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Appendix A: The designing of the mealtime into daily 
practice with restaurateurs 

This study was conducted with restaurateurs to obtain insights into the daily practice of 

designing the mealtime for a customer experience. By having restaurateurs participate in 

the research, I wanted to understand who has experience on what is designing for the 

customer experience at the mealtime, and what should be considered to deliver an 

enjoyable and pleasant mealtime experience?  

I initially intended to collect a diversity of views from professionals working at different 

types of restaurants, for example, fast food and dining restaurants. However, contacting 

restaurants can be challenging due to the heavy demands on my time spent meeting them 

to discuss the study and receive their feedback and interest to take part in the research. For 

example, four restaurants were contacted in Glasgow but only two restaurateurs 

participated in the study. Both showed their interest in sharing their work experience 

related to the mealtime for customer experience. I conducted interviews focused on how 

restaurateurs create the mealtime for their customers’ experiencing. In each interview, 

open-ended questions were prompted to create dialogues in order to explore the 

restaurateurs’ views about designing. 

A.1 Inviting restaurateurs 

I started by making a list of restaurants and then I contacted them by email to present the 

study aims and inviting them to participate. Here I received their feedback on whether they 

were to participate or not and consequently a meeting was scheduled. Meeting 

restaurateurs was to explain and discuss issues about the study and, consequently, define a 

schedule to conduct the study. Later, we met to discuss the designing of the mealtime. The 

meeting before the interview was significant because it allowed me to personally express 

to the restaurateurs how I considered their participation to be significant to this study but 

also it allowed the restaurateur to get to know me. The preparation and planning took place 

over the period of three months. 
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Figure 1:  An overview of the invitation process. 

A.2 Who participated? 

There were two participants in this part of the study (see Table 1), both restaurateurs of 

dining restaurants. Those restaurateurs were a manager and a chef, as these individuals are 

considered experts in planning and creating the mealtime into daily practice for customer 

experience.  

Restaurateur Specialism Work experience (in years) Type of restaurant Gender 

R1 

R2 

Manager 

Chef  

18 

28 

Dining 

Dining 

Man 

Man 

Table 1:  The restaurateurs who participated in the study. 

The table illustrates who participated, demonstrating the characteristics of the restaurateur 

in relation to their unique identifier code, specialism, work experience and gender. By 

illustrating the restaurateurs’ characteristics, I have introduced those who participated in 

this study. In what follows I will focus on describing how the interviews were conducted. 

A.3 Interviews 

Two interviews were conducted which took place in the restaurateurs’ work places. In each 

interview, I began by thanking the restaurateur for his participation and recapitulating the 

aims of the study to them in order to clarify any issue. Our dialogue was audio-recorded. I 

conducted these interviews following ethical principles, including voluntary participation 

and informed consent form. Starting the dialogue (see Figure 2) with each restaurateur, I 

invited them to talk about their experiences and practices in designing the mealtime with 
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an aim to explore information related to the experiential considerations. In what follows I 

will illustrate the restaurateurs’ voices from their participation in these interviews. 

 

Figure 2:  The environmental overview of the interviews conducted with restaurateurs. 

A.4 Analysis 

Analysing the information involved transcribing all the audio-recorded interviews 

verbatim, and reading and re-reading the transcripts. These interviews were predetermined 

by the question of how to design the mealtime for customer experience. To become 

familiar with the data, I organised and managed the information collected within this 

thematic issue. I especially studied the parts of the audio-recorded interviews where 

participants explained their views on creating the mealtime. The following section 

provides a sample of the issues identified in discussing the designing of the mealtime with 

restaurateurs. 

A.5 Restaurateur 1 

In prompting the question what kind of experience do you want to create at the mealtime? 

the restaurateur revealed his thoughts related with a combination of experiential aspects. 

He said: 

 R1: It’s not just the food that matters (…) the environment and the way the room looks  

 and how the person interacts with their server, the music that’s playing, so every   
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 single facet of what going on around the table is very important and has a really   

 strong bearing on the experience to the person who’s eating and how they enjoy it. 

This view from Restaurateur 1 shows that designing the mealtime is not only a focus on 

food. The restaurateur highlights attention to the importance of environment and social 

context. Think for example, of his views related with sensorial aspects and people’s 

interactions. In continuing our conversation, I was interested in knowing more about how 

the restaurateur ‘constructs’ the mealtime to respond to the enjoyable experience. He 

expressed thoughts in this way: 

 R1: This place is quite old fashioned which is why we use antique roses, antique roses  

 are quite difficult to find (...) but it’s important (...) it’s the same kind of flower   

 every time because people (...) they’re used to it and it’s something unique to   

 coming here. 

 R1: We use (...) antique cups (...) when you get your cup of coffee or cup of tea at the  

 end of your meal (...) every single, guys appreciate it (...) but usually it’s women   

 when they get their cup they look at it and thing oh my god and they look   

 underneath to see where it came from and they look at the spoon and they’re   

 already enjoying it before they’ve even tasted it.  

 R1: When the customer walks in through the door first thing they’ve got to feel is warm  

 especially in Scotland, so when you walk in here you feel a little bit cosy (...)   

 before you sit (...) you get your drink in the bar it’s got to look spectacular it’s got  

 to taste perfect (...) when you sit down (...) your table it’s got to look spectacular. 

 R1: The waiter, the pleasant comment the smile. 

 R1: When they get their food put down on the plate (...) something pretty (...) the cutlery  

 (...) matches the food that you’re going to have (...) it should be a feast for their eyes  

 from start to finish. 

According to this restaurateur, the designing of the mealtime is in creating a stronger 

emotional connection with the customers in particular when the customers’ expectations 

are leaning towards to experience something that he called “unique”. Simultaneously, it 

highlights attention to this idea of designing to provide what customers appreciate. Here 

the restaurateur demonstrated a focus on designing the mealtime in ways of making people 

feel appreciated. This view also shows the importance of social context in experiencing. 

Consider, for example the people who are serving the customer promoting social pleasure 
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by revealing pleasant comments and facial expression. Another interesting point is this 

view of “to look spectacular” which perhaps shows a design intention to seduce or surprise 

the customer through visual appearance. Afterwards, our discussion was related on how 

the restaurateur does coordinate all elements, for example, food, people, tableware and 

others. According to him, it is important to establish a collaborative process, involving 

people with specific roles to work together and in sequential coordination to deliver the 

best experience. He expressed: 

 R1: They’re from the kitchen to the dining room (...) everyone who is working is very  

 (...) clear in what they are doing (...) there’s usually two managers (...) one will be  

 doing (...) the orders from the customers, the other one will be watching the door   

 and making sure everything’s ok (...) the waiters are specifically given certain jobs  

 (...) some of them (...) they’ll be doing the wine. Some of them (...) they’ll be (...)  

 carrying trays of food (...) when it comes to the chef’s they’re very (...) more   

 specific (...) there will be pastry chefs that only do desserts, there’ll be larder chefs  

 who only do starters, there’ll be grill chefs who only cook meat and fish (...) then   

 there’s usually a chef on the pass, there’s usually the head chef (...) everything has  

 to pass his eyes (...) before the plate goes in the lift to get sent down the head chef  

 does the final garnish so his eyes see everything single thing that goes before it   

 gets to the customer. 

