
Hospital staffs’ perceptions of postoperative nutrition among colorectal patients: a 

qualitative study 

ABSTRACT 

Background: After lower gastrointestinal surgery, few patients start eating within timeframes 

outlined by evidence-based guidelines or meet their nutrition requirements in hospital. The 

present study explored hospital staffs’ perceptions of factors influencing timely and adequate 

feeding after colorectal surgery to inform future interventions for improving postoperative 

nutritional practices and intakes. 

Methods: This qualitative exploratory study was conducted at an Australian hospital where 

Enhanced Recovery After Surgery (ERAS) guidelines had not been formally implemented. 

One-on-one, semi-structured interviews were conducted with hospital staff who provided care 

to patients undergoing colorectal surgery. Interviews lasted from 21 to 47 minutes and were 

audio recorded and transcribed verbatim. Data were analysed using inductive thematic analysis. 

Emergent themes and sub-themes were discussed by all investigators to ensure consensus of 

interpretation. 

Results: Eighteen staff participated in interviews, including nine doctors, five nurses, two 

dietitians and two foodservice staff. Staffs’ responses formed three themes: (i) variability in 

perceived acceptability of postoperative feeding; (ii) improving dynamics and communication 

within the treating team; and (iii) optimising dietary intakes with available resources.  

Conclusion: Staff and organizational factors need to be considered when attempting to 

improve postoperative nutritional among patients who undergo colorectal surgery. Introducing 

a feeding protocol, enhancing intraprofessional and interdisciplinary communication and 



ensuring the availability of appropriate, nutrient-dense foods are pivotal to improving 

nutritional practices and intakes.  

Key words: Early oral feeding; perioperative care; postoperative care; enhanced recovery after 

surgery; evidence-based practice; nutrition care   

Introduction  

Evidence-based perioperative guidelines recommend that liquid and solid feeding should re-

commence within 24 hours after colorectal surgery.(1-4) This practice, defined as early oral feeding 

(EOF), is a safe and beneficial component of the Enhanced Recovery After Surgery (ERAS) 

program.(5-7) Yet, recent evidence indicates that many patients undergoing postoperative lower 

gastrointestinal surgery do not recommence nutritionally adequate diets within timeframes 

outlined by guidelines, nor meet their nutritional requirements while in hospital.(8-12) As such, 

patients are not exposed to the potential benefits associated with EOF and may incur longer 

lengths of stay and increased incidence of complications if poor oral intakes persist.(13) Clearly, 

strategies are required to translate evidence-based nutrition recommendations into habitual 

practice to improve patient and health care outcomes.   

Historically, attempts to implement nutrition guidelines into practice have adopted “one-size-

fits-all” approaches, resulting only in small improvements in outcomes.(14-16) The importance of 

understanding the local context and identifying barriers and enablers to new practice has been 

recognized as imperative to enacting successful and sustainable change.(17) While previous 

work has demonstrated that a combination of professional, organizational and patient-related 

factors influence whether nutrition care practices align with postoperative guidelines,(9, 11, 13) 

these findings have come from observational work, limiting our ability to understand these 

enablers and facilitators at a deeper level. Qualitative methods, including key informant 

interviews, allow for this in-depth understanding.(18) Few studies have reported staff 



perceptions of barriers and enablers to optimal nutritional care (19) and no studies have 

exclusively explored this in the context of postoperative colorectal surgery. Understanding the 

perceptions of those involved in prescribing and delivering postoperative nutrition to patients 

following colorectal surgery is warranted to understand the barriers and enablers to evidence-

based practice.  

Provision of nutrition to postoperative colorectal patients involves an interdisciplinary 

approach. Therefore, having the perspectives of all staff involved in dietary prescription and 

delivery is important to comprehensively understand factors influencing postoperative nutrition 

practices. The aim of the present study was to explore dietitians’, doctors’, nurses’ and 

foodservice staffs’ perceptions of providing postoperative nutrition care among colorectal 

patients. This information will help identify factors that influence timely and adequate feeding 

after colorectal surgery, and thus inform tailored intervention strategies to improve 

postoperative nutritional practices and intakes.  

