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Health Care Providers’ Knowledge, Attitude and Practice Toward
Quiality of Nutrition Care in Hospitals Settings in the North West
Bank, Palestine: A Cross-Sectional Study
By

Muna Shakhshir
Supervisor
Dr. Abdul Salam Alkhayyat

Abstract

Background: Hospital staff plays an important role in nutrition care
process which refers to any practice undertaken by a health professional to
improve patient’s food related behavior and subsequent health outcomes.
However, nutrition care quality measures among hospitals are lacking in
Palestine. Planning and formulating strategies and interventions require
more than just measuring nutritional status; they require a thorough
understanding of what health staff actually know and practice in the routine
nutritional care and what personal factors and barriers affect the nutrition

practice and attitude.

Objectives: To evaluate the nutritional knowledge, attitude and practice
(KAP) of physicians and nurses in the routine clinical care. Also to
determine the relation between KAP score and specialty, types of hospitals,
and gender, and to determine reasons for insufficient nutrient intake and

other factors.

Methods: A cross - sectional study was conducted in governmental and
non-governmental hospitals in the North West-Bank, Palestine from April
1%, 2019 to June 31, 2019. Data were collected using structured self-
administered questionnaire by physicians and nurses to collect information
on knowledge, attitude and practices related to malnutrition and nutrition

care, alongside sociodemographics characteristics.



Xi
Results: Four-hundred and five (n=405) physicians and nurses were

interviewed. The median knowledge score was 53.00 with an interquartile
range (IQR) of 49.00-57.00. The median attitude score was 18.00 with an
interquartile range of 16.00-20.00. The median knowledge/ attitude score
was 71 with an interquartile range of 65.00-75.00. The median practice
score was 15.00 with an interquartile range of 13.00-18.00 and the mean

knowledge attitude practice score was 85. 62/128 with SD (+9.50).

Significance positive correlations were found between respondents’
knowledge/attitude and practice scores regarding quality of nutrition care in
hospitals (r = 0.384, p-value < 0.05). Respondents with younger age
categories and who work in the ICU showed the highest knowledge level of
nutrition score (p-value < 0.05). Respondents in non-governmental
hospitals showed higher attitude score (p-value < 0.05). Respondents who
work in the intensive care unit (ICU) showed highest Knowledge/attitude
score (p-value < 0.05). Respondents who work in non-governmental
hospital showed higher practice score (p-value < 0.05), while staff nurses
and ICU workers showed the highest practice score (p-value < 0.001).
Respondents with younger age categories, work in non-governmental
hospitals, in the ICU as a practical and staff nurse showed the highest KAP

score (p-value < 0.05).

Conclusions: The research revealed that inadequate knowledge were
perceived to be a barrier for effective nutrition care to patient in addition
that many beliefs and attitude don’t always translate in to practice.
Establish nutrition task force in hospitals elaborated by dietitians as the
unique provider of nutrition care will assure to implement standardized

nutrition care process.



1
Chapter One
Introduction

1.1 Background

Nutritional care is a multidisciplinary responsibility of hospital staff
including managerial level, its integration within healthcare workforce
activities is absolutely essential [1]. Nutrition care process (NCP) is a
significant issue to dietetics professionals and there are rising needs for
implementation across the Globe [2]. NCP refers to any interactive step by
step pathways undertaken by a health professional and documented in the
medical record to promote patient’s food related behavior and subsequent
health outcomes. NCP can be considered as a problem- solving method and
a systematic approach to foundation of medical nutrition therapy which
provides the ability to screen, assess, diagnose, treat and evaluate nutrition-
related problems and malnutrition related processes [3], as a result poor
nutrition care can cause harm or has the potential to cause harm to patients

including malnutrition.



Figure. The Nutrition Care Process. Adapted and modified from “Understanding Normal and
Clinical Nutrition”, Ninth Edition. By Sharon Rady Rolfes, Kathryn Pinna, Ellie Whitney

Malnutrition, on the other hand, is an independent risk factor that
negatively affect patient’s clinical outcome, quality of life and body
functions [4]. Malnutrition is prevalent globally, considered as a burden on
patients, families and hospitals, moreover, on health care system, including
economic burden [5]. Malnutrition refers to any over or under nutrition
which can lead to diminish of body functions as consequence of: deficiency
in nutrient and dietary intake, increase requirements associated with disease
state and inflammatory activity, complications of underlying disease that
induce poor absorption, excessive nutrient loss, increasing in metabolic
demand, decreasing appetite, gastrointestinal problems, and difficulty in
chewing and swallowing, or from combinations of the above mentioned
factors. All of which can decrease lean body mass (Sarcopenia) and

increase the risk of complications during treatment of the primary disease


https://www.amazon.com/Sharon-Rady-Rolfes/e/B000APIICW/ref=dp_byline_cont_book_1
https://www.amazon.com/s/ref=dp_byline_sr_book_2?ie=UTF8&field-author=Kathryn+Pinna&text=Kathryn+Pinna&sort=relevancerank&search-alias=books
https://www.amazon.com/s/ref=dp_byline_sr_book_3?ie=UTF8&field-author=Ellie+Whitney&text=Ellie+Whitney&sort=relevancerank&search-alias=books
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[6-8]. European Society Of Parenteral and Enteral Nutrition (ESPEN)
defines malnutrition seen in hospitalized patients as a combination of
cachexia (disease related) and malnutrition ( inadequate consumptions of

nutrients) as opposed to malnutrition alone [9].

Malnutrition is common and highly prevalent condition among patients in
acute hospital settings [10], however, it continues to be under diagnosed
and largely under- recognized health problem in many hospital settings [6,
11-13]. Hospitalized patients, regardless of their Body Mass Index (BMI),
may suffer from under nutrition because of reduced dietary intake due to
illness-induced poor appetite, gastrointestinal symptoms, reduced ability to
chew or swallow, or patients have missed meals due to interruptions or
investigation, and nothing by mouth (NPO) status for diagnostic and

therapeutic procedures [6].

It is suggested that malnutrition to be considered and treated as additional
disease, as it has shown that failure to acknowledge the risk of malnutrition
seriously impact on mortality and morbidity rates thus causing additional
cost [14-18]. Malnutrition is associated with negative outcome for patients
including increase risk of immune suppression [19], higher infection and
complicated rate, increased muscle loss [20], increase risk of pressure ulcer
and impaired wound healing [19], longer hospital stay, higher treatment

costs and increased morbidity and mortality [19, 21-26].

Several patients’ characteristics indicative of malnutrition can be detected

during comprehensive assessments that are used to diagnose moderate and
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severe cases of malnutrition such as weight loss, loss of muscle fat and
micronutrient deficiencies such as Cheilosis [6]. Thus, a clear nutrition care
pathway (NCP) is a key role in prevention and control of malnutrition,
which indicates the action required based on the nutritional screening by
health care providers to identify patients at risk of malnutrition and to
distinguish malnourished patients according to the related cause of
malnutrition, which may be a consequence of primary (inadequate intake
of nutrient) or secondary (caused by disease or iatrogenic affects factor) or

both [6].

Deterioration of nutrition status in the early stage can be identified by a
nutrition risk screening process that carried out by well-trained nursing or
medical staff which include 1. Inadequate nutrients due to poor food intake,
increased nutrients requirements, reduced utilization or excessive loss of
nutrients. 2. Depletion of nutrient stores resulting in further weight loss and
impairments of physiological and biochemical process. 3. In the last stage,
severe nutrient deficiencies result in deterioration of cells and change in
organ function which require formal nutritional assessment carried by

expertise individuals such as dietitian [27].



Screen for malnutrition risk
Decreased food intake?*

Weight loss?*
Does the patient have illness/injury that has
malnutrition risk?

* Dietary advice
> Consider immediate > Fortification
nutrition intervention® * Oral Nutrition
Supplements

Assess nutrition status (SGA or other tools) for
malnutrition diagnosis''

Implement nutrition intervention
How much? How and when? What?

Set nutrition Route, access, B cetect aformula

goals timing

Monitor and supervene

Re-screen and re-evaluate routinely

Plan for
post-discharge nutrition

Figure. The Nutrition Care pathway. *Ferguson et al.68 tFor individuals capable of oral intake.
tiDetsky et al.74

Ensuring routinely and carefully performed of various assessments is vital
for accurate nutrition diagnoses. Nutrition diagnosis falls into three main
categories. Intake- related diagnoses that could be a result from inadequate

or excessive intake of nutrients, energy, fluid, alcohol, dietary supplements
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and food ingredients. Clinical diagnose involve medical or physical
conditions that affect nutrition status such as body weight problem, altered
nutrient metabolism, mechanical functions and food-medication
interaction. Behavioral — environmental diagnosis include problem related
to knowledge , attitude or beliefs such as undesirable food choices, physical
inactivity, self-feeding difficulty, impaired ability to prepare meals, limited

access to food, physical environment and food safety [6, 28].

Improve meal intake and minimize barriers to inadequate food intake is
essential and relevant to patients and hospitals outcomes [29]. Meal service
to patient is an integral part of nutrition care. Food can have a major impact
on quality of life especially at hospital settings; individuals have their own
behavior with food including social, cultural and religious characteristics.
Therefore, poor nutrition care pathway have the potential to cause
decreased patient satisfaction which may in turn lead to decreased food

consumption, unintended weight loss and other complications.

Meal time barriers can be reduced by implementing standard of nutrition
care procedures for patients [30]. Low meal intake represents an
independent risk factor for hospital mortality [31], It occurs for about a
third of patients and predicts length of stay (LOS) when adjusting for other
variables [32]. Findings were contributed to the fact that optimal nutrition
therapy is heavily dependent on ensuring its optimal delivery at the bedside
and personalized meal service system, for example, an appropriate nutrition

screening must include essential elements such as the ability of patients to
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feed themselves, chew and swallow and offering assistance when needed, a
role which the nursing staff have to accept and be responsible for [33].
However, short term experimental studies have demonstrate benefits of

giving assistance at meal time and monitoring food intake [34].

As a result, nutrition care plan should be performed in multidisciplinary
approach to maintain and improve patients’ nutritional condition. Adequate
and timely implementation of nutrition support has been linked to favorable
outcomes such as decrease length of stay (LOS), reduce morbidity and

mortality, improve quality of life and functional status [4].

In order to achieve well-structured nutritional management and clear
nutrition care pathway, health care providers should have sufficient
knowledge to screen for malnutrition and ensure good practice and attitude
to prioritize the patient’s nutrition status. The American of Nutrition and
Dietetics Academy and the American Society for Parenteral and Enteral
Nutrition (ASPEN) recommends that a standardized set of diagnostic
characteristics to be used for identification and documentation of adult

malnutrition in routine clinical care practice [35, 36].

Standardized nutrition process elaborated by dietetics professionals as the
unique provider of nutrition care should assure doing the right thing at the
right time, in the right way, for the right person to achieve the high quality
of nutrition care [37]. However, physicians and nurses are often the first
health professionals with whom hospitalized patient comes in to contact

with, they can play an important role to identify patients in need for
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nutrition services by using information gathered during screening and make

dietitian referral as appropriate.

‘Team effort’ is needed from all staff involved in nutritional care, including
hospital managers to prevent under nutrition [38]. Physicians are
responsible for writing admission orders regarding to current patient’s
status, including diet. And nurses are often perform initial nutrition
screening include unintentional weight loss, low appetite, inability to chew
or swallow which are red flags for nutrition decline [39], furthermore,
nurses are the direct-care staff in hospital wards who have the most day-to-
day contacts with patients. As such, they have important roles in the
ongoing detection of patients who are at risk of malnutrition due to poor
food intake and in the delivery of interventions that support nutrition for

patients in their wards [40].

1.2 Literature review

Much of the literature since 1977 showed that surgical patients have signs
of malnutrition. An earlier study has shown that 50 % of surgical patients
and 40 % of medical patients were malnourished and patients would be
benefit from improvement in nutrition status and minimize the likelihood

of complications [41].

A whole body of literature reported high prevalence of malnutrition in
hospital (acute) settings to be between 20% and 50% depending on the

patient population, type of hospitals and the criteria used to diagnose [7].
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Australian and international studies reported that almost 40 % of patients
admitted to hospitals are malnourished on admission or at high risk to
demonstrate malnutrition during their hospitalization with longer hospital
stay, higher infection and mortality rate [11, 19]. In addition, a Spanish
study, published in 2009, reported that 30-55% of patients is malnourished
with increasing rate among patients with longer LOS, and is associated
with a higher rate of complications, prolonged hospitalization and increase

cost of health services [42-46].

