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I. INTRODUCTION

In recent years there has been an increasing emphagsis on
quality assurance/risk management in the health care industry.
The driVe behind this trend is complex but many factors can

be ldentified as contfibutory. Among the causal factors are a

‘dramatic increase in the number of malpractice‘claims, an

increase in Governmental regulations, and initiatives by third
party payers to insure receipt of qua}ity services by their
beneficiaries. These factors seem to strongly indicate that the

American public is becoming more and more aware of what quality

‘health care is and fthat the health care industry may not always

provide the best quality possible.

In the competitive non-health care sector, in a normal
market, the economic system tends to act as a quality assurance
system, particularly in highly competitive industries such as
Food Service. This is illustrated by the fact that over 50
percent of all restaurants that open in the United Stéfes each
year fail. If they do not provide what the consumer expects they
are not patronized.

The health care industry, including the Food Service segment,
has in the past been somewhat isolated from this phenomenon
because the consumer did not know what health care he should
receive and what constituted quality health care. In addition,
the consumer has been continually reassured by practitioners,

hospitals, professional orgenizations, stc., that he was
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receiving the finest care and services possible. As the
educational level qgathe public h@é risen andlresourées have
Beco@e:scarcer, the once unquestionable industry "health care"”
hasg békuﬁ to be q&5stioned and held accountable for the products
and services it provides. o | |

The 1ndustry response to increased accountability has been
the development of risk management/quality assurance. programs and

the inclusion of quality assurance/risk management ‘standards in

the Joint Commission on Hospital Accreditation Standards.

The‘emphasié on quality aésurance/risk mah&gemént in the
military health care setting has begun to equal that ¢f the
civiltan sector for similar reasdns; The taxpayer and the.
consumer want assurance that they are receiving the quality they
are paying for or are entitled to.

Army Hospital Food Service, as have most areas within the
Army Medical system, has been subjected to scrutiny, resulting
in a recognition of a need for quality assurance and risk
management.  The difficulty with the development of a quality
assurance/risk management program or plan for Food Service
though, 1is that quality has not been quantitatively defined.
Thus, the relationship between resources (input) and quality
(output) is unknown. Since quality indicators have not been
clearly defined it has beern impossible to establish (1 effective
quality assurance/risk management program for an Army Hospital

¥ood Service Division.
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© THE PROBLEM

' 5Statemegt of Purpose - L

A s+udy titled "The Measurement ot Managemsnt Success- and

"Qualtty ir U° Army Hospltal Foﬁd Service" Was conducted by the

ﬁresearcher during the M&rch -»June 1981 time period 1

The object of. the study was ta identify pnssible qualitative

indicators of food and nutritional service quality and using

‘w‘these tndxcators develop an 1nstrument (survey) to identify

prdblems or potential‘problems that may‘effect the quality of
food and nutritional smrvice. |

The objectives of the study vere accomplished with the
development of a “draft" of a "Self-Assessment Survey" 1ntended
for ﬁsevby Army Hospital Commanders, Executive Officers and
Chiefs of Food Service to measure food service quality and
identify potential problem areas.

The question addressed by this research project is to study
the practicality of the "Self-Assessment Survey" and determine if
it:

1. Identifies problems or potential prnblems that may
effect quality.

2. Indicateé food and nutriticonal service quality.

3. Is an effective and efficient gquality assurance

tool.




 Spéc1f16 objeétives of the study were as follows:

1. Revise the format of the "Self-gssessmentlSurﬁey,“
if necessary, to facilitate its use. | | | ;

2. fPrepare a manuai for the Qurvéy;to provide‘thé uééf
:wifh (a)‘instructions onvhow‘to collect data and other necéssér& ‘
 inf6rmétioﬂ, and\(b) the necessary sfepé to‘compiété thg‘f
"Self-Asgsessment Survey." |

. 3. Field test the burvey in &pproximately six Army

,Medical Treatment Facilities.

The overall goal was to determine if the "Self-Assessment
Survey" does identify problems, potential problems, or pptential‘
problem areas, and 1f there is a correlation betﬁeen‘fﬁe suf?ey‘
and the quality of food and nutritional service provided.

Qgigih and Importance

The author has worked in various aspects of US Army Hospital

Food Service for the past twelve years And has visited a iarge
number of the Army hospitals. He has noticed a vapiance in the
quality of food and nutritional services offered. It has also
been obgerved that there secems to be a lack of a valid mechanism
to provide:

1. Indications of guality.

2. Indications of problems.

3. Standards (external and past performance) upon

wvhi~n management efforts can be directed toward and measured

against.




reoccurrence.‘“
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4. Standards that can be used to provide an equitabte
evaluation of the food service.’ ‘

Army Food Service management efforts often seem to be

‘,haphazardly directed towazd perceived "problems" without.a -
'eystematic approach (except those locally developed) to identify‘

}iand velidete problema. Once a problem ia identified and

validated, a system or techniaue is often lacking to measure’

success resolving the problem and mOnitoring the area to prevent
In recent years there has been significant interest in

contractirq Army Hospltal Food Serv1ce operations. The 1ack of a

formalized program to measure and analyze food serVice

‘operations has resulted in the limited avaiiability of

information witn which to defend existing food services
(economically\and qualitatively). Thus, the author feels that it
is paramount that‘the following occur if aa effective in~house
hospital food service s to exist in the future:

1. A comprehensive coordinated‘program be developed by
each food service to insure quality food, service and treatment.

2. A method be established by which Chiefs of Food
Service, Commanders, Executive Officers and Health Services
Command can identify areas in which a food service may not be
meeting its mission or may not be meeting it in the most

efficient and effective manner.




| S.“ A method be devised that can provide a basis for
eomparisbn of Army Hospital Food Services between themselves and -
againét similar civilian food services.
The impo;tanée is obvious. To meetAJCAH‘Standards‘and stave

officontracting facts are‘essentialQ The Department of the‘Afmy‘

and Defense, the Office of Management and Budget and the

Congress is not interested 1n unsubstantiated opinions.

Measurement of vgriousvmanagement and quality indicators, which

the commercial civilian food service industry has been doing for.

years, is essentilal.

- Assumptions

It is assumed that the basic study from which the
"Self-Assessment Survey" was constructed did identify sufficlent

indicators of Food and Nutritional Service quality to provide a

valid picture of the quality of the Food Service Division in a

Army Medical Treatment Facility.

Limitations

The major limitations of the study were the length of time
over which the data were collected and the small number of test
sites. Most of the data that were required by the
"Self-Assessment Survey" is not available historically and thus
had to be collected during the test period. Thus, because cf the
lack of historical data and the relatively short test period it
is unlikely that any long-term trends were identified. The
sanple size was limited by the ability of the researcher to visit
facilities and the complexity of the datu collection effort. The
small sample size, thus qualifies the conclusions that can be
drawn from the data because it is uncertain whether the

participants are representative of the total population.




REVIEW OF LITERATURE

Management 1n commercial food service (and many other

f
. | \

7competitive industries) has recognized a need for quality

i

assuranoe/risk man&gement for years and has made ar. effort to

develop management indicators ‘and systems to tdentify problems
‘and correct them. ‘Their efforts are intended to insure survival
and profitabixity.‘ Examples of these techniques are financial
ratios,_centralized training programs, unannounced inspections,
market surveys, patron surveys, etc.

The survival and profitability of the health care industry
has not beer thredtened until reccntly. In the past various
individuals and groups (i.e., physicians, dentists and their
professional organizations) have succeeded~in telling the public
what its needs for health care are, what the industry is capable
cf providing, and the quality and cost of what is provided.

In the 1960's the situation began to change. The public,
governmental agencies, third party payers, consumer groups, etc.,
began to demand better, more effective, and efficient health
care. The result has been that the industry has begun to respond
and reallze that like other industries it must establish a
i ‘ mechanism to assure quality, reduce risk, and market its products

and/or services.




Hospital Food Services, although in many ways similar to
;ommercial food seivice, have generally not had a formalized-
_quglity assurance/risk management program. At present their
f progf&ms are generally in thé s#me aarly qevelopmentalﬁstage as
those in the rest of‘the hospital.

Dr. E. Thompson stated at the recent American College of
Hospital Administrators' Congress that the development of health
. care quality assurance/risk management programs is in its
1nfancy.1 | | | | |

Dr. Thompson continued hy saying that first we‘must detine
whap quality is, secondly define what an acceptable level of
quality is, and third, "put some teeth" idto our'quality |
agsurance programs and mephanism.z o |

As with most new programs the early developmentxof quality
assurance/risk management has been somewhbat confused. Programs
waere quickly put together and the initial feeling was that the
development of a quality assurance program presented no major
prcblems,

Eavrly quality assurance efforts in Hospital Food Service
were similar to those throughout the hospital. The programs that
wvere developed demanded a substantial amount of time, were not
very succesgsful ard did not result in measurable improvement.
True objectives (prublems) were not identified. Thus, something
that seemed simple: identification of customer (physician,

patient, community) values, needs, and requirements or
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indications of these factors, proved to be quite difficult. The
- 8ystem that had been developed by the commercial branch df the
industrj could not pe addpfed to‘the administrative areas of a'
hospital fdod se:viéa,’(it‘m&y be adaptéble)“aﬁd did not addregg
the medical- nutrition aspects of the clinickl‘area at all,?

To‘developaa qualify assurancé/risk managemént_program;
criteria and standards must be identifiéd. ‘A‘mannet to measure
them muSt,thén bé developed and their acceptahble levels
 determinéd.4 o | | o o+ o '

The obvious cfitefia dre those tﬁatvhave been formalized.
Federal, state, and local laws deal with a wide variety of
'  subJects'such as safety‘sﬁandards; sanitation requirements, labor
management, etc., that prqvide some necessary criteria. Other .
l;féfmai‘reqﬁiféménfsxadd“cfitérié‘are included in JCAH standards,
hospital board policies or Arm& Regulations.

