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Abstract

Hospital meals are expected to support nutrition, recovery, patient
wellbeing, and experiences of care, yet the work that makes them
possible is often taken for granted and organised as an auxiliary service.
This thesis analyses this tension through a Swedish hospital foodservice
reform. The aim is to analyse how hospital foodservice was
problematised and governed, and what this means for how meals,
patients, care, and meal-related work can be understood, evaluated, and
organised.

The thesis is informed by poststructural analysis of discourses, primarily
Bacchi’s “What’s the problem represented to be?” approach and
Poststructural Interview Analysis. Hospital foodservice is approached as
a governing arrangement in which problem representations, discourses,
governing technologies, and subject positions shape what becomes
visible, legitimate, and actionable.

The thesis is an embedded case study following the reform from pre-
reform assessment through political decision-making, implementation,
and evaluation. The empirical material includes patient survey data,
political documents, key informant interviews, study visits, field notes,
and reform documents. Three studies are included in the thesis: patient
satisfaction before the reform; political problematisations underpinning
the reform; and professional boundaries in everyday meal-related work.
These studies are brought together through an iterative synthesis.

High overall patient satisfaction was reported in pre-reform survey data.
At the same time, the political material problematised the previous
foodservice system as costly, inflexible, and insufficiently responsive to
patient choice. In interview accounts, everyday meal-related work was
shaped by market-oriented discourse, where meals and service were
understood through efficiency and customer satisfaction, and by a
discourse of enduring hospital hierarchy, where clinical authority shaped
whose work and perspectives could be recognised as legitimate. The
reform made patient choice, menu variety, food quality, satisfaction
scores, and cost control visible as signs of success. Less visible was the
everyday work required to make meals function in practice, including
coordination between kitchen, wards, and service staff, and the practical
and relational work of ordering, reheating, plating, serving, and meeting
patients. The overall effect was selective visibility and uneven legitimacy:
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visible food quality was strongly legitimised, while meal-related service
work remained more conditional and dependent on local negotiations.

The thesis contributes by centring governance as an analytic object in
hospital foodservice research and by showing how meal-related service
work can be necessary to care while remaining conditionally recognised.
The central challenge is to organise responsibility, collaboration, and
legitimacy in ways that make integration between meals and care
possible in everyday practice.

Key words: hospital foodservice, healthcare governance, healthcare
reform, analysis of discourses, WPR analysis, Poststructural Interview
Analysis, patient satisfaction



Popularvetenskaplig sammanfattning
pa svenska

Att organisera fungerande maltider pa sjukhus ar en utmaning.
Maltiderna ska tillfora naring och energi for patienternas aterhamtning,
samtidigt ska maten vara siker, god, trivsam, ekonomisk, héllbar, samt
anpassad efter olika medicinska behov. Sammanlagt bidrar detta till
patientens upplevelse av sin sjukhusvistelse. Maltiderna serveras
dessutom i en vardmiljo dar patienternas medicinska tillstand, aptit, ork
och behov snabbt kan forandras. Dessutom krockar vardens rutiner
ibland med maéltidens forutsattningar.

Min avhandling handlar om hur sjukhusmaltider omorganiserades i
samband med en storre sjukhusmaéltidsreform inom en region i Sverige.
Centralkoket skulle byggas om frén ett varmmatssystem med
brickservering till ett kallmatssystem med portionsforpackade matléddor.
Aven avdelningskok byggdes om. Reformen var ambitids, maltiderna
skulle bli mer flexibla, mer patientcentrerade och mer kostnadseffektiva.
Patienterna skulle ges storre mojlighet att vilja nar de sjilva ville dta och
vad de ville dta genom att bestilla matratter frdn en meny med brett
utbud. Maltidsreformen skulle samtidigt bidra till att minska
undernaringen hos patienter och dven minska matsvinnet. En av de
praktiska forandringarna var ocksa inférandet av maltidsvardar pa
avdelningarna som skulle avlasta vardpersonal och bidra till patientens
maltidsupplevelse.

I avhandlingen har jag inte utvarderat om reformen var lyckad eller
misslyckad. I stillet har jag kritiskt undersokt hur reformen formades.
Jag fokuserade min analys pa formuleringen av de problem som
reformen skulle 16sa samt vilka 16sningar som darmed blev méjliga att
genomfora. Jag har intresserat mig for vilken betydelse det innebar for
patienter, vardavdelningar, kok, servicepersonal och maltidsrelaterat
arbete. For att gora denna analys anvander avhandlingen ett
diskursteoretiskt perspektiv, dar foreslagna losningar analyserades som
ledtradar till att finga upp vad som uppfattas som problematiskt. Med
denna typ av analys blev det mojligt att undersoka vad som prioriterades
och framstod som meningsfullt, viktigt och rimligt.

Studien bygger pa tre delarbeten och en sammanvéigande analys. Det
empiriska materialet bestéar av patientenkater, politiska dokument,



intervjuer med nyckelpersoner, studiebesok, faltanteckningar och
dokument fran reformarbetet. Materialet foljer reformen fran policy till
tallrik. Jag analyserade perioden innan reformen genomfordes genom
patientnojdhetsenkater och jag analyserade den politiska
beslutsprocessen framstilld i politiska protokoll. Vidare analyserades
beskrivningar av maltidsarbetets praktiska organisation under planering
och implementering av reformen, samt erfarenheter efter reformen.

Ett viktigt resultat i avhandlingen ar att sjukhusmaltiderna upprepat
beskrevs som viktiga i politiska beslutsprotokoll, reformdokument,
intervjuer och informella samtal under studiebesok. Maltiderna beskrevs
som centrala for patienternas vilbefinnande, aterhdmtning och
upplevelse, men analysen visade samtidigt att maltider och
maltidsarbete dnda inte fullt ut organiserades som en sjilvklar del av
varden. Diskurser kopplade till valfrihet, flexibilitet, kostnadseffektivitet,
service och sjukhushierarki var mest styrande. Dessa diskurser omsattes
sedan till praktik genom menyutbud, servicerutiner, néjdhetsméatningar,
budgetar och interna avtal mellan vardavdelningar, kok och
serviceenheten.

De interna avtalen var sarskilt viktiga eftersom de gjorde maltider och
maltidsarbetet till ndgot som kunde bestillas, specificeras, prissittas,
foljas upp och ibland ifragasittas som kostnad. Vardavdelningarna fick
diarmed en roll som bestéllare och kund, medan maltids- och
serviceenheterna fick rollen som leverantor av en definierad service.
Maltiderna och maltidsarbetet var centrala for vardens verksamhet
samtidigt som de ofta organiserades som en servicefunktion till virden.

Avhandlingen visar att det inte rdacker att siga att maten ar en viktig del
av varden, om mandat, ekonomi, bemanning och samarbete inte
organiseras pa ett sitt som mgjliggor detta i praktiken. Om
vardavdelningar, kok och serviceorganisationer har olika ansvar, olika
budgetar och olika uppdrag behover samarbetet diskuteras och byggas in
i organisationen. Annars finns en risk att maltiden blir allas
angeliagenhet i teorin, men ingens gemensamma ansvar i praktiken.

Ett annat resultat som framkom var att vissa viarderingar sisom
valfrihet, flexibilitet, ngjdhet, synlig matkvalitet och kostnadskontroll
var enklare att omsatta i praktik. Dessa varderingar kunde kopplas till
styrningsverktyg sdsom menyer, bestillningssystem, patientenkiter,
budgetar och avtal. Andra viarderingar, sisom samarbete, gemensamt
ansvar, relationellt bemé6tande och integration mellan maltider och vard



var svarare att synliggora. De blev mer beroende av avdelningsspecifika
I6sningar och féorhandlingar samt engagerade personer.

I min analys pastar jag inte att valfrihet, patientnojdhet eller
kostnadskontroll dr ovasentligt. Dessa ar centrala delar av en
maltidsverksamhet. Jag argumenterar for att eventuella problem kan
uppsta om dessa viarderingar far starkare organisatoriskt stod an det
arbete som kravs for att maltiden ska fungera som en sjilvklar del av
patientens vard och omsorg. En méltidsreform kan darfor se bra ut nar
man studerar de menyer och méltider som serveras och som mojliggor
valfrihet och positiva patientomdomen, samtidigt som det praktiska
samarbetet, arbetsinsatsen och ansvarsfordelningen bakom maéltiden
kan forbli mindre synlig.

Avhandlingen visar att olika delar av maltidsarbetet fick olika mycket
synlighet och legitimitet. Koket fick en relativt stark position nar maten
kunde kopplas till synliga resultat, det vill sdga god mat, tilltalande
uppldggning, storre variation och uppskattning fran patienter.
Vardavdelningarna hade en annan typ av stark position eftersom de i
praktiken hade makt att avgora vad som raknades som nodvandigt,
prisvirt, rimligt och genomforbart i avdelningens vardmiljo.
Serviceenheten som ansvarade for maltidsvardar och 6vrig
servicepersonal hade en mer oséker position. De var centrala for
patientens maltidsupplevelse genom bestillning, servering,
uppvarmning och uppliaggning av maltider, samt genom nérvaro och
bemotande. Samtidigt kunde deras arbete beskrivas som “extra service”,
som kostnad eller som négot som skedde vid sidan av
karnverksamheten. I generella termer var service uppskattat, men dess
varde stilldes i relation till kostnader.

En central slutsats ar att maltidsupplevelsen inte skapas enbart i koket
och genom maten. Den skapas ocksé i 6verlamningen mellan kok,
service och vard. Den skapas i bestallningen, timingen, och
upplaggningen av méaltiderna, samt genom samtalet med patienten,
anpassningen till avdelningens rutiner och i det praktiska samarbetet
mellan olika yrkesgrupper. Mycket av detta arbete ar latt att ta for givet.
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For maltidschefer, avdelningschefer och andra som leder eller ar
engagerade i sjukhusmaéltider pekar avhandlingen pa nagra konkreta
omraden och praktiska fragor av kritisk natur som kan potentiellt bidra
till en smidigare integration mellan méltider och vard:

e Vilka delar av méltidsarbetet synliggors i uppfoljning, budget och
kvalitetsarbete?

e Vilka delar av arbetet kréavs for att méltiden ska fungera, men
riskerar att betraktas som sjilvklar service?

e Vem har mandat att avgora vad som ar en rimlig méltidslésning pa
avdelningen?

e Hur foljs patienternas upplevelser upp utan att maltiden reduceras
till nojdhetspoang?

Sadana fragor skulle till exempel kunna byggas in i gemensamma méten
eller uppfoljningsmallar, sa att méltidsarbetet foljs upp som ett
gemensamt ansvar och inte enbart som avgransad service.

Den 6vergripande slutsatsen ar att sjukhusmaltider behover organiseras
som ett gemensamt ansvar om de ska fungera som en del av varden. Det
innebar inte att alla ska gora samma sak. Det innebar att kok,
serviceenheter, vardavdelningar och ledningsfunktioner behover ha en
omsesidig relation till varandra, tydliga roller, tydliga forum for
samarbete och en gemensam forstéelse for vad maltiden ska bidra med.
Om maltiden ska vara en del av virden maste ocksé det arbete som gor
maltiden mojlig ges organisatoriskt stod och legitimitet. Jag
argumenterar for att svarigheten inte frimst ligger i bristande vilja, utan
i hur maltidsarbetet organiseras, finansieras, mits, bestalls, utfors och
varderas. Denna avhandling bidrar med ett kritiskt perspektiv pa varfor
sjukhusmaltider kan vara svéra att integrera i varden trots att manga
aktorer ser dem som viktiga.

ix
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Prologue

Hospital meals are a familiar topic to many people. When I have
presented this PhD study, it has often led to people sharing stories and
opinions about hospital meals. Yet the work that makes these meals
possible often remains invisible, and the people who do this work are
rarely at the centre of public debate. Much of this work is situated in
care, service, and institutional food provision, where everyday welfare
work is often essential but weakly recognised. In this thesis I approach
hospital meals from a foodservice perspective, meaning my specific
interest is in the politics, organisation, and work that shape hospital
meals.

My study uses a case study methodology and was conducted in relation
to a large-scale Swedish hospital foodservice reform. The goal of the
reform was to make meals more flexible, patient-centred’, and cost-
efficient while reducing malnutrition and food waste. Rather than
approaching the reform primarily as an intervention to be evaluated, I
analyse how hospital foodservice was problematised and governed
during the reform. This means that I focus on what was presented as
needing change, which solutions came to appear as reasonable, and how
meals, patients, responsibilities, and meal-related work were understood
and organised.

I position this thesis within a poststructuralist perspective (cf. Bacchi &
Goodwin, 2016). This means that previous literature, theory, methods,
and empirical material are not treated as neutral descriptions. I make my
interpretations visible by arguing for them throughout the thesis.

In this introductory chapter I briefly describe the Swedish setting in
which this study is situated and the research gap I am addressing.

Setting the scene — hospital foodservice in
Sweden

Depending on its size, a hospital may serve thousands of meals per day,
mainly to inpatients but also to relatives and staff. Hospital foodservice
faces multiple challenges in the production, distribution, and service of

1 Patient-centredness is a concept that has largely been replaced with the concept of person-
centredness. I use patient-centredness when citing literature or documents using this term.



meals. Common foodservice tasks such as adapting diets, distributing
meals, coordinating timing, maintaining hygiene, organising staff, and
controlling costs are shaped by the clinical setting. Inpatients often
experience decreased appetite because of illness and medication,
therapeutic diets based on medical needs are common, and mealtimes
may sometimes be in conflict with clinical tasks (cf. Hartwell et al., 2007;
Rattray et al., 2017; Stanga, 2003; Xia & McCutcheon, 2006).

In other words, meals have to work as food, treatment, support,
institutional service, and part of patients’ experiences of care. These
challenges are operational, but they are also political and organisational
in that they concern how foodservice is organised, how resources are
allocated, and how meal-related work is valued (cf. Skdnberg & Eriksson,
2022; Wilandh et al., 2024; Dahl, 2010; Giritli Nygren & Nyhlén, 2017;
Selberg et al., 2022; Stranz, 2021).

Healthcare and hospital meals in the Swedish Welfare State

To understand the Swedish hospital foodservice setting it is necessary to
briefly introduce the organisation of welfare in Sweden. The
responsibility for healthcare in Sweden is divided between the state, 21
regions, and 290 municipalities. The government is responsible for laws
and legislative changes and allocating state funds. Several national
agencies, for example the National Board of Health and Welfare, The
Public Health Agency, and The Swedish Food Agency, are responsible for
regulations and guidance. All regions and municipalities in Sweden are
also members of The Swedish Association of Local Authorities and
Regions which acts as a network for knowledge exchange, coordination,
and professional advice. However, both regions and municipalities have
extensive autonomy and the operational responsibility of healthcare.
Regions are responsible for primary, secondary, and tertiary care, thus
including hospitals, while municipalities are responsible for home care,
elderly care, and special housing. Hospitals are publicly financed mainly
via local taxation but also supplemented by state grants and patient fees
(Swedish Association of Local Authorities and Regions, 2025).

Swedish guidelines for hospital meals

The Swedish Food Agency has issued guidelines for hospital meals since
the 1970s (Sundberg et al., 2015). In the current guidelines, hospital
meals are framed as part of healthcare rather than as an auxiliary service
(The Swedish Food Agency, 2023). The current version defines meals
through a broad quality framework that includes nutrition, safety, taste,
pleasantness, sustainability, and integration as part of healthcare



operations. The dimension of integration is especially important in
relation to the present thesis. In the dimension of integration, meals are
positioned as part of healthcare and nursing, as the foundation of the
hospital’s nutritional care, and as something that should be embedded in
care processes through clear mandates, shared responsibility,
interprofessional collaboration, patient involvement, and structured
forums for meetings concerning development and follow-up (pp. 12—-19).
The guidelines state that the role of food and meals in care should be
clearly described in governing documents and that healthcare staff
should be assigned responsibility for using meals in health-promoting
and preventive work, as well as treatment.

However, this framing is inconsistent with how hospital foodservice is
often organised. A 2022 report mapping Swedish foodservice found that
meals were predominantly governed as an auxiliary service function
rather than as part of healthcare delivery (Sk&nberg & Eriksson, 2022).
In three out of four regions, foodservice belonged to a service
administration unit together with cleaning and other support services,
while none of the regions placed foodservice under healthcare
administration (p. 15). The report therefore identifies an organisational
separation between foodservice and wards, which poses difficulties
integrating meals into the nutrition care process (p. 33) and where
interaction often takes the form of meetings and dialogue rather than
shared governance (p. 41). The consequence is a gap between the role
that meals are expected to play in care and the organisational structures
through which they are managed.

Problematique — addressing “the gap”

In food, nutrition, and meal research, as well as adjacent fields
concerning meals, the importance of hospital meal research for
preventing malnutrition, shortening lengths of stay (LOS), improving
quality of life for inpatients, and managing food waste and costs has
been emphasised.

Hospital foodservice research has expanded consistently from a handful
of studies in the 1970s addressing mainly technical issues to now being a
diverse field of research. Patient food intake and malnutrition has been a
consistent focus point (cf. Allison, 1996; Barton et al., 2000).
Malnutrition has also been linked to patient satisfaction (Mahoney et al.,
2009). In line with this, instruments to assess patient satisfaction with
foodservice have been developed and validated (Capra et al., 2005;



Hannan-Jones & Capra, 2017; Lassemillante et al., 2025) and applied in
different hospital settings (Hadjimbei et al., 2025; Messina et al., 2013;
Uddin et al., 2023).

Food waste and audit methods have also been studied (Cook et al.,
2022a, 2023; Mitchell, 1999), framed as both a financial burden and a
question of environmental sustainability. To manage food waste, patient
satisfaction, and costs, new technologies such as electronic bedside
ordering and room-service systems have been implemented and
evaluated (cf. Prgomet et al., 2019; Roberts, Marshall, & Chaboyer, 2017;
Roberts, Marshall, Gonzalez, et al., 2017).

Mealtimes and mealtime practices (Dickinson et al., 2008), and
foodservice staff’s experiences of barriers and enablers in their work
(Collins et al., 2017) have also been studied. Nursing research has shown
that when nurses have to prioritise between medical care and meals, they
prioritise medical care (Xia & McCutcheon, 2006), and that medical
activities such as drug administration frequently interrupt patient meals
(Deutekom et al., 1991). Furthermore, the concept of hospitality in the
context of hospital meals and the role of meal hosts as a specific staff
category responsible for hospitality and meal service has been explored
(Jonsson, 2021; Justesen et al., 2016; Justesen & Overgaard, 2017).

Concerning reforms and interventions, a recent scoping review focused
on research gaps by analysing studies concerning hospital foodservice
improvement initiatives published between 2000 and 2023 (Wilandh et
al., 2024). Their overview showed that most research has concentrated
on foodservice systems such as production, meal ordering, menus, and
evaluation, as well as patient-related issues such as nutritional needs,
preferences, and choice. By comparison, they found that fewer studies
have addressed staff training, relational competences, teamwork or
leadership.

In line with the research gap presented by Wilandh et al. (2024), I
further argue that what remains relatively under-analysed is the
question of hospital foodservice governance itself. Governance does not
only provide context, it shapes how foodservice is understood, what
goals it is expected to fulfil, what resources it is allocated, which kinds of
expertise are given authority, how responsibilities are distributed, and
what kinds of interventions become possible and legitimate (cf. Bacchi,
2009a; Bacchi & Goodwin, 2016; Larner, 2000). Governance also shapes
how meal-related work is valued. Hospital foodservice is located at the
intersection of food, care, and service, which are forms of work that have



historically been associated with women’s welfare work2 and have not
always been recognised as skilled, central, or authoritative within
healthcare organisations (cf. Dahl, 2004, 2010; Steinberg, 1990; Wrede
et al., 2008; Stranz, 2021).

I adopt an interdisciplinary position where I connect hospital
foodservice research to care research related to the organisation and
valuation of work. This literature has described how work associated
with care, cleaning, food, bodily needs, and everyday support is often
essential to welfare institutions while being organised as low-status,
backgrounded, or auxiliary labour (Dahl, 2010; Giritli Nygren & Nyhlén,
2017; Selberg et al., 2022; Stranz, 2021). For this thesis, the issue is
therefore not simply whether hospital foodservice has low status. The
issue is how particular ways of organising and talking about foodservice
make some responsibilities, competences, and forms of work more
visible and legitimate than others.

In short, Swedish policy guidelines frame hospital meals as part of
healthcare (The Swedish Food Agency, 2023), while hospital foodservice
is often organised as an auxiliary service function (Skénberg & Eriksson,
2022). This creates a tension between what meals are expected to do in
care and how foodservice is governed in practice. This thesis is situated
within that tension. Rather than evaluating the reform as an
intervention, it examines how hospital foodservice became intelligible as
a problem to be governed, and how this shaped the organisation,
responsibility, and valuation of meal-related work.

A way into such an analysis is a focus on problematisations (Bacchi,
2009a). Problematised in this case refers to the ways through which
hospital foodservice is made intelligible and governable as a particular
kind of issue. Problematisations make visible what is often taken for
granted: implicit values and assumptions, and the effects these might
have. This approach makes it possible to examine how hospital
foodservice was reorganised in the reform under study, why it was
governed in particular ways, and with what effects.

This thesis, and its critical focus on problematisations, may be of interest
to other foodservice researchers, but also to practitioners in that it makes

2T use work as the broader term for everyday efforts, tasks and practices, and I also retain
established expressions such as care work, service work, welfare work and meal-related work. I use
labour more specifically when discussing how work is organised, valued, costed and governed within
social, political and economic relations, for example in relation to labour markets, divisions of
labour, and labour costs.



visible a critical perspective that can be included as one viewpoint in
dialogues concerning hospital foodservice organisation.

Summary

This thesis starts from the tension between hospital meals as part of care
and hospital foodservice as an auxiliary service function. I wanted to
understand how this case of a large-scale hospital foodservice reform
defined what the problems with the existing system were, how it was
supposed to resolve them, and what this did to people’s roles and
everyday work. I looked at how hospital meals were talked about and
organised in political decisions, in guidelines and contracts, and in daily
routines, and how this shaped how patients and staff were positioned in
relation to food. In short, my thesis analyses a hospital foodservice
reform as a governing arrangement, meaning that attention is brought to
how decisions about foodservice are made, how they position patients
and staff, and what this does to everyday meal-related work.



Aim

The overarching aim of the thesis is to analyse how hospital foodservice
is problematised and governed in a major foodservice reform, and what
this means for how meals, patients, care, and meal-related work can be
understood, evaluated, and organised. To do so, the following research
questions are addressed:

RQ1: How are hospital meals and foodservice described and evaluated in
patient surveys, and how do these descriptions and evaluations enact,
challenge, and reproduce hospital foodservice discourses?

RQ2: How is hospital foodservice problematised, and which discourses
are meaning-bearing in political documents underpinning the reform?

RQ3: How are hospital foodservice discourses and governing
technologies enacted in practices related to meals, and how do they
organise subject positions and working conditions for staff involved in
hospital foodservice?

The thesis includes three appended papers, each reporting one study.
Paper I reports Study 1, Paper II reports Study 2, and Paper III reports
Study 3. The aims of the studies are:

1. To explore patient satisfaction with hospital foodservice in the
Swedish setting, using a validated instrument, adding this context to
the existing body of research.

2. To critically discuss the premises of a flexible hospital foodservice
reform by analysing underlying assumptions and the central
discourses associated with the reform.

3. To analyse how a foodservice reform, through discourses, discursive
practices and governance, shaped professional relations between the
kitchen, the ward, and ward-based service.



Previous research

In this chapter I first present previous hospital foodservice research as a
discursive timeline from the 1970s to the 2020s, summarising recurring
research concerns and framings for each decade. This is followed by a
selection of research on care, service, and gendered labour, which is used
to situate the thesis within a broader context of welfare reform and the
organisation and valuation of care and service work.

Hospital foodservice research — a discursive
timeline

In approaching previous hospital foodservice research, I start from the
1970s and trace how research aims, concepts, and conclusions have
developed over time. This chronological structure reflects a discursive
assumption: ways of understanding hospital foodservice are historically
produced rather than timeless. What counts as a problem in hospital
foodservice, how the research is positioned, and what is portrayed as a
reasonable solution develops over time and informs future
problematisations. Building on this assumption, this section is written as
a discursive timeline rather than as a conventional evidence review. I
therefore approach the selected articles with a focus on how they frame
hospital foodservice, what they emphasise, and what kinds of problems
and solutions they make visible. The discursive timeline is illustrative
rather than exhaustive.

1970s and 1980s: safety, technology, and early cost-efficiency

In the 1970s and 1980s, research on hospital foodservice was sparse and
largely technical. Foodservice was framed primarily as an issue of
microbiological safety and technological development in relation to
cook-chill production systems (cf. Bryan & Lyon, 1984; Dahl et al., 1978;
Ridley & Matthews, 1983; Unklesbay, 1978). I suggest that in these
studies, it was implicitly assumed that a safe, technologically advanced
production system would lead to good hospital meals.

However, an explicitly financial discourse appeared in a UK study on
contract catering in the public sector (Kelliher & McKenna, 1987). The
authors presented contracting as part of a broader governmental
strategy to reduce public expenditure and increase efficiency in hospital
catering, and framed contracting in terms of “value for money”. Even



though relatively few services were actually outsourced at the time, the
practices associated with mass catering (e.g. cost cutting and de-skilling)
were described as already influencing how public catering was managed.
Foodservice managers were described as needing to demonstrate
efficiency and adopt new technologies such as cook-chill to avoid further
contracting. Cost-efficiency and labour reorganisation were described as
necessary and modern for hospital foodservice.

1990s: efficiency, malnutrition, and patients as customers

In the 1990s, I suggest that four recurring research concerns became
visible: labour efficiency, malnutrition, quality management and
customer satisfaction.