Several studies have estimated the medical cost of disease related
malnutrition on national and international level. A European study found
that the direct medical cost burden of the disease related malnutrition in
Europe was over €31 billion in 2009, and a similar American study
published in 2016 found that medical burden of disease related malnutrition
vary among states in the united states from an annual cost of $36 per capita
in Utah to $65 per capita in Washington, D.C. Nationally the annual cost of

disease-associated malnutrition is over $15.5 billion.
[5, 47, 48] .

Australian study published in 2009 found that malnutrition patients has
significantly longer Length of Stay (LOS) by 4.5 days compared to well-
nourished patients while the dietitian was involved in 45 % of malnutrition
cases [49]. Another study on elderly hospitalized patients published in 2008

found poor documentation to the two major risk factors for malnutrition;
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weight (19 %) and loss of appetite (53 %). Dietitian referral were only done

to 9 % of patients who needs further dietetics assessment [50].

In Palestine, the prevalence of malnutrition in hospitalized patients have
not been documented, however, two cross sectional Palestinian study in
hemodialysis center at An-Najah National University Hospital (NNUH) in
2016 and in 2017 has shown that malnutrition is prevalent among
hemodialysis patients (almost half were mild to moderate malnourished
according to Subjective Global Assessment (SGA) score and 65% were
moderately malnourished according to Malnutrition Inflammation Score
(MIS) in two different studies in the same center, and supported to increase
nutritional awareness of health care providers to perform nutritional
screening, assessment protocols, consultations, dietary follow up and make
the appropriate early intervention in order to enhance the nutrition status

and avoid further depletions [51, 52].

Findings suggest that health workers use nutritional assessment criteria
poorly in clinical settings; Australian and New Zealand study published in
2012 indicated poor level of adherence to recommended guidelines on
patient’s admission for optimum nutrition care and large numbers of acute
care hospitals don’t complete the evidence based practice guidelines for
nutritional management of malnourished patients [53]. A qualitative and
quantitative Australian journal, 2008 reported that implementation of

evidence based screening tool within patients admission procedure doesn’t
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automatically translate in to nursing practice. Nurses time and nutrition

screening knowledge were the main barriers to efficient screening [54].

A Swedish cross sectional study in 2017 indicated that adequate nutritional
status in elderly patients, was positively associated with availability of
clinical dietitians, energy and nutrients calculated menus, while meals
satisfaction for patients, were associated positively with availability of
foodservice and clinical dietitians, and with the process of quality

indicators, meals choices, satisfaction survey and meals council [55].

A large randomized controlled clinical trial (N=652) by the Nutrition effect
On Unplanned Readmission and Survival in Hospitalized patients
(NOURISH) Study Group investigated the effectiveness of oral nutrition
supplements and they found older, malnourished patients randomized to
high protein oral nutrition supplement for 90 days had improved nutritional
status and decreased mortality compared to those randomized to a placebo

[56].

Although the dietitian should be at the center of nutrition management and
education[37], previous studies indicated that nurses and physicians have
an important crucial critical role to play in the multidisciplinary team
including dietetics referral process due to their availability to patients 24
hours per day and due to regular contact with patients compared to other
nutrition staff [40, 57]. Occupational outlook of In the united states
reported that nurses are 40 times more than dietitians and 100 times more

than certified diabetes educators to meet diabetic patients in wards [58].
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However, an Australian qualitative cross sectional study based on open
ended questions survey in 2017 reported that there are many barriers to
nutrition care starting from the moment the patient is hospitalized and the
screening of malnutrition is initiated; On organization level, lack of time,
lack of funding, lack of formalized policy and procedure and lack of
training and education were mentioned. On staff level, lack of other staff
knowledge, lack of management support, poor communication, and other
staff think that nutrition including screening is a burden and not a part of

their responsibility[59] were reported as the main barriers.

Nutritional status often declines while the patient is in hospital. A Swiss
study published in 2003 used a prospective comprehensive survey on 1707
patients who consume regular meals without any nutrition support reported
that one in five patients doesn’t have an adequate food intake to meet their
energy and protein needs [60]. Furthermore, a prospective cohort Canadian
study in 2015 on 409 patients has shown that 20% of previously well-
nourished patients showed deterioration in nutritional status and 25% of
patients had > 5% of weight loss during their hospital stay and has

suggested the role of nutrition care in reducing LOS [32].

It is estimated from several lines of evidence that at least one third of
patients in developed countries are malnourished on admission to the
hospitals or may be become malnourished, if left untreated, almost two
thirds of those patients will experience a further decline in their nutrition

status during hospital stay [6, 19, 46].
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A systematic review study of eleven publications and case studies in
Canadian hospital have reported that limited hospital resources were
considered as key barriers to best practice nutrition care. Too little time and
not enough money were considered as most commonly constraints to staff

training on how to recognize and treat malnutrition [61, 62].

Barriers to food intake is commonly in acute care patients and can develop
to malnutrition, a report of Canadian Malnutrition Task Force revealed that
common barriers to eat were not being given food when a meal was missed
(69.2%), loss of appetite (63.9%) , not wanting ordered food (58%), feeling
too sick (42.7%), being interrupted during the meal time (41.8%), and tired
(41.1%) [29].While Case studies at four Canadian ICUs have found that
resistance to change, lack of awareness, lack of critical care experience,
clinical conditions of patients, workload main barriers to guideline

implementation of nutrition support [62].

Another studies from Denmark and Canada published in 2002 and 2014
respectively have shown that contributors to this malnutrition and low
nutrition care during hospital stay are many as once hospitalized, patient
may not receive adequate nutrition because of interruptions due to
scheduled medical test or procedures during meal times, food may not be
available when the patient is hungry, inability to reach food tray and open
packages, lack of staff awareness and basic knowledge with respect to
dietary requirements, and lack of instructions to deal with these problems

[40, 63].
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From Dietitians point of view, an Australian study 2012 reported that lack
of feeding assistance and lack of flexibility of food service that are out of
their control are the main barriers to adequate hospital nutrition in addition
to lack of food choices and patients boredom due to increase length of

hospital stay [64].

However, few studies internationally have shown that improving standard
of care for patients can influence outcomes [34, 65]. A Mexican study
published in 2008 emphasized on the importance to make improvements in
the health system in order to provide adequate nutrition care as the study
was found statistically significant difference between malnourished and
normal patients in relation to BMI, energy adequacy, protein intake and

patient’s LOS [66].

A Canadian study published in 2018 has found that the largest change in
mean meal intake was found in a site where volunteers implementing
eating assistance programs and provide more food on the units [34]. In five
Canadian hospitals, the More-2-Eat study confirmed that interventions to
improve the standard of care procedures for patients at mealtimes reduced
barriers to food intake. Analysis demonstrated that there are many ways in
which standard of nutrition care can be improved in hospitals to reduce

meal time barriers and the possible corresponding malnutrition [30].

A recent study published in 2019 aimed to determine in the medical
patients of Nutrition Day database 2006-2018 the prevalence of simple

nutrition related risk factors and their association with outcome and also the
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routine use of nutrition care process such as screening, monitoring of food
intake and documentation. The study reported that individual risk factor
such as weight loss, poor eating before admission and low nutrient intake in
hospital were highly prevalent in the medical and surgical patients of the
cohort 2006-2015 (45%, 49% and 52% respectively) and overlap between
risk categories is already present. And they are associated with poor
hospital outcome within 30 days after the nutrition Day. Multivariate
analysis in this study has shown that all the above mentioned nutrition risk
indicators were independently associated with death in the hospital within
30 days after Nutrition Day. Each additional risk indicator observed was
associated with a nearly two times higher mortality in the overall
population. The same study has found that nutrition care process such as
screening, monitoring nutrition intake and documentation in the related
field are applied to less than 50% of patients and has suggested that results
may arise from educational gap of healthcare professional in the field of

nutrition [67].

In a study on 4512 nurses and physicians across three countries Sweden,
Denmark and Norway has shown that the major reason of poor nutritional
services is lack of knowledge among the above mentioned health care
providers [68]. Another study on 6000 person from each groups in
Scandinavia has confirmed that those with better nutrition knowledge
provide patients with better appropriate nutrition services and care. Low
scores were noted from the few studies on physicians’ nutrition knowledge.

Mean knowledge scores of physicians and medical students have been
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reported as follows: Canada 50 %, America 49 %, Taiwan 59 %, Saudi
Arabia 52 % and Turkey 48 % [69]. A cross sectional study on 200 nurses
from three randomly selected hospitals in Gana has shown that nurses has
poor knowledge as well, over 70% of nurses agreed that patients could
exclude major nutrients from their meals. And almost 90% of nurses didn’t
know the recommended daily calories intake of carbohydrates for diabetic

patients[57].

A Korean study 2013, highlighted the reasons for not introducing nutrition
care process and has found that more than half of respondents reported that
lack of knowledge, difficulties to apply in to practice and lack of human
power and time (53.8 %, 42.3 %, 69.2% ) are the most important three

reasons.[2]

A cross sectional study in 2008 aimed to determine nutrition knowledge
level of health care providers in some teaching hospitals in Tahran has
found that physicians and nurses have poor knowledge especially in
clinical nutrition topics. The study emphasized on ehancing knowledge
level of clinical staff as an effective factor in paying attention to the
importance of nutrition care as a part of treatment regime of the

patients[69].

A prospective study was conducted in a tertiary care hospital between Dec
and Feb, 2019 to assess sensitization of Clinical Dietitians' to improve the
nutrition care process and has found a significant improvement in the

nutritional diagnosis which was attributed to the sensitization of Dietitians.
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Dietitian role in bridging the knowledge gap among multidisciplinary team
with regular sensitization about the importance of hospital malnutrition has

led to the early identification and intervention of nutrition risk[70].
1.3 Problem Statement and Justification of the Study

Quality measures are lacking in Palestine and quality of nutrition care is
considered a wide spread challenge as many patients are treated for many

medical problems while having their nutritional needs ignored.

Implementation of nutrition screening alone, will not always lead to a
adequate patient’s need [71]. Planning and formulating strategies and
interventions require more than just measuring nutritional status; they
require a thorough understanding of what health staff actually know and
practice in the routine nutritional care and what personal factors and

barriers affect the nutrition practice and attitude.

Despite the fact that inadequate and poor food intake is common in acute
care patients and can develop to malnutrition influencing both recovery and
outcome[29], little is known about malnutrition in Palestine, and much less
is known about assessment of malnutrition knowledge, attitude and practice
(M-KAP) toward health care providers and nutrition care quality measures

in hospitalized patients.

It has been shown that the main barriers against implementation of good
nutrition care to be lack of knowledge, interest and responsibility, limiting

their effectiveness in the detection and management of malnutrition [72],
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and accepting the responsibility to ensure optimal nutrition delivery at

bedside for optimal nutrition care.
1.4 Significance of the study

This is the first study to offer some important insights on malnutrition and
quality of nutrition care service for in patients in hospital settings in
Palestine. Patient’s nutritional status is still not considered a medical

priority despite numerous advances in clinical care.

The importance and originality of this study is that it explores the impact of
high quality nutrition care on patients’ nutritional status. The findings of
this work may contribute to the field of nutrition management system in the

clinical care practice.

This study is a groundbreaking approach to improve the nutrition process
and promote nutrition care plan by measuring KAP of physicians and
nurses, highlight reasons of inadequate nutrition in in-patients, and to share
concern on the importance of developing and directing change management
strategies in hospital settings to complete the integrated cycle of the quality

of health care provided.

The present research explores, for the first time, the effect of measuring
Hospital staff M-KAP in the routine clinical care as it’s a useful method to
provide valuable inputs to improve awareness in hospital staff, define each

staff responsibility, promote nutrition, identify areas to focus, provide
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feedback and direction to optimize the nutrition care process and quality of

care strategies [73].

M-KAP of health care provides remain unclear and have not yet been

investigated yet in Palestine.