The difficulty 1s‘asdertaining criteria that are not
formalized or are hard to quantify. For example, what are the
criteria for "quality" food? It dépends on whose definitlon of
"quality" is being discussed. To the comptroller quaiity food
may be that which fits the budget, while to the physician it may
be that which supplies sufficient nutrients or keeps the patient
from complaining. Some of the criteria that must be ascertained
that may not be gasily defined are; timeliness of food delivery
or service, attractiveness of the food, flexibility in time and

type of food service and attitudes of food service personnel.5
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The important point is to identify all‘expectations and, as
objectively as possible, estimate their relative importance. The
result should be that the most important criteria &re directly
lihked to satisfying the‘needs ofjthe‘customers}and/or functiong
' that the food service actually serves.
| . The design of a riskvmanagement/quality assurance program
'must be compatible with the organization for which it is
construqted. Henry Mintzberg in his article;“Organization
Deéign:‘Fiéhioh of Fit?" déscfibeé five fypeé of orgahizétions; a
simple structure, a machine bureaucracy, a professional
bureaucracy, a divisionalized form, and an adhocracy
‘cénfiguration.e‘ Mintzberg'identifies a‘hbsp;talugs a ‘ 13 ‘
professional bureaﬁcracy which, in most cases, the author agrees
with. One of the majof points Mintzberg makes is that
technocratic standards imposed on a professional bureaudracy are
the worst way to correct deficiencies. When Wexanalyze the
subsystems of a hospital or (ther health care institution,
though; it becomes evident that there are a number 6f different
design structures present, including a mdchine bureaucracy and an
adhocracy configuration, though the predominant structure is
probably a professional bureaucracy.

An analysis of the typical food service division bears this
out. Food service (or dietary) normally hag two major functions,
the preparation and service of food (the administrative function)
and nutritional care of the patient (the clinical function). As
Mintzberg pointed out, the administrtive function lends itself

well to a machine bureaucracy as in the case of McDonalds.?
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The clinical aspect lends itself to\#he type of organization that
is prevaleet 1n‘the1direct pegient cére areas, usually a
professional bureaucr&c§o Thus, cafe must be taken to censlder
these differences when constructing d risk. mangement/quality
”assurance program for the food service activity.

~The Criteria Ciy

There are a number of different approaches to risk
management/quality assurance in hospitnl food service that are
3‘dependent on the overall plan of the 1nstitution the needs and
values the plan is intended to meet the.organizational design of
the food services subsystems and the larger system of which the
 food servise is A part.. . With these considerations in mind, &
vquality assurance-program should be composed eg the folloWing
essential eOmpenents which have been teken frem‘the 1982 JCAH
Standards and supp]emented to meet the previously discussed
criteria. The program should result in the foll owing.

"l, Identification of important or potential problems,
or related concerns in the care of patiehts [and in the
performance of all other legitimate functions of the activity].

2. Objective assessment ef the cause and scope of
problems or concerns including the determination of priorities
for both investigating and resolving problems.

3. Implementatioun, by approprtate individuals or
through designated mechanisms, of decisions, or actions that are
designed to eliminate insofar as possible identified problems.

4. Monltoring activities designed to assure that the

desired results have been achieved and sustained.
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accomplishment of all other objectives).

korganizationally diiferent functions within lnstltutional food

12

5. Documentation that reasdnably substantiates the

effectiveness of the overall‘prpgram to enhance patient care, to

assure sound clinical performance, (and toc assure satisfactory

t

6. [Be complimentarylwith the overall inetitution's

risk management/quality aqsuranoe program ]"8

As pr@viously mentioned there are usually two

o

-service the clinical function and thg administrative function.

Because of their nature each function seems to require a

d;f;erent arproach to r;sk m&xabcmantﬂquality asisurance.,

Tne Administratlve Function

The administrative function includes the purchase, storage,

‘preparation and service of food to pntients, staff, etc. This

v

area is a production or manufacturing function and lends itself

to process control and standafdizution as evidenced by the
consistency and succeSS‘nf fhe large restaurant chains in the
United States. Great food is nn art and canrot be standardized
but good food can. Since the goal of almost ail health care food
services is to serve good food, standardization seems to be the
answer,

It appears from the review of the literature that the
emphasis in administrative risk management/quality assurance

programs in institution food services is the same, to identify
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past problems and correct them. The major tool cften seens to be
n retro#peotlve audltr‘ AlLthough retfospectlve 1dentifxoation of
probleﬁé should be'n part of‘anylprogram, the ideal would be to
identify and correat potential problems before they occur., This
is particularly important when oonsideration ‘18 given to the fact
that lawsuits and, bad publicity are not based on correction of an
accident (i.e., a case of iood poisoning) but on the occurrence.
;This has been tha emphasis of non~health care food service and |
should be that of health care food service. ‘ |

A number of different approaches have been taken to quality:
assurance in the adminiotrauive areas. Attempts have been made
organizing, qtaffing, directing and controlling, as suggested by
Schiller and Behm in their articles "Auditing Dietetic
Services n8

The Clinical Function

The clinical segment of an institutional food service is
similar to other professlonal areas of the hospital and‘favors a
professional bureaucfacy or adhocrocy configuration, as the
situation warrants. As delineated by Mintzberg, external
technocratic standards are the worst way to correct deficiencies.
The identification of deficiencies, communication and training or

replacement are the correct ways to achieve improvements.lo
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It seems logical that if Mintzberg is correct that the

‘thrust of thée clinical risk management/quality assurance program

- should be to insure communication,.documentapion‘#nd training.

Therefore, the‘eriteria, approach, and quality assurance program
tnat are developed for the clinical area muet by nature be
different than that developed for the administrative area . |

The tendency in the clinical nutrition area has been toward

»excessively detailed audite that try to emulate commercial

productiqn standarde, for example the Patient Cere Audit,

published by the American Dietetic Association.11 'The result

has been, from the author's experience, a system that ig so

‘cumbereome that it often stifles individual prectifioners,

decreases the amount of patient/practitioner contact, and is
unresponsive to problems because‘of the amount of time between
problem occurrence and identification.(if it identified eny
problems). The failure of the audit system to produce results
has been recognized in many areas and resulted in a change in
JCAH Standards in 1978.12 Thus, in the clinical nutrition

area the same situation exists as in many parts of the hospital.
Desired results and assoclated criteria must first be defined and

quantified and then a quality assurance program established.
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Efforts have bheen made to adapt programs utilized by the
cOmmgrcial food gervice industry ‘and other sections of the

hogpital, Some of the programs and methodology have been useful

but for the most part quality assurance programe in hospital food

sérvice have not produced the desired 9tfect. It is beginning to
be realized that although some of the cuommercial techniques may
be useful, in the absence of th@ﬁprdfiﬁamotive and with the

addition of the medical environment a new approach must be

.deveLQppd}vahus;‘before a quality qssuignce program is develdped

'ﬁhb divergédt components of a sucqedsful hospital food service

must be defined and‘quantified. Efforts are being made in that
direc¢tion, this stugy being a part, but results have not as yet
been reported. ’

There seems to be little disagreement with the stated need
for quality assurance/risk management in the hospital setting.
It appears that both the civilian community and the Army have
recognized that quality assurance/risk management is not as
simple as it originally seemed and that}the health care industry
is only now taking the first step.

RESEARCH METHODOLOGY

The goal of this study was to test the validity of the
Hospital Food Service self-assessment survey (Appendix A) that
the researcher had previously devéloped. Specific emphasis was
placed on an attempt to determine the relationship between a
level of quality and specific qualitative indicators.
Additional objectives were to prepare a users manual for the

survey (Appendix D) and revise the survey format as appropriate.
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Secondary objectives were accomplished first by revising the
survey, preparing the manual, and testing them 1h the Food
Service DiVision at the Fort Polk Community Hospital. 1In
addition, comments on the manual and self-assessment survey form
were solicited from the sites that tested the seif;assessment
survey . |

The éctual test of the "Self—Aséessmént Survey" was
accompiishad in seven Army hospitals. Test sites were:

| ‘1. Brooke Arhy Medical Center, Fort Sam”Houétoﬁ;
Texas. ‘

2. Darnell Army Community Hospital, Fort Hood, Texas.
3. Leonard Wood Army Community Hospital, Fort Leonard

Wood, Missburi.

4, Munson Army Community Hospital, Fort”Leavenworth,

Kansas
5. Madigan Army Medical Center, Tacoma, Wasﬁington.
6. Silas B. Hays Army Community Hospital, Fort Ord,
California. S

The test sites were selected in coordination with the
Dietetic Consultant, US Army Health Services Command. Test site
selection was based on the following criteria:

1; The test sites should be representative of the
various sizes and types of Army hospitals. Specifically at least
one Medical Center, large MEDDAC, medium-sized MEDDAC and small

MEDDAC were to be represented.
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| researcher to explain fhe purpose of the ﬂesearch and the
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2. The Chief of Food Service was not expected to

rotate (move) during the test period and was willing to

. partiaipate:' : q

Speciftc 1nformation on each test site 1s contained in
Appendix E', After selection a lett@r was Sent to each hospital
Commander by the us Army Health Services Command requesting
purticipation in the research prodect (Appendix F). ~All
hospitals ngreed to parttcipate without reservation. A visit tb
all hospitals was made in late October and early November by the

procedures to be used to the Executive Officer, the Chief of Food

’ Service, and his/her staff. Data were collected in the\:ollowing

" .manner:

1. anh Chief was requested to accomplish the

‘ following on a monthly basis for the months of November 1981

through March 1982.

(1) Survey Dining‘Hall customers, patients eating
on the ward, and patients seen in the Nutrition Clinic on the
éurvey form providéd by‘the researcher (spécific survey
procedures that were used are éontained in the "Self-Assessment
Survey Manual" which is at Appendix C).

(2) Complete the "Self Assessment Survey" on a
monthly basis in accordance with the manual and mail it to the
researcher. ,

(3) Complete the "Dietetic Services" Section of
the Program on Hospital Accreditation Standards (PHAS) Manual

once during the test period and return it to the researcher

(Appendix D).
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‘2.‘ Thé-Adminisfrative residents at each test site were
requested in March 1982 to conduct a sufveyf(one) of the |
providers on their attitudes toward dietetic and nutritional
‘ trédtment and-services prqvided‘to patients in the test hospital.
The survey form and survey 1nstxuctions were provided by the
resedrcher; The form and procedures are containéd ih Appegdix‘J.

During the visits to the test sites and throughout thé‘five
,month. test period comments wera solicited Ler those cmlleut*ng
“data on survey format usefulness, procedures and implementation
instructions. Inpatient, cafeteria customers and patient

treatment survey data were also collected at the For: Polk
Community Hosbital for the purpose of observing féactinn to

surveys and enabling the researcherfto make a personal subjective

evaluation of food and nutritional services as compared to that

indicated by the data collected. The data collected at Fort Pblk
are not as complete as that collected in the other hospitals for

this reason.
FOOTNOTES

1 Dpexter V. Hancock, "The Measurement of Management
Success and Quality in US Army Hospital Food Service."
(Unpublished Paper, US Army Baylor University Program in Health
Care Administration, 1981).