This view of Restaurateur 1 demonstrated a “mechanistic” process, revealing 

interconnected services such as ordering, preparing and delivering where a 

multidisciplinary team with different roles are involved in the designing of the mealtime. 

What seems to be highlighted here is the significance of multidisciplinary roles at the 

mealtime in order to create a diversity of elements required to promote an enjoyable 

experience at the mealtime. 

In concluding this conversation, I asked the restaurateur if he had to design a mealtime 

experience for a stroke patient, what did he think would be important to consider for the 

person in that situation?  According to him, the sensorial aspects become important but 

also the ritual of the mealtime such as “things that actually go around the actual food (...) 

the ritual of having a napkin”. The restaurateur seems to show thoughts associated with 

considerations to enhance the environmental experience when eating food can be 

restricted. 
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A.6 Restaurateur 2 

In prompting the question what kind of experience do you want to create at the mealtime?  

the restaurateur began by expressing what he considered important as an experience at the 

start of the mealtime. For example: 

 R2: The customer comes in and (...) as they sit down they are given some bread (...) I  

 want the customer to feel relaxed and I want the food to be tactile (...) really   

 touchy feely so they pick the bread from the basket straight into the dip (...) they   

 have a drink immediately (...) then you relax and read the menu. 

What is emphasised from this restaurateur is that designing the mealtime in this context of 

customer experience is stimulating people’s sensing and feeling. Think, for example, the 

restaurateur expressed thoughts on how designing the mealtime is intentionally created to 

promote certain emotional responses such as relaxed and or what he called a sort of 

“touchy feely”. It seems to show similar views with Restaurateur 1 within this idea of 

designing the mealtime in ways of making people feel appreciated. As our discussion 

proceeded, he added: 

 R2: The food is now more what people know and like (...) designing a menu (...) you  

 have to know what people want but you have to know who your customer is.  

 R2: It’s got to look like someone really cared about making (...) somebody who’s in the  

 kitchen (...) loves cooking, and loves the food you’ve got (...) you’ve got to make  

 that relationship between you and the customer (...) about how the customer is   

 going to eat it, how’s the customer going to approach it (...) is it familiar to the   

 customer (...) it's trust. 

What seems to be highlighted in this view is the designing of the mealtime involving a 

customer-centred approach. Consider, for example, how designing the menu involves 

obtaining an understanding of what people like and want to eat. There is also this view of 

experiencing “loveliness”. According to the restaurateur, showing passion and care about 

designing the mealtime can influence in creating a positive relationship which he called 

“trust” between those who prepare and those who experience. This view of trust seems to 

be significant to influence the customer to experience again. In contrast with Restaurateur 

1, food here is an element continuously highlighted. For example: 
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 R2: It should be easy to eat. 

 R2: There always has to be some colour in food, I think green is a really important  

 colour (...) green looks healthy and it tastes healthy (...) visually (...) the food   

 comes and it's like wow (...) smell (...) it make you hungry (...) it's like 70% of   

 your enjoyment of food is in the visuals and the smells and the other 30% is in   

 eating of it. 

The view from the restaurateur shows designing the mealtime is taking considerations on 

how people are going to eat. Consider, for example, the restaurateur expressed thoughts 

that food should be easy to eat. Simultaneously, the food visual appearance should be 

coloured in order to promote enjoyment. Following this line of thinking, the restaurateur 

expressed thoughts revealing the importance of personalising the mealtime. Creating 

personalisation, as he expressed, is emotionally appreciated. 

 R2: I've got a vegetarian (...) what does this person want to eat (...) what's going   

 to make them feel good and then how do I make it looks good and how do   

 I give them the right amount (...) there was one guy who used to come    

 once a week and he would (...) have haddock fish cake poached egg and    

 béarnaise sauce and he said to me one day you know this is the happiest    

 hour in my week (...) that’s how it can affect you (...) presenting it    

 carefully and making it visually nice (...) people appreciated it more (...) it   

 does emotionally. 

What is emphasised from Restaurateur 2 here is the designing of the mealtime as a 

personalising service to promote personal experience. By saying “what’s going to make 

them feel good”, shows an intention in creating what people appreciate. In return it might 

evoke a positive emotional response.  

By prompting the question if you had to design a mealtime experience for a stroke patient 

what do you think would be important for the person in that situation? the restaurateur 

expressed his views by demonstrating considerations to personalise. He said: 

 R2: It depends on where you’re coming from, there’s so much you can do (…)   

 something like that easy to eat, but it looks spectacular, it also someone’s   

 really made an effort for you and that’s going to make you feel good (…) a   

 bit of fun at mealtime as well. 
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By prompting this question, I intended to gain an understanding of what the restaurateur 

would consider valuable to promote the quality of the patient experience at the mealtime. 

Fundamentally, it was to give him the opportunity to express his opinions about it. The 

views from the restaurateur show an emphasis on the significance of designing 

personalisation by combining elements of aesthetic and joy. 
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Appendix B: Exploring the present mealtime situation 
with healthcare professionals in Portugal 

In this appendix, I will outline a similar study, as described in Chapter 6, but in the context 

of stroke in rehabilitation centre (day hospital) in Portugal. The aim of this study was to 

obtain an understanding of the present situation at the mealtime in stroke rehabilitation 

from the healthcare professionals’ experiences “voices”.  Fundamentally, I intended to 

highlight issues about the patient experience at the mealtime. 

B.1 Inviting Healthcare professionals 

I started by planning the study, involving developing a proposal and conceiving the study 

tools. The first contact with the day hospital was with the Nurse Manager by email where I 

presented the study aims and revealed the criteria for healthcare professionals’ 

participation. Afterwards, I was informed that I would need to send a proposal of the study, 

describing the aims and issues of confidentiality, by email to the clinical committee to 

obtain approval to conduct the study in the rehabilitation centre (day hospital). In doing so, 

I obtained approval and then I contacted the Nurse Manager by email to discuss issues and 

define a schedule for I conduct the study. Through our e-mails we discussed the potential 

participants. The Nurse Manager, on my behalf, discussed the study first-hand with 

healthcare professionals and collected their informed decision on whether they were to 

participate or not. Then I met the healthcare professionals to develop the study. This 

process took place over the period of three months.  

