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Attitudes of nursing staff working with older people towards nutritional nursing care
Aim. The aim of this study was to examine attitudes of the nursing staff in geriatric care
towards factors of importance for nutritional nursing care.

Background. Studies show that nutritional risk assessment is seldom performed on
older patients as routine and very few patients have a nutritional care plan. Patients in
long-term care who are easy to feed are also found to be looked upon more positively
than those with high feeding needs.

Methods. A total of 252 registered nurses and nurse aids working at geriatric rehabilitation
and medical care clinics and resident homes participated in the study. Attitudes were
examined using the Staff Attitudes to Nutritional Nursing Care Geriatric scale. The scale
includes 18 items and was designed as a one to five-point Lickert-type scale. It gives a total
score and five subscales representing the dimensions ‘Norms’, ‘Habits’, ‘Assessment’,
‘Intervention’ and ‘Individualization’. A higher score indicates a more positive attitude.
Results. Of all nursing staff, 53% displayed a positive attitude towards factors of
importance for nutritional nursing care and the rest displayed a neutral or negative
attitude. The ‘Intervention’ dimension, dealing with nutritional problems and how to
manage them, reflected the highest level of positive attitudes, which represents 71 % of
the nursing staff. The ‘Norms’ dimension had the lowest relative frequency of positive
attitudes, 27%. The registered nurses held significantly more positive attitudes than
the nurse aids did.

Conclusions. Nutritional issues comprise an important and time-consuming respon-

sibility in geriatric care; however, nursing staff do not show an unequivocal positive
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attitude regarding this responsibility. The consequences this entails for the older

patient need to be examined further.

Relevance to clinical practice. Nursing staff play an important role in caring for

patients who are malnourished or at risk for malnutrition. Positive attitudes

might hinder the development of undernourishment or the further worsening of an

already undernourished patient’s condition.
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Introduction

Malnutrition and undernourishment still pose a common
problem in the care of older people in different care settings
in developed countries (Christensson et al. 1999, Pirlich et al.
2003, Kyle et al. 2004). Malnutrition can be described as a
result of an imbalance between nutritional needs and
nutritional intake. Its cause is often multifactorial including
medical, social and environmental factors. Being of old age,
dependent on help from others regarding shopping, cooking
and eating, living alone and depressive symptoms increase the
risk of being or becoming malnourished (Chen et al. 2001,
2005, Pirlich et al. 2005). Undetected and untreated, malnu-
trition is found to be detrimental to the quality of life
(Visvanathan 2003) and can lead to severe consequences such
as prolonged hospital stays, higher risk of infection, pressure
ulcers, reduced wound healing, increased morbidity and
mortality as well as increased costs for care (Akner &
Cederholm 2001, Kondrup & Johansen 2002, Bansal et al.
20035, Kyle et al. 2005).

Evidence-based actions like serving energy-dense meals or
prescribing nutritional supplements containing protein and
calories to older people at risk of developing malnutrition have
been shown to result in a small but consistent weight gain
(Milne et al. 2005). Nursing staff need to know who will benefit
from such actions and the needs of patients at risk need to be
identified. Individualized nutritional treatment plans based on
problems, desires and resources are recommended to enhance
the administering of optimal nutritional nursing care (Beck
et al. 2002, Council of Europe 2002). Nursing staff play an
important role in both detection of the patient at risk and the
implementation of sufficient preventive strategies. However,
studies show that a nutritional risk assessment is seldom
performed on geriatric patients as routine and very few at-risk
patients have a nutritional care plan (Kondrup & Johansen
2002, Rasmussen et al. 2004). Studies show that nurses in
geriatric care feel they have a great responsibility for nutri-
tional assessment and care but a lack of sufficient knowledge
for the task as well as of support from physicians (Perry 1997,
Kondrup et al. 2002). Swedish recommendations point out the
Registered Nurse/physician as being responsible for evaluating

nutritional status and the Registered Nurse alone for inform-
ing, ordering, serving food, observing food intake and securing
sufficient intake (ESS 1991). These actions demand that staff
have sufficient knowledge and appropriate tools for screening
and assessment of the older patient.

