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Introduction
Research has shown that ill patients, especially in the acute phase, suffer extensive catabolism 
with resultant malnutrition, which continues to be underdiagnosed and managed during the 
patient’s hospital stay.1,2,3 Patients are estimated to be receiving one-third to one-half of the current 
recommendation for protein delivery, 1.2–2.0 g/kg per day, which increases the risk of 
malnutrition.1,2,4 Regrettably, international studies show an average delivery of 0.6 g/kg per day 
of protein during the first two weeks following admission. Dhaliwal postulated that these at-risk 
patients receive only 61.2% energy supply on average, with 74.0% of them not reaching the 
standard energy requirement.5 The increased catabolism, accompanied by iatrogenic underfeeding, 
and the subsequent malnutrition is closely associated with infections, delayed wound healing, 
multiple organ failure, prolonged length of stay in hospital, mortality rate, and increase in medical 
expenses.3

Enteral nutritional (EN) therapy has proven effective in providing nutrients for individuals to 
nutritionally-at-risk ill patients who are unable to meet their nutritional requirements. It is widely 
used in subacute, rehabilitation, long-term care and home settings.6 When implemented 
appropriately, EN has improved clinical outcomes, reduced infection rates, number of hospital 
admissions and health care costs.7,8,9 Additionally, the development of percutaneous endoscopic 
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gastrostomy (PEG) technique and the shift to primary health 
care has popularised home enteral nutrition (HEN) globally.10 
However, wide disparities in the provision of EN across 
health care levels have been documented, which is a strong 
motivation for the development of practice guidelines.11

Best practice guidelines can ensure that quality care is 
provided to HEN patients in the community or home 
setting.12,13 Through guidelines, more individuals on enteral 
feeds are now managed in the community. In the United 
Kingdom (UK), a 42.78% increase over a 10-year period in 
patients receiving HEN has been reported, although there is 
evidence of a yearly increase (20% – 25%) in the number of 
people on EN. Despite substantial comorbidity of critical 
illness and malnutrition, nutritional practice guidelines for 
adults recovering from critical illness are rarely implemented 
in community based primary health care settings.14

South African enteral nutritional therapy practice guidelines 
(ENPGs) for adults were developed in 2016 in response to 
calls by international organisations.15,16,17 These calls were 
aimed at supporting countries to act against malnutrition 
according to their national circumstances and resources, with 
emphasis on vulnerable groups.18,19,20 The guideline 
developers noted with concern that malnutrition occurs in 
about 15% – 70% of hospital patients. It was often undiagnosed 
in about 70% of the patients with 70% – 80% being admitted 
to hospital already malnourished and discharged without 
receiving any nutritional therapy.15,16,21 The guidelines were 
designed for nutritional assessment and provision and 
monitoring of EN delivery in adult patients at public health 
care facilities. The national guidelines were not confined to 
hospitalised patients, but from before hospital admission 
through to discharge. The study, therefore, was to assess the 
current practice to establish preparedness for the effective 
implementation of the guidelines in the district hospital (DH) 
and primary health care (PHC) settings.

Methods
Study design
Based on the purpose of the study, non-participant 
observations were conducted to gain a better understanding 
of the practice environment and context related to the 
implementation of the national enteral nutritional practice 
guidelines for adults. The method made it possible to observe 
things that routinely escape the awareness of the participant 
using a different method. Furthermore, the research approach 
is known to provide a chance to learn things that people may 
be unwilling to discuss in an interview or state in a 
questionnaire.22 Kawulich23 noted that non-participant 
observation facilitates the maintenance of a sense of objectivity 
through distance, compared to participant observation.

Research paradigm
The research is underpinned by deductive interpretivism, in 
which the researcher aims to understand complex human 
phenomena and then interpret them.24 Combined with 

content analysis, the approach is suitable for workplace 
analysis.25 The approach blend well with observational 
research, which is known to enhance contextualisation. This 
means that whatever the sphere in which the data are being 
collected, we can only understand events when they are 
situated in the wider social and historical context,26 which is 
what the current study intended to do. 

