospital stay. The theoretical underpinnings of the concept will be ac-
counted for in the section “conceptual and theoretical framing”. 

Within the healthcare arena the notion of hospitality has gained interest 
(Gilje, 2004; Hepple, 1990; Justesen et al., 2014; Justesen et al., 2016; 
Justesen & Overgaard, 2017; Kelly et al., 2016; Kelly et al., 2018; Patten, 
1994; Severt et al., 2008) and has been used to understand not only pa-
tient experiences, through acknowledging the interactions between pa-
tients and staff, but also how to design hospital environments to include 
hospitality elements (Suess & Mody, 2017; Wu et al., 2013). The con-
ducted research thus concerns the direct patient perspective of the inter-
personal encounters with staff and also with materialities, artefacts and 
built environments. The span of hospitality research in hospitals is thereby 
wide in its perspective and differs in its objective: how to understand hos-
pitality in hospitals as well as how to implement hospitality design and 
elements to promote the hospital itself to attract more customers (pa-
tients). The research is also performed in different healthcare contexts, 
which, in a Swedish perspective, becomes important to highlight. Since 
Swedish healthcare is financed through the taxation system, the healthcare 
is free of charge (when admitted for hospital care) for all its citizens (in-
stead, the patient receives an invoice after their hospital stay, a sum regu-
lated by law, in 2021, to be maximum 100 SEK/day2). The hospitals are 
thus mostly public and do not need or even have to compete with other 
hospitals for their “customers”. Nevertheless, Swedish hospitals are com-

 
2 1177 vårdguiden. Retrieved from: Patientavgifter och högkostnadsskydd - 1177 
Vårdguiden  
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pared with each other through satisfaction surveys, where patients can 
rate their experience regarding, for example, the food service, interperson-
al encounters and overall experience of their care (Nationell patientenkät).  

Hepple (1990) explored what factors were considered most important 
for patients during their hospital stay by asking patients to rank 10 pre-
determined factors linked to hospitality. The patients could also include 
factors that they thought were important. The findings highlight the signif-
icance of personal connection during hospital stay, together with factors 
concerning the mealtime as well as the tangible aspects of the room envi-
ronment. Factors that have been found in more recent studies to be of 
importance in creating feelings of, for example, comfort and being 
acknowledged as a patient (Kelly et al., 2016; Kelly et al., 2018). The fac-
tors also included material aspects and the room environment with its 
décor and furniture, which in other studies outside the hospital context 
have been identified as influencing individuals’ well-being and experience 
of hospitality (Bitner, 1992; Höykinpuro & Yrjölä, 2020).  

Patten (1994) emphasised that how patients are cared for will affect the 
healing process of the patient and that the use of the concept of hospitality 
within nursing practice is of relevance. Even though the objective of Pat-
ten’s paper was to propose a hospitality framework that could bridge the 
business aspects within hospitals, with regard to viewing patients as cus-
tomers, and professional nursing ideals, Patten (1994) provided a way of 
understanding hospitality in hospitals that is of value for my work. Patten 
proposed that hospitality can be understood as three levels that can be 
used to enhance the overall hospitality experience for the patient, from 
entering the hospital setting to the interpersonal care experience. The three 
levels are public, personal and therapeutic hospitality. Public hospitality is 
discussed as the type of hospitality that is characterised by “basic gra-
ciousness and courtesy” (Patten, 1994, p. 80A), in short, personal encoun-
ters such as in the gift shop, coffee shop and similar. Here, the guest is a 
paying customer, and the public hospitality in a hospital is seen as setting 
the tone of the overall stay as well as a first impression of the care to 
come. The next level, personal hospitality, the interactions between a host 
and a guest, is longer than a brief exchange and involves a more personal 
contact. Patten is not particularly specific concerning this level in terms of 
how to interpret it in relation to the hospital setting. What is described is 
how the patient gets in contact with, for example, nurses during a day 
surgery or staff at the emergency room. Contacts that may be short but 
intense and include sharing of more personal stories. In the last level, ther-
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apeutic hospitality, the nurse is more evident, and the hospitality practice 
is rather characterised by a deeper personal connection with the patient 
and the provision of an individualised care which “ultimately may reflect 
professional caring practice” (Patten, 1994, p. 80). Here, Patten discusses 
how therapeutic hospitality is linked to Nouwen’s hospitality (in Patten, 
1994) of creating a friendly space so that the patients will feel safe to share 
their stories. 

More recently, researchers have used the concept of hospitality to un-
derstand the host and guest relationship between nurses and patients 
(McCaffrey, 2014) as well as patients’ experiences of their care during 
hospital stay (Kelly et al., 2016; Kelly et al., 2018). The patients in their 
studies expressed how small yet heartfelt encounters with the healthcare 
staff offered memorable moments and feelings of being seen and acknowl-
edged. This highlights the need for understanding performances of hospi-
tality in this context that a hospital encloses, which provides care but also 
food, drinks and accommodation in times of illness and vulnerable situa-
tions in life. Kelly et al. (2016) have stated that hospitality is “indeed a 
healer, and that a greater awareness of the spirit of hospitality among 
hospital professionals would make hospital stay a more hospitable experi-
ence” (Kelly et al., 2016, p. 125). In turn, Justesen (2014) explored, in her 
PhD thesis, patients’ mealtimes through the lens of Jacques Derrida’s un-
conditional hospitality and a non-representational approach using partici-
pant-driven photo elicitation (Justesen et al., 2014) as well as through a 
socio-material assemblage approach (Justesen et al., 2016). By doing so, 
Justesen could show how the patients experience their meals as co-created 
moments with the staff as well as with materialities and artefacts available 
at the ward and in the patients’ rooms. The patients could, thus, in ac-
cordance with Derrida’s ontology of temporal hospitality moments, 
change from guest to host and create small moments of hospitality where 
the patients could host each other through creating small pop-up restau-
rants, or even become the host in the serving moment with the staff. 
Moreover, Justesen found how carnivalesque3 moments occurred when 
staff prepared sandwiches shaped like a smiling face or when a nurse 
started singing, thereby creating unexpected hospitality events in which 

 
3 Justesen (2014, p 11) describes carnivalesque moments as "It is a free space for 
laughter where conventional norms are abandoned" 
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“humorous and social performances brought hope and laughter into hos-
pital meal experiences” (Justesen, 2014, p. 10).  

The concept of hospitality has also been used to understand and create 
positive mealtime experiences as well as enhanced dining experiences for 
patients through changing the meal environment (Hartwell et al., 2013; 
Holst et al., 2017). Hartwell et al. (2013) offered patients the choice to 
consume their meals together in an enhanced dining environment with 
tables laid with tablecloths and cutlery, crockery, jugs of water and con-
diments. The interviews with the staff, and patient observation, indicated 
that offering patients the opportunity to dine together created a more effi-
cient meal service as well as a more home-like environment. Hartwell et al. 
(2013) discussed how the use of hospitality and providing a genuinely 
hospitable behaviour could in the hospital setting be of importance to 
improve the morale of the patients and enhance the overall atmosphere 
surrounding the meal environment. Holst et al. (2017) were able, through 
their intervention of enhancing the aesthetics of the eating environment 
together with a personal focus during meal service, to show not only that 
the patients appreciated the individualised focus concerning their meals 
but also that this increased their appetites as well as their feelings that 
their personal needs and wishes were met. In another paper by Beck et al. 
(2017), the organisational meal environment was changed so that the at-
mosphere calmed down and focused on the mealtime, a change appreciat-
ed by the patients. 

Even though studies have explored the lived experience of hospitality 
during hospital stay in connection to both overall care (Kelly et al., 2016; 
Kelly et al., 2018) and the mealtime (Hartwell et al., 2013; Holst et al., 
2017; Justesen et al., 2014), as well as the general meaning of hospitality 
for the patients (Hepple, 1990), these studies have not to a larger extent 
focused upon the social interactions, the practical doings occurring during 
the meal provision, and especially not regarding the older adult age group. 
Conducted research has also shown interesting findings in relation to hos-
pitality as space and place, and how an artefact such as a napkin can be 
viewed as a carrier of hospitality (Justesen et al., 2016). My studies have 
therefore aimed to both further the exploration of hospitality, in the form 
of interactions among people, places and artefacts in the hospital setting, 
and to explore this through the experiences and perspectives of an age 
group that has not been as much heard in the mealtime research in hospi-
tals, namely, the older adults over 65 years of age.   
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Aim and study objectives 
The overall aim of this doctoral project was to explore how the notion of 
hospitality could be used as a perspective to understand the meal provision 
within a hospital frame. The intention through this exploration was to 
contribute to the understandings of meal provision and experiences of 
these during hospital stay from the perspectives of both patients (>65 
years of age) and registered nurses, assistant nurses, and meal hosts. To be 
able to answer the overall aim of the project, the following studies were 
conducted with the subsequent aims: 

Study I: The aim of the study was to map and review current knowledge 
regarding mealtimes in hospitals from the perspectives of older patients by 
means of the following questions: 

- How do older patients experience mealtime in hospitals?
- What do older patients describe as enhancing or diminishing their

mealtime experience while in hospital?

Study II: The aim of this study was to explore how hospitality was per-
formed by nursing staff and meal hosts in the dining room environments 
at four hospital wards, as well as to investigate the specific role of the 
rooms and its artefacts in facilitating or hindering acts of hospitality. 

Study III: The aim of this study was to explore older adult patients’ 
mealtime experiences during hospital stay, with an emphasis on the social 
(as well as material) interactions taking place before, during and after their 
meals, through the lens of hospitality. 

Study IV: Through the lens of hospitality, this study aimed to explore the 
performances and experiences of everyday meal activities by nursing staff 
and meal hosts, in relation to older adult inpatients. 
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Conceptual and theoretical framing 
In this section, the conceptual and theoretical underpinnings for the thesis 
are presented, and how the perspectives are interlinked. I will first intro-
duce the overarching perspective of the ageing population. Secondly, I will 
give an account of ways of exploring the meal as a multifaceted concept 
with several definitions and ways it can be used in research. I will thereaf-
ter outline the notion of hospitality and ways of understanding hospitality 
to facilitate using and discussing the concept within the institutional fram-
ing. I will end this section with a presentation of the ontological and epis-
temological decisions taken in this thesis through the lens of the interpre-
tive perspective and symbolic interactionism as well as the dramaturgical 
theory presented by Goffman. 
 

Exploring the ageing individual 

As part of my enrolment in the Successful Aging Research School at Öre-
bro University, Sweden, the older adult is in focus for this thesis. Howev-
er, there are several ageing perspectives and ways to study the ageing indi-
vidual (Bengtson & Settersten, 2016).  

The theory of successful ageing was first introduced by Havighurst 
(1961), but later on developed by Rowe and Kahn (1987; 1997), who, 
through their focus on success factors as well as individual responsibility 
for one’s health outcomes have rendered much debates and criticism 
(Andrews, 2009; Holstein & Minkler, 2003; Katz & Calasanti, 2015; 
Liang & Luo, 2012). The successful ageing framework has been criticised 
for being ageist and promoting agelessness, and thereby overlooking the 
body’s changes and failing to acknowledge the uniqueness of old age 
(Liang & Luo, 2012).  
 

The language of success and failure, of measurable outcomes, 
seems to bypass the very quality which lies at the heart of age-
ing well – a sense that the journey is worthwhile, and that the 
challenges with which one has been faced have been met 
while keeping one’s dignity intact. (Andrews, 2009, p. 75) 

 
There are several arguments for being critical of the ideas behind the con-
cept of successful ageing, which also implies that this thesis rather aligns 
with the more general healthy ageing framework defined by the World 
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Health Organization (WHO). The WHO puts forward a framework 
wherein healthy ageing is defined as “the process of developing and main-
taining the functional ability that enables well-being in older age”, as well 
as highlighting the functional abilities including “health related attributes 
that enable people to be and to do what they have reason to value” 
(WHO, 2015b, p. 28). Within this definition the individual’s own experi-
ences and perceptions of what constitutes healthy ageing is highlighted, as 
well as aspects of dignity and happiness. Of importance also is that the 
WHO emphasises the society’s role in creating facilitating structures and 
conditions for enabling age-friendly environments. This is made visible in 
this thesis through focusing on how the meals are served to the older adult 
patients so as to embrace their functional abilities, as well as how they in 
turn experience the meal provision and where these meals are served. The 
meal experience is then argued to have the possibility of enhancing the 
well-being and focusing on what the patients in turn perceive to be of 
importance. In addition, the thesis agrees with the salutogenic perspective 
on health (Antonovsky, 1991), where older adults are viewed as being able 
to have health and well-being, even while staying in the hospital and re-
ceiving medical care. 

Importantly, in this thesis the ageing perspective is primarily used to 
frame a certain age group of patients (>65 years). By doing so, the ageing 
population is also identified as a societal concern, which includes a need to 
form a healthcare that can address the current as well as future genera-
tions of patients. This is considered as important, since, as stated in the 
introduction, with age, problems connected to malnutrition- and malnutri-
tion-related disorders tend to increase (Brownie, 2006). The need to find 
ways to address this matter has been evident for decades but is still preva-
lent in today’s research agenda (Leij-Halfwerk et al., 2019; Marshall, 
2018). Consequently, the ageing perspective used in this thesis does not 
include discussions about the ageing individual as such, in relation to, for 
example, a life-course perspective (see instead, Mattsson Sydner et al., 
2007), a perspective important but deemed to be outside the scope of this 
thesis. 

Nevertheless, an important aspect to highlight is that the age span of 
older adults can, for example, range from 65 to 105 years, thus enclosing 
several different generational upbringings and experiences, as well as 
needs related to being able to manage the daily life. This, of course, also 
challenges the ideas of talking about age. However, in relation to food and 
meals in hospital among older adult patients, generations become a rele-
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vant concept. Nyberg (2019, p. 140) also discussed how people of differ-
ent generations share experiences, for example, how we today talk about 
Generation X/Y/Z or the ones raised in the 1940s or the 1960s. In relation 
to the older adult generations, we then have people who were born in the 
1920s as well as the 1950s, who all have become the older adult age group 
but were raised in quite different societies. Thereby, the generational 
background can tell us something about food likes and habits as well as 
expectations about being provided a meal within an institutional setting. 
Older age has in studies been found to have implications relating to meals, 
due to generational upbringing and thereby having various frames of ref-
erence concerning proper meals, such as when or where to eat, as well 
viewing food as a gift and not something that one should complain about 
(Fjellström & Sydner, 2016; Sidenvall, 1996). Hence, it is possible to con-
struct and consider food and meals in different ways as well as under-
standing that age can matter in the context of the meal. 

 

Exploring the meal 

I will in this section present ways of understanding the meal in relation to 
my research area (for a more complex understanding, see instead, 
Meiselman, 2000). I will present research in relation to meals through 
function, which implies seeing the meal as a symbol of, for example, 
knowing the time of the day, the symbolic value of eating together and 
how a meal can create memories and emotions. I will end with a presenta-
tion of examples of meal models that aim to capture the entirety of a 
mealtime, that is, understanding a meal as more than the food on the 
plate. However, I will start with a brief introduction of research that has 
discussed “what is a meal”. 

The meal – wording that captures a whole complex research field 
(Meiselman, 2000) as well as the focus of an entire research discipline 
(Gustafsson, 2004). Meiselman (2000) wrote in the introduction, of the 
book Dimensions of the Meal how the word meal can mean different 
things to different people as well as ranging in its meaning from a simple 
breakfast to a five-course formal dinner. A meal can also hold expecta-
tions about what a proper meal is in relation to cultural aspects of what 
counts as a meal (Murcott, 2019) as well as discussions concerning meal 
patterns and whether warm or cold food should be served (Mäkelä, 2000). 
A distinction can also be made between the terms diet (the food’s energy 
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and nutrient content), food (what we eat and its symbolic meaning) and 
meal/mealtime (an overarching concept where the food on the plate is only 
one of the ingredients) (Nyberg, 2009, p. 15). To add to the complexity in 
the wording and use of what constitutes a meal, Odencrants et al. (2020), 
found that for older adult residents in Sweden, it takes two for a meal. 
That is, the social contact and social interactions during and over the meal 
is of importance, a notion that has been shown to also affect the amount 
of calories consumed (Paquet, 2008). 

Ways of understanding the meal have been described as focusing on the 
meal-as-object and the meal-as-event (Lalonde, 1992). Through this kind 
of distinction, the meal-as-object can in this thesis be understood as being 
addressed by the literature that focuses on the food’s properties and satis-
faction therewith, while the meal-as-event can be seen in the studies ex-
ploring service delivery, social interactions, the experience (here referring 
to senses) and the overall ambience of the meal. The meal-as-event can 
also be used to understand the use of the dramaturgical theory (a theory 
that will be presented further down in the text), since, as Visser stated, 
 

A meal is an artistic social construct, ordering the foodstuffs 
which comprise it into a complex dramatic whole, as a play 
organizes actions and words into component parts such as 
acts, scenes … and exits, all in the sequence designed for 
them. However humble it may be, a meal has a definitive plot, 
the intention of which is to intrigue, stimulate, and satisfy. 
(1986, in Lalonde, 1992, p. 70) 

 
The meal can, in the light of Goffman (1991), be used to understand ways 
of social control by controlling when, where, what and with whom one 
should eat, illustrating the routinised nature of the institutional meal 
(Justesen & Overgaard, 2017; Mattson Sydner & Fjellström, 2005; 
Mattsson Sydner, 2002) as well as the significance the time frame of the 
meals has for staff as well as for patients (Sellerberg, 1991). Even outside 
the frames of institutions, our meal patterns, including when to eat, are 
found to be routinised and dependent on cultural context (Holm et al., 
2016; Mäkelä, 2000).  

The meal can thus be said to organise the day, have meaning and an ob-
jective, and hold symbolic communicative properties. Moreover, within 
the hospital setting, the mealtime has been argued to be consumed for 
necessity rather than for pleasure (Edwards, 2000, p. 226), presenting an 
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argument that hospital meals are not an event that is thought capable of 
producing pleasure, even though this aspect is stressed in the national 
guidelines (SLV, 2020a). Hospital mealtimes are here argued to be a ne-
cessity but should strive to be, and can be, a pleasurable moment.  

 

The mealtime and the meaning of interaction 

Simmel has stated, 
 

Persons who in no way share any special interest can gath-
er together at the common meal … There lies the immeas-
urable sociological significance of the meal. (Simmel, 1997 
[1910: 130), in Fischler, 2011, p. 531) 

 
The meal as a social event is thus argued to be of significance for us, to be 
able to eat together and share a meal (Mennell et al., 1994). A concept 
that holds the meaning of sharing and eating together is commensality. 
The notion of commensality is argued to produce bonding between the 
“commensals” (Fischler, 2011, p. 533). Hence, sharing the same meal 
makes the ones sharing the same food more close as well as alike (Fischler, 
2011). Eating and sharing a meal is thus more than merely providing the 
body nutrients and the right amount of calories to sustain life (Scander et 
al., 2021).  