2 Richard E. Thompson, M.D., President, Thompson, Mohr &
Asociates, Inc., in a lecture given at Congress on
Administration, American College of Hospital Administrators,
Chicago, IL, 3 March 1982,

3 Ibid.
4 Joint Commission on Accreditation of Hospitals,

"Prespectives on Accreditation," (Chicago: Joint Commission on
Accreditation of Hospitals, May/June 1979). p.2.
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8 Thompson.

o 7 Henry Mintzberg, "Organization Design: . Fashion or |
O RLee Harvard Business Review. January-February 1981 pp.,los-
" 118.

8 1bid., p. 108. . o .

9 Joint Commission on Accreditation of Hospitals,
Accreditation Manual for Hospitals, 1980 Edition. '(Chicago:
Joint Commission on Accreditation of Hospitals, 1979), p. 152,
} ) Sections in oarsnthesis ¢) wers added by the author. -
. ‘\\é ' \ . : ,“‘ \,‘u‘“w : ,‘ ]'\ ',, Lo
j. A 10 Rosita Schiller and- V&lerie Benm, "Audi*ing Dieietiu
‘ ‘ ”‘Servicss," Hospitals, May 16, 1979, b 118."

11 Mintzberg, p. 114.

‘ 12 Farah M, Walters, ed. and Sara J Crumley, co-ed., .
Patient Care Audit A Quality Assurance Procedure Manual for
Dietitians (Chicago: The American Dietetic Association, 1978).
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II DISCUSSION

Quality in health care and food service is difficult to
define. This is most likely due to the fact that both inqustries
are bdsed partially in art and partiaily in scieﬁce.' Thus, the
scientific portion of the product (or éervice) Cén bequantified
thle the aftistic portion is judged primarily on‘subjective
faétors.

| In hospital food service the objective'aébects are well
defiﬁed and have beén studied and discuésed for years while the
‘subjective areas have been essentially ignored. The feeling
-geems to be, as in most other areas in the hospital, that.
subjectivity has no place in the science of medicihe. The
approach is similar to Frederick Taylor's Scientific Management
School which tended to ignore the human factor.

The Formal Standards

It is recognized that there are some guantifiable factors or
standards that form the basis or foundation of a hospital food
gervice that are applicable to all Army Hospital Food Services.
These factors are contained in the following documents and
include items such as resource utilization, disease prevention,
and nutritional standards.

l., Army Regulations, in particular, AR 40-2, AR 40-5,
AR 40~335, and AR 40-25.
2. Joint Commission on Hospital Accreditation

Standards.

20
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The subjective area of hospital food service is based on the

consumer‘s perception. Food that is nutritious, clean, and

prepared within budgetary restraints may be tbtally unacceptable

to.the consumer. Complicating the situation further is the fact
that what may be acceptable to one consumer wmay be unacceptable
‘to anotherQ |

All the test hospitals were found to meet the épecific

- requirements of Army Regulations with only minor insignificant

vdriances.f‘This determination was based on Inspector Genérgl

inspections reports, preventive medicine inspections, financial

- data supplied by the test facilities and by the US Army Health

Sérvices Command, and observations by the researcher during the
visit to the test sites. |

All test sites were found td bhe essentially in compliahce
with the standards of the JCAH with the possible exception of the
Quality Assurance Standard. This determination was bhased on
results of past JCAH surveys and the use of the "Diétetic
Section" of the Program on Hospital Accreditation Standards

(PHAS) Manual.

Compliance with formal standards was expected since these

are the criteria presently used to evaluate Army Hospital Food
Service. Information on these aspects is regularly provided to
the Hospital Commander and Health Services Command in numerous
formats. Deviations from these standards are normally quickly

corrected.,

© L A ARk S RS R, ¢ A, e i
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The Measurement of Subjective Quality

To measure the subjective areas of food service and

nutritional care quality it was decided that it would be

necegsary to survey the various customers to determine their
opinion of the product‘and/or the service they were being

offered. The customers were determined to be:

CUSTOMER PRODUCT /SERVICE EVALUATED
1. Inpatient Patient tray service
2.. Inpatient/OQutipatient Nutritional counseling/

dietary treatment
3. Providers Food service and
nutritional counseling
and dietary treatment
provided to patients
4, Cafeteria Customer Food and service in the
cafeteria
All surveys (Appendix G through J) were conducted IAW the
procedures outlined in the "Self-Assessment Survey" Completion
Instructions (Appendix C) with the exception of the provider
survey. Procedures for this survey are included in Appendix J
with the questicnnaire. Detailled survey results are also included

in the Appendices.
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Each survey asked a number of specilfic questions about the

services and/or products being provided but no attempt was made

by the researcher to evaluate specific responses since the only

fgctorlimportant to this study is the overall satisfaction with
the service. Satisfaction was the last question on ail
questionnaires.‘ The respondents’were ask to rate the surveyed
service as Excellent, Good, Fair or Poor. |

Survey return was good and without exception the test
facilities reported 70% return or better on all surveys
distributed. The number distributed for a facility was that
requested by the "Self-Assessment Survey" marual.

The five months of survey data was then averaged (four

months of data for hospital B and E and three months for hospital G

due to administrative errors in collection).

It is felt that the response averages of the monthly results
present a falr representation of the general consumer opinion of
the surveyed service or product.

The response averages were then converted to 15-point
scale. Fifteen points were assigned to a rating of Excellent,
ten points to Gond, five points to Fair and zero points to Poor.
The avérage percent expressing Excellent, Good, Fair and Poor
vere multiplied times the points for its category and the results
were added to obtain a score (i.e., for hosbital A, Inpatient
Food Service 58% (15) + 30% (10) + 11.5% (5) = 13.78 points.

Results are summarized in the following table:
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As discussed the number of test sites is not sufficlent to
insure that the resultis are representative of all Army Hospital
Food‘Servioes.' Upon obsérQetion of the results though, the
distribution of the scores is what might be expected and there
seems to' be an'in&ication that the results show a definite

difference between the hospitals, particularly in the Inpatient

Food Service and Cafeteria Service areas.

The Self Assessmeot Survey

The format the "Self Assossment Survey" wus revised (from
the previous study) and seemed to work well. After the first
month there seemed to be little problem with data collection and
completion of the "Self Assessment Survey" and Chiefs of Food
Service indicated that it did not impose much additional
administrative burden.

The only comment on the "Self Assessment Survey" that was
consistently received was that the cafeteria survey was conducted
too frequently and that patrons were complaining.

Four of the seven test hospitalsg specifically stated that
they found the "Self Assessment Survey" useful as a management
tool and were using it to investigate or solve problems but did
not need to complete all sections monthly.

It had originally been planned to attempt to determine if
there was a statistical relationship betweenh a specific
munagement attribute or indicator as listed on the "Self

Assessment Survey" and the quality of the hospital food service.
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As rhe study progressed it became evxdent fhar the inter-
relationship between the indicatora was so close that. such an
analysms, especially with the small sample sizexwould be‘
impossible. | \ N ”“’ '
| A basic assumprion of thls study 'is that the indicators on
the "Self Asgessment Survey" are areas of managerial ooncern that
may effect quality if not porformed or ooptrol;ed. Upon analysis

of the data no test hospital food service was found to be

 performing all of the tasks as enbisionéé‘aﬁa/oflhavs all

statistical indicators within the apparent norm, but two

hospitals (C and G) had significantly more variations than the
other hospitals. This indicates that‘although\if may not be
possikle to equakte quality with specific manégement practices or
statistical indicators Ehat the sum of these may vory well |
indicate both the overall levels of subjective and objective
quality. zdditionally, the "Self-Assessment Survey" did identify
that each hospital did deviate from the majority of other
hospitals in at least one area. The deviation in itseif may have
no meaning without further investigation but it does give

management an indication of a potential problem area.
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SUMMARY

The results of the study seem to suggest the follawing:
l. Complmance with objective standards (ARs, JCAH,

etc. ) that have been traditionally used by the Army to evaluate

‘hospital food service is good but does not guarantee or indicate

'consumer satisfaction.

2. A survey of hospital food and nutritional service

vqusnémegsﬂind;cated distinct variances between the test sites,

.buﬁ'theré‘did‘not seem to be a tie’between one customer (patient,

prdviée:, etc.,) satisfaction area and another within a hcspital.
Fér\examp;e, Hospital A had very high scores in inpatient food
service satiéfaction and"a low score on cafeﬁeria patron
satisfactibn;

| ‘3. The results of the "Self-Assessment Survey" when
viewed as a whole seem to provide an indication of the overall
quality of an Army Hospital Food Service.

4. The "Self-Assessment Survey" identifies areas that
may need management attention, assuming that there is a norm to
compare with,

5. Not all data on the "Self Assessment Survey" needs

to be compiled on a monthly basis.




III. CONCLUSIONS AND RECOMMENDATIONS

Conclusions

To have an effective quality agssurance/risk management
program for any hospital food sérvice, quality must bé defined
and measured, then deviations identifieq and corrected.

Objective standards involving areas such as nutritional content
of the diet, prevention of food borne illness and budgetary
controls are well defined. The surveyed Army Hospital Food
Servicés seem to be, for the most parﬁ, in compliance. |

Success in dealing with the subjective areas of hospital
food service seems to vary among Army Hospital Food Service. The
use of the the "Self-Assessment Survey" and its assodiated
instruments gives an indication of how well customer needs are
being met and areas that may be impeding mission accomplishment.
Thus the use of "Self-Assessment Survey" seems to provide a basis
on which an effective quality assurance/risk management program
for Army Hospital Food Service may be developed within existing
resource constraints.

Recommendations

It is recommended that:
1. Standardized questionnaire such as those in
Appendix G through I be used to survey patients, providers, and
cafeteria customers in Army Hospital Food 3ervice.
2. Each Army Hogpital PFood Service be required to
conduct surveys using standardized questionnaires and procedurss.

The recommended frequency of the surveys are as follows:

28
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(a) Inpatient Food Service -~ monthly>
(b) Patient Nutritional Counseling - each

patient.

(¢) Cafeteria Customers - quarterly.
(d) Provider - quarteriy.
3. The summarized results of these surveys be
submitted to the MACOM and the average scores (computed in a
manner similar to that used in this study) for each survéy be
complled and published.

‘ 4. A "Self Assessment Survey“bbevcompleted and
maintained by each Army Hospital Food Service and that a
performance summary be prepared by the MACOM on a yearly basis.

5. Each Army Hbspital Food SerVice prepare a wfitten
quality assurance program. The crux of the program should be
goal oriented and designed to both impréve quality and solve
specific problems.

6. Each Army Hospital Food Service prepare, as a part
of its quality assurance program a report for the MTF Quality
Assurance Committee that addressses progress towards goal

attainment and problem solution.
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DEFINITION OF TERMS

QAality Assucance/Risk Mange ment

These terms are used synonymously in this study and mean |
control ac1ions, including programs management techniques, etc.,
that are aimed at providing a previously. determined qualtty of |
product, uervice or tveatment. The control actions can be either

feedback or feedforward‘in nature.