Attitudes amongst nurses who work with older people are
found to be both positive and negative (Courtney et al. 2000,
McLafferty & Morrison 2004) and patients in long-term care
with high feeding needs are found to be viewed less positively
than patients who are easy to feed (Barnes 1990). It is also
suggested that nursing students can be influenced by negative
attitudes towards older patients from both nursing staff and
teachers at the nursing school (McLafferty & Morrisson
2004, McLafferty 2005). In one study including nursing staff
working at resident homes (# = 176), 44% expressed negat-
ive attitudes to issues important within eating and nutrition.
Nutritional education and implementation of a nutritional
programme significantly increased the number of positive
attitudes towards ‘Individualization’ compared with a control
group (Christensson ef al. 2003). Education of nursing staff
in nutritional issues has also been shown to increase the
nutritional status of older people living in resident homes
(Christensson et al. 2001, Irving-Faxén et al. 2002).

The Staff Attitudes to Nutritional Nursing Care scale
(SANN scale) has been developed to examine nursing staff
attitudes to issues important within eating and nutrition. It
consists of items related to the nursing process, areas within
assessment, nutritional requirements, eating, environment
and individualization; these items constitute ‘nutritional
nursing care’ (Christensson et al. 2003). It was originally
delimited for use among nursing staff working in resident
homes, but has later been developed and tested for use among
staff working in all types of care of older people. The 62 item
scale had an equal number of positively and negatively
worded statements. Discriminatory power (DP-value) was
calculated and 21 items with the highest DP-value was
further analysed. Item-item- and item-total correlation
reduced the number into 18 items. Construct validity was
tested using factor analysis showing five underlying
dimensions with eigenvalue of >1, accounting for 54% of
the variance (L Christensson & M Bachrach-Lindstrém,
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Attitudes towards nutritional nursing care

Table 1 Items in The SANN-G scale and which dimensions they belong to

Dimension Item (n)

Norms

Staff with a great deal of experience always know what the patient/resident needs to eat (11)

The dining room should be designed foremost to make staff’s work easier (3)
It is important to distribute the food in such a manner that all patients/residents receive equal portions (13)
Oral supplementation is a good replacement for ordinary food (14)

It is best that the staff serve food on plates without help from the residents (10)

Habits

People aged 70 years or more do not need the same high food value as do younger people (9)

One prepared (warm) meal/day is enough for people aged 70 years or more (1)

Patients/residents with swallowing problems should not be encouraged to eat by themselves (4)
Residents in hospital or municipal care do not want to be asked about previous dietary habits (3)

Assessment

It is meaningless to assess the body weight of all patients/residents (2)

It is sufficient to measure body weight of those residents whose physician has prescribed this (8)
Only certain patients/residents will benefit from having their nutritional status assessed (12)
Patients/residents with overweight should always have low-calorie food (18)

Intervention

Undernutrition is very uncommon in the elderly in geriatric/medical or municipal care (15)

No special knowledge or experience is needed when helping a patient/resident to eat (16)
It is no use to train patients/residents with eating problems to eat by themselves (7)

Individualization

It is impossible to individualize mealtimes (6)

Mealtimes do not need to be individually adjusted (17)

unpublished data). This version is named the SANN-G
scale, with G referring to geriatric care (Table 1).

Aims

The aim of this study was to analyse nursing staff attitudes
towards factors of importance for nutritional nursing care of
older people using the SANN scale adapted to different types
of elderly care.

Methods

All registered nurses (RNs) and nurse aids (NAs) working
daytime at geriatric rehabilitation and medical care clinics at
one university hospital and one regional hospital were invited
to participate (7 = 232) and 188 (81%) completed the scale.
The results from 64 NAs, who had participated when the origin
SANN scale was developed, were also used to represent staff
working in a resident home (Christensson ez al. 2003).

The attitudes of the nursing staff were examined using the
SANN-G scale (L Christensson & M Bachrach-Lindstrém ,
unpublished data). The scale gives a total score and five
subscales representing the dimensions ‘Norms’, ‘Habits’,
‘Assessment’, ‘Intervention’ and ‘Individualization’. The scale
includes 18 items and was designed as a summative Likert-type
scale where 1 represents ‘completely agree’, 2 ‘agree on the
whole’, 3 ‘doubtful’, 4 ‘disagree’ and 5 ‘completely disagree’.
All items in the final scale were negatively worded statements.
Consequently, scores 4 (disagree) and 5 (completely disagree)

reflect a positive attitude and 1 (completely agree) and 2 (agree
on the whole) reflect a negative attitude. A total score of 18
points reflects the most negative attitude and a score of 90
points reflects the most positive attitude. A total score of 72
implies that the staff scored an average of 4 points on all 18
items reflecting positive attitudes concerning issues important
within nutritional nursing care. A total score of < 54 represents
that the staff scored, on average, lower than 3 concerning all 18
items reflecting negative attitudes (Table 2).