Study setting
The study was conducted in a 185-bedded DH in KwaZulu-
Natal, a community health centre (CHC), two feeder PHC 
clinics, and one household. The hospital provides care to 
trauma and emergency, medical and surgical patients, and has 
a potential infrastructure for nutrition services that include 
enteral nutrition to patients in need. The selected district has a 
total population of 478 537 with high unemployment rate, 
informal housing, and 93% of the population living below 
poverty line.27 Its geographical layout, the resultant poor 
roads infrastructure and transportation constraints contribute 
to the poor access to health facilities.  Cross border flow of ill 
people from Lesotho and Eastern Cape Province further 
burdens the already strained health services. This demographic 
profile constitutes the reason for the selection of the district as 
the study setting. Implementing ENPGs in the selected setting 
will not only improve the health status of the population but 
will also improve its socio-economic status.

Informants
The study targeted all health care professionals involved in 
the implementation of the ENPGs for adults in the selected 
setting and adult patients on HEN. The study population 
comprised 10 health care professionals (HCPs); two doctors, 
three nurses, three dietitians, two staff from the rehabilitation 
unit and one patient on HEN and a family caregiver. Purposive 
sampling was used to select the district, the hospital and 
health centre. The PHC clinics were recommended by the 
hospital and the CHC. The household, the patient on HEN 
and family caregiver were purposefully selected on the 
recommendation by the referral hospital. Convenience 
sampling was used to select doctors, professional nurses, 
dietitians and staff from the rehabilitation unit. 

Inclusion criteria and exclusion criteria
A health care professional had to work in the selected 
institutions and play a role in the provision of nutritional 
therapy in adult patients. The basis for the selection of the ill 
adult patient and family caregiver was on assumed potential to 
provide rich information regarding the practice owing to the 
number of years on HEN. The health care professionals dealing 
with neonatal or paediatric EN or HEN only were excluded.

Intervention and expected outcomes
This study forms part of a case study aimed at developing a 
model for the implementation of ENPGs for adults. Examining 
the practice environment and context were expected to 
provide the platform for understanding the context in terms 
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of how the guidelines were implemented, to identify any 
gaps. Therefore, aspects that were observed included 
guidelines or related documents, implementers, physical 
environment, as well as interactions and verbal informal 
conversations that supported the observations. Expected 
primary outcomes included signs of preparedness to 
implement guidelines, a conducive environment, culture and 
supportive context for guideline implementation. Secondary 
outcomes were clinical outcomes such as nutritional status 
related hospitalisation, readmissions and mortality.

Gaining entry and establishing rapport
The researcher brought letters of introduction to ease entry, 
such as information about the planned length of time in the 
field and permissions from the provincial department of 
health, district and the institution. There was no need to meet 
community leaders, as the institutions were aware of the visit 
months before the commencement date. Rapport was also 
enhanced through ‘Hanging out’, which is defined as the 
process through which the researcher gains trust and 
establishes rapport with participants. As a result, the 
researcher was allowed access to sites without formal 
appointments.23 Lincoln28 identified that within naturalistic 
inquiry, the knower and the known are interactive and 
inseparable. Qualitative research therefore supports the 
importance of establishing a relationship with participants 
through building comfort, trust, and ultimately rapport 
between the participant and the researcher.29

Data collection tool
As recommended by Merriam and Tisdell,30 the researchers 
adopted an observation checklist from the national EN 
practice guidelines for adults,15,31 (see Figure 115). The checklist 
was used to record what was observed, which helped to 
focus on different aspects and types of interactions to help 
delineate the differences in those activities and institutions.