Food Seryice=-Food and Nutritional Service--Dietary"

As used in this study, ali.are meant to refer to the
division (or other organizational sub entity) of a hospital,
nursing home, or other health care institution that provides food
and nuftritional care to in aqd out patients and/or personnel such
as staff‘and guests.

Chief, Food Service

As used in this study, is meant to be any person who is
responsible for the supervision of a Feood Service. No specific
qualifications, such as Registered Dietitian, are implied, even
though a specific Chief of Food Service may possess them.

Administrator/Chief/Executive Officer/Hospital Commander

Used synonymously in this study and meant to be the
individual who is in charge and responsible for the
administrative functions of any health care institution.
Provider

Any individual who is involved in direct patient care to
include physicians, registered nurses, licensed practical nurses
(and their military equivalents), physical therapists,

occupational therapists, etc.




thritional Counseligg[Dietary Treatment

For the purpose of this study these terms are used ‘
synongmously and mean couneeling and/or dietary regiment that a
Registéred Dietitian may prescribe or provide in response to a
prescription written by another practitioner.

‘Pr¢blemsJProb1em Areas/Potential Problem_Areas

| These terms are used synonymously to indicate specific
'\problems.gnd/or areas which may have problems. For the purpose .
of this éﬁudy‘the potential problem or complexity of the problems
or problem area ls immaterial. The importance to this study is
only identification of factors that may effect quality and the

analysis of the problem.
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INTRODUCTION

The purpose of thls study is to determine i1f certain measurable indicators are
related to the quality of food service and dietary or nutritional care in US
Army Medicel Treatment Facilities (MTF)

In the spring of 1981 a study wasg conducted by MaJor Hancock to try to identify
quantative indlcators of food service and nutritionel care quality. MTF
administrators and Chiefs of Food Services in all military MIF's (Army, Navy,

and Air Force) were surveyed as to what they felt were measurable indicators of

- food service and nutrition care quality. From the responses to this survey, a

" Food and Nhtritional Service Self-Asgessment Survey for Army Hospital Food Services
and Nutrition Clinics was developed. The study that you have been asked to

. participate in is intended to test the valldity of this Quality Assurance Selfw-
Assessment Survey (Self-Audit).

The first mejor consideration of the study is to determine the dependent variable:
quality. As it is obvious, this is a fairly difficult task. Thus, for the pur-
pose of this study, the quality of food service and nutritional care is to be
measured by the following indicators:

a. Patient satisfaction or opinion (both with food and treatment).
b. Customer Opinion- cafeteria customers.

¢. Provider Opinion-satisfaction with food and nutrition care provided to
patients.

d. Compliance with JCAH Standards and Army Regulations

Seven Army Hospitals (MAMC, BAMC, Ft Crd, Pt Leonard Wood, Ft Hood and Pt
Leevenworth and Fort Polk) will be participating in the study. The Self-Assess--
ment Survey is to be completed monthly in accordance with the following instruc-
tions. Since this self-assessment audit is in a test format and the purpose of
the test is to determine if there is a relationship between the various indicators
and quality, an assumption should not be made that non-compliance. (a no answer)
to any particular indicator, cost, expenditure, etc is good or bad. Existing
methods of operation should not be altered to "comply" with the survey unless the
Chief' of Focd Service believes that the change will be of benefit. Honesty in
completing the survey is essential for the success of this test. There are no
right or wrong answers.

As you will notice there is a space on the survey form for your comments. It is
expected that & major portion of the information derived from this study will come
from your comments and suggestions. On the survey form please put only comments
that qualify or explain your answer to a particular question or figure. For
example, an explanation of a high equipment expenditure, a high turnover of

civilian employees, etc, If you have comments on the question itself, its relevancy,

phraseology, ete or suggestions, please put these on the back of the survey form.
Also, please put on the back of the form any difficulty you had in obtaining the
informetion required or suggestions on how information can better be maintained,

obtained, etc.
C-2




If you have any questions or comments, please feel free to call or write me at
the following address:

MAJ Dexter V. Hancock

Box 92

HQ, VUSAMEDDAC

FT POLK, LA T1L59

Telephone # Autovon- 863-2272 or 2373

Also, please send your completed surveys to the above eddress. It will be
greatly appreciated if you will forward the surveys NLT the 15th of each month.

The following instructions are to be used in completing the "Food & Nutritional
Service Seif-Assessment Survey. Since this is a test, it is essential that each
facility be answering the "same questions." Therefore,'if you have any questions
concerning the instructions please call me before you complete the survey.




- T F T T T T

SURVEY COMPLETION INSTRUCTIONS

I. THE MISSION
1. Missions identified Yes No
Formal
Informal

Are both the formel and informal missions identified in writing and known to all
persornnel in the Food Service Division? The formal missior. is contained in AR L0-2,
HSC Reg 10-1 and local MTF Reg 10-1.

The informal mission varies from facility to facility, but may include things such as
meeting the needs of the professional staff, providing support for community functions,
providing special meals for enlisted personnel, etc. The informal mission is often
the "periphery" of the formal mission and its completion is often necessary for other
elements of the hospital to complete their formal mission. Obviously, the informal
mission is difficult to define, but it must be considered. The informal mission will
probsbly be delineated in internal food service documents such as SOP's.

2. Patient/Customer Satisfaction Excellent Good Falr Poor

Inpatient
Treatment Outpatient
Cafeteris Custonmer

The information to complete this question is derived from the three surveys that have
been supplied. The surveys should be cormpleted monthly. The results of the second
to the last question on each survey is to be used to complete this question. Calcu-
lations should be done as follows: Divide the number in each category (excellent,
good, fair, poor) by the total number of completed questionnaires, i.e.

50 (excellent . 150 survey complete = 33%
The number of surveys collected per month should be:

a. Inpatient- The average tray count. If the average tray count is 150, then
150 surveys should be cormpleted by inpatients each month. One way to do this is tc
divide the number of wards by four (weeks) and then have the diet aides and/or
technicians survey 1/4 of the patients each week.

b. Treatment Outpatient- Each new outpatient should be given a survey at the end
of the appointment and asked to complete it (this includes groups). Do not survey
follow=-up patients unless you want to for your own information. If you do survey
follow-up patients, please keep their responses separate from the initial patients.

c. Cafeteria Customers- 60% of your average daily dining hall ceusus (meals).
For example, if you feed 300 people for breakfast, lunch, aund dinner, then try and get
180 completed surveys. Surveys should be representative of all three meals.




3. Complaint/Suggestion File Yes No

Are all complaints and suggesticns (not the Army suggestion pfogram, but customer
suggestions) such as IG complaints from patients, etc. filed and ls there a
‘notation as to corrective action taken. (Handwritten notations are acceptable)
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II PLANNING

1. Objectives Identified Yes = No
FY .

Statug Current

This question asks if there is an MBO or similar program for food service. This may
be part of a formal MIF MBO program or may be a written plan of goals for the Food

. Service Division. Goals may be numerpus and mey include such diverse topics as
decreasing employee sick leave to s certain level to implementing a salad bar.
Current status means the progress toward the goals are being measured and status is
known to those involved. It does not necessarily mean that the goal is being or has
been met. For example, if one of your goals or objectives is to submit a plan for
renovation of the dining facility, has a notation been made at least quarterly of
what the status of this project is i.e., drawings complete; submitted to LOG; sub-
mitted to DAFE; etec.

2. Capital Equipment Program-

The Capital Equipment Program is the MEDCASE FProgram (equipment items over $3,000).
A yes answer to this question means that the Food Service Division has items listed
on the MTF MEDCASE Program.

a. Status Current - This question asks if the Food Service Division maintains
information on the status of each piece of equipment submitted for inclusion in the
program. For example, the status of - given piece of equipment might be listed in
the following sequence: 1, Justification submitted to LOG. 2. Submitted to HSC.
3. 1A aspproval obtained. U4. Item funded. 5. PR submitted. 6. PR at P&C. 7.
Contract let. 8. Fquipment received.

‘ b. Dollar value per average monthly ration. Divide the average monthly
rations for the past year by the total estimated dollar value (cost) of all Food
Service items listed on the MEDCASE Program, i.e.

$200,000 (value of Food Service items listed on MEDCASE that are
unfunded) . 10,000 (average monthly rations past FY) = $20

3. Minor Equipment Program- This should be completed in the same manner as
for the MEDCASE program above except answers should be for the equipment program for
items costing $1,000-$3,000.

4., Plen for Renovation or New Construction- Does a plan exist for renovation
or replacement of the existing Food Service faculities?

Status Current- A3 with +the equipment programs, is the status of any
project known by the Chief of Food Service, i.e. 1. submitted to LOG. 2. Approved
by CO. 3. Design funded. L. Submitted to DAFE for d=sign. 5. Design complete.
6. etc.

5. Maintenanne and Repalr.

a. Is an accurate log maintained of all requests for maintenance and repair,
both written and telephonic. This log shou'd include an engineer, WO#, date of
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request, and description of work requested.

b. Status Current - Is the status of each request current, i.e.. funded,
awaiting_parts, ete,

¢, Are all items that are safety related indicated. Also; in the status of

safety related items is the date that the X0, CC and/or safety committee was noti-

fied of the work order indicated, if such notificetion is appropriate.

d. Has the XO reviewed all maintenance requests and their status if a satis-
factory response has not been received? An acceptable method of accomplishing this
would be to send a DF with a list of unaccomplished work orders to the X0 on s
quarterly basis (or more often if deemed necessary) and requesting sssistance. If
engineer support is not a problem, please make a comment to that effect.

6. ‘Number of requests:

Over 30 days:
Over 60 days:
Over 90 days:

This is the number of incomplete work orders whose initial submission date is over
30, 60, or 90 days past. Do not omit any incomplete work orders regardless of the
reason [for their non-completion.




III ADMINISTRATION
l; Safety:

a, Monthly Inspection- Has a safety inspection been conducted during the
month and has it been documented. Documentation would most likely be a repnrt of
the inspection to the Chief of Food Service.

b. Accidents reported and documented- Have all accidents been reported
wnd have required reports been submitted? A file of Food Service accident reports
saould be maintained within the Food Service Division.

c. Corrective Action Taken (A&B)

Hae action been teken to correct deficiencies on the monthly inspection (a) and has
action been taken to prevent a further occurrence of reported accidents? Corrective
actions should be documented, or if no action is appropriate, this should be noted.

d. Reportable accidents.

Month~ all accidenits that were reported IAW Army/or local procedures
FY- cumulative reportable accidents for the current fiscal year

2. Sanitation:
a. Inspections conducted IAW AR 40-5. Has the local Preventive Medicine

actively conducted at lease one inspection of the Food Service Facility during the
month?