Data on profession, RN or NA and time worked in actual
profession, (<2 years, 2 to <5 years, 5 to <10 years, 10 to
<15 years and <15 years) were also obtained.

Statistics

The attitudes of nursing staff are given as percentages, median
and interquartile ranges. To examine differences between three
subgroups, (medical care, geriatric care and residential home) a
Kruskal-Wallis test followed by a Mann—Whitney U-test with
Bonferroni correction was used. To compare differences
between two subgroups, a Mann—Whitney U-test was used.
p-values below 0-05 were considered significant. The statistical
evaluations were conducted using spss® version 13.0.

For 16 respondents, the answer to one item was missing.
For two respondents two answers were missing and for three
respondents three answers were missing. Missing data were
substituted with the median value of all items the respondent
had replied to. Two respondents had omitted a whole page
including eight items which were not substituted.

© 2007 The Authors. Journal compilation © 2007 Blackwell Publishing Ltd 2009
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Table 2 Attitudes regarding nutritional issues described according to type of nursing profession (four participants did not state their profession)

Dimension Break point for All nursing Registered Nurses Nurse aids P-value (comparing

(min-max score) a positive attitude staff (n = 252) (RN) ( = 80) (NA) (n = 168) RN and NA)

Norms (5-25) 20 17-0 (140, 20-0)" 19:0 (170, 22:0)" 160 (12-0, 18-0) <0-:001

Habits (4-20) 16 16:0 (140, 18:0) 17:0 (150, 18:0) 160 (130, 18:0) 0:006

Assessment (4-20) 16 140 (110,160 160 (130,180)° 130 (100,150) <0001

Intervention (9-15) 12 13 0 (11:0, 14-0) 14 0 (130, 15:0) 12 0 (100, 140) <0001

Individualization (2-10) 8 0 (60, 9:0) 5 (70, 90) 0 (50, 9:0) <0001

Total score (25-90) 72 66 0 (590, 74-0) 73 0 (670, 79:0)" 63 0 (55-3, 70-0) 0-001

Attitudes are presented as median values (Q1, Q3). Higher scores signify more positive attitudes.

*one missing result; Ttwo missing results.

Ethical considerations 9-

This study was conducted in accordance with the Ethical 80- a

guidelines for nursing research in the Nordic countries

[Northern nurses’ federation (NNF) 2003]. Permission to 707 a

perform the study was obtained from the head nurse. Consent 60 oRN mNA

was obtained from the respondents after they had received £ 50

oral and written information about the research and had been g

informed of their right to decline participation. The scale was @ 407

either put in a personal post box at the hospital or sent home 30

together with an addressed envelope. The respondents were

instructed to answer the scale individually. All participants 201

received a reminder after two weeks. To control dropout, the 10+

scale was coded with the name of the nursing ward. All 0-

information has been treated confidentially and it is not <2 210<55t0<1010to< >15 5 years
years years years 15years years or more

possible to associate any specific answer with a given

participant.

Results

A total of 252 nursing staff of which four did not mark their
profession participated in the study.

Of the NAs at geriatric and medical care clinics, 79% (81/
103) had working experience of five years or more, compared
with 54% (43/80) of the RNs (p < 0-001) (Fig. 1). There
were no statistically significant differences in attitudes
between those with short (<35 years) or long (25 years)
working experience within the group of either NAs or RNGs.
Corresponding data in nursing staff working at Resident
homes were not available.

33%
displayed a positive attitude, i.e. a median score equal to or

In the whole group of nursing staff (n = 252),

above the breakpoint for a positive attitude on the total scale
score (Fig. 2). The RNs had significantly higher scores in all
dimensions as well as in the total scale score compared with
the NAs (Table 2).

In the group of NAs, median values equal to or above the

breakpoint, indicating positive attitudes, were found in the

2010

Time spent in acctual profession

Figure 1 Relative frequencies of Registered Nurses (RN) (z = 80)
and nurse aids (NA) (# = 104) working in medical and geriatric care
clinics. a, P < 0-001.

‘Habits’ and ‘Intervention’ dimensions (Table 2). NAs work-
ing at medical care clinics showed significantly more positive
attitudes regarding ‘Norms’ compared with NAs working at
resident homes (p = 0-04). Both NAs working at medical and
geriatric care clinics hold more positive attitudes towards the
‘Intervention’ dimension than NAs working at resident
homes do. There were no statistically significant differences
in attitudes between NAs working at medical and geriatric
care clinics (Table 3).