 

Figure 1:  An overview of the invitation process. 
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B.2 Who participated? 

Participants in this study were four healthcare professionals: all clinical practitioners in the 

rehabilitation centre. These healthcare professionals were a nurse, a speech therapist, an 

occupational therapist and a dietician, as these individuals are considered to constitute the 

multidisciplinary team who work with patients at the mealtime within stroke rehabilitation. 

Table 1:  The healthcare professionals who participated in the interviews. 

Healthcare professionals Specialism Work experience (in years) Gender 

HP1_PT Nurse 6 Women 

HP2_PT Speech therapist 6 Women 

PH3_PT Occupational therapist 28 Women 

PH4_PT Dietician - Women 

 

The table above illustrates who participated, demonstrating the characteristics of the 

healthcare professionals in relation to their unique identifier code, specialism, work 

experience and gender. The following sections will focus on describing how the interviews 

were conducted. 

B.3 Interviews, conversations and observations 

Table 2 gives an overview of each interview, conversation and observation to demonstrate 

each design situation: who was interviewed and who was observed, in which space, and 

the length of time. 
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Table 2:  Conducting interviews, conversations and observations. 

Interviewing Observing Interviewing Talking Observing 

Nurse Patients and 

Healthcare 

professionals 

Speech T. 

 

Dietician Occupational T. Cooking 

/plating up 

process 

1 hour 1 hour 47 minutes 

 

15 minutes 15 minutes 1 hour 

Room Dining room  Room Room Room Kitchen 

Rehabilitation centre (Day hospital) 

Before I start to describe how these interviews, conversations and observations were 

conducted, it is important to explain first how these socialised and materialised situations 

were created in order to promote valuable dialogues and collect useful information (see 

Figure 2). 

 

Figure 2:  The environmental overview of the interviews/talks with healthcare professionals. 
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This process started with me individually interviewing the nurse. After I interviewed the 

nurse, she showed me where patients had their mealtimes, revealing a dining room. This 

provided the opportunity to explore issues by talking while watching. In each 

interview/conversation, I began by thanking the healthcare professional for his 

participation and recapitulating the aims of the study to them in order to clarify any issues. 

The nurse and the speech therapist dialogues were audio-recorded the others were not. I 

had conversations rather than interviews with the occupational therapist and dietician, 

following them in their work practices. I conducted these interviews/conversations 

following ethical principles, including voluntary participation and providing information 

about the study and asking them to sign a consent form. 

Starting the dialogue with the nurse and the speech therapist, I invited them to talk about 

their experiences and practices in stroke rehabilitation, following the topic guide (see 

Appendix E). 

B.4 Analysis 

Analysing the information involved transcribing all the audio-recorded interviews 

verbatim, and reading and re-reading the transcripts. These interviews were predetermined 

by the three main themes: i) the main impacts of stroke, ii) the stroke pathway, and iii) the 

mealtime for patients in rehabilitation centre. To become familiar with the data, I 

developed a visual map (see Figure 3), grouping the information in each theme by each 

individual and also the information collected using a notebook and digital camera.  



 

360 

 

Figure 3:  Mapping the information reported by the healthcare professionals and collected in the 

notebook and by the digital camera. Here the healthcare professionals’ voices were underlined as 

HP1_PT (orange), HP2_PT (yellow), HP3_PT (rose) and HP4_PT (green) to help identify who the 

insights come from. 

The following section provides, from the analysis of data, a sample of some of the issues 

identified in discussing the theme about the mealtime, using samples of quotes/statements 

made by the healthcare professionals. 

B.5 The mealtime in rehabilitation centre 

The healthcare professionals’ views related with the patient’s conditions at the mealtime. 

HP2_PT_Speech therapist: Patients with swallowing difficulties requires texture 

modified, everything is gradual in rehabilitation, if the patient starts with a purée then 

goes to soft food and then onto habitual food.  

(Há uma suspeita da alteração da deglutição é pastoso tudo na reabilitação é gradual se iniciou 

com uma pastosa depois vai-se avançado para a mole e da mole para a geral). 

HP1_PT_Nurse: At mealtimes monitoring is done every day because we stand with 

them at all their mealtimes. At mealtimes a check is done to see if the patient choked, 

or make more of an effort to swallow a particular food, if they take a long time to 

chew, if they put food on their mouth and don’t realize they still have food in their 
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mouth. We need to be at their side to alert them. Our aim is to record their meals for 

our colleagues to access the information and pass it to the dietician.  

(O acompanhamento em refeitório é feito diariamente por nós, porque somos nós que estamos 

com os utentes no refeitório todas as refeições. Na refeição é feita uma vigilância para ver se o 

doente se engasga, ou se fez mais força para engolir um determinado alimento, se demora mais 

tempo a mastigar, se mete a comida à boca e não se apercebe que tem lá a comida acumulada. 

Nós temos que estar ao pé deles [para] chamar à atenção. A nossa preocupação é deixar isso 

registado na colheita de dados para todos os colegas terem acesso e passar essa informação à 

dietista para ela ter em atenção). 

HP2_PT_Speech therapist: Initially, it is made an assessment. If the stroke patient has 

communication difficulties speech therapy is carried out in terms of coordination of 

breathing to enable speech, joint movements for reading and practice to check if they 

have the abilities to develop speech. Regarding swallowing, an evaluation is done to 

check if they have problems and with what type of food whether it is solids or liquids.  

(Sessão inicial é feita a avaliação. Se o utente com AVC tem uma alteração da comunicação é 

feita uma intervenção ao nível da fala em termos da coordenação da respiração para falar, de 

movimentos articulatórios, de leitura e prática para ver se tem capacidades para desenvolver a 

fala. No caso das alterações da deglutição fazemos uma avaliação em que tipo de alimentos è 

que há alteração, se nos líquidos se nos sólidos).  

HP3_PT_Occupational therapist: In the first week, an assessment is done with the 

patient to evaluate their abilities. In the second week, an action plan is developed for 

the patient relearning movements, functions which enable the patient have maximum 

autonomy.  

(Na primeira semana é feita uma avaliação do doente, quais são as suas capacidades. 

Na segunda semana vamos planear uma estratégia com o doente para reaprender 

movimentos, funções para que ele possa obter o máximo de autonomia possivel). 

HP4_PT_Dietician: Trying to understand the cause of food refusal, it is the smell, 

look; it is trying to respond to the patients’ expectations. The doctor and the dietician 

plan their meals.  