Methods 

Study design and setting 

This qualitative study, involving semi-structured interviews, was conducted across a single 

gastrointestinal surgical ward (~28 beds) in an Australian tertiary teaching hospital. Early 

Recovery After Surgery (ERAS) guidelines were not formally in use; rather surgeons 

prescribed feeding in consultation with their team. An electronic foodservice system (EFS) was 

in operation at the hospital where nursing staff entered patients’ dietary prescriptions. This 

system ensured patients could only order foods appropriate to their prescribed diet. Foodservice 

staff were responsible for assembling and delivering foods ordered through this system to 

patients on the ward. Ethical approval was gained by the relevant hospital and university 



Human Research Ethics Committees (reference numbers: HREC/17/QGC/101 and 

GUREF/2017/389).  

Participants and recruitment  

Any full- or part-time dietitian, nurse, doctor or foodservice staff member who provided 

nutrition care to colorectal patients at the study site was eligible to participate. With assistance 

from the nurse unit manager and clinical nurse educator, potential participants meeting the 

inclusion criteria were identified. Maximum variation purposive sampling was used to recruit a 

mixture of participants in terms of professional role and years’ of clinical experience. At least 

15 staff members were anticipated to be interviewed based on previous studies of similar 

design,(20, 21) however, recruitment ceased when data saturation was reached (i.e. we conducted 

interviews until no new information was being offered). This occurred after 16 interviews; 

however, an additional two staff were subsequently interviewed to confirm that data saturation 

had, indeed, occurred. Informed consent was obtained from all participants prior to initiating 

interviews. 

Data Collection  

Individual, semi-structured interviews were conducted with all participants. Development of 

the semi-structured interview guide was an iterative process, informed by theory and data (see 

supplementary materials). The Theoretical Domains Framework (TDF), a validated framework 

consisting of 14 domains that has been widely used to help understand human behaviour in 

complex clinical environments,(22) underpinned the development of the semi-structured 

interview guide, with two to five questions constructed within each domain. Prior to interviews, 

questions were further refined based on findings generated from an audit conducted at the site 

and input from an expert group of clinicians. 



A conversational style of interviewing was adopted with the semi-structured interview guide 

and staff responses providing direction for the interviewer. All staff were interviewed on-site or 

over the phone (n=1) at a time and place convenient to them. Interviews lasted between 21 and 

47 minutes (average: 32 minutes), were audio recorded and later transcribed verbatim. The lead 

researcher (MR), who is trained in interviewing and has a background in dietetics, interviewed 

all participants between November 2017 and January 2018. Staff demographics such as their 

gender, years’ of clinical experience and position, were recorded on a standardised data 

collection form.  

Data analysis and rigour   

Interview data were thematically analysed using Braun and Clarke’s six-step guide to identify 

emerging themes.(23) Specifically, the lead author (MR) read and reread transcripts for 

immersion in the data, highlighting key quotes and then developed codes based on participants’ 

verbatim statements. Data from each health profession were analysed separately prior to being 

combined. Codes were grouped according to similarity into sub-themes, and then themes based 

on common threads throughout the data. An electronic audit trail was reviewed by a second 

researcher (SR). Themes and subthemes were interpreted and discussed among all investigators 

until consensus was reached.  

Rigour was upheld using qualitative strategies.(24) The interview guide was pilot tested with two 

nurses, four dietitians and one surgeon, who provided feedback on the questions and initial 

insights into the topic. Further, member checking occurred, where the lead author discussed our 

interpretation of the data with participants who confirmed findings. Reflexivity occurred 

through the interviewer: i) completing contact summary forms after each interview to enhance 

future interviews; and ii) documenting their preconceptions and ideas throughout the analysis 

process to consider how this influenced their approach to interviews and subsequent analysis. 



Frequent discussions among the research team regarding codes, quotes and sub-themes and 

themes enhanced the credibility and dependability of analysis and findings. Lastly, an audit trail 

of the analysis process was maintained.   

Results 

A total of 18 staff were interviewed, including nine doctors, five nurses, two dietitians and two 

foodservice staff. Participant demographics are displayed in Table 1 and the medical career 

structure outlining the description of each medical position is depicted in supplementary file 2. 

