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Abstract
This study aims to describe how nurses perceive their professional roles in providing meal support for adult inpatients with ano-

rexia nervosa. A qualitative design and reflexive thematic analysis were used, as well as the SRQR (i.e. Standards for Reporting

Qualitative Research) reporting guidelines for accuracy and completeness. Personal interviews were conducted with 11 nursing

staff in a general psychiatric inpatient ward. The results revealed an overarching theme: performing meal support – fluent shifting
between roles, with two themes: acting as a supervisor, monitoring food intake, and getting into the supportive and helping role. Both
themes further consisted of three subthemes each. The results show nurses’ ability to shift between roles and adapt to patients’
needs at the same time as maintaining treatment structure during meal support. Moving between differences in approach is

important in fostering a therapeutic relationship and facilitating patient recovery. Balancing this is especially vital in nursing

and involves meeting challenging responsibilities at the same time as addressing individual patient requirements.

Keywords
anorexia nervosa, meal support, nursing, nurse–patient relationship, psychiatric inpatient care, reflexive thematic analysis

Accepted: 22 October 2024

Introduction
Nursing staff play a key role in normalising eating and provid-
ing structured support1 for people with anorexia nervosa (AN).
The nursing staff ensure that patients eat and help prevent com-
pensatory behaviours such as vomiting or excessive exercise.2

Nursing care involves addressing patients’ physical and
psychosocial needs.3 Peplau4 states that nursing is a relation-
ship between a person who is ill, or in need of care, and a
nurse specially educated to recognise and respond to their
needs.4 The nurse–patient relationship mediates these dimen-
sions, requiring nurses to demonstrate empathy, respect, com-
passion, consistency, continuity and safety.3 Human
relationships are the foundation of good quality nursing and
can be described as a mutual interaction between patients and
nursing staff. The interaction leads to learning and increased
competence, enabling the development of both parties.4 By
understanding ourselves as humans, we become capable of
recognising and being present for others. When nurses know
themselves as human beings, they can acknowledge the
patient.5 Trust is regarded as the foundation of any therapeutic
relationship. The connection between patients and nurses is
perceived to be dependent on the nurse’s ability to be
‘present’ in the relationship, bringing aspects of themselves
to the relationship, rather than adopting a work persona.6

Nurses must have a caring attitude, that is, they need to be
there for patients. Being able to shift modes of being with the

patient as the situation or patient demands, between an instru-
mental and an attentive mode.7 The nurse–patient relationship
involves different roles, with the nurse in a position of power
and the patient in a vulnerable state. Acknowledging and
acting responsibly within this power dynamic is essential for
effective care.3 Nurses actively define the many roles they
can help fulfil and collaborate with other workers as needed.4

When adults with severe AN require care due to critical low
weight and risk to the person’s life, being admitted to an
inpatient ward setting is necessary.8,9 One of the main goals
of treatment is to normalise eating patterns, achieve normal per-
ceptions of hunger and satiety, and restore weight.8,10 Despite
the lack of standardised approaches and guidelines, studies
show a positive impact of meal support on rehabilitating
eating disorders (ED) such as AN.11,12 In hospital care,
people with AN experience the environment as framed and pre-
determined due to the six meals provided each day. Inpatients
have expressed that all they do is sit and eat, and meals are like
a battleground or like routines from which the individual is
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disconnected.13 There is an association between pre-meal
anxiety and lower intake of food among people with AN.
Anxiety results in maintaining restrictive eating behaviour,
which means that it is vital to use treatment that encourages
patients to overcome anxiety before meals.14 For people with
AN, it can be challenging and complex to navigate a variety
of issues on their path to recovery.9 Patients often feel ambiva-
lent because they desire improvement, but are at the same time
anxious about what recovery might entail. It is also contradic-
tory because eating serves as both the problem and the solution.
AN is harmful, yet it provides a sense of control, safety and
reliability in patients’ lives.9

In a previous study15 focusing on the meaning of nurses’
lived experiences of encountering adult patients with AN, the
results highlight the ‘emotional rollercoaster’ that nursing
staff find themselves in their daily work.15 Nurses are trying
to understand the complexity of the illness, accepting the
patient as a whole person, and creating a caring relationship
in the encounter.15 These encounters often occur during
meals, when nursing staff eat pedagogic meals with the
patient and interact undisturbed several times a day. We lack
knowledge of how nursing staff perceive these specific, yet
central meal support situations. Because normalising eating
and meal support is such an important part of the treatment
process in the patients’ path to recovery, highlighting this is
important to better understand and increase knowledge of
this intervention. In general psychiatric inpatient care in
Sweden, the nursing staff are responsible for meal support,
and so highlighting this matter from the perspective of the
nursing staff is of great importance. Therefore, the present
study aims to describe how nurses perceive their professional
roles in providing meal support for adult inpatients with anor-
exia nervosa.

