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ABSTRACT

Hospitality is a social phenomenon expressing relationships between a host and 
a guest. This relationship can be seen in its most extreme form within a hospi-
tal setting, where the guest is a patient staying within an establishment where 
the core activity is not to provide the patient with food and drinks but to treat 
medical conditions. The aim of this study is therefore to explore how hospital-
ity was performed by nursing staff and meal hosts in the dining room environ-
ments at four hospital wards and to explore the specific role of the room and its 
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artefacts in facilitating or hindering acts of hospitality. In total, twenty non-
participating observations were conducted across four wards within two Swedish 
hospitals. The dramaturgical theory proposed by Goffman was used as theoretical 
lens. Field notes were analysed in accordance with qualitative content analyses 
and yielded two overarching themes: (1) Hospitality and hospitableness through 
acts of caring and (2) The dining room environment’s potential to promote or 
hinder acts of hospitality. The findings suggest that the dining room environment 
facilitated timely service for the patients when the materiality within the room 
followed the principles of mise en place and included the constant presence of a 
staff member. This is seen as an important finding in relation to what needs to be 
addressed when planning hospital dining room environments and to the patients’  
ability to consume a meal within a frame that acknowledges and assists the 
patients during their meals.

INTRODUCTION

Hospitality and hospital share the same etymology (Hoad 1996). However, the 
similarities between the words do not prevail in the use of hospitality in the 
hospital setting, even if knowledge from the hospitality industry is argued 
to be of importance and also requested by other industries such as hospi-
tals (Pizam 2007). Pizam (2007: 500) states that ‘the difference between hospi-
tals and hospitality is “ity” but that ity can make a significant difference in the 
recovery and stay of hospital patients’. The provision of this ‘ity’ factor refers to 
excellent customer service, and how this service can improve the chances of 
recovery. The importance of understanding this ‘ity’ factor is then, according to 
Pizam, not as much marketing driven as it is medically driven.

To be able to further the understanding of hospitality within hospitals, we 
sought to explore how hospitality was performed by nursing staff and meal 
hosts in the dining room environment at four hospital wards, as well as to 
investigate the specific role of the room and its artefacts in facilitating or 
hindering acts of hospitality.

THE CONCEPT OF HOSPITALITY

Hospitality often refers to situations relating to tourism, hotels and restau-
rant management rather than to a core concept for medical care and care of 
patients recovering from illness. Nevertheless, Hepple (1990), Patten (1994), 
Gilje (2004), Kelly et al. (2016), Kelly et al. (2018) and Justesen (2014) open 
up a discussion of understanding hospitality within the hospital context and 
how acts of hospitality arguably would enhance a patient’s hospital stay. The 
meaning and content of hospitality differ in the literature (Brotherton 1999; 
Filimonau and Brown 2018; King 1995; Lashley 2000a), and it is thereby 
of value to outline how hospitality is understood in this article. Lashley  
argues that

Hospitality is essentially a relationship based on host and guest. To be 
effective, hospitality requires the guest to feel that the host is being 
hospitable through feelings of generosity, a desire to please, and a genu-
ine regard for the guest as an individual.

(2000b: 15)
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According to Selwyn,

The basic function of hospitality is to establish a relationship or to 
promote an already established relationship. Acts of hospitality achieve 
this in the course of exchanges of goods and services, both material and 
symbolic, between those who give hospitality (hosts) and those who 
receive it (guests).

(2000: 19)

Moreover, these acts of hospitality should be understood in relation to where 
these exchanges are taking place and whether they are voluntarily entered 
into (Brotherton 1999). In a hospital environment the guest is a patient, thus 
displaying the most extreme form of host–guest relationship (Severt et al. 
2008), since the patient is arguably not there voluntarily, and the hosts (e.g. 
nurses) are not there primarily to provide food, drinks or accommodation. A 
power relationship that is not mutual in its hospitality provision is present, 
displaying a vulnerable situation for the patients (Lugosi 2014). Instead, the 
aim is more to provide person-centred care and to shift the power focus 
towards the patient (Ekman et al. 2011). Therefore, the use of hospitality in 
hospitals needs to be discussed based on previous knowledge of the concept 
and applying it in a setting where the notion of being hospitable may be of 
more importance than in a commercial restaurant or in the privacy of one’s 
home (Severt et al. 2008). According to Patten, hospitality can be under-
stood as public, personal and therapeutic, where therapeutic hospitality refers 
to ‘enhancing both patient satisfaction and progressive healing’ (Severt et al. 
2008: 667), which ‘ultimately may reflect professional caring practice’ (Patten 
1994: 80). The provision of food and drinks is central here, with meals being 
considered facilitators of social interactions through meeting over, about and 
through the food itself (Nyberg 2009).

The definition of hospitality used in this article merges the notion of 
hospitality as suggested by Lashley (2000a), where hospitality is discussed as 
a social phenomenon involving relationships between people, with hospital-
ity as a therapeutic undertaking, as described by Patten (1994) and recently 
highlighted by Kelly et al. (2018). Hence, acts of hospitality are viewed as 
hospitable behaviour (Telfer 2000) involving a desire to please and accom-
modate wishes, with the ulterior motive of promoting a sense of well-being 
for the guests during their mealtimes. This study also acknowledges hospital-
ity through and within space and place (Höykinpuro and Yrjölä 2020) and the 
materiality at hand during meal service (Lugosi 2014).