The majority of participants were female (72%) and their clinical experience varied from 11 

months to 33 years. No staff member that was approached declined to participate. Participant 

responses formed three themes and various subthemes. These themes, depicted in Table 2 and 

described below, were identified as the key factors that influenced postoperative nutrition 

provision following colorectal surgery. (NB: The use of “many” or “most” throughout this 

section is equivalent to ~75% or more of the sample mentioned). 

(1) Variability in perceived acceptability of postoperative feeding 

All staff spoke about their perceptions regarding the acceptability of early oral feeding and 

current practice among patients who undergo postoperative colorectal.  

Divergent opinions on early solids after surgery 

Overall, many participants expressed positive attitudes towards recommencing feeding after 

surgery with most recognising the role of nutrition in healing and recovery:  

“Nutrition is important. It is like running a marathon and having no nutrition after. 

Some of our operations take 4 to 6 to 8 hours and we need to provide that nutrition after 

for their recovery” [P15, Consultant].  

 



The majority of participants also recognised that their peers generally held positive views 

towards recommencing feeding early after surgery. These responses, however, were broadly 

spoken about in the context of re-commencing fluids (clear or free fluids) in the postoperative 

period. (NB: The free fluid diet is equivalent to a full liquid diet i.e. includes all foods that are 

liquid at room temperature such as milk, juice, broth, custard and yoghurt).  Staffs’ attitudes 

and beliefs regarding recommencing solids early after surgery varied considerably. Roughly 

two thirds of the participants expressed concerns about patients re-commencing solids within 

24 hours after surgery insisting that there needs to be a balance between safety (i.e. “ensuring 

everything is ok”) and the provision of adequate nutrition. Alternatively, participants who 

continuously reiterated the concept and importance of ERAS (~33%), were ‘advocates’ for re-

commencing solids within 24 hours of surgery (NB: these participants had experienced ERAS 

implementation in other hospitals or were familiar with ERAS literature).  

Practice has improved but remains inconsistent 

All staff discussed how the prescription of fluids in the immediate postoperative period was 

common practice and it would be unusual to see a patient placed nil-by-mouth, unless there was 

a specific reason why fluids could not be recommenced. Nurses and doctors who had been 

practicing for more than a decade positively spoke of how this practice had improved from the 

historic custom of fasting patients until there have been signs of bowel activity. However, most 

staff described the practice of progressing patients onto solids as highly variable:  

“I feel like there is not one set rule. I feel like it is very vast. So some patients will come 

back and they will be on a clear fluid diet and then they will go to a fluid diet and then 

they will go to a full diet, once their bowels are opening and with other patients they are 

… happy to give, you know, a full diet when they haven’t had their bowels open ...” 

[P10, Enrolled Nurse].  



Many participants attributed this to variability in surgeon preferences and/or patient-related 

factors such as age, type of surgery, or incidence/risk of an ileus.  

A flexible protocol could help guide practice   

The majority of participants who were ‘EOF advocates’ thought a protocol would help raise 

awareness of the “need to provide good nutrition to patients that are recovering”. Further, 

surgeons who were ‘EOF advocates’ attributed variation and ambiguity in postoperative 

nutrition care decisions within their unit to a lack of group consensus, and most suggested a 

protocol could improve practice:   

“I think we should have a team approach [to postoperative feeding] rather than an 

individualised approach to something that is very well described in lots of recent 

evidence…It should be instituted and it should be instated across the board so that there 

is consistency and clarity with what postoperative early recovery programs mean” 

[P16: Fellow].  

However, these participants also spoke of the importance of ensuring flexibility, expressing that 

when protocols are introduced often clinical decision-making is reduced which may lead to 

comprised patient safety and care:  

“The only downside is if we set it as a protocol ... is if you have a patient that has an 

obvious ileus that is not going to tolerate their oral intake, they may even need a NGT, 

so if you have someone that is inexperienced and then gives them a meal, they vomit and 

they aspirate or causes a lot of distress and they do not eat it anyway, so they have no 

intake at all. That is the only downside I see with it and that is why we like that 

oversight” [P15: Consultant].  

 (2) Improving dynamics and communication within the treating team 



All staff spoke about team dynamics and communication and how this can help or hinder 

timely and adequate nutrition provision.  