Methods
A descriptive qualitative design16 and a reflexive thematic ana-
lysis method (RTA), as described by Braun and Clarke,17,18,19

were used. In-depth analysis was possible by employing RTA,
which combines the author’s experience and knowledge with
the data, elucidating the method’s inherent reflexivity. The
Standards for Reporting Qualitative Research (SRQR) guide-
lines (see table 1 in ÓBrien et al.20) were used to ensure accur-
acy and completeness of reporting.

Setting and participants
We conducted the study at a hospital in northern Sweden that
serves one entire county. The hospital provides psychiatric
inpatient care where adult people with AN are cared for in a
general unit, non-specialised for ED. The ward has an annual
capacity of around 10 patients with AN (where some patients
are treated several times during the period), but admits one
patient at a time due to long periods of treatment lasting
weeks to months. Some patients with AN are treated under
the Compulsory Psychiatric Care Act ‘LPT’.21 In the context
of this study, meal support occurred separately in a small
room in the ward, with one nursing staff member and the
patient eating together. The meals, including three main

courses and three snacks, were scheduled, and planned with
a dietitian and a physician. The ‘meal support group’ (consist-
ing of a few nursing staff within the whole group of staff in the
ward) was primarily responsible for the patients with AN, but
all nursing staff in the ward participated in their care.

Participants were recruited using purposive sampling,16

with the inclusion criterion of having worked at the general
psychiatric inpatient ward for a minimum of two years, and
having experience caring for adult patients with AN. We con-
tacted the head of the psychiatric clinic and the unit manager to
obtain permission to recruit participants. After permission was
received, the unit manager forwarded information about the
study to the entire nursing staff via a recorded video about
the research project and an information sheet on paper to be
handed out. Interested participants contacted the first author
by telephone and email and again received oral and written
information about the study and signed consent to participate.
Participants included eight women and three men (median age
= 42 years, age range= 20–67 years) who had worked in psy-
chiatric care between 4 and 36 years (median= 12.5 years).
There were five registered nurses (RNs), four of whom were
specialist nurses in psychiatric care. There were also three
assistant nurses and three mental health assistants, all with
special training in psychiatric care. In Sweden, RNs hold a
bachelor’s degree, whereas assistant nurses study nursing
care at the high school level without obtaining a university
degree but hold a protected professional title. Despite educa-
tional and professional differences, RNs, assistant nurses and
mental health assistants work closely as a team to provide
and participate in the nursing care for the patient. In the presen-
tation of the results, all participants are referred to as ‘nurses’ to
protect their identities.

Data collection
This study was based on data collected in a previous study,
published elsewhere,15 and conducted through recorded, indi-
vidual and narrative interviews with open-ended questions.22,23

We based the sample size on sampling and information power
model reported in Malterud et al.24. Due to the pandemic, inter-
views were conducted by telephone between May to October
2020 by the first author. Interviews began with an opening
question, where participants were asked to speak freely about
their work and experiences of patients with AN. Main ques-
tions included, ‘Tell me about your experience with patients
with AN?’, ‘Tell me about your daily work on the ward with
patients with AN?’. Follow-up questions, such as ‘Can you
give an example?’ were asked when clarification was needed.
Interviews lasted from 36–80 min (median= 53 min). The
first author transcribed the interviews verbatim and compared
them with the audio recordings to ensure their validity. To
guarantee confidentiality, each participant was assigned a
code number (e.g., P1, P2).