However, a meal within an institutional setting can elicit feelings of 
unwillingness to share meals with others who do not uphold the same 
table manners as oneself, or not wanting to show the difficulties one might 
have (Baptiste et al., 2014; Harrysson, 2001; Sidenvall et al., 1994). Shar-
ing a meal within the institutional setting is thus a delicate matter. 
 

The mealtime as creating memories and emotions 

Since social interactions over and during the meal are seen to be of im-
portance for us, these moments, for example, a home-cooked meal or new 
food experiences, can also create memories as well as emotions (Lupton, 
1994; Piqueras-Fiszman & Jaeger, 2015). Piqueras-Fiszman and Jaeger 
(2015) found that both tangible and intangible aspects (exemplified 
through the reasons for the meal) are important when creating food mem-
ories, irrespective of how sophisticated the food or elaborate the event. 
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The company and interactions, together with the context surrounding the 
meal, can thus enhance the food itself.  
 

By requesting a memory which allows respondents to invoke 
a wide range of memories around a general trigger topic, the 
choice of memories to recount is telling. Memories allow the-
orising of everyday events which have been retained for their 
importance. (Kippax, 1990 in Lupton, 1994, p. 669) 

 
To share a meal or be served a meal can thus create long-lasting memories 
and evoke emotions as well as taste sensations from that moment (Lupton, 
1994). The taste of food can be influenced by the total meal experience 
and the perceptions and attitudes thereof. 
 

Meal models – ways of understanding the entirety of the meal  
(experience) 

There are several meal models in the literature that aim to capture the 
entirety of the meal and aspects needed to consider when creating meal 
experiences for guests as well as for patients/residents (see, for example, 
Edwards, 2000; Gustafsson et al., 2006; Hansen, 2014; Justesen & 
Overgaard, 2017; Keller et al., 2014).  

The FAMM is a meal model (see Figure 1) that integrates five aspects 
which need to be considered when planning a meal in order for the meal 
experience to be as positive as possible for the guest (Edwards & 
Gustafsson, 2008; Gustafsson et al., 2006). The five aspects are the room, 
the meeting, the product, the management control system and the overall 
atmosphere, which is seen as the sum of all the other aspects. Even if it is 
argued that the FAMM has a meal producers’ perspective (Hansen et al., 
2005; Sundqvist & Walter, 2017), the model is also developed with the 
guest perspective in mind, addressing aspects that go beyond the food on 
the plate, and hence, considering the meal experience as a multisensory 
event (Gustafsson et al., 2006; Spence et al., 2014).  
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Figure 1: The Five Aspect Meal Model, FAMM, from Gustafsson et al. (2006, p. 86). 

 
It is argued that a guest not only experiences the product on the plate but 
also considers the eating environment (the room) and the social interac-
tions taking place during the meal (the meeting). The aspect that is not 
considered to be as visible for the guests, the management control system 
(laws and regulations that the restaurateur needs to follow), is the aspect 
that governs the other aspects and is more noted when something is expe-
rienced to go wrong during the meal service (Edwards & Gustafsson, 
2008), thus, an aspect considered to be of utmost importance and in need 
of further development (Jönsson & Knutsson, 2009). The entirety of the 
meal, the atmosphere, is then what is sensed in the room when, for exam-
ple, walking into a restaurant, or the overall experience during the meal, 
an aspect hard to measure but still arguably felt in the room (Edwards & 
Gustafsson, 2008). The FAMM has been referred to in international stud-
ies (Mahadevan et al., 2014) and used for planning meals in the Swedish 
public sector as well as in municipalities (Sporre et al., 2016). The FAMM 
is thus a model that is known in the specific healthcare context in which 
this thesis is produced.  

Another meal model is the Customer Meal Experience Model (CMEM) 
(Hansen et al., 2005), which also comprises five aspects: the core product, 
the restaurant interior, the personal social meeting, the company and the 
atmosphere. This model is based on empirical data exploring the custom-
ers’ points of view of what effects their meal experience during a restau-
rant visit. Although the models share several facets (Gustafsson et al., 
2006), Hansen et al. (2005) identified the CMEM as a customer-driven 
model, and the FAMM as a producer-driven model. Hence, they provide 
different points of view, with the management control in particular not 
being part of the CMEM. Still, the models can be seen as complementary.  

Justesen and Overgaard (2017) proposed a somewhat different kind of 
meal model that focuses on the notion of hospitality during mealtimes, 
together with an argumentation that other meal models, for example, the 
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FAMM, are static in their assumption concerning the host–guest relation-
ship. They instead proposed a crystal to visualise that a meal is to be un-
derstood as relational, dynamic and socially constructed. The crystal rep-
resents the dynamic nature of a meal in the hospital setting as a meal as, 
and a meal also as. Justesen and Overgaard (2017, p. 45) criticised the 
FAMM for being a container model and viewing the meal as able to be 
staged and thereby leaving out possibilities for the meal to be co-created 
and unpredictable. Nevertheless, they concluded that the hospitable meal 
model can complement FAMM, since a strength of FAMM is the organi-
sational focus that follows an organisational logic. Even though the 
CMEM and the hospitable meal model both discuss the producer perspec-
tive of the FAMM, I have found the FAMM valuable in my studies, as it 
includes aspects that need to be considered for planning a mealtime and 
understanding possible organisational concerns (for example, staff levels, 
time constraints4 and room environments) as well as aspects that can be 
considered important by customers/patients as shown by Justesen and 
Overgaard (2017) and Hansen et al. (2005). 

In my studies, I have chosen to use the FAMM as a framework, a tool, 
when developing the interview guides (studies III and IV) as well as in 
analysing the findings from the literature review (study I). Moreover, I 
have chosen to use FAMM as a framework for identifying aspects im-
portant for understanding the entirety of a mealtime. Using the FAMM, I 
argue that a meal experience can, to some extent, be planned to get an 
expected response, a view that has been criticised for neglecting the ones 
actually experiencing the meal (Justesen, 2014; Sundqvist & Walter, 
2017). However, as I will argue later in the discussion section, the FAMM 
and the meal experience can be viewed as a dynamic notion and also as an 
event that is created within a frame that can promote as well as hinder 
acts of hospitality. This stance complements and builds upon the hospita-
ble meal model (Justesen & Overgaard, 2017) and it is within the suggest-
ed dynamic core of this frame that the staff have a significant impact upon 
the guest experiences of the entirety of the mealtime, suggested in this 
thesis to be hospitality. 

 
4 The time aspect in FAMM have been discussed by several authors: ((Walter et al. 
(2010), Sundqvist & Walter (2017), Wellton et al. (2018), and Eriksson, (2021)), 
and is suggested to be added to the model. This, since time is argued to be im-
portant for a guests’ meal experience as well as part of waiters’ knowledge when 
serving a meal. 
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Understanding hospitality 

There are several different ways of understanding hospitality, and the 
literature does not present a definition of the concept (Lashley & 
Morrison, 2000; Lynch et al., 2011; Mitchell & Scott, 2016). It is also 
worth noting that the study of hospitality is described as being divided 
between the more management and business–driven studies common in 
the United States, and critical hospitality studies with outputs, emanating 
from the United Kingdom (see Lugosi et al., 2009; Mitchell & Scott, 
2016). This has implications for how hospitality is understood as well as 
used. This thesis is positioned within the critical studies of hospitality, 
viewing hospitality as a social phenomenon and as an experience (Hem-
mington, 2007), emphasising the guest’s perspective in understanding the 
hospitality exchange together with the notion of hosts as performers. Yet, 
the management perspective is not entirely absent, through the inclusion 
of perspectives derived from research focusing on hospitality in hospitals 
with the objective to enhance the customer (here, the patient) experience 
as well as economic turnover (Hepple, 1990; Patten, 1994). This perhaps 
places this thesis somewhere in between (Lugosi et al., 2009), with an 
emphasis tending towards critical hospitality studies. 
 

Hospitality as a social phenomenon 

My first readings and understanding of hospitality included the works of 
Lashley and Morrison (2000) in their anthology In Search of Hospitality: 
Theoretical Perspectives and Debates. Here, Lashley (2000) discussed 
hospitality as a social phenomenon, studying the relationships between 
host and guest in relation to the provision of food, and/or drinks and/or 
accommodation. Hospitality as a social phenomenon includes the study of 
hospitality as an experience, and how the understandings of these experi-
ences and relationships created can inform the commercial as well as non-
commercial domain (Lashley & Morrison, 2000). The notion of hospitali-
ty is argued to be provided through acts of hospitableness (Telfer, 2000), a 
genuine consideration of the guest’s well-being. This genuine desire to 
please the guest has been debated in relation to where this hospitable be-
haviour is performed. That is, can true hospitality and hospitable behav-
iour be present within the commercial sector where the host–guest rela-
tionship is built upon an economic exchange? Here I agree with Telfer 
(2000), who argued that a person working within the commercial sector 
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can be hospitable, since the drivers of their actions are grounded in their 
motives. Hospitableness is understood as something inherent in the host 
and can be performed outside the privacy of our homes and in the com-
mercial domain, even if economic transactions are prevalent. Within this 
thesis, hospitality is performed within a domain where the economic in-
centives are not visible in terms of not (directly) paying for their care. In-
stead, the healthcare is financed, as mentioned above, through taxation.  

However, the use of hospitality and hospitableness has rendered debate 
and questioning about its use (Brotherton, 1999, 2017). Brotherton (1999, 
p. 168) stated that “To claim that the existence of hospitable behaviour is 
synonymous with the provision of hospitality would be patent nonsense.” 
Brotherton instead argued that hospitality needs to include food, drinks, 
or accommodation, and thereby differentiate itself from merely hospitable 
behaviour. The definition proposed by Brotherton (1999, p. 168) thus 
includes both the “holy trinity” of food, drinks and accommodation as 
well as the exchange occurring between the concerned parties: 
 

A contemporaneous human exchange, which is voluntarily 
entered into, and designed to enhance the mutual wellbeing of 
the parties concerned through the provision of accommoda-
tion and food or drink. 

 
This definition highlights the mutuality aspect of a hospitality exchange as 
well as requiring that it be voluntarily entered into. It can be argued that 
within a hospital setting the patients are not there voluntarily for food, 
drink and accommodation in the sense that it is not why the patients have 
been admitted. Yet, even though one could argue that the voluntary aspect 
is not fulfilled in a hospital setting, the exchange of hospitality during the 
hospital stay can still be viewed as needing to be based on a human ex-
change, voluntarily entered into. Another important aspect raised in this 
definition is the inclusion of hospitality as enhancing well-being, of both 
parties. Here the definition aids in the understanding of hospitality having 
the possibility of enhancing the patient’s well-being, as also argued by 
Pizam (2007), as well as the well-being of the other party, here identified 
as the staff. To be part of a hospitality exchange can thus be argued to be 
of importance within the hospital setting due to the objective of enhancing 
the well-being of the ones involved. In the light of this, the manifestation 
of Lugosi’s meta-hospitality, hospitable interactions would be perfor-
mances of acknowledging the other (Lugosi, 2008, p. 141) and thereby 
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contribute to the understanding of hospitality as able to enhance well-
being and creation of emotional experience. To perform meta-hospitality, 
even though argued by others as impossible (see, for example, Derrida’s 
argumentation of unconditional hospitality in Justesen (2014) and Dikeç 
(2002)), is here interpreted as a way of tearing down the power structures 
inherent in the nurse–patient relationship, or in the host–guest relation-
ship. Lugosi (2008, p. 143) introduces the notion of communitesque expe-
riences, describing these as experiences that “may challenge, soften, nego-
tiate and disrupt socially constructed statuses without completely aban-
doning them”. A communitesque moment is thus an emotional shared 
space and can be interpreted in line with Bunkers (2003, p. 308) that 
“hospitality implies that we attend to those we care for in true presence”. 
 

Hospitality as hostness and guestness 

This thesis uses the argumentation of the host’s rootedness and the guest’s 
rootlessness (Bell, 2007, p. 29), a view that Bell (2007) described to ex-
plain the host’s hostness and the guest’s guestness. The guest is mobile and 
enters a host’s “home”. The patients in this thesis are then seen to enter 
the staff’s workplace (their “home”). The patients are there to receive 
medical aid and at the same time be provided food, drinks and accommo-
dation. Through the static view of the host–guest relationship, I can ex-
plore the hosts as performers and the patients as guests who are offered 
meals in the staff’s “home”. This way of viewing the relationship between 
the host and the guest provides an understanding of the static nature of 
the meal provision that is taken in this thesis. The offering of hospitality 
can then symbolise a welcoming of the guest. In line with this argumenta-
tion, the offering of hospitality can further align with Burgess (1982) dis-
cussion of hospitality as gift. Such a gift can hold symbolic values, and 
includes, through the lens of symbolic interactionism (Blumer, 1986), role 
taking in the sense of knowing what to expect to do in relation to the of-
fering of a gift or being able to take the role of the other in order to re-
spond to their needs and wishes. Being hospitable can then in a way be 
seen as a moral obligation to provide the guest the gift of hospitality and 
to ensure the guest’s well-being while in the host’s “home”, a “home” that 
can be explored in relation to both the physical space and the experienced 
space. 
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Hospitality as a way of exploring welcoming spaces and places 

The notion of hospitality has also been used to explore space and place as 
mediators for hospitality (Bell, 2017; Höykinpuro & Yrjölä, 2020; 
Justesen et al., 2014; Lugosi, 2008) as well as theorising about hospitali-
ty’s potential as welcome (Bell, 2007; Dikeç, 2002; Lynch, 2017). Studies 
have investigated the spatial aspects of hospitality, examining the places 
and spaces where no human interaction is present (Höykinpuro & Yrjölä, 
2020), showing the ability of a place as well as space to create 
(un)welcoming experiences. In their paper, Höykinpuro and Yrjölä (2020) 
discussed how a place can be thought of as a physical place like a corridor, 
and the space as the lived experience of the place. They exemplified the 
importance of the details in an experience of hospitality through findings 
of how a plastic spoon could ruin the impression of luxury. Similarly, 
Justesen (2014) found how a napkin, or a dish of meatballs, could mediate 
hospitality through changing the atmosphere, understood as disruptive 
micro events, creating carnivalesque moments. In turn, organisations as 
well as countries can be argued to be seen as macro hosts in creating wel-
coming spaces (Bell, 2011; Lynch, 2017) and demonstrating how to wel-
come the stranger (Dikeç, 2002).  
 

Hospitality in this thesis 

I agree with the use of hospitality as a way to study social structures in 
society, using hospitality as a social lens (Lashley, 2017; Lashley et al., 
2007; Lynch et al., 2011). Of interest in my studies was both how hospi-
tality was performed by the nursing staff and the meal host, the ones most 
close to the patients during mealtime, as well as the patients’ thoughts and 
experiences of their mealtimes with a focus upon the hospitality performed 
and experienced. The experiences of the patients are of great importance 
in my studies since, as Lashley (2017, p. 4) puts forward “it is the quality 
of the employee performance which creates guests’ emotional experiences 
that impact upon long-term satisfaction and loyalty”. Tangible aspects like 
the food quality or comfort of the room are argued to be of secondary 
importance. Renzenbrink (2011) acknowledged this in her personal story 
about feelings of alienation in the hospital environment and the need to be 
seen and cared for, to be recognised as a person. 

Through additional readings, (Lynch, 2017; Lynch et al., 2011; McCaf-
frey, 2014), I encountered hospitality as a useful as well as a powerful 
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metaphor for understanding greater societal phenomena together with the 
smaller micro relations performed between nurses and patients. In line 
with this I identified the usefulness of the hostness–guestness (Bell, 2007) 
metaphor together with theories that discuss role making and role taking 
(Blumer, 1986; Goffman, 1990 [1959]) to further describe and even explain 
the meal provision within an institutional frame. The performances of the 
staff were interpreted in relation to Telfer´s (2000) argumentation of hospi-
tableness as a genuine desire to enhance the guest well-being. Hence, view-
ing the provision of hospitality and the acts of hospitableness as the inter-
personal encounters between the staff and the patients as well as the experi-
ences of the staff and patients in their encounters with their spatial context. 

In summary, I argue for an understanding of hospitality as a social phe-
nomenon, which can be studied through exploring the experiences of the 
interactions between host and guest together with hospitality as a thera-
peutic undertaking aiming to enhance the patients’ well-being (Patten, 
1994). These interactions are in turn performed and understood within the 
institutional setting where I use the notion of space and place to investi-
gate the room and the materiality in use to enable or promote hospitality 
and acts of hospitableness towards the patients.  

Moreover, the hospital setting is part of an overall healthcare organisa-
tion, making my micro perspective of looking at performances and experi-
ences of hospitality between and by staff and patients, part of understand-
ing as well as unveiling of a organisation’s macro (in)hospitableness to-
wards staff’s abilities to perform hospitality (King, 1995). That is, hospi-
tality can be used as “a powerful and flexible metaphor of relating that 
implicates role, identity, social context and hierarchy” (McCaffrey, 2014, 
p. 245), hence a way to understand and explore our social life and rela-
tions. However, how social reality is understood needs further description 
to understand the choices made in my studies. 

 

Understanding social reality 

[O]nly through clarifying their own perspectives … can re-
searchers identify what their research is really about. (Mason, 
1996 in Green & Thorogood, 2014, p. 53) 
 

A researcher’s view of his/her reality will have an impact on how he/she 
chooses to design a study plan or how to approach the research problem. 
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Therefore, it is of value to declare the ontological standpoint as well the 
view of how that reality can be explored (epistemology). Bazeley (2013) 
and Green and Thorogood (2014) stated that it is important that the 
methodological assumptions that a researcher has are clearly described 
and followed through in the study design and that the researcher acknowl-
edges the consequences of those assumptions for the methodology and 
choices of methods. A researcher’s thoughts and discussions concerning 
the philosophy of science can thereby be argued to be of great value to 
declare in a thesis like this.  
 

The interpretive perspective 

The interpretive perspective is viewed to have its origin in sociology with 
the groundbreaking works of Emile Durkheim and Max Weber. Weber, 
with the Verstehende Sociologie, argued that social life is subjective and 
social reality can only be explored through the examination of people’s 
everyday actions and through the ways people make sense of and interpret 
the world (Adorjan & Kelly, 2016). The individual is thus viewed as “ role 
taking” and “role making” rather than being viewed by the normative 
perspective as acting out internalised roles (Marshall et al., 2016, p. 381; 
Parsons, 1978).  

The interpretive perspective includes and is informed by the perspectives 
of symbolic interactionism as well as, for example, phenomenology, cul-
tural sociology and symbolic anthropology (Adorjan & Kelly, 2016; Mar-
shall et al., 2016). Even though the interpretive perspective has its discipli-
nary home in sociology, the use of the interpretive perspective has been 
adapted by other disciplines and used to further the understandings of, for 
example, social gerontology and ageing research as well as nursing re-
search (Marshall et al., 2016).  