1.5 Aim

The aim of the study is to assess physicians’ and nurses’ malnutrition
knowledge, attitude and practice at hospital settings and to understand the
link between KAP of nurses, physicians and quality of nutrition care

provided
Specific Objectives:

1. To evaluate the nutritional knowledge, attitude and practice of
physicians and nurses in the routine clinical care.

2. To assess the relationship between KAP score and specialty, types of
hospitals, gender and other related factors

3. To determine barriers associated with inadequate dietary intake and
lack of nutrition support

4. To assess correlations between nutrition knowledge, attitude and

practice.
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Chapter Tow
Methods

2.1 Study design

This is a cross-sectional study. Data were collected between April 1%, 2019

and June 31, 2019
2.2 Settings

In this study, data were collected from physicians and nurses in two types
of hospitals; Non-Governmental Hospitals included An-Najah Hospital in
Nablus, Zakah Hospital in Tulkarem, Wakaleh Hospital in Qalgelia, Al
Razi Hospital in Jenin. While Governmental Hospitals included; Refedia
Hospital in Nablus, Thabet Thabet Hospital in Tulkarem, Tubas hospital in
Tubas, Darwish Nazzal in Qalgelia and Jenin Hospital in Jennin across

North West-Bank, Palestine
2.3 Sample size

Sample Size was calculated using Raosoft sample size calculator. Using
5% margin of error, 95% confidence interval, 50% response distribution,
and population of 19,000. The sample size calculated was 377. Eligible
participants were nurses and physicians with clinical role and direct patient

contact in any in-patient departments of the selected hospitals.

After meeting sample selection criteria, the participants informed about the
study, and the accepted participates in the study voluntarily were included

in the sample.
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2.4 Population

A convenience sample of (n=405) nurses (practical nurse, registered and
midwifery) and physicians (residents and specialists) from Governmental
and Non-governmental hospitals in the North West- Bank-Palestine.
Subjects recruited based on non-random sample based of Figure 1.0 and
Figure 2.0. Dietitians and ancillary services practitioners were excluded as
too many questions are not relevant and their results would not be

representative of the general staff in the unit.

The questionnaire was applicable for the eligible participants from nurses
and physicians with clinical role and direct patient contact in any in-patient
departments of the selected hospital in the North West-Bank (Nablus,

Tulkarem, Qalqgelia, Jenin and Tubas).

After meeting sample selection criteria, the participants informed about the
study, and the accepted participates in the study voluntarily were included

in the sample.



22
S o - Ancillary
[ Dietitians ‘ ‘ Nutrition Service Staff ‘ ‘ Service Practitioners ‘

L ]

Exclusion

Health Care Providers
n=405

Incllision

Female: 56.4 % Female: 17.9%
Male: 43.5% l ‘l' Male: 82.0 %
Nurses Physicians
n=232 (57.29%) n=173 (42.71%)

Practical nurse n=49 Residents n=108
(12.10%) - (26.91%)
I Staff nurse n=150

(37.04%) Specialists n=64 (15.80%)

Nurse midwife n=33
—
(18.15%)

Figure 1.0 — Inclusion and Exclusion Criteria

2.5 Tool (Data collection form)

A questionnaire, adapted from previous study [73], was used after
translated to the Arabic language and validated. The original tool was
developed by the More-2-eat (M2E) project which measured Malnutrition
knowledge, attitude and practice (M-KAP) to meet the objectives of the

research.

In this study, no special permission was required from the developers to
reuse any part of this questionnaire to measure nurse and physician’s

knowledge, attitude and practice regarding malnutrition and nutrition care.
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This questionnaire consisted of six parts:

1. The first section included sociodemographic information such as
participant’s age, gender, specialty, years of experience, type of
hospital and units they worked in.

2. The second section consisted of 15 questions about knowledge and
perception of nurses and physicians with respect to malnutrition and
nutrition care. Scores were added from questions 1-15 to get the
knowledge score (Range 15-75)

3. The third section consisted of 5 questions about attitude. Scores were
added from question 16-20 to get the attitude score (Range 5-25).
Scores were added also from question 1-20 to get KA score (Range
20-100)

4. Forth section, consisted of 7 questions about nutrition care practice at
patient’s bedside. In this section, scores were added from 21-27 to
get the practice score (Range 7-28)

5. The last fifth and sixth sections consisted of two questions related to
the most common reasons of lack of sufficient ordinary food or

nutrition support

For the knowledge and attitude section, the questionnaire provided five
choices ranging from ‘strongly agree’ to ‘strongly disagree’ as follows:
strongly disagree=1, somewhat disagree=2, sometimes= 3, somewhat
agree=4, strongly agree=5. Questions (1, 8, 13, and 15) were reverse coded.

In practice section, the respondents had 4 options: ‘never’; ‘sometimes’;
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‘often’ and ‘always’, for the practice score: never=1, sometimes=2,often=3,
always=4.While total KAP score was obtained from questions 1-27 and the
subscale total calculated so that higher scores indicated more positive K, A

and P.

The validity and reliability of the tool ensured with the following points:

- Back to back translation

- A focus group panel involved 10 qualified nurses and physicians
who were meet the inclusion criteria reviewed and evaluated the
final questions face and content validity, assessed the definition of
wards, medical terminology, clear sequences of statements where the
aim, objectives and the tool discussed.

- Before conducting the study, a modified questionnaire was tested
with a pilot sample from five physicians and five nurses; data from
the pilot sample was not included in the analysis. The questionnaire
was revised for clarity and ease to use and no changes were
recommended.

- Cronbach alpha was used to check consistency between questions
and was found to be accepted as follows: knowledge (68%), attitude
(67%), practice (80.5%), KAP(77%), and barriers scale: 86% and
90%.
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2.6 Data collection procedure

Volunteer who were trained on collecting data for the knowledge, attitude

and practices questionnaire, carried out data collection.

The questionnaire was self-administered, the main researcher however was

available for any clarifications.

Each questionnaire took 10 minutes to administer. Statements were
explained when necessary. Consent form, explaining the purpose of the
research and assuring confidentially was written to participants. The
participants had the right to participate or not. The data were collected on
weekdays. The collection process occurred from April 1%, 2019 to June 31,

2019.
2.7 Ethical Consideration and Human Subjects Protection

e Permission of the study obtained from An-Najah Institutional
Review Board (IRB), Ministry of Health, Hospitals included in the
study and any other authorities concerned.

e Participants informed about the purpose and benefits from the
research

e All data has been collected confidentiality.

e The research has no harm or any physical risks on participants.
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1. Statistical analysis

Data was entered, cleaned, managed and analyzed using IBM SPSS
software version (23). For categorical and continuous variables frequencies
and means were calculated. Descriptive statistics were used to calculate the
response frequency and describe the sample. KAP was presented as total
mean, median was presented as individual for K, A, P. Data was presented
as mean = (SD) or median and interquartile range (IQR) for numerical
variables, and frequencies with percentages for nominal variables. All
scores were tested for normality using the Kolmogorov- Smirnov test. T-
test and ANOVA were performed for normal distribution data, while
Mann-Whitney U test and the Kruskal-Wallis H test were performed for
not normally distribution data . The Pearson correlations coefficient was
performed to examine the possible correlation between continuous
variables (malnutrition knowledge, attitude and practice scores). Samples
were distributed across units to explore any associations between the staff
role and specialty, type of hospitals, units and years of experience as these
were hypothesized to influence K, A and P and would influence the KAP
scores. Statistical tests to measure associations and significance have been

used as appropriate. P value of 0.05 or less was considered significant.



27

Chapter Three
Results

3.1 Socio-demographic data

(n) : Sample of

405 person

Male, n= 243
(60%)

Female, n= 162
(40%)

Nurses, n= 131
(80.9%)

Physicians, n= 31
(19.2%)

Physicians, n= 142
(58.4%)

n= 80,329 % n=67,27.5% n=20,12.3% n= 68, 42.0 %
from Gov. ‘ > from Gov. —> from Gov. from Gov.
Hospitals Hospitals Hospitals Hospitals
n=62,25.5% n=34,14.0% n=11, 6.8 % from n=63,38.9%
—| from Non-Gov. from Non-Gov. Non-Gov. — from Non-Gov.
Hospitals Hospitals Hospitals Hospitals

Figure 2.0 - Selection& Sample Size

Demographic information for the sample is presented in Table 1. A total of
four-hundred and thirteen questionnaires were collected from the
governmental 235 (58.02%) and non-governmental hospitals (41.98%) in
internal,

seven of hospital units; surgical, pediatric, gynecology and

obstetrics , Intensive Care Unit (ICU), emergency and other departments
as follows (23.95%, 20.49%, 14.81%, 13.58%, 12.58%, 9.38%, 5.19%,
respectively). Eight of the respondents were excluded from the results as
they do not have direct contact with patients in wards. Respondents were
mostly male (60.00%). The age of respondents was equally distributed

between 21 and 69 years old, the mean age of respondents was 32.77 years
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(SD £ 9.09 and median was 30 years with an interquartile range of 27.0-

36.0).

Physicians (42.71%) and nurses (57. 29%) were asked to complete the
survey. Two groups of physicians and three groups of nurses participated in
the study: Specialist Physician (15.80 %), Practical Nurse (12.10%) and
Nurse Midwife (8.15%), where most respondents from Registered Nurse
(37.04%) and Resident Physician (26.91 %). The majority was full-time
contract type (92.59%). Half of respondents was with a job experience

between three to ten years (49.88%).

Table 1: Demographics data of the sample (n = 405)

Variable Number (%0)
Gender
Male 243 (60.00 %)
Female 162 (40.00 %)
Age categories
<30 194 (47.90%)
30-39 135 (33.33%)
40-49 45 (11.11%)
50-59 24 (5.93%)
60+ 6 (1.48%)
Type of hospital
Non-Governmental 170 (41.98%)
Governmental 235(58.02%)
Units
ICU 51(12.58%)
Surgical 97(23.95%)
Internal 83(20.49%)
Gynecology & obstetric 55(13.58%)
Pediatric 60(14.81%)
Emergency 38(9.38%)
Others 21 (5.19%)
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Job title

Resident physician 109 (26.91%)
Specialist physician 64 (15.80%)
Practical nurse 49 (12.10%)
Staff nurse/ Registered | 150 (37.04%)
nurse

Nurse midwife 33 (8.15%)
Contract type

Full time 375 (92.59%)
Part time 30 (7.41%)
Years of experience

0-2 89 (21.98%)
3-10 202 (49.88%)
10+ 114 (28.15%)

3.2. Knowledge of nurses and physicians with respect to

malnutrition and nutrition care

The total knowledge score was 53.31. The mean knowledge score was
52.95/75, 3.55/5 (SDz 6.0, range from (28-70) and the median was 53.00

with an interquartile range of 49.00-57.00.

Both age and hospital’s units showed a significant association with
knowledge (p< 0.05) (Table 2). On the other hand, there was no significant
association between gender, type of hospital, job title and years of
experience. Respondents in surgical, internal, pediatric and ICU reported
better knowledge, in previous order, more so than other hospital units.
Respondents in young and middle adulthood showed good knowledge more
so than older adulthood. Knowledge increased in critical care units and for

high risk group’s patients (p value < 0.05)
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Distribution of responses to each knowledge question is shown in
Appendicies: Tablel. In response to question 1, almost half of those
surveyed (56 %) indicated that nutrition is important and patient’s weight
should be taken on admission ( 50.6 %), while only quarter of respondents
(26.9 %) believed that patients should be screened for malnutrition on
admission and only (19.8%) believed that patient’s weight should be taken
on discharge. On the other hand, only (9.6 %) strongly agreed and (39.3 %)
somewhat agreed that malnutrition is a high priority in their hospitals;
quarter of respondents believed that malnutrition patients needed to follow
up in the community after discharge (23.2%), and they are highly needed
to be given an adequate amount of food in hospital to enhance recovery

(25.7%).

Less than that (12.1 %) strongly agreed that promoting food intake to a

patient is every staff member’s job.

The minority of respondents agreed that they have an important role in
promoting patient’s food intake (8.4 %) and accepted that all staff involved
in patient care can help set up the meals, open packages(8.6 %) and provide
patients hands-on assistant to eat when necessary (7.7 %). However two-
thirds of respondents (66.4%) agreed that monitoring food intake is a good
way to determine a patient’s nutritional status and interruptions during their
meals can negatively affect food intake (60.5 %). Around (70 %) of
respondents indicated that all malnourished patients require individualized

treatment by a dietitian and (30.6 %) indicated that the nutrition care is the
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only role of the dietitians who has the only and full responsibility to treat
malnutrition patients.