Analysis
Due to rich existing interview data and since we were exploring
another issue, a secondary supplementary analysis25 was per-
formed on the whole dataset. RTA was used to identify,
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analyse, and describe patterns and themes in the data.17,18,19

RTA is independent of theory and epistemology, suitable for
identifying, analysing and reporting patterns within data.17,18

An inductive data-driven approach was used, and the analysis
followed the six phases described by Braun and Clarke.17,18,19

For a description of the analysis process, see Figure 1.
Authors with experiences in mental health care (JD, OH and

LK) and intensive care (MH) contributed to reflexivity by con-
sidering their varied backgrounds. This aided in a nuanced ana-
lysis, ensuring attention to pre-understandings’ influences on
data interpretation and participant perceptions. In the presenta-
tion of the results, direct quotations from participants were used
to establish trustworthiness and credibility.

Ethical considerations
The Ethical Review Agency of Sweden approved the study
(Dnr:2020-01090), which was conducted in accordance with
the Declaration of Helsinki.26 Information about the study
was given orally and in writing, and participants were guaran-
teed confidentiality and an anonymous presentation of the find-
ings. Participation was voluntary, and participants could cease
participation in the study at any time. All participants signed a
consent form before the interviews began and were given
contact information for the first author and supervisors. The
head of the psychiatric department at the hospital gave permis-
sion to recruit participants.

Results
The results consisted of an overarching theme; performing
meal support – fluent shifting between roles, with two
themes; acting as a supervisor, monitoring food intake and
getting into the supportive and helping role; and six subthemes
(Table 1). The results represent the nurses’ perceptions of meal
support to the patients with AN not only as a group, but also as
individuals.

Performing meal support – fluent shifting between roles
Nurses described that performing meal support and coping with
the challenges it entails requires endurance and patience.
Amidst anxious moments, they guided patients by providing
diverse support and adapting to individual needs during the
meal. This meant nurses shifted between roles when caring
for patients during meal support (Figure 2). Nurses needed to
be observant and adjust to the patient, all the time managing
the anxiety evoked by the meals. Simultaneously, they assisted
the patient in maintaining a specific eating pace and adhering to
the mealtime schedule. This challenge demanded patience and
skills to provide support tailored to the individual’s needs.

Acting as a supervisor and monitoring food intake
Meal support was a task that required planning to maintain the
structure of daily meals. It was also a task where nurses closely
interacted with the patient and spent a lot of time together,
which was perceived as challenging. Sharing experiences and
knowledge with colleagues on how to conduct meal support

and what to observe during meals was seen as important.
Being well-prepared helped nurses remain attentive to the
food being consumed. Some very ill patients did not want to
eat. In those cases, the nursing staff’s primary responsibility
was to encourage and help the patient continue eating.
Talking to the patient and trying to help them shift their per-
spective was perceived as an important task to make the
patient feel differently about food and eating.

Maintaining structure: Overseeing all meals and eating
together with patients at specific times during a work shift
was described as necessitating constant adjustment to the
daily schedule. Nurses highlighted the meals as a challenge
because there was no room for improvisation due to the guide-
lines governing the structure of meals at the ward. It was essen-
tial to follow these guidelines to prevent misunderstandings
and confusion:

Structure is extremely important. The staff must be consistent
and aligned in their actions. For example, removing fruit
from the dinner tray. It must be explicitly stated whether the
patient should have fruit or not. Because if two staff members
do it differently on consecutive evenings, well, then it´s
chaos. So, structure and patience. (P11)

At times when patients did not want to eat, nurses could
think ‘but hey, eat!’ (P5). In those situations, the nurses
needed to remain patient and remember why patients were
struggling. Getting the patient to eat within a designated time
frame was also a challenge. If one meal took too long, due to
anxiety or other factors, it limited the time before the next
scheduled meal:

If the patient has 30 min to eat and is anxious for 20 min, every-
thing’s delayed. We cannot postpone it just because breakfast
took a long time. If a meal takes longer subsequent meals are
delayed, which makes it harder for the patient. They are still
full when it’s time for the next meal. It gets harder to motivate
them too, but they must eat because the body needs it, despite
not feeling hungry. It’s tricky. (P4)

The predetermined timeframes for the meals could create
stress for both nurses and patients, as the meals were scheduled
at certain times, and postponing a meal due to delays made it
harder for the patient. Despite not feeling hungry, eating was
essential for the patient’s well-being, which further compli-
cated the situation, as participants had to maintain the daily
structure.