In my studies, the interpretive perspective is used as an umbrella term to 
frame the research to focus upon the interpretive understanding of the 
provision and the experience of meals, especially for the ageing individual, 
but also as an overarching understanding of how to view social interac-
tions by including the perspective of symbolic interactionism (Blumer, 
1986). Here, the interpretive perspective and symbolic interactionism in-
clude the focus on the meaning that social actors attribute to the behav-
iour, and the emphasis on the everyday life interactions (Adorjan & Kelly, 
2016; Blumer, 1986).  
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Symbolic interactionism 

Symbolic interactionism is a perspective that “places meaning, interaction, 
and human agency at the centre of understanding social life” (Sandstrom 
et al., 2014, p. 2), and according to Blumer (1986, p. 2) is bound to the 
following three premises: “1) human beings act toward things on the basis 
of the meanings that the things have for them, 2) the meaning of such 
things is derived from, or arises out of, the social interaction that one has 
with one’s fellows, and 3) these meanings are handled in, and modified 
through, an interpretative process used by the person in dealing with the 
things he encounters”. The symbolic interactionist perspective thus places 
emphasis on how individuals interact with each other (and also with, for 
example, an environment/room/artefact) and how these interactions are 
performed, that is, the individual and the context are inseparable. Even 
though the individual is seen as an active actor having choices, the interac-
tions and meanings that are attached are also influenced by societal and 
cultural norms. When individuals interpret and form meanings, they also 
shape their actions, individually as well as collectively, and thereby have 
the ability to reshape their context (Blumer, 1986).  

The epistemological standpoint within symbolic interactionism origi-
nates from pragmatism, with Blumer being influenced by the works of, for 
example, John Dewey, Charles S. Pierce and William James (Sandstrom et 
al., 2014). Thus, as within the interpretive tradition, social reality can be 
understood through exploring the doings in the natural setting of its ac-
tions. Reality is not fixed and ready to be discovered but rather as Blumer 
(1986) emphasised, the researcher needs to take a naturalistic approach by 
conducting observations of the social world of interest and exploring the 
perspectives of the actors themselves. Blumer (1986) emphasised that a 
researcher needs to pay close attention to what is going on in the field and 
be sensitive to the interactions taking place, to understand what is really 
going on. The perspective thus both includes a theory of social life and 
social reality and also presents a methodology of how to explore and un-
derstand this reality.  

This thesis builds upon the theoretical standpoint of the interpretive 
perspective and symbolic interactionism, following that the empirical so-
cial world is what we “experience and do, individually and collectively” 
(Blumer, 1986, p. 35). I thereby conducted fieldwork within the hospital 
context to be able to observe the day-to-day activities performed and ex-
perienced during the meal service together with interviews of the actors 
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identified to have first-hand experience of the phenomenon of interest, 
namely, the mealtime and the overall meal provision. In studies III and IV, 
the meaning of the social interactions performed by the nursing staff and 
meal host was explored as well as how the patients experienced their 
meals during their hospital stay. In studies II, III and IV, the theoretical 
lens was also directed towards the dramaturgical theory outlined by 
Goffman (1990 [1959]), a theory within the interpretive and interactionist 
perspective as well as a theory that builds upon the language of the theatre 
to understand how and why we perform as we do in face-to-face interac-
tions. 

 

The dramaturgical theory 

In the introduction of the book The Presentation of Self in Everyday Life, 
Ervin Goffman wrote the following: 

 
When an individual enters the presence of others, they com-
monly seek to acquire information about him or to bring into 
play information about him already possessed. They will be 
interested in his general socio-economic status, his conception 
of self, his attitude towards them, his competence, his trust-
worthiness, etc. Although some of this information seems to 
be sought almost as an end itself, there are usually quite prac-
tical reasons for acquiring it. Information about the individual 
helps to define the situation, enabling others to know in ad-
vance what he will expect of them and what they may expect 
of him. Informed in these ways, the others will know how 
best to act in order to call forth a desired response from him 
(Goffman, 1990 [1959], p. 13).  

 
This section includes, in my view, the essence of the dramaturgical per-
spective and how it aided me in my interpretations about the face-to-face 
interactions performed in an interaction between the host and the guest, 
the staff and the patients. The staff needed to present a self that expressed 
trustworthiness and a picture of “I will care for you.” This presentation 
also included an understanding of how each other’s roles were to be inter-
preted and acted upon. That is, would the patients play a part of conform-
ing and give the impression of being satisfied, or would there be mutuality 
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in understanding that more was needed for this patient? Here, the person-
centred care is interpreted in the light of Goffman’s patterns of “appropri-
ate conduct” (Goffman, 1990 [1959], p. 81), a framework guiding the 
staff’s performances. When this conduct is broken, ethical dilemmas can 
occur, and a stressful feeling of not being able to accommodate the pa-
tient’s needs. However, these moments can also be interpreted as occa-
sions when the staff went beyond their roles and understood what was 
needed. 

The dramaturgical genre is, in close connection to symbolic interaction-
ism, interested in the “how”, how we act the way we act (Edgley, 2003). 
As stated in the Handbook of Symbolic Interactionism, the foundational 
principle of dramaturgy is that “the meaning of people’s conduct is to be 
found in the manner in which they express themselves in interaction with 
similarly expressive others” (Edgley, 2003, p. 144). According to 
Goffman, how individuals act and define the situation is not dictated by 
larger cultural scripts; rather, these scripts provide us with a “rough draft” 
on how to perform (Sandstrom et al., 2014, p. 36). Subsequently, how 
these performances then are played reconstructs the social order and hence 
the social reality lived within. Legitimising the way one acts thus reinforc-
es the image of how to act.  

According to Goffman (1990 [1959]), performances in different settings 
(scenes) in front of others (audience) should be understood in relation to 
what he refers to as teams. Teamwork and teams refer to our performanc-
es and role making being also dependent on others understanding how 
others act, a mutual understanding of how to behave, for example, how to 
behave as a customer, a patient or a waiter in a restaurant. 

In the light of study II, the dramaturgical theory was used to understand 
the performances of different categories of staff during mealtimes by using 
Goffman (1990 [1959]) terminology of scene, acts, social scripts and 
teams. In study III, the dramaturgical theory (Goffman, 1990 [1959]) 
highlighted the patient’s role taking and role making during mealtime as a 
way to construct meaning within the situational context. Here the theory 
unveiled how thoughts of the other created interpretations and meaning 
for needing to conform on the part of the patients, leading to a response of 
not voicing their wants and wishes about their mealtime. In study IV, the 
staff were found to perform a meal service in relation to the meaning that 
the staff identified in the patients’ expression of their “no”. The staff–
patient interactions became a time for negotiations, both with the patients 
as well as with the identified organisational frames. Moreover, the theory 
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could highlight the roles needed to be taken in relation to the primary 
incentives of providing medical care together with the expectation of per-
forming a person-centred care (Ekman et al., 2011). Here, the total institu-
tion (Goffman, 1990 [1959], 1991) and the organisational prerequisites 
(McCormack & McCance, 2006), became important and highlighted the 
different staff categories as well as the different sceneries that the staff 
worked within (study II). 

The dramaturgical perspective is also widely used by other researchers 
and has, for example, unveiled nursing home mealtime scripts (Harnett & 
Jönson, 2017), the mealtime practices of older adults living at home 
(Nyberg et al., 2018) and nursing staff’s methods of handling meal and 
nutritional care during inpatient times (Krogh et al., 2019). Although the 
dramaturgical theory as proposed by Goffman, has provided valuable 
frames of explanations and understandings, it is also important to discuss 
the criticism directed towards its theoretical underpinnings. Sandstrom et 
al. (2014, p. 37) outlined five critical points directed towards the theory 
and the usage of the dramaturgical theory: I) the theory does not take into 
consideration the meaning that is given to the behaviour, II) some theorists 
mistake the metaphor for the underlying behaviour, III) theorists report a 
superficial portrayal of the interaction process, IV) theorists fail to provide 
a theory of the self and V) theorists lack an analysis of how people have 
been socialised into these roles. However, this criticism is more directed 
towards those using the theory than the dramaturgical theory in itself. 
Nevertheless, Goffman has acknowledged some of the criticism directed 
towards the use of the metaphor of theatre, and does not, as I interpret it, 
view “real” life as a theatre with masks and stages but is interested in “the 
structures of the social encounters” (Goffman, 1990 [1959], p. 246), that 
is, how one can understand the setting, the situation, is related to how the 
ones in immediate physical presence define the situation. This interaction 
is in turn expressed, and to capture these expressions, fieldwork was of 
significance.  
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Methods and material 

Ethnography 

This thesis has been inspired by an ethnographic methodology and ap-
proach to fieldwork. Ethnographic methodology is not easily defined, and 
its meaning can vary; however, it usually involves exploring the day-to-
day activities of the study population of interest (Hammersley & Atkin-
son, 2019), through collecting data from a range of different sources, in-
cluding observations, interviews and retrieval of relevant documents.  

According to Gobo and Molle (2017), the research strategy that defines 
ethnography is observation. How the observations are performed by the 
researchers differs, from the non-participating researcher performing ob-
servations “from the distance” to the participant observer who almost 
becomes a full member of the study community (Gobo & Molle, 2017). 
Both extremes impose difficulties in grasping and reporting the study pop-
ulation’s understanding of their social reality. Not being part of the day-
to-day activities can leave the researcher open to criticism of not being 
able “to put oneself in someone else’s shoes”, and if too immersed and 
partaking in the study context, the ethnographer can have difficulties ac-
knowledging the practices that he/she is being part of (Duranti, 1992 in 
Gobo & Molle, 2017). However, the importance of the observation as a 
strategy lies in having access to observe the day-to-day practices of the 
study population in the setting of interest (Hammersley & Atkinson, 
2019). The ethnographer is thus faced with collecting and accounting for 
what he/she sees, hears and experience. One research technique, in data 
collecting as well as reporting of the fieldwork, was proposed by Ryle and 
developed by Geertz (in Ponterotto, 2006). According to Geertz (1973), 
being out in the field involves providing “thick descriptions”, implying 
that the ethnographer not only describes what is observed but also ac-
counts for the social context and the participants’ interpretation of their 
actions and the meaning given to them. Thick descriptions involve giving 
quite detailed descriptions of the phenomenon observed through its con-
text in order to get an understanding of the observed situation (Ponterot-
to, 2006). However, as social reality is constructed through interaction 
with others and artefacts given the meaning as it is prescribed, the observ-
er can only observe what the researcher him/herself is capable of reporting 
in relation to preunderstandings and experiences of the world (Geertz, 
1973). In the words of Geertz “what we call our data are really our own 
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constructions of other people’s constructions of what they and their com-
patriots are up to” (Geertz, 1973, p. 314). That is, the researcher needs to 
acknowledge that there is no such thing as an objective observation and 
interpretation of other people’s lived experiences. There can be several 
ways of interpreting the reality and different explanations can be given to 
the explored phenomena. Based on this, it is crucial that the researcher is 
open and transparent in the reporting of the study, about the theoretical 
frame guiding the research as well as the researcher’s preunderstanding 
about the research area of interest (Bazeley, 2013; Tracy, 2010). 

In the following section I will describe the methods taken and a step-by-
step description of the data collection process. A reflection about the stud-
ies’ trustworthiness and reflections about my own preunderstandings is 
given in the methodological discussion. First, I will introduce the context 
of the field of interest. 

 

The study context 

The study context is the healthcare setting, specifically the hospital setting. 
In accordance with Goffman (1991), this kind of setting can be seen as a 
total institution, represented by not having control over everyday activities 
of preparing one’s own meal, or deciding when or where to eat and sleep 
or even managing one’s time (Goffman, 1990 [1959], 1991). The context 
in this way presents an important and specific frame when exploring the 
meal provision and how this is experienced by the individuals who have 
become patients, as well as the perspectives of the ones serving and 
providing the patients their meals. I thus needed to be sensitive to the con-
text of the study and take into consideration the culture of institutional 
care and institutional roles as well as how the meal can be seen as a sym-
bol of gratitude or something that can be complained about. As Blumer 
(1986) emphasised, experiences and actions are not determined by outside 
factors, but by how the individuals interpret and act upon the situation 
and objects in their immediate social world. This can also be understood 
in relation to social scripts and the interpretation of the situation and how 
others expect us to act (Goffman, 1990 [1959]).  

The setting for my studies included two Swedish public hospitals (herein 
referred to as hospital A and hospital B) belonging to the same regional 
county care and located in different cities. Four wards, two at each hospi-
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tal, were included in study II, and three in studies III and IV. These wards 
cared for adult medical, orthopaedic and geriatric patients.  

 

Gaining access 

Gaining access to the study field was the most time-consuming part in this 
project and has been described as such in the methodological literature 
(Gobo & Molle, 2017). Even though the ethnographic fieldwork starts 
after gaining access to the study setting of interest, the researcher is pro-
vided with information about the overall setting through meetings, plan-
ning sessions and information meetings with the possible participants.  

Initial contact with the study field was with the food organisation in 
place. The interest in this food organisation was due to my curiosity about 
their flexible menu plan and how that menu plan worked and was used by 
the patients. Contact was thereafter sought at wards that were recom-
mended by the food organisation as well as identified to be suitable in 
relation to the ageing population. Six wards were approached, one de-
clined, stating that they did not feel that they had the time to participate, 
and another ward initially showed interest but did not respond with a 
definite answer regarding participation. Finally, four wards showed inter-
est and were visited during staff meetings where the study aim, and proce-
dure was presented. Two wards from hospital A and two wards from 
hospital B were thereafter included in the study II. One of the four wards 
declined participation in study III as well, as no nursing staff from the 
particular ward showed interest in participating in study IV.  

The included wards provided different study settings, since the wards 
dining room environments differed in size, location, how they were struc-
tured and defined (dayroom, dining room) and how the meal provision 
was handled at the wards. I will first describe the dining room environ-
ments at each hospital (I will, however, not describe each ward separately 
for confidentiality reasons). After this description, the food service in place 
will be outlined and described in relation to the different approaches taken 
by the wards. 
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The dining room environments 

 
Hospital A 

In the included wards at hospital A, the dining room environments were 
referred to as dayrooms and were located in the centre of the ward corri-
dor. The kitchen area where the food was prepared and heated was locat-
ed at the wards but not in connection to the dayrooms. The dayrooms 
were similar in terms of size, interior and how the rooms were used. The 
dayrooms had two tables with six assigned seats each, a television mount-
ed on the wall and a small kitchen area with a refrigerator, kitchen sink 
and cabinets. The dayrooms also had a smaller lounge area with a slightly 
different kind of furniture.  
 
Hospital B 

The dining room environments at hospital B were referred to as dining 
rooms. The dining rooms enclosed 5–6 dining tables with six assigned 
seats each and additional lounge areas with armchairs and smaller coffee 
tables. The dining rooms also had a kitchen area with cabinets, kitchen 
sink, microwaves to heat the meals in and several refrigerators displaying 
the food boxes, drinks and available dessert options. The dining rooms 
were located down the hall of the ward corridor. 
 

The food service in place 

Both hospital A and hospital B received their food from the food service 
organisation located at hospital A in the form of pre-prepared food box-
es that were stored in refrigerators at each ward. Moreover, the food 
service system was based upon a set menu with several kinds of dishes that 
the patients could choose from for each meal (excluding breakfast and 
snacks) and was renewed during the year. The menu included warm 
dishes and soups, cold dishes, and salads along with smaller options, for 
example, omelette, together with options of desserts. The menus were 
available in each patient room as well as at the tables in the dining 
rooms at hospital B. 

At hospital A, the patients most often placed their meal orders in ad-
vance, in contrast to the patients at hospital B, who placed their orders for 
lunch and dinner in relation to the specific mealtime. The time frame for 
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eating was more set at hospital A due to all meals being heated and pre-
pared at the same time. At hospital B, the patients instead had a more 
flexible time frame, since they made their orders themselves in the dining 
room, or to the nursing staff, if they ate in their rooms.  

 

The function of meal hosts 

The function of a meal host had been implemented at the study wards, 
however, to various degrees. The meal hosts at hospital A were stationed 
in the ward kitchen and prepared the patients’ meals in relation to notes 
that the nursing staff had given to them; they placed the trays on a food 
trolley outside the kitchen area for the nursing staff to retrieve. At hospital 
B the meal hosts worked in the dining rooms and prepared the patients’ 
meals on demand from the patients who ordered in the dining room or on 
demand from the nurses who came into the dining room with orders from 
the patients who did not wish to or could not eat in the dining room. The 
meal host role thus differed from the role that the meal host had at hospi-
tal A. At hospital B the meal host took the patient orders, prepared the 
food and thereafter served the meals on a tray to the patients. The meal 
host thus had patient contact, which the meal hosts at hospital A did not 
have.  
 

The data collection 

The empirical data collection for studies II–IV is based on a three-month 
ethnographic fieldwork including non-participating observations and 
semi-structured interviews together with an understanding of the meal 
menu. The observations together with the interviews aimed to capture 
both the sayings as well as the doings of the nursing staff and the meal 
host and also the lived experiences of these doings by both the patients as 
well as the staff (Gobo & Molle, 2017). The fieldwork included a day-to-
day presence at the different wards during separate time periods. In the 
next section I will present how the data were collected during this period, 
the participants included and how the data collection for study I was con-
ducted. 
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Study I: The scoping review 

To gain an overview of previous research conducted in relation to 
mealtimes within the hospital arena from the older patients’ perspectives, 
a scoping review of the literature was conducted. The scoping review fol-
lowed the steps outlined by Arksey and O'Malley (2005); 1). First, the 
research question of interest was identified, followed by 2) identifying the 
literature of interest 3) selecting the studies, 4) charting the data in a table 
and finally, 5) summarising the results in the form of an article.  

I will in this section expand on the second step, namely how the studies 
were selected and how the search was conducted. In the initial phase of 
planning the literature search, terms were tested in different databases to 
explore what hits were generated. Previous research was also consulted 
relating to what search terms had been used (see, for example, Hansen, 
2016). The search needed to include words that represented the patient 
category above 65 years of age, the setting of a hospital and words that 
captured the mealtime. The search phrase constructed used the Boolean 
operators OR and AND to generate an inclusive and broad search togeth-
er with citation to include the exact wording of the words asked for. The 
phrase was run as a free-text search but was also generated as MESH 
terms in some of the included databases. The search phrase was as fol-
lows: “Meals” OR “Mealtime” OR “Mealtime experience” OR “Meal 
experience” OR “Dining experience” AND “Aged” OR “Elderly” OR 
“Older people” AND “Hospital” OR “Geriatric care”. In the second step, 
different databases were explored that could be of interest for the search. 
The databases PubMed, Web of Science, Scopus, Sociological Abstracts, 
SweMed+, ASSIA and CINAHL were identified as suitable for the research 
question, since these databases represent areas of medical, sociological, 
public health, and meal and nursing sciences.  

The search phrase was thereafter used in each database in a systematic 
manner with all generated hits imported into an EndNote library where 
duplicate hits were manually handled. Each title was screened and sorted 
in the Endnote software for later scrutiny or rejected based upon the aim 
of the study and inclusion criteria. For a study to be included it needed to 
cover patients above 65 years of age who were served meals within a hos-
pital context. The patients, moreover, needed to consume a solid diet, 
which included texture-modified diets. The studies also needed to collect 
the older adult patients’ own voices through qualitative data methods 
including interviews, focus groups or written comments and needed to be 
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published in a peer-reviewed journal in the English or Swedish language. 
The study selection process generated 14 studies to be included in the 
scoping review and to be further analysed in relation to the research aim. 