Recognising roles and responsibilities within the team  

Staff described how they and others contributed to postoperative nutrition care within the 

interdisciplinary team. Surgeons were labelled as the ultimate decision makers in relation to 

when and what patients ate after surgery. While many doctors acknowledged the role of 

dietitians in the team, stating that they would seek advice from one if they were concerned 

about a patient’s nutrition, dietitians viewed this dynamic somewhat differently, feeling their 

recommendations were not necessarily actioned:  

“I think that there are certainly surgeons…who really like to take that lead over what 

the patient is going to have and prefer not to have other people making 

recommendations…or will accept it but not make any changes” [P04, Dietitian].   

Nurses seemed central to many nutrition care processes including screening, assessment and 

monitoring. In fact, nurses expressed ownership in providing postoperative nutritional care, 

articulating high intrinsic motivation to “flag”, “advocate” and “encourage” oral intakes among 

“at risk” patients:  

“As nurses we need to always be on the ball and make sure our patients are getting the 

nutrition they need post-op so they don't have long hospital stays and so they can 

recover well. So we have a duty of care to discuss with the dietitian if we’re worried or 

bring it up with the doctors, you know, be an advocate for the patient”  [P05, Registered 

nurse].  

Nurses also conveyed positive attitudes towards the ward dietitians, stating that they were 

“good at advocating for their patients”. Foodservice staff demonstrated high intrinsic 



motivation in delivering nutrition to postoperative patients, stating that they do “everything in 

our power for that person to get fed”.  

Overcoming intraprofessional and interdisciplinary hierarchies 

Several staff members, including doctors, nurses and dietitians, spoke about hospital 

hierarchies and how these could affect postoperative nutritional care. One dietitian stated that 

protocols to improve perioperative feeding practices had been abandoned in the past as they 

had been “poo-pooed pretty much by surgeons and anaesthetists”. A fellow acknowledged this 

point by discussing the importance of having surgeons “on-board” when attempting to change 

practice as they are the “ultimate decision makers” and “can undo the good work of others”. In 

fact, a participant recalled an incident that resulted in a surgeon “swearing and yelling” when 

asked to comply with a new feeding protocol that the surgeon did not enact. The ways by which 

intimidation influenced day-to-day nutrition care were also discussed. One nurse stated they 

“get told what to do” by doctors and that nursing staff may be “scared to take initiative”, 

linking this to disadvantageous outcomes such as “patients getting missed” and thus waiting 

considerable lengths of time to receive adequate nutrition. Intimidation within the medical team 

was also identified. A dietitian expressed concerns that surgeons may “intimidate some of the 

juniors” and as a result, junior staff (i.e. interns and residents) may be “a little afraid to push” 

the subject with their seniors (i.e. registrar and consultant) regarding upgrading a patient’s diet. 

This was confirmed by an intern who explicitly stated:  

“I would hate contacting the registrar…I mean sometimes they would be in theatre (i.e. 

the operating theatre) so that would mean going down and saying ‘can John eat?’, 

which they would be like, ‘you know this, we talked about it on ward rounds. I can’t 

believe you interrupted me in theatre. You are expected to know this. My other interns 

knew this’. Typically what I would do is,  if I knew my reg [registrar] was in theatre I 



would be like, I don’t know the answer, I will do it safe, so I will keep them on clear 

fluids until I can ask them in the afternoon” [P13, Intern].   

Proficiently communicating nutrition-related information 

The importance of written and verbal communication of dietary orders was raised frequently, 

particularly among staff whose primary role was to document diet orders (interns and nurses) or 

staff reliant on accurate and timely diet documentation (dietitians and foodservice staff). Most 

nurses and both dietitians spoke about issues with vague or incorrect dietary documentation. 