#Satisfactory Month FY
#Unsatisfactory Month FY

This requests the number of satisfactory and unsatisfactory inspection reports for
the month and the cumulative satisfactory and unsatisfactory reports for the FY.

b. Corrective Action Teken- Has corrective action been taken on
inspection deficiencies and has the action been documented? Making a notation on
the report is sufficient dvcumentation of corrective action,

3, Costs:

a. Food cost versus authoriszed expenditures-~ This is the same informa-
tion that is requested by Fond Activities Report, HSC Form 11k, line B(4)(5)(6)(T)
(8)(9)

b. Work hours per ration~ This is the total numbe. of hours worked by
civilian and militery assigned or on loan to the Food Serviece Division. Officers end
volunteers should be included. (For BAMC, Education & Training steff and interns
should not be included) The total number of hours worked should then be divided by
the number of rations served.




¢. Labor Cost Per Ration- Month~ The hours worked should be multiplied
by the average employee cost per grade (EM, Off, & civilian) which should be aveil-
able from Resource Mansgement. Resource Management most likely computes the total
Food Service monthly labor cost. After the total labor cost has been calculated,
it should be divided by the total number of rations served for the month.

FY- total labor costs for the current fiscal year asre divided by total rations
served for the FY to Date.

d. Supply Cost- This is the cost of supplies (OMA) up to $1000. Dietary
supplements should not be included in these figures. The authorized amount is that
budgeted. The actual is that for which orders have been submitted. The difference
is that amount spent over or under the budgeted amount .

e. Total Cost Per Ration-

MONTH
FY

This is the total cost per ration which includes food, labor, supplies, etc. This
figure should presently be calculated by Resource Menagement.

4, Security and Accountability:

a. Security Plan Inspection- Has the fiscal security of the facility
been inspected by an outside agency, i.e., MP's Internal Review, IG, etc. (it is
recognized that this is usually an annual or biannual inspection, so please note in
the comment section the date of the last inspection)

Deficlencies~ please indicate the number of deficiencies in the most recent inspection.
Deficiencies uncorrected- Please note the number of deficiencies on the most recent
inspection that have not been corrected.

Total deficiencies uncorrected- This is the number of deficiencies from all previous
inspections that have not been corrected. If this information is not availabie,
please note in the comment section.

b. Subsistence & Supply Control-
(1) Annuel inspection conducted- This inspection is normally part
of either an internal review and/or an IC inspection. Please indicate in the comment

section which type of an inspection you are indicating and its date.

(2) Procedures IAW DA & Local Procedures- Did the Inspector's find
your procedures substantially in compliance with DA Reg and your own local SOP's?

(3) Deficiencies uncorrected-~ How many deficiencies that were noted
remain uncorrected?

5. Food Service:

a. Nourishment Tray delivery timeliness documcnted- Is a system in
effect that verifies that a tray or nourishment was delivered to the Ward and the
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time it was delivered. For example; do nursing service personnel sign the cart
loading guide or a copy of the nourishment roster that the trays and/or nourishments
. were received and the time of receipt?

b. Tray Accuracy Mbnitored—‘Are trays checked for accuracy on the Ward
on & random basis? 3 :

' ¢. Average Tray Accuracy Determined-Is an average error rate determined
as & result of the monitoring system? If so, what was the error rate for the past
month. (The results of this monitoring activity should be documented.)

d. Is a system in use to insure proper reimbursement from patrons in
the cafeteria and is a check made monthly to determine the accuracy? This question
is self-explanatory except that, the concern is not who is fed, but that whoever eats
pays the appropriate rate, i.e. Are EM on separate rations obtaining free meals?
~ Are officers on TDY paying the per diem rate? etc.
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v PERCONNEL MANAGFMENT

1. Turnover (civilian) , , :
‘ - Monthly% O FY to ‘Date’ o ' o

‘To. determine the civilian personnel turnover, divide the number of civilian per-
sannel who leave(qnit fired, etc) durins the month by the total number of civilian
* employees authorized (include approved "permanent" overhire positions). All
eivilians employed should be included in the calculations regardless of grade, jobh,
. ete. Compute the turnover rate for the FY by dividing the total number of
employees who have left for the FY by the number of employees suthorized. If
.authorizations change during the period, use the new figure. Tndica:te in the comment
sectior that a change has occurred. ,

i

2. Training (Non—Professional)

T e e A training program ~ JCAH requires that certain subjects be taught
Con an annue basis to all emplcyees. This quession asks if & progrem has been '
established, in writing to meet JCAH &and pertinent DA requirements. The requirements
addressed: are only those the Food Service would be responsible for such as sanita-
tion food hardling technigue, etc. . Documentation should include a schedule and a
'.record of att endance for each employee (civ1llan & mllitary) ‘

b. %Scheduled who recelved training - Month_ ' FY ' Q These
{igures are determined by dlviding the number who attended trainﬁﬁg for the month
(for. which documentation ex1sts) by the total number scheiuled for training for the
moxth, (an indlviduax most likely will be counted more than once) For FY to Date-
divide the number whe have attended training by the: tutal number scheduled for
training for the FY year to date (sn individuasl probably will be counted more than

once in this figure also).

c. Number of new employees: fonth FY to date . Number wt-
received orientation _+' The number of new employees 1is the number who have
reported for duty. The number who received orlentation are those who received both
an. orientation by CPO end by Food Service and whose orientatlon nas been documented

@a their training reccrd.
3. Training (Professionsl)

Total professionsl scaff
Number Participating_ .
Description of professional training ‘ .

Profeseional staff are considered to be Ltetetians (RD) and Diet Technicians. Please
. indicate in the comment section if diet techniciens are included in the professional
staff number.  Number participating is the number who participated in some type of
professional training actlvity. The description of professional treining should be
a short summary:of professional training activities that the staff participated in.
Examples are Conferences, Journa. Clubs, Rounds, etec.
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L. Personnel- Self-explanatory.
5. Available for duty (military & civilian):

a. Average hours sick leave: Total the number of hours sick leave
.taken by civillans and military and divide by the total number of personnel
“assigned. Count military as & hours sick leave per scheduled duty day missed.

b. Average hours emergency leave: Total the number of hours emergency
leave taken by civilians and military. Emergency leave for civilians is "eall in" = = -
annuul leave that was not previously scheduled. - Emergency Jlecave for: military is }
that authorized a3 emergency leave and/or extra days off glven EM to deal with |
"emergencies." Do not count compensatory time or changed days off. Military
emergency leave should be counted as 8 hours per gcheduled duty day. Divide the
total hours cof emergency ieave by +he number of assigned military and e¢ivilian
personnel.

i . . . ' . v . \
1

6. Awards: Month ______ FY to Date

Awards arc all civilian and military. awards thet have been approved. Count awaris
for personnel who may have departed if they have been approved. Count any favorable
personnel ection that is considered an award under DA, HSC or local gq1dance.\ ‘The |
local awards coordinator should be able to rrovide guidance if there is a québtion
on whether sn action is an award or strictly a pelsorne} action Co

v
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Voo . OLINICAL NUTRY 10N

1. Patient conwect- Percent of patients: seen bv food serviou represente-
tive within 24 hours_ 38 honrs . Divide the total aumber of new
patients per 2l or 48 hour pericd' by the number who have been seen by a representa-
tive of Food Serviue. A reprezentative is a diet alde, diet technlcian or dietitian.

PTS personnel do not count. ' Leaving a select menu but not talkinyg to the patient

'\does not cobunt.. .‘Tae. representative must telk with the patient. Contact documented

in petient's chart Yeos No . Are contacts documented? The only chart .

- entry required is date of vigit, thus aldes or techniciane might en e something to
" the effect, "diet order received, patient interviewed. Obviouely a:y chart entry by

a dieti*ian wvuld be' counted. - Percent' of .charts ‘with doéumeatation . g
If & program 1s -in ex19tenue to iocument patient centact, ‘then ¥’ random audit af

. records ghould. be done to determine what pernent do not conta11 ducumentation of

contact. ‘ L S

. 2. (Treatmeny sccuracy: ' ‘”““H ”y S
AGerage census . Number ‘of reLocde cudited: Month__

FY to Date ° ‘. The average ensus is the average nutber of patients for the
morth beihg reported.‘ Tie' number of reuords audited or. thoge records audited IAW

. loca) procedures, tor dietitian enh“ies Tre audit need not be conducted by .the

- Food Service necedsarily, i.e.,: b hospital committez may conduct the audit but they

must be audited for care\ard treatment prov1ded by 8 dietiﬁwen er dieh technician
to be counped . N ‘. . Nl .

3, Staﬁf sa+isfaction (Quarterly ques+ionna1re)

This quesuionnaire w1+h instructions w1ll be provided at a‘iater cata,
b, Outbatient nutritionsl. co“nseling
a. Number of'individnal putients e, .

" b. Number of groups seen.
ALl information requested is self-explanatory and is reported on the HSC Food
Services Activities Report except average length of individual tieatment time. To
obteln average treatment time,have edch clirician enter on the appointement list
the time spent with the patient. Total thils time and then divide by the number of

_patienis seen. Do not average gwoup contact in this figure
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APPENDIX D

"DIETETIC SERVICES" SECTION OF THE

PROGRAM ON HOSPITAL ACCREDITATION STANDARDS (PEAS) MANUALL

T



~Program on

~ Hospital
*‘Accredltatlon |
: *"Standards |

DIETETIC SERVICES

@Hhssm

°~on Accreditation of Hospitals
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DIETETIC SERVICES

CRITERIA

SOURCES

EFFECTIVELY ORGANIZED

 @Relationships
- specified o

®Scope defined

®Qutside contract

DIRECTED BY A QUALIFIED
PERSON

PRINCIPLE: Dietetic services 8hall meet the nutritional
needs of patients.

STANDARD I: The dietetic department/service shall be
organized, directed and staffed, and integrated with
other units and departments of the hospital in a manner
designed to assure the provision of optimal nutritional
care and quality foodservice.