The dimension with the highest relative frequency of
positive attitudes was the ‘Intervention” dimension 71% of all
nursing staff. The dimension with the lowest relative
frequency of positive attitudes was ‘Norms’, 27% of all
nursing staff. In RNs and NAs working at medical and
geriatric care clinics, the highest relative frequency of positive

attitudes was held to the ‘Intervention’ dimension at 91%

© 2007 The Authors. Journal compilation © 2007 Blackwell Publishing Ltd
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Figure 2 Relative frequencies of Registered Nurses (RN) (7 = 80)
and nurse aid’s medical and geriatric care (# = 104) and nurse aids in
resident homes (7 = 64) with positive attitudes in the different
dimensions and total score of the SANN-G scale.

Break point for a positive attitude: Norms > 20 points, Habits,
Assessment > 16 points, Intervention = 12 points, Individualiza-
tion > 8 points, Total score > 72 points.

and 72%, respectively. For NAs working in resident homes,
the dimension with the highest relative frequency of positive
attitudes was the ‘Habits’ dimension with 59% (Fig. 2).

Discussion

When looking at the total score of the SANN-G scale
reflecting the nursing staffs’ attitudes towards nutritional
nursing care, it is only in the group of RNs that more than
50% display positive attitudes (=72 points). In NAs, the

relative frequency of positive attitudes according to the total

Attitudes towards nutritional nursing care

scale score lies at around 20%, irrespective of place of work.
One possible explanation for this can be that RNs learn more
about nutritional principles and practices in their education
than NAs do. The importance of knowledge and education is
stressed by others in relation to both overcoming barriers to
nutritional care (Kowanko et al. 1999, Crogan & Shultz
2000) and work satisfaction and promoting positive attitudes
towards working with older patients (Wade 1999, Higg-
strom et al. 2004).

In the European Society for Parenteral and Enteral Nutri-
tion (ESPEN) guidelines, the importance of screening proto-
cols and established routines for identifying those in need of
nutritional care in hospitals and health care organizations is
stressed (Kondrup et al. 2003). Screening as the first step in
nutritional care will identify those in need of nutritional
attention. Our study shows that 35% of all nursing staff had
positive attitudes in the ‘Assessment’ dimension. The low
number of nursing staff showing positive attitudes in this
dimension might be one possible explanation for others’
finding that very few at-risk patients have a nutritional care
plan as planning needs assessment (Kondrup & Johansen
2002, Rasmussen et al. 2004). Another hindering factor for
nursing staff in performing nutritional care is the staff-to-
resident ratio during mealtimes. It has been shown that more
than 80% of NAs in nursing homes thought that the time
allowed to complete all necessary tasks with the older patient
was too short (Crogan & Shultz 2000). This might be
applicable for our participants as well when taking into
consideration the savings of recent years and an increasingly
trimmed general health service and medical care in our
country. The subject matter will need to be studied further as
no data related to staffing level were collected in our study.
Low staffing is also found to be associated with malnutrition
in resident homes (Woo 2005) and patient satisfaction with

Table 3 Attitudes in nurse aids (NAs) working in medical or geriatric care or at resident homes

Dimension Break point for a Medical care Geriatric care Resident home

(min-max score) positive attitude unit (7 = 39) unit (n = 65) (n = 64) p-value*
Norms (5-235) 20 17:0 (14-0, 19-0)° 16:0 (120, 19-0) 14-0 (11-0, 18-0) 0-04
Habits (4-20) 16 15-0 (13-0, 17-0) 15-0 (13-0, 18:0) 16:0 (14-0, 18:0) 0-30
Assessment (4-20) 16 130 (11:0, 16:0) 130 (11:0, 15:0) 12:0 (90, 15-0) 024
Intervention (9-15) 12 130 (11:0, 14-0)" 13 0 (11-0, 14-0)* 10 0 (80, 12-0) <0:001
Individualization (2-10) 8 6:0 (50, 8-0) 0 (5-0, 9-0) 5 (50, 9:0) 025
Total score (18-90) 72 650 (59-0, 70-0) 65 0 (555, 71-0) 59 5 (53, 67-8) 007

Attitudes are described as median values (Q1, Q3). Higher scores signify more positive attitudes.

*Kruskal-Wallis test.

tp < 0001 Mann-Whitney U-test with Bonferroni correction comparing differences between NAs working in Medical care and Resident

home.