MEALTIMES WITHIN THE HOSPITAL SETTING

The food-service operations within the hospital arena have been identified as 
key actors for promoting a higher food intake for patients during their stay 
and thereby decreasing as well as preventing malnutrition-related conditions 
(Beck 2001). Moreover, the hospital arena is of interest, as staff members serv-
ing food to patients need to accommodate wishes from individuals who are 
not known by the staff in the same way as, for example, those in residen-
tial care settings (Heaven et al. 2013). Staff thus face challenges in serving 
meals to a diverse clientele with different cultural backgrounds, nutritional 
and personal needs and appetite levels.
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Research that addresses mealtimes in hospitals from the patient perspec-
tive mainly acknowledges the importance of the food quality as well as the 
food service for the patients’ overall meal satisfaction (Hartwell et al. 2016). 
However, several aspects have been identified as affecting a guest’s meal 
experience (Edwards and Gustafsson 2008b; Gustafsson et al. 2006), including 
the immediate environment where the food is served (Edwards and Hartwell 
2004; Markovski et al. 2017), the social interactions during the meal (Baptiste 
et al. 2014; Beck et al. 2019; Paquet 2008), the meal menu (Ottrey and Porter 
2016; Ottrey and Porter 2017), the food-service system (Hartwell et al. 2007) 
and the availability of mealtime assistance (Howson et al. 2018). A meal expe-
rience is therefore considered a multisensory experience involving a guest’s 
multiple senses (Spence et al. 2014). The sounds in the restaurant, and smells 
from the kitchen as well as the interior of the room all interact with the prod-
uct (the food) on the plate (Gustafsson et al. 2006; Nyberg and Grindland 
2008). But also, how the serving staff talk, their tone of voice and how tactile 
the servers are, can affect the guest’s (patient’s) experience of the meal (Beck 
et al. 2017; Gustafsson et al. 2006; Walter et al. 2010). From the perspective 
of the staff the mealtime entails competing activities (Marshall et al. 2019). 
At the same time as the meal is considered to be a mundane task to perform 
(Heaven et al. 2013), it might also include feelings of being disempowered to 
prioritize nutrition (Ross et al. 2011). Beck et al. (2016) found in their obser-
vational study of a neurological ward, that ‘meals were at a high risk of being 
served as a mindless task without the recognition that mealtimes are sensed 
with the whole body of the patient and not only by the mouth’ (Beck et al. 
2016: 1614). The meals were seen rather as a task needing to be performed 
than as one of providing the patients a nice mealtime experience.

Research that includes the notion of hospitality in relation to meals entails 
exploring how the staff act during the mealtime in residential care (Odencrants 
et al. 2020) and how an enhanced dining environment in hospitals can create 
a more home-like environment and feelings of togetherness for the patients 
(Hartwell et al. 2013). Previous research has also shown how hospitality can 
be understood as being co-created by staff and patients as well as involving 
meal-related artefacts (Justesen et al. 2014; Justesen and Overgaard 2017). 
A recently conducted ethnographic exploration by Ottrey et al. (2018) of 
the dining room environment within the hospital setting found that in their 
mealtime practices health care staff, volunteers and visitors strove to provide 
patient centredness during mealtimes. However, that effort was challenged by 
the complexity of the healthcare system itself together with the food-service 
system. This study draws upon the findings from Ottrey et al. (2018) as well as 
Beck et al. (2016) and includes the notion of hospitality in the investigation of 
the room itself to further the understanding of how mealtimes are staged and 
performed for patients during their hospital stay.

THEORETICAL FRAMEWORK

According to Goffman (1990), everyday life interactions can be understood 
as performances enacted to project images of oneself to others viewed as the 
audience. The social interactions also involve cooperation, which Goffman 
refers to as teams. Moreover, these interactions and team performances are 
conducted within frames (cultural) that define the situation and give a general 
understanding of the situation encountered, both for the actors and the audi-
ence. The hospital context provides an interesting frame for studying meals 
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in relation to the dining room environments and the actors within, especially 
since the two hospitals included in the study provide differences in scenery 
(dining rooms or dayrooms, described below) and artefacts, as well actors 
within (meal host or nursing staff).

The hospital frame also provides a general idea of how to act and what to 
say, where both patients and staff can be argued to have conversations that 
follow a predictable, well-known and expected form, being part of the scripts 
used in the social interactions. The use of the dramaturgical theory (Goffman 
1983, 1990, 1991) thereby presents opportunities to explore the interchangea-
bleness of roles being enacted within the dining room environment, where 
the health care script (nursing staff) meets the service script (meal hosts) and 
how these rooms are used during meal service. However, an important criti-
cism of the application of the dramaturgical theory is that neither the lived 
experience nor the meanings that the actors may attach to the behaviour is 
accounted for, nor is the risk of overly interpreting the theory as an explana-
tion of the behaviour. That is, while the theory helps to unfold the under-
standing of the behaviour; it is not the behaviour itself (Sandstrom et al. 2014: 
37). And it was through looking upon people as actors on a stage that one 
better could understand how people play their roles and construct social 
structure. Goffman’s work has been used in several studies to understand the 
mealtime e.g. to explore older patients as well as nursing staffs roles during 
mealtime within an institutional setting (Sidenvall 1999), understanding the 
mealtime scripts embedded in nursing homes (Harnett and Jönson 2017) as 
well as revealing how elderly people living at home performed and practised 
meal-related activities (Nyberg et al. 2018). In this particular study, the use of 
the dramaturgical theory is used to understand the institutional frame and the 
scenery of the dining room environment and to try to unfold and understand 
the behaviours conducted within these restricting meal frames.

THE CONTEXT OF THE STUDY

The study was conducted at four wards within two Swedish public hospitals 
(herein referred to as hospital A and hospital B) that care for adult medical, 
orthopaedic and geriatric patients. The hospitals belong to the same regional 
county care and were chosen due to the implementation of a novel food-
service model including a flexible meal menu and the use of meal hosts to 
facilitate the meal service.

The hospitals contract the same food-service organization, which prepares 
and cooks all the meals for the patients. The food-service system is cook-chill, 
and the meals are packed in ready-to-heat boxes that are stored in refrigerators 
at each ward. The menu consists of several different choices of dish, includ-
ing warm meals, soups, cold salads and pies and different kinds of desserts. 
Meal hosts, employed by the contracted service organization (distinct from the 
food-service organization), prepare the patients’ meals and are responsible for 
the kitchen area, as well as in some wards, for serving the patients their meals. 
Hence, the responsibility of the meal hosts differs between the different wards 
as well as between the hospitals and depends on the procurement with the 
service organization (which also provides other services, for example, clean-
ing). With regard to the meal service, the wards differ both in how the meals 
are ordered by the patients and in how and by whom they are served.
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Hospital A

At hospital A, all meals are pre-ordered before meal service and prepared by a 
meal host in a kitchen area located at the ward and thereafter delivered to the 
patients by registered nurses or assistant nurses (herein referred to as nursing 
staff). The patients order their meals by choosing from the menu and plac-
ing their orders with the nursing staff. The nursing staff in turn give the meal 
host the orders. The meal host heats all the meals at once and places them in 
a larger trolley that is provided to the nursing staff to deliver the meals to the 
patients. All meals have a set time frame, including when the dishes are to be 
returned to the kitchen.