Concerning labour efficiency, large-scale foodservice systems, cook-chill
production, and ready-prepared products were described as increasing
productivity and reducing costs (Clark & Kirk, 1997; Woodman et al.,
1996), even as they may be demotivating for chefs (Lee-Ross, 1999a).
Different production systems were described and compared, but there
was no stable conclusion about which system was “best” as each system
was associated with different operational issues (Li-Jen Hwang et al.,
1999). Further, the importance of communication and teamwork
between nursing staff, ward staff, and the catering department was
highlighted by the authors. Conflicting interests between patients,
nurses, and foodservice management were also described.

Moreover, malnutrition was related to managerial and ward practices. In
a nutrition audit study, the need for attractive meals and staff assistance
at mealtimes was emphasised, and it was suggested that investments in
staffing and menu changes should be weighed against the food waste of
untouched food and oversized portions (Mitchell, 1999). Malnutrition
was described as requiring both managerial commitment and the
recognition of ward-based meal service as an equal part of clinical care
(Allison, 1996). Allison also described protocols and audits as tools to
support this commitment and recognition. Additionally, budget splits
between catering and clinical departments were described as
marginalising foodservice, while ward hostesses and ward kitchens were
proposed as ways to improve presentation and food intake for patients
with special needs.

An emerging trend seemed to be to treat patients as customers and
including patient satisfaction as an indicator of performance in quality
control (Gregoire, 1997; Lee-Ross, 1999b; Lewis, 1990; Lin, 1991). One



study explicitly measured nurses’ “service disposition” and described
meal service as a hospitality service where a “necessity-led” attitude
risked producing dissatisfaction with the “overall product” (Lee-Ross,
1999b, p. 1). When the results of the study showed high scores of service
disposition among nurses it was attributed to the recent focus on quality
management initiatives in healthcare.

Moreover, the concept of “patient-centred foodservice” appeared as an
organisational idea during the 1990s (Miller & Kinsel, 1998). Miller &
Kinsel suggested that a patient-centred foodservices shifted focus from
institutional efficiency to patient needs as the determining factor. Yet,
the authors then tied patient-focused care to improved customer and
staff satisfaction and to operational and financial efficiency. Therefore, I
argue that in this article patient-centredness was positioned as part of an
efficiency discourse instead of challenging it.

Summarising the 1990s and relating it to the present thesis, I suggest
that patients were framed as customers, foodservice as a product, and
labour as a cost to be optimised. Efficiency and satisfaction were visible
values, while the power relations between occupational groups and the
gendered nature of foodservice labour were not examined.

2000s: malnutrition, satisfaction, and systems

In the literature reviewed from the 2000s, hospital inpatient
malnutrition and patient satisfaction seemed to become especially visible
research concerns. Malnutrition was often described as a problem of
nutritional intake, menu design, foodservice systems, and ward-level
practices, while patient satisfaction was increasingly treated as a quality
indicator. The literature also directed more attention to how hospital
foodservice was organised and managed, including how work and
responsibility were distributed.

Some articles focused on malnutrition and energy requirements without
simultaneously problematising patient satisfaction. These studies
compared foodservice systems and menus, focusing on which
combinations of production method, delivery system, and menu
supported better energy and protein intake (Barton et al., 2000; Hansen
et al., 2008; Hickson et al., 2007; Wilson et al., 2000). For example, Iff
et al. (2008) only briefly acknowledged patient satisfaction, but focused

3 Patient-centredness is a concept that has largely been replaced with the concept of person-
centredness. When citing literature or documents I use the same terms each respective source uses,
for example patient-centred, personalised, individualised, patient involvement in nutritional care
etc.
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on nutritional quality by measuring how well nutritional content of
meals met guidelines. However, nutritional intake was often explicitly
related to quality of hospital foodservice and to patient satisfaction
(Mahoney et al., 2009; Porter & Cant, 2009). In a systematic review,
personalised or point-of-service approaches such as bulk service, hotel-
style room service and Steamplicity4 were suggested to improve food
intake and patient satisfaction compared to pre-plated centralised
service with orders taken 24 hours in advance (Mahoney et al., 2009).
The importance of menu choices was repeatedly stated in multiple
articles (Dupertuis, 2003; Freil et al., 2006; Hartwell & Edwards, 2009;
Stanga, 2003). However, what was described as “choice” varied between
settings, ranging from a handful of options to menus with many
alternatives (cf. Chang et al., 2006; Kuperberg et al., 2008; Larsen &
Toubro, 2007). This variability was not methodologically problematised
in the articles.

The methodological and theoretical aspects of measuring satisfaction
with hospital foodservice gained interest in the 2000s (Capra et al.,
2005; Fallon et al., 2008; Hartwell & Edwards, 2009; Nyberg &
Grindland, 2008; Wright et al., 2003; Wright et al., 2006). Satisfaction
scores were described as quality indicators that can be monitored and
improved. However, challenging this position, Feldman (2005) explicitly
suggested that:

...an emphasis on economics and patient satisfaction, rather than
nutrition, only devalues the importance of nutrition... ...exacerbated

by a number of studies that focus on patient’s “perceptions” of hospital
food quality, rather than the “actual” nutritional quality. (p. 154)

I suggest that management-oriented studies framed hospital foodservice
as an efficiency problem. Lean Manufacturing principles, understood
here as principles for rationalising work processes and increasing
production efficiency, were described alongside cook-chill, pre-prepared
raw materials, manager experience, and skill level of employees as
elements of achieving increased operational output and reduced input,
while managers were described as pressured to demonstrate efficiency
(Assaf et al., 2008; Assaf & Matawie, 2009b, 2009a; Burns & Gregory,
2007; Engelund et al., 2009). Cook-chill was often found to be the most
efficient system, but two Australian studies described that cook-fresh

4 Steamplicity refers to a branded hospital foodservice system associated with the company Medirest
and is based on extended patient choice, chilled individually portioned meals, and ward-level
heating or steam-cooking shortly before service.
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remained normalised in smaller hospitals and preferred by stakeholders
(Assaf, 2009; Walton et al., 2006).

In a study by Reynolds & Leeman (2007), the organisational positioning
of foodservice was explicitly examined. Combining multiple “hospitality”
services such as foodservice, maintenance and housekeeping under one
single department was presented as efficient because of fewer labour
hours per bed, but potential disadvantages were also described. The
authors discussed how managers may become more distant from
frontline staff, role boundaries and differing norms can create tensions,
and client-contractor dynamics may affect outcomes in outsourced
contexts. In line with this, Mikkelsen et al. (2002) described how
hospital foodservice was increasingly governed through contracts, with
unclear responsibilities and weak dialogue platforms between wards and
food production. They described a need for competent “purchasers” both
in the case of internal contracts and outsourced services, who could
specify, monitor, and coordinate foodservice in ways that support
collaboration at the ward level between meals and care.

Further, research started directing more attention to staffing and staff
roles and responsibilities. Xia and McCutcheon (2006) described how
meal provision, previously a nursing responsibility, was increasingly
delegated to ancillary personnel such as kitchen staff. This was described
as enabling nurses to focus on “higher priority” activities, but authors
also suggested that this compromised patient safety because nurses no
longer knew who was eating. In turn, an action research study described
malnutrition as a problem of nursing practice and ward culture
(Dickinson et al., 2008). They suggested that hiring more staff was not
enough, and stated that patients would eat if nurses regard mealtimes as
something important. Finally, concerning studies on staffing, Chong et
al. (2000) described job satisfaction as a relevant outcome measure in
relation to changes in foodservice organisation (Chong et al., 2000).

Summarising the 2000s in relation to the present thesis, I argue that
hospital malnutrition was framed as the central problem and menus,
foodservice systems, food waste and cost as ways to address it. However,
patient satisfaction and efficiency were normalised as key drivers of
change. “Customer satisfaction” appeared regularly but usually in
introductions and discussions rather than as objects of critique. A
hierarchy between foodservice and healthcare was visible but not
addressed in depth.
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2010s: personalisation, technology and meal-related work

In the 2010s, the amount of hospital foodservice research increased and
diversified substantially. Hospital malnutrition remained central in the
reviewed literature, but proposed solutions seemed to be increasingly
articulated through personalisation, choice, patient involvement and
foodservice redesign.

Multiple studies compared traditional foodservice systems with more
flexible and individualised models (Doorduijn et al., 2016; Holst et al.,
2017; McCray, Maunder, Barsha, et al., 2018; McCray, Maunder,
Krikowa, et al., 2018; McCray, Maunder, Norris, et al., 2018; Roberts,
Marshall, & Chaboyer, 2017; Sathiaraj et al., 2019). Traditional systems
were characterised by set mealtimes, paper menus, pre-ordering and
centralised production. In contrast, flexible alternatives included room
service, spoken menus, a la carte systems, bedside meal ordering, more
frequent meals, and improved meal presentation. What exactly made a
foodservice system patient-centred, individualised, or flexible varied or
was not always elaborated upon in the articles, but when compared to
traditional foodservice they were consistently found favourable in terms
of food intake, food waste, satisfaction, and sometimes cost.
Additionally, cost was often mentioned as a driver for introducing new
systems.

Further, digital technologies such as electronic menus, bedside tablets
and app-based ordering were presented as means to increase patient
engagement and allow patients to order closer to the time of eating, self-
monitor intake and provide feedback (McCray, Maunder, Norris, et al.,
2018; Roberts, Marshall, Gonzalez, et al., 2017). A systematic review of
electronic meal ordering systems similarly described spoken menu, room
service, and self-service models as foodservice approaches associated
with patient satisfaction, food consumption, food waste, and staff time
with patients (Prgomet et al., 2019). Another systematic review,
evaluating the existing inpatient foodservice literature, concluded that a
la carte menus, mealtime assistance and protein fortification of menu
items had the most impact on food intake and satisfaction (Dijxhoorn et
al., 2019), reinforcing the focus on choice, flexible foodservice design,
product design, and staff-supported intake.

Alongside the focus on choice and technological development, some
studies approached hospital meals as ward-level practices shaped by
staff roles, routines and organisational constraints. Mealtimes were
described as marked by a tension between patient-centredness and
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system, where support for patients depended on teamwork,
communication, role boundaries and coordination across healthcare and
foodservice (Ottrey et al., 2019; Ottrey, Palermo, et al., 2018; Ottrey,
Porter, et al., 2018). Other studies similarly described how nutritional
care and foodservice interventions were constrained by low flexibility,
weak systems, time pressure, labour capacity, staff knowledge, patient
resistance, leadership and competing responsibilities (Collins et al.,
2017; Eide et al., 2015). Heaven et al. (2013) further described meal-
related work as easily overlooked, low-status, and associated with tacit,
domestic and interpersonal knowledge.

Two studies by Justesen et al. (2014, 2016) approached hospital meals
through experience, hospitality, materiality and mealtime practices
describing hospital meal experiences as shaped by more than the food
that is served. Material surroundings, sensory impressions, artefacts,
spatial arrangements, memories, co-creation and shifting host-guest
roles were described as important elements of hospital meal experience.
The hospital meal was described as an event through which patients may
experience recognition, comfort, and sociality, but also alienation,
institutional control and the limits of hospitality within systems
organised by safety, efficiency and nutritional rationales.

Summarising the 2010s in relation to the present thesis, I suggest that
hospital malnutrition remained a central problematisation. The
proposed solutions were increasingly individualised and technological.
Personalised systems and digital tools were portrayed as strategies that
simultaneously improve intake, satisfaction, and efficiency. However,
meal-related work, ward culture, hospitality, and staff practices were
also made more visible in research during this time. Despite this, explicit
societal and political questions were still rarely addressed in depth.

2020-2025: sustainability becomes prominent

In the 2020s, earlier concerns regarding malnutrition, satisfaction,
efficiency and individualisation remained relevant. However, in the
included literature from the 2020s, sustainability became visible as a
prominent research concern. Hospital foodservice was framed in relation
to the environmental responsibilities of healthcare through studies
centring sustainable foodservice, local and organic procurement, plant-
based meals and food waste. In a scoping review concerning
implementation of sustainable foodservice systems in hospitals, authors
concluded that “hospital food service management can potentially have
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an environmental impact at every stage of the food supply chain”
(Chatzipavlou et al., 2024, pp. 250—251).

Organic, local, native, and plant-based foods were described as ways for
hospitals to use menus and procurement to support more sustainable
food systems, local economies, resilient supply chains, patient health,
and climate goals (Buller et al., 2023; Faulkner et al., 2023;
Hiinninghaus et al., 2025; Stiles et al., 2025; Utter et al., 2024; Utter et
al., 2025). However, sustainability ambitions were also described as
difficult to realise because of costs, supply security, contracts,
traceability, kitchen resources and the organisation of procurement
itself.

Food waste auditing, measurement, monitoring, and staff training were
articulated as key ways to make food waste visible and manageable (Bux,
2024; Cook et al., 2022a, 2022b; Manimaran et al., 2025). Further, in
two reviews, a scoping and a systematic respectively, food waste was also
addressed in relation to foodservice design where staff training,
accountability, efficient room service and personalised ordering giving
patients greater choice over meal content, timing and portioning were
described as beneficial (Manimaran et al., 2023; Rinninella et al., 2023).
The literature centring sustainability also described secondary benefits
such as cost reduction, efficiency, food intake, food quality and patient
satisfaction (cf. Cook et al., 2022a; Stiles et al., 2025; Williams et al.,
2024). However, these secondary benefits were often described as
prerequisites, acting as ways to test if sustainability initiatives were
feasible or not.

Nevertheless, malnutrition, patient satisfaction and individualised
foodservice continued to be present in hospital foodservice research. For
example, electronic ordering, a la carte systems, and flexible meal
models were presented as ways to involve patients, adapt meals to
appetite and preference, and support nutritional intake (MacKenzie-
Shalders et al., 2020; Okkels et al., 2024; Svendsen et al., 2024). A few
studies and a scoping review of qualitative studies (Jonsson et al., 2021)
approached hospital meals as social and relational, with attention to
experience. Articles addressing mealtime experience, hospitality and
social eating emphasised commensality, independence and meal
environments, rather than primarily focusing on individual choice per se
(Barnes et al., 2025; Jonsson et al., 2021; Jonsson & Nyberg, 2022).
Additionally, Wyman et al. (2025) described in an Australian study how
the experiences of patients from non-English-speaking backgrounds
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were shaped by language, cultural identity and the availability of familiar
foods, thus adding what I would describe as an inclusivity perspective.

One critical narrative review linked hospital food environments to
commercial and neoliberal conditions in high-income Anglo-Saxon
countries (Neri et al., 2025). The authors analysed children’s hospital
food environments through the commercial determinants of health
framework (as defined by Kickbusch et al., 2016), arguing that
commercial pressures, private retailers, ultra-processed foods, cultural
exclusion and individualised eating can undermine health-promoting
food environments.

Further, in a scoping review, Wilandh et al. (2024) synthesised hospital
foodservice research from 2000 to 2023 focusing specifically on quality
and improvement work. In the review, Wilandh et al. described how
systems for ordering, production, delivery, menus, evaluation and
control were the most frequently highlighted aspects of hospital
foodservice research on improvement initiatives, while professional
development and leadership were less addressed. Building on this
review, Wilandh et al. (2025) later addressed this gap and described how
relationship-building, putting food and meals on the broader hospital
agenda, skills, knowledge, feedback, and active leadership, were
important for implementing improvement initiatives.

Summarising the selected hospital foodservice literature published in
2020—2025, I suggest that sustainability became a prominent topic,
especially in relation to procurement, plant-based meals, and food waste,
while earlier concerns with nutritional intake, satisfaction, choice,
efficiency and foodservice improvement persisted. Some studies also
directed attention to experience, hospitality, social eating, commensality,
inclusivity, and the commercial conditions shaping hospital food
environments.

Concluding remarks on the timeline of hospital foodservice
discourses

Since the 1970s, hospital foodservice research has expanded
substantially, but I argue that some discursive elements have remained
remarkably stable. Cost-efficiency and patient satisfaction have appeared
repeatedly as central values, and interventions have been framed as ways
to optimise these and nutritional outcomes. Patients have been
increasingly constructed as consumer-like subjects whose choices and
preferences are key to legitimising foodservice systems, while staff have
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been positioned as facilitators of choice, sources of labour costs,
providers of hospitality and efficient service within given constraints.
Technological developments in the 2010s and onward have appeared as
self-evidently positive. There has been a recurring narrative that hospital
foodservice is “currently undergoing change” or “moving” from one
paradigm to another (cf. Engelund et al., 2009; Puckett, 2002), and it
has been repeatedly approached as an object of improvement,
intervention, and system redesign (Wilandh et al., 2024).

It should be noted that this review of previous hospital foodservice
research was not exhaustive. Additionally, some concepts were difficult
to describe adequately because definitions and shared conceptualisations
were often lacking. For example, menus and choice were discussed in
many studies but these menus could include three choices or two dozen
(cf. Kuperberg et al., 2008; Larsen & Toubro, 2007). Further, I have only
included articles that were available online through Umea University
Library Archive and I have excluded articles without peer-review.
Opinion pieces could have potentially elucidated additional perspectives.
Concerning grey literature, a historical overview of Swedish grey
literature on hospital foodservice can be found in Paper II.

I suggest that this discursive timeline of hospital foodservice research
makes visible how research has repeatedly problematised meals through
safety, efficiency, malnutrition, satisfaction, personalisation, technology,
and sustainability. These are important concerns. However, what has
received less attention are questions of the position of foodservice in
relation to care, how responsibility for meals is distributed between
occupational groups, how service work is valued, and how market-
oriented forms of governance shape hospital foodservice work. To
examine these questions, the following section moves beyond hospital
foodservice research to broader previous research on welfare reform,
women-dominated work, and the care/service distinction.

Care, service, and women-dominated welfare
work

This section focuses mainly on studies of eldercare, home care, and
nursing. The purpose is not to equate these fields with hospital
foodservice, but to approach them as adjacent research that can
contribute to understanding how welfare work is organised, valued, and
governed. This literature helps elucidate the broader context of welfare
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work governance, which has been shaped by historical associations with
paid and unpaid reproductive labour.

First, I situate hospital foodservice reform within a broader shift in
Swedish welfare services towards choice, cost-efficiency, purchaser-
provider arrangements, and performance measurement. Second, I
introduce feminist research on women-dominated welfare work to
describe why valuation and recognition of meal-related work can be
understood as more than a neutral organisational issue. Third, I present
how making a distinction between care and service can be understood as
shaping how hospital meals are positioned. These three issues provide
an analytical background for examining hospital foodservice as a setting
where welfare reform, care/service distinctions, and valuation of labour
intersect.

From universalism to market-oriented reform

Universalism has commonly been understood as a redistributive
principle through which welfare services are publicly organised, tax-
funded, and made available according to need rather than ability to pay
(Anttonen, 2002; Szebehely & Meagher, 2018). In the Swedish context,
the post-World War II welfare state was built around such universalist
ideals, however, universalism is best understood as an ideal rather than
something that has been achieved in practice (Anttonen, 2002, p. 76;
Blomgqvist & Palme, 2020, p. 115). The concrete institutional practices of
universalism have always varied across different sectors and over time.

However, Swedish welfare services came under increased pressure in the
1970s and 1980s due to economic difficulties, political criticism, and new
ideas about how the public sector should be organised. According to
Blomgyvist (2004, p. 151), as a response to this, emphasis was placed on
consumerism, individual rights, economic efficiency and private
initiatives rather than social egalitarianism. Szebehely and Meagher
(2018) have described tendencies towards de-universalisation in the
Nordic welfare states, including increasing marketisation, re-
familiarisation, and privatisation. These changes have taken different
forms across welfare areas and national contexts, and they remain
politically contested (Dahl, 2021; Dahl & Hansen, 2021). Nevertheless,
these developments suggest a broader reorganisation of welfare in which
public responsibility is increasingly articulated through choice,
competition, measurement, and responsiveness to individual user
preferences.
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In line with this, a “neoliberal turn” has been described in eldercare,
where a publicly provided and tax-funded universal service has moved
towards a more market-oriented system shaped by competition, cost
reduction, and the expansion of private providers (Andersson & Kvist,
2015). Centring individual choice has been described as having been
essential in this reform logic. Individual choice has been articulated as a
way to enhance quality, empowerment, and responsiveness. However,
Andersson and Kvist argue that this logic assumes users can act as
informed choosers despite unequal capacities to navigate welfare
systems. It also shifts focus away from care workers and risks precarious
working conditions in a sector heavily staffed by women.

Finally, Vabg (2006, p. 418) states that user responsiveness,
empowerment, and choice should not be understood as entirely new
ambitions introduced by consumer-oriented reforms. In her study of the
Nordic home care services, she writes that adapting services to
individual needs and involving service users have long formed part of
welfare ambitions. What changed with New Public Management (NPM)
reforms was how these ideals were reorganised through consumer
language, purchaser-provider arrangements, contracts, and what Vabg
labels “proxy consumers” acting on behalf of service recipients. She
argues that this shifts attention from whether choice and responsiveness
are desirable to how such ideals are organised, which actors are
authorised to define them, and what kinds of relationships they produce.

For the present thesis, I suggest that this literature makes it relevant to
situate hospital foodservice reform in relation to broader reorganisations
of welfare work, while still treating hospital foodservice as a specific
setting. More specifically, the selected literature presents arguments for
how market-oriented reform can change the ways welfare work is
organised and governed. Purchaser-provider models, contracts, choice,
monitoring, and performance assessment have been described as ways to
make welfare services governable by turning them into specified tasks,
measurable outcomes, and cost control (Andersson, 2007; Andersson &
Kvist, 2015; Hood, 1995). I suggest that these general developments in
welfare organisation matter because they situate hospital foodservice
reform within a broader way of governing welfare work through
specification, measurement, and contracts, rather than treating it simply
as a local organisational change. As previously stated, hospital
foodservice should not be treated as a direct equivalent to eldercare or
home care, but similar governing rationalities may still be relevant for
understanding how work is made visible and valued.
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Valuation and recognition of women-dominated work

This subsection introduces research on women-dominated welfare work
to clarify why the valuation of meal-related work can be understood as a
historical, organisational, and political issue. Everyday meal-related
work is connected to physical needs, care, and service, which have been
historically associated with women’s paid and unpaid reproductive
labour.

Women-dominated work can be descriptively understood as work in
fields where women constitute the majority of employees. Feminised
work can be understood analytically as labour with status and valuation
shaped by historical associations with care, service, domesticity, and
reproductive work (Dahl, 2004, 2010). However, both terms are
interwoven to an extent that makes it hard to differentiate between them
in practice. Therefore, I understand women-dominated welfare work as
work in which women make up most of the workforce, and as work that
is shaped by assumptions about care, service, responsibility, skill, and
hierarchy.

In the Swedish case, welfare expansion depended heavily on women’s
entry into paid labour, especially in publicly organised healthcare,
childcare, social assistance, and education, which became fields strongly
associated with women’s labour (Ohlsson, 1995). Keisu et al. (2021)
argue that Sweden’s earner-carer model expanded women’s paid
employment without dismantling labour market segregation. Instead,
unpaid care was turned into paid work in the public sector, where jobs
remained lower paid and offered fewer career opportunities than many
male-dominated occupations. In a review of Scandinavian labour market
research, this has been described in terms of horizontal segregation,
where women and men are distributed into different occupations and
sectors, as well as vertical segregation, where women are
underrepresented in higher-status positions (Ellingszter, 2013).

Nordic care services have often been described as comparatively women-
friendly because publicly funded welfare provision has enabled many
women to combine paid work and caring responsibilities, but Dahl
(2021) states that this narrative of women-friendliness risks obscuring
the position of those who perform paid care work. In relation to
eldercare, Dahl (2004) writes that care work has historically been
located at the low-status end of hierarchies such as public/private,
productive/reproductive, and professional/non-professional. Dahl
(2010) also argues that the recognition of care work remains partial. In

20



dialogue with Fraser’s concepts of recognition and redistribution, she
writes that neither making care a state responsibility nor
professionalising care work has been sufficient to achieve enough respect
and social status for care as paid labour. Publicly organised care has
often combined partial recognition with continued low status, weak
valuation, and exposure to reform pressures (Dahl, 2004; Stranz, 2021;
Wrede et al., 2008, pp. 14, 17, 21—29).

Further, Acker’s (1990) theory of gendered organisations describes how
organisations are not neutral structures into which gender is later
inserted, rather, they are structures into which assumptions about
bodies, work, and hierarchy are built from the outset. She also argues
that inequalities are reproduced through ordinary organisational
practices such as recruitment, supervision, wage-setting, and definitions
of competence, all of which privilege some forms of labour while leaving
others less visible and less rewarded (Acker, 2006).

In relation to valuation of care work, the matter of “skilled” versus
“unskilled” labour also deserves some attention because these are not
neutral descriptions. Organisational divisions of labour make some parts
of care work more visible and recognisable than others, while leaving
other forms of competence weakly acknowledged (James, 1992; Selberg,
2013). This does not mean that all labour involves the same kinds or
levels of skill. The point is that definitions of skill are socially constructed
in ways that have often privileged competences associated with male-
dominated work, while leaving capacities linked to women’s work less
fully recognised (Steinberg, 1990). In care work, labour involving bodily
maintenance, interaction, and everyday support may be labelled
unskilled even when it requires considerable competence and remains
central to the labour market (Dwyer, 2013).