Challenging interactions with patients: Performing meal
support meant being alone with the patient during the work
shift. Nurses expressed there was no time for other patients
or chores when they were responsible for patients with AN
during the day, they were fully occupied. Meal support
demanded substantial effort from them, which encompassed
overseeing meals, handling patients’ anxiety, attending to
various needs and fulfilling nursing responsibilities. Because
of that, nurses often experienced fatigue and exhaustion
afterward:

Davén et al. 3



… also, to sit uh, (clears throat) sit in that anxiety, all day,
which you must do when you have, when you have a day
shift. Because we are often one staff member who has it
during the day and one who has it in the evening. Meal
support, and then, then you must sit in that anxiety all day.
So, you get completely exhausted. (P10)

Sometimes it was challenging acting as a supervisor during
meals. Nurses were profoundly impacted by the patient’s suf-
fering and anxiety during mealtime, to the point where the
nurses themselves started to feel anxious about eating.

Experiencing this heightened nurses’ empathy and emotional
connection to patients:

When they are in an extremely bad condition, they are incred-
ibly anxious. So, sitting there in a small room, the anxiety is
almost palpable, you can almost smell it. It becomes like a
blanket over the whole room, and you are affected by
it … You empathise with the patient first and foremost, but
you also become mentally exhausted. So, after a whole day,
if you’ve been responsible for meal support maybe three days

Figure 1. Overview of the six phases in the reflexive thematic analysis method, and the analysis process.

Table 1. Overview of overarching theme, themes, and subthemes.

Overarching theme Themes Subthemes

Performing meal support – fluent

shifting between roles

Acting as a supervisor,

monitoring food intake

Maintaining structure Challenging interactions

with the patient

Remaining attentive

to the food

Getting into the

supportive and helping

role

Seeing the person and

not the diagnosis

Implementing anxiety

management strategies

Providing balanced,

careful assistance
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in a row with a patient treated under ‘LPT’ with a BMI of
around 15 and food phobia, you are quite tired after that. (P11)

Performing meal support two or three days in a row was
expressed as intense. This stemmed from spending signifi-
cantly more time with patients with AN throughout the day.
In contrast to interactions with other patients on the ward,
there were no opportunities to take breaks while other
nursing staff stepped in. Taking turns being responsible for
meal support was perceived as a positive and vital strategy,
enabling recovery and helping nurses endure and cope with
the work.

Remaining attentive to the food: Acting as a supervisor and
monitoring food intake was a priority in helping patients in
situations when they tried to avoid eating. Nurses perceived
it as hard to focus on everything going on while sitting at the
patient’s side during the meals. There were different ways
patients could avoid eating their entire meal:

There are those who try to smuggle food away. Try to push over
a little from the plate into the napkin and try to lump food or
tries to spread it over the plate so that it looks like there is
nothing left (…) spill unnecessarily and, it’s clearly thought
out. (P10)

A top priority during meals was vigilant supervision of
patients while they ate to ensure that food wasn’t being surrep-
titiously concealed, which was described as both stressful and
challenging. Nurses noted it was easy to be deceived during
meals, and there was an awareness among the nursing staff
of that possibly happening:

You had to be constantly attentive, as they often attempted to
conceal food within their clothing, particularly in long
sweaters… there were a lot of ways how they could
succeed… (P1)

When acting as a supervisor and monitoring food intake
during meal support, remaining attentive during meals was
expressed as difficult. One nurse shared an experience where
a patient, despite close supervision, managed to hide food in
their room. During a search, a significant amount of food
was discovered. Even though the staff were vigilant and tried
to minimise opportunities for the patient to hide anything, it
later became clear that hiding food was still very much
possible.

Getting into the supportive and helping role
Nurses emphasised the significance of seeing the person and
not the diagnosis. They stated that every patient is different,
and that was something nurses had to think about in their inter-
actions with the patient. Being supportive during specific meal
situations and throughout the entire recovery process was high-
lighted as important. Nurses stressed the value of showing
genuine interest, listening, and building trust with the patient.
Nevertheless, certain situations posed challenges, requiring
nurses to implement various management strategies to
address the anxiety that emerged during meals. One approach
involved experimenting with different methods to provide
optimal support, guiding and educating the patient. In these
instances, nurses drew upon their knowledge and skills to
shift into alternative roles to best provide balanced, careful
assistance. Motivating and encouraging the patient despite dif-
ficulties was a priority.