The dining room environments in hospital A are referred to as ‘dayrooms’ 
and are located in the middle of the ward corridors. The dayrooms are quite 
similar, each having two tables (that could be manually adjusted) with six 
assigned seats, together with a small kitchen area with a refrigerator, and a 
lounge area. These rooms are used as a place to dine as well as for other activi-
ties, such as socializing with visitors or watching TV, or as a meeting space for 
the staff.

Hospital B

At hospital B, the meals are also prepared by the meal hosts; however, the 
meals are not pre-ordered. Rather, the meal host takes the patients’ orders 
in the dining room environments, referred to as dining rooms. The patients 
consult the menu and place their order with the meal host. Thereafter, the 
meal host heats the boxed meal in a microwave and serves the meal on a tray 
to the patient. The meal host also prepares the meal orders for those patients 
who either choose to or have to eat their meals in their own rooms. These 
patients have placed their orders to the nursing staff. The nursing staff come 
to the dining room to collect these trays and serve these to the patients in 
their rooms. The meal host is present in the dining room from commencement 
of breakfast to completion of the evening dinner, except for the evening coffee 
at approximately 7.30 p.m. The time frame for eating is flexible. A schedule 
posted at each dining room states that lunch, for example, is served between 
11.30 a.m. and 1.00 p.m.; however, the actual timing is flexible, to be able to 
accommodate the patients’ wishes.

The dining rooms have five or six tables with room for six chairs at each 
table. The tables are height adjustable, and the chairs have wheels on the front 
legs that facilitate moving them back and forth. The meal boxes are on display 
in refrigerators.

METHODOLOGY AND DATA MATERIAL

This study was based on an ethnographic methodology aiming to explore 
the day-to-day activities of meal provision within an institutional framing 
(Atkinson 2007; Hammersley and Atkinson 2019). The study positions itself in 
the interpretive perspective that upholds that social life is subjective and social 
reality can only be understood through the exploration of peoples’ every-
day actions and the ways that people make sense of and interpret the world 
(Adorjan and Kelly 2016). According to Geertz (1973), being out in the field 
involves providing ‘thick descriptions’, implying that the ethnographer not 
only describes what is observed but also accounts for the social context and 
the participants’ interpretation of their actions and the meaning given to them. 
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Thick descriptions involve giving quite detailed descriptions of the phenom-
enon observed through its context so that others can get an understanding of 
the observed situation (Ponterotto 2006).

Ethnography thus provides the researcher with a methodological perspec-
tive that facilitates the researcher becoming immersed in the field and being 
part of and capturing the day-to-day activities performed (Atkinson 2007). By 
being present in the field, the researcher can explore first-hand experiences of 
what is said and done in specific moments, settings and contexts (Atkinson 
2007). Most commonly, participant observation is used as a method to capture 
the everyday life activities of the study setting of interest (Atkinson 2007). 
However, this study used non-participant observations with interaction as a 
method (Bryman 2016; Gobo and Molle 2017). The interactions were short 
conversations initiated by the staff members, patients or relatives. This decision 
was taken, as the researcher could not serve the patients their food or prepare 
the food before serving. Nevertheless, to be part of the field does not mean 
that the researcher experiences and provides a ‘true’ objective picture of reality, 
but rather an interpretive picture, constructed and bound with the meaning 
and context that it is placed within (Sandstrom et al. 2014). This also means 
that the mere presence of the first author may have influenced the nursing 
staff and/or meal hosts to perform differently than usual and constructed an 
alternative performance during meal service known as the ‘Hawthorne effect’ 
(Gobo and Molle 2017). However, as Gobo and Molle (2017: 130) state, ‘The 
unavoidable influence of the researcher should not be regarded as a fault of 
the methodology but rather as an intrinsic advantage of it’.

The observations were carried out on weekdays as well as weekends by 
the first author and included a total of twenty mealtime observations (lunch 
and dinner) in the dining room environments, with eleven during lunch and 
9 during dinner, amounting to a total of 24 observation hours and 70 pages 
of transcribed text. The observations covered the activities before, during and 
after completion of the meals by the patients. Data saturation (Gobo and 
Molle 2017) was sought to be reached through observing several consecutive 
days at each study ward. When all observations had been conducted, the data 
displayed a coherent picture regarding the meal-service performance within 
the two hospitals as well as between the four study wards.

The observations were informed by the Five Aspect Meal Model, FAMM 
(Gustafsson et al. 2006). FAMM is a meal model that includes five aspects 
needing to be considered when planning a meal so that a meal experience 
will be as positive as possible for the guest (Edwards and Gustafsson 2008a; 
Gustafsson et al. 2006). The five aspects are the room, the meeting, the prod-
uct, the management control system and the overall atmosphere, which is seen as 
the sum of all the other aspects. Even if it is argued that FAMM has a meal 
producers’ perspective, the model is also developed with the guest perspec-
tive in mind (Gustafsson et al. 2006). It is argued that a guest not only experi-
ences the product on the plate, but also considers the eating environment (the 
room) and the social interactions taking place during the mealtime (the meet-
ing). The conducted observations focused on how the nursing staff and meal 
host used the room and the materiality within it, together with how social 
interactions were performed during the meal service.

After each observation, the first author transcribed the field notes and 
wrote down reflective comments.



Ann-Sofie Jonsson | Åsa Öström | Maria Nyberg

54  hospitality & society

 1. Since 1 January 2019, 
the regional ethical 
board has had a 
new organizational 
structure and is now 
called the Swedish 
Ethical Review 
Authority.