(Perceber a causa da recusa alimentar, é o cheiro, o aspecto, tentar responder às 

expectativas do doente. O médico e a dietista planeiam as refeições). 

The healthcare professionals expressed their views through a diagram that illustrated 

different types of food involving six scales of textures: a) smooth and pourable: b) smooth 
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and thin: c) smooth and thick purée: d) moist and some texture: e) soft and moist; and f) 

solid (see Figure 4). 

 

Figure 4:  The healthcare professionals’ views in the interview focusing on the texture of food for 

patients affected by stroke. 

HP2_PT_Speech therapist: The diet changing from habitual to modified (…) the 

patient isn’t used to it, the unpleasant look, the food which is the same as only the 

colour and smell change. The patient loses their interest to eat. 

(Alteração da dieta geral para uma dieta pastosa ou dieta mole (…) a pessoa (…) não 

está habituada, o aspecto desagradável é tudo igual só a cor é que muda e o odor (...) a 

pessoa perde o interesse pela alimentação).  
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Figure 5:  The researcher’s observations in the kitchen focusing on the texture-modified food. 

Figure 5 illustrates a type of texture-modified food as a meal for patients. Although the 

researcher was looking at meat and peas, they all have the same grade of texture suited to a 

particular patient’s needs. Observations were performed in the kitchen environment, which 

identified a cooking and plating up food process, demonstrating that food is cooked on-site 

following the dietician’s recommendations for each individual patient. 

The healthcare professionals expressed their views through a diagram that illustrated three 

different types of tableware: a) standard tableware; b) standard tableware with adaptations; 

and c) specialised (or specially adapted) tableware (see Figure 6). 
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Figure 6:  The healthcare professionals’ views in the interview focusing on the tableware. 

HP1_PT_Nurse: The bib, the plastic food guard on the plate and thickening of the 

spoon handle and a straw for the patient who has a tremor.  

(O babete, o rebordo de prato, o engrossador de colher, e a palhinha para o utente que 

tem tremor).  

The healthcare professionals showed their views related with patients eating. 

HP1_PT_Nurse: They are going to depend on others to alert them that there is food on 

the other side and turning around the plate. 

(Vão estar dependente de outra pessoa para chamar a atenção que à alimentos daquele lado, ir 

chamando a atenção para ir rodando o prato).  

HP1_PT_Nurse: Encouraging the patient never to talk while they eat, and not to put 

more food in while they already have food in their mouth, to be able to chew food 

well. It is necessary to be near them to explain everything because they need practical 

stimulus. 

(Incentivar a pessoa a nunca falar enquanto está a comer, a não meter mais comida na boca 

enquanto tiver alimentos na boca, a conseguir mastigar bem os alimentos. É preciso estar 

sempre ao pé deles, a explicar-lhes tudo, porque eles precisam de estimulo na prática). 

HP2_PT_Speech therapist: Many of them need assistance, not only to cut food but 

also to control speed and the quantity of food put [in the mouth]. If they have 

dysphagia (…) they need to eat using some techniques of head flexion otherwise they 

will choke, spit or vomit.  
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(Muitos deles necessitarem de terceira pessoa, não só, para fraccionarem os alimentos como 

em controlar a velocidade e a quantidade de alimento que é introduzida [na boca]. No caso de 

existir a “dysphagia” (...) tem de ingerir utilizando algumas técnicas, flexão da cabeça, caso 

contrario vão-se engasgar, cuspir ou vomitar).  

 

Figure 7:  The researcher’s observations while patients were eating. 

Figure 7 illustrates notebook notes and illustrations made in the dining room environment, 

demonstrating some patients’ difficulties to eat and healthcare professionals or family 

around helping. Moreover, the healthcare professionals also expressed their views about 

patients at their mealtimes in this way:  

HP2_PT_Speech therapist: Patients are usually seated at long tables to interact with 

others which is good as they can see other patients with more or less acute eating 

problems and it gives a perspective of how they can improve which is important to 

adapt to living with their difficulties.  

(Utentes geralmente estão distribuídos por mesas muito longas e acabam por socializar entre 

eles, o que é bom porque vêem outras pessoas com problemas de alimentação que dá uma 

perspectiva de que podem evoluir ou que há outros como eles e acaba por ser importante 

habituam-se a viver com essas dificuldades).  

HP2_PT_Speech therapist: For some patients it was important to eat alone in a very 

peaceful environment to enable them to take control of all strategies such as not 

speaking and being attentive. 
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(Há utentes que era importante comerem sozinhos, num ambiente muito calmo para terem um 

controlo de todas as estratégias, inclusivamente o de não falar, de não estarem desatentos. 

Portanto para alguns utentes é necessário um afastamento da confusão).  
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Appendix C:  Ethical approval by the Health Research 
Authority in the UK 
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Appendix D:  Ethics application via IRAS 
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Appendix E:  Phase 1 – Topic guide to interview 
healthcare professionals 

 

ABOUT YOUR ROLE 

1) What is your role and specialism within stroke care and rehabilitation? 

2) What training and qualifications have you had? 

3) How many years have you been working in this area? 

4) Where do you see and work with stroke patients? 

5) Can you briefly describe a typical consultation(s) / session(s) with a stroke patient? 

6) What, in your opinion, are the main impacts of stroke on patients that you treat, for 

each of the following? 

 What is the neurological impact? 

 What is the physical impact? 

 What is the social impact? 

 What is the psychological impact 

 How do you decide when people are ready to move on to another care stage? 

 

ABOUT THE STROKE PATHWAY 

My understanding of the stroke pathway is shown in the diagram.  

7) Is this how you see the stroke pathway? If not, how would you draw this? Are there 

any stages missing? 
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8) At what stage(s) in the stroke pathway do you see patients? 
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9) What types of assessment are used to allow a patient to move from the stroke 

treatment to rehabilitation and from rehabilitation to home? 

10) How do you define independence? 

11) What level of competence do patients require? 

 

MEALTIMES 

12) How do these stroke conditions affect people at mealtimes? 

 How is their particular condition assessed with relevance to eating and drinking? 

 What proportion of patients need assistance? 

 What kind of problems can patients have at mealtimes? 

 What are the reasons for a patient needing care assistance to eat? 

 Can you give me an example? 

 How do you try to minimise these problems? 

 What difficulties do patient have with eating? 

 What techniques and/or methods do you use to minimize swallowing / eating difficulties? 

 What causes them to lose appetite and interest in eating? 

 

My understanding of the texture of food is shown in the graphic.  

13) Is this how you see the stroke texture of food? If not, how would you explain this? Is 

there any type of food missing? 
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14) What type of food might patients eat? 

 What is the number of patients who can eat solid food? 