Seeing the person and not the diagnosis: Presence, attentive
listening, and genuine curiosity facilitated caring and meal
support. Nurses emphasised the significance of demonstrating
a personal interest in the patient and discussing hobbies or
life experiences – something other than AN:

You get them talking and maybe they can see that a lot of what
they’ve done is good and it’s important to build some self-
esteem. Because it is quite low when they end up here.
[Sighs] Even though it can be a bit difficult at the beginning
when they are at their worst, gradually you hope to see them
with a smile when they leave here … and hopeful as well. (P5)

The nurses highlighted the value of seeing the person
beyond their illness and showing genuine interest in them.
This helped build trust and made meals easier for both patients
and the nurses:

To see the patient and not the diagnosis. Somewhere in there,
they want to get well, and I will do what I can to make it
easier and be there. To listen … well, just be there.
Absolutely encourage and motivate … it’s a group I really
care about, so I try to do everything I can to make it as easy
as possible for the patient. (P4)

The nurses perceived discussing plans in the future as
motivating for the patients. The possibility of having children
was perceived as a strong motivator for some female patients
and helped them continue eating and wanting to be healthy
and free from AN. Nurses emphasised the need to adjust
their approach as a way of seeing the person and recognising

Figure 2. An illustration of the findings; shifting between roles in

performing meal support, and the two emerging themes.

Davén et al. 5



the patient’s individual needs. If a patient was timid and with-
drawn, the nurses responded accordingly. Similarly, if a patient
was more outgoing and liked to joke, the nursing staff adjusted
to that as well. There were also differences in how much
patients wanted to discuss AN, and the nurses were flexible,
adapting to each patient’s preferences.

Implementing anxiety management strategies: Because
meals triggered intense emotions and presented challenges
for the patients, nurses needed to employ various strategies to
cope with the anxiety meals evoked. Some patients were
offered medicine before the meal, whereas others found the
massage chair or doing puzzles for a while helpful:

Many people who may not be involved find it easy to say, that
it’s just ‘start eating’. But we who have worked with them know
that it is so much more. Anxiety is a big problem you must take
care of. Feelings of guilt too, you must teach them that it will
get better. There are lot of long conversations, and a lot of
time is spent on that sort of thing.

(P6)

The nurses highlighted using breathing exercises as a way of
reducing anxiety. Sometimes this was helpful, but the anxiety
also affected the nurses and was described as a difficult and
uncomfortable situation that made them suffer alongside
patients:

At that moment I am focused on reducing anxiety, if it is a panic
attack then you focus on helping with breathing and such, but
on the other hand, when you sat and ate, it feels quite uncom-
fortable, because you notice that it is incredibly difficult for
the patients, that it is very, very hard … it becomes an uncom-
fortable situation to sit and eat with someone who thinks it is
terribly difficult. (…) you usually feel tired afterward. I experi-
enced it, felt it more at the end of a working day than at that
moment. So, you suffer with the patient. (P11)

Pausing the meal when needed was a strategy when anxiety
was severe. Nurses discussed experiences where a patient had
to lie down on the floor for 40 min before the meal could con-
tinue because of a panic attack. Taking breaks was a way to
reduce and manage anxiety and adjust to situations during
meal. Nurses emphasised the importance of compassion for
the patient’s situation, recognising that AN is about much
more than just food and weight. For some patients AN
provide a sense of accomplishment, and the treatment in the
ward aims to prevent that behaviour. Nurses acknowledged
that it is often very difficult for patients to resist the disorder,
and that struggle is entirely understandable.

Providing balanced, careful assistance: As meals were
emotionally loaded and challenging for patients, nurses
adapted their assistance. Adaptation required a delicate
balance – sometimes being careful not to say or do things
that might upset patients. At other times nurses needed being
firm, ensuring that patients followed their treatment plan,
with specifics on how much they should eat and how long a
meal should take. It was easier to adapt and assist patients
returning to the ward, with whom nurses were acquainted

and had learned early signs in patients. Adapting one’s
approach to each patient’s individual preferences and needs
was perceived as important.

Nurses needed to be neutral in conversations during the
meals and show understanding. However, they stated that at
the same time they had to be clear and straightforward and
stick to the structure and the agreements they had with patients
regarding what to eat:

You need to be very neutral, avoid talking about weight, body,
and all that… neutral and humble, try to be understanding. But
also, you have to kind of insist, because it can often be that they
squirm a bit like, ‘Well I can eat half a potato’ and then I say,
‘No you should eat two potatoes’ … ‘but please’, so. Then you
must be very ‘No, this is what applies now’, our goal, they need
this strictness. (P7)

Some patients preferred comforting words, others wanted
physical contact like holding hands, and some simply desired
the nurse’s presence without much interaction. Nurses
expressed having to be compliant with patients based on their
condition and what kind of support they needed.