The participants

All staff who worked either as nursing staff or as meal hosts were part of the 
observations as long as they were present in the dining room environments 
during the observed mealtimes. The patients who were present in the dining 
room environments were indirectly observed; however, the focus was not on 
what the patients did or said but on how the staff acted towards the patients.

Ethical considerations

At all the participating wards the nursing staff as well as the meal hosts were 
informed about the study objective and procedures either at their monthly 
staff meeting, at daily meetings or by personal communication with the first 
author. They were informed that observations were to be conducted and that 
they could contact the researcher team if they had any questions or did not 
want to be included in the observations. They were also informed that they 
could ask the researcher to leave at any time point during the observation.

Upon each observation, the nursing staff and meal host were approached 
and orally asked for permission to be observed during lunch or dinner in the 
dining room environment. Moreover, a poster was visible at these areas, with 
information about the purpose of the observations and noting that if anyone 
– patient, relative or staff – was not comfortable with the researcher being 
present, they could ask the researcher to stop the observation and leave. 
However, no staff member, patient, relative or visitor asked the first author 
to leave.

Written consent to observe in the dining room environments was given by 
the head of each participating clinic.

The study was approved by the regional ethical board of Uppsala,1 Sweden 
(DNR 2018/145).

Data analyses

The analytical process within qualitative work is not a straightforward process 
following pre-defined steps (Bazeley 2013). Instead, it is better described as a 
constant back and forth approach towards the collected material. The analyti-
cal process started during fieldwork, with attention directed towards the social 
interaction between staff members and between staff members and patients 
during mealtime, in accordance with the dramaturgical theory outlined by 
Goffman (1990) and the notion of hospitality (Lashley 2017; Patten 1994; 
Telfer 2000).

During each observation the first author wrote field notes openly. All field 
notes were then anonymized during the transcriptions process and entered 
into the qualitative analysis programme MAXQDA 2020. In the initial stage, 
all the authors read the transcriptions of the observations, to become famil-
iar with the data. An initial analysis of the data was performed by two of the 
authors (AJ and MN) to test an overall consensus between the authors. The 
data were thereafter analysed in accordance with the qualitative content anal-
ysis framework as suggested by Graneheim and Lundman (2004) by rereading 
each observational transcript as a whole, coding all observations using conden-
sation and labelling the condensed units with a code. These codes were then 
merged into sub-categories and categories and discussed with the co-authors, 
and rendered into two overarching themes: (1) Hospitality and hospitableness 
through acts of caring and (2) The dining room environment’s potential to promote 
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or hinder acts of hospitality (see Tables 1 and 2 for the coding process). The 
data were collected in Swedish but coded and analysed in English. All quotes 
were therefore translated from Swedish to English and discussed for accuracy 
before inclusion in the article.

FINDINGS

The four study wards were shown to have similarities as well as some differ-
ences with regard to how the meal service was performed during mealtime. 
At all wards, both nursing staff and the meal hosts performed hospitality in 
a personal as well as flexible manner and interacted with the patients with 
warmth and physical closeness. However, the ability to perform hospitality 
during mealtimes differed between the wards and could be hindered as well 
as facilitated by the location of the dining room environment and the mate-
riality within. This implied that creating a meal performance was in a sense 
dependent on the physical scenery as well as the meal-service procedures in 
place. The findings show the importance of recognizing the potential of the 
room itself to promote (facilitate) or hinder hospitable behaviour towards the 
dining patients as well as how the meal-service procedure is implemented 
and performed.

In the following sections the two themes, (1) Hospitality and hospitable-
ness through acts of caring and (2) The dining room environment’s potential 
to promote or hinder acts of hospitality, will be presented in relation to the 
categories under each theme (see Tables 1 and 2).

HOSPITALITY AND HOSPITABLENESS THROUGH ACTS OF CARING

The social interactions observed during the fieldwork resulted in two categories 
representing the overall theme, namely, Hospitality as personal and Hospitality 
as flexible. These two categories enclose the complex task of performing a meal 
service within an institutional frame where the main purpose is to care for 
people in need, thus, providing food and drinks to someone who may have 
a low appetite, difficulties handling their own food or restrictions regarding 
their diet.

Theme Hospitality and hospitableness through acts of caring

Categories  Hospitality as personal Hospitality as flexible

Sub-categories Knowing the 
patient

Acknowledging  
the patient

Emotional and 
physical closeness

Accommodating  
wishes

Unforeseen and 
disruptive events

Examples  
of codes

Uses first  
name 

Knows  
previous orders 

Knows  
likes/dislikes

Listens to the patient 

The patient is asked 
what they want 

The patient is made 
active 

Oversees the whole 
room

Squatting next to 
the table 

Sits next to the 
patient 

Leans towards the 
patient 

Puts a hand on the 
shoulder 

Laughs together

Changing the  
dishes 

Provide meals  
outside the menu 

Makes sure that  
patients get what  
they want 

Time frames  
to eat

Patient gets 
emotional 

Patient has  
difficulties eating 

Patients needing 
medical care 

Needs to leave 
the room to get 
something

Table: 1: An overview of the coding process for theme 1.



Ann-Sofie Jonsson | Åsa Öström | Maria Nyberg

56  hospitality & society

 2. Mise en place is a 
French expression 
meaning ‘everything in 
its place’ (Pizam 2010: 
455). Hospitality as personal

During the meal service taking place in the dining room environments at the 
wards, the meal hosts as well as the nursing staff acknowledged the patients 
through actively involving them in their food choices and also through acts of 
physical and emotional closeness.

The meal host acknowledges the patient by their first name and takes a 
seat next to the patient. The meal host and the patient initiate a conver-
sation around the meal. The meal host asks the patient what he/she 
wishes to eat and gives the patient some information about the dishes, 
what they are and also including the taste. The patient is asked what 
he/she would like to drink with the meal. The patient and the meal 
host seem to have a nice moment together, since they talk and laugh 
together. Before the meal host leaves the patient to prepare the meal, 
the patient is asked if he/she wishes anything else. 