 How do you take into account patients’ likes and dislikes about food? 

 Do they express ‘food memories’ associated with certain food? 

 

My understanding of the tableware standards is shown in the graphic.  

15) Is this how you see the stroke tableware standards? If not, how would you show this? 

Is there any type of product missing? 
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16) What type of design tableware/cutlery might patients use? 

 How many patients use standard tableware to eat? 

 How many patients need to use special tableware?  

 Can you give me an example of tableware used by stroke patients? 

 What do you think is the best way to help them to eat? Why? 

 Do you know of any good examples of tableware – perhaps that you do not use but wish 

you could obtain? 

 

17) How is rehabilitation important to help people eat? 

 Who plans their meals? 

 What guidelines are available in the kitchen to prepare meals for stroke patients? 

 Are there certain strict procedures which staff who are preparing meals have to follow? 

 How are social interactions stimulated at mealtimes? 

 

OTHERS 

18) Is there anything else you think important that we have not discussed? 

19) It would be helpful to be able to observe stroke patients at mealtimes. Would this be 

possible and what would be the procedure I would have to observe? 

 

Thank you 
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Appendix F:  Phase 2 – Topic guide to interview patients 

 

ABOUT YOUR STROKE 

1. Can you remember how long you were in hospital? 

2. What was the most annoying thing that you experienced during hospital mealtimes?  

3. How did you deal with them?  

4. Did you receive care assistance during hospital mealtimes? 

5. Can you explain why you needed care assistance? 

6. Did this change over time during your stay? 

ABOUT YOUR MEALTIMES 

My understanding of the mealtimes for patients in stroke rehabilitation in hospital is shown in the 

diagram. (Show diagram to participant) 
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I would like to talk with you about your experience during a typical mealtime in hospital, for 

example an evening meal, throughout 3 stages: BEFORE, DURING and AFTER THE MEAL. 

5. Can you tell me the differences between the events of waiting for food, receiving 

food, eating food and after eating at your mealtime? 

 What happened at each of these stages? 

 How long did each take? 

 What good or bad things happened during each stage of the mealtime? 

 

BEFORE THE MEAL 

My understanding of the type of environment you ate your food in is shown in the picture. (Show 

picture to participant) 
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6. Is this similar to the ward environment you were in, in hospital? If not, how would 

you describe this? 

 Where were you sitting to have your meal? Why? 

7. In what ways was it an attractive or unattractive place to eat?  

 Did smells affect your appetite?  

 What kinds of smells were there?  

 Were these smells consistent or inconsistent throughout each of these stages? 

 Did ward noises affect your appetite?  

 What the sounds did you heard?  

 Were these sounds consistent or inconsistent throughout each of these stages? 

 Did what you saw around you affect your appetite?  

 What were you seeing and/or looking at while you were waiting for food?  

 Were these sights consistent or inconsistent throughout each of these stages? 

 Did you know what meal you were getting? If not why? 

 Did you receive care assistance at this stage?  

 Can you explain why you needed care assistance? 

 Can you tell me how the care assistant and/or ward staff assisted you throughout each of 

these stages? 

 Did social interactions affect your interest to eat?  

 What kind of social interactions did you have there?  

 Were these social interactions consistent or inconsistent throughout each of these stages? 

 

DURING THE MEAL 

My understanding of the type of food you received at your mealtime in the hospital is shown in the 

picture. (Show picture to participant) 
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8. Is this what the food looked like? If not could you describe it? 
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9. How did you find the visual appearance of the food at your mealtime? Can you 

explain your reply?  

 What was the shape like?  

 What was the colour like?  

 How was it arranged on the plate?  

 What did you think when you saw your food for the first time?  

 Did you express your likes and dislikes about the appearance of food to anyone? Why? 

 Did the care assistant and/or ward staff take into account your likes and dislikes about the 

appearance of food?  

10. Did this appearance of food stimulate your appetite, or not? Why?  

My understanding of the way you ate your food at your mealtime in the hospital is shown in the 

picture. (Show picture to participant) 
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11. Can you tell me about the care assistance during your meal? 
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 In what ways did the care assistant help you eat?  

 Did these ways of care assistance affect your interest to eat?  

 Can you give me an example? 

12. Can you remember any form of social interactions during your meal? 

 How did you find the social interaction between you and other patients during your meal? 

 Can you give me an example? 

 

AFTER THE MEAL 

My understanding of the way you finished your mealtime in the hospital is shown in the picture. 

(Show picture to participant) 

 

 

 

14. Can you tell me what kind of thoughts came to mind after this mealtime in 

hospital? 

 Did you see this mealtime as a good experience, or not? Why? 

15. How did you see the best mealtime experience?  

 What is the place like? 

 What is the appearance of food like? 
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 What does this mealtime experience mean to you? 

 

OVERALL 

16. What in your opinion, are the positive aspects you experienced at mealtime during 

your hospital stay? 

17. What in your opinion, are the negative aspects you experienced at mealtime 

during your hospital stay? 

OTHERS 

18. Is there anything else you would like to mention that you thought about whilst we 

have been talking? 

Thank you for participating in my study and I very much welcome your input 
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Appendix G:  Phase 1 – Sample coding and charting data 
in interview transcripts with healthcare professionals 

Section 1: Developing a working analytical framework 

Theme  The main impacts 

of stroke 

The stroke care pathway The mealtime in hospital 

Sub-themes Neurological (N) 

Physical (PH) 

Social (S) 

Psychological (PS) 

Hospital (H) 

Day hospital (C) 

Home (HO) 

Eating difficulties (ED) 

Team assessment (TA) 

Eating process (EP) 

Section 2: Coding data 

Coding   HP2_SPEECH THERAPIST 

 

Notes 

N 
 
 
 
 
 
 
N 
 
 
EP 
 
 
 
 
PS 
 
 
 
 
 
S 
 
EP 
 
 

149 
150 
151 
152 
153 
154 
155 
156 
157 
158 
159 
160 
161 
162 
163 
164 
165 
166 
167 
168 
169 
170 
171 
172 
173 
174 
175 

 

Well obviously the neurological impact is why they have 
swallowing difficulty to begin with because the majority 
of patients don’t have anything wrong with their swallow 
beforehand it’s interesting for me to, I find it interesting 
to find out what the CT results is where the stroke has 
occurred because obviously certain areas of the brain 
will effect swallowing more than others and it’s useful 
for me, I, to know that detail. The neurological impact is 
great I mean it’s massive but for some patients on the 
swallow side of things it’s quite minimal and it’s enough 
to be given advice on what to do, take little sips rather 
than big drinks you know and general advice, but often 
texture modification is required so it has a huge impact.  
Well obviously patients become dehydrated, they can 
lose weight, they have, it can affect their ability to rehab 
if they don’t if they’re not nutritionally stable. I’m trying 
to think, their fatigue levels, they’re already very 
fatigued because they’ve had a stroke, they tire quickly 
so they’ve no stamina, it’s all these things. 
Social impact, eating and drinking is a very social thing if 
someone’s on a textually modified diet it looks different 
from what other people are getting. / They don’t 
necessarily have a choice, where as other people are 
given a choice / because the kitchen prepares food that 
is suitable for them, it’s not necessarily what the 
individual necessarily likes and I’m sure that’s going to 
be a big part of what you’re doing. 