Data collection
Following approval from the university ethics committee, 
the KwaZulu-Natal Department of Health and the respective 
institutions, data collection was conducted between June 

and September 2018. The principal researcher accessed an 
institution a day before the data collection date to get 
familiar with the surroundings. Arrangements were made 
through the management of the institution, chief executive 
officer or operational manger to access the institution and 
participants. The health care professionals gave consent on 
the understanding that they would be observed to obtain a 
better understanding of their nutritional therapy practices. 
They were not shown the observation checklist used to 
record for each identified information that is needed, the 
type of sources used and what was done with the 
information, in case it biased their normal behaviour. 
Kawulich23 suggested that one should be honest, but not too 
technical or detailed, in explaining to participants what 
they are doing. 

By using separate checklists for each institution, the 
participants were observed for two to three visits of 2–4 h 
each for a period of two weeks, which was considered a 
sufficient length of time to obtain an accurate assessment of 
how prepared the institutions were to implement the 
national guidelines. Apart from the observation checklists, 
field notes were recorded after each observation session and 
included observed interactions amongst the professionals 
and the patients as well as informal conversations with the 
participants to support the observations, which were also 
useful to our interpretation of events and contextual 
information. The field notes and informal conversations 
were used to more clearly assess the preparedness of the 
HCPs as compared with what would have been obtained if 
only structured observational data had been collected. The 
aforementioned methods used for health facilities also 
holds for the household. Two days were enough to observe 
the patient, family caregiver and the surroundings. 

Data analysis
Observation notes were transcribed, coded and analysed 
using deductive content analysis. As stated by Elo and 
Kyngäs,32 deductive content analysis is used when the 
structure of analysis is operationalised on the basis of 
previous knowledge; and in this study, analysis was based on 
what is already known from literature, the knowledge 
translation theory, and the national EN practice guidelines 
for adults. Data in the form of text were read thoroughly, 
coded and then themes were formulated as described by 
Graneheim et al.33 For easy reporting, the themes of the 
qualitative analysis were arranged under several headings. 
An example of the analysis matrix showing steps followed in 
qualitative content analysis as described by Erlingsson and 
Brysiewicz34 are shown in Figure 2.

Source: Adapted from Department of Health. A long and healthy life for All South Africans: 
National enteral nutrition practice guidelines for adults. In: Health Do, editor. Pretoria: 
Department of Health; 2016. 
EN, enteral nutritional.

FIGURE 1: Information observed in relation to the implementation of enteral 
nutritional therapy guidelines.

Site Code
Date
Area Researcher notes
EN guidelines/related documents

-

-
Physical environment

-
-

Source: Adapted from Erlingsson C, Brysiewicz P. A hands-on guide to doing content analysis. 
Afr J Emerg Med. 2017;7(3):93–99. https://doi.org/10.1016/j.afjem.2017.08.001 

FIGURE 2: Example of matrix showing how the themes were developed.

Meaning  
bearing unit

Condensed  
meaning

Code Category Theme Evidence

- - - - - Observed/verbal 
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Trustworthiness
Contrasted to Guba and Lincoln,35 whose goal was 
trustworthiness, Morse29 had suggested that the time has 
come to return to the terminology of mainstream social 
science, using rigour rather than trustworthiness. Morse29 
suggested replacing dependability, credibility, and 
transferability with  the more generally used reliability, 
validity, and generalisability. In this study, attempts were 
made through prolonged engagement and persistent 
observation to achieve internal validity as suggested by 
Morse.29 The other validity procedure that was used was 
disconfirming the evidence by disclosing categories that 
were formed a priori in the study, and were then searched 
in the data for evidence that was consistent with, as  
McClement et al.36 did in their study.

Ethical considerations
The study was approved by the University of KwaZulu-
Natal Human & Social Sciences Research Ethics Committee 
(HSS/1495/017D) and KZN Department of Health 
(HRKM413/17), copies of the ethical clearance certificates 
attached as supporting documents. Permission was 
obtained from District office and health facilities, and the 
participants signed informed consent before data 
collection. The participants were not required to put their 
names in the consent form to maintain anonymity. During 
recruitment, the participants were given full information 
about the study including the purpose of the study, and 
the right to withdraw from participation without any 
penalty incurred. 