Abrahamsson (2002) describes how organisational change and
development do not automatically dissolve gendered divisions of labour,
instead, familiar patterns of hierarchy and segregation may be reinstated
or reconfigured. In relation to Australian allied health workforce policy,
Schofield (2009) provides a healthcare-related example of how gendered
organisational dynamics can be made invisible in policy and planning.
She argues that workforce shortages in allied health have been largely
problematised through technocratic categories such as supply, demand,
data collection, and training capacity, while the gendered organisation of
health services has received little analytical attention. This describes how
a feminised health workforce can be acknowledged descriptively, while
the organisational dynamics remain underexamined.
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Empirical research on healthcare, eldercare, and women-dominated
welfare work has described how gendered hierarchies are reproduced
through everyday organisational conditions. In a hospital context,
Selberg (2013) has analysed nursing as a site where gender, labour, and
changing power relations intersect, arguing that care work is shaped by
organisational hierarchies. In a study of Swedish elderly care, health
professionals described lower work satisfaction than those working
elsewhere, and that satisfaction depended on collegial cohesion,
professional autonomy, and the possibility to provide client-centred care
(Ohman et al., 2017). The authors conclude that gendered hierarchies
and power relations were often made invisible or left unaddressed in
everyday work, despite being part of how care organisations functioned.
Keisu et al. (2021) state a related argument in their overview of women-
dominated work, where they have described how NPM reforms have
intensified monitoring, task fragmentation, and austerity pressures in
healthcare and long-term care, with negative effects on work
environment and health. These organisational pressures have also been
connected to broader structural undervaluation where care occupations
carry a relative wage penalty (England et al., 2002). Further, research on
nursing and eldercare have described how austerity and market-oriented
reform intensifies conflicts over time, management, and resources in
feminised welfare work (Selberg et al., 2022; Stranz, 2021).

The central point is that care work continues to be insufficiently
recognised even when it is public, professionalised, and necessary (Dahl,
2010). Care work has been systematically organised as less valuable, less
authoritative, and more expendable than other forms of work, while
remaining essential to the daily operations of welfare institutions
(England et al., 2002; Giritli Nygren & Nyhlén, 2017; Selberg et al.,
2022; Stranz, 2021).

Although this literature focuses mainly on care work rather than hospital
foodservice, it illustrates how work that sustains everyday care may be
recognised when it is organised as support or service. In healthcare
organisations, medical discourse has historically held a dominant
position, while caring and relational discourses have been more easily
marginalised (Dahlborg et al., 2024; Power et al., 2026). Therefore, I
address the valuation of hospital foodservice as organisational and
political, not just as a matter of individual attitudes and recognition.
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The distinction between care and service

Considering a national mapping showing that foodservice is often
framed as a service function rather than as part of core healthcare
delivery (Skanberg & Eriksson, 2022), the care/service distinction
explored in previous care research becomes important for examining
how hospital meals may be positioned in discourses and organisational
practices. In this subsection I describe how care and service can be
discussed as categories through which labour is organised, valued, and
made visible in different ways, rather than treating care and service as
neutral organisational descriptions.

Andersson and Kvist (2015) argue that market-oriented reform in
eldercare has redefined care through the language of choice and service.
They suggest that the distinction between a care relationship and a
service relationship remains important, because the two imply different
power relations and different responsibilities. A service relationship
constitutes a more symmetrical relation that positions the user as an
autonomous and able chooser, while a care relationship is marked by
dependency and by the care worker’s responsibility for another person’s
wellbeing.

In her thesis, Selberg (2012, chapter 8, p. 242) describes how care and
service function as distinct categories of labour even when the practical
tasks overlap materially. She argues that service is more readily
associated with subordinate, lower-status, and often feminised or
racialised work, while care is more readily attached to legitimate and
recognisable professional labour.

Care has also been described as increasingly reorganised through service
logics under conditions of reform. Dybbroe (2008, p. 57) describes
managerial and market reforms as standardising care into specified
service tasks and positioning recipients of care as service users or
consumers rather than as participants in relationships of care. This line
of argument is also present in Dahl’s work. She describes how NPM has
often reduced care to standardised, codified functions that undermine its
complexity and status (Dahl, 2009, 2010). At the same time, Dahl
(2009) cautions against treating NPM as a single uniform discourse,
arguing instead that different local translations shape recognition and
misrecognition in different ways. Further, Andersson (2007) has
described how time, needs, and care are increasingly negotiated within
purchaser-provider arrangements that fragment care and translate it
into administratively defined services. In sum, care is increasingly
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governed as service through competition, standardisation, and
customer-choice models, although its relational dimensions do not easily
fit within these arrangements (Andersson, 2007; Andersson & Kvist,
2015; Dahl, 2009; Wrede et al., 2008; Dybbroe, 2008). Regarding choice
specifically, Mol (2008) has discussed the differences between logics of
care and logics of choice. She writes that choice is “a widely celebrated
ideal” and further that “this is hardly strange: who likes to be dominated
by others?” (p. 1). This is an important point because, in line with the
reasoning of Mol, my intention is not to undermine the importance and
appeal of choice in general, but rather to reflect on tensions that may rise
when logics of choice dominate care.

The presented literature suggests that care and service are not simply
alternative words for the same activity. Both can be oriented towards the
needs and wellbeing of patients but shaped through different
organisational relations of responsibility, authority, and accountability.
In a service framing, responsibility and mandate may be shaped by a
purchaser-provider relation, where the customer is the actor that
commissions, specifies, or evaluates the service. This is relevant for
hospital foodservice because meals may be expected to support patients’
care, wellbeing, nutrition, and recovery, while foodservice is often
organisationally positioned as a service to healthcare units (cf. Skdnberg
& Eriksson, 2022). In such arrangements, the patient may be the
intended beneficiary, while authority to define, finance, and evaluate the
service is distributed between healthcare units, foodservice
organisations, policies, budgets, and professional mandates. For this
thesis, the care/service distinction provides a way of examining how
power and responsibility are organised depending on whether hospital
meals are framed as part of care, as service, or as both, and how such
framings may shape the governance of foodservice.

Concluding remarks on care, service, and women-dominated
welfare work

The selected literature shows that in welfare settings, reform, gendered
labour, and the care/service distinction are closely connected. Studies of
eldercare, home care, and nursing show how welfare work can be
reorganised through service logics, specification, measurement, and cost
control. This raises questions about whether similar dynamics may also
be relevant in hospital foodservice.

This section has focused on women-dominated welfare work and the
gendered valuation of care and service. I have not focused on
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intersectional categories such as race, ethnicity, migration, or class in
any sustained way, although these dimensions are central in research on
care and service work (cf. Mulinari, 2007; Mulinari & Neergaard, 2022).
This delimitation reflects the purpose of the section: to use women-
dominated and feminised welfare work as analytical entry points for
understanding how particular kinds of labour become organised, valued,
and governed in welfare settings. This selection of previous literature is
also shaped by the feminist analytical framing of the thesis. I am aware
that other perspectives would have produced a somewhat different
introduction to welfare and organisational research. A labour process
perspective, for example, might have placed stronger emphasis on
control, deskilling, and managerial restructuring, while a managerialist
perspective might have focused on human capital and efficiency. The
present section therefore does not claim to provide an exhaustive map of
welfare literature, but a selective framing designed to situate hospital
foodservice within research on care, service, and women-dominated
welfare work.

Chapter conclusion

The discursive timeline of hospital foodservice research shows how
meals have been studied as matters of safety, nutrition, satisfaction,
efficiency, systems, technology, sustainability, and patient-centred
improvement. Some discursive elements have remained remarkably
stable throughout the timeline. However, governance has not been a
recurrent analytical focus. Adjacent welfare research shows that care,
service, gendered labour, and market-oriented reform are central to how
necessary welfare work is organised and valued. Bringing these
literatures together clarifies the research gap this thesis addresses.
Analysing hospital foodservice through problematisations, and focusing
on discourses, governing technologies, practices, and subject positions,
may elucidate how meals, patients, care, and meal-related work can be
understood, evaluated, and organised. The next chapter explains the
theoretical implications of this focus on problematisations and analysis
of discourses.
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Theoretical perspectives

In this chapter I describe my theoretical positioning, and my ambition is
also to give concrete examples of the use of theory. The chapter is
intentionally written as both a theoretical framework and a pedagogical
argument for how a poststructural position and analysis of discourses
can be used in food, nutrition, and meal science. I include illustrative
examples, sometimes related to other areas of food, nutrition, and meal
science beyond the empirical case of this thesis, to show how these
concepts can be applied without pre-empting the results section.

I start with positioning the thesis ontologically and epistemologically,
framing my stance on knowledge production. I then move on to
conceptualise neoliberal governmentality, based on a recurring pattern
in my data and describe the premises of the discourse theoretical
framing informed by Carol Bacchi’s works. Lastly, I describe the
theoretical underpinnings of the specific analytical strategies I have
used; patient satisfaction as an evaluation tool and governing
technology, Bacchi’s (2009a) “What’s the problem represented to be”
(WPR) approach for document analysis, and poststructural interview
analysis (PIA) (Bacchi & Bonham, 2016).

After defining and exemplifying each theoretical position and
perspective, I end the chapter with a plain language summary of how
theory is analytically mobilised, or in other words, what theory “does” in
this thesis.

Ontological and epistemological position

In this thesis, I adopt a poststructural position where subjects,
organisations and problems are understood as produced® through
discourses and practices instead of having stable fixed meanings (Bacchi,
2012; Bacchi & Bonham, 2014; Kantola & Lombardo, 2017). Hospital
foodservice is approached as a combination of discourses, institutions,
governing technologies, practices, and material arrangements, such as
kitchen and ward layouts, that together make particular ways of thinking
and acting sensible. This does not mean that food, bodies, illness,

5 Including work co-authored with Jennifer Bonham and Susan Goodwin.
6 Here I want to clarify that when I use terms such as “produce”, “shape”, or “make possible”, it
means that something is constituted as a sensible way of talking and acting in a specific setting, not

that something is produced causally or in a realist sense.
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malnutrition, work-related stress, kitchens, wards, or staffing
arrangements are reduced to language or treated as something unreal.
Following Bacchi and Bonham (2014, p. 183) I approach meanings and
material arrangements as connected rather than separated. For example,
inpatient malnutrition and staff stress are treated as serious bodily
phenomena that can be analysed in relation to how hospital foodservice
is understood, organised, and governed. The analytical focus is therefore
on how these realities become meaningful, actionable, and governable in
particular ways.

I build my arguments mainly around the works of feminist political
theorist Carol Bacchi and sociologist Wendy Larner. Bacchi’s research
concerns analysis of discourses, grounded in poststructuralism,
feminism, and social constructionism as well as Foucault’s notion of
governmentality. Bacchi (1999; 2012; 2009a) suggests that we are
governed through problematisations. This builds on the argument that a
proposal entails a presentation of a solution, which can be analysed to
examine how a problem is represented. For example, if the proposed
solution to malnutrition in a guideline is to offer more protein-enriched
snacks, the problem is represented as insufficient nutritional intake
between meals. If the proposed solution was instead articulated as staff
assistance at mealtimes, the problem would instead be represented as
insufficient support during eating. In this way, problematisation allows
critical scrutiny of what is seen as problematic, the implicit assumptions
of a specific way of representing a problem, as well as its effects, and
what is not addressed by that representation (Bacchi, 20009a, p. 2).

A foodservice reform is a proposal for change, which makes it a suitable
case for exploring governance with Bacchi’s approach. In turn, Larner
(2000) describes how neoliberalism, a widely used but not always clearly
defined analytic term, can be understood as governmentality that
reshapes policies, subjectivities and organisational practices in specific
ways. A governmentality perspective on neoliberal reform is relevant
because the reform was repeatedly described in terms of choice,
flexibility and cost-effectiveness, which are characteristic elements of
market-oriented public-sector governance.

The value of using Bacchi’s (2009a) analysis of problematisations and
Larner’s (2000) neoliberal governmentality together is that they allow
me to understand how certain discourses and governing technologies
make certain subject positions available and others less so, and how
certain practices seem reasonable and others unreasonable. In very plain
terms, this combined approach allows me to explore why it seems
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reasonable to describe and practice foodservice in certain ways and the
effects this may have for staff, patients, meals, care, and meal-related
work.

Neoliberal governmentality

In this thesis, neoliberal governmentality is not treated as a total
explanation for everything that happens in the hospital. It is used to
analyse recurring articulations of choice, flexibility, cost-efficiency,
satisfaction, and internal markets in relation to the hospital foodservice
reform.

Neoliberal governmentality was not a perspective that was applied from
the start of the research process. It first became analytically relevant in
Study 2, where I used Larner’s work to interpret recurring articulations
of choice, flexibility, and cost-efficiency in political protocols describing
the reform. I then used this perspective to understand how similar
market-oriented rationalities were also connected to satisfaction
measuring, internal contracting, staff and patient subject positions,
distinctions between service and care, and everyday meal-related work.
Thus, neoliberal governmentality was used abductively for interpreting
recurring patterns, rather than as something assumed to exist in
advance.

Larner (2000, pp. 5—15) has addressed the issue of how neoliberalism as
a term is used in various ways and thereby can become analytically weak.
She illustrates how neoliberalism can be understood as policy, ideology,
or governmentality. First, neoliberalism as policy alludes to welfare state
reforms that introduce deregulation, privatisation, and NPM thus
extending markets to the public sector. Neoliberalism as ideology is seen
as a set of ideas and values promoting individualism, freedom of choice,
and minimal state influence. Neoliberalism as governmentality is
defined as political discourses and practices that govern subjects and
organisations through market-like mechanisms and self-
responsibilisation. While a general market-orientation constitutes a
shared basis for these different understandings of neoliberalism, looking
at it as governmentality avoids a totalising analysis treating it as one
single and coherent explanation. Larner argues that the policy and
ideology framings do not capture the complexity of neoliberalism, while
the governmentality framing allows analysis of how neoliberalism
governs: through discourses and practice. This encourages analysis of
particular configurations of neoliberalism while avoiding general
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allusions to something as simply “neoliberal”. When neoliberalism is
framed as governmentality, governing is conceptualised as promoting
individual choice and limiting the scope of the state but not by
decreasing governance, as governance is instead shifted from state actors
to the market (Larner, 2000, p. 12). In this perspective, both individuals
(such as patients), and institutions (such as hospitals), are governed in
ways that encourage them to conform to the norms of the market. Larner
(1997b; 2000) calls this market governance, which emphasises self-
acting subjects, deregulation, promoting competition, and
corporatisation.

An example of neoliberal governmentality related to the field of food,
nutrition, and meal science is the practice of measuring “performance
data” even when one is unsure of how and if the measurements will be
used. As an example of an audit discourse, foodservice might record
performance data on plate waste. In this scenario, staff weigh leftovers,
enter figures into spreadsheets and submit monthly reports, but they
receive no feedback and do not see any changes in menus, staffing or
schedules related to the reports. From a neoliberal governmentality
perspective, this practice of measuring performance data translates
meals into numbers that can be monitored and evaluated. Crucially, this
quantification serves a market logic by transforming a public welfare
service into an auditable and calculable commodity. By reducing
foodservice work into standardised metrics, it can be understood as
mimicking market efficiency. This exposes kitchen staff to market-style
accountability and competition, rendering them auditable subjects
regardless of whether the measurements lead to substantial
improvements. This example also shows how "self-responsibilisation”
works. Even though there is no follow-up to the measurements, the
foodservice actors still police themselves to make sure the numbers are
collected.

I combine neoliberal governmentality with analysis of discourses
(Bacchi, 2012; Bacchi, 2009a). While Larner (2000), and
governmentality studies (cf. Dean, 2014), are useful for analysing
broader governing logics, Bacchi (2009a, p. 2; Bacchi & Goodwin, 2016,
p. 20) shifts the analytic focus to how such logics are enacted in specific
problem representations in policies and practice. To shortly explain the
difference, a broad focus on governing logics analyses what becomes
reasonable and self-evident when authorities think about how to govern.
For example, a neoliberal governing logic can make it reasonable to
organise public services as if they were markets (cf. Larner, 1997a). In
turn, Bacchi’s approach provides tools for analysing how such logics are
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enacted through concrete problematisations in policies, organisations,
and everyday work.

Larner’s (2000) work on neoliberal governmentality is therefore used to
analyse specific market-oriented rationalities in the reform, particularly
choice, flexibility, satisfaction measuring, cost-efficiency, and purchaser-
provider relations. This does not exclude other possible interpretations.
Some aspects of the reform could also be described through
bureaucratisation, standardisation, task-fragmentation, professional
hierarchy, nutritional care priorities, or ordinary implementation
complexity. The analytical ambition is therefore not to state that the
reform was simply “neoliberal,” but that neoliberal rationalities formed
one important element of hospital foodservice governance. In the
analysis, I use the terms market-oriented rationalities and service logics
to describe the specific ways in which neoliberal governmentality became
visible in the reform. Market-oriented rationalities refer to ways of
reasoning through which particular reform solutions come to appear
sensible, desirable, and necessary. Service logics refer to ways of
understanding and organising meals and meal-related work as
specifiable, measurable, purchasable, negotiable, and evaluable service.

Analysis of discourses

Bacchi (2005, p. 199) positions her methodology as an analysis of
discourses, differentiated from discourse analysis. The goal of making
this distinction is to illustrate the differences in analytical focus, where
discourse analysis is usually concerned with language use while Bacchi’s
analysis of discourses is focused on systems of thought. In the same way,
discursive practices should not be confused with practices of discourse
meaning ways of language use (Bacchi & Bonham, 2014, p. 174).

Below, I define discourses, discursive practices, subjects, subject
positions, governing technologies, and how these are interconnected to
form an overall governing arrangement.

Discourses and discursive practices

Discourses can be understood as historically produced (Bacchi, 2012, p.
4) clusters of meanings and practices governed by rules about what can
be thought, said and done (Bacchi, 2012; Bacchi & Bonham, 2014).
While problematisations are the specific ways problems are represented,
discourses are the broader systems of meaning that make those problem
representations intelligible. Here is an example of a common discourse
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in high dining: The meal is not just food but art, performance, and
exclusivity. In this discourse the chef is an artist, and the meal is a
carefully planned experience including for example storytelling, not
simply nutrition and satiety. These ways of thinking normalise rare
ingredients, and elaborate plating.

Discursive practices are the concrete, rule-governed activities that
produce, sustain and transform discourses (Bacchi & Bonham, 2014).
Building on the previous example of high dining, a discursive practice is
for example the detailed and rehearsed narrative presentation of the
menu to the guests like “this dish represents autumn” and the practice of
guests photographing the meal aesthetically and posting it online. It
makes careful tasting a “correct” behaviour while asking for ketchup is
“wrong” and it reinforces the discourse of food as art in high dining.

In my analysis, I use discourses to name relatively stable ways of
thinking about hospital foodservice, and discursive practices to analyse
how these were enacted in documents, governing technologies and
everyday work. In Study 1 these discourses were implicit but visible in
the way that a satisfaction questionnaire positioned patients as satisfied
or dissatisfied customers. In Study 2, discourses were explicitly used to
identify problem representations in the reform proposal to understand
what was made meaningful and considered important. In Study 3,
discursive practices were operationalised through PIA to analyse
recurring ways of acting and speaking.

Sites of enactment

In relation to discursive practices, the term “site” refers to sites of
enactment rather than geographical places (Bacchi & Bonham, 2014).
This means that sites are understood as relational locations where
discursive practices are enacted. An example of a site is the ward, not
because it is a physical place in the hospital, but because it is an
analytical place where specific relations among staff, patients, routines,
material things, and ways of thinking about meals and care come
together in a way that makes something seem reasonable and other
things unreasonable. Study 3 builds on such an understanding of sites as
sites of enactment rather than geographical place.

Governing technologies

Discourses act through concrete tools, devices, and processes (Bacchi &
Bonham, 2014). In this thesis, I use the term governing technologies for
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the practical tools, procedures, and instruments that operationalise
problematisations and discourses in practice. This is in line with Bacchi’s
(2016, p. 7) use of the term as she explicitly identifies performance
measurement as a “governing technology”. In Bacchi and Goodwin
(2016, p. 44) the term governmental technology is also used. In other
words, “technologies” does not simply refer to modern technical
equipment, but to the practical means, instruments, and procedures
through which power and knowledge operate.

Further, in neoliberal governmentality, contracts, budget systems,
process models and measurement instruments are analysed as ways to
translate abstract ideas about for example efficiency into specific tasks,
metrics, and decisions that construct what subjects do and how, in my
case hospital foodservice, is organised (Larner, 1997b, 1997a, 2000).

In relation to Study 1, the patient satisfaction questionnaire itself was
understood as a governing technology. It could be used as evidence of
quality pertaining to performance. In Study 3, governing technologies
were made visible in interviewee accounts of internal contracts,
performance metrics, and the reform concept. I describe how these
governing technologies shaped subject positions.

Subjects and subject positions

Subject positions are a central part of my analysis because they make it
possible to analyse expectations, responsibilities, authority, and
legitimacy. Subjects can be understood as socially produced actors or
roles, for example a patient, a nurse, or a consumer, that make sense
within particular discourses (Bacchi, 2016, p. 10). Subsequently, subject
positions are the ways in which subjects are positioned within
discourses, meaning what they are assumed to be, what they are
expected to do, and what forms of action become reasonable or
unreasonable for them.

The point of analysing subject positions is therefore not simply to name
labels or roles. Rather, it is to analyse how a particular position makes
some actions appear natural, necessary, appropriate, or legitimate, while
making others appear irrelevant, excessive, inappropriate, or difficult to
justify. A subject position gives an actor a place within a set of
assumptions about responsibility, authority, and appropriate action.
Some forms of responsibility and authority then become easier to
imagine than others.
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A simple illustrative example of this would be how consumers as subjects
can be positioned when shopping at a supermarket for food. Two
examples of possible subject positions could in this example be the
consumer as responsible and ethical consumer or as vulnerable. The
responsible and ethical consumer is positioned as someone who should
consider environmental and social consequences of consumption, for
instance by buying local produce. The vulnerable consumer is positioned
as someone who is easily misled by marketing, and therefore in need of
protection through consumer laws.

An important aspect is that subjects can occupy multiple subject
positions (Bonham & Bacchi, 2017, pp. 696—697), which means they are
not fixed identities. They show that a cyclist can move between the
subject positions of “cyclist” when talking about traffic and “not really a
cyclist” when comparing themselves to sporty cyclists. Nothing has
changed about the person interviewed, instead different practices make
different roles available which in turn come with different expectations,
norms and rules. In my own example above, this means that a consumer
can be both responsible and ethical as well as vulnerable, for example
buying local produce when they can afford it but also drawn to marketed
special offers.

I analysed subjects and subject positions mainly in Study 3 to examine
how professional roles in meal-related work were made intelligible in
different ways. This made it possible to analyse why some forms of
collaboration, responsibility, and authority could appear sensible,
legitimate, or necessary, while others could appear difficult to justify.
Professional roles were not treated as fixed identities in my analysis; I
examined how different subject positions made different forms of action
and collaboration more or less reasonable.

However, it is important to note that analysing subject positions does
not mean treating actors as passive effects of discourses. Staff and
patients may interpret, negotiate, resist, and sometimes rework the
positions made available to them, although they do so within the
discursive and organisational conditions that make some actions easier
to justify than others.

Overall governing arrangement

In this thesis, the hospital foodservice reform was treated as an overall
governing arrangement. By overall governing arrangement I refer to the
relational configuration of problematisations, discourses, practices,

33



governing technologies, subject positions, institutions, and material
things like floor layouts, menus, or equipment. The relationality means,
for example, that while governing technologies stabilise practices,
practices can also revise the technologies that govern them. Likewise,
effects are not endpoints, they feed back into discourses as new
problematisations, which reconfigure what solutions and subject
positions become possible. Together this relational configuration
constitutes an analytic frame for analysing how hospital foodservice is
governed.

The hospital foodservice reform could in simple terms be described as an
organisational change. In a broad sense, organisational change refers to
alterations over time in an organisation’s structures, processes,
technologies, routines and norms. In healthcare, such changes are often
described as involving new ways of dividing responsibilities between
units, new management models and new technologies for coordinating
work. However, through my Bacchi-informed position, organisational
change is not understood only as a technical rearrangement of
structures. It is analysed in terms of how problems are defined, which
discourses are enacted, which governing technologies are used, and
which subject positions and relationships become possible or taken for
granted. In this sense, the foodservice reform was approached as a
governing arrangement that shaped how meals are produced and
delivered, and how patients, nurses, service staff, managers and kitchen
staff can be positioned in relation to one another in everyday work. This
enabled an analysis of the discursive, subjectification, and lived effects
(Bacchi, 2009a, 2012, 2016; Bacchi & Bonham, 2016; Bacchi & Goodwin,
2016) associated with the reform, rather than treating it only as a
technical change in production and service.

Patient satisfaction and evaluation

In the present thesis, patient satisfaction sits in an intersection between
theory, methods, and results. This section explains how satisfaction,
which first functioned as a measurable outcome in Study 1, created an
empirical-analytical tension, and later became part of the overall
governing arrangement analysed at the thesis level.

In Study 1, I approached hospital meals by exploring patient satisfaction,
drawing on a validated questionnaire to situate Swedish patients’
evaluation of foodservice within an international body of research (Capra
et al., 2005; Gustafsson, 2018). I defined satisfaction as a subjective
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assessment of healthcare services in relation to expectations, and as a
measurable outcome and quality indicator (Gill & White, 2009). A
quality-management-oriented perspective was appropriate for the aim of
Study 1. The questionnaire made it possible to gather structured
responses from many patients, describe patterns in patient evaluations
of hospital foodservice, and identify areas that could be relevant for
improvement initiatives. In this way, Study 1 produced a survey-based
account of patient satisfaction within a research tradition where
satisfaction is operationalised as a measurable outcome and used as part
of informed quality management.

The findings of Study 1 then caused my research interest to shift and
became an entryway into the broader Bacchi-informed analysis of the
thesis. Patients in the regional pre-reform survey, which included the
case hospital, were generally satisfied with the foodservice, which
formed an empirical-analytical tension. If dissatisfied patients were not
the reason for the reform, then how was it framed? This made me
curious about what kind of solution the reform was articulated to be, and
thus problematisations (Bacchi, 2009a) became the analytical focus.

Based on the theoretical framework of this thesis, I return to this survey-
based account from another perspective. I do not treat satisfaction as a
neutral reflection of a “true” experience, but as one way in which patient
evaluation is made visible, comparable, and governable. I argue that the
patient satisfaction questionnaire can be understood as a governing
technology because it translates articulations of patients’ foodservice
satisfaction into categories and scores that can be mobilised as evidence
of quality and performance (Bacchi, 2016; Bacchi & Goodwin, 2016, p.
44; Larner, 1997b). In this hospital foodservice context, measuring
satisfaction shaped patient evaluation into evidence of quality and
performance, making it possible to assess and justify foodservice
through market-oriented governing logics.