 

Study II: The observations 

The fieldwork started with observations at the included study wards’ din-
ing room environments. Each study ward was first visited and informed 
about the study to prepare the nursing staff and meal host regarding my 
presence and to place information posters visible at the entrance of each 
dining room area. Each ward was thereafter observed during one consecu-
tive week, including weekdays and weekends, covering lunch and dinner 
times for the patients. Breakfast was not included, since nursing staff in-
formed us that this meal was most often consumed in the patients’ rooms 
and no observations was conducted in the patients’ rooms. All staff who 
worked either as nursing staff or as meal hosts were part of the observa-
tions if they were present in the dining room during the observed 
mealtimes. The patients who were present in the dining room environ-
ments were indirectly observed. I did not register how many staff members 
that were present, or keept track of whether it was registered nurses or 
assistant nurses that were in the room or served the food. This proved to 
be too difficult, since the staff moved in and out of the dayrooms at hospi-
tal A, and the dining rooms at hospital B were too large to be able to see 
the titles on the staff members’ badges.  

I started each observation by going around the ward and announcing 
my presence before I entered the dining room environment. This was done 
to ensure that all nursing staff and meal hosts were informed about my 
presence and could provide oral consent to being observed. During the 
first observations of each study ward, I took extensive notes regarding the 
rooms’ interior, furniture, tables, chairs, décor and so on. This was done 
to be able to analyse potential differences between the wards in relation to 
the dining room environments themselves. The observations thereafter 
included what was conducted before, during and after meal service and 
could thereby capture the day-to-day routines of the mealtime provision of 
the included study wards. I especially focused my observations on how the 
meals were served and performed by the nursing staff and meal hosts, for 
example, how they took meal orders, what they did and said and overall 
observations about the performances displayed in the dining room envi-
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ronments. I also paid attention to how the dining room environment was 
used by the staff members and what other actions or interruptions could 
present themselves during the mealtime.  

The observations were based on a previously used observational proto-
col developed by Livsmedelsakademin and used by them in a hospital 
project. The observational protocol was developed in relation to the 
FAMM (Gustafsson et al., 2006) and contained check boxes as well as 
free text comments concerning social interactions and the room environ-
ment. During my first observation I used the protocol but soon realised 
that the protocol itself did not aid me in my note taking but rather was 
used as a frame to remember what to look for. All observations were thus 
made through note taking in relation to the observational protocol. The 
observational notes were written openly while in the dining room envi-
ronments to enable me in my process so that possible valuable information 
would not get lost due to not remembering.  

In total, 20 mealtime observations were conducted across the four 
wards included in the study, covering 11 lunches and 9 dinners and result-
ing in 24 observational hours. 

 

Studies III and IV: The interviews 

Studies III and IV are based on semi-structured interviews that followed 
interview guides. However, the guides were not rigidly followed during the 
interviews to ensure that the interviews instead were formed as a conversa-
tion created by the participants’ stories (Silverman, 2020). To be able to 
interview patients as well as staff members when it suited their schedules, I 
was present at each ward for 1–2 weeks at a time. That is, I first conduct-
ed interviews with nursing staff and meal hosts across all wards through 
being present at each ward for a period of 1–2 weeks. When the perspec-
tives did not include anything new, I returned to the wards to interview 
the patients and repeated the procedure with being present 1–2 week per 
ward to facilitate the data collection procedure. Hence, I conducted the 
interviews with the staff before the patients but wrote and disseminated 
the findings from the patients’ interviews before the staff. This was done 
to continue the focus on the voices of older adult patients’ perspectives 
gained from the literature review and thereafter to include the perspectives 
of the staff. 
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Patient interviews (Study III) 
 
The recruitment procedure for study III included help from the nursing 
staff to identify eligible patients. Patients needed to be >65 years of age, 
cognitively intact to be able to understand and able to answer research 
questions as well as being able to provide written consent. The patients, 
moreover, needed to be consuming a solid diet (including texture-modified 
diets) and not receiving palliative care. The nursing staff approached pa-
tients whom they identified as fulfilling these inclusion criteria and gave 
them an information letter enclosing information about the study. Patients 
who wanted to know more or wanted to participate told the nursing staff, 
who contacted me. I then approached these patients in their rooms after 
checking with the nursing staff that it was okay to enter. One patient de-
clined to participate after being approached and informed about the study 
by me. Eleven patients, six men and five women, agreed to be interviewed 
and to share their mealtime experiences. No information on why they 
were admitted, or medical backgrounds, was collected. Of interest were 
their views and experiences of their mealtimes, regardless of medical con-
dition, occupational trait or similar. 

The interviews were conducted in the patients’ rooms or in a quiet place 
at the ward and were audio recorded. An interview guide was used to 
facilitate the conversation, consisting of themes found in previous litera-
ture (see, for example, Naithani et al., 2008) as well as covering aspects in 
the FAMM (Gustafsson et al., 2006). All interviews started with an open 
question, “What is a good meal for you when admitted to hospital?” The 
interview guide thereafter included questions regarding how they made 
their meal orders, how the meals were served by the staff, how they expe-
rienced the staff during meal service and how they experienced the eating 
environment, and also questions relating to wishful thinking and an ex-
ample question of particularly nice mealtime moments. The mean age of 
the patients was 76 years (65–93), with one participant being <70 years. 
The interviews ranged from 7 minutes to 36 minutes and amounted a 
transcribed material of 64 pages (Times New Roman 12 pt., single 
spaced). 
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Staff interviews (study IV) 
 
The nursing staff were informed at the staff meetings previously described 
that interviews were to be conducted with nursing staff as well as meal 
hosts who showed interest. Information letters were distributed by email 
through the head of each participating ward to the nursing staff as well as 
through the head of each unit that was responsible for the meal hosts. The 
interviews were conducted during the staff’s working shift when suitable 
and were audio recorded. 

Prior to the interviews, an interview guide was constructed to be able to 
grasp the nursing staff’s and meal hosts’ views and experiences of their 
daily routines of serving meals at the department, specifically to older 
adult patients. The interview guide was constructed based on FAMM 
(Gustafsson et al., 2006) and previously published literature (see, for 
example, Justesen et al., 2014) and contained questions concerning the 
staff’s everyday meal activities, how they experienced the mealtimes for 
the older adult patients, examples of challenges faced as well as wishful 
thinking about how they would, if in charge, create the mealtime for the 
patients and memories of particularly nice mealtime moments. A total of 
20 semi-structured interviews were performed with registered nurses (n = 
8), assistant nurses (n = 8), and meal hosts (n = 4). The interviews ranged 
between 22 and 48 minutes, amounting to a total of 165 pages of tran-
scribed data (Times New Roman 12 pt, single spaced). 

The total data that this thesis is based on is thus a review including 14 
studies, 229 pages of interview data and 70 pages of transcribed field 
notes (see Table 2 for more details). Hence, the material needed to be pro-
cessed in a systematic fashion in relation to the study aims of the individu-
al studies and also in relation to the overall aim of the thesis. How the 
analytical process was conducted will be presented in the next section. 

 

The analyses 

In this section I will present the analyses that were used to examine the 
collected material for the thesis. It is important, before I provide you with 
the “how”, that I provide you with the “why” (Braun & Clarke, 2006). I 
will here continue the discussion about the view on “reality” taken in this 
thesis and how this reality can be explored, to make assumptions about 
what the data can provide (Braun & Clarke, 2006, p. 81). By using quali-



 

ANN-SOFIE JONSSON The “ity” factor in hospital meals.  
 

57 
  

tative content analysis and the thematic analysis, the coding of the materi-
al could be accomplished through searching for patterns in the data mate-
rial. By doing so, in reference to Blumer (1986), the participants’ everyday 
activities in relation to their performances during meal provision could be 
captured, and moreover, how these experiences could be understood and 
even explained in relation to constructed ideas on how to perform these 
actions within an institutional framing. The assumptions guiding the ana-
lytical process thus rest on a foundation that holds that how individuals 
act and perform daily activities is the result of their interactions with other 
people and artefacts but also that these interactions in themselves are in-
fluenced by or the result of predefined cultural scripts (Blumer, 1986; 
Goffman, 1990 [1959]). Thus, the ontological framing presented above is 
of importance when conducting and understanding the analytical process 
of the data material (Bazeley, 2013).  

Qualitative data analysis is often referred to as an ongoing recursive 
process, going back and forth during the analytical phases (Braun & 
Clarke, 2006, p. 86). Hence, the analyses conducted within this thesis has 
not been a straightforward process and has included several occasions of 
revisiting the data, discussions with colleagues and revising of codes and 
themes. 

The analytical method used in studies I and II was qualitative content 
analysis as proposed by Graneheim and Lundman (2004). Qualitative 
content analysis provides the researcher a step-by-step guide in how to 
treat the data and uses the method of meaning units to condense the data 
material into manageable data segments (Graneheim & Lundman, 2004). 
During this process the condensed data units are labelled with codes that 
are merged into categories and thereafter into an overarching theme(s) 
that captures the latent meaning of the analysed text (Graneheim & 
Lundman, 2004). The material from studies I and II differed in form and 
quantity, with the observational notes being a larger amount of data to 
analyse and data that I had constructed. In study I, the analysis were per-
formed on data collected by other researchers for purposes other than the 
review. Thus, the analytical work for study I started with deciding which 
parts of each study were to be used in the analytical process. It was decid-
ed that it was the results section of each study that was to be used, since 
these sections in the study articles are closer to the data material than the 
discussions or conclusions drawn by the other researchers. Hence, the 
results sections of each study were first re-read to get an overall picture of 
the data at hand. Thereafter, the analytical process proposed by Grane-
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heim and Lundman (2004) was followed. All the studies were imported 
into the qualitative data analysis program MAXQDA 2020 (VERBI Soft-
ware, 2019) for the coding process. The coding process was both deduc-
tive as well as inductive, meaning that the text sequences were first la-
belled with a code that represented one or several aspects of the FAMM 
model (Gustafsson et al., 2006). This was done to sort the findings from 
each study to facilitate a first understanding of the patients’ mealtime ex-
periences through an established meal models perspective. The next step 
included an inductive sorting of the initial codes into categories within 
each aspect as well as codes that did not fit into any aspect of the FAMM. 
These categories were then sorted into three themes that represented the 
entire data set of the 14 studies.  

In study II all field notes were considered as the units of analysis, since 
the field notes contained observations of the staff’s performances as well 
as how the dining room environments was structured and used by the 
nursing staff as well as by the meal hosts. All field notes were imported 
into MAXQDA 2020 (VERBI Software, 2019) to aid in the coding pro-
cess. In addition, an Excel spreadsheet was used in finalising the coding 
process after all observations had been coded.  

In studies III and IV, the thematic approach as outlined by Braun and 
Clarke (2006) was used. The interviews were transcribed and imported 
into MAXQDA 2020 (VERBI Software, 2019) to aid in the coding pro-
cess. The transcripts were re-read several times to become familiarised 
with the data set and to write down initial ideas. Each interview was 
thereafter coded and sorted into themes that captured the same phenome-
na. These themes were then reviewed for refinement and clarity.  

The process suggested by Braun and Clarke provides the researcher 
tools to tackle the data in a slightly different way than the content analy-
sis, since the thematic approach “allows” the researcher to formulate 
themes sooner in the process, which arguably offers another take on the 
analytical process. The process of formulating themes aids the researcher 
with drawing a picture of what the material is about. The themes should 
capture something important in relation to the study questions (Braun & 
Clarke, 2006, p. 82), independent of how often this pattern occurs in the 
material. Like Graneheim and Lundman (2004), Braun and Clarke (2006) 
provide the researcher a step-by-step guide in how to perform a thematic 
analysis and reporting to ensure trustworthiness.  
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Ethical considerations 

The studies encompassed in this research project were conducted within a 
sensitive arena, one whose main purpose is to provide aid in times of ill-
ness and disease and to provide acute medical care. This arena thus en-
closes patients who may be in a very vulnerable state. Ethical vetting was 
sought from the regional ethical review board in Uppsala5 (dnr 2018/145), 
and approval was given to conduct the studies by the heads of the clinics 
that contained the included wards.  

The declaration of Helsinki6 and the guidelines given by the Swedish 
Research Council (2017) were followed during the stages of planning the 
project and collecting the data as well as when disseminating the results. 
In the following, the ethical considerations per study will be presented. An 
ethical reflection concerning each study is discussed in the method section. 

Study II: In study II, the method for data collection was observation in 
the dining room environments at the wards. The head of each clinic were 
given information about the overall aim of the study and study procedure, 
and assured that they at any time could withdraw from the study. The 
heads of each of the clinics were asked for written consent for me to ob-
serve in the dining room environments and consent was given. Nursing 
staff at each participating ward were informed about the study and study 
procedure either at their monthly meetings, through e-mails or through 
daily information meetings, or through a combination of all these. Moreo-
ver, the nursing staff were approached before each observation and asked 
for oral consent to be observed during the mealtime in relation to the din-
ing room areas. No nursing staff declined to be observed. Meal hosts were 
informed either at a monthly meeting, by e-mail, or by information by me 
directly (in agreement with the head of the service organisation unit for 
each participating ward). The meal hosts also needed to provide oral con-
sent prior to observation. No meal host declined to be observed. The pa-
tients were not approached for oral consent, since the patients were not 
the focus of the observations, and no sensitive data were to be collected. 
This choice was made to minimise the risk of patients not wanting to go 
out to eat in the dining room environment, as previous research (Dube et 

 
5 Since 1 January 2019, the regional ethical board has had a new organizational 
structure and is now called the Swedish Ethical Review Authority. 
6 World Medical Association Declaration of Helsinki. Ethical principles for 
medical research involving human subjects. (2001). Bulletin of the World Health 
Organization, 79(4), 373-374.  
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al., 2007; Edwards & Hartwell, 2004; Markovski et al., 2017) has shown 
the benefits of eating out in the communal dining area as well as social 
interaction during mealtime for promoting a higher food intake. There-
fore, I reasoned that there was a greater potential harm in asking every 
patient at the ward for consent in relation to being indirectly observed. 
However, information about the observations, together with the overall 
study information, was present at each study ward in connection to the 
dining room environments. Contact information for the university as well 
for me and my main supervisor was stated. No patient or relative asked 
me to leave. To the contrary, after enquiring about my presence, which 
some patients and relatives did, they thought the project was interesting 
and important. 

Study III: The patients were initially informed about the study through 
an information letter given to them by nursing staff. This choice was made 
both to ease the workload for the nursing staff (not having me asking 
questions about whom I could ask) and also because the data collection 
did not include the use of medical records to identify patients who fulfilled 
the inclusion criteria. When designing this study, the potential stress that 
the study could impose on the nursing staff were discussed. It was im-
portant that the study not be too time-consuming for the staff or disturb 
their daily work. Therefore, the study did not include any record of how 
many patients were asked or given written information about the study or 
how many declined participation. Since nursing staff approached the pa-
tients, it could also be ensured that the patients did not feel pressured to 
agree to be part of the study. After the patients informed the nursing staff 
that they wanted to know more about the study, I approached the pa-
tients. The patients were informed about the study both in writing and 
orally by me before starting the interviews. I informed the patients that it 
was voluntary, that the interview was to be recorded and that they could 
withdraw at any time, even if they followed through with the interviews. 
They were informed that declining participation would not affect their 
care, and they were informed of where they could turn for queries or for 
information about what information had been stored about them. The 
patients, moreover, needed to provide written consent.  

Study IV: All nursing staff and meal hosts were informed in writing as 
well as orally before the start of the interviews, and needed as well, to 
provide written consent. They were informed that they could withdraw at 
any time and were given contact information for the researchers as well as 
for the university. Since the meal hosts were not as numerous as the nurs-
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ing staff, the study wards are not named. For this study, the potential 
stress that the study could impose on the staff were discussed. Discussions 
concerned the time issue both in relation to being interviewed as well as 
talking about how they performed during mealtimes. A risk that was 
thought about concerned how the staff, through reflection, might realise 
that they did not perform in accordance with their own wants and wishes 
or perhaps even against ethical standards, hence, making the staff feel 
more stressed in their daily meal work. Consideration was also given 
whether the staff would feel that they were going to be compared against 
each other in relation to meal performances. However, I informed about 
this during the information meetings, and gave assurance that no such 
comparison would be made. The different staff categories were interesting 
in relation to the patient study, regarding whether the patients would say 
anything about the meal hosts. The different staff categories were also of 
interest, since registered nurses and assistant nurses have different roles at 
the wards, with registered nurses not very involved in meal provision. It 
was thus of interest to also include registered nurses’ views and experienc-
es in relation to the mealtime work.  

All participants (staff and patients) were ensured confidentiality in the 
reporting of the studies and were assigned a code for contact purposes and 
regarding how the data were stored. Moreover, the transcriptions were 
anonymised before being imported into the analytical software for pro-
cessing. During the transcription process, all information that enclosed 
any medical information was displayed with an X. 

All collected data, consent forms, observation notes, audio files from 
the interviews as well as transcriptions are kept in a locked server at Öre-
bro University with no unauthorised personnel having access to it, and the 
paper versions in a locked file cabinet at the School of Hospitality, Culi-
nary Arts and Meal Science, Örebro University. 
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Findings 
In this section the findings from each of the papers will be presented. The 
section will end with a meta-summary that binds all the findings together 
and outlines of how I interpret the entirety of the findings in relation to 
the guiding theoretical frameworks. I view this summary as both distinct 
from the discussion as well as a bridge to be able to discuss the findings 
from all four papers. 
 

Study I: Older patients’ mealtimes – An unexplored field 

The findings from this study laid the foundation for the empirical work 
for this thesis and in a way provided the thesis’ storyline. Through con-
ducting a scoping review (Arksey & O'Malley, 2005) in a systematic 
manner, a first understanding of older adult patients’ mealtime experienc-
es could be gained as well identifying a greater need to address the older 
adult patients’ experiences of their mealtimes. This was evident, as only 
four of the 14 studies included in the review included solely the older pa-
tients’ own voices and perspectives. In the other included studies, the pa-
tient viewpoint was briefly accounted for. Three main themes for how 
older patients experience their mealtimes during hospital stay were identi-
fied: 1) the food and the food service, 2) mealtime assistance and commen-
sality during mealtimes and 3) the importance of retaining one’s independ-
ence. The picture displayed by the older adult patients was, overall, that 
they were satisfied but that there was room for improvement, especially 
regarding the foods’ portion sizes and availability of mealtime assistance. 

The findings also showed the importance for the patients of feeling that 
they still are independent and that they can manage their own mealtime 
practices. However, this striving could also result in not ordering the food 
wanted or eating less due to, for example, avoiding having to go to the 
bathroom.  