. INTERPRETATION I: The relationship of the dietetic

department/service to other units and departments of the
hospital shall be either:
. - egpecified within the overall hospital
organizational plan
OR
sdescribed in writing elsewhere

There shall be a written definition of the scope of
the dietetic services provided to:
einpatients
sambulatory care patients, as appropriate
epatients in a hospital-administered home
care program, as appropriate

INTERPRETATION I: When dietetic services are provided
by an outside food management company: ‘
*the company shall comply with all applicable
requirements of the Acereditation Manual for
Hogpitals :
esthe contract shall specify the compliance
requirements

INTERPRETATION I: The dietetic department/service
shall be directed on a full-time basis by an
individual who:
*is knowledgeable in foodservice management by:
seducation
"OR
*speclalized training and experience
eshall be responsible to the chief executive
officer or his designce
eshall have the authority and responsibility for
assuring that:
sestablished policies are carried out
soverall coordination and integration of
the therapeutic and administrative dietetic
services are maintained
+a review and evaluation of the quality,
safety, and appropriateness of the dietetic
department/service functions is performed

D=2
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DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

Y N NA

NOTES/ICOMMENTS

If dietetic services are supplied
by an outside food managemnt
provider, is it required that the
provider comply with the require-
ments of the Acereditation Manual
for Hospitals?

Is the dietetic department/
gervice directed:
oby a full-time individual?
ewho 18 knowledgeable in
foodservice management?
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DIETETIC SERVICES

" GRITERIA

SOURCES

T

STAFFED BY A SUFFICIENT
' NUMBER OF QUALIFIED
: PERSONNEL

sQualifications

®Responsibilities

APPROPRIATE TRAINING
AND EDUCATION PROGRAMS
PROVIDED

INTERPRETATION I: Dietetic services shall be provided
by a sufficient number of qualified personnel under
competent supervision. The nutritional aspects of
patient care shall be supervised by a qualified
dietetic whot
*is registered by the Commissivun on Dietetic
Registration of the American Dietetic Association
OR
*has the documented equivalent in:
seducation, including relevant continuing
education
*training
: sexparience
Oshall assure that the provision of high-quality
nutritional care to patients is maintained

INTERPRETATION I: When the services of a qualified
dietitian are used on a part-time basis, this
individual shall:
srrovide such services on rhe premises on a
regularly scheduled basis .
scommit sufficient on-site time to the services to
provide at least the following:
econtinuing liaison with the administration,
medical staff, and nursing staff
epatient/family counseling as needed
sapproval of menus, including modified diets
sany required nutritional zssessments
sparticipation in the development of pnlicies
and procedures
*participation in continuing education programs
*evaluation of dietetic services provided

NOTE: When a qualified dietitian serves only in
' eonsultant status, this individual shall
submit written reporte regularly to the
chief executive officer concerming the
extent of services provided.

STANDARD II: Personnel shall be prepared for their

responsibilities in the provision of dietetic services

through appropriate training and education programs.
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DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

NOTES/ICOMMENTS -

Are the nutritional aspects of
patient care supervised by a
qualified dietitian?

. Is there sufficient staff to
perform the duties and respon-
sibilities of the dietetis
department/service?

Is there evidence that a qualified
dletitian:

- eprovides liaison with the
"~ medical staff, nursing staff,
and administration?
eprovides patient/family

~ counseling as needed?
eayproves menus, including
modified diets?
sperforms all required
nutritional assessments?
eparticipates in the devel-
opment of policies and
procedures of the dietetic
department/service?
sparticipates in continuing
education programs ?
sparticipates in the evalua=~
tion of the dietetic services
provided?

Y N NA|
Y N
Y N
Y N
1y n
Y N
Y N
Y N
Y N
Y N
D-5
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DIETETIC ' SERVICES

CRITERIA

SOURCES

APPROPRIATE TRAINING
'AND EDUCATION PROGRAMS
PROVIDED

. {continued)

®0rientation

®Relevant !n-service
programs

e

INTERFRETATION II: FEducation, training, and experience
of personuel who provide dietetic services shall be:
sdocumented
erelated to each individual'u level of
participation in the provision of dietetic
services

| NOTE A formal trazmng program may be requwed as a

prerequzazte.

INTERRRETA?ION II:  New personiel shall:
ereceive an orientation of sufficient duration
" and substance prior to providing dietetic
services without direct supervision
¢have such orientation documented
'eas appropriate to thelr level of responsibility,
receive instruction and demonstrate competence
in:
spersonal hygiene and infection contrul
' sproper inspection, handling, prepatation,
- serving, and storing of food .
sproper cleaning and safe operacion of
equipment
sgeneral foodservice sanitation and safety
sproper method of waste disposal
sportion control
swriting of modified diets using the diet
manual/handbook
sdiet instruction
*recording of percinent dietetic information
in the patient's medical record

INTERPRETATION II: Personnel providing dietetic
services shall participate in relevant in-service
education programs that shall:
sbe provided for personnel from all work shifts
*be planned and conducted for dietetic personnel
‘and, as appropriate, for other hospital persomnel
‘with the participation of: -
*the director of the dietetic department/
service
OR
*the director's qualified designees
einclude safety and infection control
requirements

D-6
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DIETETIC SERVIQES

SELF-ASSESSMENT ITEMS

Y N NA

NOTES/COMMENTS

' Do educational and training

programs for personnel of the
dietetic department / service

| " {nclude:’

. eorientation for new
employees?
epersonal hygiene instruction?

Do educational and training programs
for personnel. of the dietetic
" department/service. include:
*relevant in-service
education?
einfection control
requirements?

ssafety requirements?
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DIETETIC SERVICES

CRITERIA

SOURCES

o External programs

.v'°Tralnlng programs

SPACE, EQUIPMENT, AND
SUPPLIES PROVIDED

INTERPRETATION II: Outside educational opportunities
shall be provided as feasible, at least for supervisory
dietetic personnel., The extent of participation of
dietetic personnel in continuing education shall be
documented, Education programs for dietetic services
personnel shall be:
erealistically related to the:
+gize of the steff ‘
*scope and complexity of the dietetic
services provided
sbased at least in part on the results of
dietetic department/service‘evaluation studies

INTERPRETATION IT: The training of dietetic students

- and dietetic interns shall be carried out only in

programs accredited by the appropriate professional
educational organization. Individuals in student
status shall be directly supervised by a qualified
dietitian when engaged in patient care activities.

NOTE: When the hospital provides elinical factlities
for the education and training of dietetic
atudents from an outside program, the respective
‘roles and responsibilities of the dietetic
department/service and the outside educational
program shall be defined in writing.

' STANDARD IV: The dietetic department/service shall

be designed and equipped to facilitate the safe,
sanitary, and timely provision of foodservice to meet
the nutritional needs of patients,

INTERPRETATION IV: Sufficient space and equipment
shall he provided to:
estore food separately from nonfood supplies
sprepare and distribute food, includiug
modified diets
eclean and sanitize utensils and dishes apart
from food preparation areas
eenable supportive personnel to perform their
duties
eassure availability to dietetic personnel of
conveniently located current reference material
sstore food and nonfood supplies under sanitary,
safe, and secure conditions
sassure that dietetic departpent/service
facilities-and equipment are in compliance with
federal, state, and local sanitation and safety
laws and regulations

D-8




DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

NOTES/COMMENTS

Do educational and training
programs for personnel of the
dietetic department/aervice
. reflect:
soutside educational
opportunities at least for
supervisory personnel?
sthe findings and
recommendations from dietetic

department/aervice evaluation -

studies?

Is the extent of participation
of dietetic personnel in such
educational and training
activities documented?

Tf there are dietetic students
or dietetic interns training in
the facility:
eis the training program
accredited by the \
appropriate professional
educational organization
(American Dietetic
Association)?
eare the respective roles
and responsibilities of the
dietetic department/service
- and the outside educational
program defined in writing?

Is food stored separately from
nonfood supplies?

Y N NA
Y N

Y N

Y N

NA

Y N

Y N

Y N

D-9

. When étofage facilities are

limited, paper products may be
stored with food supplies.

DS
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DIETETIC SERVICES

CRITERI‘A

SOURCES

®Food handling precau=~
tions

* INTERPRETATION IV: The following precautions shall
~be taken in the handling and preparation of food:
- eprotection of food from contamination and

spollage

sstorage of foods at proper temperatures with
the use of appropxiate thermomaters and
maintenance of temperature records

scontrol of lighting, ventilation, and
humidity, in order to prevent both:

- econdensation of moisture
growth of molds

emethods for making, storing, and dispensing
ice that minimize the opportunity for
contamination '

NOTE: Ice, fbr example, should not be ecooped
by hand, nor should food items or scoope
be atored directly on ice that is bezng
atored for dpspenszng

eseparate cutting boards provided for meat,
poultry, fish, and raw fruits and vegetables.
Cooked foods should not be cut on the szme
boards used for raw food preparation

NOTE: Separate cutting boards may not be required
‘ when there are boards in use that are
nonabsorbent and capable of bzing cleaned
and sanitised adequately, and when the
cleaning and sanitising procedure is
performed .properly between usage for
different food categories.

ethorough cleansing and sanitizing between periods
of use of all working surfaces, particularly
food contact surfaces, utensils, and equipment
sconvenient location throughout tvhe department
of adequate toilet, hand-washing, and hand-
drying facilities

suse of dish-washing and utensil-washing
equipment and techniques thar assure sanitized
serviceware and prevent recontamination,
including monitoring of proper temperature
maintenance during cleaning cycles

ediscarding plasticwara, china, and glassware

that has lost its 3laze or is chipped or cracked
vidiscarding of disposable containers and utensils
after one use

straffic control of unauthorized individusls
through food preparation and service areas in
order to decrease contamination potential and
opsrational inefficiancy

D-10




DIETETIC SERVICES

g

| SELF-ASSESSMENT ITEMS

|Y N NA

t

Voo

\
‘

With reference to handling,

preparation, and storage of food,

~is there evidence that:

. *food is protected: from

¢ contamination and spoilage?

. #foods are stored at preper .

' temperatures?
elighting, ventilation, and.
humidity are controlied?
eice contamination opportunities
are minimized?
eseparate cutting boards
are provided as necessary?.
*there are ecleansing and sani~
tizing of all working sur-
faces between periods of usge?
shand-~washing facilities are
adequate? _
sdigh~washing and utensil-.
washing equipment and tech- .
niques are adequate?
ecracked or chipped plastin-
ware, china, and glassware
are discarded?
edisposahle containers and
‘uteneils are discarded after
one use?

. otraffic of unauthorized
individuals is controlled?

Y N
Y N
Y N
Y N
Y. N
v x
Y N
Y N
Y N
Y N
Y N

D~-11
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DIETET!C SERV!CE

.
"Y-—f-—tl\ " st
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| CHITERIA

R sbuaces R

ot e et e e o

SAFET\" Pmsc;\urmns

FOLLOWED: . &

eGarbage disposc!’