Patient comments in free text were included in the questionnaire and in
the iterative synthesis I treat them as “things said” through which
discourses about hospital meals, patients, choice, care, and service can
be analysed, in line with Bacchi and Bonham’s (2016, pp. 113—115)
poststructural position. This means that the comments are not treated as
direct access to patients’ inner experiences. Rather, they are analysed as
accounts in which particular meanings and subject positions are
produced.
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In sum, treating satisfaction as a governing technology connects Study 1
to my overarching analysis of governance. The ontological tension is
managed by distinguishing between different kinds of questions. In
Study 1, the satisfaction questionnaire was treated as a research
instrument. The analysis worked through the questionnaire by asking
how patients evaluated hospital foodservice. In my iterative synthesis the
questionnaire itself was treated as an object of analysis by asking how
patient evaluation becomes meaningful for governance.

Discourse analytical tools: WPR and PIA

I use tools from two discourse analytical approaches; WPR and PIA
(Bacchi, 2009a; Bacchi & Bonham, 2016). These tools operationalise my
theoretical framework by providing a shared conceptual language for
analysing political decision-making, organisational design, and everyday
work. This language makes it possible to analyse problem
representations, governing technologies, subject positions, and effects
across different data materials, rather than treating each material
through a separate methodological approach. I describe both approaches
below and end by discussing what kinds of effects they can help
elucidate.

WPR: “What’s the problem represented to be?”

The WPR approach analyses policy proposals by asking how they
represent the “problem” to be addressed (Bacchi, 2009a). An earlier
version was presented as the “What’s the problem?” approach in
Women, Policy and Politics (Bacchi, 1999), and was later refined as the
WPR approach in Analysing Policy (Bacchi, 2009a). WPR builds on the
core idea that a proposal for change implies that there is something that
needs to change, a “problem”, and that analysing the presented
“solution” makes visible what is considered problematic. This means a
focus on problems as concepts with meanings (Bacchi, 2015, 2016). WPR
is mainly used to analyse what Bacchi calls practical texts. Practical texts
aim to produce certain effects in their audiences (Bacchi, 2009a, p. 34)
and thus they provide insight into governing through “problem
representations”. She explains that the goal of WPR is “to identity,
within a text, institutionally supported and culturally influenced
interpretive and conceptual schemas (discourses) that produce
particular understandings of issues and events” (Bacchi, 2005, p. 199).
Discourses are ways of thinking that establish frames of references that
make some understandings and actions appear more reasonable than
others. In this thesis the WPR approach was suitable because by
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analysing underlying assumptions and central discourses it refuses to
take problem representations for granted (Bacchi, 2012, 2016; Bacchi,
2009a). This approach can help elucidate what is considered important
in a specific context.

I will give a short illustrative example to show the general applicability of
WPR as an analytical approach: If a policy proposal suggests that more
health education about healthy food choices is needed to reduce obesity
among the public, the problem is represented as a lack of education. This
puts in focus the individual responsibility of making food choices, while
other strategies such as access to healthy foods, a structural issue, are
left unaddressed. The point of this example is that the WPR approach
does not focus on whether obesity itself should be considered a problem
or not. Neither does it suggest that health education is a bad strategy.
What the WPR approach shows in this example is how obesity is
understood, or in other words, what is considered most important.

Thereby, the contribution of the WPR approach is its ability to illustrate
meanings and logics attached to explicit or implicit verbalisations of
problems. The purpose of the WPR approach is not to point out
advantages or disadvantages with certain problem representations
(Bacchi, 2012) but to focus on their meanings and effects. Therefore,
problems in the WPR approach are not seen as naturally existing or
uncontested.

In Study 2, I used the WPR approach to analyse the political decision-
making documents and the reform proposal. The WPR approach made it
possible to analyse the proposed reform solutions as entry points into
problem representations by asking what had to be constructed as
problematic for these solutions to appear reasonable. This meant that I
analysed the documents as active parts of governing, rather than as
straightforward descriptions of needs and solutions. This use of the WPR
approach supports the overarching aim of the thesis: to understand
hospital foodservice as governance rather than as a purely technical or
operational issue.

In sum, the key analytical element of WPR is that a proposed solution
reveals what is considered problematic and what therefore needs to
change (Bacchi, 2009a). In practice it consists of seven entangled
questions applied to facilitate critical reflection of discourses pertaining
specific problem representations in a data material (Bacchi & Goodwin,
2016, p. 20). The questions are:
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1. What’s the problem represented to be in a specific policy or
policies?

2. What deep-seated presuppositions or assumptions (conceptual

logics) underlie this representation of the “problem”?

How has this representation of the “problem” come about?

What is left unproblematic in this problem representation?

Where are the silences? Can the “problem” be conceptualised

differently?

5. What effects (discursive, subjectification, lived) are produced by
this representation of the “problem”?

6. How and where has this representation of the “problem” been
produced, disseminated and defended? How has it been and/or
how can it be disrupted and replaced?

7. Apply this list of questions to your own problem representations.

B

Bacchi and Goodwin (2016, p. 24) have in later work been explicit about
how the seven questions are interconnected and should not be applied in
a linear fashion, although they refer to them as “steps” which could be
interpreted as such.

PIA: analysing subject positions in practice

My poststructural position has implications for how interview data is
understood and analysed. Building on the discourse-theoretical
foundations of WPR, Bacchi and Bonham (2016, pp. 113—115) have
developed PIA which treats interviews as “things said” that in turn make
particular subjects, objects, places, and relations visible.

Unlike many other research traditions, this approach does not treat
interviews as direct reports of inner states, personal experiences, or
“what really happened” (Bacchi & Bonham, 2016, pp. 114—115). Instead,
PIA asks how it becomes possible to say particular things, what appears
sensible in these “things said”, and which subject positions they make
more easily available. This made PIA appropriate for Study 3, where the
focus was on how professional roles, responsibilities, and authority
around hospital meals were made intelligible in interview accounts.

Below is a brief example to illustrate PIA. Consider the statement: “The
patient should be able to choose what they want to eat”. From a PIA
perspective, this “thing said” positions the patient as a chooser and
hospital meals as something that should be organised around individual
preference. At the same time, other aspects, such as patients’ need for
support or the clinical timing of meals, are not said. This illustrates the
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shift in focus that PIA contributes: instead of asking whether the
statement is accurate, the analysis focuses on what is being said, how it
was possible to say, who can become what kind of subject in relation to
these sayings, as well as which things are not said and therefore can be
understood as silenced.

In Study 3, I used PIA to analyse how key informants talked about
everyday meal-related work. This involved examining how these
interview accounts produced subject positions for different actors and
how these positions were connected to broader discourses and governing
technologies. In this way, PIA created an analytical bridge between the
political problematisations analysed with the WPR approach in Study 2
and the everyday meal-related work analysed in Study 3.

PIA was operationalised through seven analytical steps in the form of
questions a researcher asks when analysing their interview transcripts
(Bacchi & Bonham, 2016, p. 113). These are:

1. Precisely what is said in the interview?
How was it or is it possible to say those things?

3. Which networks of relations (discursive practices) are relevant to
the interview topic?

4. What do the selected “things said” produce as “subjects”,
“objects”, and “places”?

5. How do the interviewers and interviewees problematise “what
they are, what they do, and the world in which they live”?

6. Which “things said” put in question pervasive ways of thinking?

7. What political consequences follow from interviewers’ selection
and distribution practices?

Noting “what was said” was the first step in this methodology. The
following steps analysed how these sayings and doings became sayable
and doable, which discursive practices were involved and what they
produced, and which subject positions they made easily available. In line
with WPR, the questions should be understood as interconnected, not as
a linear sequence.

Effects in WPR and PIA

In the WPR approach and PIA, effects are understood as something that
is produced, in contrast to something that simply occurs (Bacchi, 2009a,
2012, 2016; Bacchi & Bonham, 2016; Bacchi & Goodwin, 2016). Effects
can be seen as discursive, subjectification, or lived.
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Discursive effects constitute the ways in which problem representations
reshape what can be thought and said about hospital foodservice, and
what becomes difficult to articulate (Bacchi, 2016, p. 9; Bacchi, 2009a;
Bacchi & Goodwin, 2016). For example, if hospital foodservice is
repeatedly framed as a service to be optimised it becomes easier to talk
about costs than collaboration. Discursive effects illustrate how
seemingly natural language narrows the scope of what is considered
important.

Subjectification effects constitute the ways in which specific subject
positions are made easily available for patients and staff (Bacchi, 2012,
2016, p. 9; Bacchi, 2009a). These positions shape what is considered
reasonable actions for different groups, for example, seeing service staff
as part of the care team makes it reasonable to include them in meetings
and information sharing. The focus on subject positions was therefore
central because it allows insight into which practices become easier to
consider reasonable.

Finally, lived effects were understood as the ways in which
problematisations mattered in everyday work, for example in relation to
emotions, relationships, working conditions, and possibilities for action
(Bacchi, 2016; Bacchi, 2009a). Some examples include stress, feeling
questioned, strained relations, pride in one’s work, or not feeling
included. Including lived effects in the analysis was crucial because they
constitute the link between an analysis of discourses and embodied
realities, for example workplace wellbeing. In other words, lived effects
is one way to make visible the connection between meanings and
material arrangements.

In the present thesis, effects were analysed in relation to
problematisations in Study 2, and in relation to practices and subject
positions in Study 3. In the iterative synthesis, effects were analysed as
part of the overall governing arrangement.

Feminisation as a historical-discursive condition
of valuation

Feminised work can be understood as labour whose status and valuation
are shaped by historical associations with care, service, domesticity, and
reproductive work (Dahl, 2004, 2010). I combine this perspective with
my understanding of discourses as historically produced clusters of
meanings and practices governed by rules about what can be thought,
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said, and done (Bacchi, 2012; Bacchi & Bonham, 2014). Together, this
allows me to analyse the valuation of meal-related work as historically
and discursively produced, which I have chosen to call a historical-
discursive condition of valuation.

By this I mean that hospital foodservice enters the reform with a history
where care, service, bodily support, domestic responsibility, reproductive
labour, and women’s work have been connected to weaker recognition
and lower status. Feminisation is not treated as a separate discourse
identified in the data, nor as an empirical finding about how actors
explicitly understood the reform. Rather, it provides a way of
interpreting how responsibility, skill, legitimacy, and value become
intelligible in the governance of hospital foodservice.

Summary - putting theory to work

Hospital foodservice is real and material, but these material realities do
not speak for themselves. They are always understood through ideas
about what hospital foodservice is, what it should be, who is responsible
for it, and how its value should be judged. In my analysis, theory is used
to examine how hospital foodservice becomes understandable,
governable, and meaningful in particular ways.

To do so, I use Bacchi’s (2009a) concept of problematisations. A reform
is never just a neutral solution. It also tells us what is understood as the
problem. The analytical question is therefore not if these solutions are
good or bad. The question is what assumptions underpin these solutions,
what they leave unaddressed, and what subsequently becomes sensible
to think, say, and do.

I use the term discourses to name relatively stable ways of
understanding hospital foodservice. A discourse is not just language. It is
a way of thinking and acting that makes certain things (and not others)
seem obvious, reasonable, and important. For example, if hospital
foodservice is understood as part of care, then collaboration and shared
responsibility may become especially important. Different
understandings are not only expressed in words, but are also enacted in
practices like measuring.

This is also why I use the concept of governing technologies. A

governing technology is a practical tool that helps organise what people
do, for example satisfaction questionnaires, internal contracts, menus,
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routine descriptions, and guidelines. These governing technologies shape
what counts as quality, efficiency, and good work. A satisfaction
questionnaire, for example, does more than collect opinions. It makes
patient evaluation visible in a particular way: as scores and categories
that can be compared, reported, and used as evidence of quality.

Neoliberal governmentality is used to analyse one important pattern in
the reform: the recurring emphasis on market-oriented articulations that
shape how meals, patients, staff, and responsibility are organised. This
helps explain why it can become reasonable to talk about patients as
choosing subjects and wards as customers of services, which brings me
to subject positions.

A subject position is not the same as a person’s identity. It refers to a role
that becomes available within a certain way of thinking. These positions
matter because they shape what different people can reasonably do, say,
ask for, refuse, or be held responsible for.

Discourses, practices, governing technologies, and subject positions
produce effects, but effects also shape them in turn. In this way they are
relational, not linear. Effects concern what becomes easier or harder to
think and say, which positions become available for patients and staff,
and consequences such as stress and recognition.

Finally, hospital foodservice is analysed in relation to a broader history
where reproductive work such as service and care has often been weakly
recognised. I call this a historical-discursive condition of valuation. 1
identify service logics empirically when meals are organised as specified,
purchasable, measurable, and negotiable services, and when actors are
positioned through customer-provider relations rather than through
shared responsibility for meals as part of care. I include historical
background in my analysis to understand why some forms of everyday
meal-related work may appear ordinary, low-skilled, or easy to overlook,
even when they are necessary.

Together, the theoretical framework helps me analyse the reform as
more than an organisational change in food production and delivery. It
allows me to approach the reform as an overall governing arrangement,
where problem representations, discourses, governing technologies,
practices, material conditions, subject positions, and effects together
shape how hospital foodservice becomes governable. These concepts are
operationalised through Bacchi’s (2009a) WPR approach and Bacchi
and Bonham’s (2016) PIA, which make it possible to analyse how
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problem representations, subject positions, governing technologies, and
effects are produced. The purpose of theory in this thesis is therefore not
to make the analysis more abstract, but to make visible what otherwise
risks appearing self-evident and invisible.

An overview of how theoretical concepts are used in the thesis is shown
in table 1. Problematisation is the overarching analytical orientation,
WPR and PIA are the main analytical tools, and governmentality and
feminisation function as interpretive lenses.
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Table 1. Overview of how theoretical concepts are used in the thesis.

Analytical
level

Analytical
approaches

Analytical
approaches

Analytical
objects

Analytical
objects

Analytical
objects

Broader
interpretative
lens

Specific
governing
rationalities

Specific
governing
rationalities

Historical-
discursive
condition of
valuation

Synthesis
concept

Concept

WPR

PIA

Discourses and
discursive
practices

Governing
technologies

Subject
positions and
effects

Neoliberal
governmentality

Market-
oriented
rationalities

Service logics

Feminisation
and
care/service
distinctions

Overall
governing
arrangement

Main analytical use in thesis

Used to analyse how hospital foodservice was
made intelligible as a problem to be governed, and
how particular reform solutions came to appear
reasonable.

Used to analyse how subject positions and effects
become visible in accounts of reform work, meals,
care, service, and responsibility.

Helps analyse how meanings concerning meals,
patients, care, service, responsibility, and meal-
related work were produced and enacted.

Helps analyse how values and ambitions became
actionable through menus, satisfaction
measurements, internal contracts, budgets,
ordering routines, and ward-based service
practices.

Helps analyse what positions became available to
patients, wards, kitchen, service staff, and reform
actors, and what these positions made possible or
difficult.

Situates the reform’s emphasis on choice,
flexibility, cost control, purchaser-provider
relations, and measurable satisfaction within
broader forms of public-sector governance.

Helps interpret how choice, flexibility, cost-
efficiency, satisfaction measurement, and
purchaser-provider relations could become
persuasive reform values.

Helps analyse how meals and meal-related work
became understandable as specifiable,
measurable, purchasable, negotiable, and
evaluable service.

Helps interpret how meal-related work is
positioned and valued when associated with care,
service, bodily support, and everyday welfare
work.

A relational way of bringing together problem
representations, discourses, governing
technologies, subject positions, and effects. Allows
the thesis to analyse the reform as more than a
technical change or implementation process.
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Methods and methods discussion

The theoretical concepts summarised at the end of the previous chapter
informed the analysis in different ways. This chapter describes the case,
research design, empirical material, and analytical procedures through
which the reform was analysed as an overall governing arrangement. It
explains how WPR- and PIA-informed analysis was conducted across the
included studies and how an iterative synthesis brought together survey
material, political documents, interviews, study visits, field notes, and
reform documentation.

It is noteworthy that when conducting organisational research, gaining
access to organisations has often been considered a barrier. I have
avoided such struggles, in fact, the hospital’s foodservice manager
expressed interest in research participation and extended an invitation
to study the reform to my supervisors in 2013. This posed a privileged
opportunity as well as some ethical challenges. The ethical reflections
relating to the study are elaborated on in the ethics chapter.

Conducting research in tandem with an organisational change provided
a rare window to study how a large-scale foodservice reform was
planned, negotiated and enacted over time. Studying a reform
constitutes a unique occasion, as problems and solutions are often
articulated explicitly in ways that might otherwise remain unsaid. It is
therefore a great time to study governance through problematisations.

Case description: The hospital foodservice reform

In 2011, idea generation for a hospital foodservice reform began in a
Swedish publicly financed tertiary care hospital. Hospital meals were
deemed too expensive and the cook-serve production kitchen was too old
and needed to be renovated regardless. This need for kitchen
remodelling presented an opportunity to argue for a broader reformation
of the foodservice system. Therefore, a multi-professional project group
was appointed by the head of the supporting services division with the
task to design, plan, implement, and evaluate a modern and efficient
foodservice system.

Major organisational changes in public organisations need to gain

political endorsement. The organisation and responsibility of public
health and medical care in Sweden, including hospitals, is governed by

45



political regional councils that appoint regional executive boards. After
dialogue with all concerned parties, the project group presented their
proposal for political approval in 2014. The full proposal and its
approximated costs (2.5 million euros) were subsequently approved by
the regional council.

The proposed reform was large, both conceptually and as a monetary
investment. Before the reform the hospital had a central kitchen, a
conventional cook-serve foodservice system with centralised tray
assembly and hot-trolley distribution to the wards for service. Meals
were based on a seasonal cyclic six- week menu and all meals were
cooked using a mix of fresh, frozen, and pre-processed ingredients. The
proposed foodservice system reform was a transition from what is often
referred to in foodservice literature as a traditional system (cf. Dunn &
Williams, 1994; Edwards & Hartwell, 2006; Gregoire, 2013) to a cook-
chill concept. In the proposal, the goals of the reform were articulated as
a more efficient, flexible, and patient-focused way of preparing and
serving hospital meals to combat hospital malnutrition, reduce food
waste and improve patient satisfaction. The Five Aspect Meal Model
(FAMM) (Gustafsson et al., 2006) which is a planning tool that accounts
for five different but interlinked parts of the experience of eating a meal,
was referenced as a source of inspiration for the proposal. In FAMM, the
five described aspects are the room, the meeting, the product, the
management and control systems, and the atmosphere. FAMM was used
as a guide for thinking about decisions concerning dining spaces, service
flows, meal selection, and promoting hospitality in the act of serving
meals.

In practical terms, the reform included a complete remodelling of the
hospital central kitchen with construction of a new central production
line where food is cooked in large batches, chilled, and individually
portioned. The cook-chill design enabled an inpatient menu with
multiple menu options, thus introducing the possibility to make food
choices. Further, ward kitchens were expanded to accommodate chilled
storage of meals and a counter with display cases for snacks, desserts,
and appetisers. New ward-based dining spaces were also designed.
Additionally, set mealtimes were replaced with flexible service meaning
that patients could choose when to order food or ask for snacks. To
accommodate the new logistics and service flow at the ward, including
manning the counter from mornings to evenings and the additional tasks
of taking up menu orders as well as reheating and plating pre-packaged
meals, a new service role was introduced: meal host.
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Prior to the foodservice reform, the hospital had already implemented
Care-related services (CRS), encompassing task shifting of non-clinical
tasks from healthcare staff to CRS. The responsibilities and roles of CRS
included cleaning of surfaces, inventory management, transportation
and serving meals. The implication of this in relation to the foodservice
reform was that two distinct non-clinical service roles, the meal host and
CRS, worked with meal service thus relieving healthcare staff of most of
these duties. Both meal hosts and CRS staff were employed by the
service unit. While the meal hosts only worked with meal service the CRS
staff rotated daily between cleaning, inventory management,
transportation, and meal service. In the thesis I subsequently refer to
both meal hosts and CRS as service staff. Wards could decide the level of
service they wanted, meaning that the wards used their budget to finance
service staff which in turn formed the revenue stream for the service
unit’s budget. This is normally referred to as internal contracting,
internal pricing, transfer pricing, service level agreements, or an internal
purchaser-provider split. The term purchaser-provider relation refers to
the relationship between the provider and the buying unit. In the present
thesis I use the terms internal contracting, internal contracts, and
purchaser-provider relations.

Before regional elections in 2018, auxiliary services had been outsourced
to a region-owned company meaning that services were sold by the
company and bought by the hospital. Due to the results of the election,
there was a shift in political power and the region-owned company was
dismantled. However, the practice of internal contracting remained
between the healthcare units and the service unit. This organisational
history means that although the quasi-market organisation had been
formally dismantled, practices of internal contracting, buying services,
and ward-level budget responsibility remained. They were therefore not
invented by the reform. Practices of internal contracting are broadly
prevalent in many areas of welfare services in Sweden and should not be
considered something unique to this setting (cf. Forssell, 2014).

While the political approval of the foodservice proposal stipulated that
the meal host role was part of the concept, no additional budget was
allocated to the wards for this purpose. This meant that wards needed to
make room in their existing budget to accommodate for the cost of this
politically mandated service staff.

In 2016 the reform concept was evaluated in a six-month pilot study and,

according to the pilot evaluation report, the reform was deemed both
operational and appreciated by patients and healthcare staff. The
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findings of the pilot evaluation described ward staff’s perception of
higher patient satisfaction overall and halved food waste compared to
earlier practice. During the time of kitchen reconstruction, the
foodservice was outsourced to a neighbouring region that delivered
meals to the hospital. The complete remodelling of the central kitchen
and the ward kitchens was delayed on a few occasions and ended up
becoming a 7.5-million-euro investment. The reform was finally
implemented at scale in 2020, almost 10 years after the idea first started
to develop. Finally, the reform was evaluated in 2022 at which stage it
stopped being considered a project organisation and instead became part
of line operations.

Research design — a case study approach

This thesis was designed as an embedded case study of the hospital
foodservice reform. In literature, the case study approach has been
described as hard to define due to differences between research
paradigms and differing analytical and theoretical applications (Coté-
Boileau et al., 2020). Yin (2018) has written extensively about case
studies as a research design and defines them as empirical investigations
of contemporary phenomena in a real context, where the boundaries
between the phenomenon and context are not clearly evident. Further,
Crowe et al. (2011) state that case studies are appropriate as a study
design when interested in exploring a phenomenon in depth and in its
natural healthcare services context. These two definitions by Yin (2018)
and Crowe et al. (2011) are good fits for the present thesis at the level of
research design. The hospital foodservice reform in my study constitutes
a contemporary phenomenon within the context of a specific hospital
and its organisational structures, professions, and everyday work. I was
particularly interested in these “unclear boundaries” where governing,
discourses, and practices were entangled rather than separate. Multiple
types of data were collected using different methods across different
stages of the reform to explore the phenomenon in depth.

However, while the design can be described referencing Yin’s (2018)
understanding of what constitutes a case study, my poststructural
position differs from an often-applied realist one. Mohammed et al.
(2015) have described how approaching case studies through a
poststructural stance allows the exploration of the broader discourses
that shape a phenomenon and how power relations shape behaviour and
perceptions. In line with my theoretical positioning, the case can
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therefore be understood as a place where different discourses and
practices interconnect.

The thesis includes three appended papers, each reporting one study
with a distinct design: Paper I reports a quantitative patient food
satisfaction survey prior to the reform (Study 1); Paper II reports a
qualitative policy analysis of political meeting protocols concerning the
decision to approve the reform (Study 2); and Paper III reports a
qualitative interview study with key informants during the planning,
implementation, and evaluation stages of the reform (Study 3).

Further, in line with the case study research design, I also conducted five
one-week study visits to stay close to the reform process, and these
contributed to my overall analysis of the case. These study visits included
participation in different activities, for example tours, working at the
wards, tasting the menu, and participating in meetings. Field notes were
taken during these activities. An iterative synthesis was part of the
research design to bring Studies 1-3 together with the field notes and
theory to answer the overarching aim of the thesis.

A timeline of both the reform and the research process is presented in
table 2.
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Timeline of the reform and the research process

Below is a summary of the most significant timepoints of the hospital
foodservice reform and the research process (Table 2).

Table 2. Timeline of the hospital foodservice reform and the research
process, 2011-2022.

Reform process Research process
2011 Idea generation and
feasibility study
2012
2013 Invitation extended to supervisors
to conduct research on the reform
2014 Full proposal for reform Patient satisfaction survey data
politically approved collection (2014-2018)
2015
2016 Pilot phase of the reform First study visit
2017 Planning and preparation of
the reform
2018 Planning and preparation of = Second study visit
the reform
2019 Planning and preparation of = Third study visit
the reform First round of interviews
2020 Reform implemented Fourth study visit
Covid-19 Second round of interviews
Data collection of political
documents from 2015-2020
2021 Reform evaluation phase Fifth study visit
Third round of interviews
2022 Reform project concluded,

shift to line operations
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Data collection and analysis procedures

This section describes the data collection and analysis procedures for
each of the three studies. Further, I describe how study visits and field
notes contributed to my overall analysis, and how I brought together
Studies 1-3, study visits, reform documents, field notes, and theory in an
iterative synthesis of the hospital foodservice reform as an overall
governing arrangement.

Study 1: Patient satisfaction survey

Surveys are a useful method for reaching many research participants
concerning a specific research question which allows for analysis of
patterns, and for this reason their use is widespread in the social sciences
(cf. Bryman, 2013, p. 32). However, surveys construct what they are
supposed to measure through choice of questions, scales, and answer
categories, and regardless of epistemological stance most agree that
measures are at least to some degree shaped by social constructs
(Romm, 2013; Scott, 2010).