 

 

 

 

 

 

 

Swallowing 

difficulties require 

modified meals 

 

 

 

 

 

 

Patient fatigue 

 

 

 

HP aknowledging 

the mealtime as a 

social aspect 

 

Lack of choice 
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Section 3: Charting data 

The stroke care pathway 

 Hospital 

 

Day hospital Home 

HP1 We’re acute stroke ward (…) we see 
them from the very start (…)  from 
within 4 hours of their stroke. (Line 86) 
 

 We have a team who take the 
patient home as soon as they can 
transfer they go to discharge and 
treat them from their own home 
they’ve got physios, OT’s, speech 
and language and nursing in that 
team. (Line 74)  
 

HP2 The patients who come into the hospital 
who are suspected of having a stroke 
have a differential diagnosis of stroke 
have a water swallow test, a water 
screening by the nursing staff and 
myself and colleagues train the nurses 
to provide the screen, screening 
assessment. (Line 48) 
 
At an earlier stage I would say 
assessment and rehab can often begin 
right away, we use the early 
mobilisation model (…) CT scan (…) 
diagnosis (…) the rehab phase starts 
right away as soon as you put someone 
on recommendations. (Line 217) 
 

 Getting them home from here with 
the early supported discharge 
team the CARS team, that’s the 
team of therapist that would go 
into the house and work with 
the patients (…) the intensity of 
therapy is much less. (Line 247) 
 

HP3 They come into the hospital and they 
get their initial medical treatment 
involved (…) very quickly in sort of early 
rehab early mobilisation (…) getting 
them up getting them out of bed. 
(Line 113) 
 

They can then be referred onto 
rehabilitation teams for home but that’s 
not always appropriate for everybody. 
They can also be referred to our day 
hospital. (Line 118) 
 

 

HP4 Initially (…) you’ve got acute stroke 
Treatment(…) medically they’ve got to 
Be stabilised (…)and then (…)  they like 
to get them early mobilisation (...) acute 
can kind of overlap with rehabilitation. 
(Line 133, 137, 147) 

 We also have early supported 
discharge (…) where they go home 
maybe slightly earlier but they 
continue their rehabilitation at 
home and physios and 
occupational therapists will go 
into the home and they’ll basically 
rehab at home. (Line 192) 
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Appendix H:  Phase 2 – Sample of coding and charting 
data in interview transcripts with patients 

Section 1: Developing a working analytical framework 

Themes  Before (B) During (D) After (A) 

Thematic colours Sensorial 

Physical 

Social 

Emotional 

 

Section 2: Coding data 

Coding   P3 

 

Notes 

 

 
 
 
D 
 
 
 
 
 
 
 
D 
 
 
 
 
D 
 
 
 
D 

248 
249 
250 
251 
252 
253 
254 
255 
256 
257 
258 
259 
260 
261 
262 
263 
264 
265 
266 
267 
268 
269 
270 
271 

 

See I very very rarely ate, I won’t say it looked like that 
‘cause that looks quite nice, but that was nothing like 
what I ever had I only ever had like a baked potato. But, 
but the actual receiving of this there was never anyone 
there with you throughout your food, / so that’s a big 
difference. They just used to give you it and then go away 
again.  
How did you find the visual appearance of the food at 
your mealtimes? 
Not very attractive, not very attractive.  
So what do you mean by not being attractive? 
Cause like when you get food and I’m quite a fussy eater 
as it is but I tend to when I get food if it doesn’t look 
appealing then it’s not appealing and a lot of the time the 
food was very very unappealing. / It was as if it had just 
been slapped onto a plate.  
So what was the shape like?  
It wasn’t the shape, it was just like a big bundle slatted on 
the middle of the plate. 
And what was the colour like, do you remember?  
Not really as I say the only kind of meal I every really 
tended to have was a, I used to try the baked potato. The 
only thing about it was the actual potato itself could have 
been a lot softer in order for people to eat it, / I found it 
quite hard. 

 

 

 

 

 

 

 

 

 

Unattractive/ 

Unappealing 

food 

 

 

 

 

 

 

 

 

 

Food texture 

 

Patient 

difficulties 
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Section 3: Charting data 

 Before During After 

P1 The toilet was next door to my bed 

(…) Urine (Line 121) 
In bed (Line 113) 

I could not talk to the other patients. 

(Line 189) 
 

 

Not appetising. It looked like a normal meal but 

not nice to look at. (Line 220) 
They fed me with a tea spoon. (Line 244) 

They would sit on a chair beside me. (Line (204) 

They did not talk while I was eating. (Line 206) 
I imagined I was eating. (Line 9) 

I could not eat like others. (Line 104) 

 

The meal was recorded on a 

chart, what I eat. (Line 81) 
No interactions. (Line 266) 

None of them were better 

than the other. (Line 288) 

 

P2 I could smell the soup (…) They were 
consistent. (Line 91, 96) 

I mean you could tell if it was a 

Monday or a Tuesday cause of the 
meals. (Line 98) 

In bed (…) Because I couldn’t get up. 

(Line 69) 
where I was everybody was in bed you 

couldn’t move, you couldn’t get up. 

(Line 240)  

 

I wasn’t eating, I didn’t lie there 
thinking oh I wish I could have that. 

(Line 246) 

 

Jealousy (…)Because the 
rest of them have had 

something to eat  

and I haven’t, I never had 
any food at all. (Line 199) 

 

P3 It was quite bland(…) it didn’t smell 

of roses (…) see they the disinfectant 

wipes and things like that (…) there’s 
a really strong smell of that 

sometimes.  

(Line 154)  
We kind of usually they came in with, 

about fifteen, twenty minutes 

before(…) you would decide whatever 
you were wanting. (Line 54) 

There wasn’t really (…) the other 

three women that were there but it 
never affected us eating (…) we used 

to have a little gab and that but that 

was it. (Line 234) 
You’re always staring at the same 

people, you’re always staring at the 

same four walls, it always seems to be 
the same food you’re getting offered 

(…)it was always the same things you 

were getting offered. (Line 429, 435) 

 

When I get food if it doesn’t look appealing 

then it’s not appealing and a lot of the time 

the food was very very unappealing. / It was 
as if it had just been slapped onto a plate. 