Results and discussion
Two major themes emerged from the observations, namely: 
facilitators (individual and organisational factors) and 
inhibitors (information gap, capacity gap, funding gap, 
policy gap, administrative gap, objective gap, and 
accountability gap) in guideline implementation. 

Theme 1: Facilitators of enteral nutritional 
therapy practice guidelines implementation
Category 1: Positive attitude and potential conducive 
practice environment

‘... yeah, we definitely need to have knowledge and 
skills for that …’ (P1, female, nurse manager in the hospital,  
58 years old)

‘Yes, we need to be taught about these things, … and I was 
excited that we are also feeding patients via a tube at home in 
South Africa …, it looks interesting …’(P7, female, nurse 
working in the adult medical/surgical wards, 33 years old)

The observed physical structure of the DH has a potential 
of providing a comprehensive assessment and 
rehabilitation of adult patients regarding HEN needs. In 
other countries, through the development of HEN 
policies and guidelines, individualised rehabilitation 
from the time of hospital admission until discharge, is a 
national quality standard.8,37,38

Category 2: Good communication culture
There was a pattern in all three institutions of morning 
gatherings where new documents such as policies and critical 
clinical cases were discussed. In every department that was 
observed, the operational managers would be expecting the 
researcher and would have identified individuals to attend to 
the information needs.

Across all observed institutions, participants showed positive 
attitude, amongst themselves, patients and the researcher. 
They worked in teams, showed etiquette, with effective 
formal channels of communications:

‘I am surprised to see you today, we were told about you and 
were expecting you tomorrow, however, I will allocate someone 
to take you around.’ (P1, female, nurse manager in the hospital, 
58 years old)

Communication demonstrated in all these institutions was 
reported by Ayres and Griffith39,40 to be a facilitator for clinical 
change and guideline adherence. In all three institutions, 
there was a routine of morning gatherings to share 
information about patient care and policy.

Category 3: Teamwork and collaboration
Again, the hospital was noted to have a complete ideal 
nutritional therapy team, namely, the dietitian, doctor, 
pharmacist, professional nurse, speech and language 
therapist, and other categories included management and 
support staff. The responses below denote teamwork and 
collaboration that was observed amongst them. The 
relationship showed by HCPs had a potential to have a 
therapeutic effect on HEN patients:41,42

‘... talking of which, I think they might have somebody on HEN 
… we work well together, I can contact them for you or I can give 
you their number.’ (P2, female, working in nutrition services 
unit, 32 years old)

‘… I think Miss … will be able to help you she is the speech and 
language therapist, she is always involved in the nutrition 
team.’  (P4, female, head of department in rehabilitation unit, 
30 years old)

Category 4: Management/family support
In all institutions and departments, managers provided 
support to the researcher by allocating someone relevant to 
the study to ensure that the researcher got the information 
she needed. For instance, from the chief executive and 
Nursing Service Manager’s office, the researcher was 
referred to the senior doctor, senior pharmacists, area 
nursing manager, senior dietitian and head of the 
rehabilitation unit:

‘Our management is very supportive, especially when it comes 
to issues of growth and development.’ (P6, female, nurse 
working in the adult medical/surgical wards, 27 years old)

‘My family have been very supportive, you can imagine … I 
have been feeding like this for more than 10 years now …, the 
other thing that has kept me going is the support from the 
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hospital X staff. One thing I wish to see happen is getting home 
visits from the dietitian, instead of me always going there.’ 
(P12, male, on home enteral nutrition, 19 years old)

Category 5: Monitoring culture
During data collection, the researcher personally met three 
senior members from the health district office on their 
monitoring rounds in one of the PHC clinics and this is what 
they had to say:

‘… please remember to give us the results of your study so we 
can know where we need to improve our service delivery …’ 
(P10, male, health district office manger, 62 years old)

It was good to note that monitoring was a norm in the district. 
Successful monitoring and evaluation system results in 
improved and relevant policies, a high quality and responsive 
public service delivery and improved quality of life for all 
citizens;43 hence, the joint effort and input by the District Office 
Management, Hospital and CHC Management in the district 
health plan.27 Monitoring may help with the identification of 
residual gaps against the progress made as well as possible 
interventions to bridge them. For easy reporting, results and 
themes of the qualitative analysis are presented as Figure 3. 
Table 1 provides the summary of what was observed.