In my iterative synthesis, in line with Bacchi, the survey was treated as a
governing technology while measuring satisfaction was treated as
practice, and free-text comments were treated as “things said” (Bacchi,
2016; Bacchi & Bonham, 2014; Bacchi & Bonham, 2016, pp. 115—-116).
This helped constitute “patient satisfaction with foodservice” as an object
of knowledge, positioned patients, and made certain aspects of meals
visible and governable while leaving others largely invisible. This
framing was previously described in the theory chapter and will be
further elaborated below in the section titled “Conducting the iterative
synthesis”. In this section I describe how data collection and analysis
were conducted in relation to the quality-management-oriented aim of
Study 1.

Data collection of surveys

Patient satisfaction was explored using a translated version of the Acute
Care Hospital Foodservice Patient Satisfaction Questionnaire
(ACHFPSQ) (Capra et al., 2005), with permission from the creators of
the questionnaire. This version of the ACHFPSQ also included three
questions from the Resident Foodservice Satisfaction Questionnaire
(Wright et al., 2010). The development of the original English
questionnaire, its validity, reliability, and context relevance, have been
described elsewhere (Capra et al., 2005). The questionnaire was
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translated into Swedish in a forward- and backward process by Professor
Agneta Hornell and Professor Ylva Mattsson Sydner. Due to the general
character of the questions and the similarities between the original
questionnaire setting in Australia and the Swedish one, only minor
changes were deemed necessary; e.g., type of diets used. The translated
questionnaire was reviewed by an experienced foodservice dietitian and
validated in a master’s thesis (Gustafsson, 2018).

The ACHFPSQ contained 29 questions. The first 18 questions related to
six mutually independent foodservice dimensions. The foodservice
dimensions were [number of questions within brackets]: Food Quality
[7], Meal Service Quality [3], Staff and Service [3], Physical Environment
[3], Meal Size [1], and Temperature of Hot Foods [1]. Patients were
asked to report their answers on a 5-point scale
(always/often/sometimes/rarely/never). The questionnaire also
included a question investigating overall satisfaction with the
foodservice (very good/good/okay/poor/very poor) and an open
question for comments. Three additional questions investigated
perceptions of hunger and whether the participant had received enough
food (always/often/sometimes/rarely/never), adapted from the Resident
Foodservice Satisfaction Questionnaire (Wright et al., 2010). The
questionnaire ended with six questions about patient demographic data,
length of stay at the hospital, self-reported food intake relative to their
perceived typical intake, and specific diets.

The questionnaires were distributed on five different occasions from
2014 to 2018 at three publicly financed tertiary care hospitals situated
within the same region, including the specific hospital where the
foodservice reform took place in 2020. It was already decided at that
point that the new foodservice concept would eventually be implemented
at all three hospitals with one central kitchen built in the case hospital
that would deliver food to the other two. However, at the time of data
collection for Study 1, all three hospitals had their own central kitchens
and cook-serve systems using centralised tray assembly and hot-trolley
distribution to the wards. Meals were based on a seasonal cyclic six-week
menu, different for each hospital. The menus were continuously
reworked, but no major changes occurred during the study. All meals
were cooked using a mix of fresh, frozen, and pre-processed ingredients.
The hospitals differed in size, hospital I (case hospital) had 17 wards,
hospital II 23 and hospital IIT had four wards. The rationale to include
all three hospitals instead of only the case hospital built on an interest in
the broader contextual landscape of the case.
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The questionnaires were delivered to the wards together with an
information leaflet to the nursing staff to guide them in distributing and
collecting the questionnaires. The information included instructions
about excluding patients who were cognitively unable to understand the
questions, that patients should only answer the questionnaire once, how
to register non-participation, and type of ward (unfortunately, non-
participation and ward type were only registered by two wards). The
questionnaires were distributed and collected by nursing staff during
meals. All participants stayed at the hospital for at least one night and
were inpatients at adult wards, including maternity, intensive care, and
psychiatric wards. Nursing staff helped patients fill in the questionnaires
when needed.

Data analysis of surveys

Questionnaires from 439 patients were included. Data were compiled in
a spreadsheet distributed by the creators of the ACHFPSQ. The score for
each foodservice dimension was calculated in the pre-programed
spreadsheet as an individual average for the separate questions that the
dimensions were based on. The response alternatives “always” and “very
good” were assigned a value of five, while the alternatives “never” and
“very poor” were assigned the value of one. For questionnaire items with
a negative construct the assigned values were automatically reversed.

Statistical Package for the Social Sciences (SPSS) version 26.0 was used
for analysis. Due to positive skewedness, the group distribution of each
question was descriptively presented using medians, quartiles and
interquartile ranges (IQR). Distributions of dependent variables were
compared across sex, age groups, length of stay, and self-reported food
intake with Mann-Whitney U-test and Kruskal Wallis test with a set
significance level of p < 0.05. For independent variables with more than
two groups, the Bonferroni correction for mass significance was used.
Data on specific diets was omitted from analysis because most patients
left the question unanswered. Comments were sorted and connected to
the most applicable foodservice dimension as a basis for additional
understanding.

Study 2: Political meeting protocols

Documents make up the main source material in much of policy studies.
In this thesis the source material was selected for their properties as
“practical texts” (Bacchi, 2009a). Practical texts intend to produce
certain effects in their audiences (p. 34), as materials which allow insight
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into governing practices through “problem representations”. In other
words, practical texts are texts that describe what to do or what needs to
be done, thus providing insight into governing through
problematisations.

Data collection of documents

Three types of documents were included in the analysis: 1) official
records, including the reform proposal in its entirety 2) internal and
external communications material, and 3) additional material about the
reform gained through collaboration with the region.

Public authorities and official entities in Sweden are legally obliged to
follow the principle of public access to official records, which means that
regional councils keep their meeting protocols and similar records
publicly available. Political documents were accessed through an online
archive from the year 2015 onward. All protocols and enclosed
attachments from the regional executive board and the regional council
archived between January 2015 and March 2020 were initially included.

Initially, 112 meeting protocols and attachments from between 2015 and
2020 were read, totalling around 20 000 pages. This material was
scrutinised for foodservice-related discussions and proposals. This large
body of source material was included mainly because it was not possible
to apply search terms to scanned documents, which meant that it would
have been easy to overlook foodservice-related topics by accident.

Some of the documents selected for analysis referred to earlier ones
which were not accessible through the online archive. Access to these
documents was gained through the on-site regional archive with the help
of archivists. The archivists also did a screening of material related to the
foodservice reform from before 2015 and forwarded two records of
decisions taken by the regional executive board concerning the reform,
which were then added to the analysis.

All documents that mentioned food, foodservice, meals, service,
nutrition, kitchen, dietitians, or food production were considered for
analysis and included if they described the foodservice reform in any
way. However, foodservice was not a frequently appearing subject. The
initial screening of material resulted in approximately 200 pages from 12
meeting protocols including attachments, which formed the main body
of analysis. This material depicted the decision process to accept the
construction of the new kitchen and adopt the new foodservice concept,
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including the final proposal of the new foodservice system presented for
approval, a feasibility study with detailed arguments and analysis, and
all included attachments, such as statements from concerned parties,
clarifications, and budgets.

Internal and external communications material about the reform was
included to elucidate the core ideas and values of the foodservice and
healthcare organisations, and how those ideas and values were
communicated within the region. This included for example patient
information brochures and presentation material, which were gathered
through the region’s web page. Lastly, the new foodservice system
underwent a pilot phase in 2016, and a pilot project evaluation was
included as were presentation materials used to promote the pilot and an
approved grant application. Access to the pilot project evaluation was
gained through collaboration with the region.

In line with the WPR approach (Bacchi, 2009a), a historical depiction of
how hospital foodservice has come about in Sweden was included in the
study. Grey literature was included in this historical account and
accessed through Umed University’s Library Archive.

Data analysis of documents

As described in the theory chapter, the WPR approach guided the
document analysis by treating proposed solutions as indications of how
problems were represented. The choice to apply Bacchi’s WPR approach
came before sourcing documents. This built on the findings of the Study
1 which made me curious about how the reform came to be; What was
represented as the problem. While the WPR approach is usually applied
to policy texts it can be used on all texts that give directives, or in other
words, propose action. Since a WPR approach assumes an
understanding of the history, background and context of a subject area,
the scope of source material was extended beyond the reform proposal
itself.

In practice, I did not apply the questions of the WPR approach in a
strictly linear fashion. I moved back and forth between them as I read
and re-read the documents. First, I identified solutions proposed in the
documents by applying the question; “What’s the problem represented
to be in a specific policy or policies?” (Bacchi, 2009a). Solutions were
identified, thematised, and analysed, resulting in three problem
representations. After this, the question of “What deep-seated
presuppositions or assumptions underlie this representation of the
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“problem”?” was considered. Thereafter the analysis focused on the
questions; “What is left unproblematic in this problem representation
(Where are the silences)?” and “What effects are produced by this
representation of the “problem”?”. The empirical material was also
discussed among all four co-authors in relation to the historical
developments of hospital foodservice depicted in Swedish grey literature,
in which individualism had been normalised over time. Each of the co-
authors represented different perspectives and research backgrounds
but jointly agreed that the empirical material reflected neoliberal
thought. Therefore, to critically discuss discourses we had analysed as
central and meaning-bearing, we brought in a second analytical
perspective; understanding neoliberalism as governmentality as
discussed in the theory chapter (Larner, 2000).

As an ending note it is important to emphasise what we did not do in the
analysis. We did not use the WPR approach to evaluate problem
representations as better or worse, but to analyse what they made visible
and actionable (cf. Bacchi 2012). Since problems in the WPR approach
are neither seen as naturally existing and uncontested, nor socially
negotiated to be solved, our purpose was not to point out wrong-doings.
The contribution of the WPR approach is its ability to illustrate
underlying conceptual meanings and logics, rather than present
solutions to problems. Study 2 should therefore not be considered an
evaluation.

Study 3: Key informant interviews

The third sub-study built on key informant interviews which were
conducted using a semi-structured interview guide. Semi-structured
interviews allow exploration of topics while still following a general
theme with each participant (DeJonckheere & Vaughn, 2019).

The concept of key informants entails a distinction between who is
considered “key” and who is not (Lokot, 2021). In this case, key
informants were chosen based on their closeness to the reform, decision-
making opportunities, and to ensure including different interests and
professional backgrounds. Interviewees represented different parts of
the hospital organisation including managers and officials at different
levels in the hospital organisation, daily operations of healthcare and
foodservice, and supporting roles.

Key informants were identified and recruited while visiting the hospital
and participating in activities. There was an opportunistic quality to
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some of the interviews where someone on site, for example encountered
in a meeting, showed interest in the study and I subsequently asked
them if they wanted to participate in an interview. Some participants
were persons introduced by the project lead who was very helpful in
facilitating interviews with positions I considered “key”.

The first round of interviews was completed in December 2019 on site.
In the spring, I joined celebrations when the new foodservice was
launched, with a plan to stay eight weeks and conduct participatory
observations. Because of Covid-19, this plan did not come to fruition,
and some interviews were then conducted online, some were cancelled,
and some were postponed. Interviews with healthcare staff were short
and conducted “on-the-run” through phone for their convenience.

When conducting interviews in an organisation during working hours,
some flexibility is required. I tried to keep in mind that meeting me for
an interview was not the most urgent matter of their workday.
Additionally, as can be deduced considering the study was conducted
between 2017 and 2022 in a hospital, the Covid-19 pandemic also had
implications for the interviews.

Data collection of interview material

I conducted 18 interviews with 12 persons in total. Two persons were
interviewed three times, two persons were interviewed two times, and
eight persons were interviewed once. The interviews were on average 60
to 90 minutes long, except for three interviews which were 10-15
minutes long due to time constraints as the interviews were conducted
during the Covid-19 pandemic. Interviews took place on three occasions:
face-to-face (with one exception where the interview was conducted by
phone) three months prior to the implementation of the reform (2019,
n= 6), online and on the phone six months after the implementation
(2020, n= 9), and face-to-face two years after the implementation (2021,
n= 3). Interviews were recorded and transcribed.

The first time a person was interviewed, a semi-structured interview
guide was followed (see Appendix A). The interview guide had an
opening question, three main topics, and a closing question. Follow-up
questions centred around whatever topic the interviewee brought up.
Each interview started with a general question about what a normal day
at work looked like for the interviewee. The following three main topics
were how they perceived their professional role, the reform, and hospital
meals in general. Questions included for example what they liked about
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or would like to change about their professional role, which factors
shaped their work, how they would describe the reform to an outsider,
what benefits and disadvantages they thought the reform would have or
had had, and how they thought that hospital meals should be. Interviews
were ended with questions about their professional background, and
finally “if there was something they wished I had asked but didn’t”.
When multiple interviews were conducted with the same person, the
interview guide was adjusted to include topical questions relating to
issues they had articulated in their first interview or made me aware of in
other ways, for example on study visits.

Data analysis of interview material

Interviews were transcribed verbatim and read multiple times for
familiarisation. The transcripts were then coded with qualitative analysis
software MAXQDA (Verbi Software, 2026). Speaker role and time of
interview were included in coding for additional contextual
understanding, meaning for example sensitivity to the mandates of the
speakers and which stage the reform was at during the time each
interview was conducted. However, no patterns connected to the timing
of interviews were identified.

Guided by PIA (Bacchi & Bonham, 2016), the analysis was conducted
iteratively. The interviews were read repeatedly to identify passages
where participants described meals, meal-related work, responsibility,
collaboration, service, care, and organisational arrangements. These
passages were then coded using WPR- and PIA-informed codes: problem
representations, assumptions, governing technologies, subject positions,
and effects. This coding was revisited and refined multiple times during
the analytical process. I used these codes as a point of departure to
analyse discourses by asking what broader ways of thinking and talking
were made visible across the coded material.

The central analytical step was to examine the relations between coded
elements. I explored how codes appeared together within coded
segments, for example, how problem representations, governing
technologies, assumptions, and possible subject positions were
connected. To facilitate this, I used MAXQDA'’s code co-occurrence
functions in Code Explorer and the Code Relations Browser as visual
tools. These tools were not used to count themes or mechanically
generate findings, but to support interpretive comparison. The analysis
focused especially on how subject position codes appeared together with
other codes within the same coded segments. I examined, for example,
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which problem representations, assumptions, and governing
technologies were coded in relation to particular subject positions. I then
returned to the coded segments to interpret how these relations made
particular subject positions possible, legitimate, difficult, or contested.
Re-reading the complete transcripts was also a part of this process.

When similar relations recurred across the material, they were brought
together into what I refer to as bundles of discursive practices in Study 3.
Through this process, the kitchen, the ward, and ward-based service
became analytically relevant as sites where discourses were enacted in
different ways and in relation to different governing technologies.
Subject positions and effects were then analysed in relation to the
identified discourses, discursive practices, and governing technologies.
These steps were iterative, shifting between codes, coded segments,
speaker roles, and proposed subject positions. The analytical movement
from coding to subject positions is summarised in table 3. Quotes were
selected to illustrate how particular subject positions were made
available, negotiated, or challenged.

In line with PIA, the interviews were not analysed primarily as sources of
information about what “really happened” in the reform, however, this
does not mean that interviewees’ accounts were treated as false or
unimportant. They were analysed as accounts through which hospital
foodservice, professional roles, responsibility, costs, collaboration, and
care were made meaningful. Historian Joan Scott (1991, pp. 777—780)
explains this well in “The evidence of experience” by arguing that when
experience is treated as transparent, the researcher risks taking
identities as given rather than asking how subjects are positioned and
how certain experiences become possible, recognisable, and meaningful
in the first place. Therefore, she argues that experience should not
function as the origin of explanation but should itself be analysed as
historically and discursively produced (pp. 779—780, 797). This position
is in line with my overarching aim and research questions.
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Table 3. Summary of analytical movement from coding to subject
positions in Poststructural Interview Analysis of key informant
interviews in Study 3.

Analytic step
Repeated reading

Theory-informed
coding

Code relation
analysis

Return to
transcript context

Subject-position
analysis

Presentation of
results

Action

Identified passages concerning
meals, meal-related work,
responsibility, collaboration,
service, care, and organisational
arrangements

Coded selected passages using
WPR- and PIA-informed codes:
problem representations,
assumptions, governing
technologies, subject positions,
and effects

Used MAXQDA'’s code co-
occurrence functions and Code
Relations Browser to examine
how codes appeared together
within coded segments

Re-read coded segments and full
transcripts

Examined how subject positions
were connected to problem
representations, assumptions,
governing technologies, and
effects

Brought recurring relations
together as bundles of discursive
practices
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Purpose

To locate material
relevant to the
research question

To organise the
material
analytically

To identify
recurring relations
between coded
elements

To interpret code
relations in context
rather than treating
software output as
findings

To analyse how
positions were
made possible,
legitimate, difficult,
or contested

To organise the
presentation of
subject positions
and effects



Study visits, field notes, and reform documentation as data

As mentioned, I have followed the foodservice reform from autumn 2016
until its evaluation at the end of 2022. After this I kept contact with
some of the people I met during my visits. Thus, I did not just visit a
finished reform, but followed it as a developing process through stages of
planning, implementation, and evaluation.

Study visits, field notes, informal conversations, photographs, online
meetings, and reform documents formed an important contextual and
field-based empirical material that shaped my understanding of the
reform and informed my iterative synthesis. This allowed me to
approach the reform as a complex and evolving process, meaning
continuous engagement with problematisations and enactments across
the reform stages and different sites. In short, the reform was not only
expressed in interviews and documents. This position is in line with the
argument that discourses should not be understood as language alone,
but as something that also works through practices, routines, objects,
and institutional arrangements (Bacchi & Bonham, 2014). The study
visits gave me access to elements of the reform that would have been
difficult to understand through interviews and documents alone.

During the visits, I tasted menu items, moved through kitchen and ward
spaces, took photographs, followed service flows, observed work
routines, attended meetings, and spoke informally with staff. However, I
did not approach patients directly. Through this field engagement, I was
able to see how the reform was organised in practice and how different
parts of the organisation related to each other. In this way, the visits did
not just function as background information. They generated contextual
and practice-oriented data that helped me interpret the interviews,
documents, and surveys in relation to the everyday organisation of the
reform. Drawing on Thanem’s (2015) discussion of bodies in
organisational research, I treat my visits as a form of embodied field
engagement, while still analysing these experiences as situated and
mediated rather than as direct access to an objective reality of the
reform.

I visited the hospital on five occasions staying one week each time;
autumn 2016, spring 2018, winter 2019, spring 2020, winter 2022. The
first visit was to the pilot ward which was still operative at the time.
During study visits the project lead prepared activities for me according
to what they thought could be helpful or interesting and according to
activities I specifically asked for.
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These activities included a day of letting me work as service staff at one
of the wards, multiple tours of the kitchen before, during, and after
implementation of the reform, tours at most of the wards, meeting the
dietetics unit, participating in questions and answers meetings
concerning the reform, participating in taste testing of menu items,
opportunities for informal conversations with staff, management, and
politicians, and attending the opening ceremony when the reform was
implemented. The tours of the kitchen were thorough including
explanations of how production and machines worked, how orders were
processed, how special diets were cooked, storage and choices of produce
and meats, transportation routines, staff routines, and the relation
between kitchen work and ward-based service.

I had the opportunity to try most of the menu items at different
occasions, as well as try the service flow including ordering, heating, and
plating of meals. These experiences made it possible to understand the
reform as a set of material, embodied, and temporal practices, not just
an organisational model described in documents and interviews.

During these activities I met different people from all parts of the
organisation and had the opportunity to ask questions, talk informally,
and observe their work. I also had the opportunity to meet the original
project lead who had initiated the reform process and who was also the
person who invited my supervisors to study the reform. The original
project lead had since moved on to another organisation, and a new
project lead had taken their place.

I want to underline how my participation and access to the hospital was
facilitated and at least generally welcomed by everyone I had the
opportunity to meet. However, this access was still situated and
mediated. I was often shown activities that others considered relevant,
successful, interesting, or important for me to understand. I therefore do
not treat the study visits as providing a complete or neutral view of the
reform. Rather, I treat these activities as part of the ways through which
the reform became available to me as an object of analysis.

In addition to the on-site visits at the hospital, I participated in meetings
online. Some meetings were specifically for me to keep me up to date on
recent developments. These were organised every three months. Some
meetings during the Covid-19 pandemic were more extensive and
concerned everyday operations, where I would just sit in and listen. I
documented meetings but did not record them. These meetings allowed
me to follow how the reform was discussed while it was still unfolding,
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including how problems, delays, adjustments, and responsibilities were
described over time.

On two occasions I was asked to provide my opinion in relation to the
reform. The first time was concerning recipe development for a vegan
pannacotta where I was asked for input to fix consistency related issues.
The second time was a question concerning research on menu design,
specifically whether there was any research about the effects of including
pictures in a menu. In other words, I was not actively involved in the
reform design, but my position was not limited to the position of a
distant observer. I was addressed as someone with food and nutrition
expertise, and this also shaped my relation to the reform. In this sense,
my presence in the field shaped what I was able to notice and ask about.

I have, with permission, taken notes during meetings and taken photos
of the kitchen, food, and dining rooms, and finally summarised
reflections in writing after my visits. I have also had access to internal
documents such as routine descriptions, PowerPoint presentations,
kitchen designs, status reports, Gantt charts, evaluations, and meeting
minutes. These documents were obtained through email loops, offers
from actors involved in the reform, and my own requests. The material
therefore reflects the ways in which I gained access to the reform and
should not be read as a neutral or exhaustive record of the reform
process. I treat the documents as situated material that contributed to
my understanding of how the reform was organised, described, and
made available for analysis. They also helped me connect theory,
interviews, political documents, and surveys to the practical and
administrative work through which the reform was made to work.

In sum, the study visits, field notes, informal conversations,
photographs, online meetings, and reform documents contributed to the
iterative synthesis of the thesis. For example, tasting the menu items and
following the service flow informed my analysis of how hospitality, food
quality, and patient choice were enacted in practice. Observing ward
spaces and kitchen routines helped me understand how meal-related
work was distributed between kitchen, service, and care. Participating in
meetings and reading internal documents helped me understand how
the reform was made manageable through plans, routines,
responsibilities, evaluations, and timelines.

I refer to this field engagement as study visits rather than ethnography

(cf. Goodson & Vassar, 2011) because the fieldwork was episodic, pre-
arranged, and facilitated by actors within the reform organisation. I did

63



not conduct continuous participant observation, and I did not follow one
occupational group or site over an extended uninterrupted period.
However, the study visits were ethnographically informed in the sense
that they involved repeated presence in the field, attention to everyday
practices, informal interaction, field notes, material environments, and
the relation between what actors said, what documents described, and
how foodservice was organised. Therefore, the study visits were not
ethnography as such, but they provided a longitudinal and practice-
oriented form of empirical engagement that was central to
understanding the complexity of the reform.

Conducting the iterative synthesis

I conducted an iterative synthesis to analyse the hospital foodservice
reform as an overall governing arrangement. An iterative synthesis can
be described as a reflexive process of “visiting and revisiting the data and
connecting them with emerging insights, progressively leading to refined
focus and understandings” (Srivastava & Hopwood, 2009, p. 77). To
answer my overarching thesis aim, I brought together material and
findings from multiple sources to develop an overarching argument.
Further, from a poststructural perspective, the theoretical points of
departure, empirical material, and the analysis are intertwined.
Therefore, in this iterative analysis I moved repeatedly between findings
from Studies 1-3, field notes, and the theoretical concepts of
problematisation, neoliberal governmentality, discourses, practices,
governing technologies, subject positions, and effects.

Study 1 contributed to the iterative synthesis through the patient
satisfaction questionnaire as a research instrument, the survey results,
and the free-text comments. I examined the questionnaire and its
administration in relation to my theoretical concepts and identified it as
a governing technology and as a practice. I then asked what the
questionnaire made visible, how it positioned patients, and how the
survey administration requested from nursing staff could be understood
as a practice. I also considered how the inclusion and exclusion criteria
shaped which patients could participate in this kind of patient
evaluation.

Study 2 contributed to the synthesis through the analysis of problem
representations and governing discourses in political protocols,
attachments, and additional information material. Study 3 contributed
through the interview-based analysis of how discourses, governing
technologies, subject positions, and effects were made visible in accounts
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of everyday meal-related work. Studies 2 and 3 used some analytical
terms with slightly different emphasis because they addressed different
aims and empirical materials. In Study 2, governing discourses referred
to discourses that shaped what appeared reasonable, legitimate, and
actionable in political material. In Study 3, discourses referred more
broadly to ways of thinking, talking, and acting that shaped interview
accounts of everyday meal-related work. In the iterative synthesis I also
use the terms value and ambition. These refer to ideals that were
important to the reform. I distinguish them from governing discourses
because they appeared as desirable aims attached to the reform rather
than as discourses that consistently shaped problem representations,
governing technologies, and subject positions across the empirical
material.

Together, the three studies made it possible to connect political
problematisations, everyday accounts of meal-related work and patient
evaluation. In this way, I moved from policy to plate in my analysis. The
study visits and field notes supported the synthesis by providing site-
specific understanding of the reform, including ward kitchens, service
flows, menu practices, meetings, equipment, and everyday
organisational arrangements. They helped me understand how the
reform was materially and organisationally arranged, and how the
different data sources related to each other.

Through this iterative synthesis, the reform was analysed as more than a
technical change in foodservice. Instead, the synthesis made it possible
to analyse how hospital foodservice constituted an overall governing
arrangement in which meals, patients, staff, responsibilities, and meal-
related work were made visible, actionable, and legitimate.

Strengths, limitations, and quality in qualitative
research

Following the foodservice reform from early planning through
implementation to evaluation made it possible to analyse the reform
from policy to plate, connecting political decision-making to everyday
work. Using multiple data sources allowed a nuanced analysis of
discourses, practices, governing technologies, subject positions, and
effects.