(Observational note, hospital B, lunch)

The meal ordering for the patient was thus a nice moment, a moment of being 
acknowledged, involved and listened to as well as a moment that seemingly 
provided a nice meeting. This personal hospitality and familiar atmosphere 
were observed to be facilitated by nursing staff’s as well as by the meal host’s 
performance of knowing the patients. The observations captured, for example, 
interactions that showed that the meal host and nursing staff knew what the 
patient wanted to eat or remembered what the patient ate the day before. To 
be able to remember previous orders as well as being able to provide sugges-
tions for the patients not only showed hospitality as personal but also showed 
hospitality through acts of caring.

Moreover, in hospital B these interactions between the meal host and/or 
nursing staff and the patients were observed to be facilitated by the menu. 
That is, the meal host and the nursing staff used the menu as an artefact in 
the interaction with the patients concerning the meal. In addition, it was also 

Theme The dining room environment’s potential to promote or hinder acts of hospitality

Categories The location of the room The ‘materiality’ of the room

Sub-categories Meal-service  
procedure

Events outside  
meal service

The function of a ‘meal  
host’ in the dining room

The dining rooms  
mise en place2

The restric-
tions of  
the dining room

Examples of 
codes

Nursing staff  
collects meal  
trays in the  
dayroom 

Nursing staff  
collects the tray  
trolley at the  
kitchen area

Foot scooter  
passing by 

Cleaning wagon  
passing by 

The sounds of  
the alarms from  
the patients’  
rooms

Constant presence 

Timely assistance 

Ability to communicate  
the patients’ meal  
preferences with nursing  
staff and vice versa

The nursing  
staff searches  
for something 

Needed to go out  
to get something

The size of the 
room 

Adjustable 
tables  
and easy to use 
chairs 

Flexible menu

Table 2: An overview of the coding process for theme 2.
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noted that the menu sparked conversation between the patients, as well as 
between patients and their relatives. The menu thereby became a materiality 
within the room, and this will be further discussed in relation to the second 
theme.

Still, knowing the patients was also prevalent, when for example, nurs-
ing staff dissuaded patients from eating certain food items on the plates or 
suggested drinks that would be beneficial for their health condition. The food 
became symbols of care for the patients. These performances displayed a rela-
tionship with the patient, through knowing, as well as performances of involv-
ing the patients in the meal service and providing them choices. For example, 
the meal hosts and nursing staff were seen to describe food items in the menu 
or to ask the patients if they wanted dessert now or later, or in general to have 
an overview of the dining room.

Interactions, between the patient, the meal host and the nursing staff was 
observed to be warm, caring and inclusive of the patient. Moreover, the inter-
action showed a performance of knowledge by the meal host regarding the 
options provided by the menu as well as an ability to be in tune with the 
patients’ wishes.

A nursing staff member comes with a patient in a wheelchair and takes 
the patient to the kitchen area where the meal host is working. The meal 
host addresses the patient with his/her first name and says that it is time 
for some food now. The meal host asks the patient if he/she would like 
some soup and provides different choices. The patient does not seem 
too keen about soup. The meal host instead suggests pancakes, which 
the patient confirms to be good. 

(Observational note, hospital B, dinner)

Further, it became prevalent that both the meal hosts and the nursing staff 
were closely interacting with the patients during meal service, from squat-
ting next to the table while taking the patients’ meal orders to gently stroking 
the patients over their shoulders to calm them down or leaning close towards 
their good ear to ensure that they heard.

The nursing staff talk with each other and at the same time one of the 
staff members strokes the patient gently and calmingly over the patient’s 
shoulders and asks him/her if the meal was nice. The nursing staff leans 
over the patient’s back so that the patient can hear. 

(Observational note, hospital B, lunch)

Hospitality as flexible

In a hospital setting, hospitality seemed to be performed in a flexible way, 
implying that routines could change instantly depending on unforeseen or 
disruptive events. During the observations, it became obvious how, for exam-
ple, patients becoming too tired suddenly could need special assistance during 
mealtimes, and patients in need of medication had to interrupt their meals. 
During one observation, at hospital A, a patient said that he/she was cold, and 
moments later the nursing staff arrived with a blanket. This example showed 
how the nursing staff as well as the meal hosts most often acknowledged the 
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patients and provided them assistance or help that was not directly asked for 
and by doing so performed acts of hospitable behaviour.

Hospitality as flexible was also evident in the way meal hosts and nursing 
staff accommodated the patients’ wishes, for example, manipulating the dish 
to make the portion smaller or to include only specific items in the dish – acts 
that circumvented the restricting institutional and room frame to provide the 
patients with what they wished for, or at least, as much as possible.

Hospitality as personal as well as flexible was thus performed for, as well 
as with, the patients, enclosing a person-centred approach. However, in a 
sense these performances were seen to be dependent on the dining room 
environment and the access to meal-related materiality, as presented in the 
next theme.

THE DINING ROOM ENVIRONMENT’S POTENTIAL TO PROMOTE OR 
HINDER ACTS OF HOSPITALITY

During the fieldwork, it became prevalent that the dining room environment 
could both hinder and facilitate hospitality through the location of the room 
and the ‘materiality’ within the room as well as the way tables and chairs could 
be arranged and rearranged to facilitate the mealtime for the patients.

The location of the room

In hospital A the mealtimes took place either in the dayrooms at the wards 
or in the patients’ own rooms. These dayrooms were separated from the 
kitchen area where the food was heated and prepared on trays. The meal-
service procedure encompassed the nursing staff retrieving the trolley with the 
trays outside the kitchen area and transporting it down the ward corridor. The 
nurses stopped at each door and entered with a tray. The trolley then stopped 
at the dayroom, so that the patients in the room could be served. Meanwhile, 
a cleaning cart might pass by as well and even stop to clean the floor right 
outside the dayroom or to drop something down the disposal outside the 
dayroom. Other staff members passed by, including staff on foot scooters. 
Hence, in hospital A the location of the room provided scenery for other events 
outside the meal service.