Staff often attributed this to interns being unfamiliar with the hospital’s diet code terminology 

and with nutrition in general (NB: intern’s role within the team was to document the medical 

team’s plans). This was acknowledged by an intern who admitted to being unaware of the 

hospital’s diet code terminologies and to “parroting diet orders” during the early weeks of their 

rotation. Dietitians discussed the impact of this on patient care, being that written 

communication was their primary link with senior doctors who were often “torn between 

wards, clinics, surgeries”. If the rationale for continuing patients on certain diets was unclear, it 

was difficult for dietitians to advocate for the patient. Issues with relaying and updating dietary 

orders were also discussed. Nursing staff spoke of how other tasks (e.g. bed changes, 

hematology) could cause delays in updating dietary orders, or if doctors delayed writing their 

notes and didn’t verbally relay diet changes, as it was nurses’ responsibility to update dietary 

orders in electronic foodservice system and on patients’ whiteboards. Foodservice staff 

expressed frustration with delayed dietary documentation (e.g. on patient whiteboards), as it 

affected their ability to deliver adequate and accurate meals to patients, which they perceived as 

important: 

 “Sometimes they [nursing staff] forget to put things on the board and that takes a bit of time 

[for us to clarify]…we've got to get permission from a nurse, we've got to check with a nurse 



first to see what they are on…we've got to go by what the board says…we don't want to have 

ask [a nurse] but it's that important to us. We can't give the wrong meal out...I don't mind 

going and annoying a nurse but sometimes they say they're too busy” [P01: Foodservice staff]. 

Further, it appeared foodservice largely worked in isolation and that there were 

“communication issues between us and the nurses”.  

Despite many staff highlighting problems with communicating dietary changes, most 

articulated that it was an effective system when each person carried out their task correctly and 

without considerable delay.   

 (3) Optimising dietary intakes with available resources  

Staff discussed perceived barriers and enablers to optimising dietary intakes among 

postoperative patients in the context of their ward environment and resources.  

Providing appropriate dietary options  

Many staff discussed the “appropriateness” of meals provided to postoperative patients, often 

highlighting this as a barrier to optimal nutrition care. However, the definition of ‘appropriate’ 

varied across disciplines. Dietitians, nurses and foodservice staff, whose roles were to deliver 

or oversee nutritional care, raised concerns about the repetitive nature and limited number of 

dietary choices available on fluid diets. This was thought to contribute to poor oral intakes as 

patients could get “bored” and may “stop eating” if prescribed these diets for extended periods 

of time. Some nurses emphasised this as particularly problematic among lactose intolerant 

patients as there were few lactose-free options on fluid diets. The ‘appropriateness’ of foods in 

terms of a patient’s chronic condition or clinical status was also raised. Many nurses and a 

fellow expressed concern with giving diabetic patients clear fluids, recognising the majority of 

items offered on this diet were carbohydrate rich and thus inappropriate for such patients.  



“The thing is that if they are on a clear fluid diet for too long… the patient basically 

stops eating because it's a very boring diet. It is basically just jelly and apple juice and 

black tea or black coffee. Also, there is the issue if somebody is a diabetic; all these jelly 

and juices are full of sugar. So that really doesn't agree with the diabetics and then the 

free fluid diet that is another issue when patients are lactose intolerant. Basically there 

is nothing we can offer. So that's a bit hard” [P08, Clinical nurse]. 

Alternatively, doctors who spoke about the ‘appropriateness’ of dietary options did so in the 

context of foods available on the full diet, suggesting the size and options (e.g. curries and 

stews) were inappropriate for patients recovering from an ileus, and that lighter, smaller, more 

frequent meals would be better “tolerated” by patients.  

Despite these differences, most staff recognised challenges associated with fluid diets, 

suggesting they should only be used temporarily (<3 days) given the nutritional needs of 

surgical patients.  

Using oral nutrition supplements 

All disciplines were generally accepting of oral nutrition supplements (ONS), with many 

participants stating they were a useful means of increasing patients’ nutritional intakes:  

“I get a lot of them [patients] say, I’m really sick of hospital food. I really don’t want 

this and I really don’t want that or they are still not feeling up to it. What we can do is 

use supplementation to help boost their nutritional intake immediately when food may 

not be giving them enough” [P11, Principal house officer].  

However, one nurse and one intern held some reservations, expressing concern that some 

patients refused ONS simply because of taste (too sweet) or flavour fatigue. Despite 

participants’ overall positive attitudes towards ONS, many nurses stated that short turnaround 



patients (e.g. <1 week) often “get missed” and an intern described patients being prescribed 

ONS as an “afterthought”. There was a stark contrast in the way doctors described using ONS 

(proactive vs. reactive in treatment for malnutrition). Doctors who were ‘ERAS advocates’ 

generally spoke about using ONS proactively, stating it would be beneficial for every patient to 

receive ONS after bowel surgery. One consultant explicitly stated he was concerned with the 

costs incurred to the hospital if every patient was prescribed an ONS.  