(Line 259) 

I had the left hand side but I still found that some 
of the meals were pretty difficult as in cutting 

(…) because I can’t cut it or things like that.  

(Line10, 17) 
I just used to struggle with a knife, like a fork. 

They just used to bring the food out to you, leave 

you with it. (Line 70) 
Being so young I think you don’t really want to 

have to ask somebody to have to cut your food 

for you. So I think the most annoying thing was 
that you couldn’t get some meals and you were 

probably thinking about it when you were seeing 

it, oh no I can’t eat that. (Line 12) 

 

They would just sort of start 

going back round again an 

collect everybody’s trays. 
(Line 82) 

Time to go to sleep 

 (Line 379) 
I was never satisfied by 

meals. (Line 381)  

 

P4 With my chair here and the toilet right 

there (…) In and out, in and out, in 

and out all day (…)It was just a smell 
of a toilet (…) it wasn’t really a nasty 

smell (Line 299, 312)  

We were in our bed waiting, and when 
the trolley came round, and on the 

trolley there would be meals on it.  

(Line 100) 
Nobody, just talking(…) patients and 

nurses. (Line 381) 

There was a total lack of choice (…) 
the soup, it wasn’t conventional and I 

don’t like barley, that’s what you got 

and I hate barley (…) I said what is 
this? The only thing you got. (Line 7) 

 

See the roast potatoes you can’t cut an 

inch, can’t cut them with your knife 

see the skins in them solid. (Line 425) 
What really turned me was the so called mashed 

potatoes. (Line 442) 

I haven’t got the strength in that hand 
and I tried to struggle with this hand I 

just couldn’t, just  had to get one of the 

nurses or whatever was serving the 
meals to help. (Line 252) 

You eat alone in your bed. (Line 129) 

I’d say to the nurse that meal was rotten. (Line 
64)  

There was nobody really to complain to (…) 

They’d come round and say did you enjoy that 
meal or what? (Line 67) 

The nurses just took (…) 

your dishes away, took your 

cups and saucers, cutlery 
and plates, they took them 

away. (Line 138) 

You were in bed you just 
stayed in bed. (Line 147) 

Sometimes I spoke, depends 

who the person, who’s there 
some people weren’t able. 

(Line 552) 

Thank god it’s over and 
done with (…) Because the 

meals absolutely rotten, 

rubbish. (Line 677) 
 

 

P5  

 

It’s not an attractive place to eat is in 

the hospital. (Line 201) 
I was in the ward, four in a ward and 

just sitting there. (Line 31)  

I spoke to them (…) Just everyday 
things. (Line 84)  

Just four women in the ward, talking 

and the television. (Line 299) 

It was different colours it depended what it was 

(…) I got em… cauliflower cheese(…)  And I 
couldn’t get enough of it, it was beautiful. (Line 

323, 329) 

I couldn’t hold the fork (…) my hand shook, so I 
had to use my right hand with the fork because 

the minute I lifted that up it was going like that 

and the dinner was falling off the fork, so I had to 
sort of dig in with the fork. (Line 154) 

They just came and took it 

away (…) They just asked 
me if I’d enjoyed it. (Line 

95) 

Just started talking away 
again to the other woman 

that was in the ward.  

(Line 174) 
I enjoyed it. (Line 380) 
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Appendix I:  Phase 3 – Sample of coding and charting 
data in workshop transcript with patients 

Section 1: Developing a working analytical framework 

Magical game 

Thematic colours Sensorial 

Physical 

Social 

Emotional 

 

 

Section 2: Coding data 

Coding   Magical game 

 

Notes 

 

 

 

 

P1 

 

P2 

 

616 
617 
618 
619 
620 
621 
622 
623 
624 
625 
626 
627 
628 
629 
630 
631 
632 
633 
634 
635 
636 

S: ok we wait a little bit more. I know P1’s prepared to 
tell us her story.  
F: yeah, that’s what I like.  
S: ok so can we start…  
S: yes 
S: To tell our stories?  
S: yes 
S: P1 you would like to be the first, I can see you are… 
P1_F: she’s anxious. An Indian restaurant, the smell of 
curry and different smells from the kitchen, tables all 
decorated with candles which are lit with different 
colours and tables with placemats.  
S: good thank you. How about you P2? 
P2: I’m going on somebody’s boat, with the barbeque on 
the back of the boat so you’re getting the smell of the 
smoked food and putting a couple of steaks on barbeque. 
And then on the plate and inside the boat it’s no very 
comfortable but the plate on my lap and a glass of wine.  
S: oh that sounds a good story too.  
F: don’t forget the wine.  
P2: aye you’ve got to have some alcohol.  

 

 

 

 

 

 

 

Ambience 

(smells) 

(visual) 

 

 

 

Ambinece 

(smells) 

 

 

Self-control 
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Section 3: Charting data 

P1 P2 P4 

she’s anxious. An Indian 

restaurant, the smell of curry and 

different smells from the kitchen, 

tables all decorated with candles 

which are lit with different 

colours and tables with 

placemats. (Line 624) 

A family sitting round the 

table and the meal brought in, in 

different dishes( ...) of different 

food( ...)choosing an appetising 

dish. (Line 554) 

socially ideally for her would be 

the Grandson’s playing their 

games and I laughing at them 

and helping them when required. 

Typical grandmother (…) 

listening to them listening to 

their wee jokes. (Line 694, 698) 

She has said the satisfaction of 

feeling full and feeling drowsy. 

(Line 701) 

I’m going on somebody’s boat, 

with the barbeque on the back of the 

boat so you’re getting the smell of the 

smoked food and putting a couple of 

steaks on barbeque. And then on the 

plate and inside the boat it’s no very 

comfortable but the plate on my lap 

and a glass of wine. (Line 629) 

Al-a-carte. (Line 556) 

I was out one afternoon and I 

come in and I was hungry and I popped 

my head round in the dining room and 

there was a local Sheriff, Sir Steven 

Young and saw me and gestured that 

he wanted to talk to me. So I went and 

sat down at the table and I was 

starving and (clears throat) and he was 

just saying his daughter had been out 

drinking in different hotels in the 

Peninsula and he wasn’t very happy 

about it and I was trying to tell him 

that I knew who she was and she 

hadn’t been in here drinking because 

she was underage and that was all (...) 

to go to the pub and get a drink and a 

fag. (Line 667, 686) 

I was thinking hurry up and get across 

to the pub (...) I was thinking(...)I 

wanted to be more sociable after the 

meal (...) interact with the other people 

(...) have a drink and a fag (laughs). 