Theme 2: Factors inhibiting guideline 
implementation
This theme is discussed under seven adopted categories 
called ‘Mind the gaps’, a diagnosis tool for co-ordination and 
capacity challenges in the governance of public policies in 
decentralised contexts as stated by Charbit.44

Category 2.1: Information gap
According to Charbit,44 this type of gap is characterised by 
information irregularities between levels of government 
when designing, implementing and delivering public 
policies. In this study, the participants attested to not having 
information about the national EN guidelines. Gagliardi, 
Marshall et al.45 speculated that the efforts to publicise 
guidelines by guideline developers may sometimes be 
limited by the lack of resources, leading to target users having 
to take responsibility of implementation:

‘… I don’t know about the new guidelines you are talking about, 

they must just bring them … yes, we do provide tube feeding … , 

but we do not have any at the moment … as for PEG [percutaneous 
endoscopic gastrostomy], no we don’t … we get potential candidates 

TABLE 1: A summary of what was observed in the physical practice environment.
Setting ENPGs Physical environment Interactions

A Not available Physical structure: Adult wards; male and female surgical and male female medical wards, OPD, 
dietitians’ office and stoma therapy room attached to OPD, rehabilitation unit next to the medical 
and surgical wards, gateway clinic in hospital premises in a congested prefabricated building

Etiquette, formal channels of communications, 
teams routine morning meetings, clinical rounds, 
case discussions, shared equipment, and rooms 
which promoted collaboration Culture: 
Decision-making considered a collaborative 
process Mandate: Alternative guidelines use 
mandated, management support from 
institutional to district level, monthly monitoring 
visits from district office 

MDT: Dietitian, doctor, pharmacist, professional nurse, speech and language therapist 
Other: management and support staff
Equipment and material: Two feeding pumps in the whole hospital, EN material available

B Not available Physical structure: Outpatients department with X-ray department and small operating room, 
adult consulting rooms, treatment room, pharmacy department, nutritionist/dietitian consulting 
room used for consultation as well as store room
MDT: Dietitian, doctor, pharmacist, professional nurse 
Other: management and support staff
Equipment and material: Medication refrigerator, scale to measure weight and height, measuring 
tape for abdomen, register of patients seen, home visits record book

C Not available Physical structure: Waiting area, staff office, consulting cubicles, treatment room, kitchen, 
nutrition/TB/HIV/AIDS counselling cubicle in an outside building, maternity and general sections
MDT: Professional nurse
Other: HIV/AIDS and nutrition counsellors
Equipment and material: Medication refrigerator, scale to measure weight and height, measuring 
tape for abdomen, register of patients seen, home visits record book

D Not applicable Physical structure: Three formal rural houses, 1 used as reception room and kitchen, 2 used 
as bedrooms for a family of 3. 

Homely atmosphere, positive attitude, strong 
family support and acceptance of the condition 
by family and community

Equipment and material: Old but clean refrigerator to keep food fresh, food blender, 
a homemade table (working surface to prepare food) and a vegetable stand with vegetables 
(butternut, potatoes, carrots)

ENPGs, enteral nutritional therapy practice guidelines; EN, enteral nutritional; OPD, outpatients department; MDT, multidisciplinary team; TB/HIV/AIDS, tuberculosis/human immunodeficiency 
virus/acquired immunodeficiency syndrome.

FIGURE 3: Facilitating and inhibiting factors to enteral nutritional therapy 
practice guidelines implementation.