Storing and sourcing foods on the ward  

The need to improve sourcing and storing foods on the ward was a concern raised among 

nursing and foodservice staff. This was particularly problematic when patients returned to the 

ward after surgery or had their diet upgraded late in the afternoon, as there were limited 

resources stored on the ward. Nurses often spoke about actively sourcing foods for patients in 

these instances, as they recognised the importance of nutrition after surgery; but expressed 

frustration over the limited storage of foods in close proximity:  

“So that's probably…another barrier, like, if a doctor comes round…if they do a late 

round and say ‘they can move from a clear fluid diet to a free fluid diet’, if the kitchen is 

closed we can't give them any food …..[but] we do try and get something if we can and, 

you know, even if it is jelly or yogurt or whatever from the fridge…I mean if someone is 

starving we will try and find them something” [P06, Team leader nurse].  

While nursing staff articulated high intrinsic motivation for sourcing foods, two discussed how 

they may delay delivering foods to patients (despite having a diet prescribed) upon returning to 

the ward after surgery in fear of adverse outcomes (e.g. vomiting or aspiration).    

Discussion 



This study aimed to explore hospital staffs’ perceptions of nutrition care among patients who 

have undergone colorectal surgery. Team dynamics/communication, staff attitudes towards 

postoperative nutrition, and dietary resources available at the hospital were identified as key 

factors influencing timely and adequate postoperative feeding. This information will help 

inform tailored intervention strategies to improve postoperative nutrition care.  

Overall, the majority of staff expressed positive attitudes towards the role of nutrition in healing 

and recovery after surgery. Yet, staff recognized that patients were often commenced on solid 

diets several days after surgery and ate poorly whilst in hospital; findings consistent with 

observational studies of feeding practices among postoperative gastrointestinal patients.(9, 11, 13, 

25) Many staff attributed variability in the prescription of solids to differences in surgeons’ 

preferences and patient-related factors, such as the incidence or risk of postoperative ileus. Staff 

who were ‘advocates’ for EOF discussed the idea of introducing a protocol to facilitate an 

evidence-based team approach towards postoperative feeding, given the variability in surgeons’ 

practices. An environment which includes policies and encourages a social or cultural approach 

to behavior change has the potential to facilitate desired change.(26) As identified in the current 

study, consultation with all key stakeholders, especially surgeons who were seen as the ultimate 

decision makers in determining diet upgrades, would be required to successfully develop and 

embed a feeding protocol within habitual practice; which is consistent with implementation 

literature.(27) An important idea that emerged during interviews was the need for flexibility 

within a postoperative feeding protocol to facilitate the use of clinical judgment and ensure 

safe and patient-centred care. This aligns with previous work on the introduction of evidence-

based treatments where clinicians were concerned with reduced opportunities to exercise 

clinical judgment and protocols not being flexible enough for complex cases (rather than 

having negative attitudes toward the innovation itself).(28-30) Further, patients’ perceive ERAS 

protocols as being inflexible and would prefer less rigid guidelines.(31, 32) Therefore, introducing 



a feeding protocol that allows flexibility for clinicians to exercise their clinical judgement, and 

factor in patients’ preferences and needs, may facilitate a consistent and positive culture 

towards postoperative nutrition practices.  

Breakdowns and delays in verbal and written communication of nutrition decisions within the 

interdisciplinary team were common areas of improvement raised by staff; a finding congruent 

with work exploring barriers and facilitators to ERAS compliance.(12, 28) Delays were 

recognised to occur throughout the nutrition care system, from the medical team upgrading 

patients’ diets at the bedside to foodservice staff delivering meals. Communication breakdowns 

in nutrition care have previously been attributed to disciplines working in individual silos,(19) 

which to an extent, were demonstrated within our findings, particularly in regards to food 

delivery. Further, the accuracy and comprehensive of dietary documentation were raised as 

concerns by nurses and dietitians, who were heavily reliant on this information to undertake 