”hi i S N '
Yy \\“‘\ \ '

 INTLRDRETATION Vs Safety shall’ by zasure¢ Yy, prov:{dirg

&t least the following pre»aqtions’

N ethe ability to open from the inéida of al‘ walk—in

““J refrigerhﬁors and 'freezers on che premises. whether
‘\lay are 1M use or not ‘ -

 watsd pipka,\wutcr heaters, refrigeraton com~ ¢
PUERBOLSE,. LG?HBh?iug unias. end heat-producing
equinment Tos e \

sclear. labeltng nf food and- tonfood supplies

‘ odﬁuamancatiom review and ‘action based onm the:

« fiudings of 'the h@aﬂttal\gﬁéveqtﬁve and’ corrective
maintenance and zafely programs LY Lneae relate
_to the dietetic. departuen*/nrrviue 3 o

eprocurement of ail food Yrou! Sotrves where the
.food is processed under regulated quality and .
sanitatinn contruls ;

NOTE: T?zs precautton does. noé ;reclude the use
‘ of local prodﬁee.

N

I INWERPRETATIDE Iv: The hoidiug, transfarring and dis-

pesing of. garbage shall b: done 1u a manner tha{ will:
oprevpnf crestion ofs
' «a niuisance
"+a breeding place for insects, rodents, and
vermin '
enot utherwise permit the transmission of the disease

INRERFRETATION‘ IV: Conta fuers must be:
eleakpruof . :
oncnabsorbant witn close-fitting covers

NOTE: It ia desirablez that impervioua liners be
used,

EWWCTTONAL SAFSNTY AND SANITATION INTERPRETATION II:
Exheyst hoods, grease removal devices, and ducts for
commercial cookiig rauges and deep fryers shall be
equipped with approved automatic’

ecarbon dioxide

OR

«dry chemical
extinguishing systems that shall also serve to protect
the cooking surfaces. ‘

NOTE: Portable extinguishers of the same type

should also be avatilable for use in case
- of fires. -

D-12
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oipsu14téon pf. or protection’ from hot and toyd N
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. DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

Y N NA

NOTES/COMMENTS

Do the safety precsgmtions in use
provide thatt .. =
ewalk-in refrigerators and
., freszers can be ‘apened from
‘‘the insjde at all times?
ethere 18 insulation of or
' pratection from hot 'and cold

' water pipes, water heaters,

' refrigeratot compressors,
condensing units, aad heat-
producing equipment?
sfood and nonfood suppiies
are clearly labeled?
ethere is documentation of

' . participation in the hospital -

- preventive maintenance and
safety programs?

‘Is the:

eholding

" etransferring

edisposing
of garbage done in a manner that
will not create a nuisance or
otherwise permit the transmission
of disnase?

AR

Y N M
VA
Y N
Y N

<
zZZ 2

D-13

"' when such refrigerators and

i Such programs shall include inspec-
tion and testing of nonclinical

nainutenance department, including

This pfotection is to be found

freezers are locked and whether or
not they are in use.

i

electrical equipment at regular
intervals to be determined by the
chief of the engineering and

all appliances (FUNCTIONAL SAFETY
AN SANITAT.ION INTERPRETATION II).
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DIETET!C SERVICES |

CRITERIA

SOURC&S

WRITTEN

sDevelopment

eReview and revision

‘eContents

POLICIES AND PROCEDURES‘ - STANDARD III: Diecatic serviees 9ha11 Ba guided bj

v ' ‘ R
written policles and procedures. e

INTERPRETATION III. There shall be 'weitten policien ‘ "
and procedures concerning the scope and conduct of

\ dietetic services, that: . \

. einelude administrative policies and procedures
«concerning food procurement, preparatiuv,
and service ‘
-developed by the director of the dietetiu o
department/service

‘sinclude nutritional care policies and prochures.
«developed by.a qualified dietitian '
ethat, when appropriate, should have the

concurrence or approval of the medical
staff through its designated mechanism,
‘ and ¢f the nursing service
s3res -~ ‘
osubJected to timely review
srevised as necessary
«dated to indi*ate the time of the last
review
- eenforced

IN ERPRETATION ITI: 'The policies and procedures shall
relate to at least the following: ‘
esrespongibilities and authority of:
sthe director of the dietetic department/
service
°the qualified dietitian, when the director
.18 not a quelified dietitian
efood purchasing, storage, inventory, preparation,
and service
ediet orders, which should be recorded in the
patient's medical record:
*by an authorized individual
sbefore the diet is served toethe patient
sproper use of and adherence to standards for
nutritional care, as specified in the diet manual/
handbook
enutritional assessment and counseling, and
diet instructinn
emenus
ethe role, as app:upriate, of the dietetic
department/service in the preparation, storage,
distribution, and administration of:
senteric tube feedings
stotal parenteral nutrition programs
*alterations in diets or diet schedules, including

D-14
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. DIETETIC SERVIiCES

- SELF-ABSESSMENT ITEMS

:
B

Do the written dietetic department/
service policies and procedures

relate to:
sthe responsibilities and authority

of the director?
‘sfood storage and preparation?
ediet orders?
ediet instruction?
emenus ?

Y. N NA|

<o el
Zz2ZXE

D-156

NOTESICOMMENTS
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DIETETIC SERVICES

oDisaster plans

CRITERIA SOURCES
sContents provision of foodservice to persons not receiving
(continued) the regular meal service

eancillary dietetic services, as appropriate,
including:
+food storage and kitchens on patient care
tnits
+formula supply
scafeterias
«vending operations
ice making
san identification wystem for patient trays, and
methods used to assure that each patient receives
the appropriate diet as ordered
spersonal hygiene and health of dietetic personnel
sinfection control measures to minimize the
possibility of contamination and transfer of
infection, to include establishment of:
sa monitoring procedure to assure that dietetic
personnel are free from infections and
open skin lesions
esanitation procedures for the cleaning and
maintenance of equipment and work areas, and
the washing and storage of utensils and
dishes
epertinent safety practices, including the control
of the following hazards:
eelectrical
sflammable
smechanical
«as appropriate, radiation
scompliance with applicable federal, state, and
local laws and regulations

INTERPRETATION III: There shall be a clear definition
of the role of the dietetic department/service in the
hospital's:

einternal disaster plan

sexternal disaster plan

INTERPRETATION III: The role of the dietetic department/
service in the hospital’s disaster plans shall provide
for the following:
othe department/service shall be able to meet the
nutritional needs of patients and staff during a
disaster, consistent with the capabilities of the
hospital and community served
°the hospital should be essentially self-sustaining
for a minimum of one week, including provision of
preestablished mechanisms for immediate supply
of water, food, and fuel (FUNCTIONAL SAFETY AND
SANITATION INTERPRETATION III)

D-16
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DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

NOTES/ICOMMENTS

Do the written dietetic department/
service policies and procedures
relate to:
san identification system for
patient trays?
spersonal hygiene and health
of dietetic personnel?
sinfection control measures?
ssafety practices?

Is the role of the dietetic depart-
ment/service in the hospital's
disaster plans clearly defined?

Y N NA
Y N
Y N
Y N
Y N
Y N
D-17
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DIETETlC SERVlCES o

CRITERIA

sdunces

Y

DOCUMENTED

oMedical record
entries

eDjet Manual}Hanabdok

IWHERRRETAPIUN J[I. There*éhnll be a diet manual/
' Lapdbook that shall:
|, ebe; developed or adbpted by a qualified

‘Fﬁg{ »ddétixian in cooperation with:

VY orepresentatives of the medical svaff
“egther appropriate dietetic staff

\‘ii . especilfy standavds for nutritional care that are

at least in accordance with those of the
Recomnended Dietary Allowances (1974) of the Food
and Nutrition Board of the National Research
Council of the National Academy of Sciences
especify the nutritional deficiencies of any diet
that is not in cpmpliance with the recommended
ddetary allaWances

esCrve as a guide to ordering diets

NOTE: Ménus served should be conaietent with the
' requirements in the diet manual/handbook.
sbe reviewed annually and revised as necessary by
a qualified dietitian
ebe dated to identify the review and any revi-
sions made
ebe approved by the medical staff through its
designated mechanism
NOTE: A copy of the diet manual/handbook shall be
located in each patient care unit.,

INTERPRETATION IIT: All master menus and modified diets
shall be approved by a qualified dietitian.

STANDARD V: Dietetic services shall be provided to
patients in accordance with a written order by the
responsible practitioner, and appropriate dietetic infor-
mation shall be recorded in the patient's medical record.

INTERPRETATION V:
designee:
eghall enter dietetic informution into the medical
record as specified, and in the location deter-
mined, by those performing the medical record
review function

The qualified dietitian or authorized

NOTE: These determinations shall be made by the

medical record committee when one exists.

eis responsible for documentiné appropriate
nutritional information in the medical record on
the request of the appropriate medical staff member

D-18
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DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

NOTES/COMMENTS

Is there a diet manual or handbook
that: ‘
ois current?
eis adopted by a qualified
dietitian?
eis approved by the medical staff?
sindicates the nutritional
deficiencies of any diet?
ois reviewed annually?
ois located in each patient care
unit?

Are all master menus and modified
diets approved by a qualified
dietitian? .

Does the qualified dietitian or
authorized designee document
nutritional information as
authorized in the patient's medical
record?

Y N NA
Y N
T N
Y N
Y N
Y N
Y N
Y N
Y N
D-19

DS/19



DIETETIC SERVICES

CRITERIA

SOURCES

¢Medical record
entries
(continued)

®Consultant reports

EVALUATED

®Review and evaluation

of appropriateness
and effectiveness

- INTERPRETATICN V: Such documentation may include:

-econfirmation of the diet order within 24 hours
of adnission for: ‘
sthose patients receiving oral alimentation
«all subsequent orders by the responsitle
prac:itioner for a diet modification
esummary of the dietary history and/or nutritien
assessment, when the past dietary pattern is
known to have a bearing on the patient's con~
dition or treatment
ecimely and periodic assessment of the patient's
nutrient intake and tolerance to the preascribed
diet modificaticn, including the effect or the
patient's appetite and food habits on food intake
and any substitions made
edescription of the diet instructions given to
the patient or family and assessment of their diet
knowledge
edescription or copy of the diet information
forwarded to another 1nstitution upon patient
discharge

NOTE: If nutritional care follow-up reverte to
the practitioner’s office practice or a
health care agency, thie should be noted
in the patient's record.

INTERPRETATION I: When a qualified dietitian serves only
in consultant status, this individual shall submit
written reports regularly to the chief executive officer
concerning the extent of services provided.

STANDARD VI: The quality and appropriateness of
nutritional care provided by the dietetic service shall
be regularly reviewed and evaluated.