Nurses emphasised the importance of guiding patients and
demonstrating what normal eating looks like, highlighting the
disconnect between the patient’s perception of their eating
and reality. Sometimes, the nursing staff would write things
down with pen and paper to make it clear that the patient’s
view of their own eating was insufficient:

Some say, ‘I don’t have a problem, I just wanted to lose a little
weight’. But often, they don’t fully realise they have an eating
disorder. Then you start the conversation. ‘So, what do you eat
in a day?’ ‘I have an egg for breakfast and some yogurt in the
evening’. ‘Is that all?’ When you check it out and show on
paper and compare it to guidelines of what meals should look
like, it becomes clearer. You start to see, ‘Oh, it’s because
I’m eating too little. That’s why I’m exhausted, why I’m
feeling sad and can’t cope’. (P4)

Educating the patient was a way to support them in develop-
ing normal eating habits and breaking negative patterns. Nurses
found that the pedagogic meals were crucial in helping patients
understand and visualise a typical portion size and what it
should include.

It was beneficial for nurses when patients communicated
their specific support needs during meals. This allowed the
nurses to provide more balanced and tailored assistance by
adjusting their approach. Without this information, nurses
often felt uncertain about how best to support the patient.

Discussion
The results of the present study highlight the complexity of
meal support, showing that nurses adapt to different roles
based on the patient’s needs and circumstances. A fluent shift
between roles requires endurance and patience, as nurses
must remain attentive and flexible, to best support the
patient. This study shows that to perform meal support,
nurses must carefully balance between being strict, yet
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supportive. When nurses ‘act as supervisors and monitor food
intake’, they must be strict in the sense of following mealtime
structure and stopping starvation. The structure must be main-
tained according to daily schedules, and the nurses need to
adopt the same approach to create continuity (cf.1,27,28). This
can be linked to the study by Rørtveit et al.,29 meaning that,
although patients benefit from structure, flexibility is also
essential to meet their needs in varying situations.29 Meal
support was perceived as stressful and demanding for nurses
because they had to closely monitor patients’ actions during
meals. Nurses were also exposed to patients’ anxiety, which
had a negative impact on both patient and the nurses. Taking
turns being responsible for meal support was a way for the
nurses to share the workload. Through that mutual support,
nurses gained renewed energy. The nurses were affected by
the patient’s suffering, evoking an empathic role which
created an emotional bond between them (cf. 10). Caring for
patients involves addressing both the physical aspects and the
psychosocial dimensions of care, which are mediated through
the relationship between nurse and patient.3 Nurses need to
motivate and encourage patients to follow the directives
required by meal support to ensure patients’ recovery and well-
being (cf. 30). This can be linked to this study’s results because
nurses are ‘getting into the supportive and helping role’, stres-
sing the importance of seeing the person and not the diagnosis
(cf. 7,31). Recognising the patient as a whole person is crucial,
considering the impact of illness. Creating a healing commit-
ment climate is the first step in establishing a positive relation-
ship that fosters comfort, self-determination, and emotional
support.3 Demonstrating personal interest in the patient, such
as discussing their interests or plans, was perceived as an
effective way to build trust and create a bond. Keresi et al.32

state the importance of the nurse–patient relationship and
building trust by listening to the patient and trying to under-
stand them,32 a prerequisite in supporting the patient. Our
study shows the importance of nurses adapting to patients’
needs and strategies to cope with anxiety during meal
support. Talking about things other than food, where some
patients preferred small-talk, and others wanted to sit in
silence was seen as helpful (cf. 10,12). This was also stressed
by Holopainen et al. 7 because nurses may use a gentle touch
to create comfort. Words should be chosen carefully, but, in
some situations, eye contact, stillness or wordless encounters
are preferred by the patients. Small-talk, calming speech, and
humour may also express that nurses see the patient as a
unique human being.7 Because nurses spend a lot of time
with patients during meal support, they learned about the
patient’s needs (cf.6,33). Our study results highlight the
nurses’ ability to meet patients’ needs and educate them by
modelling normal eating behaviour. By doing so, the nurses’
actions can be likened with what Peplau4 states as taking on
the role of teacher.4 The pedagogic meals involved showing
the patient what a normal meal looks like, demonstrating
how to eat, and being there to provide guidance throughout
the process. The need for meal support extends beyond the
care of individuals with AN and other eating disorders.
Upholding structure, managing anxiety, acting as a model for
normal eating, building trust and consistency of caring
during meals are also emphasised as essential aspects of