Table 2: Association between socio-demographic factors and

knowledge
Variables Number (%) Knowledge score | P value *
N=405 Median (Q1-Q3)
Gender
Male 243 (60 %) 54 (49.00-57.00) 0. 233
Female 162 (40 %) 53 (49.00-56.00)
Age categories
<30 194 (47.90%) 54 (49.00-57.00)
30-39 135 (33.33%) 53 (49.00-57.00)
40-49 45 (11.11%) 54 (50.00-56.00) 0.023
50-59 24 (5.93%) 49 (45.5-54.75)
60+ 6 (1.48%) 43.5 (41.00-53.50)
Type of hospital
Non-Governmental 170 (41.98%) 54 (49.00-57.00) 0.373
Governmental 235(58.02%) 53 (49.00-56.00)
Units
ICU 51(12.58%) 55 (50.00-59.00)
Surgical 97(23.95%) 54 (48.50-57.00)
Internal 83(20.49%) 54 (50.00-58.00)
Gynecology & 55(13.58%) 51 (48.00-54.00) 0.008
obstetric
Pediatric 60(14.81%) 54 (50.00-58.00)
Emergency 38(9.38%) 51 (49.00-54.25)
Others 21 (5.19%) 52 (50.00-55.50)
Job title
Resident physician 109 (26.91%) 54 (49.00-57.00)
Specialist physician 64 (15.80%) 52 (49.00-54.00) 0.089
Practical nurse 49 (12.10%) 53 (49.50-55.00)
Staff nurse 150 (37.04%) 54 (49.00-58.00)
Nurse midwife 33 (8.15%) 52 (48.50-54.00)
Contract type
Full time 375 (92.59%) 53 (49.00-57.00) 0.595
Part time 30 (7.41%) 54 (49.75-57. 25)
Years of experience
0- 89 (21.98%) 53 (49.00- 57.00)
3-10 202 (49.88%) 54 (49.00-57.00) 0.398
10+ 114 (28.15%) 52 (49.00-56.00)

* Kruskal-Wallis test



32

3.3. Attitude regarding malnutrition and nutrition care

The mean attitude score was 17.46/25 (SDz+ 3.28) with range from 5-25 and
the median is 18.00 with an interquartile range of 16.00-20.00. Quarter of
respondents perceived how to refer to dietitian (23.2 %) but a minority of
respondents knew when to refer (13.1 %) and when the patients is at risk or
malnourished (11.9 %). (9.6 %) strongly indicated that they knew some
strategy to support patients food intake at meal time while 51.1 % agreed
that they need more training to better support the patients’ nutrition needs.
Table 3 shows that the only significant association was between attitude
and type of hospital (Mann-Whitney U test, p value < 0.05). Respondents
who works in non-governmental hospitals reported better attitude (median
= 18.50) more than those who works in governmental hospitals (median =
17.00). Gender, age, specialty, units, years of experience and contract type

didn’t show significant association with attitude.
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Table 3: Association between socio-demographic factors and attitude

Variables Number (%0) Attitude score P

N=405 Median (Q1-Q3) | value

Gender

Male 243 (60 %) 18 (16.00-19.00) 0.756

Female 162 (40 %) 18 (15.00-20.00)

Age categories

<30 194 (47.90%) | 18 (15.00-20.00)

30-39 135 (33.33%) | 18 (15.00-19.00)

40-49 45 (11.11%) | 18 (17.00-20.00) 0.528

50-59 24 (5.93%) 18 (16.00-19.00)

60+ 6 (1.48%) 19 (14.25-19.25)

Type of hosp.

Non-Governmental | 170 (41.98%) | 18.50 (16.00-20.00) | 0.001

Governmental 235(58.02%) | 17.00 (15.00-19.00)

Units

ICU 51(12.58%) |17 (15.00-19.00)

Surgical 97(23.95%) | 18 (16.00-20.00)

Internal 83(20.49%) | 18 (16.00-20.00)

Gynecology & 55(13.58%) 17 (14.00-19.00) 0.203

obstetric

Pediatric 60(14.81%) |18 (17.00-20.00)

Emergency 38(9.38%) 17 (16.00-19.00)

Others 21 (5.19%) 17 (15.50-19.00)

Job title

Resident physician | 109 (26.91%) | 18 (16.00-19.00)

Specialist physician | 64 (15.80%) |18 (16.00-19.00)

Practical nurse 49 (12.10%) | 18 (15.00-20.00) 0.465

Staff nurse 150 (37.04%) | 18 (15.00-20.00)

Nurse midwife 33 (8.15%) 17 (13.50-19.00)

Contract type 0.224

Full time 375 (92.59%) | 18 (16.00-19.00)

Part time 30 (7.41%) 18.50 (15.75-20.00)

Years of experience

0- 89 (21.98%) | 18 (16.00-20.00) 0.252

3-10
10+

202 (49.88%)
114 (28.15%)

18 (15.00-19.00)
18 (16.00-20.00)




34
Taken together, the results on knowledge and attitude showed that the
mean KA score is 70.41/75 (3.5/5), (SD+7.22) and the median is 71 with an

interquartile range of 65.00-75.00 with the minimum 38 and maximum 90.

Table 4 below illustrates the significant association between
knowledge/attitude and two of the demographics: Types of hospitals (Mann
Whitney, p < 0.05) and units (kruskal-Wallis test, p< 0.05). Respondents
who works in  non-governmental hospitals reported  better
knowledge/attitude (median = 71.50), more than those who works in
governmental hospital (median = 70.00). Respondents who works in
internal (median = 73), pediatric (median = 72), ICU (median =71),
surgical (median =71), reported higher knowledge/ attitude level than those
who works in other departments, gynecology and emergency (median = 70,

68, 68 respectively).



Table 4:
knowledge/attitude

Association between

35

socio-demographic factors and

Variables Number (%) | KA score Median | P value
N=405 (Q1-Q3)
Gender 0.304
Male 243 (60 %) 71 (66.00-75.00)
Female 162 (40 %) 70 (65.00-75.00)
Age categories 0.076
<30 194 (47.90%) | 71.00 (65.00-76.00)
30-39 135 (33.33%) | 70.00 (66.00-75.00)
40-49 45 (11.11%) 72.00 (68.00-75.00)
50-59 24 (5.93%) 67.50 (64.00-73.75)
60+ 6 (1.48%) 62.50 (56.00-72.50)
Type of hospital 0.034
Non-Governmental | 170 (41.98%) | 71.50 (67.00-76. 25)
Governmental 235(58.02%) 70.00 (65.00-75.00)
Units 0.004
ICU 51(12.58%) 71 (68.00-77.00)
Surgical 97(23.95%) 71 (65.00-76.00)
Internal 83(20.49%) 73 (67.00-76.00)
Gynecology & 55(13.58%) 68 (63.00-73.00)
obstetric
Pediatric 60(14.81%) 72 (67.00-76.00)
Emergency 38(9.38%) 68 (65.00-72. 25)
Others 21 (5.19%) 70 (66.50-73.00)
Job title 0.125
Resident physician | 109 (26.91%) | 72 (67.00-75.00)
Specialist physician | 64 (15.80%) 70 (67.00-73.00)
Practical nurse 49 (12.10%) 70 (64.00-75.50)
Staff nurse 150 (37.04%) | 71 (65.00-76.50)
Nurse midwife 33 (8.15%) 69 (63.00-72.50)
Contract type 0.695
Full time 375 (92.59%) | 71 (65.00-75.00)
Part time 30 (7.41%) 70 (66.75-76.00)
Years of experience 0.970
0- 89 (21.98%) 70 (65.50-75.00)
3-10 202 (49.88%) | 71 (66.00-76.00)
10+ 114 (28.15%) | 71(65.00-75.00)
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3.4. Practice regarding malnutrition and nutrition care

The total practice score was 15.49/28 (2.2/4) with minimum 7 and max 28.
The mean practice score is 15.20 (SD+ 4.14) and the median is 15.00 with

an interquartile range of 13.00-18.00.

Surprisingly, a minority of respondents always provide adequate nutrition
care to patient at bedside during the meal time; the most striking
observation to emerge that only (14.6 %) of responders are realign their
tasks so they don’t give interruptions to patient at meal time. From the
other hand, (16.8 %) of respondents check if the patient has all that he
needs to eat, only (8.4 %) of respondents help a patients with opening food
packages and (9.9 %) assist patient to eat if he needs help while almost (5
%) visit and check patients during their meal time to see how well they are
eating and give encouragement to a patient’s family to bring food from
home for patient, if permitted. On discharge only (7.7 %) of the

respondents provide malnourished patients nutrition education material.

The results as shown in table 5 indicate that type of hospital was
significantly associated with practice toward nutrition care at bed side with
p < 0.05 (Mann-Whitney U test) in addition to specialty and hospital’s units
were significantly associated with it (kruskal-Wallis test, p < 0.05). Other
demographics did not show any significant association with practice like
gender, age and years of experience. Higher practice toward nutrition care
was detected in non-governmental hospital (median=16) than governmental

hospital (median =15). Staff and practical nurses participants reported
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higher practice more than resident doctors, nurse midwives and specialist
doctors (median = 14, 14, and 13, respectively). ICU participants reported
higher practice (median =18) more than other hospital units (median= 16,
15 and 14), with significant difference.

Table 5: Association between socio-demographic factors and practice

Variables Number (%0) Practice score P value
N=405 Median (Q1-Q3)
Gender
Male 243 (60 %) 15 (13.00-17.00) 0.145
Female 162 (40 %) 15 (13.00-18.00)
Age categories
<30 194 (47.90%) | 15 (13.00-18.00)
30-39 135 (33.33%) | 15 (13.00-18.00)
40-49 45 (11.11%) 15 (13.50-16.50) 0.281
50-59 24 (5.93%) 16 (13.00-17.00)
60+ 6 (1.48%) 11 (5.25-16.75)
Type of hospital
Non-Governmental | 170 (41.98%) |16 (13.00-19.00) 0.011
Governmental 235(58.02%) 15 (13.00-17.00)
Units
ICU 51(12.58%) 18 (15.00-20.00)
Surgical 97(23.95%) 15 (13.00-17.00)
Internal 83(20.49%) 15 (13.00-17.00)
Gynecology & 55(13.58%) 14 (10.00-16.00) <0.001
obstetric
Pediatric 60(14.81%) 15 (12.00-17.00)
Emergency 38(9.38%) 15 (14.00-17.00)
Others 21 (5.19%) 16 (10.50-18.50)
Job title
Resident physician | 109 (26.91%) | 14 (12.00-16.00)
Specialist physician | 64 (15.80%) 13 (11.00-15.00)
Practical nurse 49 (12.10%) 17 (15.00-20.00) <0.001
Staff nurse 150 (37.04%) |17 (14.00-19.00)
Nurse midwife 33 (8.15%) 14 (12.00-17.00)
Contract type
Full time 375 (92.59%) | 15 (13.00-18.00) 0.100
Part time 30 (7.41%) 16 (14.00-19.00)
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Years of

experience

0-3 89 (21.98%) 14 (12.50-17.50) 0.195
3-10 202 (49.88%) | 15 (13.00-18.00)

10+ 114 (28.15%) | 16 (13.50-17.50)

3.5. Knowledge, attitude and practice (KAP) regarding

malnutrition and nutrition care

Overall, these results indicate that the mean KAP score was 85.62/128 with
SD (£9.50), with minimum 45 and maximum 113 and the median 86.00

with interquartile range 79.00-92.00.

Table 6 presented an overview of statistically significant association
between socio-demographics data and total KAP together where no
statistically differences has shown between gender, years of experience and
respondents’ contract type. The table 6 below illustrated that age, specialty
and units were the significantly associated with knowledge, attitude and
practice toward nutrition care (One-Way ANOVA, p < 0.05) in addition to
type of hospital was significantly associated with it (Student’s t- test, p <
0.05). Respondents from non-governmental hospitals reported higher
scores (mean = 86.95) more than governmental hospitals participants
(mean = 84.66). Respondents in adulthood groups (< 30, 30-39 and 40-49
years old) reported higher KAP score (mean = 86.10, 85.85, 86. 22) more
than older adulthood groups (50-59 and above 60 years old) (mean =82.16,
73.83 respectively). Respondents in the ICU units reported higher KAP
score (mean=89.07) followed by internal unit (mean=87.06), pediatric unit

(mean=86.55), surgical unit (mean=85. 23), other departments (mean=
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85.09), emergency (mean=83.94) and Gynecology and obstetrics unit
(mean=81.30). Staff and practical nurses participants reported higher KAP
scores (mean = 87.62, 87.08) followed by resident doctors (mean=84.77),
specialist doctors (mean=82.84) and nurse mid wife (mean=82.57).