During the observations at hospital A, it was also noted that there was a 
constant presence of sounds from the alarms connected to the patients’ rooms 
and monitors. In a way, this sound, often the only sound heard, became a 
reminder of the specific setting of the institutional frame, of where the meal 
was consumed.

It becomes very silent in the room; the only sounds that are heard are 
the sounds from the monitors in the patients’ rooms. After a while a 
nursing staff goes by and tells one of the patients that they will be there 
soon. 

(Observational note, hospital A, lunch)

The example above also highlights that the patients were most often left in 
the dayroom by the nursing staff after being served their tray. Fellow patients 
could be in the room, but not always, and the staff came in if they had a 
reason to or if they needed to provide feeding assistance. A silence was there-
fore most often sensed in the room.
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In hospital B, the dining rooms were located down the hall of the ward 
corridor. The meal-service procedure started when patients entered the dining 
room or when the nursing staff entered the room and provided the meal host 
with a list of what the patients had ordered. In comparison to the wards at 
hospital A, the location of the dining rooms at hospital B generated an envi-
ronment that was not characterized by the healthcare script or other perfor-
mances such as cleaning. The sounds from the alarms were not noted within 
the dining rooms, but present outside in the ward corridor.

Moreover, the distance between the dayrooms and the kitchen area at the 
wards in hospital A required the nursing staff to walk from the dayrooms to 
the kitchen area or back to the trolley in the event that something was miss-
ing during the mealtime or requested by the patients, situations that were not 
observed at hospital B. The nursing staff thus had to work within a dining 
room environment that restricted them having access to what was seem-
ingly needed during meal service. Assistance to the patients thereby became 
interrupted and arguably not given in a timely manner. Hence, the restriction 
of the dining room locations also intertwined with the access to materiality 
within the room.

The ‘materiality’ of the room

The ‘materiality’ of the room refers to the functions that the dining room envi-
ronment encloses, that is the function of the furniture, the menu and the food 
items as well as the concept of mise en place, and also, in relation to hospital B, 
a meal host. The meal host here is referred to as a materiality through function, 
an infrastructure, of the meal service. This infrastructure was not available at 
all observed wards and is therefore referred to as materiality within the room.

In hospital B, the function of a meal host was observed to promote a sense 
of commensality for the patients during the mealtimes. The patients were not 
alone, even if they dined alone at their tables. The meal host was constantly 
present during meal service from early morning to completion of the dinner 
in the evening, which enabled timely assistance to the patients as well as 
consistency regarding the acts of hospitality. The patients thereby received 
meal service from the same person throughout the day, providing an observed 
continuance for the patients. On the other hand, patients at hospital A often 
had several nursing staff during meal service both serving them and answer-
ing their queries. This often resulted in the patients having to repeat them-
selves, and to some extent this seemed to result in a sense of inconsistency in 
the service provided as well as the risk of not being listened to.

The patient wishes to have the chocolate pudding for dessert, or are 
there other options? The nursing staff says that there are other options. 
The patient would like that and says that he/she would like to have it 
after the meal.
The patient wonders about his/her dessert to another nurse present. 
This nursing staff asks if the patient had ordered it yesterday, because 
one needs to do that, but says that he/she will go see if it is possible, 
anyway, although was not sure that it could be arranged. 

(Observational note, hospital A, lunch)

In the above example, the dessert exemplifies the concept of mise en place and 
the observed performances needing to be carried out in relation to it. Mise 
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en place is a French expression that refers to a way of working, and planning 
the work environment before meal service, as well as how the meal service is 
performed (Schlegel et al. 2019). It was observed how the nursing staff often 
needed to leave the dayroom in hospital A to get food items, as noted above, 
or items needed or requested by the patients, for example, lingonberry jam, 
drinks and extra salt, but also paper napkins, a bottle opener and toothpicks, 
items that could have been stored in the kitchen area within the dayroom to 
promote timely assistance for the patients.

In hospital B, all food items were placed in the main dining rooms or the 
accompanied kitchen area. The mise en place of the food items as the entire 
meals facilitated the meal host as well as the nursing staff being able to 
provide on demand what the patients wished for and being able to offer, for 
example, the option of a complementary dessert course, coffee or adjustment 
of the meals. Thus, the rooms’ mise en place also facilitated flexible hospitality 
during the meal service for the patients.

Moreover, the availability of a menu as well as the size of the room could 
both hinder and facilitate hospitality during the meal service. In hospital B, the 
availability of the menu became intertwined with the procedure of the meal 
service. The meal host as well as the nursing staff had the time to interact 
with the patients and have a conversation around the meal. Issues concerning 
flavours, preferences, previous orders and suggestions were facilitated through 
both the procedure of the meals as well as the ability to use the menu and 
the availability of several meal options, hence, an artefact enclosing hospitality 
through materiality, and the possibility of involving the patients during meal 
service.

The size of the room was also observed to have implications for how 
hospitality was performed by the nursing staff and the meal hosts. During 
one observation at hospital A, the dining room was reorganized to enable nine 
patients to sit together and eat their lunch. The tables were brought together 
creating one long table. This arrangement seemed to facilitate and promote 
a positive atmosphere for the patients during the meal as well as ensuring 
that several nursing staff attended the meal service. However, rearranging of 
the tables also created a crowded feeling in the room. Several of the patients 
were sitting in wheelchairs, making the tables too narrow for nine patients. 
The patients along one side of the table could not be moved if the fellow 
patients were still sitting at the table. The chairs that needed to be taken away 
to provide room for the wheelchairs were placed in a group at the other side 
of the room. This placement of the chairs would later also hinder the nursing 
staff from wheeling the patients out of the room.

The nursing staff need to create a route through the chairs that were 
placed on the other side of the tables to be able to get by. 

(Observational note, hospital A, lunch)

This exemplifies how the room and its materiality were used to create a posi-
tive meal experience for the patients. However, it also illuminates how the 
dayroom did not provide enough physical space for all patients, and how the 
hospitality performance had to be acted out not only within restricting institu-
tional frames, but also in specific, restricting room frames.