Negative factors
Information gap,

capacity gap, funding gap,
policy gap, administrative gap,

objective gap, accountability gap

Positive factors
Individual/organisational

attributes
Awareness, knowledge,

attitude
Teamwork managerial/

family support
monitoring culture
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but not a single one has ever come back … I don’t know … maybe 
its transport related …, we sometimes find out that they stay with 
relatives nearer to referral hospitals and when they come back, 
they are off it.’ (P2, female, HCP working in nutrition service unit, 
32 years old)

Lack of awareness and unavailability of the national ENPGs 
was observed in all three health institutions, which is 
consistent with what has been found to be amongst major 
barriers in scaling up nutritional interventions in South 
Africa.46,47,48 This is a concern and to some extent unacceptable, 
given the crucial need for actions against illness related 
malnutrition during recovery and post hospital discharge 
trajectory.49 Vorster, Badham and Venter47 emphasised the 
importance of the provision of evidence-based information 
in the form of guidelines for the public to understand, relate 
to and apply. 

However, despite the fact that practice guidelines and 
knowledge are vitally important to evidence-based practice, 
a gap between the information in the guidelines and the 
knowledge needed to implement them is a known fact.50,51 
Additionally, a gap was also noted with regard to down 
referral system from acute care to community health services. 
The following excerpts imply poor down referral of patients 
on HEN from acute health services to DHs and PHC:

‘… I am sure you have seen as you were coming here … our 
patients travel long distances to come for health services … we 
lose them along the way.’ (P5, male, nutritionist working in PHC, 
29 years old)

‘… I don’t think the guidelines referred to have anything to do 
with us ..., ill patients, when are discharged from hospital don’t 
come straight to us and when they come they don’t have feeding 
tubes  … even when they do come, who is going to do that here ... 
But how … having them doing at home is worse ..., I only read 
about that … never seen it …’ (P8, female, nurse manager in PHC, 
39 years old)

Regarding this, the KZN DoH27 attested that transport 
remains the cost driver in the district in terms of maintenance 
and repairs resulting from poor landscape, terrains and the 
distance in-between service points. This may lead to poor 
patient adherence to nutritional therapy instructions and 
contribute to poor implementation of ENPGs. However, to 
mitigate this problem, the KZN report stated that there are 
Emergency Services and Forensic Services vehicles that are 
managed through district fleet management. Hopefully, that 
will also help in HEN services.

Category 2.2: Capacity gaps
The capacity gap arises where there is a lack of human 
resources, knowledge resources or infrastructural resources 
needed to carry out tasks, regardless of the level of 
government.52 In this study, the participants acknowledged 
the gaps, but at the same time declared an interest and need 
for those gaps to be filled.

‘I remember one time I was called to rescue a situation where a 
patient with a tracheostomy needed suctioning and people were 
not confident to do it … a family caregiver jumped in saying they 
were taught how to do it in hospital X ..., I had to do a quick in-

service training on that … we don’t want the community to lose 
confidence in us …’ (P1, female, nurse manager in the hospital, 
58 years old)

‘… No we don’t do PEGs we just treat and educate patients with 
colostomies and those with suprapubic catheters …, maybe they 
are still going to introduce that … even  when they do come, who 
is going to do that here ... But how … having them doing at home 
is worse ..., I only read about that … never seen it …’(P9, male, 
nurse working stoma therapy unit in hospital outpatient’s 
department, 49 years old)

This following excerpt from participant 12 seems to be 
confirming what the HCPs were verbalising, which is a 
concern. Gagliardi, Marshall45 viewed organisational capacity 
as a determinant for the readiness to implement or adopt 
guidelines:

‘… I do not think that they can help us ..., the last time I went 
there (local clinic) they said they don’t know about PEG 
[percutaneous endoscopic gastrostomy] and they did not have these 
big syringes … that time I also needed some dressings for this 
hole around the pipe, that is why I continue to go to hospital X.’ 
(P12, male, on home enteral nutrition, 19 years old)