Table 6: Association between socio-demographic factors and
knowledge, attitude and practice

Variables Number (%0) KAP score Mean P

N=405 (SD) value

Gender 0.929

Male 243 (60 %) 85.59 (9.72)

Female 162 (40 %) 85.67 (9.18)

Age categories 0.010

<30 194 (47.90%) 86.10 (9.41)

30-39 135 (33.33%) 85.85 (9. 23)

40-49 45 (11.11%) 86. 22 (8.56)

50-59 24 (5.93%) 82.16 (9.01)

60+ 6 (1.48%) 73.83 (18. 23)

Type of hospital 0.017

Non-Governmental | 170 (41.98%) 86.95 (9.84)

Governmental 235(58.02%) 84.66 (9.15)

Units 0.001

ICU 51(12.58%) 89.07 (9.45)

Surgical 97(23.95%) 85. 23 (8.74)

Internal 83(20.49%) 87.06 (10.93)

Gynecology & 55(13.58%) 81.30 (9.75)

obstetric

Pediatric 60(14.81%) 86.55 (8. 26)

Emergency 38(9.38%) 83.94 (6.61)

Others 21 (5.19%) 85.09 (10.30)

Job title 0.001

Resident physician | 109 (26.91%) 84.77 (8. 22)

Specialist physician | 64 (15.80%) 82.84 (8.34)

Practical nurse 49 (12.10%) 87.08 (8.84)

Staff nurse 150 (37.04%) 87.62 (10.80)

Nurse midwife 33 (8.15%) 82.57 (8.03)

Contract type 0.347

Full time 375 (92.59%) 85.50 (9.57)

Part time 30 (7.41%) 87.20 (8.61)
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Years of experience

0-3 89 (21.98%) 85.43 (9.03)

3-10 202 (49.88%) 85.85 (9.68) 0.893
10+ 114 (28.15%) 85.37 (9.60)

3.6. The correlations between knowledge, attitude and

practice scores regarding quality of nutrition care

A significant modest positive correlation was shown between respondents’
knowledge and attitude scores (r = 0.134, p < 0.001). The results mean that
respondents who had good knowledge were more likely to have a good
attitude toward nutrition care. A significant modest positive correlation was
demonstrated between respondents’ knowledge and practice scores
(r=0.273, p < 0.001). Taken together, these results indicate that respondents
who had good knowledge were more likely to have good practice toward
nutrition care. A significant modest positive correlation was shown
between Knowledge/ attitude and practice (r=0.348, p < 0.001). The results
mean that respondents who had good knowledge/attitude were more likely
to have a good practice toward nutrition care. There was a significant
modest positive correlation between respondents’ attitude and practice
scores regarding nutrition care (r=0.266, p < 0.001), which means that
respondents who have a good attitude were more likely to have more

practice.



4
Table 7: correlations between knowledge, attitude, and practice

Correlations Pearson P value
correlation
Knowledge/ attitude 0.134 0.007
Knowledge/ practice 0. 273 0.001
Knowledge, attitude/ practice 0.348 0.001
Attitude/practice 0. 266 0.001

3.7 Barriers to adequate in-hospitals nutrition and nutrition

support

The results also indicated that almost half of respondents believe that the
most important barriers to inadequate intake of food are related to food
appearance, taste and aroma of meals served (58.0%), patient medical
condition (56.3%), temperature of meals (55.6%), patients need assistant at
meal time (54.8%), interruption during the meal time (53.1%), patients are
not well positioned to eat (48.4%), lack of documentation (47.9%) and 38.0
% of respondents referred the reason to miscoordination of tray delivery
between food service and nursing. The most surprising barriers were to the

indifference to the adequate of patient food intake (42.2 %).

On the other hand, the research has touched on the reasons related to
insufficient nutrition support in hospitalized patients, the result indicated
that most of the respondents believed that the most important reasons
related to technically difficult issue (83.0%), complications (82.7%),
unaware of the importance of nutrition (82.5%), no clear definition of job

description (80.5%), Malnourished patients are not identified (79.0%), lack
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of documentation (78.3%), too expensive (68.1%), indifference (67.9%)

and time consuming (66.4%).
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Chapter Four
Discussion

Hospital malnutrition is still neglected issue in Palestine despite being
identified over four decades ago. Nutrition care in hospitals is a preventive
intervention for patients at risk of malnutrition and is a treatment for
malnourished patients. Nevertheless, nutrition care is still underrated

compared to medical and pharmacological interventions in hospitals.

Recognition of malnutrition in hospitalized patients are not often a priority
in clinical practice in Palestine. To the best of our knowledge, there is no
data was found on the prevalence of malnutrition in hospitalized patients
and to date and there is no previous research related to nutrition care

management in Palestine.

Inadequate knowledge and confidence were perceived to be a barrier for
effective nutrition care to patient. The study was designed to assess and
evaluate the level of knowledge, attitude and practices among Palestinian
nurses and physicians in hospitals regarding malnutrition and nutrition care
and to determine if they have acceptable level of them. As mentioned in the
literature review, there are no studies undertaken to discuss physicians’ and
nurses’ knowledge, attitude and practices regarding nutrition care and

malnutrition among hospitalized in-patients in Palestine.

Nutrition care in hospitals has received little attention in Palestine, this
might be due to the nature of gradual effect of nutrition to be expected.

Common barriers include lack of nutrition knowledge among health care
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provider, lack of clearly defined nutrition responsibility in planning and
managing nutrition care along with the lack of employment of nutrition
specialists in hospital. To date, four from the nine hospitals in this study do
not include nutrition specialist among their staff. Furthermore, only one
hospital from the above mentioned ones screen patients for any possible

risk indicator of malnutrition.

In addition, meals and related tasks are not considered part of health care
workers responsibilities.  Nutrition care process such as screening,
assessment, planning and monitoring with documentation of care are not
regular part of care in all hospital wards while food catering is a part of
administration department where meals, food and equipment are usually a
part of administrative budget and not a part of medical budget where cost
reduction is not considered to influence directly patient care. Lack of food
service management might affect quality, presentation, texture and

composition of food and subsequently the nutrition care.

On the global level, several studies have shown that they are many
variables affect nutrition knowledge, attitude and practice. Type of
hospital, units, specialty and age categories were the most important

factors.

All of the nurse respondents were ward nurses rather than from other
nursing position and more than half of 232 nurses were female (56.4%).
The results seem to be close with other research that has been also found a

similar representation from academic and community hospitals [40].
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A study has shown a significant relationship between age categories and
knowledge in addition to total KAP score, similar to other study that found
a significant relationship between nurses’ age and level of nutrition
knowledge that those older nurses show higher average knowledge score
[74] while in this study younger participants showed higher median and
mean scores than the other older ones, this could be due to the emerging
higher education support system both at school and universities that shed

the light on the importance of nutrition care.

Types of hospitals in which respondents work were not significantly
associated with nutrition knowledge this might be due to that all of staff
obtained came almost from the same educational level. On the contrary,
there was a significant correlation between units in which the respondents
work and the level of nutrition knowledge, knowledge/attitude, and practice
score and total KAP scores. ICU units was obtained the highest median and
median score similar to a study conducted in the Middle East which
revealed that ICU nurses scored higher than internal medicine nurses
toward knowledge and perceived quality of nutrition care [33]. This might
be due to nutrition self-courses or awareness as a result of sense of
responsibility toward high risk group patients in the ICU that their nutrition
status is heavily dependent on what health care provider know and behave

to achieve higher level of nutrition care.

It is worth to mention that a significant relationship was found between

specialty of the respondents and practice in addition to total KAP score.
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Practical and staff nurse showed higher score than physician did. This
result verify previous findings that ensure optimal nutrition care is heavily
dependent on nurses who play a pivotal role in ensuring that adequate

nutritional care is delivered to patient at bedside [33].

In addition, there was a significant association between types of hospital
and attitude, knowledge/attitude, practice and total KAP score. Non-
governmental hospitals show better attitude, knowledge/ attitude, practice
and total KAP score than governmental hospitals, this might be due
continuous training, dietitians being involved in the nutrition care and

presence of nutrition policy and available screening tool.

On the other hand, there was no significant difference for total KAP score
for years of practice similar to these finding were observed [73, 75, 76] and
reported that no significant difference between years of nursing experience
and clinical nutrition knowledge (p-value=0.827) this may confirm that

education is better than clinical experience in case of nutrition care.

The results in this study showed that quality of nutrition care at hospitals
are in the early stage; the results has shown that approximately half of
respondents (56.0 %) strongly agreed that nutrition is important for
patient’s recovery and management of disease. The result is lower than
similar study that reported most of respondents (88%) believed that the
nutrition is important [77]. Similar views have been shown by practical
nurse and other health professionals including general practitioners in

another studies were they perceived that nutrition is important for chronic
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disease management and supported best practice guidelines (Australian
Governmental Department of Health and Aging 2003) to improve the
nutrition care for the management of patients with chronic diseases [78-80].
The result of KAP score was (85.62/128) (Ranges: 45-113) seems to be less
than similar research which found that the score was (93.6/128) (Ranges:
51-124)This finding may be translated to a lower perceived and actual

quality of nutrition care [73].

Considering nutrition field is interesting and appreciated field in hospital,
results confirmed that lack of nutrition knowledge is a barrier of
insufficient and inappropriate nutritional practice. It was observed from
several line of evidence that increase knowledge level will lead to increase
in examined patients and detection of malnutrition [68, 75] as a result there
are a highly need for training courses to improve knowledge, attitude and
practice regarding nutrition care in hospitals. Exposure to recent
professional training in nutrition care was more likely to make nurses more

positive about nutrition care to be a part of their responsibilities [81].

Screening all patients for malnutrition is essential to identify patients at risk
of malnutrition and to develop the plan of care, however, only (9.6%) of
respondents strongly believed that malnutrition is in a high priority, (26.9
%) strongly agreed that all patients should be screened for malnutrition at
admission, while half of respondents (50.6%) strongly agreed that patient’s
weight should be taken on admission, and (19.8 % ) strongly agreed that

patient’s weight is necessary at discharge. Results are less than similar
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research that has conducted in Canada which reported results the above
mentioned dependent variables as follows (20%, 49%, 69%, and 28%)
respectively [73]. This might be due to lack of hospital nutrition policy,
lack of nutrition knowledge, difficult to identify patients at nutritional risk
as supported by previous research [68] and absence of evidence based

screening and assessment tool.

This research revealed that there is a significantly meaningful positive
correlation between nutrition knowledge, attitude and practice regarding
nutrition care in hospital. The result is consistent with a previous Croatian
study published in 2018 that showed statistically significant difference in
the median number of positive attitude of general practitioners based on
additional education in nutrition, and also in the implementation of
nutrition care practice in every day work with patients. Results indicated
that mean KA score (70.83%, 3.5/5) is higher than practice score (55.32%,
2.2/4) [82]

Even though, in this study correlations between knowledge attitude and
practice were all positive and statistically significant, unfortunately many
beliefs and attitude didn’t always translate in to practice. Several studies
included in a systematic review study published in 2013 reported a conflict
between nurses’ theoretical recognition and actual implementation of the
nutrition guidelines [61]. Similar findings were seen in this study. Although
(76.1%, mean = 4.3) of respondents agreed that giving malnourished

patients an adequate amount of food will enhance their recovery, only (4.9



49
%, mean =2.04) visit and check a patient during their meal time to see how

well they are eating.

In addition, despite of (60.5%, mean = 3.61) agree that interruption during
meal time can negatively affect food intake, only (14.6%, mean =2.56)

realign their task so they don’t interrupt a patient during meal time.

Furthermore, whereas (66.4%, mean=3.71) believe that monitoring food
intake is a good way to determine a patient’s nutritional status and (56.5%,
mean= 3.55) believe they have an important role in promoting food intake,
only (16.8 %, mean=2.48) of respondents reported that they always check
if the patient has all that they need to eat, (8.4 %, mean=2.14) help a patient
with opening food packages, (9.9%, mean=2.20) assist a patient to eat
when they need help, (5.7%, mean=2.08) encourage patient’s family to

bring food from home if permitted.

Despite that more than half of respondents strongly agree that nutrition is
important (56.0%), only(13.1%) always knew when to refer to a dietitian
and (23.2%) knew how to refer. while (11.9%) of respondents knew when

patients at risk of malnutrition or malnourished

Adequate food and energy intake is an important factor for determining
LOS and patient clinical status, however, this was not always done in to
practice, energy goals were frequently not met due to many barriers related
to insufficient nutritional intake at patient bedside. In this study, similar

results have been found. The lowest score was obtained for nutrition
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practice at bedside (55.32%) compared to knowledge and attitude scores

(71.8%, 68.2%) respectively.