their roles and responsibilities in nutrition delivery. These issues were attributed to 

unfamiliarity with general nutrition among junior doctors, whose role was to document the 

treating team’s plans. Indeed, this was confirmed by interns in the current study and is 

consistent with previous work describing the need to advance nutrition education among 

doctors.(33, 34) Yet, the importance of including nutrition in the training of medical students, as 

well as in the continuing education of practicing clinicians, remains a low priority.(35) These 

findings support the need for further integration of nutrition into education and training 

programs for doctors to improve knowledge.  Given the highly co-ordinated nature of 

postoperative care, clear channels of communication need to be embedded into routine clinical 

practice to improve the delivery of timely and adequate nutritional care.  

The overall social climate and team dynamics were discussed by staff and appeared to directly 

influence nutrition care. Hospital systems consist of hierarchical structures, whereby senior 

doctors are the ultimate decision-makers within the treating team.(36) While hierarchical 



systems facilitate order and help organise patient goals, when intimidation and humiliation exist 

within a team, it can create stressful environments for staff where they may feel undervalued 

and patient care can be comprised.(36, 37) In the current study, one intern recalled a specific 

experience whereby the fear of clarifying a diet order with her senior led to prolonged 

inadequate nutrition for a patient. Further, several staff spoke of how they thought junior 

doctors and non-medical staff may be intimated to raise nutritional concerns with more senior 

doctors, resulting in patients receiving inadequate nutrition for excessive periods of time. These 

findings emphasise the need to look beyond raising awareness and increasing knowledge 

among staff when attempting to improve postoperative nutrition care. Clinical environments 

where good internal and external dialogue takes place and individuals feel supported have 

fewer stressed team members and provide better health care.(38, 39) Developing interpersonal 

relationships have been identified as a key characteristic for overcoming intimidation and rigid 

hierarchical structures in the clinical setting.(36, 40) As such, efforts should be directed towards 

building strong intraprofessional and interdisciplinary relationships to facilitate optimal 

postoperative nutrition care.  

Dietary resources were identified as another key factor influencing adequate and timely 

postoperative nutrition. Nursing staff raised concerns about limited access to readily available 

foods, which was a problem if patients were admitted to the ward in the evening when the 

kitchen was closed. This finding is congruent with an observational study undertaken at the 

study site , reporting highly variable median time differences (1-9 hours) in the delivery of 

patients’ first meal after surgery.(9) Further, while several staff described using ONS to support 

patient intake, which has been shown to improve nutrition intakes (41-43) and reduce length of 

stay(43), nurses and interns disclosed that ONS were not routinely prescribed to patients who 

underwent uncomplicated bowel surgery; a finding likely attributed to differences in staffs’ 

perceptions of using ONS (reactive vs proactive treatment). Lastly, the palatability, meal 



size/options, nutritional content, and/or repetitive nature of dietary items offered on the liquid 

and solid diets were raised as factors contributing to poor oral intakes among patients. Indeed, 

this is consistent with previous studies investigating nutritional provision and intakes among 

patients prescribed liquid diets (11, 25) and previous work undertaken at the study site exploring 

postsurgical patients’ food preferences and perceptions.(44) Collectively, these results indicate 

that hospitals need to ensure postsurgical patients have access to a variety of appropriate, 

adequate and timely foods and that patients and staff are aware of the dietary options available 

to them.   

A clear limitation of the current study is that the generalisability of the findings may be limited 

to the participants and setting studied. Despite using maximum variation purposive sampling 

and continuing interviews until data saturation was reached, it is possible that some views are 

not represented in our sample. A strength of the present study is we have addressed a number of 

practical recommendations identified by clinicians, which if addressed, could enhance 

postoperative feeding practices and intakes among colorectal patients (Box 1). 

Conclusion  

Staff and organisational factors need to be considered when attempting to improve 

postoperative nutrition. Introducing a feeding protocol, enhancing intraprofessional and 

interdisciplinary communication and ensuring appropriate nutrient-dense foods are readily 

available are pivotal to improving nutrition care practices and dietary intakes among patients 

who undergo colorectal surgery. Future work should consider assessing the efficacy of and 

processes underpinning a multifaceted intervention incorporating strategies to address these 

factors.    
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