These practices and experiences are important to consider for nursing 
staff and other staff categories serving meals to patients, since the patients 
might not express these concerns or activities.  
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Study II: The room and its possibility to promote hospitality 

In paper II the implications of the scenery of the mealtimes was in focus 
and was found to facilitate as well as restrict the nursing staff’s and meal 
hosts’ performances of meal service. These findings were interpreted 
through the notion of hospitality as well as the dramaturgical theory pro-
posed by Goffman (1990 [1959]). By observing the day-to-day activities of 
serving meals to patients in the dining room environments, the prerequi-
sites of the room in combination with the staff’s performances became 
evident. Two overarching themes were identified: Hospitality and hospita-
bleness through acts of caring and The dining room environment’s poten-
tial to promote or hinder acts of hospitality.  

The nursing staff and meal hosts were interpreted to have a personal 
and flexible approach when helping and serving the patients their meals, a 
performance that was characterised by knowing the patient, being physi-
cally and emotionally close during meals service as well as acknowledging 
the patients. The flexible approach included being able to handle unfore-
seen and disruptive events and accommodate the patient’s wishes. 

The dayrooms were interpreted as not being set and prepared for meal 
service in terms of mise en place7 and not facilitating timely service for the 
patients. The functions of the dayrooms did not enclose the same material-
ities as the dining room at the other hospital. Hence, the function of the 
meal host and the interactions created through that function became ap-
parent. The meal host created timely meal service as well as creating an 
atmosphere of not dining alone, even if the patients was eating alone at 
the table. The dining rooms were intertwined with the materialities at 
hand and were identified as interacting with the observed performances 
during mealtime. The location of the rooms created different sceneries to 
be played outside the dining areas, with, for example, cleaning wagons 
passing by or the sounds from the monitors being heard outside the day-
rooms. These were events that were not observed in the dining rooms, 
which were located down the ward corridor, instead of in the centre of the 
ward. The conclusions drawn from these findings were that the perfor-
mances conducted by the staff related to the dining room environments 
through the rooms’ locations as well as materiality within.  

 

 
7 Mise en place is a French expression meaning “everything in its place” (Pizam, 
2010, p. 455). 
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Study III: Patients experiences of (in)hospitableness 

In this paper the spotlight was on the older adult patients and their experi-
ences of their mealtimes during hospital stay. The analysis identified four 
themes that captured both the patients’ experiences of hospitality as well 
as theoretical explanations concerning the patients’ experiences and en-
actments during mealtime: Experiencing hospitality through being 
acknowledged, Experiencing hospitality through meal materiality, Experi-
encing (in)hospitality through conformity and beliefs about roles and Ex-
periencing (in)hospitality through arrangements of meal environments. 
The patients experienced the staff as caring and bringing comfort during 
their stay as well taking time to make small talk with them or giving them 
a smile. The findings also showed how the materialities, identified as the 
meal menu, the food on the plate and the tray, influenced their mealtime 
experiences. The menu was talked about both as creating lots of choices 
but also as creating limited options when having spent a few days at the 
ward. The colouring of the food and how it was presented was also men-
tioned to be of importance, especially if the eyesight was not fully func-
tioning. Moreover, the analysis shed light on the patients’ experiences as 
explained through the analytical framework of the dramaturgical theory 
(Goffman, 1990 [1959]) and symbolic interactionism (Blumer, 1986). 
Here, the patients were found to be role making and role taking in their 
actions during mealtimes, conforming due to beliefs about the staff’s 
workload as well as beliefs about their fellow patients’ need of care. The 
patients also expressed how the meal environment created feelings of ei-
ther commensality or loneliness, experiences identified in the analysis as 
being created through the materiality within the rooms as well as the pos-
sible commensality experienced with fellow patients or staff. Moreover, 
the findings shed light on the mealtime as a symbol of care and a moment 
where the patients could be acknowledged and involved in their 
mealtimes. The paper concludes that understanding of these kinds of role 
making and role taking by the patients are important to recognise within 
healthcare to be able to ensure that the mealtimes and the meal service are 
provided with a person-centred approach together with the recognition 
that hospitality can bring forth the practical doings in how to perform 
during meal service. 
 



 

ANN-SOFIE JONSSON The “ity” factor in hospital meals.  
 

65 
  

Study IV: Staff’s hospitableness as a caring and knowing act 

In this final paper, the focus is turned to the ones serving the meals to the 
patients, the assistant nurses, the registered nurses and the meal hosts. The 
analytical process of the interviews yielded four main themes capturing the 
everyday activity of serving meals to older adult inpatients: Managing the 
patient’s best interest, Managing time, Managing the food service frame 
and Managing the meal environment. The interviews captured how the 
staff acted in the patients’ best interest when negotiating with them to eat 
more or anything at all and that these performances included not just ac-
cepting a “no”, hence, performing a balancing act of listening to the pa-
tient’s initial wants, with wanting to care for the patient’s well-being. The 
performances were also understood in relation to the time frame at hand 
and the experiences of having less time than needed to be able to sit with 
the patients and share mealtimes with them, moments that the staff want-
ed to have, since they identified that when time was given, the patients 
increased their food intakes. Moreover, the staff needed to navigate within 
the food service in place at the wards. Here, the implementation of the 
function of a meal host differed between the wards, with one of the wards 
having a meal host stationed in the dining room environment serving the 
patients their meals. The meal hosts experienced their work as important 
and positively influencing the patients’ mealtime experiences, expressing 
the will to provide more than a tray of food. However, managing time was 
essential for the staff, due to competing activities as well as managing the 
patients in the dining room environment along with the patients eating in 
their rooms. 

The menu was experienced by the staff in positive terms, facilitating 
giving different options to the patients, but nevertheless also created situa-
tions when the staff needed to manipulate the food on the plate due to 
fixed portion sizes or when helping the patients with the menu choices. 
These performances were conducted within meal environments, under-
stood as both the patients’ rooms and the dining room environments. The 
staff with dayrooms experienced the rooms as less welcoming through the 
limiting space provided, creating a crowded feeling when patients with 
wheelchairs or comfort chairs ate in the dayroom. Some of the staff within 
the dining room experienced that the preparation of the food in the mi-
crowave created a stressful feeling due to sounds when the food was ready 
but also since all the orders were made in the room. In summary, the find-



 

66 
 

ANN-SOFIE JONSSON The “ity” factor in hospital meals. 
 

ings from the study highlight the complex task of providing meals to pa-
tients through managing and negotiating with given organisational frames. 

 

Meta-summary of the findings 

The findings from this thesis acknowledge the value of a hospitable behav-
iour to promote a positive mealtime experience, and in doing so, having 
implications for higher food intake for the patients as well. This finding is 
based on a meta-summary of the perspectives and experiences from the 
patients and the staff from papers III and IV together with my understand-
ings gained from papers I and II through the theoretical lenses of symbolic 
interactionism (Blumer, 1986) and the dramaturgical theory (Goffman, 
1990 [1959]) as well as the overarching notion of hospitality (Lashley, 
2000; Lashley et al., 2007). The meta-summary is a way for me to present 
all the findings together to be able to outline the overarching picture 
gained from the fieldwork as well as from conducting the review. The 
summary is thus based on my reflections during fieldwork together with 
the findings from each study. The meta-summary presented in Figure 2 
visualises the main line of argumentation of hospitality as performed, ex-
perienced and understood within the hospital setting. Figure 2 illustrates 
how the staff negotiate and the patients conform, and how the interaction 
between the patients and the staff is to be understood in relation to the 
factors connected to the organisation of the hospital. Hospitality was iden-
tified as being performed by the staff as a negotiation with different organ-
isational factors identified as PCC (person-centred care); staff levels (num-
ber of staff available during meal service); food service, room and time 
frames (the factors to the right of the staff circle) as well negotiating with 
patients to be able to find ways to accommodate their needs and wishes.  
 

Figure 2: Hospitality as performed, experienced, and understood within the hospital setting. 
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The patients in turn, experience hospitality through being acknowledged 
and when the staff found ways to provide them with what they wanted at 
the same time as performing different roles that the patients identified as 
being expected, due to the hospital frame and the circumstances connected 
to hospital food, roles that were identified as representing a tendency to 
conform. Yet, the staff perform hospitality when, for example, manipulat-
ing the portion sizes, rearranging furniture in the room, or not just accept-
ing a patient’s “no”. These negotiations were performed through knowing 
and caring about the patient’s well-being as well as creating moments 
when the staff felt good about themselves. Hence, the meaning that the 
staff attached to the interactions with the patients reflected their doings in 
accordance to Blumer (1986). The figure thus visualises how the staff per-
formed and managed a meal service in relation to what they had with 
them (the factors to the right of the staff circle) when performing in front 
of the patients (the factors to the left of the staff circle). The staff and pa-
tients then interacted through these roles and identified factors for finding 
ways of creating positive mealtime experiences.  

The findings from the studies created an understanding about the or-
ganisational hospitality (visualised, in Figure 2, by the third circle to the 
right), that is, the possibility of the organisation to become a welcoming 
macro host for the staff to work within (Bell, 2011; Lynch, 2017). Here, 
organisational hospitality was identified as being able to generate hospita-
ble spaces for the staff that in turn could perform hospitable behaviour in 
a larger extent (King, 1995). This is based on the different sceneries that 
were observed in the dining rooms compared with the dayrooms, especial-
ly in relation to having a staff member constantly present in the dining 
room, which was observed to provide timely assistance and help with, for 
example, the menu options. This was also voiced by the staff, in their de-
sire to be able to have more time with the patients to sit and share a cup of 
coffee or fika as well as share meal moments that disarmed the power 
relationship evident “between me as a carer for you, the patient”. Howev-
er, this is not to be interpreted as a deterministic view, since the staff as 
well as the patients are seen as active participants having agency. Rather, 
it is to be interpreted as setting the scene to enable the contextual factors 
that interact with the staff’s and patients’ creation of meaning. That is, 
creating meaning out of the mealtime as a meaningful event during their 
hospital stay as well as creating mealtimes is a meaningful doing, captur-
ing the patients’ experiences of the meal as the highlight of the day, as well 
as the staff’s will to incorporate the meal into the everyday working agen-
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da. That is, the front stage performances by the staff and the backstage 
resources of the organisation need to be in agreement with what a 
mealtime is as well as how it is to be provided and performed. Hospitality 
must then be understood, conducted, and developed in relation to the 
specific hospital frame of roles, expectations and regulations. Also, we can 
only understand the experiences of hospitality, if all these aspects are tak-
en into consideration. 

 

 
Discussion 
The overall aim of this thesis was to explore how the notion of hospitality 
could be used as a perspective to understand the meal provision within a 
hospital frame. The notion of hospitality was used as a lens to understand 
the doings during meal service and how those performances could be un-
derstood within institutional frames as well as symbolic acts of caring. 
Here, the dramaturgical perspective (Goffman, 1990 [1959]) and the use 
of total institutions served as theoretical explanatory frameworks for the 
patients’ as well as the staff’s experiences and performances during meal 
service. In addition, the interactionist perspective is also evident through 
the works of Blumer (1986), to be able to understand the performances 
and experiences thereof as symbolic enactments understood in relation to 
context and meaning. 

So, have the papers contributed to answering the overall aim of the the-
sis? Through exploring the scenery of the mealtimes (Study II), the experi-
ences by the patients (Study I & III) as well as the staff’s perspectives and 
experiences (study IV), an overall picture has been identified that sheds 
light on the value of understanding hospitality in the hospital setting. By 
using hospitality as a social lens and applying different ways of under-
standing hospitality, the studies bring forth the practical doings during 
meal service by the staff. They also show how the room in itself can facili-
tate as well as restrain meal service, and how the patients in turn experi-
ence these places and spaces as well as performances. I will in the follow-
ing sections, expand on the findings and discuss them further to be able to 
conclude that the “ity” factor is evident as well as of value for hospital 
meal services today and in the future.  
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Experiencing hospitality through people, places and artefacts 

The patients experienced hospitable behaviour through being acknowl-
edged and listened to as well as being involved, aspects that also have been 
identified in previous research to be of importance in promoting a higher 
food intake for the patients (Dickinson et al., 2008; Pedersen, 2005). 
These performances are not unique for hospitality but could be interpreted 
as the core of caring and a person-centred care approach (Ekman et al., 
2011). What differs here is the way the patients expressed and felt these 
experiences and how the staff’s performances were talked about as doing 
more than the patients expected. These were findings in line with previous 
studies (Kelly et al., 2016; Kelly et al., 2018) and exemplified in this thesis 
by the way the patients talked about seeing the staff being on their toes, 
but still taking the time to chat a little bit. Patients expressed how the 
gesture of a smile created warm feelings in the body for the patients, and 
similarly, how the staff found ways and had the opportunity to provide 
choices, and how a facial expression was interpreted and gave meaning to 
the patients (Blumer, 1986). The face-to-face interaction between those in 
the immediate presence of each other, here the staff and patient, were 
interpreted in relation to the setting of the hospital and the context of care 
(Goffman, 1990 [1959]). When the staff smiled, gave time, took time and 
could attend to the patients’ needs and wishes, without the patients asking 
for it, the interaction was interpreted to have meaning and showed itself as 
hospitality, hospitality that in line with Burgess (1982) can be interpreted 
as the giving and gift of time. The experience of giving of time by staff has 
also been shown in other studies (Beck et al., 2019) to increase the feeling 
of being a person within the institutional environment.  

The dining room environments across the four hospital wards differed 
in size and location as well as materialities within. These aspects were seen 
to promote as well as hinder hospitable performances from the staff to-
wards the patients during meal service. These findings are derived from an 
understanding that rooms, artefacts and even a magazine, can be media-
tors of hospitality (Bell, 2011; Höykinpuro & Yrjölä, 2020; Lynch et al., 
2011) and provide a welcoming space to be within. The patients were 
found to ascribe the meaning of loneliness to the dayroom, with a space 
that was not very welcoming and empty of people, and the dining room as 
a space that could promote the healing process. The performances then 
enacted were to either stay and eat in their rooms or to wish to prolong 
their stay in the dining room and socialise with fellow patients. It was also 
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found that the location of the dining room created a behaviour of not 
wanting to bother the staff for food items, since that would mean that the 
staff needed to walk a longer distance. The room thus communicated 
meaning through location and the materiality within and influenced the 
patients’ performances and interpretations of the situation. These are find-
ings that previously have not been identified in the research and therefore 
complement existing literature (Baptiste et al., 2014; Beck et al., 2016; 
Jong et al., 2021; Walton et al., 2013) on how the dining room’s environ-
ment as well as its location can be understood and experienced within the 
hospital setting.  

Hospitality through materiality was found both in relation to artefacts, 
for example, in the menu and the colouring of the plate (Höykinpuro & 
Yrjölä, 2020), and also in terms of the meal host as a function within the 
dining room. The menu as a medium of communication has also been 
studied by others (Hartwell & Edwards, 2009; Mattsson Sydner & 
Fjellström, 2006; Maunder et al., 2015; Ottrey & Porter, 2017). Hartwell 
and Edwards (2009) found that patients wanted the descriptions on the 
menu to align with the reality on the plate served. This was also reflected 
in paper III, with patients experiencing that the picture did not match 
what was served. Nevertheless, the pictures on the menu were thought of 
as being valuable, especially highlighted by the staff as facilitating their 
interactions with the patients and enabling them to present menu options 
if the patient could not read or understand the text in the menu. Being 
able to present the menu to the patients through a spoken menu system 
has also been found to increase food satisfaction (Folio et al., 2002), indi-
cating the value of social interaction during meal ordering (Maunder et al., 
2015). These findings are in contrast to those found by Mattsson Sydner 
and Fjellström (2006), where staff within a nursing home setting were 
observed not to communicate what was served. In this thesis, the menu 
was found to promote empowerment and hospitality through communica-
tion with the food service organisation. This was expressed as the food 
service seeming to care and make an effort to please as many as possible. 
Still, the menu seemed to be experienced in less positive terms when the 
length of stay extended a couple of days, exemplifying the temporality of 
hospitality as discussed by Derrida (in Dikeç, 2002) and as influenced by 
the conditions of the patients (Justesen, 2014). The staff also discussed 
how the menu did not provide enough options for patients with, for ex-
ample, need of special diets, or restrictions, hence, influencing the interac-
tions with the patients and the requiring of negotiation. These negotiations 
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are visualised in Figure 3A and represent the frames that the staff needed 
to perform within. This figure builds on Figure 2 presented above and 
adds to the understanding of hospitality in hospitals by illustrating how 
the organisational hospitality can be brought to practice by the staff and 
in relation to the older adult patients.  

 
 
 
 
 
 
 

 
Figure 3 A & B: The hospital meal frame (3A). The Figure 3A is based on the original 
FAMM (3B) through acknowledging the framing of a meal (Gustafsson et al., 2006, p. 86).  

 
Figure 3 A was created by merging the FAMM (Figure 3 B) with the prac-
tical doings by the staff identified in studies II, III and IV. The practical 
doings that were identified as important to be considered by the staff dur-
ing meal service were in line with the aspects in FAMM. That is, the staff 
needed to manage the meal environment (the room), the food on the plate 
(the product), the interactions with the patients (the meeting) as well as 
having the organisational framing constantly present through managing 
the time and the staff levels during meal service (the management control 
system). In addition, the staff as well as the patients experienced that the 
offering of food when, for example, it was not expected, created memora-
ble meal moments (the atmosphere).  

Even though the staff could create positive mealtime moments, the staff 
experienced levels of stress and described barriers and challenges during 
mealtime, findings that are not unique in relation to staff’s experiences of 
organisational and environmental barriers in relation to serving meals 
(Beck et al., 2016; Bonetti et al., 2013; Eide et al., 2015; Khalaf et al., 
2009; Ottrey et al., 2018b). What becomes unique in this thesis is the 
conceptualisation of hospitality as provided when the frames are negotiat-
ed, illustrated by the arrows in Figure 3A. The arrows in turn intend to 
visualise that the model becomes a tray with handles. A tray that when 
provided with hospitality and hospitableness (the arrows) can be carried 
out in a different manner than if provided without. When the staff go 
outside the frames, visualised by the arrows, they perform hospitality. As 
visualised in Figure 3A, the how in the performances, as well as the pre-
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requisites (the what and why) surrounding the performances becomes 
evident and builds upon the understanding presented in Figure 2. 