However, there are also important methodological limitations. First,
studying a single hospital reform in depth limits the possibilities for

65



generalisation in a conventional sense. Instead, the contribution lies in
theoretical generalisability and transferability: providing a thick,
theoretically informed description that may travel as an analytic example
to other contexts (Smith, 2017). Thus, this thesis does not claim that all
hospital foodservice reforms work in the same way. Its contribution is to
show how one reform can be analysed as an overall governing
arrangement, and how this makes visible relations between
problematisations, governing technologies, subject positions, and the
valuation of meal-related work.

Second, the interviews in Study 3 were conducted with key informants
rather than a broad sample of all staff, and the Covid-19 pandemic led to
some cancellations and short phone interviews, which may have
constrained what the interviews could generate. I suggest that the value
of key informant interviews in my case is in showing how actors with
different organisational positions described responsibilities, boundaries,
reform ambitions, and everyday constraints. In the analysis, subject
positions were not treated as identical to the empirical identities of
interview participants, rather, I analysed how different actors were
positioned in interview accounts and reform material, including when
participants spoke about other actors. However, the choice of interview
informants entails that I am not able to make claims about the full range
of how patients and frontline staff would describe, interpret, and make
sense of the reform, and negotiate or resist subject positions. The
analytic focus in the iterative synthesis and paper III has been on the
ways that patients and front-line staff were positioned through the
reform.

Further, concerning participation, the patient survey in Study 1 relied on
ward staff for distribution, which may have influenced who was
included. Although the ward staff received instructions on inclusion and
exclusion criteria (e.g. instructions to exclude patients who were
cognitively unable to understand the questions and that patients should
only answer the questionnaire once) it is difficult to know what kind of
situated judgements ward staff made during the distribution process.

Quality, reflexivity, and self-problematisation

In poststructural research and analysis of discourse, research quality is
not assessed primarily through positivist criteria such as reliability,
generalisability, or representativeness. Rather, quality depends on
reflexive engagement with the researcher’s own concepts and
positioning, transparency about the analytical process, and coherence
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between research questions, theoretical framework, empirical material,
analysis, and conclusions (Mohammed et al., 2015; Smith, 2017; Tracy,
2010). Concerning the integration of theory into the analysis, Smith
(2018, p. 4) explicitly argues that “methods cannot provide theory-free
knowledge”.

The term reflexivity is used in this thesis in several ways. In the
appended papers, reflexivity as a term is used in a broad methodological
sense, referring to caution in interpretation, consideration of researcher
assumptions, and openness to alternative readings. For example, in the
data analysis of Studies 2 and 3, interpretations were continuously
discussed together with my co-authors, where we considered alternative
ways of thinking about the analysis and our own positionings. This is in
line with Guillemin and Gillam (2004, p. 275), who describe reflexivity
as “a continuous process of critical scrutiny and interpretation, not just
in relation to the research methods and the data but also to the
researcher, the participants, and the research context”.

Bacchi (2009b) also uses the term reflexivity, particularly in her
discussion of reflexive framing, where she argues that researchers need
to examine the tacit assumptions that shape their understanding of
policy problems. However, in a later keynote on gender mainstreaming
and reflexivity, she problematises reflexivity as a contested concept and
questions the idea that reflexivity should be understood as an innate
capacity for self-awareness (Bacchi, 2011). Instead, she emphasises
reflexive practices, including the practice of self-problematisation by
applying the WPR questions to one’s own proposals and problem
representations (Bacchi, 2009a). While I use reflexivity in the appended
papers as a broader methodological term, I also recognise that Bacchi’s
poststructural approach places stronger emphasis on examining how
analytical choices participate in producing particular problem
representations.

Applying this to the present case and the iterative synthesis means
considering how my own analytical choices shaped the problem
representation produced by the thesis. By bringing Studies 1-3 together
through problematisations, governing technologies, subject positions
and effects, I produce hospital foodservice reform as a problem of
governance, responsibility, visibility, and valuation. This means that the
reform is not primarily analysed as a question of whether patients
received better meals, whether the system was efficient, or whether
implementation succeeded. Rather, it is analysed as a governing
arrangement. This analytical choice directs less attention to other
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possible problematisations, such as nutritional outcomes, patient
experiences of eating, or economic evaluation of the reform. This does
not mean that these alternative problematisations are less important, but
that they are not the primary object of analysis in this thesis.

In sum, combining the perspectives on quality in qualitative research
presented above, my goal is to be reflexive and transparent about how
data were selected, how my theoretical framework shaped the questions
asked and the coding, and how alternative interpretations were
considered (Bacchi, 2009a, 2009b, 2011; Mohammed et al., 2015; Smith,
2017; Tracy, 2010). I also try to present clear arguments that coherently
align my research questions, theory, empirical material, and conclusions.
Concepts such as problematisation, governing technologies, practices,
subject positions, and effects focused the analysis on certain elements of
the reform. At the same time, the analysis was not simply a confirmation
of pre-existing categories. Theoretical concepts guided the analytical
questions, while empirical patterns shaped which problematisations,
governing technologies, practices, subject positions, and effects became
analytically central.

A part of reflexivity and transparency in my research process is also
considering my own professional and disciplinary background, and how
it may have guided how I conducted interviews, which follow-up
questions I have asked, and what literature I have included when
interpreting my results. I have a professional background as a cook but I
have not worked with hospital meals. My disciplinary background is in
food and nutrition, and since 2014, I have had a permanent teaching
position as an adjunct lecturer at the department of Food, Nutrition, and
Culinary Science” at Umea University. My teaching has mainly focused
on public meals. Additionally, since I started my PhD education in 2017,
my research has been conducted in collaboration with Umea Centre for
Gender Studies (UCGS). The postgraduate school of gender studies is an
interdisciplinary research environment where PhD students from
different faculties, departments, and subjects combine their respective
research subjects with gender research emphasising power relationships
and critical perspectives. I value this interdisciplinary approach, which
over time has shaped my research questions towards the focus on
problematisations, choice of methods like document analysis, theory
choices like poststructural analysis of discourse, and selection of
previous research to engage with. My thinking and analytical skills have

7 Until 2020 known as the Department of Food and Nutrition, Umeé University
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developed influenced by feminist care research, critical organisation
studies, welfare research, and political science.
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Ethics

Ethical questions arose continuously in relation to the specific context of
the hospital foodservice reform. In this chapter, I distinguish between
procedural ethics and “ethics in practice”, which means the everyday
ethical decisions that arise during data collection and analysis
(Guillemin & Gillam, 2004, p. 263).

Procedural ethics

This thesis concerns patients and staff in a Swedish hospital context. In
Sweden, research involving humans may be subject to the Swedish Act
(2003:460) on Ethical Review of Research Involving Humans (Ethical
Review Act). The Swedish Ethical Review Authority was consulted
regarding the project, who assessed that the study did not fall within the
scope of the act (The Swedish Ethical Review Authority, Decision Ref.
No. 2019-05132). The authority’s decision was based on the assessment
that no physical procedures or other interventions would be conducted
on human subjects, and that no sensitive personal data was processed in
the project (Ethical Review Act, 3-4 §8).

The patient questionnaire in Study 1 was collected anonymously in paper
format and contained no directly identifiable personal data. According to
the Swedish principle of public access to official records (Freedom of the
Press Act (1949:105), Chapter 2), the data used in Study 2 was publicly
available. The interview data in Study 3 were treated as personal data
and handled according to the General Data Protection Regulation?®
(GDPR), as well as the university’s guidelines on research data
protection.

All participants received written and oral information about the study
and participation, the right to withdraw without consequences, and how
data would be stored and used. Written or oral consent, and sometimes
both, were obtained for interviews, and implied consent was assumed for
returned questionnaires in the patient survey. Data were stored securely
and accessible only to me and my supervisors.

8 Regulation (EU) 2016/679 of the European Parliament and of the Council of 27 April 2016 on the
protection of natural persons with regard to the processing of personal data and on the free
movement of such data, and repealing Directive 95/46/EC (General Data Protection Regulation).
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Ethics in practice

In this section I will describe and reflect on different ethical dilemmas I
encountered throughout the research process. The first ethical dilemma
appeared in the very beginning of the research process, when the
hospital’s foodservice manager extended an invite to conduct research
on the reform. In general, so-called “gatekeepers” may have their own
agenda when inviting researchers to their organisation (Cohen et al.,
2013, p. 93). However, this was not my main concern. The support I
received was crucial for achieving access but raised the risk that staff
would feel obliged to participate. I tried to mitigate this by underlining in
presentations and in written information to participants that
participation was voluntary, could be withdrawn, and the intention was
not to evaluate individual or ward performance. Although there was no
indication, it is hard to say if staff felt coerced to participate despite my
efforts. This was also a dilemma in relation to the patient satisfaction
questionnaires, where it is possible that some patients thought that
filling out the survey was a part of their care. It raises ethical questions
about research conducted on a group in asymmetrical power
relationships (Delmar, 2012).

The second issue was to balance analytically important descriptions with
anonymity. In interviews, participants sometimes mentioned each other.
This is analytically important because it reflects how subject positions
are produced in discourses and practices, but detailed descriptions
would have risked causing tensions between individuals or professional
groups. In other words, this posed a dilemma. I chose to avoid
presenting details in this thesis and in the appended papers that would
make individuals, professions, and units easily identifiable. I also
refrained from using some vivid quotes. I have specified that the case is a
Swedish hospital and the broad features of the reform while avoiding
ward names or specific job titles. In turn, this poses another, although
lesser, dilemma. Some participants expressed pride in taking part in a
research project and expressed anticipation for the results. They might
have expected me to name them or the reform.

The third dilemma builds further on the notion of participant
expectations. In the end, my analysis might not reflect their
expectations, and they might not agree with some or any of my
conclusions. This is also related to informed consent. Participants who
read the results may feel as though this I not the same study they agreed
to participate in. As my research developed, the overarching aim of the
thesis was refined. The empirical focus remained the same: experiences
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of hospital meals and foodservice organisation in the context of a
hospital foodservice reform. However, the overarching thesis aim was
specified to explore problematisations and governance. In other words,
my research moved from a broad descriptive focus to a more
theoretically driven one without changing the type of data collected or
the concrete topics discussed in the interviews. I argue that this
theoretical refinement of the overarching aim does not undermine
informed consent, because the analysis remained within the agreed
thematic scope of hospital meals, foodservice organisation and their
significance. At the same time, I recognise that the discursive analysis
shifts attention away from individual experiences. Bacchi and Bonham
(2016, p. 120) describe this position by writing that:

To some analysts PIA may appear to undermine the individual
integrity of interviewees. Indeed, they may find its “depersonalizing”
strategy offensive. However, the purpose of the approach is to
highlight the contingency and politics involved in shaping the kind of
person it is possible to become—to politicize “personhood” —and
hence to increase opportunities for contestation.

This position is ethically charged. I this thesis, I analyse how discourses,
practices, and governing technologies might produce subject positions
which the participants may not want to be associated with. It is therefore
important that the analysis does not reproduce a deficit view of these
employees or hold individuals responsible for structural conditions.
Using WPR and PIA (Bacchi, 2009a; Bacchi & Bonham 2016) helps keep
the analytical focus on problem representations and discursive practices
rather than on personal actions and experiences. When I describe
participants’ subject positions, it is not intended as a moral judgement of
them as persons, but as a way to name what is reasonable for them to say
and do in relation to the overall governing arrangement I argue for in my
analysis.

In relation to the analysis and presentation of results, practices like
participant validation (also called member checking) to improve
qualitative research are redundant in the present thesis since individual
experience has not been the analytic focus. Nonetheless, I want to
address the ethics of participants perhaps disagreeing with the analysis
when they relate it to their personal experiences. Motulsky (2021, p. 399)
discusses this in terms of interpretative authority, where she
problematises how participants may not always see the distinction
between their experiences and an overall analysis.
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Interpretative authority may also evoke complicated feelings in the
researcher. Josselson (2011, p. 45) engages with this dilemma by
describing researcher guilt:

My guilt, I think, comes from my knowing that I have taken myself out
of relationship with my participants (with whom, during the interview,
I was in intimate relationship) in order to be in relationship with my
readers... ...Where in the interview I had been responsive to them, now
I am using their lives in the service of something else, for my own
purposes, to show something to others. I am guilty about being an
intruder and then, to some extent, a betrayer. This, too, is a part of me
and is narcissistically difficult to manage. I realize I need to bear this
guilt rather than to build intellectual rationalizations to quell it.

In sum, my ethical position is not limited to formal compliance with laws
and guidelines. I treat ethics as a continuous practice that includes
protecting participants, avoiding disruptions of hospital operations, and
mindful description of results.

Covid-19

The Covid-19 pandemic posed specific ethical dilemmas, especially for
conducting research in a hospital. In addition to the repeated study
visits, I had also planned to conduct eight weeks of ethnographic
fieldwork in May 2020. This fieldwork was cancelled. Some interviews
were either cancelled, postponed, moved online, or conducted by
telephone in a short format to accommodate for increased workloads.

Ethical considerations in research can be guided by thinking in terms of
costs and benefits (Cohen et al., 2013, p. 75), which also described my
reasoning during this macabre situation. On the 10th of March, 2020,
The Swedish Public Health Agency (2026) raised the risk assessment for
community transmission of Covid-19 to the highest level. The following
day, WHO declared a pandemic. Following this, I cancelled the
interviews that were planned for spring 2020, because I didn’t think the
benefits would outweigh the costs. I didn’t want staff to feel obliged to
participate in interviews despite earlier agreements. In short, my ethical
position was to avoid interfering with the hospital’s responsibility for
patient care. However, following my decision, a few informants
expressed that they would like to participate in the study despite the
Covid-19 pandemic, and therefore I revised my decision. I adapted
interviews to the participants’ situation and preferences, even when this
meant that data collection became fragmented, stressful, and less
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controlled. In practice, I gave them my phone number, and they were
free to call me whenever they had time including weekends and
evenings. I always kept a recorder and a shortened version of my
interview guide with me. In this way, participants who wanted to share
their experiences had the possibility to do so.

Finally, I want to acknowledge that during my final study visit in winter
2022 it became clear to me how much the Covid-19 pandemic had
affected the service unit in particular. One of their responsibilities was
cleaning of surfaces and beds which was instrumental to manage spread
of the virus. Therefore, like healthcare staff, they were working under
immense pressure during the Covid-19 pandemic.
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Results

In this chapter I present the results in two steps. First, I summarise the
three studies included in the thesis. These summaries show how each
study contributed a distinct analytical entry point into the reform. Study
1 examined the results from the regional pre-reform satisfaction survey,
Study 2 analysed policy problematisations, and Study 3 analysed
everyday meal-related work. Second, I present an iterative synthesis that
brings together the survey, documents, interviews, study visits, and
theory. The iterative synthesis presents the hospital foodservice reform
as an overall governing arrangement, including a poststructuralist re-
reading of the patient satisfaction questionnaire as a governing
technology.

Paper I/Study 1: Exploring patient satisfaction
with hospital foodservice: A Swedish study using
the Acute Care Hospital Foodservice Patient
Satisfaction Questionnaire

Study 1 examined inpatients’ satisfaction with hospital foodservice prior
to the reform. Data collection resulted in 439 completed questionnaires
from patients at three hospitals within the same region, including the
case hospital. All three hospitals had a conventional cook-serve
foodservice system, centralised tray assembly, and hot-trolley
distribution to the wards.

Patients reported high overall satisfaction with the foodservice. The
majority (80%) of patients rated their overall satisfaction as “good” or
“very good”, while only a small proportion rated it below “okay”.
Satisfaction was highest for staff and service, meal service quality, and
the physical environment, while food quality and meal size were rated
lower and showed greater variation. Differences between patient groups
were in general small. However, patients with long hospital stays or
reduced intake reported lower overall satisfaction, and rated flavour and
taste less positively. Men and younger patients reported hunger after and
between meals more often.

Free-text comments (n=74) mainly concerned food quality (both positive

and negative) and appreciation for staff helpfulness, while the physical
environment and service logistics were rarely mentioned.
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Study 1 concluded that the questionnaire provided a useful overview of
patient satisfaction which was overall high. It also highlighted that
patient satisfaction is a complex measure that requires reflexivity in
interpretation, especially because patients’ expectations, hospital
context, illness, medication, and questionnaire phrasing may affect how
satisfaction is reported. Further, Study 1 provided a starting point for
analysing “satisfaction” as a way of making patient evaluations visible
and comparable. The reported high overall satisfaction helped articulate
the research gap that constituted the foundation for Study 2 by making
me ask: if low patient satisfaction was not represented as the problem,
then what was the reform rationale? How was the pre-reform
foodservice problematised when the political decision to implement the
reform was taken?

Paper I1/Study 2: From rational collective feeding
to flexible individual choice: the governance of
hospital foodservice in transition

Study 2 investigated how the hospital foodservice reform was justified
and articulated in political meeting protocols and attachments.

The analysis suggested that the reform was rationalised through three
central governing discourses: choice, flexibility and cost-efficiency. The
“problem” was represented as inefficient production, high costs per
meal, and lack of patient choice. The proposed solution, a more flexible,
menu-based system, constructed patients as consumers who are
expected to choose appropriately, and service staff as responsible for
making these choices possible in practice. Efficiency was articulated
through cost metrics, internal budgeting, and promises of reduced
labour in the central kitchen, while the additional labour required for
ward-based service was partially silenced or treated as unproblematic.
The conclusion of Study 2 was that decreased costs were articulated as a
key catalyst for change but that the net costs of the reform remained
obscure. In practice, the reform implied that healthcare and foodservice
budgets would need to be renegotiated, since the cost of labour was
reallocated from the kitchen to the wards, but what this would mean for
everyday work and collaboration was not specified. Therefore, in Study 2
I identified problematisations that underpinned the reform at a political
level and this in turn provided the point of departure for Study 3, where
everyday meal-related work was analysed.
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Paper I1I/Study 3: Professional boundaries of
food and care: efficiency, satisfaction, and
collegiality in a case study of hospital foodservice
reform

Study 3 shifted the focus from political decision-making and reform
design to practices and relations in everyday work, drawing on key
informant interviews. The analysis indicated that a market-oriented
discourse, enacted through internal contracts, budget allocations and
talk of “buying” services, made it reasonable to position ward-based
service staff primarily as a cost and as external providers rather than as
colleagues. Within this discourse, it became reasonable to question their
presence and to demand “what was paid for”, while also keeping them
outside information flows and decision-making. In interview accounts,
these arrangements were described as contributing to strained working
conditions and fragmented collaboration, with possible implications for
patients when important information did not reach the service staff.

At the same time, the food produced by the kitchen was articulated as
having high quality and the menu as appreciated. This arrangement
produced subject positions such as “quality controller” and “competent
producer” for the kitchen staff and managers. However, while the food as
product was visible and valued at the ward, kitchen workers were
discursively less visible.

There was some variation across wards in relation to how service and
service staff were positioned. In accounts where service staff were
described as included in meetings, routines, and everyday collaboration,
they could be positioned as valued members of the team. These accounts
pointed to ward-level practices that could enact more collegial subject
positions for service staff and partially ease the tension between
efficiency demands and hospitality aspirations at these wards.

Study 3 illustrated how the reform’s governing discourses and
technologies were enacted and contested in practice, producing specific
subject positions, interprofessional relations and lived effects for staff
working with meals.
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Iterative synthesis — the overall governing
arrangement

In the iterative synthesis, I approach the hospital foodservice reform as
an overall governing arrangement. While the three appended papers
report Studies 1—3, the synthesis is broader than a summary of these
papers. It brings together theory and the survey material, political
documents, reform documents, interviews, study visits, field notes, and
analytical observations generated across the research process.

In the synthesis, I treat the reform as a relational arrangement of
problem representations, discourses, governing technologies, discursive
practices, subject positions, and effects (Bacchi, 2012; Bacchi & Bonham,
2014; Bacchi & Goodwin, 2016; Bacchi & Bonham, 2016). These
elements did not operate in a linear sequence, they shaped one another.
Discourses made particular governing technologies and practices appear
reasonable, governing technologies translated reform ambitions into
organisational routines, practices enacted and sometimes contested the
reform, and subject positions and effects were produced through these
relations while also shaping them in return.

Discourses, governing technologies, and practices

In Studies 1-3 combined, choice, flexibility, cost-efficiency, market-
orientation, and hospital hierarchy appeared as interrelated discourses
in the overall governing arrangement. However, they did not operate in
the same way. In study 2, cost, inflexibility, and insufficient patient
choice were identified as central problem representations that made the
reform politically intelligible, while choice, flexibility, and cost-efficiency
appeared as governing discourses through which the reform was
justified. In Study 3, market-oriented discourse based on efficiency and
customer satisfaction together with a discourse of enduring hospital
hierarchy shaped how everyday meal-related work was organised.
Further, in the synthesis, measurable satisfaction, hospitality, and
professional collaboration were identified as reform values and
ambitions although not as governing discourses in the same sense. These
values were important to how the reform was justified and enacted, but
they appeared more as ideals to be pursued than as overarching ways of
thinking and acting. In this sense, they did not function as governing
discourses in the same way as choice, flexibility, cost-efficiency, market-
oriented discourse, and the discourse of enduring hospital hierarchy.
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Together, I argue that these discourses and problematisations were
operationalised mainly through governing technologies and
organisational arrangements such as menus, satisfaction questionnaires,
reform concept guidelines, internal contracts, budgets, purchaser-
provider relations, ward kitchens, and the ward-based service model.
Further, these were enacted through practices of measuring, distributing
and collecting questionnaires, ordering, producing, plating, serving,
negotiating, budgeting, communicating, and coordinating meals across
kitchen, ward, and ward-based service. Hospitality and professional
collaboration were also important reform ideals, but they were less
strongly embedded in formal governing technologies and therefore
depended more on local practices, communication, negotiations, and
engaged actors.

Subject positions and subjectification

The above-mentioned relational formation of discourses,
problematisations, governing technologies and practices produced
certain subject positions for patients and actors involved in the reform
and meal-related work. These positions were not fixed identities, but
ways in which actors could become intelligible within the reform
including through my theoretically informed interpretation of the
empirical material. This means that I am not outside the discourses and
practices that I suggest shape these positions, but part of the interpretive
work through which the positions are constituted and made visible.

Subject positions were explicitly analysed in Study 3, and in the iterative
synthesis Studies 1 and 2 were revisited with this analytical focus to
examine how different actors were made visible and positioned in the
reform.

Patients

Patients were positioned primarily as choosers, customers and
evaluators, but multiple subject positions intersected. In Study 2 this was
visible in the reform proposal. Patients were positioned as both
medically vulnerable and as consumers. Choice was portrayed as
mediating negative consequences of illness:

“Patients may feel unwell, maybe feel sick, experience dry mouth, or

Jjust no interest in food. More choice can facilitate still choosing
something to eat”.
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This made choice appear as more than a matter of individual preference
or service quality. Patient choice was also made reasonable through a
pragmatic nutritional logic. If illness, nausea, dry mouth or lack of
appetite made eating difficult, expanded choice could help patients find
something they were willing or able to eat. The patient was therefore
positioned not only as a consumer-like chooser, but also as a chooser
whose choices were made meaningful by the practical concern that
patients need to eat.

In Study 3, patients were also positioned as customers. In interviews, the
explicit use of the word customer most often applied to wards as
customers of service, but patients were also occasionally talked about as
customers, for example “finding better solutions for the customer”
concerning liked and disliked menu items.

In dialogue with Bacchi’s poststructural position, the free-text comments
included in Study 1 were re-visited as “things said”. Through this
analysis I argue that the questionnaire itself positioned patients as
customers and evaluators, invited to assess foodservice quality through
predefined categories, scores, and space for comments. The questions
included in the questionnaire addressed taste, variety, choice, but also
more technical and logistical issues like food and drink temperature,
positioning patients as choosers and recipients of a foodservice system.

The analysis of things said in the free-text comments showed how some
patients appeared to take for granted that a good hospital foodservice
should offer choice, variety, and customisation. They used language in
line with a critical customer position, evaluating and suggesting
improvements, for example:

“Always fish or chicken, never beef or pork, you should review your
menus and serve desired foods!” (Overall satisfaction reported: 3/5)

The free-text comments also made visible positions of appreciation and
vulnerability. Some comments expressed appreciation towards staff,
while others showed that criticism of food could coexist with high
reported overall satisfaction:

“The food tastes bad” (Overall satisfaction reported: 5/5)
“I am really happy that You make the rounds with the coffee cart

after the evening meal. Otherwise you don'’t usually get anything if
you are bedridden. You try to accommodate for allergies. You who do
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the rounds are always so nice and should receive extra credit for
that. You should also get extra credit for always wanting to help
outside of mealtimes. You ask how things are. One day I was really
sad and cried but you took the time to talk and asked if I wanted you
to sit with me for a while. It made me so happy. Thank you, I hope
you get to keep doing the work that you do” (Overall satisfaction
reported: 5/5)

Examining the questionnaire itself also makes visible the patient as
someone able to understand, evaluate, and report foodservice quality
through predefined categories, scores, and comments. This was reflected
in the exclusion of patients who were cognitively unable to understand
the questions.

Overall, patients were positioned mainly as consumers with preferences,
appreciative patients, and vulnerable care recipients whose relation to
food was shaped by illness, appetite, dependency, and need for
assistance.

Kitchen staff

Kitchen staff were positioned more ambiguously. In Study 2, the kitchen
was visible as infrastructure, production system, and investment while
kitchen staff were largely absent as subjects in the political meeting
protocols preceding approval of the reform proposal, apart from one
comment concerning their working environment:

“The feasibility study also shows that the working environment of the
kitchen could be better. Especially the dish pit is 35 years old and
only works through manual intervention and temporary solutions”

In Study 3 the kitchen became more visible through repeated emphasis
on the quality of the food and the menu. Kitchen staff and managers
could therefore be positioned as competent producers of good food and
quality controllers. In some interviews, recruiting skilled chefs was
problematised through accounts of challenges in finding the right chefs:

Interviewee: ...considering the job postings it’s noticeable the
standards are quite high... you have to have a feel for, as a chef, you
have to have taste, I mean, there are many tasks in [reform] where
you have to have a few years of experience as a chef, so that is a
challenge, finding the right chefs.
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As T attended meetings, menu tastings, and kitchen tours during my
study visits, kitchen staff were praised as creative, knowledgeable, and
dedicated by healthcare staff, managers and officials at different levels in
the organisation, and politicians. During kitchen tours, I observed how
plating followed careful and standardised procedures of weighing,
portioning, and arranging food. Staff on shift mainly focused on showing
recipes, explaining technical aspects of their work, and describing how
revisions to recipes were documented. Kitchen work was made visible
primarily as skilled, precise, and standardised work, which reinforced
the positions of competent producer and quality controller.