It is worth to mention that respondents showed lower mean scores toward
questions related to the nutrition care responsibility compared to other
related questions in the questionnaire. Results reported that (78%,
mean=1.98) of respondents believed that malnutrition patients should have
an individualized treatment by a dietitian while (30.6%, mean=3.11) of
respondents believed that nutrition care is the only role of a dietitian. Only
(38.7%, mean =3.07) of respondents agreed that all staff involved in patient
care can help set up the tray and (45.75 %, mean=3.27) of respondents

agreed that they can provide hands-on assistance to eat when necessary.

Results confirmed a highly need for training courses to improve knowledge
and practice of nutrition care in hospitals as well. As many beliefs and
attitude didn’t always translate in to practice. Low staff priority to nutrition
care due to lack of time, a lot of job to do and the task is not relevant have
been reported in many previous research and is highly needed for further

study.

On the other hand there were many barriers affect sufficient dietary intake
and nutrition support at bedside. The research revealed that the most
common food quality barrier was the taste of food (58 %), while illness
effects on food intake (56.3%), patients were unable opening
packages/unwrapping (54.8%) and meal interrupted by staff (53.1%).

These results were equal to the most common barriers to insufficient food
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intake in acute care Canadian hospitals but from a patient’s point of view in
medical and surgical units of 18 hospitals [29]. On the contrary lack of
awareness, lack of experience in critical care ( technically difficult with too
many complications), resource constraints such as time and money were
found to be the most common barriers for insufficient nutrition support

similar to a Canadian study in the ICU [62].

The integration of nurses in to multidisciplinary nutrition task force doesn’t
appear to have succeeded [83]. Implementation of evidence based
screening nutritional tool on admission doesn’t always translate in to
nursing practice and is seldom performed as a routine [61, 84, 85]. Nurse’s
lack of time and poor knowledge of nutrition care processes with lack of
well-defined responsibility and role clarity are considered the main barriers
to efficient screening of malnutrition [86, 87] . Furthermore nurses have a
lot of priorities to do at mealtimes, which causes a sense of powerlessness
to prioritize nutrition in the hospital setting [88]. Furthermore, evidence
also suggests that nurses’ documentation is often inconsistent and lacks a

coherent and standardized approach [89].

A retrospective analysis of 506 nursing records in 2013 have found that
only 8% of the patients are referred to dietitian for unclear indicators
because of poor documentation and concluded that these patients are most

likely not adequately screened for malnutrition as recommended [84].

Both patients and staff were affected by the lack of nutrition care. As for

patients, nutritional needs were neglected while being treated for medical
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conditions. Besides, Most patients are not aware of the important role that
good nutrition plays in their treatment and recovery from illness, patients in
need of nutrition therapy were not aware of the appropriate diet and texture
of provided food that go well with their medical conditions nor aware of
the possible food drug interaction that may negatively affect their medical
status. Therefore the topic of nutrition education and information for
patients should receive high priority in the educational campaigns at all
levels. In this study only 7.7 % of respondents provide malnourished
patient with nutrition education material. Even though, a Cochrane review
of 36 studies published in 2008 examined evidence surrounding dietary
advice and the nutritional intake of adults with illness related malnutrition,
the results compared a combination of dietary advice, dietary supplements
or no advice with outcome measures and concluded that dietary advice with
nutritional supplements may be more effective than advice alone or no

advice on the measure of short-term weight gain [90] .
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Strengths and limitations:

This study is the first one in Palestine conducted to evaluate knowledge,
attitude, and practice level regarding nutrition care for health care providers
in hospital settings. It shed the light on the importance of standardized
nutrition care process to manage malnutrition and increase the quality of
nutrition care. In addition, the diversity of respondents including different

health care sectors

Limitation is that the data were collected by face-to face. The respondents
may answer in a manner that makes them well informed and make the work
place well-adapted to the nutrition care. Results could be overestimation of
the attitude and practice score due to recall bias and it’s worth to mention
that the questionnaire asked questions related to perception of nurses and
physician and self-perceived attitude and practice and may not be
representative to what occurs in real life, the actual barriers or their
significance. The analyzed results from snapshot timing may not be
representative, attitude and behavior needed to be analyzed over a period of
time to investigate the effect of training and education among health care
providers and to see whether nutrition intervention procedures would affect

the nutrition status and the quality of care provided.

The convenience sample methods may have limited the generalizability of

the current study.
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Conclusions

The main goal of the current study was to evaluate knowledge, attitude and
practices regarding malnutrition and quality of care in addition to the most
important barriers why patients may not eat or may get insufficient

nutrition support in hospital settings, North Palestine.

This study showed that the respondents generally had low of nutritional
knowledge, attitude and practice scores. Inadequate knowledge were
perceived to be a barrier for effective nutrition care to patient in addition
that many beliefs and attitude don’t always translate in to practice. Barriers
for effective nutrition care are needed to be followed by the administration

managers.

Nutrition is an essential component of high quality health care and in
promotion and prevention of diseases. KAP score could be used to improve
awareness in hospital staff, identify area to focus, and define each staff
responsibility which can be used by hospitals’ managers to optimize the
nutrition care. Establish nutrition task force in hospitals elaborated by
dietitians as the unique provider of nutrition care will assure to implement
standardized nutrition care process. Dietitian have critical role in

management of malnutrition and formulate the nutrition care workflow.
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Recommendations

Availability of high quality documentation of nutrition care process is
essential from the moment of patient’s admission to ward to the time of
discharge especially that recognition of malnutrition in hospitalized

patients is not often a priority in clinical practice in Palestine.

Its recommend that hospitals to establish nutrition task force which can
engage and supervise nutrition care process for patients during their stay

from admission to discharge.

Improve nutrition knowledge is a necessary to improve nutrition practice
but nutrition knowledge seems to be insufficient factor to change practice
in the routine clinical care. Ongoing nutrition education and training
programs should be developed to provide adequate knowledge to health
care providers and help dietitians to cope with the barriers to NCP
implementation. It has shown that the higher level of education of
healthcare personnel, the more they examined patients and noticed

malnutrition.

All of which there are a raising need for formulating a nutrition
management system developed by the nutrition department is the key of
success for improvement of the nutrition care. Recruit individuals with
different specialties and different educational levels in order to enrich the

nutrition department in a way that covers the cycle of nutrition services and
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insure detection, diagnose and monitoring the nutrition plan of care in the

medical record.

Dietitians should be at the center of the nutrition management as they are in
the right position to be responsible for carrying out the entire process in the
hospital who could assure to the right thing at the right time, in the right

way, for the right person to achieve the high quality of nutrition care.

Finally, In order to provide nutrition care, changing in health care
providers’ knowledge, attitude and practices toward nutrition and
nutritional care are needed. Much more research into the ways people learn
and use food-related knowledge is required in the form of experimental

interventions and longitudinal studies.



57
References

. The British Association For Parenteral And Enteral Nutrition
(BAPEN). Organization of Nutritional Support Within Hospitals -
BAPEN. 2007 [cited 2020 June 3]; Available from:
https://www.bapen.org.uk/ofnsh/ Organization Of Nutritional Support
Within Hospitals.pdf.

. Kim, E.M. and H.J. Baek, A Survey on the Status of Nutrition Care
Process Implementation in Korean Hospitals. Clinical nutrition

research, 2013. 2(2): p. 143-148.

. Grodner, M., S. Escott-Stump, and S. Dorner, Nutritional Foundation
and Clinical Applications 2016, Phelidelphia, USA: Elsevier’s Health

Sciences Rights Departmnet.

. Reber, E., et al., Nutritional Risk Screening and Assessment. Journal

of clinical medicine, 2019. 8(7): p. 1065.

. Goates, S., et al., Economic Burden of Disease-Associated
Malnutrition at the State Level. PloS one, 2016. 11(9): p. e0161833-
e0161833.

. Tappenden, K.A., et al., Critical Role of Nutrition in Improving
Quality of Care: An Interdisciplinary Call to Action to Address
Adult Hospital Malnutrition. JPEN J Parenter Enteral Nutr, 2013.
37(4): p. 482-97.


https://www.bapen.org.uk/ofnsh/

58
7. Naber, T.H., et al., Prevalence of Malnutrition in Nonsurgical
Hospitalized Patients and its Association with Disease

Complications. Am J Clin Nutr, 1997. 66(5): p. 1232-9.

8. Soeters, P.B., et al., A rational approach to nutritional assessment.

Clinical Nutrition, 2008. 27(5): p. 706-716.

9. Muscaritoli, M., et al., Consensus definition of sarcopenia, cachexia
and pre-cachexia: joint document elaborated by Special Interest
Groups (SIG) "cachexia-anorexia in chronic wasting diseases™ and

"nutrition in geriatrics'. Clin Nutr, 2010. 29(2): p. 154-9.

10.Schindler, K., et al., How nutritional risk is assessed and managed in
European hospitals: a survey of 21,007 patients findings from the
2007-2008 cross-sectional nutrition Day survey. Clin Nutr, 2010.
29(5): p. 552-9.

11.Kirkland, L.L., et al., Nutrition in the hospitalized patient. J Hosp
Med, 2013. 8(1): p. 52-8.

12.Singh, H., et al., Malnutrition is prevalent in hospitalized medical
patients: are housestaff identifying the malnourished patient?

Nutrition, 2006. 22(4): p. 350-4.

13.Corkins, M.R., et al., Malnutrition diagnoses in hospitalized
patients: United States, 2010. JPEN J Parenter Enteral Nutr, 2014.
38(2): p. 186-95.



59

14.Guo, W., et al., Screening of the nutritional risk of patients with
gastric carcinoma before operation by NRS 2002 and its
relationship with postoperative results. J Gastroenterol Hepatol,

2010. 25(4): p. 800-3.

15.Lieffers, J.R., et al., Sarcopenia is associated with postoperative
infection and delayed recovery from colorectal cancer resection

surgery. Br J Cancer, 2012. 107(6): p. 931-6.

16.Schiesser, M., et al., Assessment of a novel screening score for
nutritional risk in predicting complications in gastro-intestinal

surgery. Clin Nutr, 2008. 27(4): p. 565-70.

17.Schwegler, 1., et al.,, Nutritional risk is a clinical predictor of
postoperative mortality and morbidity in surgery for colorectal

cancer. Br J Surg, 2010. 97(1): p. 92-7.

18.Sun, Z., et al., Nutritional Risk Screening 2002 as a Predictor of
Postoperative Outcomes in Patients Undergoing Abdominal
Surgery: A Systematic Review and Meta-Analysis of Prospective

Cohort Studies. PL0S One, 2015. 10(7): p. e0132857.

19.Barker, L.A., B.S. Gout, and T.C. Crowe, Hospital malnutrition:
prevalence, identification and impact on patients and the
healthcare system. Int J Environ Res Public Health, 2011. 8(2): p.
514-27.



60
20.Hoffer, L.J., Clinical nutrition: 1. Protein—energy malnutrition in

the inpatient. Cmaj, 2001. 165(10): p. 1345-1349.

21.Lim, S., et al., Malnutrition and its impact on cost of
hospitalization, length of stay, readmission and 3-year mortality.

Clinical nutrition (Edinburgh, Scotland), 2011. 31: p. 345-50.

22.Holmes, S., The effects of undernutrition in hospitalised patients.

Nurs Stand, 2007. 22(12): p. 35-8.

23.Allison, S.P., The uses and limitations of nutritional support The
Arvid Wretlind Lecture given at the 14th ESPEN Congress in
Vienna, 1992. Clin Nutr, 1992. 11(6): p. 319-30.

24.Kubrak, C. and L. Jensen, Malnutrition in acute care patients: a

narrative review. Int J Nurs Stud, 2007. 44(6): p. 1036-54.

25.Allison, S.P., Malnutrition, disease, and outcome. Nutrition, 2000.

16(7-8): p. 590-3.

26.Middleton, M.H., et al., Prevalence of malnutrition and 12-month
incidence of mortality in two Sydney teaching hospitals. Intern Med

J,2001. 31(8): p. 455-61.

27.Corish, C.A. and N.P. Kennedy, Protein-energy undernutrition in
hospital in-patients. Br J Nutr, 2000. 83(6): p. 575-91.

28.Skipper, A., Applying the nutrition care process: nutrition diagnosis

and intervention. Support Line, 2007. 29(6): p. 12-23.



61
29.Keller, H., et al., Barriers to food intake in acute care hospitals: a
report of the Canadian Malnutrition Task Force. J Hum Nutr Diet,

2015. 28(6): p. 546-57.

30.Keller, H.H., et al., Improving the standard of nutrition care in
hospital: Mealtime barriers reduced with implementation of the
Integrated Nutrition Pathway for Acute Care. Clin Nutr ESPEN,
2018. 28: p. 74-79.