It was also observed how the tables often acted as conveyors of hospi-
tality, as the nursing staff and meal hosts could adjust the tables’ height to 
accommodate the patients’ ability to sit comfortably. The interactions that the 
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staff had with the tables and together with the patients created meaning and 
symbols of hospitable behaviour through acts of caring for the patient. The 
ability to adjust the height of the table was thus of significance.

The meal host was also observed to cooperate with the nursing staff during 
the meal service to provide the patients the correct food consistency. Moreover, 
the cooperation displayed how the meal host interacted with the nursing staff 
as a team (Goffman 1990). This team interaction displayed meaning in the 
relation that they created between each other in their joint performance to 
provide the patient a meal tailored to his/her needs. It was also observed that 
the meal host performed acts of hospitality towards the nursing staff.

The nursing staff member goes to the next table and asks how the meal 
was and if they wish to have some dessert. One of the patients would 
like a chocolate ball. The meal host overhears this and immediately 
arrives at the table with it. 

(Observational note, hospital B, lunch)

This final example encloses both themes found in this study, where the meal 
host and nursing staff as a team performed acts of both personal and flexible 
hospitality in relation to, and with help from, the materiality within the room.

DISCUSSION

The aim of this study was to explore how hospitality was performed by nurs-
ing staff and meal hosts in the dining room environment at four hospital 
wards, as well as to explore the specific role of the room and its artefacts in 
facilitating or hindering acts of hospitality. The findings showed that hospital-
ity was performed both personally and flexibly by the nursing staff and the 
meal hosts, and that the dining room environment, its location and materi-
ality, could both promote and hinder acts of hospitality. To the best of our 
knowledge, this is the first ethnographic study to acknowledge the specific 
role of the hospital dining room environment in understanding how the staff, 
both meal hosts and nursing staff, perform hospitality within and with the 
help of the scenery provided by the room context and the materiality within. 
Moreover, the use of Goffman’s (1990) dramaturgical theory as a theoretical 
lens has highlighted the everyday activities performed and enacted within 
these hospital wards, findings that show how these enactments address what 
needs to be considered when designing new as well as existing dining room 
environments.

Previous research has found that having meals in the communal dining 
room in hospitals can promote higher food intakes among patients and also 
can make it easier for staff to provide more assistance during mealtimes 
(Markovski et al. 2017; Walton et al. 2013; Wright 2006). This study comple-
ments these findings by adding knowledge regarding the importance of the 
location of the dining room environment and its materiality. Showing how these 
could both hinder and promote the hospitality performance among nursing 
staff and meal hosts as well as acting as welcoming spaces (Lynch 2017). In this 
study, the constant presence of a meal host enabled timely assistance to the 
patients, and the meal host became an additional team member to the nursing 
staff during mealtimes. The function of a meal host, here argued to be part of 
the meal-service infrastructure (as suggested by Shove et al. [2012]), was also 
seen to be part of the materiality of the dining rooms, ensuring that the meal 
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was planned and prepared before the meal service commenced (Schlegel et al. 
2019). According to previous research, this is a function that could represent 
a person who ‘possesses hospitality meal competencies’ (Justesen 2014: 46), in 
line with providing person-centred care during mealtimes, previously identi-
fied as a challenge (Ottrey et al. 2018).

SERVING MEALS WITHIN RESTRICTING INSTITUTIONAL ROOM 
FRAMES

The findings from this study demonstrate the importance of location of the 
dining room environment, the materiality within the room and how the staff 
interacted with the patients to provide timely assistance during mealtimes as 
well as acts of hospitableness. Especially the concept of mise en place (Pizam 
2010; Schlegel et al. 2019) seemed to be essential. During the observations at 
one of the hospitals, the nursing staff needed, on several occasions, to leave 
the room to get something that was requested by the patients. This illustrated 
that the room itself, at this hospital otherwise used as a dayroom, was not 
prepared for meal service, and thus exposed restrictions that the nursing staff 
needed to interact with and perform in relation to. The location as well as 
the size of the room arguably did not enclose hospitality towards the nursing 
staff’s ability to use the room (Höykinpuro and Yrjölä 2020). Having all things 
needed would have facilitated the service (Walton et al. 2013), and this is also 
what is referred to as the management control system in FAMM (Gustafsson 
et al. 2006). Here the management control system is to be understood as the 
planning and managing of the meals in relation to items being in place and 
who should do this. The meals within the dayrooms were not managed in 
relation to mise en place, implying that the dayrooms were not set, prepared 
and ready for a meal service to be performed. As a result, these findings both 
confirm as well as complement the findings from Ottrey et al. (2018) as well 
as Beck et al. (2016), who discussed the tension of providing patient-centred 
mealtimes within a challenging hospital system and how the mealtime was 
compared to eating in a railway station. Our findings are thus in line with 
Beck et al. (2016) and Ottrey et al. (2018), highlighting the importance not 
only of the room being a place to dine in but also of creating time to provide 
the meals within these room framings to promote a working environment for 
the staff that facilitates positive mealtime experiences for the patients.

However, the patients had different opportunities to be active partici-
pants during the meal service and to interact with the nursing staff or the 
meal hosts. When the patients were served pre-ordered trays with food, the 
patients were observed to be in more of a receiving role and not as active 
during the mealtime. The patients were not having spontaneous interactions 
with the nursing staff, as was, on the other hand, observed when the meal 
host was constantly present in the room. The patients who were served their 
food on prepared trays did not seem to get the same opportunities to ask 
or to be asked if they wished for anything else, confirming previous findings 
that also been highlighted in residential care settings (Sydner and Fjellström 
2005). Hence, the overall organization of the meal provision, and the lack of a 
constant presence of a person and the absence of the menu as an interaction 
medium, seemed to hinder the patients’ involvement during the meal service. 
The menu as an important artefact (Goffman 1990) and a facilitator of social 
interactions has also been previously discussed (Beck et al. 2019). Moreover, 
the involvement and co-creation of hospitality events could further strengthen 
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the patients, and facilitate empowerment during mealtimes (Justesen 2014; 
Justesen and Overgaard 2017), thereby promoting a sense of well-being for 
the patients during their mealtimes through acts of hospitality that enclose 
the performances of truly listening and acknowledging the patients (Kelly et 
al. 2016; Lugosi 2008; Patten 1994).