This thesis also confirms the importance of the room environment in 
supporting mealtime care (Beck et al., 2016; Jong et al., 2021) as well as 
contributing to the knowledge of room location and materialities within. 
The management control system in FAMM (Gustafsson et al., 2006) (see 
Figure 3B) exemplifies this by acknowledging that the organisation around 
the meal is needed to be in place if a meal experience is to be as positive as 
possible (Gustafsson et al., 2006). By focusing on the organisational as-
pects of the meal a greater legitimisation can be in place when talking 
about how to enhance the meal experience (Jönsson & Knutsson, 2009). 
The management control system is here interpreted as the enabler of creat-
ing and being a macro host for the meal service to be performed within, 
understood as the backstage region of the mealtime (Goffman, 1990 
[1959]). The notion of hospitality thereby becomes evident in the producer 
perspective in planning for a meal as well as the significance of incorporat-
ing hospitality in aspects that the “guests” do not directly notice. The 
objective with the mealtime can through this line of argumentation be 
considered to create a positive meal experience that promotes a welcoming 
atmosphere for the “guests” by addressing the aspects that can create a 
macro host organisation for the staff. Through acknowledging the aspects 
in FAMM interpreted as frames, hospitality can thus be understood as the 
essence in the model. These findings would also be in line with the nation-
al Swedish guidelines for hospital meals (SLV, 2020a), where the meal is 
emphasised as being integrated into the everyday ward culture as well as 
ensuring that all staff share an understanding about the significance of the 
meal for the patients. This also means that providing a meal is to be seen 
as part of the medical care (Allison, 2003). Hospitality could through this 
be interpreted as the ward culture (the organisational hospitality in Figure 
2), where there is a clear will to provide the patient (the guest) a welcom-
ing stay and where the food service is seen as an important link to the 
symbolic value of greeting the stranger and creating symbolic offers of, I 
am here for you. This further builds upon the understanding of hospitality 
as a moral obligation, but performed with a will to please the other and 
care for the ones in need (Telfer, 2000). 
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Hospitableness as an extension of a person-centred care 

In this section, I intend to explore the notion of hospitality and person-
centred care. I will argue that hospitality and acts of hospitableness are a 
fruitful way forward to understand the “how”, in how to create positive 
mealtime experiences for patients during hospital stay. As de Raeve (1994) 
argued, within nursing care one needs to strive for serving meals rather 
than food to the patients, together with Pattens (1994) concept of thera-
peutic hospitality as part of fundamental nursing practice. 

Studies I, III and IV highlighted the patient- and the staff perspectives 
on the social interactions performed during mealtimes together with find-
ings from study II concerning the scenery. The interactions experienced 
and the intention of the performances acknowledges the core of a person-
centred care as well as examples of deviating from that framework (see 
also Hestevik et al., 2020). Not accepting a “no”, and reading between the 
lines, showed professional knowledge concerning the health status of the 
patients. Through this kind of argumentation, the mealtime and the ex-
change of hospitality cannot be seen as a low-skilled task, but instead one 
based on professional knowledge and practical skills (Edwards & 
Gustafsson, 2008; Gustafsson, 2004). By doing so, the staff experienced 
that the patients ate more or even ate at all, findings that support the need 
for staff to be engaged in the patients’ meals and to have the time to be 
with the patients as well as highlighting the relationship created between 
the patient and the staff (Patten, 1994; Xia & McCutcheon, 2006). It also 
shows the significance of being able to create moments of “little surprises” 
when offering, for example, an extra fika to the patients or being able to 
understand what the patients need in that particular moment (Hemming-
ton, 2007), strengthening the host–guest relationship with the hosts as the 
performers who are sensitive to the guests and able to create memorable 
meal experiences. 

The findings also acknowledge the patients’ tendency to conform 
(Sidenvall, 1996) and how actively performing a meal service that asks the 
patients what they would like, offering of food when not expected or find-
ing the time to listen to the patients offers the possibility of reducing the 
risk of patients not receiving what they really wish for. These performanc-
es would then fulfil both a person-centred care approach by seeing the 
patient world and circumstances (Arman et al., 2015) as well as providing 
the something else, the little extra. And I do, as well as others (Hemming-
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ton, 2007), argue that this something else is of importance and recognised 
in the papers as the notion of hospitality and acts of hospitableness.  

The notion of hospitability and acts of hospitableness is thus suggested 
to enclose the dynamic core within a healthcare system that has quite re-
straining and controlling frames. Justesen (2014) discusses in her work the 
static assumptions in the host–guest relationship. I would like to suggest 
that the host–guest relationship as static can be understood in a slightly 
different way when being performed through negotiation and a person-
centred care approach. If a person-centred care approach is conducted, the 
fundamentals include the patient being viewed as an active agent 
(McCormack & McCance, 2006). During a mealtime moment, when a 
patient perhaps declines offers of food, the staff member, through hospi-
table behaviour and a person-centred care approach, starts to negotiate 
with the patient to try to uncover the reasons for not wanting to eat, so 
that the staff together with the patient can find something that the patient 
would like. To be able to perform such an exchange, the host–guest rela-
tionship needs to be built on a trustful relationship, where the patient 
opens the door to their life and invites the other to know their needs, 
wishes and desires (Patten, 1994). However, to get invited, I argue that the 
static assumptions of me caring for you need to be in place, here inspired 
by hostness and guestness (Bell, 2007). The patients need to know that 
they are cared for and that their wishes are important, so that they do not 
have the opportunity to conform. The interaction between the patient and 
the staff would then be characterised by an ability of “emotional attune-
ment to the patient’s needs” (Hochschild, 2003, p. 68, emphasis in origi-
nal). This also highlights the importance of the interaction between staff 
and patients and how the patients can be sensitive towards staff’s expres-
sions of being in a hurry or being perceived to have a high workload (Beck 
et al., 2016; Larsen et al., 2021). Being hospitable thus brings the meaning 
to the interaction that the patients are welcome to the staff’s “home”. 
Furthermore, it brings forth the importance of a welcoming host as well as 
a welcoming organisational host, enabling the staff to not feel a tension 
between providing the patients with what is identified to be needed and 
what Ottrey et al. (2018b) recognised as the ”system” (e.g. the hospital- 
and food service system). A person-centred care approach with hospitality 
would then enclose a listening and respectful perspective together with 
practical knowledge on how to provide and create moments of feeling 
cared for as well as experiencing moments of hospitality through people, 
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places and artefacts (Kelly et al., 2016; McCormack, 2004; McCormack 
& McCance, 2006; Telfer, 2000).  

 

Hospitality, hospitability and hospitable spaces 

In this last section of the discussion, I intend to expand my thoughts con-
cerning the findings enclosed in this thesis in relation to the overarching 
framework of hospitality. I want to highlight the notion of hospitality to 
bring forth the value of the framework in understanding the provision of 
meals to patients within a hospital setting. In Figure 4, I have visualised 
this and suggest that hospitable meals within a hospital frame can be seen 
as a balancing act with different tipping points in relation to patients 
needs and hospitable spaces. The figure expands on the previous Figures 2 
and 3A and intends to highlight the staff performances in the different 
dining room environments together with the patients experiences of being 
served in these different settings.  

Figure 4: The balancing act of providing meals in the hospital setting. 

 
 
The visualisation of the meal provision as a balance aims to capture that 
performances of hospitality and hospitableness can be present irrespective 
of the dining room environment, the presence of a meal host and whether 
the meals are pre-ordered or served on demand. This was interpreted as 
constructions of different types of “meals”, identified as the “institutional 
meal” and the “restaurant meal”. At the one end of the balance “The 
institutional meal” is placed, symbolising a meal service that is character-
ised by set time frames, meals served by nursing staff in a meal environ-
ment not especially designed for meals. At the other end “The restaurant 
meal” is placed, a meal service characterised by flexibility, an atmosphere 
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more inclusive of the patients’ wishes and the presence of a staff member 
who can attend to the patients. This type of hospitable space (the restau-
rant meal) is suggested to facilitate timely meal service and an active en-
gagement by the staff with the patients in their meals. This is suggested 
through promoting the staff’s ability of being able to be hospitable and, 
patients being able to be involved, together with factors that enable these 
interactions as well as promoting hospitable spaces. The “ity” factor 
(Pizam, 2007) introduced in the beginning of the thesis, is thus proposed 
to be evident in hospital meals and proposed to be strengthened with the 
understanding of hospitability, a concept that in the hospitality literature 
is used interchangeably with hospitality (Küçükergin & Dedeoğlu, 2014), 
but in this thesis is suggested to enclose the prerequisite of being able to 
perform and enact hospitality. This is drawn from Lugosi (2008) notion of 
communitesque experiences, and how Lugosi discusses that these experi-
ences are created in relation to the participants’ capabilities of creating 
such moments, hence, how to create welcoming hospitality spaces that 
enable hospitable interactions. 

The visualisation as a balance has similarities to the hospitable meal 
model which includes a meal as and a meal also as (Justesen & Overgaard, 
2017, p. 47). Here the balance adds to their findings by complementing 
that the meal also needs to be understood in relation to different available 
sceneries and how the staff need to negotiate with different frames.  

The Figure 4 can also be an inspiration for further theoretical discus-
sions about what, then, should hospital meals strive to be or become? 
That is, should a hospital strive to mimic “a restaurant meal” through 
offering a dining room, a flexible meal menu and specially trained staff 
that attend and serve the patients their meals, or should hospital meals, as 
exemplified by the other end at the balance, be “institutional meals” 
which, in a more traditional sense, are meals served by nursing staff at set 
time frames and with perhaps a menu or limited menu choices? This thesis 
will not be able to answer those questions, but it shows that on one end of 
the balance, within the “The restaurant meal”, the patients are able to be 
more active during meal service; they can more effortlessly be offered sev-
eral meal options (on demand) as well as be given timely assistance. 
Thereby, the dining room promotes an ambience of not being alone, a 
place for commensality.  

Still, the performances enacted in the wards with dayrooms also includ-
ed a hospitable performance but did reveal to be more ad hoc, resulting in 
a greater need for the staff to continuously manage, as well as negotiate 
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with and within, the frames provided, in order to perform hospitality to-
wards older adult patients in hospitals. However, of importance to recognise 
is that some patients cannot go out to the dining room environments and 
need to be served their meals in their rooms. The balance acknowledge the 
patients health status as one of the tipping points. This since the patients 
condition might affect appetite, willingness to even look into a menu, or 
wanting to small talk. More knowledge is thus needed to further understand 
hospitality, hospitability and the performances and experiences thereof in 
different sceneries in a hospital context.  

 

Methodological discussion 

In the following sections I will discuss the methodological framing of the 
thesis and reflect upon the choices made along the way. 
 

The scoping review 

The initial process of conducting and performing a literature review pro-
vided this study a solid ground to set out from. However, as with any 
other method, there were strengths and limitations in how the review was 
conducted.  

Before I selected the search phrase used for the study, I completed sev-
eral test searches to find suitable search terms to capture the aim of the 
study. Search terms such as “eating” and “food” were excluded due to 
capturing large amount of irrelevant hits. The literature search was there-
after performed across several databases to ensure that the search area was 
explored over a range of research disciplines, thus widening the search. 

The search and the exclusion process were conducted by me, presenting 
a limitation through the risk of bias. However, the search strategy was 
performed in two separate time periods to check for accuracy. During the 
process I followed the pre-stated inclusion and exclusion criteria, thus 
limiting the risk of inclusion bias. However, one important aspect within 
this scoping review, was the lack of quality assessments of the included 
studies. Even though quality assessment is not part of a scoping review 
(Arksey & O'Malley, 2005), it is of importance to recognise and be aware 
of the possible drawbacks of not assessing the included studies’ overall 
quality, especially in relation to the conclusions that could been drawn 
from the data. 
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Another issue that I would like to address is the use of FAMM 
(Gustafsson et al., 2006) as an initial coding framework during the analy-
sis. The use of FAMM can be criticised as framing the analysis and there-
by influencing what conclusions could be drawn from the studies. Howev-
er, I used the FAMM as a sorting tool, to make sense of the data in rela-
tion to aspects needed to be considered when staging a meal. If FAMM 
had not been used, I believe that my preunderstanding and readings about 
the model would have influenced me in “reading the findings as potential 
aspects”. Still, the aspects were used as a first sorting strategy and thereaf-
ter analysed inductively, resulting, partly, in themes that are not derived 
from the FAMM. 

If the review were once again conducted, I would have performed a 
broader search and included all ages as well as quantitative studies. In 
hindsight, I understand that this kind of review would have laid the foun-
dation to be able to identify the need for qualitative studies as well as the 
specific age group within the review, instead of searching for qualitative 
studies and not finding so many, as the result now is stated.  
 

The observations 

By being in the field and spending time at the wards I gained a deeper 
understanding of the everyday activity of serving meals to patients, than if 
I were to have only conducted interviews (Gobo & Molle, 2017). Moreo-
ver, the observations gave me insights and valuable information to talk 
about in the interviews with the staff and the patients (Hammersley & 
Atkinson, 2019).  

Still, to conduct overt observation and declare the presence of the re-
searcher presents the risk of the “Hawthorne effect” (Gobo & Molle, 
2017). This imposed on the trustworthiness relating to the performances 
conducted while I was present in the dining room environments. However, 
the performances enacted become the social reality in that moment, and 
how I in turn interpreted that moment becomes the interpreted reality 
formed by me when writing this thesis as well as when writing the indi-
vidual studies (Hammersley & Atkinson, 2019). It thereby becomes a 
question of how transparent I have been in reporting these performances 
and how detailed I have been in reporting how the analytical process 
yielded the result presented (Tracy, 2010). Here, I used thick descriptions 
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in my reporting (Geertz, 1973) so that the readers are invited into the field 
notes taken, and create their own understandings of the themes identified. 

During the observations, I took notes openly and recorded the social ac-
tions while they were being performed, a strategy that both could be criti-
cised in terms of making the participants even more aware of being ob-
served (as discussed by Goffman, 1989) or considered a strength, since I 
did not need to rely on my memory when leaving the dining room envi-
ronments. The strategy of being in the room and actively taking notes about 
the doings is thereby identified to be a strength of the research strategy. 
 

The interviews 

Qualitative semi-structured interviews were chosen as a method of inquiry 
to enable an understanding of both the participants’ perspectives and ex-
periences of the mealtime at the wards as well as how they ascribed mean-
ing to their performances that I had previously observed (Gobo & Molle, 
2017). The use of a questionnaire would not have brought light to the 
doings and the performances that the participants described when, for 
example, they were asked, “Tell me about lunch, what is happening, what 
do you do?” (Gobo & Molle, 2017). Perhaps the staff could, in writing, 
have answered an open question about this matter, but that questionnaire 
would have been deemed too extensive to answer (when considering all 
other questions asked during the interview). In turn, some of the patients’ 
interviewed would not been able to participate in a survey, since writing 
long, exhausting answers would have been a physical challenge. 

I experienced the interviewing process differently, depending on wheth-
er it was the staff or the patients being interviewed. The interviews with 
the staff were performed at the wards after I had been present at the ward 
for some time conducting the observations together with several staff 
meetings to inform about the study. The staff thus became known to me, 
and I became a familiar face to them. The interviews thereby became 
somewhat relaxed and conversational. The interviews with the patients 
were another experience, with me not feeling as comfortable as with the 
staff. The patients were not known to me, and I did not know anything 
about their medical history or why they were at the ward (except for what 
type of ward they were in). I was struck by how insecure I felt interview-
ing someone during hospitalisation and that I had somehow invaded their 
vulnerable space, even though I knew that they welcomed my presence.  
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The entire data set of the thesis comprises a diverse set of perspectives, 
reflecting both the sayings as well as the doings by the staff and the expe-
riences by the patients, together with understandings gained from the lit-
erature review. Nevertheless, the number of interviewed staff members is 
important to discuss. Not many meal hosts were interviewed in compari-
son to the nursing staff. The perspectives presented by the meal hosts are 
thus limited and show the need for further inquiry. Still, their experiences 
and perspectives are of importance, since no other study to my knowledge 
in Sweden, has been identified that includes their perspectives.  

The number of patients per ward is also of importance to acknowledge. 
Eleven patients were interviewed from three wards, hence not that many 
patients were interviewed from each ward. This imposes a limitation in the 
patients experiences of the meal hosts at the wards with dining rooms. 
Nevertheless, the experiences by the patients were found to be similar 
regardless of ward environments, except regarding the room environment. 
Findings that suggest the importance of continuing studying the implica-
tions of the dining room environment in patients’ meal experiences and 
staffs’ ability to perform hospitality during meal service.  
 

Ethical reflections 

In this section I will expand on the ethical considerations taken in this 
thesis, through reflecting on the choices made.  

Studies II–IV were conducted through fieldwork involving observations 
in the dining room environments at the participating wards together with 
interviews with staff and older adult patients. The observations were non-
participatory, which rendered some encounters that made me realise that I 
could not include all the interesting and perhaps valuable information that 
staff, patients and relatives shared with me during my time at the wards. If 
I were to plan a similar study today, I would include direct observation of 
the patients as well as the ability to go around and engage in small talk 
with the staff, the patients, and their relatives. This is because I was ap-
proached with curiosity by patients and relatives, and when told the rea-
sons for my presence all thought that it was interesting and an important 
research area and shared anecdotes of previous stays or relatives’ experi-
ences (data that were not recorded or used in my project). This approach 
would be more in line with the ethnographic methodology and the chosen 
theoretical framework of symbolic interactionism (Blumer, 1986) as well 
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as the dramaturgical theory (Goffman, 1990 [1959]), frameworks that 
place importance on non-verbal communication and how the interaction is 
played out between the parties.  

During the observations I encountered situations that I needed to reflect 
and act upon. I decided on two occasions to leave the dayroom during 
observations, as I perceived the observation to be too invasive. In these 
occasions I was alone in the dayroom with one patient and felt that the 
situation became intrusive of his/her mealtime. The patients themselves did 
not ask me to leave or even seem to be bothered by my presence. I also 
needed on several occasions, at hospital A, to help patients to get in con-
tact with nursing staff, both situations initiated by the patients asking 
directly if I could help them and occasions where I noticed that they need-
ed assistance. Situations that could question my role as a non-participating 
observer. However, I needed to act upon the requests as well as act as a 
fellow human being when seeing someone in need of help. Hence, the 
fieldwork and the rendered data presented themselves in ways that I did 
not foresee. 

Interviewing patients included several ethical aspects. Some patients 
were in pain and needed to adjust their seating position. These patients 
were asked on several occasions if they wanted to end the interview. No 
patient wanted to discontinue the interview. Still, this may have affected 
my ability to perform the interviews, since I was constantly thinking about 
the patients’ health status. The patients in turn, seemed to be happy to 
participate and hoped that they could contribute to the research project. 

The interviews were also interrupted by healthcare staff or cleaning ser-
vices, making me losing focus. However, this experience of both feeling 
that I had invaded a personal space as well as being interrupted during the 
interviews did inform me in my understanding of the day-to-day activities 
at the wards. Nevertheless, interviewing a group that had been identified 
as more vulnerable (patient), made me reflect upon my own preconceived 
ideas about this patient group and how that might have influenced the 
way I talked, formulated the questions or even interpreted their stories.  

In the reporting of the interviews, I decided to give the patients codes 
instead of alias names (see, for example, Beck et al., 2019, for similar 
reporting) and to not disclose their ages nor the age of the staff. I also 
chose codes to be consistent with the reporting of the observations in 
study II and the staff’s interviews in study IV. The staff who worked at the 
wards were mainly women, presenting a risk of disclosing possible male 
participants; the use of codes was therefore deemed important. 
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Trustworthiness and quality of the research performed 

If knowledge is constructed and there is not “one” truth, but rather con-
structed beliefs derived from the best possible explanation, then the trust-
worthiness of the knowledge presented becomes of utmost importance. 
Who delivers this new knowledge and how has this knowledge been de-
rived? From the formulation of the research question to the creation and 
design of the study plan, through the data collecting process and how that 
was followed through, to finally the analysing and reporting of the results, 
the role of the researcher becomes of interest for interpreting whether the 
conclusions drawn can be thought of as trustworthy. Tracy (2010) present 
eight criteria for excellent qualitative research, I) Worthy topic, II) Rich 
rigor, III) Sincerity, IV) Credibility, V) Resonance, VI) Significant contri-
bution, VII) Ethical and VIII) Meaningful coherence. In relation to these 
criteria, I will discuss the thesis. 