Service staff

Service staff were positioned in ways that produced an uneven
distribution of legitimacy, which was reflected in varied descriptions in
Studies 1-3, and during study visits. Service staff could be positioned as
hosts who were expected to translate choice, flexibility, and hospitality
into practice by presenting menus, taking orders, reheating, plating, and
serving meals. They could also be positioned as a buyable commodity
and financial burden.

In Study 1, the persons who served meals were positioned as appreciated
by patients in the free-text comments, but they were also positioned as
neat and clean (Q3), friendly and polite (Q11), and helpful (Q15) based
on how the survey questions were phrased. However, in the survey data
it was not possible to know what the professional role of the persons
serving meals were.

In Study 2, the meal host role was articulated as central for the patients’
meal experience, but also as a role that would unburden healthcare staff
from meal-related tasks:

“Meal hosts will be key figures and take responsibility for the meal
experience, the last 30 cm to the patients.”

“Meal hosts unburden healthcare staff so that they gain more time
for patient care.”

In Study 3 with the analytic focus specifically on subject positions,
multiple positions were visible. In some ward-level arrangements,
service staff could be positioned as external providers who were outside
information flows and briefings, and sometimes they were positioned as
conditional costs. These positions were often mediated by the authority
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given to the ward through a market-oriented position as the customer of
services. However, this was not always the case. In some settings, service
staff were more integrated into collective ward routines and positioned
as colleagues.

While the food, menu, and choice were emphasised the most in informal
conversations during study visits, service staff were often mentioned as
“carriers of the reform” [reformbéarare]. However, observations
suggested that they were also positioned as background support in the
practical enactment of the reform. One example concerned storage. The
ward kitchens had limited cold storage for meals and when popular meal
choices ran out, service staff would collect additional meals from the
production kitchen which was located on a different floor than the
wards. The freedom of choice presented as central to the reform was thus
supported through their bodily movement back and forth between the
ward and kitchen.

Wards and healthcare staff

Wards and healthcare staff were not positioned uniformly. Wards were
positioned through clinical authority, workload, and budget
responsibility. Dietitians occupied a more mediating position between
meal service and nutritional care. In Study 2, the reform was repeatedly
framed as beneficial for healthcare because flexibility would fit clinical
logistics and service staff would relieve care staff of non-clinical meal-
related tasks. At the same time, healthcare representatives raised
concerns about budgets and the redistribution of costs from kitchen
production to ward-based service, the details of which remained
unsolved until implementation of the reform.

In interview material this allocation of funding was also raised as a
concern. The decision to have meal hosts at every ward was part of the
reform concept, which had been politically approved. However, staffing
of this role was expected to come from existing ward budgets making it
an operational problem that had to be negotiated in practice through the
purchaser-provider model between service and wards. Despite expressed
concerns, one interview account in Study 3 described how ward-based
service had been implemented in practice without reducing the amount
of healthcare staff at the ward:

Yes, that [fear of having to let healthcare staff go to be able to finance

service staff] has been discussed. It was discussed when ward-based
service was introduced as a project with funding two years ago, but
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then after six months it was incorporated into line operations,
without any additional funding. So you could say we’ve been running
at a deficit, but since then there hasn’t been any talk of cutting back
or reducing nursing assistants and so on. So we've still been able to
keep the same staffing level we had when the project started.

This complicated the analysis that the ward was positioned as an actor
with authority, because they were also obligated to follow the reform
concept. In the end, as shown in Study 3, wards still held authority to
negotiate the staffing of service staff as well as routines in practice at the
wards.

In Study 3, wards were positioned as customers, purchasers, and
gatekeepers with power to define what service was needed, what could
be afforded, and how service staff were included in everyday routines.
However, dietitians occupied a somewhat different position. They were
described as actors who could connect meal service to nutritional care by
interpreting menus, nutritional risk, and patient-specific needs.

Interviewee: ... dietitians are like middlemen, not all wards have
them, but they are great because they really want everything to be
right... I don’t think most understand how important it is, it’s just
food they say... it’s a big difference, they [dietitians] are critical for
success.

This intermediate position was further described in relation to service
staff, and in this quote more specifically, to the role of meal host:

Both [the dietitian and the meal host] belong to organisations that
are connected to the ward, but not part of the ward. Both are much
more than just consultants. Collaboration is absolutely very good,
but collaboration can be distinguished from working together.
Collaboration means that you touch on each other’s areas, and that is
important. Working together is more integrated. And we are not
there.

Dietitians were therefore important to the reform. However, their
involvement varied between wards and was often organised through the
dietetics unit rather than through direct control over everyday meal-
service routines. This positioned them as healthcare professionals who
could translate between nutritional care and meal service, while still
depending on healthcare staff and service staff to enact many
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recommendations in practice. Their position therefore complicates a
simple division between “healthcare staff” and “service staff”.

Politicians and reform carriers

Two additional subject positions concerned politicians and reform
carriers. I use reform carriers as an analytical term for actors positioned
close to the reform design and implementation, including managers and
officials at different levels in the hospital organisation, coordinators, and
supporting roles. The position does not refer to a formal organisational
category, but to actors who helped make the reform coherent, legitimate,
and actionable.

Politicians were positioned mainly as enabling decision-makers. They
were described as needing to be persuaded of the reform initially, but
after approval political leadership was described as supportive and non-
constraining. Although political protocols included two expressions of
reservations concerning increased costs and whether costs might exceed
benefits of the reform, key informants described work with the reform as
proceeding without experienced restrictions.

Reform carriers were positioned as committed drivers of the reform
vision. This position appeared both in how key informants described
their own engagement and in how they described the engagement of
others close to the reform design. The reform was described as a rare
opportunity and accounts of the reform repeatedly emphasised
investment in making it successful. Their descriptions of the reform were
also strikingly similar, centring flexibility, choice, quality, and
improvement for patients. This positioned reform carriers as unified
around the reform vision and central to making it intelligible as a
coherent and desirable change.

Effects of the overall governing arrangements

The following presentation of effects shows how the governing
arrangement shaped what became visible, valuable, legitimate, and
actionable across the reform process. This section is not intended as an
exhaustive account of all possible effects, but a presentation of the effects
I argue are most directly connected to the overarching thesis aim: how
meals, patients, care, and meal-related work could be understood,
evaluated, and organised. The effects described below should therefore
be read as theoretically informed interpretations? across the empirical

9 See “Effects in WPR and PIA” in the theory chapter.

85



material, rather than as direct causal consequences or exhaustive
descriptions of organisational reality.

Food as material and discursive effect

One of the central effects identified in the iterative synthesis concerned
the food itself, where material and symbolic dimensions came together.
The food and menu were repeatedly described in positive terms by
different actors, including patients, staff, officials, and managers.
Variation and choice were highlighted as important qualities, but the
food was also described as tasty, attractive, and more desirable than
before. Reform follow-up documents also indicated that plate waste was
reduced after implementation. Figures 1 and 2 illustrate what the pre-
packaged single portion meals could look like before reheating.

The menu did not simply reflect technical production decisions. It
materialised a set of priorities concerning efficiency, nutrition,
aesthetics, and patient experience. The meals and menu were therefore
understood as both material and discursive effects of the governing
arrangement. They were material in the obvious sense that they
consisted of actual dishes, portioning systems, and menu options that
patients encountered and consumed. But they were also discursive in
that they helped produce a particular understanding of what successful
hospital foodservice should be: flexible, appealing, individually
adaptable, and positively evaluated.

In interviews and during study visits the food and menu were repeatedly
talked about in positive terms.

Interviewee: The food is ridiculously good, we had a tasting in
September and tried the whole menu. I mean, the quality is so good.
One of [ward staff] had tears in their eyes, said this is everything
their patients want this is fantastic, they got really emotional. The
chefs are really talented, I mean, everything needs to be cooked then
chilled then reheated. And nothing was dry or anything like that. It’s
restaurant quality... you would never expect this at a hospital.
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Figure 1 Example of a pre-packaged single portion of Swedish raggmunk
(pancake made with potatoes) served with bacon and lingonberries, produced
using the cook-chill method. The label includes instructions on which specific
pre-programmed microwave setting should be used for this dish when re-
heating at the ward. Photograph taken with permission on 3¢ December 2021.
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Figure 2 Example of a pre-packaged single portion of meatballs with tomato
sauce, produced using the cook-chill method. Can be combined with patient’s
choice of cooked potatoes with browned butter, mashed potatoes, rice, and/or
pasta. The label includes instructions on which specific pre-programmed
microwave setting should be used for this dish when re-heating at the ward.
Photograph taken with permission on 374 December 2021.
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Positive comments about taste, appearance, and variety contributed to
making the reform intelligible as successful, and easier to defend. The
food and the menu as appreciated products could serve as visible and
strong evidence that the reform worked. In this sense, the food and the
menu became one of the reform’s strongest legitimising effects.

“The last 30 cm” as ambition, tension, and lived effect

A further effect of the governing arrangement was that the moment of
service was made meaningful as part of the patient’s meal experience.
This was articulated through the phrase “the last 30 cm” which referred
to the moment when a meal is served to the patient. “The last 30 cm”
illustrated a particular hospitality ambition° in the reform: that food
quality alone was not enough, and that the final encounter between meal
and patient mattered. The importance of the service encounter was
described in a presentation of the reform concept as follows:

“You can deliver fantastic food, but if the last 30 centimetres of the
process don’t work, then all the work is for nothing, and the meal
experience of the patient doesn’t materialise.”

During ward visits, hospitality ambitions were visible in how service staff
enacted meal service in practice. They did not merely deliver trays or
ensure that food reached the right patient. They appeared to try being
present with patients, engage in brief conversations about topics
unrelated to illness, learn the names of individual patients, and
remember personal details about them. These acts may seem small, but
within the hospital meal situation they helped transform serving food
into a relational encounter. In other words, hospitality was performed
through practices of acknowledgement and attentiveness. The patient
was approached as someone with preferences, history, and everyday
concerns, rather than as just passive recipients of nutrition.

Discursively, “the last 30 cm” made the moment of service meaningful as
part of the patient’s meal experience. As a subjectifying effect, it
positioned service staff as actors expected to carry hospitality,
attentiveness, and patient-centredness in practice. As a lived effect, it
required communicative, practical, relational, and affective work in the
ward setting.

10 See Jonsson (2021) for an extended discussion of hospitality in the hospital meal context.
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Hospitality was made relevant to the reform’s meal ambitions, but the
organisational conditions for performing hospitality remained fragile.
The same arrangement that promoted the service encounter also framed
service work through purchaser-provider logics, cost scrutiny, and
internal contracts. This meant that the relational work required to enact
“the last 30 cm” could be valued rhetorically while being organisationally
constrained. The phrase captured both an ambition and a tension in the
reform. It made hospitable meal service central to the reform vision,
while the time and presence required for this work remained fragile in
relation to purchaser-provider relations, cost scrutiny, and internal
contracts.

Work-shifting and “The right person in the right place” as subjectifying
effect

Another effect of the governing arrangement concerned subjectification
through work-shifting. The redistribution of meal-related work did not
only move tasks between occupational groups, it also shaped who could
be understood as the appropriate actor for particular meal-related tasks.
This was repeatedly articulated through the phrase “the right person in
the right place.” This phrase connected service work to hospitality,
competence, and cost-efficiency.

The redistribution of work was framed as beneficial for patients in a
presentation I attended:

“The right person in the right place, also for patients. Who serves the
food? Not the person who changed my catheter or dressed my
pressure ulcer.”

Here, meal service was separated from intimate clinical tasks, and
service staff were made intelligible as appropriate actors in the meal
encounter. In interviews, meal hosts were described as having specific
competence for meal-related service rather than being general helpers,
while healthcare staff could work closer to their clinical training and
responsibilities.

At the same time, work-shifting was also tied to staffing and budget
responsibility. Service staff were described as helping healthcare staff
manage their workload by taking over appropriate tasks, but the
redistribution of work repeatedly returned to questions of financing and
which part of the organisation should carry the cost.
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Work-shifting therefore functioned as a subjectifying effect of the
governing arrangement. It positioned service staff as appropriate actors
for meal service and healthcare actors as actors whose time should be
protected for clinical tasks. This subjectification also had organisational
consequences, because the work assigned to service staff had to be
financed, contracted, and negotiated between wards and service. “The
right person in the right place” could support the value of service staff,
but it could also make meal-related work into a cost function whose
place had to be negotiated through budgets, contracts, and purchaser-
provider relations.

Engagement and reform enactment

By following the reform from 2017-2022 I noted that engagement and
what might in everyday terms be described as enthusiasm constituted a
practice of reform enactment. At one of many Q&A meetings I attended,
3 months prior to the implementation of the reform, I summarised the
meeting as “most akin to the planning of a military operation”. Through
repeated acts of explaining, coordinating, adjusting, defending, and
carrying the reform forward in practice, reform carriers participated in
making the reform doable across organisational sites. They did not
merely implement a pre-given model. They actively translated it into
routines, rationales, menu practices, service expectations, and forms of
organisational follow-up and constituted actors who could be recognised
as persistent, solution-oriented, and visibly invested in making hospital
meals better.

In interviews, reform engagement was not only described through
articulations of retrospective pride, but also as a future-oriented practice
of continued improvement. One interviewee described a sense of
emptiness after implementation of the reform, having “lived with it” for a
long time:

Interviewee: I can feel a certain emptiness now. I have lived with [the
reform] for so long and it has been so fun to work, but somehow, it
feels wrong to say but, it feels done. I feel like I'm searching, what are
we going to do now? We can keep developing [the reform] but I'm
trying to look forward. Of course, in 5 or 6 years this will be
outdated. We have to stay a jour and not sit back, but what should we
do to stay at the forefront of development? So, I feel empty now that
it’s finished, I'm searching for what to do next? What should I invest
my time in, what should I be passionate about, what do I find really
fun to do?
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I suggest that engagement in relation to the planning, implementation,
and evaluation of the reform did not stand outside the governing
arrangement as a person-specific add-on or individual personality trait
in a technical intervention. Engagement formed part of the practices
through which the reform gained continuity, authority, and applicability
over time. A critical analysis of governance does not require a dismissal
of the reform or of those who carried it forward. On the contrary, the
informal conversations during study visits and the interviews suggested
that the reform’s outcomes depended to a considerable extent on
sustained practical, relational, and affective work. Put plainly, the reform
did not work because of design alone, but because people kept making it
work through repeated relational and affective work.

I suggest that engagement can be understood as a discursive,
subjectifying, and lived effect of the overall governing arrangement.
Discursively, engagement helped make the reform appear coherent,
desirable, and possible. In terms of subjectification, it constituted some
actors as reform carriers who were expected to explain, defend,
coordinate, and continue developing the reform. As a lived effect,
engagement made visible how the reform depended on continued
practical, relational, and affective work.

Budgetary asymmetry and uneven legitimacy of costs

A particular recurrence in interviews concerned how financial resources
and legitimacy were distributed within the reform. The reform project
budget was described as unusually open or unrestrained:

Interviewee: We have always received support and that’s what’s been
so great, that the political leadership has also defended [the reform].
It hasn’t been like, you have to save here or, nothing like that, and it’s
been fantastic...it’s a bit strange, because we have no, like, what
should we consider, what are the limits? We don’t know. Nobody has
told me I need to pick cheaper alternatives, it has never been
discussed.

Me: So, you don’t know what the final price tag [of implementing the
reform] is?

Interviewee: No! It’s a bit strange. Ha-ha, you should come work
here! But you know, it is a bit strange but that’s how it’s been.
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By contrast, the budget related to service staff was articulated as strict
and closely scrutinised. This asymmetry suggests that cost-efficiency was
not enacted in the same ways across the reform. The one-time costs of
the reform concept could be allocated considerable resources while
continuous line operations including every-day meal-related labour
sustaining the reform was scrutinised.

This asymmetry also intersected with how different organisational sites
were valued. The kitchen and the menu could be associated with
competence, quality, and visible reform success legitimised by the meal
as an appreciated product. Service work, by contrast, remained more
vulnerable to being framed as an extra cost, a negotiable extra, or
something external to “real” healthcare work articulated as core
operations. The effect was uneven financial accountability, where some
costs could appear as legitimate investments while other costs could
appear as an expense.

Iterative synthesis conclusion - Selective visibility and uneven
legitimacy

The iterative synthesis suggests that the hospital foodservice reform was
organised around problem representations of cost, inflexibility, and lack
of patient choice. These problem representations made hospital
foodservice governable through choice, flexibility, cost-efficiency,
measurable satisfaction, and service-based arrangements in which meals
and meal-related work could be specified, ordered, measured,
negotiated, and evaluated.

Within this arrangement, care appeared less as a shared organisational
responsibility for meals and more as a clinical domain that meal-related
service was expected to support, relieve, or work around. Patients were
positioned primarily as choosers and evaluators, the kitchen as a
producer of visible food quality, wards as customers and gatekeepers of
service, and service staff as support whose legitimacy depended on local
usefulness, cost, and negotiation.

The overall effect was selective visibility and uneven legitimacy. Food
quality, menu variety, patient choice, satisfaction scores, and cost control
became visible signs of reform success, while the labour, coordination,
and collegiality required to sustain meals in practice remained more
conditional, negotiable, and weakly legitimised.
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Discussion — policy to plate

This thesis set out to analyse how hospital foodservice was
problematised and governed in a major foodservice reform, and what
this meant for how meals, patients, care, and meal-related work could be
understood, evaluated, and organised. To do this, I followed a hospital
foodservice reform from policy to plate, including pre-reform assessment
(Paper 1), political approval of the reform proposal (Paper II), key
informant interviews (Paper III), and following the reform on site and
through online update meetings from planning to implementation and
evaluation. I then analysed the hospital foodservice reform as a
governing arrangement.

The discussion starts from the synthesis-level finding that the reform
made meals highly visible as objects of quality, choice, satisfaction, and
improvement, while the responsibility, coordination, and service work
required to connect meals to care remained more dependent on local
negotiations, internal contracts and ward-level authority.

The discussion develops this argument in three steps. First, I discuss
how meals could be recognised as part of care while also being
understood through service logics'* and organised through service-based
arrangements. Second, I argue that menus, satisfaction measurement,
internal contracts and budget arrangements made some reform values
more actionable than others. Third, I discuss how uneven visibility and
legitimacy for the kitchen, wards, and ward-based service work was
produced.

Care ambitions in service-based arrangements

Hospital meals were repeatedly recognised as important for patients’
wellbeing, recovery, nutritional intake, and experience, but were not
fully organised as a shared care responsibility. The tension was therefore
not that meals lacked value in principle, but that their value was
governed through service-based arrangements that made responsibility,

1T use the term service logics to refer to the ways in which meals and meal-related work became
intelligible as specifiable, measurable, purchasable, negotiable, and evaluable service. I use the term
service-based arrangements to refer to the organisational forms through which these logics were
enacted in practice.
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coordination, and everyday meal-related work more difficult to organise
as part of care.

To understand this tension, it is necessary to begin with how hospital
foodservice was problematised. In Bacchi’s WPR approach (2009a), how
a problem is represented shapes what can appear as a reasonable
solution. The reform did not begin from a neutral need to “improve
hospital meals”, but from specific representations of the existing system
as inflexible, too tied to collective and standardised forms of food and
meal provision, too expensive, and insufficiently responsive to individual
patient preferences. A flexible and choice-oriented foodservice system
could therefore be seen as a sensible and necessary solution. This
solution also carried assumptions about what hospital meals were for,
and how responsibility for them should be organised.

However, these problematisations drew on broader discourses that
should not be understood as produced by the case organisation alone.
Rather, the reform enacted broader societal and organisational ways of
thinking (Bacchi, 2005) about care, service, choice, efficiency,
responsibility, and value in a local hospital foodservice context. Further,
in the present case, the problematisations were situated within existing
pre-reform purchaser-provider arrangements. The reform therefore
reproduced and reconfigured an already service-based way of organising
hospital foodservice, rather than simply introducing one. These
arrangements positioned wards as customers and negotiators of meal-
related service, the kitchen and service unit as providers, and patients as
choosers and evaluators.

The care/service distinction is useful for interpreting the relation
between care ambitions and service-based arrangements. In the Swedish
hospital meal guidelines, meals are framed as part of care (The Swedish
Food Agency, 2023). At the same time, national mapping has shown that
hospital foodservice is still predominantly organised as a service
function rather than as part of healthcare delivery (Skdnberg & Eriksson,
2022). The present case reflected this broader tension. Meals were
described as part of care, yet the responsibility for making them work in
practice continued to be organised through service logics and service-
based arrangements. This shifts attention from a focus on attitudes
towards meals to a focus on the governance of meal-related
responsibility. A central implication is that “food is care” is difficult to
enact if the organisational arrangements through which meals are
ordered, financed, staffed, negotiated, and followed up are positioned as
a service to wards rather than as a collectively organised responsibility.
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Governance of responsibility can be situated in relation to earlier
research on welfare-reform arrangements in which care and support are
organised through specified services, negotiated responsibilities, and
purchaser-provider relations (Andersson, 2007; Dybbroe, 2008; Vabg,
2006). Dybbroe’s (2008) discussion of how managerial and market
reforms can standardise care into specified service tasks is particularly
relevant. The present case shows how meal-related responsibility could
be acknowledged as care-related while still being organised through
service specifications, internal contracts, and budgetary negotiations.
This can also be related to research on eldercare, where a focus on choice
and service has been argued to risk undermining the emphasis on care as
a relational practice (Andersson & Kvist, 2015). In the present case,
choice could support appetite, intake, and patient experience. Similarly,
service-based arrangements could support task distribution. The critical
argument is not that choice or service-based arrangements as such are
incompatible with care, but that these were more easily organised than
the shared responsibility required to connect meals to care in everyday
ward practice.

I suggest that the tensions between care-related ambitions and service-
based arrangements should not be understood only as implementation
barriers or as signs that an otherwise rational reform had not yet been
fully realised. Rather, they can be understood as effects of how the
reform was governed, organised, and made actionable in practice.
Earlier hospital foodservice and nursing research has raised questions
about ward-level responsibility, mealtime assistance, and the
subordination of meals when clinical priorities dominate (Dickinson et
al., 2008; Xia & McCutcheon, 2006). More recent work has also
described how meal-related practices depend on role boundaries,
teamwork, communication, leadership, and the organisational
conditions through which foodservice and care are coordinated (Ottrey
et al., 2019; Ottrey, Porter, et al., 2018; Wilandh et al., 2025). The
relation between meal-related work, foodservice, and care can also be
understood against the background of the historically more dominant
position of medical discourse compared with caring and relational
discourses in healthcare (Dahlborg et al., 2024; Power et al., 2026).

What the present thesis adds is an analysis of how tensions around
responsibility, coordination, collaboration, and legitimacy were part of
the governing arrangement through which the reform was enacted. The
analytical concern was therefore not only that responsibility for meals
was organised through service-based arrangements, but that service-
based arrangements shaped which responsibilities could be specified,
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financed, defended, and sustained in everyday practice. This is in line
with research arguing that market-oriented welfare arrangements can
make care-related work more specifiable, measurable, and purchasable,
while leaving relational and coordinative responsibilities more
organisationally vulnerable (Andersson, 2007; Andersson & Kvist, 2015;
Wrede et al., 2008). The following section turns to the specific governing
technologies through which some reform values became easier to
organise and defend than others.

Organisation of values in practice

Building on the previous section, this section discusses how some reform
values were easier to enact than others. Informed by Bacchi (2009a), I
understand these values as part of problematisations that made some
forms of organisation appear more sensible than others, rather than as
neutral organisational aims.

The reform did not create ideas such as choice, satisfaction, visible food
quality, flexibility, cost scrutiny, or service-based responsibility from
nothing. Nor did it introduce purchaser-provider relations, internal
contracting, or ward-level budget responsibility into an otherwise
neutral organisation. Rather, the reform was enacted in a setting where
these ideas and arrangements were already available, and gave them
stronger practical importance by attaching them to the ways that
hospital meals were ordered, evaluated, financed, staffed, and
negotiated.

Governing technologies are central to this discussion (cf. Bacchi, 2016, p.
7; Bacchi & Goodwin, 2016, p. 44). In the present case, menus and
satisfaction surveys helped make choice, measurable satisfaction, and
visible food quality easier to organise and defend. Internal contracts,
budgets, and ward-based service routines made meal-related work
possible to specify, price, negotiate, and scrutinise as service. These tools
shaped which forms of work could be defended, which costs could be
questioned, and which responsibilities remained positioned outside
recognised core healthcare operations.

Larner’s (1997b, 2000) work on neoliberal governmentality helps
interpret this movement from reform values to organisational
arrangements. She argues that neoliberal forms of governing do not
operate only at the level of policy rhetoric, but also through
organisational and calculative practices, such as contracts, funding
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arrangements, and measurement, that can make market-like valuation,
accountability, and differentiation of responsibilities and tasks appear
reasonable and actionable. From this perspective, the governing
technologies used in the reform were not neutral administrative tools.
They attached market-oriented rationalities such as choice, measurable
satisfaction, and cost control to the organisation, evaluation, financing,
and coordination of hospital meals.