patient support in the context of dementia care.34 Peplau4

stated that nurses are resources, providing specific, necessary
information that helps patients understand their problem and
situation. In every patient interaction, nurses should possess
the capacity to intuitively grasp and comprehend the patient’s
needs, which are influenced by the illness state, and be able
to see the patient as a whole person (cf.3,4).

All studies have strengths and limitations and, in qualitative
research, the researcher is the instrument for data collection and
interpretation. Thus, critical reflection on potential sources of
error is essential.35 To ensure trustworthiness, participants
were recruited through purposive sampling, enlisting indivi-
duals who could provide valuable insights into caring for
patients with AN in general psychiatric inpatient care. The
sample size could be viewed as a limitation. Nevertheless,
the interviews captured both similar and diverse perceptions
among participants. In qualitative research, trustworthiness is
not determined by sample size but by the depth of individual
interviews.24,35 Due to the pandemic, it was necessary to
move from face-to-face to telephone interviews. As such, it
was not possible to observe non-verbal responses in partici-
pants, which can be seen as a limitation. However, participants
express telephone interviews as positive, allowing them to
speak freely and in a relaxed manner, which resulted in rich
data.36 The use of data collected in a previous study can be
viewed as a limitation in the present study. This may have
impacted the results because it prevented the formulation of a
more focused research question specifically targeting meal
support. Collecting data with a research question tailored to
this study aim could have provided more detailed perceptions.
Nevertheless, existing data did include narratives on meal
support, offering valuable insights into this area. By addressing
this issue, we aimed to highlight nurses’ perceptions as an
initial step toward further exploring this research topic. By
carefully following the analytical steps and using the
15-point checklist for good RTA,17,19 we have sought to find
patterns to answer this study’s aim. In RTA, reflexivity is a
great part of the analysis19 and involves the researchers’ back-
grounds, experiences and education, as well as how they
engage with data.22 All authors are RNs with varied experi-
ences of care contexts, which allowed analysing data from a
broad perspective. Joint discussions were held to remain
mindful of our subjectivity, which helped strengthen the
study’s confirmability and overall trustworthiness. In striving
for credibility, direct quotations from the interviews were
selected to better illustrate the results, and context was pro-
vided to support transferability.

Conclusions
The primary focus of caring for people with AN in a general
psychiatric inpatient setting is to stop starvation, promote
weight gain, and restore normal eating patterns. However, as
this study reveals, meal support encompasses much more
than just these objectives. This study shows different dimen-
sions of nursing, where the nurses tune in with the patient -
depending on what the situation demands and creating a
caring relationship by being responsive to the patient. To
create security and promote treatment for the patient, nursing

Davén et al. 7



staff must be able to adapt to the patient’s needs, which is sup-
ported by our study. Despite lacking specific training, the staff
intuitively recognised this need and adjusted their roles accord-
ingly. This ability to shift between roles is a key finding of the
study and highlights an area that requires further exploration.

Because the research in this area is sparse and standardised
approaches to meal support does not exist,11,12 we found it
important to highlight this matter and, hopefully, the present
study can serve as a starting point for investigating meal
support further in future research. Although standardised
approaches could provide guidance for nurses, ensuring con-
sistency and continuity, there must also be flexibility in how
to perform meal support to accommodate each patient’s indi-
vidual needs. This study provides valuable insights into
nurses’ perceptions of meal support and the various approaches
they use daily to adapt to patients’ needs. This study also con-
tributes to broaden the knowledge of meal support within this
specific context. However, we find that the results are also
important and transferrable in other nursing care contexts, as
well as for educational purposes. Further research in this area
would be of great importance, to gain more knowledge, and
highlight the patient perspective and other contexts of treat-
ment. The support given to nursing staff caring for patients
with AN in this context also merits further investigation.
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