THE ENACTMENTS OF CARING THROUGH PERFORMANCE OF 
HOSPITALITY

The ability to perform hospitality arguably encompasses more than delivering 
a tray of food to a patient. It also involves seemingly small gestures of adjust-
ing a table, asking if the patient wishes to have coffee with the meal or putting 
a hand gently on the patient’s shoulders and making sure that the patient has 
everything wished for. Moreover, to be welcomed into the dining room envi-
ronment can provide a sense of being seen and acknowledged, which, within 
the person-centred care approach, is of utmost importance (Ekman et al. 2011; 
McCormack and McCance 2006). These gestures can embody hospitableness 
and thus be part of performing person-centred care. Even if the host provides/
offers a service and the guest is the recipient, the interactions between host 
and guest can co-create the meaning of reciprocity and togetherness.

Previous studies have stated the effect that the staff serving the meal has on 
how the patients experience the meal service and how the patients experience 
themselves during these moments (Beck et al. 2019). This is also what Patten 
(1994) would label as therapeutic hospitality and also in a way the ‘ity’ factor 
proposed by Pizam (2007). The ability as well as the knowledge and the skills 
to identify the needs of a patient and to remember previous orders are here 
argued to be enactments of hospitableness, based on the relationship between 
the host and the guest (Lashley 2000a; Telfer 2000), as well as performance of 
person-centred care (Ekman et al. 2011). Importantly, this study shows how 
the notion of hospitality can be used to illustrate the importance of how and 
where a meal is served, what happens during the meal as well as how it ends 
(Walter et al. 2010). Serving a patient a meal could, with reference to Goffman 
(1990), be interpreted as central symbolic rituals showing reverence for the 
patient. As Bell (2011) put forward, through the use of Goffman, hospitality 
can be seen both as a relational doing and an interactionist doing, as well as 
an affective doing. For this study that might enhance the understanding of 
the performances of hospitality by the nursing staff and meal hosts in doing 
hospitality work within a frame where certain scripts are given. Hospitality, as 
a social lens, would within this scenery, create a partial understanding of rela-
tional behaviours between actors in an institutional environment.

CONCLUSION

The findings from this ethnographic exploration of four dining room envi-
ronments within two Swedish hospital settings indicated that hospitality was 
performed both personally and flexibly and that both the location of the dining 
room environment and its materiality could promote as well as hinder acts 
of hospitality. The concept of mise en place is highlighted as important when 
planning the meal service (CIA 2014), to facilitate timely assistance for the 
patients and the performance of hospitality during mealtimes. The dining room 
environment and its artefacts were thus significant parts for understanding 
the meal provision within the hospital setting and for being able to perform 
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hospitable behaviour centring the patients’ needs during meal service. Also, 
by focusing on how staff performed during meal service towards the patients, 
a more comprehensive picture is provided to strengthen the discussion of the 
complementary nature of the patient-centred care approach with the notion of 
hospitality (Patten 1994). The findings contribute to the discussion of hospital-
ity within total institutions and how enactments of hospitableness and hospi-
tality can be viewed as empowering or disempowering performances towards 
individuals within a constrained and controlling frame.

The findings of this study were based on observational data and have 
not included the staff’s or the patients’ own voices through interviews. The 
use of observational data was seen as a strength, to make visible the day-to-
day social interactions that were enacted in the dining room environments, 
and how these social interactions in turn were performed within restricting 
room frames. Through observations, the room’s prerequisites became visible. 
However, the study has some limitations that need to be acknowledged. The 
study was based upon what the first author observed and noted during the 
fieldwork, and thus framed/informed explicit or implicit by pre-understand-
ings of mealtimes within the hospital context and what a mealtime is or 
could be for the patients. As social reality is constructed through interactions 
with others and artefacts given the meaning as it is prescribed, the obser-
vations must be understood in relation to the observer’s pre-understandings 
and experiences of the world (Denzin and Lincoln 2017; Geertz 1973). In the 
words of Geertz, ‘what we call our data are really our own constructions of 
other people’s constructions of what they and their compatriots are up to’ 
(Geertz 1973: 314). The first author had no affiliation or previous experience 
of the participating wards and hence provided an outside perspective on the 
observations. This outside perspective could, however, be seen as a limitation, 
since certain behaviours, routines or other aspects might have been observed 
if the author had had a nursing education or previous experience working in 
a hospital environment.

As this study has shown, meal performances were enacted differently 
according to setting as well as in relation to different modes of meal service. 
Using a dayroom as a dining room seemed to create a more stressful atmos-
phere than having a designated dining room. There were also more social 
interactions during meal service between staff members and patients when 
the menu could be used as a meal-ordering artefact. In a way, the dining 
room environment created a more welcoming atmosphere, an organizational 
welcome (Lynch 2017), for meals than was possible in the dayrooms. However, 
the performances of hospitality and acts of hospitableness are not argued to 
be conditioned by the room environment, as hospitableness is discussed as a 
personal trait (Telfer 2000) and a part of performing fundamental care (Patten 
1994) as well as a performance influenced by institutional and serving scripts. 
Nevertheless, the room is argued to be a facilitator for hospitality within the 
constrained meal frames of hospital settings.

The importance of the room context has been acknowledged, implying that 
the room where the meal service is provided needs to be designed not only as 
a room for different day-to-day activities, but also as a specific room for meal 
service, promoting hospitality as well as the patients’ healing process. More 
research is called for that continues to address hospitality within the hospital 
frame to be able to give strong recommendations regarding dining rooms and 
their placements in hospitals, materiality within the rooms as well as modes 
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of conducting meal service among the staff at the hospital wards. Referring 
back to the introduction of this article – the difference between hospitals and 
hospitality is just ‘ity’, but this ‘ity’ can make the real difference when providing 
patients their meals in respect to recovery, enjoyment and satisfaction.
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