The thesis is founded on a systematically conducted scoping review, 
clearly presenting a gap concerning the knowledge base of older patients’ 
mealtime experiences during hospital stay as well as a comprehensive re-
view of literature identifying that staff’s performances during mealtimes 
are not well known (Worthy topic). In each study as well as in this thesis 
summary, the methodological framing is presented and followed through 
in the way the data were collected and analysed. The data collection tech-
niques used yield both the actions of the participants as well as their sto-
ries about their experiences of them and perspectives on the matter. The 
findings are discussed in relation to previous knowledge and conducted 
studies as well as through the chosen theoretical lenses, hence, putting the 
findings in a more complex framing (Rich rigor).  

I have throughout this process reflected upon myself and my role as the 
researcher observing a field that I am not part of and have no practical 
knowledge about beyond merely my own stays as a patient. In addition, 
transparency has been sought in describing each step of the data collection 
as well as through using thick description (Geertz, 1973) (Sincerity and 
Credibility). The analytical process was a collegial effort through discus-
sions with the supervisors as well as with colleagues at the School of Hos-
pitality, Culinary Arts and Meal Science and during research seminars 
(Credibility). Through joint discussion and analysing the data in relation 
to relevant theories and concepts as well as relevant literature, the thesis 
has contributed to the research community as well as providing practical 
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knowledge for developing hospital meals (Significant contribution and 
Resonance).  

The thesis has, as outlined above, considered and has followed the ethi-
cal guidelines from conception to the dissemination of the results together 
with my own ethical reflection during fieldwork (Ethical). 

I have thought about how my previous experiences as a lecturer in pub-
lic health for nursing students (among others) and my pre-knowledge in 
health studies and nutrition may have influenced the findings through the 
assumption that the mealtime can be a health-promoting activity. My 
preunderstandings have most certainly also been shaped in relation to my 
readings of previous research as well as my position as doctoral student in 
the subject of Culinary Arts and Meals Science (Gustafsson, 2004), a sub-
ject new to me, which has shaped and provided me with additional tools 
to understand the meal, beyond food choices and diet.  

In addition, my enrolment within the School of Hospitality, Culinary 
Arts and Meal Science has also included a focus on the practical doings 
and craftsmanship of creating mealtimes through the introduction of the 
FAMM (Gustafsson et al., 2006) and the notion of hospitality (Lashley & 
Morrison, 2000). Nevertheless, I take the stand that through my previous 
knowledge in public health and nutrition, with my new understanding of 
the meal, I can use this broad awareness to explore a setting where the 
meal is a public health interest. At the same time, I am humble of the fact 
that I, due to not having a background in the caring sciences, probably 
have missed other interesting findings. (Sincerity). 

In summary, I argue that the studies and this thesis have discussed, in 
accordance with Tracy (2010), what it was described to concern, namely, 
hospital meals from patients’ and staff’s perspectives through the lens of 
hospitality (Meaningful coherence).  
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Conclusion 
This ethnographic exploration of meal provision within two hospital set-
tings through the lens of hospitality has shed light on the providers, the 
receivers, and the meeting between them, as well as the scenery for these 
performances. Together, these have produced an understanding of the 
value of as well as the power of (un)welcoming hospitality spaces and 
their possible influence on staff’s meal service performances and the pa-
tients’ experiences thereof. 

The findings identify a need from the staff to be able to have more time 
with the patient, having the ability to perform a meal service in a timely 
manner through having materialities at hand as well as the ability to navi-
gate within the organisational frames. In turn, the patients show a need to 
be able to be included, seen and recognised at the same time as experienc-
ing the staff as accommodating and friendly. Meal materialities such as the 
menu and the food on the plate were experienced to be of importance, 
thus highlighting artefacts’ meaning for a positive meal experience.  

Through the lens of hospitality, the notion of hospitability was identi-
fied, a concept that includes the performances by the staff as well as the 
organisational ability to be a welcoming host and the patient’s ability to 
be involved. This means creating welcoming hospitable spaces for the staff 
to work within so that patients cannot conform. 

The thesis found that hospitable behaviour and hospitable spaces can 
serve as an additional piece of the puzzle for understanding what needs to 
be in place to create positive mealtime experiences for older adult patients, 
as well as, from the perspectives of the participants in this study, to pro-
mote a higher food intake and enhanced well-being. Hence, there is an 
“ity” factor present in hospital meals. 

 
Contribution 
Through the lens of hospitality, the meal provision was explored in this 
thesis, and how performing, experiencing and understanding hospitality 
within the hospital frame could bring forth health-promoting meals during 
hospital stay. And I do hope that this thesis can be of value for the ones 
planning and serving the meals, as well as for the patients themselves. 

This thesis and its accompanying studies are a contribution to the dis-
cussion of hospitality as a social phenomenon. Through the use of hospi-
tality in the hospital setting, the practical day-to-day activities of serving 
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meals to inpatients have yielded the concept of welcoming organisations 
that enable hospitability. The findings highlight the need for hospitality to 
be part of the solution of creating hospitable mealtime services that are co-
created within the core activity of providing a person-centred care, that is, 
contributing to hospitality as part of the person-centred meal care. These 
findings have been generated through the meeting of the subject of Culi-
nary Arts and Meals Science and ageing research (the Successful Aging 
School) together with knowledge gained from the caring sciences. This 
thesis has thereby contributed to the theoretical as well as empirical un-
derstanding of serving meals in hospitals. The theoretical contribution 
includes viewing hospitality and a hospitable performance as complement-
ing a person-centred care approach.  

The findings have also contributed to the understandings of the older 
adult patient’s experiences during mealtimes and through the notion of 
hospitality and the dramaturgical theory questioned the non-complaining 
older patient by acknowledging the patient’s thoughts and beliefs about 
the staff’s workload. Hence, the thesis has both added knowledge to the body 
of hospital studies that includes the patient’s voice and also furthered the dis-
cussion about this particular age group’s role making during mealtimes. 

This thesis contributes to the subject of Culinary Arts and Meal Science 
through the exploration of hospitality within a healthcare setting. Through 
this exploration, doors have been opened to how to use the concept out-
side commercial meal settings as well as the use of hospitality in general 
for public meals. The studies have shown the importance of a welcoming 
organisational frame to facilitate hospitable performances towards as well 
as with the patients. Moreover, the organisational welcome (Lynch, 2017) 
carries hospitality through its materiality (e.g. meal menu) and artefacts 
within the room (mise-en-place). A materiality that is most often the first 
encounter that the patients have with the food service in place.  

The thesis further contributes to the development of the already estab-
lished FAMM (Gustafsson et al., 2006) and how hospitality is understood 
as part of its design. The notion of hospitality is, in this thesis, argued to 
be enclosed within all the aspects. By doing so, I believe that this can be an 
inspiration to a fruitful discussion that could enhance the understanding of 
how a hospital with its physical rooms and different systems (healthcare 
and food service) can be understood in relation to the doings that the staff 
perform in relation to the patients through a person-centred care ap-
proach. Hence, providing an understanding of hospitality as space and 
place (Höykinpuro & Yrjölä, 2020; Lugosi, 2008) as well as a relational 
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doing (Bell, 2011). I thereby argue that the FAMM model has a static 
structure framing the meal but a dynamic core, depending on the interac-
tions that are provided or co-created with the guest within the scenery of 
the dining room environment and the potential time frame given for the 
mealtime. The way the meal is served needs to consider the circumstances 
surrounding the patient’s expectations as well as medical history, circum-
stances that in a hospital setting may unable the patient to be involved, 
but that do not unable the meal provider to serve the meal in a hospitable 
manner. That is, hospitality is suggested to be the essence in FAMM. 

Hence, the provision of meals within the hospital setting can be just a 
meal that one needs for necessity, or it can also be a meal that exceeds 
expectations and be a symbol of being cared for during vulnerable times. 
The provision of meals within the hospital setting can therefore be a pow-
erful symbol of care, and when performed hospitably, the meal can create 
moments of mutual understanding and well-being for both the patients 
and the staff. Through exploring hospitality and unveiling performances 
and experiences, and applying different understandings of hospitality, the 
findings have identified the possibility of performing a meal service that 
promotes the patients’ functional abilities and will to be independent at 
the same time as the patient’s dignity is ensured. 

 

Implications for practice 

The findings generated from this thesis can be used by the hospital man-
agement as well as by the nursing staff and meal hosts in their day-to-day 
work. The management can use the results regarding the dining room 
environment to implement routines that assure that meal materialities 
always are at hand, as well as consider introducing a staff member during 
mealtimes who is stationed in the dining room environment. In a wider 
perspective, the findings from paper II can also be used as an inspiration 
when building new hospital wards and the locations of the dining rooms 
are being planned. The nursing staff and meal hosts can use the findings 
from especially papers III and IV to recognise the already positive perfor-
mances conducted towards the patients as well as to continue to create 
hospitable moments during mealtimes. The findings highlight their striving 
to provide a person-centred care that also means reading between the lines to 
be able to create positive food intakes for the patients. The findings can also 
be used to start conversations during monthly meetings to create a hospitable 
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mealtime culture at the wards. The food service management at hospitals can 
use the findings to create menus that facilitate choices as well as portion sizes.  

Finally, I would also suggest, in line with Justesen et al. (2014), that the 
notion of hospitality be part of the educational curricula for all healthcare 
staff who will serve patients their meals, especially since service quality 
been identified to have greater impact on the patient’s meal experience 
than the food itself (Johns et al., 2010). 

 

Future research 
Even if research has been conducted within the hospital arena, as present-
ed in the background, I do argue that more research is needed, especially 
in relation to the cultural and societal context that the results are to be 
implemented within, here the Swedish context. 

Future research is suggested to explore the menu and how the menu is 
experienced by the patients as well as how/if the menu can enhance the 
appetite and/or willingness to order food for the patients. This would 
strengthen the understanding of the meals’ multi-sensory nature and add 
to the understandings identified in this thesis, of the staff’s experiences of 
the need to help the patients with their meal choices. More research is 
further requested in relation to the dining room environments and the 
function of a meal host serving patients their meals. Future studies could, 
for example, explore the role of meal hosts within the overall organisation 
and how the role/function of a meal host is experienced. In addition, more 
research can investigate the organisational framing of meal service to bet-
ter understand the creation of macro hosts. The list of suggested future 
research can be long and shows the unexplored nature of this area.  

Nevertheless, I also see a fruitful and valuable collaboration between 
the School of Hospitality, Culinary Arts and Meal Science and the caring 
sciences to further explore mealtimes within hospitals as well as residential 
and home care settings. This mergence, I believe, would produce im-
portant contributions to both patients’ and residents’ mealtimes as well as 
knowledge about what needs to be considered for the meal providers to be 
able to perform and provide hospitable meals that can be enjoyed in times 
of illness, disease or vulnerable moments in life. 
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Epilogue 
The thesis became a product of which a deeper understanding could be 
formed regarding the meeting that patients and staff had relating to the 
food, the menu, the room, and each other, which otherwise would not 
have been possible without the focus of hospitality. However, the original 
plan of the project was to merge hospitality with sensory science to be able 
to grasp older adult patients’ experiences of being served and consuming 
meals within an institutional setting through a multisensory lens. Sensory 
science is a perspective that is of importance to highlight in relation to 
patients’ appetite levels and abilities to sense and depict taste in the food. 
These studies would then have contributed with findings that included an 
age group known to have sensory impairments (Field & Duizer, 2016). 
Even though the plan did not become a reality, due to the Covid-19 pan-
demic, the thesis still emphasizes the multisensory experience a meal en-
closes; that is, it is not just putting down a tray of food, it is much more 
complex than that. And age still does matter, but everyone, regardless of 
age, should be welcomed through a hospitable atmosphere. 
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Svensk sammanfattning 
Den här avhandlingen handlar om måltider på sjukhus, och hur dessa 
måltider kan förstås utifrån ett värdskapsperspektiv. Studierna som har 
gjorts har fokuserat på att fånga patienters upplevelser av sina måltider 
och på bemötandet tillsammans med olika personalkategoriers upplevelser 
av att servera måltider till äldre patienter. Det vill säga, hur upplevs mål-
tiderna av patienterna som blir serverade och hur upplever personalen det 
att servera. Studierna har tagit sin utgångspunkt i att undernäring fortfa-
rande är en problematik för många patienter, såväl innan de blir inlagda 
som under vistelsen på sjukhus. Främst drabbas äldre personer över 65 år. 
Av den anledningen så har patientgruppen av intresse för denna avhand-
ling inkluderat patienter över 65 år. Därutöver har personal också deltagit 
i studierna, med fokus på hur de gör och tänker i relation till måltidsserve-
ringen gentemot de äldre patienterna. Värdskap som det övergripande 
perspektivet har använts för att belysa bemötandet och mötet (socialt som 
materiellt) före, under och efter en måltid och inte enbart själva maten på 
tallriken.  
 

 
Övergripande syfte och delsyften 

Det övergripande syftet med avhandlingen var att utforska hur värdskap 
som perspektiv kunde användas för att undersöka måltider på sjukhus. 
Studierna syftade till att bidra med äldre patienters upplevelser tillsam-
mans med upplevelserna från den personal som serverar mat till patienter-
na, sjuksköterskor, undersköterskor och måltidsvärdar. För att svara mot 
det övergripande syftet har fyra delstudier gjorts med följande delsyften; 

 
Studie I: Syftet med studien var att kartlägga och gå igenom kunskapsläget 
gällande måltider på sjukhus utifrån äldre patienters perspektiv genom 
följande frågor: 

- Hur upplever äldre patienter sina måltider på sjukhus? 
- Vad beskrivs, från de äldre patienternas perspektiv, som främjande 

respektive negativt inverkande på måltidsupplevelsen under sin 
sjukhusvistelse? 
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Studie II: Syftet med studien var att utforska hur värdskap utövades av 
vårdpersonal och måltidsvärdar i de gemensamma måltidsutrymmena på 
fyra olika vårdavdelningar, samt att undersöka rummets roll och dess 
artefakter i att möjliggöra eller hindra utövande av värdskap. 

 
Studie III: Syftet med studien var att utforska äldre patienters måltidsupp-
levelser under sin sjukhusvistelse med fokus på de möten (sociala som de 
materiella) som ägde rum före, under och efter deras måltider, utifrån ett 
värdskapsperspektiv. 

 
Studie IV: Utifrån ett värdskapsperspektiv så syftade denna studie att ut-
forska vårdpersonals och måltidsvärdars ageranden och upplevelser av att 
servera måltider till äldre patienter. 
 
 
Teoretiska och konceptuella ramar 

Avhandlingen har utgått ifrån en verklighetssyn som innebär att kunskap 
om vår sociala verklighet skapas i interaktion med andra i vår omgivning. 
Det vill säga hur vi tolkar och skapar mening genom interaktion med 
människor såväl som med miljöer och artefakter. Den övergripande onto-
logiska (hur världen är beskaffad), och epistemologiska grundsynen (hur 
kunskap kan införskaffas) är därmed i linje med den symboliska interakt-
ionismen. Jag har även använt mig av den dramaturgiska förklaringsra-
men för hur människan anses interagera och agera framför och tillsam-
mans med de personer som är i ens direkta närhet. Genom att luta mig 
mot dessa två perspektiv så har jag kunnat tolka de observationer som jag 
gjort och lyssnat in och identifierat hur personalen och patienterna pratat 
om de möten som skett före, under och efter måltidssituationen, både 
gällande de mellanmänskliga mötena och mötena med den rumsliga om-
givningen.  

I de olika delstudierna har jag även använt mig av flertalet teorier och 
begrepp för att få tillgång till ett språk och förklaringsram i tolkningarna 
av patienterna och personalens upplevelser och ageranden. Jag ska här i 
korthet beskriva de val som gjorts och hur de använts i studierna. 
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Vad innebär måltid? 

Eftersom intresset var att utforska måltiden behövde jag klargöra vad som 
avsågs med en måltid. Här har jag sökt stöd i en måltidsmodell kallad the 
Five Aspect Meal Model, FAMM. Det är en måltidsmodell som inbegriper 
fem olika aspekter som tillsammans behövs för att kunna skapa en så 
positiv måltidsupplevelse som möjligt för sin gäst. De fem aspekterna är 
rummet, mötet, produkten, styrsystemet samt den övergripande atmosfä-
ren. I delstudierna har FAMM använts som ett ramverk för att ringa in 
vad en måltid inbegriper, men också för att skapa de intervjuguider som 
jag använt och de observationer som jag gjort.  
 
 
Personcentrerad vård 

Studierna har bedrivits inom en hälso-och sjukvårdskontext, en kontext 
som utgår ifrån ett personcentrerat synsätt. Ett synsätt som jag i avhand-
lingen har använt som en policy, ett ramverk, för hur vård förväntas be-
drivas i mötet med en patient. Personcentrerad vård handlar om att se 
patienten som ett subjekt och inte ett objekt definierad av sin sjukdoms-
bild. Patientens livsvärld och berättelser ska lyssnas till och patienten ska 
göras delaktig och medbestämmande i så hög utsträckning som möjligt. 
Det här synsättet har varit av vikt att inkludera för att få en förståelse för 
fältet och de tankar som utrycktes av både personal och patienter. Person-
centrerad vård diskuteras i studierna att ha gemensamma knytpunkter 
med det övergripande perspektivet i studierna nämligen värdskap.  
 
 
Värdskap  

Den svenska översättningen som använts i denna avhandling för hospita-
lity är värdskap. En översättning som inte helt fångar komplexiteten i det 
engelska begreppet men som ändock fångar essensen i vad som avses här. 
Att vara värd eller värdinna för exempelvis en måltid i hemmet för vänner 
innebär att bjuda på mat och dryck och kanske även logi. Under tiden 
gästerna är hemma hos dig så vill du underhålla och skapa en stämning av 
välkomnande och välmående. Det vill säga, jag har använt mig av värd-
skap som begrepp/teoribildning för att kunna studera hur personal skapar 
möten som avser att främja välkomnande och välmående för sina patien-
ter och samtidigt utforska hur patienterna upplever personalens görande 
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under måltiderna och finna vad som skapar positiva upplevelser för dem. 
Jag har här använt mig av perspektiv på värdskap som både mellanmänsk-
liga möten och hur jag blir bemött, men också hur jag som människa mö-
ter min rumsliga omgivning och saker och ting i min närhet. Exempelvis 
vad som finns i ett rum eller inte kan vara avgörande för om patienten går 
ut och äter i dagrummet eller inte. Värdskap har även använts för att för-
stå personalens möjlighet att möta patienterna på det vis de önskar men 
också för att öka aptiten för de äldre patienterna. Jag har därmed använt 
värdskap både för att förstå det mellanmänskliga mötet som uppstår mel-
lan patient och personal, men också hur möten med rum och ting upplevs 
av personalen och av patienterna. Utöver det har jag använt värdskap för 
att diskutera organisationen som potentiell makrovärd genom möjliggör-
ande av förutsättningar för positiva möten. 
 