31.Hiesmayr, M., et al., Decreased food intake is a risk factor for
mortality in hospitalised patients: the NutritionDay survey 2006.
Clin Nutr, 2009. 28(5): p. 484-91.

32.Allard, J., et al., Decline in nutritional status is associated with
prolonged length of stay in hospitalized patients admitted for 7
days or more: A prospective cohort study. Clinical Nutrition, 2015.

35.

33.Miriam Theilla, R., et al., The Assessment, Knowledge and Perceived
Quality of Nutrition Care amongst Nurses. J Nutri Med Diet Care,
2016. 2: p. 012.

34.Howson, F.F.A., A A. Sayer, and H.C. Roberts, The impact of trained
volunteer mealtime assistants on dietary intake and satisfaction with
mealtime care in adult hospital inpatients: A systematic review. The

journal of nutrition, health & aging, 2017. 21(9): p. 1038-1049.



62
35.White, J.V., et al., Consensus statement: Academy of Nutrition and
Dietetics and American Society for Parenteral and Enteral
Nutrition: characteristics recommended for the identification and
documentation of adult malnutrition (undernutrition). JPEN J

Parenter Enteral Nutr, 2012. 36(3): p. 275-83.

36.Mueller, C., C. Compher, and D.M. Ellen, AS.P.E.N. clinical
guidelines: Nutrition screening, assessment, and intervention in

adults. JPEN J Parenter Enteral Nutr, 2011. 35(1): p. 16-24.

37.Lacey, K. and E. Pritchett, Nutrition Care Process and Model: ADA
adopts road map to quality care and outcomes management. J Am

Diet Assoc, 2003. 103(8): p. 1061-72.

38.Beck, A.M., et al., Food and nutritional care in hospitals: how to
prevent undernutrition--report and guidelines from the Council of

Europe. Clin Nutr, 2001. 20(5): p. 455-60.

39.Michele, G., E.-S. Sylvia, and D. Suzanne, Nutritional Foundations

and Clinical Applications: A Nursing Approach. 2015.

40.Duerksen, D.R., et al., Nurses' Perceptions Regarding the
Prevalence, Detection, and Causes of Malnutrition in Canadian
Hospitals: Results of a Canadian Malnutrition Task Force Survey.

JPEN J Parenter Enteral Nutr, 2016. 40(1): p. 100-6.



63
41.Hill, G.L., et al., Malnutrition in surgical patients. An unrecognised

problem. Lancet, 1977. 1(8013): p. 689-92.

42.Pérez de la Cruz, A, et al., [Malnutrition in hospitalized patients:
prevalence and economic impact]. Med Clin (Barc), 2004. 123(6): p.
201-6.

43.de Luis, D. and A. Lopez Guzman, Nutritional status of adult
patients admitted to internal medicine departments in public
hospitals in Castilla y Leon, Spain - A multi-center study. Eur J

Intern Med, 2006. 17(8): p. 556-60.

44.Planas, M., et al., Nutritional status among adult patients admitted
to an university-affiliated hospital in Spain at the time of genoma.

Clin Nutr, 2004. 23(5): p. 1016-24.

45.Martinez Olmos, M.A,, et al., Nutritional status study of inpatients in

hospitals of Galicia. Eur J Clin Nutr, 2005. 59(8): p. 938-46.

46.Braunschweig, C., S. Gomez, and P.M. Sheean, Impact of declines in
nutritional status on outcomes in adult patients hospitalized for
more than 7 days. J Am Diet Assoc, 2000. 100(11): p. 1316-22; quiz
1323-4.

47.Inotai, A., et al.,, Modelling the burden of disease associated

malnutrition. e-SPEN Journal, 2012. 7(5): p. €196-e204.



64
48.Snider, J.T., et al., Economic burden of community-based disease-
associated malnutrition in the United States. JPEN J Parenter Enteral

Nutr, 2014. 38(2 Suppl): p. 77s-85s.

49.GOUT, B.S.,, L.A. BARKER, and T.C. CROWE, Malnutrition
identification, diagnosis and dietetic referrals: Are we doing a good

enough job? Nutrition & Dietetics, 2009. 66(4): p. 206-211.

50.ADAMS, N.E., et al., Recognition by medical and nursing
professionals of malnutrition and risk of malnutrition in elderly

hospitalised patients. Nutrition & Dietetics, 2008. 65(2): p. 144-150.

51.Rezeq, H., et al., Prevalence of malnutrition in hemodialysis patients:
A single-center study in Palestine. Saudi Journal of Kidney Diseases

and Transplantation, 2018. 29: p. 332.

52.0mari, A.M., et al., Assessment of nutritional status in the
maintenance of haemodialysis patients: a cross-sectional study

from Palestine. BMC Nephrology, 2019. 20(1): p. 92.

53.Agarwal, E., et al.,, Nutrition care practices in hospital wards:
results from the Nutrition Care Day Survey 2010. Clin Nutr, 2012.
31(6): p. 995-1001.

54.Raja, R., et al., Nurses’ views and practices regarding use of validated

nutrition screening tools. The Australian journal of advanced



65
nursing: a quarterly publication of the Royal Australian Nursing

Federation, 2008. 26: p. 32-39.

55.Skinnars Josefsson, M., et al., Quality Indicators of Nutritional Care
Practice in Elderly Care. J Nutr Health Aging, 2017. 21(9): p. 1057-
1064.

56.Deutz, N.E., et al.,, Readmission and mortality in malnourished,
older, hospitalized adults treated with a specialized oral nutritional
supplement: A randomized clinical trial. Clin Nutr, 2016. 35(1): p.
18-26.

57.Mogre, V., et al.,, Assessing nurses’ knowledge levels in the
nutritional management of diabetes. International Journal of Africa

Nursing Sciences, 2015. 3: p. 40-43.
58.Handbook, 0.0., (Counselors). 2010.

59.Craven, D.L., et al., Barriers and enablers to malnutrition screening
of community-living older adults: a content analysis of survey data

by Australian dietitians. Aust J Prim Health, 2017. 23(2): p. 196-201.

60.Dupertuis, Y.M., et al., Food intake in 1707 hospitalised patients: a
prospective comprehensive hospital survey. Clin Nutr, 2003. 22(2):
p. 115-23.



66
61.Green, S.M. and E.P. James, Barriers and facilitators to undertaking
nutritional screening of patients: a systematic review. J Hum Nutr

Diet, 2013. 26(3): p. 211-21.

62.Jones, N.E., Implementation of the Canadian Clinical Practice
Guidelines for Nutrition Support: A Multiple Case Study of
Barriers and Enablers. Nutrition in clinical practice, 2007. v. 22(no.

4): p. pp. 449-457-2007 v.22 no.4.

63.Kondrup, J., et al., Incidence of nutritional risk and causes of
inadequate nutritional care in hospitals. Clin Nutr, 2002. 21(6): p.
461-8.

64.Walton, K., P. Williams, and L. Tapsell, Improving food services for
elderly, long-stay patients in Australian hospitals: Adding food
fortification, assistance with packaging and feeding assistance.

Nutrition & Dietetics, 2012. 69.

65.Kimber, K., et al., Supportive interventions for enhancing dietary
intake in malnourished or nutritionally at-risk adults: a systematic
review of nonrandomised studies. J Hum Nutr Diet, 2015. 28(6): p.

517-45.

66.Fuchs, V., et al., [Nutritional status in hospitalized patients in a

public hospital in Mexico City]. Nutr Hosp, 2008. 23(3): p. 294-303.



67
67.Hiesmayr, M., et al., Hospital Malnutrition, a Call for Political
Action: A Public Health and NutritionDay Perspective. Journal of

clinical medicine, 2019. 8(12): p. 2048.

68.Mowe, M., et al., Insufficient nutritional knowledge among health
care workers? Clinical nutrition (Edinburgh, Scotland), 2008. 27: p.
196-202.

69.Abdollahi, M., et al., The nutrition knowledge level of physicians,
nurses and nutritionists in some educational hospitals. Archives of

Advances in Biosciences, 2013. 4.

70.Lovesley, D., R. Parasuraman, and A. Ramamurthy, Combating
hospital malnutrition: Dietitian-led quality improvement initiative.

Clin Nutr ESPEN, 2019. 30: p. 19-25.

71.Hedman, S., M. Nydahl, and G. Faxén-Irving, Individually prescribed
diet is fundamental to optimize nutritional treatment in geriatric

patients. Clin Nutr, 2016. 35(3): p. 692-8.

72.Buxton, C. and A. Davies, Nutritional knowledge levels of nursing
students in a tertiary institution: Lessons for curriculum planning.

Nurse Education in Practice, 2013. 13(5): p. 355-360.

73.Laur, C., et al., Quality Nutrition Care: Measuring Hospital Staff's
Knowledge, Attitudes, and Practices. Healthcare (Basel,

Switzerland), 2016. 4(4): p. 79.



68
74.Schaller, C. and E.L. James, The nutritional knowledge of Australian

nurses. Nurse Educ Today, 2005. 25(5): p. 405-12.
75.Yalcin, N., et al., Nutrition knowledge level of nurses. 2014.

76.Crogan, N.L. and B.C. Evans, Nutrition assessment: experience is not
a predictor of knowledge. The Journal of Continuing Education in

Nursing, 2001. 32(5): p. 219-222.

77.Laur, C., et al., Quality Nutrition Care: Measuring Hospital Staff’s
Knowledge, Attitudes, and Practices. Healthcare, 2016. 4(4): p. 79.

78.Cass, S., L. Ball, and M. Leveritt, Australian Practice Nurses'
Perceptions of their Role and Competency to Provide Nutrition Care
to Patients Living with Chronic Disease. Australian Journal of

Primary Health, 2013.

79.Dennis, S., et al., Chronic Disease Management in Primary Care:
From Evidence to Policy. The Medical journal of Australia, 2008.

188: p. S53-6.

80.Ball, L.E., R.M. Hughes, and M.D. Leveritt, Nutrition in general
practice: role and workforce preparation expectations of medical

educators. Aust J Prim Health, 2010. 16(4): p. 304-10.

81.Schonherr, S., R.J. Halfens, and C. Lohrmann, Development and
psychometric evaluation of the Knowledge of Malnutrition -

Geriatric (KoM-G) questionnaire to measure malnutrition



69
knowledge among nursing staff in Austrian nursing homes. Scand J

Caring Sci, 2015. 29(1): p. 193-202.

82.Dumic, A, et al., Attitudes toward Nutrition Care among General

Practitioners in Croatia. J Clin Med, 2018. 7(4).

83.Jefferies, D., M. Johnson, and J. Ravens, Nurturing and nourishing:
the nurses' role in nutritional care. J Clin Nurs, 2011. 20(3-4): p.

317-30.

84.Geurden, B., et al., Does Documentation in Nursing Records of
Nutritional Screening on Admission to Hospital Reflect the Use of
Evidence-Based Practice Guidelines for Malnutrition? International

journal of nursing knowledge, 2013. 25.

85.Persenius, M.W., et al., Assessment and documentation of patients'
nutritional status: perceptions of registered nurses and their chief

nurses. J Clin Nurs, 2008. 17(16): p. 2125-36.

86.Geurden, B., et al., Self-reported body weight and height on admission
to hospital: A reliable method in multi-professional evidence-based
nutritional care? International journal of nursing practice, 2012.

18: p. 509-17.

87.Geurden, B., et al., Nurses estimating body weight and height to

screen for malnutrition in bedridden patients: Good practice?



70
European e-Journal of Clinical Nutrition and Metabolism, 2011.

6(4): p. €202-8206.

88.Ross, L.J., et al., Everyone's problem but nobody's job: Staff
perceptions and explanations for poor nutritional intake in older

medical patients. Nutrition &amp; dietetics., 2011. 68(1): p. 41-46.

89.Law, L., K. Akroyd, and L. Burke, Improving nurse documentation
and record keeping in stoma care. British journal of nursing (Mark

Allen Publishing), 2010. 19(21): p. 1328-1332.

90.Baldwin, C. and C.E. Weekes, Dietary advice for illness-related
malnutrition in adults. Cochrane Database Syst Rev, 2008(1): p.
Cd002008.