(Line 709, 722) 

Aye, going to McDonalds 

with my Grand weans (...) 

Going to the McDonalds for 

the afternoon (...)you can 

smell the chicken and chips 

and that (…) the people going 

about and other people 

talking (...) it was quite good. 

(Line 658, 671) 

See what’s happening 

and going on around you 

(…) you can pick up what you 

want to on yourself, have your 

meal by yourself. (Line 574) 

Well eh my daughter 

in law and son and the kids 

and sometimes my daughter. 

(Line 708)  

You get a good tuck in(...) 

quite happy (...) em… enjoyed 

being there. (Line 642, 651) 
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Appendix J:  Phase 3 – Sample of coding and charting 
data in workshop transcripts with healthcare 
professionals 

Section 1: Developing a working analytical framework 

What if? 

Themes Before (B) During (D) After (A) 

Thematic colours Sensorial 

Physical 

Social 

Emotional 

 

 

Section 2: Coding data 

Coding   What if? 

 

Notes 

B 
 
 
B 
 
 
 
 
B 
 
 
 
 
B 
 
 
 
 
 
 
 
 
 
B 

 

100 
101 
102 
103 
104 
105 
106 
107 
108 
109 
110 
111 
112 
113 
114 
115 
116 
117 
118 
119 
120 
121 
122 
123 

P6: Like the smells of the food, you know you get the 
smells wafting through from the kitchen.  
P1: He’s very enthusiastic isn’t he, he’s very enthusiastic 
about what he’s cooking.  
Tell me about enthusiastic, what do you mean by 
enthusiastic?  
P1: He’s very passionate about what he put’s in his food, 
he loves his spices and all things like that and he’s very 
passionate about his taste. Everything has to taste good 
not just look good but taste.  
And around of her what things could happen you see 
that Jamie Oliver could provide to….? 
P1: Something nice to look at. 
Ok  
P1: As in him  
(Laughter from the group)  
Do you have an example to give me, what kind of things, 
these nice things.  
P6: Not that you can put on tape  
(group laughter) 
P5: I suppose good food, it doesn’t make a difference 
really when it’s good quality.  
Yeah  
P6: I guess you’ve got that expectation because it’s him  

Ambience 

(smells) 

 

Empathy 

 

 

 
 

Empathy 

 

 

 

 

 

Ambience 

(visual) 

presentation 
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Section 3: Charting data 

Before During After 

P5: Like the smells of the food, you 

know you get the smells wafting 

through from the kitchen. 

(Line 100)  

P1: Something nice to look at. 

(Line 112) 

P5: I suppose good food, it 

doesn’t make a difference really 

when it’s good quality. (Line 120) 

P5: It’s the interaction. (Line 142) 

P1: They take in what they person 

that they’re cooking for, what they 

like. (Line 202) 

P5: You’d be hoping that 

he was going to come out and say 

hello to you. (Line 137) 

P1: He makes everything a 

joke, he makes things funny by 

the comments that he makes when 

he’s doing the cooking. He 

involves people as well. (Line149) 

P5: And yeah he can be quite 

amusing and he’s so enthusiastic 

about the food that he talks about 

it’s not as much about making 

jokes for him it’s about “wow look 

at this”(Line 175) 

P5: He’s very enthusiastic isn’t he, 

he’s very enthusiastic about what 

he’s cooking. (Line 102) 

P1: He’s very passionate 

about what he put’s in his food, 

he loves his spices and all things 

like that and he’s very passionate 

about his taste. Everything has to 

taste good not just look good but 

taste. (Line 106) 

P5: He’s got a good sense 

of humour too though hasn’t he. 

(Line 140) 

P1: It’s his personality. (Line 147) 
 

P1: It’s to look nice for you, you 

don’t want it just all shoved in a 

bundle in the middle of the plate, you 

want it presented well so that 

everything complements each other. 

(Line 248) 

P1: and they all have the same 

presentation so it’s very pleasing to 

the eye, (Line 256) 

P6: It’s that’s thing that when 

you eat there is so much happens 

before you put that first bite in your 

mouth it’s about the smells and it’s 

about if something comes down and 

it’s on your plate and it’s just 

presented really nicely. It’s laid out 

really well. (Line 258) 

P1: It would be like a nice 

environment, a comfortable 

environment. (Line 215) 

P6: A comfy chair, I hate it when you 

go to a restaurant and kind of half 

way through the meal you’re like, 

back’s killing you. (Line 219) 

P5: I think to be knowledgeable 

About what they’re serving you, to be 

happy. (Line 246) 

P1: it’s there personalities makes it 

pleasurable as well and the way 

they’re dressed as well. (Line 280) 

P1: They all have the same passion 

though. (Line 255) 

P1: You enjoy it more. (Line 263) 

P3: You kind of go “oh wow.”  

(Line 265)  
 

P5: You can sit at the table. 

(Line 325) 

P6: You can sit and have a 

cup of tea or whatever 

afterwards you know at your 

leisure you know. (Line 326) 

P1: If they ask if you enjoyed 

it then, feedback. (Line305) 

P2: I suppose you’d be 

chatting about “oh yours 

looked nice and how did you 

enjoy it.” (Line 307)  

P1: “gis a bit” (Line 309) 

P1: Chat to Jamie about what 

he’s doing at the weekend, a 

wee chocolate. (Line 328) 
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Appendix K:  Phase 1 – Consent form for healthcare 
professionals 

 

Project title: Enjoy your meal: design tools and strategies for stroke 

patients 
 

Before you read this consent form please make sure you have read the enclosed ‘Project 

information sheet: the initial meeting with stroke specialists’ and asked the researcher any 

questions you may have. 

 

This form is to ensure that everyone taking part in the research fully understands the 

following: 

1) I confirm that I have read and understood the Project information sheet for 

 this research and I have had the opportunity to discuss this project and ask 

 (questions). 

2) I understand that my participation is voluntary and that I am free to 

 withdraw from the research at any point without giving any reasons. 

3) I understand that I can withdraw all or part of what I say during the 

 research. I’m free to do this without giving any reasons. 

4) I understand that this research will be published in reports, journals or in 

 other forms that will be widely available and that my contribution will 

 remain anonymous. 

5) I have been informed that what I say will be kept safe and secure in 

 accordance with the Glasgow School of Art Ethics Policy. 

6) I agree to my interview being recorded by a recorder. 

7) I agree to take part in an interview for this research. 

 

 

-------------------------------   --------------------    ---------------------------- 

Name of volunteer  Date       Signature 

 

 

-------------------------------------     --------------------    ---------------------------- 

Name of person taking consent  Date       Signature 