The menu-based system and expanded patient choice offered practical
alternatives to the previous system, while also reinforcing a version of
hospital meals as individually tailored and evaluable. Choice was further
legitimised through a pragmatic concern with food intake: in the clinical
setting, it was often crucial that patients ate at all.»2 From this
perspective, expanded choice could be understood as a way to support
food intake and prevent malnutrition, rather than as a matter of
preference alone. This shows why choice constituted a particularly
powerful and persuasive reform value. It could be connected to several
reform goals simultaneously, including service quality, patient-
centredness, nutritional care, and operational efficiency. However,
following Mol’s (2008) distinction between a logic of choice and a logic
of care, the issue is not that choice is unimportant. Rather, meal
situations in care cannot be reduced to choosing from a menu or
evaluating satisfaction afterwards, because illness, bodily capacity,
timing, assistance, and ongoing adjustment also shape whether and how
patients eat.

Satisfaction surveys did not merely record patient opinion, but
translated meal experiences into measurable indicators of quality. They
positioned patients as evaluating subjects whose preferences and
assessments could be mobilised as evidence of reform success. This can
be related to a longer methodological tradition in hospital foodservice
research where patient satisfaction has been operationalised as a
measurable quality indicator (Capra et al., 2005; Hannan-Jones &
Capra, 2017). In Paper I, the ACHFPSQ functioned as a quality-
management tool that generated empirical knowledge about patients’
evaluations of hospital foodservice before the reform, including high
overall satisfaction. However, in my iterative synthesis I also analysed

12 The case hospital had an explicit focus on food intake rather than focusing predominantly on
healthy foods as such. At the time of implementation of the reform, a regulatory document for the
nutritional content of the hospital meals stated that 85% of the main courses in the menu are
required to have a minimum of 430 calories and 75% are required to have at least 20 g of protein per
portion. Soups, appetisers, snacks, and desserts were exempt from this. The goal stated in the
regulatory document was that food should be appetising and taste good to ensure it gets eaten,
rather than following strict nutritional requirements.
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satisfaction measurement as a governing technology that helped make
patient experience visible primarily as measurable service quality. At the
same time, patients did not appear only as choosers and evaluators, but
also as ill, tired, and dependent on practical and relational support.
Patient experience could therefore not be reduced to preference or
satisfaction alone.

Food waste also illustrates how values were organised through particular
rationalities. According to the hospital’s own follow-up, the reform
reduced food waste. In the empirical material, however, this reduction
was mainly made meaningful as a cost and efficiency outcome, rather
than developed as a sustainability problematisation. This does not make
the reduction unimportant. It shows how the same empirical outcome
can be attached to different values, and how some interpretations were
more available in this reform than others. In this sense, food waste
reduction was visible as an efficiency outcome, but less developed as an
environmental or sustainability-oriented reform value.

Internal contracts, budgeting arrangements, and purchaser-provider
relations were especially important because they translated broader
values of efficiency, flexibility, and service into practical arrangements
for financing, specifying, and negotiating meal-related work. Earlier
hospital foodservice research has also questioned how contracting,
value-for-money logics, role boundaries, and organisational distance
from care shape foodservice work (Kelliher & McKenna, 1987; Mikkelsen
et al., 2002; Reynolds & Leeman, 2007). These studies are not direct
comparisons with the present case, but they show that the relation
between foodservice, contracting, and care has been a recurring concern
in hospital foodservice research.

Purchaser-provider arrangements have often been introduced and
justified as ways to clarify responsibilities, improve efficiency, strengthen
cost control, and make services more transparent and accountable (cf.
Siverbo, 2004). I am not engaging in a debate on whether they have or
have not been shown to cut costs. My interest is in the ways that
purchaser-provider relations helped position wards as customers, and
the kitchen and service unit as providers of defined services. This shifted
meal-related responsibility into a relation of specifications and
negotiations.

In the present case, this was especially visible in relation to ward-based

service. The decision to have meal hosts at every ward was part of the
politically approved reform concept, but staffing this role was expected
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to come from existing ward budgets. Thus, a role described as central to
the patient’s meal experience became an operational and financial
problem to be negotiated between wards and the service unit. This does
not mean that the reform was simply governed by austerity. Rather, it
shows that costs were not made meaningful in the same way across the
reform.

This budgetary asymmetry is analytically important. The reform project
budget was described as unusually open or unrestrained, and key actors
described strong political support for making the reform possible. By
contrast, the budget for service staffing was described as strict and
closely scrutinised. Considerable resources could be mobilised for the
visible reform concept and its material manifestations, while stricter
scrutiny was directed towards the labour required to sustain the reform
in everyday meal-related work.

This adds important nuance to analysis of how cost-efficiency was
enacted in the reform. It was not enacted as a general or uniform
restriction, rather, it worked selectively through the organisational
arrangements that made some costs easier to defend than others. This
produced an uneven cost logic where some costs could appear as
legitimate investments, while others appeared as expenses.

The governing technologies discussed in this section as a whole can be
seen as connected to measurable and system-oriented dimensions of
foodservice change. This can be situated in relation to Wilandh et al.’s
(2024) scoping review, which shows that hospital foodservice
improvement research has often highlighted system-related aspects such
as ordering, production, delivery, menus, structures, evaluation, and
control, while professional development, relational competence,
teamwork, and leadership have received less attention. My argument in
the present thesis is not that system-oriented aspects are unimportant.
Rather, the analysis shows that values such as choice, measurable
satisfaction, visible food quality, and scrutiny of service costs were easier
to support organisationally because they could be specified, measured,
priced, or evaluated. By contrast, shared responsibility, coordination,
and relational meal-related work remained more dependent on local
interpretation and negotiation. Tensions around organising meals as
both care-related and service-based should therefore not be interpreted
primarily as poor implementation, misunderstandings between actors,
or resistance to an ambitious reform, but as effects of an uneven
organisation of reform values.
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Visible meals and negotiable service work

This section develops the claim that visibility and legitimacy were
unevenly distributed between the meal as a material output and the
practical and relational work required to make meals function in ward
practice. It discusses how the kitchen, wards, and ward-based service
were positioned through visible food quality, service-based
arrangements, and care-related ambitions. Feminist research on work
and valuation helps interpret why meal-service work could remain
conditionally recognised despite being necessary to the reform.

Service, in this context, was not merely an organisational label. It was
also a way of making sense of responsibilities, legitimacy, and distance
from what was recognised as core healthcare operations. This was
particularly evident at the ward level. The ward was not just the site
where implementation happened, but the site where service practices
and related governing technologies were translated into concrete
judgements about necessary work, appropriate responsibility, and the
boundaries of meal-related care (cf. Bacchi, 2016; Bacchi & Bonham,
2014).

The kitchen occupied a relatively strong position because its contribution
could be attached to the meal as a visible and appreciated output. Food
quality, menu variety, presentation, and positive patient evaluations
were repeatedly made visible as signs of reform success. This gave the
kitchen a recognisable form of legitimacy. The kitchen’s work was not
simply valued because food was produced, but because the result of that
work could be seen, tasted, evaluated, and connected to the reform’s
promise of improved hospital meals.

Meanwhile, a different kind of legitimacy was connected to the wards.
Their authority was produced by their position within healthcare and by
their mandate to define what counted as necessary, relevant, and
legitimate service in practice. Although ward-based service was part of
the politically approved reform concept, wards retained authority to
negotiate how it was staffed, included, and organised in everyday
routines. In this sense, the ward was a key site of subjectification (cf.
Bacchi & Bonham, 2016). Service staff could be positioned as part of the
care team or as peripheral support, and meal-related work could be
treated either as a collegial contribution to care or as something external
to core healthcare operations. This aligns with earlier hospital
foodservice and nursing research describing how clinical priorities may
override meal-related work and how ward-level practices shape whether
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meals become meaningful as part of care (Dickinson et al., 2008; Ottrey
et al., 2019; Ottrey, Porter, et al., 2018; Xia & McCutcheon, 2006). From
a broader organisational perspective, Ford and Harding (2004) question
whether large healthcare organisations can be understood as coherent
organisational wholes. This perspective draws attention to the ward as a
locally situated organisational site where the meaning, value, and
boundaries of meal-related work could be negotiated in different ways.

Ward-based service occupied the most unstable position. Service staff
were central to enacting what was described as “the last 30 cm” through
practices of taking menu orders, reheating, plating, serving,
communicating, and fetching menu items from the central kitchen
storage when they ran out at the ward. These practices were necessary
because the patient’s meal experience was not produced by the food
alone, but in the handover between kitchen, ward, service staff, and
patient. Yet the same governing arrangement also made meal-related
service work intelligible as auxiliary, purchasable, and open to being
questioned as a cost. The work was therefore easier to organise as a
defined service than to recognise as part of a shared responsibility for
meals as part of care.

This also shaped how competence was recognised. Practical and
relational meal-service skills such as attentiveness, responsiveness,
coordination, timing, situational judgement, plating, serving, and
sustaining hospitality could appear ordinary or self-evident rather than
as specialised competence. Earlier research has similarly shown how
meal-related work may be overlooked when associated with tacit,
domestic, and interpersonal knowledge (Heaven et al., 2013). Studies of
hospitality and meal hosts have also shown that hospital meal
experiences depend on practical, relational, and material work, not on
the served food alone (Jonsson, 2021; Justesen & Overgaard, 2017).
Research on skill and recognition further shows that work may be
treated as low-skilled not because it lacks competence, but because the
relevant competences are weakly recognised within organisational
hierarchies, especially when associated with care, service, bodily
support, and everyday maintenance (Dwyer, 2013; James, 1992; Selberg,
2013; Steinberg, 1990). In the present case, this meant that “the last 30
cm” could be practically necessary, appreciated, and described as
important, while its organisational recognition remained conditional.

The broader pattern of uneven legitimacy can be understood in relation

to hierarchy as a durable feature of healthcare organisations, where
authority, communication, and legitimacy are unevenly distributed
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across occupational groups (Essex et al., 2023; Gleeson et al., 2023).
Acker’s (1990, 2006) argument that organisations are not neutral
structures, but are shaped by assumptions about bodies, work,
competence, and hierarchy helps interpret how some forms of work
become more easily recognised as skilled, necessary, and
organisationally central while others are more easily positioned as
support, service, or cost. In this case, meal-related service work can also
be understood as feminised in the sense that it was associated with care,
service, bodily support, everyday maintenance, and relational
competence. Such work may be necessary to welfare institutions while
still being treated as ordinary, auxiliary, or low-skilled (Acker, 1990,
2006; Dahl, 2004, 2010; Dwyer, 2013; James, 1992; Steinberg, 1990).
My argument is not that service work was organisationally vulnerable
because it was performed by women, but that its organisational value
was in part shaped by historically gendered assumptions about which
forms of competence count as skilled, central, and authoritative.

What this thesis adds is a more specific analysis of how uneven
legitimacy was produced in relation to hospital meals. The central point
is not simply that meal-related service work occupied a lower position in
an established healthcare hierarchy. It is also that the governing
arrangement contributed to making some forms of work easier to
recognise, defend, and reward than others. Tacit meal-service
competence was crucial to the reform, but did not necessarily secure
stable organisational recognition for service staff. This thesis extends
feminist care and labour research on undervalued welfare work,
gendered organisational hierarchies, and reform-related pressures by
showing how necessary meal-related service work may remain
conditionally recognised when it is organised through reform,
monitoring, service specification, and cost control (cf. Dahl, 2010, 2021;
Dwyer, 2013; Keisu et al., 2021; Liveng, 2008, pp. 112—113; Selberg,
2013; Selberg et al., 2022; Stranz, 2021; Wrede et al., 2008, p. 29).

The distinction between visible meals and negotiable service work
therefore does not describe a simple separation between food and
labour, but an uneven organisation of legitimacy. The question of
legitimacy cannot be reduced to whether actors appreciated meal-related
service work. The key issue was not that this work was invisible in
everyday practice, but that its visibility did not translate into stable
organisational recognition. In the present case, the “last 30 cm” could be
practically necessary and celebrated as important while still being
organised as conditional, purchasable, and open to questioning.
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Contributions and implications

The contribution of this thesis is not limited to understanding hospital
foodservice reform as a temporary change process. Studying reform can
be seen as a way of producing knowledge about hospital foodservice
more broadly, because reforms make visible how meals, responsibilities,
professional boundaries, and organisational values are problematised
through solutions. Empirically, the thesis shows that the reform did not
create new ideas about hospital meals, patients, responsibility, and meal-
related work, but gave already available ideas organisational force. These
ideas became consequential as they were attached to practical
arrangements for ordering, evaluation, financing, staffing, and
negotiation. By contrast, shared responsibility, cross-unit coordination,
and recognition of meal-related service work remained less stable
organisationally.

The thesis contributes to food, nutrition and meal science by centring
governance as the analytic object. Hospital foodservice research has
often focused on systems, nutritional intake, food waste, patient
satisfaction, menus, and service improvement. These are important
areas of research, but they do not fully explain how hospital foodservice
becomes governable, who is authorised to define its problems, how
responsibilities are distributed, or how meal-related work is valued. By
analysing problematisations, practices, governing technologies, subject
positions, and effects, the thesis shows how hospital meals are shaped
not only through production systems and patient outcomes, but also
through political decisions, contracts, budgets, measurements, service
routines, and professional boundaries.

The thesis further contributes to care, gender, and welfare research by
showing how the boundary between care and service is organised
through hospital meals. The analysis shows that meal-related service
work can be necessary for patients’ meal experiences and for the
reform’s practical functioning, while still remaining conditionally
recognised when organised as auxiliary, purchasable, and negotiable.
This contributes to discussions of feminised welfare work, the
care/service distinction, and the uneven recognition of practical and
relational labour. Hospital foodservice is therefore not only a matter of
food provision, but a site where care, service, welfare governance, and
the valuation of work intersect.

The thesis also makes a theoretical-methodological contribution by
illustrating how the WPR approach (Bacchi, 2009a) and PIA (Bacchi &
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Bonham, 2016) can be used in food, nutrition, and meal science. The
WPR approach made it possible to analyse how hospital foodservice was
made into a problem to be solved. PIA helped analyse how patients,
wards, kitchen staff, service staff, and reform actors were positioned
through the reform. The concept of governing technologies helped show
how reform values were translated into menus, measurements,
contracts, budgets, and routines. Feminist work on valuation supported
the interpretation of weak recognition of practical and relational meal-
service work. Together, these approaches made it possible to analyse
hospital foodservice reform beyond intervention, implementation, or
evaluation, and instead examine how problems, solutions, subject
positions, and effects are produced. The thesis offers one example of how
poststructural policy and interview analysis can be applied in food,
nutrition, and meal science.

The practical implication is that efforts to integrate hospital meals into
care should not be limited to menu development, food quality, ordering
systems, patient choice, or satisfaction measurement. These may
improve important aspects of hospital foodservice, but they do not by
themselves organise meals as a shared responsibility within care. If
hospital meals are expected to support nutrition, recovery, patient
wellbeing, and experiences of care, healthcare organisations also need to
consider examining how meal-related work is made visible in budgets,
quality systems, internal contracts, staffing models, and ward-level
routines. I propose that the question is therefore not simply how to
design better foodservice systems, but how meals are politically and
organisationally positioned within the hospital.

Based on my analysis, I suggest that a few critical questions can
potentially be used when discussing hospital foodservice organisation to
make visible aspects of meal-related work that may otherwise be taken
for granted. Such questions concern how this work is recognised in
follow-up, budget discussions, and quality improvement; which
necessary tasks risk being treated as self-evident service work; who has
(and who has not) the mandate to define reasonable meal solutions in
the ward context; and how patient experiences can be followed up
without reducing meals to only satisfaction scores. If built into, for
example, a recurring cross-unit meal forum or a shared follow-up
template, such questions could function as a governing technology
oriented towards shared responsibility rather than only service
specification. Used in this way, they could potentially support more
explicit discussion of how responsibility, mandate, and legitimacy are
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organised around the work that makes hospital meals possible in
practice.

Discussion of limitations

This thesis has several limitations, which primarily concern
transferability, methodological tensions across the included studies, and
empirical scope.

First, I want to make clear that generalisability in the positivist sense has
not been my goal. Instead, I have tried to coherently argue for my
analysis to facilitate theoretical generalisability and transferability
(Smith, 2017). The aim has been to provide analytical insight into how
particular governing arrangements can make some relations between
meals, care, service, responsibility, and work more visible and actionable
than others. While this study was a single-site case study, which limits
transferability, the analysis may still be relevant to other settings where
hospital foodservice is organised through internal contracting,
purchaser-provider relations, ward-level budgets, or service-based
organisational arrangements. My goal is to inform critical discussion by
showing how particular arrangements may produce certain kinds of
effects.

Second, because the thesis analyses a reform case rather than making a
before-and-after evaluation, I do not claim that all identified
arrangements were produced solely by the reform. Some elements, such
as internal contracting, CRS, and purchaser-provider relations preceded
the reform but were nonetheless enacted through it. The analysis
therefore concerns how the reform was enacted through both new and
pre-existing arrangements. I also acknowledge that organisations are not
static but change constantly. The analysis should therefore not be read as
a fixed description of the hospital foodservice organisation as it exists
today, but as a situated analysis that offers insight into how governing
arrangements make particular relations between meals, care, service,
and responsibility legitimate, visible, and actionable.

Third, I want to acknowledge the ontological tensions that were created
by shifting from a quality-management-oriented approach in Study 1 to
poststructural analyses in Studies 2 and 3. I treat this tension as
analytically productive in the thesis as a whole, because the analytical
development of the thesis depended on the conclusions of Study 1.
However, this tension also means that the results of Study 1 were not
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produced from the same assumptions and need to be read as a different
kind of knowledge.

Finally, relying on key informant interviews may limit the analysis to
dominant discourses, justifications, and subject positions since they do
not provide a complete picture of what happens in everyday practice.
This increases the risk of underrepresenting certain perspectives, which
is especially important to consider from a feminist research point of
view. This limitation concerns predominantly the empirical scope of staff
perspectives. The study does not include a broad set of interviews with
frontline staff. The analysis is therefore stronger in relation to how staff
were positioned within the reform than in relation to staff members’ own
accounts of everyday meal-related work. The thesis also does not include
qualitative interviews with patients, although Paper I provided survey-
based knowledge about patient evaluations before the reform. This lack
of patient interviews does not prevent an analysis of how patients were
positioned through the reform. However, it does limit what can be said
about how patients themselves experienced, negotiated, or resisted these
subject positions in practice.

Additionally, participant observations, which could have provided richer
data than the study visits, were cancelled because of the Covid-19
pandemic. However, my presence during the study visits, informal
conversations, and participation in activities did provide me with
valuable insights for the overall analysis.

In sum, this thesis does not claim to show how all hospital foodservice
and all hospital foodservice reforms work. It shows in depth how one
case was problematised and governed, and why that matters analytically.

Future perspectives

Future research should address the limitations of this thesis by widening
the scope of research. Comparative multi-site studies might be fruitful to
examine how different hospitals organise the relationship between meals
and care. It would be particularly relevant to study how hospital meals
and everyday meal-related work are problematised in different settings,
and how those problematisations shape responsibility, collaboration,
and legitimacy.

Comparative studies could also examine how different organisational
histories shape the ways hospital foodservice reforms are enacted. Such
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research could extend the scope of this thesis by showing that the
integration of meals and care is not uniform but takes different forms in
practice.

Further, future research should also address an important limitation of
this thesis related to the scope of empirical voices. Because the interview
material consisted of key informants, the analysis concerns mainly
reform design and organisational problematisations rather than the full
range of everyday accounts across wards, kitchens, and service work.
Such studies could include interviews with frontline staff, kitchen staff,
nurses, assistant nurses, dietitians, and other actors involved in meal-
related work. Including patients would also make it possible to examine
how patients position themselves in relation to hospital meals, and how
they take up, negotiate, or resist positions as choosers, evaluators,
dependent care recipients, or recipients of service.

Another relevant direction would be health-economic research
examining whether organisational separation between healthcare,
foodservice, and service units is financially advantageous. Future studies
could examine whether more integrated forms of administration would
reduce hidden costs related to coordination, negotiation, routines,
unclear responsibility, and ward-level problem solving. Such research
could compare separated and more administratively integrated
foodservice models, not only in terms of production costs and food
waste, but also in relation to staffing, workplace wellbeing, nutritional
outcomes, patient experience, and the work required to make meals
function as part of care.

Finally, in my analysis, I suggest that internal contracts and purchaser-
provider relations are influential elements of governance. In both
foodservice research and care research, internal contracts appear to have
received limited analytical attention. Therefore, I would encourage
future studies centring this topic. Such studies could examine how
internal contracts specify responsibility, distribute costs, shape
collaboration, and affect the legitimacy of work that crosses the
boundary between care and service.
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Conclusions

This thesis has shown that the need for hospital foodservice reform was
not produced primarily through reports of low patient satisfaction.
Patients evaluations showed reports of high overall satisfaction with the
pre-reform system, which made patient evaluations useful for quality
management but insufficient as an explanation for why change became
necessary. The reform was instead made intelligible through
problematisations of cost, inflexibility, limited choice, and insufficient
responsiveness. This shifted the analytical focus from whether patients
liked the food to how hospital meals were organised, valued, and
governed.

In relation to patient surveys, hospital meals and foodservice were
described through satisfaction, service, food quality, meal size, staff
helpfulness, and the physical meal environment. The survey made
patient evaluations comparable and actionable, and it positioned
patients as evaluators of an existing foodservice system. At the same
time, the high satisfaction scores complicated any simple account of
reform as a response to patient dissatisfaction. Patient satisfaction
therefore functioned both as quality management knowledge and as an
analytical entry point into the broader question of how hospital
foodservice becomes available for reform.

In the political material, hospital foodservice was problematised through
a different logic. The existing system was described as too costly,
insufficiently flexible, and too limited in relation to patient choice.
Choice, flexibility, and cost-efficiency became central discourses through
which change could be justified. These discourses did not only describe
desirable improvements; they shaped what counted as a relevant
problem and what kind of solution appeared reasonable. A menu-based
and more flexible system became intelligible as a way to modernise
hospital foodservice, while questions about redistributed work,
collaboration, and responsibility were less clearly specified.

In accounts of everyday meal-related work, these discourses and
governing technologies were enacted through menus, ordering routines,
internal agreements, budgets, service arrangements, and negotiations
between wards, kitchen, and service functions. Patients were mainly
positioned as choosers and evaluators, wards as customers and
negotiators of meal-related service, and the kitchen as responsible for
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food quality that could be recognised through the meal product. Meal-
related service work was necessary for making the system function, but
its value was often articulated through usefulness, cost, and ward-level
acceptance rather than through a shared responsibility for meals as part
of care.

Taken together, the studies show that hospital foodservice was governed
through arrangements that made some aspects of meals easier to define
and act upon than others. Choice, flexibility, satisfaction, menu variety,
food quality, and cost could be connected to concrete instruments of
organisation and follow-up. The work of coordinating meals across
kitchen, service functions, wards, and patients was also essential, but it
was handled more through local relations, professional boundaries, and
organisational negotiations. The thesis therefore shows how meals,
patients, care, and meal-related work were not simply reorganised by the
reform, but made understandable and actionable in particular ways.

The theoretical conclusion is that the relation between hospital meals
and care is not settled by describing meals as part of care. It is produced
through the problem representations, discourses, technologies, and
subject positions through which meals are governed. In this case,
hospital meals could be associated with care, recovery, wellbeing, and
patient experience, while still being organised through logics that made
them easier to handle as service. The distinction between care and
service was therefore enacted in how responsibility, authority, cost, and
work were distributed.

The thesis therefore concludes that the central challenge is not simply to
state that hospital meals are part of care. The challenge is to govern them
as a shared responsibility. This means organising hospital foodservice in
ways that make responsibility, coordination, and the value of meal-
related work visible, legitimate, and resourced.
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Appendix A
Semi-structured interview guide: key informant
interviews

Interviews were adapted depending on whether they were first or follow-
up interviews. Questions were used flexibly, and additional follow-up
questions were asked based on the issues raised by the interviewee.

First interview opening: Can you describe your work in relation to hospital
meals? What does a typical workday look like for you?

Follow-up interviews: What has happened in relation to your everyday work
regarding hospital meals since our last interview?

Professional role

¢ How would you describe your role in relation to the region’s hospital
foodservice?

e What is included in your professional role, and what do you think should be
included? Please describe your specific areas of responsibility.

e  Which key individuals do you collaborate with most closely in relation to
your areas of responsibility?

¢ How do you view the importance of your professional role in relation to
hospital meals?

e What factors most strongly shape your work?

e Ifyou could change anything about your role or working conditions, what
would you change?

Possible follow-up questions in later interviews

¢ How did you experience your role during the implementation/evaluation?

e What was the most important issue for you during the
implementation/evaluation?

e How do you view your role now?

e How does it feel to have been part of the foodservice reform?



The foodservice reform

¢ How would you describe the foodservice reform?

e Inyour view, what was the most important change introduced by the
foodservice reform? Why were these changes implemented?

e What advantages and disadvantages do you see in the foodservice reform?

e What positive and negative reactions have you encountered in relation to
your area of responsibility, from staff and others involved?

Possible follow-up questions in later interviews

e Can you describe how the implementation/evaluation proceeded from your
perspective?

e What have you heard from others about the implementation/evaluation?

¢ Did everything turn out as you had hoped? Was there any task or routine
that fell between the cracks and thereby became visible?

e What has been successful in the implementation or evaluation?

e What do you see as remaining challenges? What are you working with now?

e Isthere anything you would have done differently?

The reform included the intention to work according to the principle of “the
right person in the right place.” In your view, has the right person ended up in
the right place? How has the division of work functioned in practice?

Hospital meals in general

e Can you describe the meal’s journey to the patient, from your perspective?

e How would you describe the importance of hospital meals for patients?

e How would you like the patient’s food and meal situation to be during their
hospital stay? How would you experience the meal situation at this hospital
if you were an inpatient?

e In what ways is the meal situation different now compared with earlier?

e Ifyou could change anything about hospital meals, what would you change?

e From your perspective, what is the next step for hospital meals in your
organisation and more generally?

First interview closing: Professional background & how did you come to work
with these issues?

Is there something you wished I had asked during the interview but did not?

What will you be doing next after the interview?