71
Appendices

Ol

Code:

Omasinal) Addaadl A daal) L)) gaia

Laall Llepll edie dijre sde apill Ge e Gy Jary il e AWl L
capal) dial) Jled liiiie b dediall 481580 Aol sasn olad) agilulass aeSslus
gl el drala b daladl daal) iale galin e @lldy "cplaus

el Lmal) daxdll apai b Gled g Lpaal Bl Cand) 138 8 48Ul olas) 5
Caags dpale 300 Hlaay Adlaasy Aalad < 48 ) ABLY) e Y] Sinas e sai
Glagleae gl ang ¥ il Wl 4zl o Jpanll Aidally dagpall 2Sihla) lagy ol
s alall sl LRl Lgalasiinly o 685 Cagug Ay oSShila) (Al oShioa e Ja 8

Ol o il e s Gald) Aluhe ag claade §) abled) @Y
muna.shakhshir@gmail.com  Y)  5SlY)

Uina aSiglad G oSl o SL


mailto:muna.shakhshir@gmail.com

72

:JJY\?MM\
el d Alaglea
S O Sy O ol ]
s dandl 84 :JA,J\

§ il 84y Jai Gl andll Sl Bas gl o gl

XN Ba] Wl ) 2
rnaaill ela ) ¢ Al Jukl ] A gigdtual ]
el Ja
sles JA 3 (a jaa[ ] abaidl cub 7] e s 7] 3
dpgBallE [ Gl = e [
4
Sl O Il ]
gl G lai 4 oS
5
Sl 10 + ] S5 10-3 ] .20 [

¥ oyl g e Oy Jale b il ; oS

Aial ) Josil J & Y sdle V[ Al ) Sl o Syodle a7 | O
o) g il sl e ilse




73
;g.'alf\ﬂ asdl)

Ul

3 sa
s UJ\
La

Al <l jlad) (a8l JS aa i) ga apdl A

il & el il dage sl L33l | ]

Jsaall vie Gyl (s 38y |3

A sae bl o yall Al 5 b S LR il sall wend (S | 4
O el (S a3 las) 5 Leatt g doa ) A 1) A dlae)

o pae lsal) i ) Al 5 b S LR il sall end Sy [ 5
a‘)j)aaj\mu’_m)nﬂe\a.u\d}l_um

pladall (e 8IS A0S 23l ¢ s (g0 silay (Al (o yall glae) () y
pEleE e ) aam

e g8 e (Al Al ¢ g e O il (Al (oaa jall aen Zling 3
L05  albaidl) 8

3 Gy pall J e Joied Aage Hsagd | 9

o el Ay g23l) Allad) ppaail s Al 5 alaal) S ia ) Ly | 10

Sl Jgaaall e Lale | 5ills dan gl ol clabalaadl i of oSy 1

s ge JS ARl 5 58 (g yall aledall J 5l i o) | 12

*adll Jladl e o e oy pall 403 4e ) | 13

il G daia (A0 6 s e O silay ) (om all Z s 14
gsoAl

oAl e gy mam e gl g5 | 15

435 Jladl e gl YL e ca,ef Ul | 16

L) lad) M Jpasll e Capel | 17

o3 O Pl 5 40l ¢ gad B je a sal) ()5S e e 18
Al

aladall Gl 5 A aladall 5l ac ) il 1wV sy el U | 19

JSy (sl yad A3l clalial aedd sl e 3 5 ) Zlial 20

Jaadl




74
Sl anal)

Ladla

e

[HIFEN]

K1)

b Lay Ll Jana i o

(<l )dadl 5 L) sl Jie)

Xy B 3 B30 Lm0

aalall e adla J U5 3 Gm el s2elaey ol

Ll Jlmal o (i sall 4als o gl jliaa) Flaw die
J el (e g 5all

20 4 yral aladall 5 JOA Gy yall 3 50 o 5

g o) oy yall dabaliag o Bl Y i Silage aubaiisalely o )
A sl

g Al die A51a8 o iy (ay yall 35 3 Ay

sl andl)

Al Ul

OSE La ) yald
Adsiia

(9-1) (Adiuall (B GolSL Y uajall Jrad Giland

Loa ol Jlay) dadd 8 udaall g iy paill G Gl a0 Y

dune e aladall dad) 55 350 5 sedadll

ralia e QLN Sl lalall 5 ) s da 0

w345 3 el gl JSEIG Gyl oy o3 ¥

Al b ) i plada) o 08 e sl

daliadll [l e Y 5l (el all e 5 dasadl 23 Y

pladall i 5 vie e ade ) ol (b o) Y el g el

~N| O O B W

S G b o

Nl ¥




75
sl anal)

pladin) Jia Gl A3 aca o ¢ gluany Y ol sall Jead Gl
(9-1) Lss¥) ol dpelinal) A58

A Ll AaaY Ayl sV | 1

Al @Lﬂ\ Oy Adadl) A &4 graa

Sl 5 gasall 5 algall dpansi aa oY

i Wl dmying

K<

~N| O O B oW

Clacloadll e il &g

S G o | 8

Y | 9




76
Table 1. Proportion of responses for knowledge questions (N=405)

Questi Question Strongly | Somewha | Sometimes | Somewhat | Strongly | Missing Mean Median
on no. statement agree t agree (%) disagree | disagree (Outof 5) | (Out of 5)
(%) (%) (%) (%)

Please your rate agreement with the following statements

1 Nutrition is 7(17) 112.7) 27(6.7) 133(32.8) | 227(56.0) 0 4.39 5
not important
to a patient’s
recovery in
hospital*

2 All patients 109 185(45.7) 87(21.5) 17(4.2) 7(1.7) 0 3.92 4
should be (26.9)
screened for
malnutrition
at admission
to hospital

3 A patient’s 205 148(36.5) 42(10.4) 3(.7) 3(.7) 4(1) 437 5
weight should (50.6)
be taken at
admission

4 All staff 35 122(30.1) 113(27.9) 104(25.7) | 29(7.2) 2(5) 3.07 3
involved in (8.6)
patient care
can help set
up the meal
tray, open
packages etc.

5 All staff 31 154(38) 126(31.1) 78(19.3) 15(3.7) 1(2) 3.27 3
involved in (7.7)
patient care
can provide
hands-on
assistance to
eat when
necessary

6 Malnutrition 39 159(39.3) 129 60(14.8) 13(3.2) 5(1.2) 3.38 3
is a high (9.6) (31.9)
priority at this
hospital

7 Giving 104 204(50.4) 74(18.3) 17(4. 2) 1(.2) 3(.7) 4.0 4
malnourished (25.7)
patients an
adequate
amount of
food will
enhance their
recovery

8 All 116 200(49.4) 57(14.1) 21(5.2) 3(.7) 8(2.0) 1.98 2
malnourished (28.6)
patients
require
individualized
treatment by a
dietitian *

9 | have an 34 195(48.1) 140 23(5.7) 92.2) 4(1) 355 4
important role (8.4) (34.6)
in promoting a
patient’s food
intake

10 Monitoring 47 222 (54.8) 106 25(6. 2) 2(5) 3(.7) 371 4
food intake is (11.6) (26.2)
a good way to
determine a
patient’s
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nutritional
status

11

Interruptions
during the
meal can
negatively
affect patient
food intake

38
9.4)

207(51.1)

120
(29.6)

31(7.7)

4(1.0)

5(1.2)

3.61

12

Promoting
food intake to
a patient is
every staff
member’s job

49
12.1)

157(38.8)

91(22.5)

84(20.7)

19(4.7)

5(1.2)

3.33

13

Nutritional
care of a
patient is only
the role of the
dietitian*

34
(84)

90(22. 2)

94(23.2)

166
(41.0)

19(4.7)

2(5)

3.11

14

Malnourished
patients who
are discharged
need follow
up in the
community

94
(23.2)

227
(56.0)

66(16.3)

13(32)

3(7)

2(5)

3.98

15

A patient’s
weight is not
necessary at
discharge*

14
(3.5)

49(12.1)

84(20.7)

177
(43.7)

80
(19.8)

1(2)

3.64

Total
knowledge
score (out of
75)

53.31

56
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Table 2 Proportion of responses for attitude questions (N=405)

16 | I always 53(13.1) | 183(45.2) | 113(27.9) | 39(9.6) | 16(4.0) | 1(.2) | 3.54 |4
know when to
referto a
dietitian

17 | | know how 94(23.2) | 150(37.0) | 84(20.7) | 50(12.3) | 26(6.4) | 1(.2) | 3.58 | 4
to refer to a
dietitian

18 | I know when | 48(11.9) | 201(49.6) | 120(29.6) | 22(5.4) | 13(3.2) | 1(.2) | 3.62 | 4
a patient is at
risk of
malnutrition
oris
malnourished

19 | I know some | 39(9.6) | 151(37.3) | 141(34.8) | 57(14.1) | 14(3.5) | 3(.7) | 3.36 | 3
strategies to
support food
intake at
meals

20 | I need more 40(9.9) | 167 141(34.8) | 37(9.1) | 20(4.9) |0 342 |4
training to (41.2)
better support
the nutrition
needs of my
patients

Total attitude 1752 | 19
score (out of
25)

Total KA 70.83 | 75
score (out of
100)

*: These are negative questions and the scoring was reversed: Strongly Disagree (5); Somewhat
Disagree (4); sometimes (3); Somewhat Agree (2); Strongly Agree (1); Blank (0). A higher
score indicates more knowledge/ attitude. For example, in the first question 1, 4.38/5 means that
more people think that nutrition is important. For question 8, 2/5 means that more people
believe that all malnourished patients require individualized treatment by a dietitian.
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Table 3. Proportion of responses for practice questions (N=405)

Question Question statement Never Sometimes | Often Always Missing | Mean Median

no
Please rate how often you DO the following:

21 Check the patient has all that they need to eat (e.g. | 47 183 103 68(16.8) | 4(1) 2.48 2
dentures, glasses) (11.6) (45.2) (25.4)

22 Help a patient with opening food packages 80 216 66 34(8.4) 9(2.2) 214 2

(19.8) (53.3) (16.3)
23 Assist a patient to eat if they need help 69 221 70 40(9.9) 5(1.2) 2.20 2
(17.0) (54.6) (17.3)

24 If permitted, encourage a patient’s family to bring | 90 209 75 23(5.7) 8(2.0) 2.08 2
food from home for the patient (22.2) (51.6) (18.5)

25 Visit and check a patient during their meal time to | 82 237 59 20(4.9) 7(1.7) 2.04 2
see how well they are eating (20.2) (58.5) (14.6)

26 Realign my tasks so | do not interrupt a patient 33 169 137 59(14.6) | 7(1.7) 2.56 2
during their meal time (8.1) (41.7) (33.8)

27 At discharge of a malnourished patient, provide 117 188 55 31(7.7) 14(3.5) | 2.00 2
the patient or family with nutrition education (28.9) (46.4) (13.6)
material
Total practice score (out of 28) 15.49 14
Total KAP score (out of 128) 86,33 89
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Table 4. Proportion of responses for the most important reasons why

patients may not eat in hospital unit

BARRIERS Yes (%) No (%) Missing
1 Appearance, taste, aroma of food is poor 235 (58.0) | 166 4(1.0)
(41.0)
2 Patients pain and symptoms are not well 228 (56.3) | 174 3(0.7)
managed (43.0)
3 Food/ fluid temperature is inappropriate 225 (55.6) | 177 3(0.7)
(43.7)
4 Patients are not able to feed themselves or open | 222 (54.8) | 177 6 (1.5)
packages (43.7)
5 Patients meals are interrupted by procedures or | 215 (53.1) | 185 5(1.2)
medical care (45.7)
6 Patients are not properly positioned to eat 196 (48.4) | 200 9(2.2)
(49.4)
7 Lack of documentation 194 (47.9) | 207 4(1.0)
(51.1)
8 Indifference 171 (42.2) | 229 5(1.2)
(56.5)
9 Tray delivery is not coordinated between food 154 (38.0) | 248 3(0.7)
service and nursing (61.2)

Table 5. Proportion of responses for the most important reasons why
patients may get insufficient nutrition support (tube feeding, artificial

nutrition)

BARRIERS Yes No Missing
1 Technically difficult 336 (83.0) |64(15.8) |5(1.2)
2 Too many complications 335(82.7) |65(16.0) [5(1.2)
3 Unaware of the importance of nutrition 334 (82.5) | 67(16.5) |4(1.0)
4 No definition of responsibility 326 (80.5) | 73(18.0) |6(1.5)
5 Malnourished patients are not identified 320 (79.0) |80(19.8) |5(1.2)
6 Lack of documentation 317 (78.3) |83(20.5) |[5(1.2)
7 Too expensive 276 (68.1) | 123(30.4) | 6 (1.5)
8 Indifference 275 (67.9) |126 (31.1) | 4(1.0)
9 Time consuming 269 (66.4) | 131(32.3) | 5(1.2)
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