Category 2.3: Fiscal gap
This is the difference (or gap) between sub-national 
government revenue and the actual required expenditures 
for a sub-national government to meet its responsibilities and 
implement appropriate development strategies.44,53 In some 
dynamic cases, fiscal gaps may also be characterised by the 
mismatch between budget practices and policy needs. 
The  following extracts are aligned with what Ceronio, 
Mbhenyane54 found in 40 hospitals in Limpopo, South Africa, 
where, nine, had no employed dietitians:

‘In fact, the last time I checked there were only 30 employed 
dieticians in the whole country … it is really problem … I don’t 
know why the government does not employ more because there 
are hundreds of trained dietitians.’ (P2, female, HCP working in 
nutrition service unit, 32 years old)

‘… they talk and talk but do not provide us with resources to 
practice what they say we are doing in paper.’ (P3, male, medical 
doctor working in hospital medical/surgical wards and 
rehabilitation unit, 53 years old)

According to the KZN DoH,27 in the district there are some 
of the posts that have been approved in the organogram but 
are not yet implemented because of the shortage of funds 
for the filling of the post. The limited working space for 
dietitians and two feed pumps for the entire institution are 
an indication of the limited resources, which may contribute 
to non-compliance to ENPGs. The limited space for 
dietitians to function effectively could contribute to 
defaulting of follow-ups and therefore hinder guideline 
implementation:

‘… This is where the three of us work from …, there is only the 

three of us for the whole hospital including the gateway clinic, 

feeder clinics that include the local prison clinic and the 

government old age home.’ (P2, female, HCP working in 

nutrition services unit, 32 years old)

http://www.phcfm.org
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‘We do get NG tube fed patients … our challenge is that we have 
only two feeding pumps for the whole institution [185 bedded 
hospital].’ (P6, female, nurse working in the adult medical/
surgical wards, 27 years old)

Despite the available physical structure for HEN in the 
household, they used a public tap that was located in a 
central point for the whole neighbourhood, a pit privy and 
only one room had electricity. There was no one with a 
permanent job in the family, as such, they had to go bimonthly 
for follow up care because of financial constraints. The 
feeding utensils were left uncovered and were not clean. The 
family care giver stated the following:

‘… It is difficult …, but we are surviving…maybe one day, I will 
get a permanent job … the challenge is I am not educated …’ 
(P11, male, family caregiver, 57 years old)

Participant 2 indicated the shortage of human resources, in 
particular dietitian shortage. This was found consistent with 
what was reported by Tangvik, Guttormsen et al.55 in that 
they had the lowest number of dietitians in their hospital in 
all the Western countries. This meant that physicians and 
nurses had to take over their responsibilities for the patients’ 
nutritional care. Kraak, Harrigan et al.56 recommended that 
collaboration with private companies and their corporate 
foundations can help address complex public health nutrition 
challenges. Another observation made in the selected 
household of unhygienic practices related to the lack of 
resources. It could also contribute to complications, 
readmissions and high care costs to both the state and family. 

Category 2.4: Policy gap
Government health policy has been implicated as one of 
the  important contextual factors hindering guideline 
implementation.57 This type of gap is said to arise when line 
departments take a purely vertical approach to local 
implementation, whilst sub-national governments may be 
better placed to customise complementariness between 
policy fields and concretise cross-sectoral approaches.44 In 
order to be cost effective, sub-national governments have to 
identify relevant paths for local competitiveness and effective 
service delivery, which largely depends on their institutional 
background. Limited coordination amongst line ministries 
may give rise to problems such as administrative overload or 
differences in timing and agenda in managing correlated 
actions.44,58 McKee  et al.57 stated that external factors were 
also implicated and one study45 found that the most important 
barrier to implementation was government health policy. In 
this study, it was mentioned that they only saw the guidelines 
on internet:

‘No we do not have guidelines for tube fed patients here and at 
home … he … eh, maybe they are still going to introduce them … 
we have an open communication channel with the district office.’ 
(P8, female, nurse manger in PHC, 39 years old)

Category 2.5: Administrative gap
The administrative gap occurs when administration scale for 
policy making, in terms of spending as well as strategic 
planning, does not correspond with functionally relevant 

areas.44 This becomes an administrative problem, and leads 
to disintegration of investment projects at local levels.59

Category 2.6: Objective gap
The objective gap refers to different rationalities from 
national and local policymakers leading to resistance in 
adopting common strategies.44 In South Africa, in 2013, 
stakeholders were seen to have different views on the major 
causes and the priority of nutritional problems facing the 
country. The perception was that nutrition action only meant 
provision of food parcels and food gardens and nothing was 
mentioned on nutrition as therapy.31,60 This study has shown 
that in 2018, this was still the case. The following statement 
attests to this fact:

‘you know these politicians are just window dressing, they are 
mimicking what these successful countries like X are doing but 
…, but with them it’s just lip service, they do not provide us with 
resources to practice what they say we are doing in paper.’ 
(P3, male, medical doctor working in hospital medical/surgical 
wards and rehabilitation unit, 53 years old)

Category 2.7: Accountability gap
This gap is described as a lack of transparency of those liable 
for disseminating information related to public policy across 
different constituencies and levels of government.44 In South 
Africa, despite that the guidelines have been developed and 
put onto the inter/intranet, minimal effort has been made to 
draw awareness of potential adaptors about their existence. 
The following quotes are evidence to this:

‘… I have not seen the new guidelines …, they must just 
introduce them with the necessary resources … we were never 
even involved in the development of those, how are we going to 
own them …, we will see.’ (P3, male, medical doctor working 
in  hospital medical/surgical wards and rehabilitation unit, 
53 years old)

‘Yes, we need to be taught about these things, I saw the guidelines 
on the internet and I was excited.’ (P7, female, nurse working in 
the medical/surgical wards on rotational basis, 33 years old)

A well-functioning accountability infrastructure is recommended 
to hold stakeholders accountable for the delivery of nutrition 
services.61 The recommendation was based on the observation 
that accountability is lacking in nutrition in many UN 
member states.61 A summary of this study’s results is 
presented in Figure 3.

Methodological strengths and 
limitations
This study is not without limitations. Direct observation is 
about reality; it covers events in real time and is contextual 
as it covers event context. However, its disadvantages 
include time-consuming and selectivity, which might lead 
to some facts being missed. Another limitation of this study 
is that the observer’s presence might have caused change in 
the observed behaviour. However, to mitigate this, the 
researcher used ‘hanging out’ to establish rapport with the 
participants, which resulted in participants becoming 
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familiar with her, acting normally around her and voicing 
their opinions freely. Furthermore, this type of study 
approach is always criticised for the lack of objectivity as 
the researcher serves as a co-constructor of the truth and 
develops a relationship with the participants, which makes 
objectivity almost impossible.23

Conclusion and recommendations
According to the researchers’ knowledge, this study is the 
first to study the implementation of national ENPGs for 
adults, particularly HEN in the South African context. 
However, despite the lack of awareness and unavailability 
of the guidelines and lack of resources, there were positive 
factors such as institutional or managerial and family 
support and information sharing culture that were found 
to have a potential for promoting effective guideline 
implementation with the provision of implementation 
resources. In essence, the findings of this study identified 
that the ENPGs for adults have not been properly or 
actively disseminated. This study, therefore, may increase 
the awareness of the guidelines and hopefully, lead to 
improved implementation thereof. Consequently, the 
provision of the EN may improve, and complications and 
readmissions may get reduced, thus saving on health care 
costs. In addition, the development of a model for the 
implementation of ENPGs for adults is the ultimate goal. 
There is a need for more research on this aspect as it is 
limited in South Africa.
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