1p < 0-05 Mann-Whitney U-test with Bonferroni correction comparing differences between NAs working in Medical care and Resident home.
§p < 0001 Mann-Whitney U-test with Bonferroni correction comparing differences between NAs working in Geriatric care and Resident

home.
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nursing care, adverse events and mortality (Blegen et al.
1998, Whitman et al. 2002, Bolton et al. 2003, Sasichay-
Akkadechanunt et al. 2003).

Individualized nursing interventions have been found to
improve patient satisfaction with nursing care (Suhonen
et al. 2005). To involve the older patient actively in his
own nutritional care can have a positive impact on the
food and energy consumed as shown by Pedersen (2005) in
his study where a combination of information to the
patient and systematic daily assessment of dietary needs
and intake gave a positive result. The older patient at
nutritional risk will benefit from an individual nutritional
treatment plan, as stated earlier. The dimension ‘Individu-
alization’ deals with issues within individualizing meals/
mealtimes. Almost 50% of the nursing staff displayed a
positive attitude in this dimension. When there is not
enough time to perform individualized nursing care, a more
routinized work with less individualization can be seen as a
consequence which might be detrimental to the vulnerable
geriatric patient, as studies show that malnutrition in
geriatric patients in hospital care is still a significant
problem (Kondrup et al. 2003, Kyle et al. 2004). Our
finding of less positive attitudes in the dimension ‘Norms’
indicates that the nursing staff had attitudes in favour of
routinized style care and organization of mealtimes and
dining room without involving the patient/resident; it is the
staff who ‘knows best’ how to organize and perform the
mealtimes. This was also found by Sidenvall ez al. (1994,
1996). Norms can be seen to express both the values of the
staff members as well as those of society. Both working
with older patients and being older have low status in
today’s society, which naturally may have been reflected in
the attitudes of some of the participants in our study.
Studies show that nurse students having limited experience
of caring for older patients and who are young
(<25 years) have less positive attitudes and that those
students who had positive attitudes displayed greater
tolerance in working with geriatric patients and were also
more satisfied with their work (Soderhamn et al. 2001,
McKinlay & Cowan 2003).

The ‘Intervention’ dimension dealing with nutritional
problems and how to manage them and ‘Habits’ dealing
with notions of decreased need of food are the dimensions
with the highest relative frequency of positive attitudes.
These dimensions reflect the media debate of recent years
regarding older patients in hospitals and resident homes
being undernourished and this debate has surely contribu-
ted to an increased awareness regarding these questions
that is reflected in the more positive attitudes in these

dimensions.

The older patient/resident finds himself reliant on the
staff’s knowledge, as well as their willingness and intention to
perform or not perform an action. According to Ajzen and
Fishbein’s (1980) theory of reasoned action, the individual is
to weigh his personal feeling (attitude) against the perceived
social pressure (subjective norm) when deciding how to act in
a given situation. To be able to increase the quality of
nutritional nursing care given to older patients, it seems
important to work with the nursing team around the patient
as both RN (responsible for the patients’ care plan including
nutritional care) and NAs (responsible for the implementa-
tion of the nutritional care and often for the assessment as
well) need to cooperate, especially in resident homes where
there are fewer RNs available and NAs carry a greater
responsibility for the basic care of the patients. The shorter
hospital stay and more care-dependent older patients in our
resident homes contributes to an increased pressure on staff
to, in a shorter time and sometimes with more limited
resources, form an opinion concerning which patients need a
nutritional care plan and which measures must be taken to
hinder the development of undernourishment or the further
worsening of an already undernourished patient’s condition.
Well functioning communication between different care
settings can contribute to continuity in the individual
patient’s care in this respect and reduce the risk of under-
nourishment developing or remaining undiscovered.

Limitations of the study

A number of factors may intervene in the data collection
process and cause random errors. For example, factors such
as time pressure and the presence of other people or
interruption when answering the questionnaire. The high
response rate and the fact that there is no significant
difference between RNs and NAs in response rate and the
low internal dropout rate in combination with the similar
result in the occurrence of positive attitudes compared with
the previous study using the original SANN scale strengthens
the external validity of the results.

Conclusion

Nutritional issues comprise an important and time consu-
ming responsibility to older people; our study shows that
nursing staffs do not show an unequivocal positive attitude
regarding these responsibilities. The consequences this has on
the geriatric patient must be studied further. A possible
explanation for these results could be an insufficient patient-
staff ratio or inadequate knowledge level, or even the absence

of routines concerning these questions.
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