 
Metod och material 

Doktorandprojektet var inspirerat av ett etnografiskt angreppsätt där 
materialet till studierna samlades in genom fältarbete i form av observat-
ioner och intervjuer. Fältarbetet bestod av att jag, under tre månader, var 
på någon av de inkluderade vårdavdelningarna och observerade och inter-
vjuade såväl patienter som vårdpersonal och måltidsvärdar.  

Studierna är genomförda på två olika svenska sjukhus som tillhör 
samma regionala upptagningsområde (sjukhus A och B). På avdelningarna 
(två från respektive sjukhus) vårdades medicinska, ortopediska samt geria-
triska patienter.  

Vårdavdelningarna fick sin mat levererad från samma kök och bestod 
av matlådor som förvarades på avdelningarna i kylskåp som senare värm-
des i mikrovågsugn. Menyn bestod av flertalet rätter som patienterna 
kunde välja mellan tillsammans med olika dessertalternativ. På vårdavdel-
ningarna hade måltidsvärdar implementerats men till olika grad. På sjuk-
hus A fanns en måltidsvärd i köket på avdelningen (som inte låg i anslut-
ning till dagrummet) och värmde all mat samtidigt efter beställningar som 
vårdpersonalen tidigare (oftast dagen innan) inhämtat från patienterna. 
Måltidsvärdarna dukade upp all mat på brickor och placerade dessa på en 
”matvagn” som sedan vårdpersonalen hämtade. Patienterna blev sedan 
serverade sin mat i de dagrum som fanns på avdelningen eller i sitt pati-
entrum. 



 

ANN-SOFIE JONSSON The “ity” factor in hospital meals.  
 

93 
  

På sjukhus B arbetade måltidsvärdarna i matsalen. I matsalen fanns flera 
mikrovågs-ugnar och kylar med maten på display. Måltidsvärdarna tog 
beställningarna direkt från patienterna som kom ut och ville äta i matsa-
len, samt gjorde i ordning de matbrickor som skulle till patienter som ville 
eller behövde äta inne på patientrummet. Måltidsvärdarna hade därmed på 
sjukhus B patientkontakt vilket inte måltidsvärdarna på sjukhus A hade. 

Vårdavdelningarna hade olika typer av gemensamma måltidsrum, dag-
rum och matsalar, vilka skiljde sig i storlek och utformning, men också 
om de hade en måltidsvärd i det gemensamma måltidsrummet samt när 
och hur patienterna beställde sin mat.  

 
 
Etik 

Studierna har genomgått etisk prövning och beviljat etiskt tillstånd.  
 
 
Resultat 

Avhandlingen bygger på fyra enskilda studier som vardera svarar upp till 
sina egna syften samtidigt som de är en del i det övergripande syftet med 
avhandlingen. Studiernas resultat kommer därför först att redovisas var 
för sig för att sedan sammanfattas och ges en avslutad reflektion innan 
resultaten diskuteras gentemot tidigare forskning och vidare tillämpning. 

 
 

Studie I:  

Den första studien som genomfördes var en litteraturstudie för att på ett 
systematiskt vis sammanställa tidigare forskning för att kunna identifiera 
kunskapsluckor och behov av vidare forskning. Resultaten från den litte-
ratursökningen visade att 14 studier hade inkluderat äldre patienter över 
65 år och använt kvalitativa metoder för att på ett eller annat vis beröra 
måltiderna och patienternas tankar och upplevelser av dessa. Dock var det 
enbart fyra av de 14 som enbart inkluderade äldre patienter i sina studier. 
De andra studierna hade patienternas röst med, men det var inte huvud-
syftet med studien. Genom att analysera och sammanfatta resultaten från 
de 14 artiklarna identifierades tre teman som fångade patienternas upple-
velser av måltider på sjukhus; maten och matdistributionen, stöd och ge-
menskap under måltiden, och vikten av att behålla sin självständighet. De 
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äldre patienterna var i överlag nöjda med maten men att denna nöjdhet 
också kunde förstås i en kultur av att inte vilja klaga. Patienterna uttryckte 
att portionerna ändock var för stora vilket kunde påverka aptiten negativt, 
likaså att man ville ha mer stöd under måltiderna samt mer sällskap. Vo-
lontärer under måltiderna var uppskattade samt att äta i det gemensamma 
utrymmet var att föredra. Det var dock viktig att självständigheten var 
bevarad och att de fick bestämma själva var de skulle äta. Sammantaget 
visade litteraturöversikten att få studier har gjorts där den äldre patient-
gruppen får komma till tals, samt att studier behövs för att utforska de 
mellanmänskliga mötena som sker när måltider serveras och hur dessa 
möten kan förstås i relation till den övergripande måltidsupplevelsen. 

 
 

Studie II: 

I denna studie var måltidsrummet i fokus och hur personalen serverade 
och bemötte patienterna under måltiden. Analysen av de observationer 
som genomfördes visade på två huvudteman som både belyste hur perso-
nalen bemötte patienterna och vad rummet i sig ansågs betyda för inter-
aktionerna och bemötandet gentemot patienterna. De två huvudtemana 
var; värdskap genom omvårdande möten, och måltidsrummet som möjlig-
görare eller hindrande av värdskap. Huvudtemana bestod av ett flertal 
kategorier och underkategorier som fångade in hur personalen agerade 
under måltiderna och hur rummet och vart rummet låg influerande deras 
görande. Det första huvudtemat karakteriserades av ett värdskap som 
visade sig genom att personalen var personliga och flexibla under server-
andet och i bemötandet. Personalen var personliga genom att patienterna 
oftast blev tilltalade med sina namn och att personalen, främst måltids-
värdarna, kom ihåg vad patienterna ätit innan och kunde ge förslag uti-
från det. Men mötet var också nära genom att personalen kunde lägga en 
hand på axeln på patienten, eller sätta sig bredvid patienten för att hjälpa 
till med val av mat. En flexibilitet identifierades i relation till den kontext 
som måltiderna serverades, till exempel kunde patienterna bli dåliga, ma-
ten kanske behövde bytas ut eller förändras enligt patienternas önskemål, 
eller att patienten blev trött och därmed var tvungen att avbryta måltiden. 

Rummets betydelse visade sig främst genom de olika typerna av rum 
som observerades, nämligen dagrum och matsal. I dagrummet visade det 
sig att allt som behövdes under måltiden inte alltid fanns på plats vilket 
medförde att personalen behövde lämna rummet för att hämta det som 
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behövdes, antingen i köket eller på matvagnen som kunde befinna sig 
längre bort i korridoren. På avdelningarna med dagrum hade patienterna 
oftast beställt sin mat dagen innan vilket medförde att om de ville ha nå-
got mer så var det inte en självklarhet att det kunde tillgodoses med lika 
lätthet som observerades i matsalen där patienterna beställde vad de ville 
ha direkt på plats. Det observerades även att måltidsvärden som hela tiden 
fanns i matsalen under servering kunde ge stöd och hjälp när det efterfrå-
gades och var en del av teamet på avdelningen. Måltidsvärden gick även 
runt och frågade om patienterna önskade något mer och skapade därmed 
en atmosfär av att inte vara ensam även om man satt ensam vid sitt bord. I 
dagrummet serverades patienterna sin mat och om man inte behövde stöd 
så lämnades patienten i dagrummet under måltiden. Om patienterna be-
hövde stöd eller undrade något behövde de ringa via larmet, invänta att 
personalen kom tillbaka eller ropa på dem från korridoren.  

Sammanfattningsvis så identifierades personalen, sjuksköterskor, under-
sköterskor och måltidsvärdar utöva värdskap genom ett personcentrerat 
arbetssätt. Genom kroppsspråket, till exempel att luta sig närmare för att 
säkerställa att patienten hörde, eller tilltala patienten med sitt namn och 
komma ihåg vad denne hade ätit tidigare, skapades välkomnande möten 
som satte patienten i centrum. Denna typ av värdskap kan ses vara en del 
av den personcentrerade vården, men det är även en del som kan behöva 
stärkas ytterligare då möjligheten att vara ”värdskapande” i mötet försvå-
rades när rummet i sig inte hade allt som behövdes på plats, och inte heller 
hade en person i rummet som kunde säkerställa och erbjuda att patienten 
hade det som behövdes. Hur rummet är utformat, vem som är i rummet 
men också hur maten kan beställas sågs som viktiga delar för välkom-
nande måltidsmöten och utövande av värdskap där patienten kunde bli 
sedd och uppmärksammad. 

 
 

Studie III: 

I denna studie var de äldre patienterna i fokus. Här intervjuades 11 patien-
ter om deras upplevelser av sina måltider med fokus på bemötandet och de 
måltidsrutiner som avdelningen i fråga hade. Analysen av intervjuerna 
visade på det komplexa i att vara patient i en kontext som har ett annat 
huvudfokus än måltiderna i sig, och att detta fokus kunde ses inverka på 
hur patienterna pratade om och resonerade kring måltiderna. Utifrån pati-
enternas berättelser så identifierades fyra teman som visade hur patienter-
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na upplevde bemötandet (tolkat utifrån värdskap) och måltiderna, men 
också två teman som kunde visa på vad som inverkade och skapade deras 
egna göranden under måltiderna. Patienterna tolkades uppleva värdskap 
genom att bli uppmärksammade av personalen, och genom måltidsmateri-
aliter som exempelvis menyn. Temana som identifierades visade även hur 
patienterna agerade i relation till att vara till lags och tankar kring sina 
egna och personalens roll, i samspel med måltidsrummets utformning och 
lokalisering. Sammanfattningsvis visade resultaten från intervjuerna till-
sammans med de teoretiska perspektiven av värdskap och det dramatur-
giska angreppssättet att patienterna upplevde värdskap genom att bli 
sedda och uppmärksammade men också som ett samarbete där de inte 
ville påkalla personalens uppmärksamhet för att andra patienter som hade 
det sämre skulle bli lidande. Personalen beskrevs som vänliga och omhän-
dertagande, men också att personalen ansågs ha tillräckligt att göra. Re-
sultaten visade därmed att patienterna i studien förstärkte bilden av den 
icke klagande patienten som vill vara till lags, men att agerandet berodde 
på fler faktorer än att inte enbart inte vilja klaga och vara till besvär. Och 
att dessa beteenden är viktiga att veta om och ta med i det dagliga arbetet 
att servera måltider till i detta fall, äldre patienter.  

Studien visade även hur valmöjligheter från menyn upplevdes positivt 
av patienterna, men att tiden på avdelningen medförde att utbudet ändå 
krympte. Patienterna visste inte alltid vem som var just en måltidsvärd, 
men det pratades ändå om att denna roll kunde förhöja upplevelsen i mat-
salen och gjorde att man ville stanna där längre. Även denna studie visar 
på att värdskap som perspektiv har möjlighet att lyfta fram andra aspekter 
kring måltiderna och görandet under måltiderna för att kunna höja upple-
velse för patienterna. Värdskap diskuteras i denna studie utifrån vad per-
sonalen men också organisationen kan göra i relation till och som kom-
plement till den personcentrerade vården. 
 

 
Studie IV: 

I denna sista och avslutande studie för avhandlingen flyttades fokus till de 
som serverade måltiderna till patienterna. Under intervjuerna med sjuk-
sköterskorna, undersköterskorna och måltidsvärdarna så låg fokus på hur 
de tänkte och gjorde när de serverade mat till patienter över 65 år. Sam-
mantaget intervjuades åtta sjuksköterskor, åtta undersköterskor och fyra 
måltidsvärdar. Frågorna fokuserade kring vad de gjorde från frukost till 
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middag, hur de upplevde att servera, hur de serverade, utmaningar men 
också vad de såg som positiva möten. I analysen av personalens intervjuer 
var värdskap det övergripande perspektivet tillsammans med det drama-
turgiska perspektivet. I likhet med de andra studierna i avhandlingen utgår 
jag ifrån en syn på att det personcentrerade arbetssättet är en policy. Vil-
ket ger studierna en förklaringsram utifrån sjukhuskontexten och det be-
mötande som personalen gav uttryck för. Resultaten visade samstämmig-
het med de observationer som gjorts ute på avdelningarna och genererade 
fyra övergripande teman som inbegrep att hantera; vad som ligger i pati-
entens intresse, tid, matdistributionen, och måltidsmiljön. Resultaten indi-
kerar att värdskap utövas i relation till och i förhandling med de organisa-
toriska ramar som personalen agerar inom. De organisatoriska ramarna 
menas här vara tid, matdistributionssystemet, vilka rum de kan servera i, 
och menyn de har tillhanda, men också den personcentrerade vården som 
ett ramverk som de förväntas utöva. Värdskap utövas när dessa ramar 
förhandlas med och tänjs på, och när personalen gör mer än vad som för-
väntas. Därmed kompletterar värdskapet det redan personcentrerade ar-
betssättet. I personalens berättelser om vad som gjordes när möten blivit 
särskilt positiva framkom värdskapet i de tillfällen när personalen haft tid 
eller tagit sig tid, exempelvis fikat med patienterna under sin egen rast, 
eller haft tid att lyssna mellan raderna till patienternas berättelser till var-
för de inte åt. I dessa berättelser identifierades även möjligheten att öka 
patienternas matintag och övergripande måltidsupplevelse men också kunna 
bidra till att personalen kände stolthet över att de gjort något bra. Att via 
kaffekoppen och samtalet kunna mötas, där sjukdomen inte är det som 
definierar. 
 

 
Sammanfattning av studierna 

De fyra studierna kan, när de läses i sin helhet, presentera måltider på 
sjukhus, sett både från patienternas och personalens perspektiv. Tillsam-
mans visar studierna på hur personalen vill göra sitt bästa för att tillgo-
dose patienternas behov och önskemål. Men att detta görande och utö-
vande är i relation till hur de kan agera i olika rum, med vilken meny de 
har, hur mycket tid de har och hur patienterna själva bemöter dem. Här 
beskrivs patienterna som att inte alltid vilja ha maten som serveras eller 
inte vilja ha något att äta överhuvudtaget, och att i det mötet behöva ha 
fingertoppskänsla och kunna läsa mellan raderna och kanske inte riktigt 
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acceptera det initiala ”nej tack”. I dessa berättelser finner vi patienternas 
upplevelser av att de inte vill vara i vägen, och att personalen säkerligen 
har viktigare saker för sig. Mötet mellan patienten och personalen är där-
för viktigt, hur man bemöter, lyssnar in och sedan agerar på vad som sägs.  

Att servera måltider till en åldersgrupp som har hög förekomst eller risk 
för att utveckla undernäring, kan ha sämre aptit, flertalet mediciner men 
också ovilja att äta, är därför en komplex uppgift som sträcker sig utöver 
att servera en tallrik mat och säga varsågod. Studiernas resultat pekade 
även på att rummet och vad som finns i rummet, kan influera stämningen 
under måltiderna. Dagrummen och matsalarna skiljde sig här åt i vad som 
utspelades under måltiderna och vilket bemötande som ägde rum och 
kunde äga rum av personalen.  

 
 

Slutsats 

Det övergripande syftet med avhandlingen var att utforska hur värdskap 
som perspektiv kunde användas för att undersöka måltider på sjukhus. 
Har då avhandlingen svarat upp mot detta syfte? Genom att utforska 
rummet/scenen för måltiderna (studie II), patienternas upplevelser (studie I 
& III), tillsammans med personalens upplevelser och perspektiv (Studie 
IV), kunde en övergripande bild identifieras som belyser vikten och värdet 
av att förstå värdskap i en sjukhuskontext. Genom att använda mig av 
olika synsätt på värdskap kunde studierna visa på personalens praktiska 
görande under måltiderna. Studierna kunde även visa på betydelsen av 
måltidsrummet och hur dess utformning och läge kunde inverka på perso-
nalens görande och patienternas upplevelser. 

Genom att applicera värdskap som det övergripande perspektivet på 
analyserna av delstudierna, så har avhandlingen kunnat visa på både an-
vändbarheten av begreppet i sig, och på värdskap som en värdefull och 
betydande del för att skapa positiva måltidsupplevelser för patienterna. 
Studierna visar på, utifrån personalens och patienternas upplevelser, att 
hur patienterna blir bemötta kan influera deras matintag och vilja att äta. 
Resultaten visade även på den rumsliga betydelsen för personalens age-
rande av värdskap och på patienternas upplevelser av ensamhet eller ge-
menskap. Genom att diskutera personalens förutsättningar, i form av tid, 
hantering av måltidssystem, personalnivå, och antagandet om en policy 
som förutsätter ett personcentrerat bemötande, kunde jag argumentera för 
ett behov av att se sjukhuset och dess organisation som en potentiell väl-
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komnande makrovärd för sina anställda. Personalen i sin tur har då förut-
sättningar att utöva värdskap gentemot sina patienter och varandra. Värd-
skap på mikronivå (det mellanmänskliga mötet) behöver därför även för-
stås utifrån värdskap på makronivå. Mötena med organisationen tolkas då 
i enlighet med den symboliska interaktionismen och den dramaturgiska 
teorin, om vad som signaleras från organisationens sida gällande betydel-
sen av måltiderna och som sedan tolkas och ageras utav personalen. Mål-
tidens symboliska värde i det dagliga arbetet argumenteras därför kunna 
bli än mer synligt, detta eftersom värdskap/bemötandet inte ansågs att 
kunna ges den tiden som önskades. 

Resultaten medförde en diskussion om de olika rumsliga förutsättning-
arna som observerades, nämligen dagrum och matsalar tillsammans med 
implementering av en måltidsvärd i matsal som tog beställningar och ser-
verade patienter. Matsalarna och serveringen i den miljön tolkades repre-
sentera en ”restaurangmåltid” i kontrast till serverandet av förbeställda 
måltider av vårdpersonal i dagrum som tolkades vara ”institutionella mål-
tider”. Av betydelse dock, var att i båda miljöerna observerades och upp-
levdes personalen bedriva värdskap i mötet med patienterna (men utifrån 
olika förutsättningar) och att personalens agerande även kunde ses vara en 
del av det personcentrerade och omvårdande arbetssättet. Tillsammans 
med de upplevelser och perspektiv som delats i intervjuerna, tolkades där-
för de olika typerna av ”måltider” som en balansakt som kunde tippas åt 
det ena eller andra hållet beroende av patienternas egna hälsotillstånd och 
behov av vård, men också typ av välkomnande måltidsrum som fanns att 
tillgå. Vad måltider på sjukhus ska vara i framtiden kan inte avhandlingen 
allena svara på, men vad jag funnit är att värdskap på sjukhus finns och 
det värdskapet har betydelse i måltidsmötet. 
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