INTERPRETATION VI: The director of the dietetic depart-
ment /service, in consultation with a qualified dietitian
when the director is not a qualified dietitian, shall be
responsible for assuraing that a review and evaluation of
the appropriateness and effectiveness of such services:
els accomplished in a timely manner, including the
nutritional care provided to:

*inpatients

*when applicable, ambulatory care patients

*when applicable, patients in a hospital-

administered home care progran
ols performed at least annually
sinvolves the use of:

*the medical record.

epreestablished criteria

05720




DIETETIC SERVICES

SELF-ASSESSMENT {TEMS Y N NA| NQTESICOMMENTS
\
Is a review and evaluation of the
quality and appropriateness of
dietetic services:
eperformed at least annually? Y N
*based on the use of preestab-
lished criteria? Y N
edesigned to include outside
provider sources? Y N NA
D-21
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CRITERIA

|

DIETETIC SERVICES
" SOURCES

oReview and evaluation
of appropriateness
and effectiveness

~ (continued) ‘

®Quality control
mechanisms

sincludes input from the medical, nursing and
‘dietetic staffs

eshould be performed within the overall hospital
quality assurance program . ,
eincludes on the same regular basis a review and
evalution of ‘the quality and appropriateness

of dietetic services provided to the hospital
by outside sources :

INTERPRETATION VI: At least the following quality con-
trol mechanisms shail be implemented: o
eall menus are evaluated for nutritional
adequacy :
sthere is a means for identifying patients who are
not receiving oral intake '
otray i?:vrification is monitored
enot =wre “nan 15 hours elapse between the
serving of the evening meal and che next sub-
stantial meal for patients who:
eare on oral intake '
o«do not have specific dietary resquirements
eas appropriate, the nutrient intake of patients
is assessed and recorded «
sas appropriate, patients with special dietary
needs receive instructions relative to their
diets, and an indication of the patient's
(or family's) understanding of these instruc-
tions is recorded in the medical record
eas appropriate, patients who are discharged from
the hospital on modified diets receive written
instructions and individualized counseling prior
to their discharge
equalified dietitians participate in committee
activities concerned with nutritional care
sthere is a maximum effort to assure the appetizing
appearance, palatability, proper serving temper-
ature, and retention of nutrient value of food

NOTE: Whenever pogsible, patient food preferences
shall be respected and appropriate dietary
aubstitutions made available. Surveys-to
determine patient acceptance of food are
encouraged, particularly in the case of
long-stay patients.

D-22 - .
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DIETETIC SERVICES

SELF-ASSESSMENT ITEMS

Y N NA

NOTES/COMMENTS

Is the patient diet (tray) identifi-
cation monitored at all times?

 Is the interval between the evening
meal and the next substantial meal
15 hours or less fcr psatients who
are on oral intake and do not have
special dietary requirements?

Does a qualified dietitian par-
ticipate in coumittee activities
concerned with nutritional care?

D-23
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See also the Quaiity Assurance

standard

\
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FOOTNOTES

1joint Commission on Accreditation of Hospitals, "Dietetic
Services," Section of the Program or lospital Accreditiation
Standards (PHAS) Manual, Seventh Edition (Chicago: Joint
- Commission on A§creditation of Hospitals, 1979), pp. DS 1-23.
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APPENDIX K

- DESCRIPTION OF TEST SITES




B S

The followlng is s description of each test site hospital.
To retaln anonymity and because data collected tndicated little
relatléﬁﬁhip betwaeen hospital charactéristié aﬁd results the B
\‘descriptions are given by name and not by the hospitai code used
in the study.l’ |
1. ledoke Army Medical Center (BAMC) is a 632 hed
medical center located at Fort Sam Houston, Texas. Inpatient
facilities are located in three different bulldings. All medical
specialties are represented at BAMC., The Food Service Divis;on .
oparates two cafeterias and two patient feeding systems.
Approximately 3,000 meals per day are served to patients and
staff with about 350 patient trays served at each meal. BAMC
operates one of the two approved Army dietetic internship
Prog - LmT. \
<. Madigan Arumy Medi~al Center (MAMC) is a 41l bed
medical center offering most specialtieas. The center offers a
number of residency programs. MAMC is located at rFort lLewis,
Washington. The Food Service Division serves about 1,500 meals
per day. Apbout 750 of these meals are served to patients on the
wards.
3. Silas B. Hays Army Comnunity Hospital is located at
Fort Ord, California. The hospital has 169 operating beds. A
number of specialties are offered. The Focd Service Division
operates a cafeteria and a ward tray service for patients who are
confined to the wards. Approximately 900 meals per day are

served, with about 125 trays served to patients on the wards each

mesal.

E-1




4. Darnell Army Community Hospital is located at Fort
Hood, Texas. It has 260 operating beds and offers'a number of
speclalties. The Food‘Service Division operates a cafeturia for
patients and staff and a patient tray seréiég. ApprdximatelwaOO
meals per day are served including about 125 patient trays'pér |
meal period. ‘ ,
| | 5. Fort Leonard Wood Army Community Hospital is a 238
bed‘hOSpifal located at Fort‘Leonard Wood;kMissouri.j The"
majority of patients seen are basic trainees with relativeiy
minQr injuries and diseases, althdugh a number of specidlties Qre
offered. The Food Service Division operates a cafeteria and a
patient tray system serving approximately 750 meals per day of
which approximately 375 are patient trays per day. |

6. Munson Army Community Hospital is located at Fort
Leavenwdrth, Kansas, home of the Army Command and General Staff
College and the Army Detention Facility. The hospital is a 46
bed hospital averaging about 34 occupied beds. The Food Service
Division operates a small cafeteria for hospital statff and
patients and a tray service for patients eating on the ward. The
Food Service serves about 270 meals per day with about 75 patient

trays served daily.

FOOTNCTES

1HQ. US Army Health Services Command,'“Command Performance
Summary, lst Qtr, FY 82" {Fort Sam Houston, TX, 198Z) pp. 34-35.
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APPENDIX F

HSC TASKING LETTER







PATIENT SATISFACTION SURVEY DATE ¢

In an effort to maintain high standards of food and service, we would like to have
your comments on saveral questions. Please circle your answers (or fill in the blank)
and leave the form Ly your bedside to be picked up by the Health Aids. If we can

be of assistance concerning your meals, please ask your nurse to call us.

1. Which ward are you located on?

2. How long have you been a patient?

1-7 days 8-14 days 15-21 days 22-28 days over 29 days
3. Do you eat your meals in the dining‘room? YES ° NO
4., Please rate the feollowing aspects of meal service,

a. The temperature of the _
~ hot food items., *(Comment Below) EXCELLENT GOOD FAIR POOR

b, The temperature of
cold food items, *(Comment Below) = EXCELLENT GOOD FAIR POOR

c. Quality of food preparation. EXCELLENT GOOD FAIR  POOR
d. The appearance of your tray. EXCELLENT GOOD  FAIR  POOR
a.. The variety of foods offeraed. EXCELLENT GOOD FAIR POOR

f. Do you receive your tray on time? ALWAYS USUALLY SELDOM NEVER

3. If you choosing from a selective menu, please rate the following:

a, Is the menu easy to read? AIWAYS USUALLY  SELDOM  NEVER
b. Do you receive what you order? AIWAYS USUALLY SELDOM NEVER
¢. Do you receive a menu? ‘ ALWAYS USUALLY SELDOM  NEVER

6. Iff you are receiving i modified diet and cannot choose your own foods, please
auswer the following questions.

a, What kind of modified diet are you receiving?

b, How often have you been visited by someone from the Dietary Department to
help you with dietary tolerances or problems?

DAILY FREQUENTLY SELDOM NEVER
7. I1f you have been given a diet instruction, please answer the following:

a. Please rate the presentation EXCELLENT  GOOD  FAIR POOR
of the diet inastruction.

b. Please rate your understanding
of the diet, EXCELLENT GOOD FAIR POOR

8. Please rate the overall quality of the food and service you have received.
EXCELLENT GOOD FAIR POOR
9. Please maka any comments: (If you have a specific problem you would like to

discuss with dietary personnel, please write in your name and ted number so
we can halp you.)

MEDDAC Form 001b (Tast)
27 Aug B Ft Polk




APPENDIX G

QUESTIONNAIRE
SURVEY RESULTS BY TEST SITE

PATIENT TRAY SERVICE
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"Hospital
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Month
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Month
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Month 1

Average‘
X
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Score

Average
X

Score

Average

Average

. EXCELLENT

‘TABLE 2

- SATISFACTION WITH
PATIENT TRAY SERVICE

Goonp - FAIR
43% ‘ 50% ' 7%
52 57 : 1
63 . 18 18
66 16 17
68 . 18 14
- 58% 30% 11.5%
15 : x 10 x 5
10.2 _ 3.0 .58
[13.78 |
34 .5% 42 4.2
45.6 42,1 10.5
23.4 45 .5 19.5
28 | 37.8 10.5
33% 42% 117
15 10 5
4,95 4.20 .55
o600 |
16% 37% 22%
29 36 2
23 30 16
42 45 10
35 \ 40 i
29% 37 .6% 14%
15 10 5
4,35 3.76 .70
3.7 |
30% 50% 17%
35 53 10
30 49 19
31 55 12
39 44 12
I3% 50 .2% 14%
'5 10 5
1,95 5.02 .70
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Hospital E.

Month

Hospital
Month

Hospital
Month

1

2

(¢ &V}

U W=

b0

TABLE 2 (Continued)

- % - %
41 41
52.2 47 .8
22.2 69 .4
23 45
Average 35% 50.8%
x 15 | 10
= 5,25 5.08
Score tio.ﬂl |
34% L 42%
35 : 47 .5
50 35
34 58
Average 37 .6% : 45 .5%
X 15 | X 10
= 5.64 4 .55
Score l 10.92 |
24 46
15 40
30 60
Average 23 .49
e 15 15
= 3,495 4.9
Score 8.9 |

- %
18

8.4
12
5 .6%

.48

24%

14.6%
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APPENDIX H

QUESTIONNAIRE
SURVEY RESULTS BY TEST SITE

NUTRITION COUNSELING

i




PATIENT SATISFACTION SURVEY
DATE:

In an effort to malntain high standards of nutritional care and dielary treatment,
ve would appreclate if you would answer the following questions. We would also
appreciate any additionsl comments you may have., Flease circle your answers and
place the completed survey in the box provided or return it by mail. .

1.

2.

%s]
-

10.

11,

Whuﬁ3ia &ourléﬁﬁtua?

Acéivéubuty Dependent  FRetired  Dependent of Retired  Other
H&wemdny times‘haQe'you‘béen seen in the Nutrition Clinice?

One (1) T™wo (2) Three or more |

What type of diet or nutrition counseling did you receive (i.e. 1200 cal,
sodium restricted, weight control etc)?

How long did you have to wait for your appointment?

Less than 1 week Less than 2 weeks Leas than 3 weeks

When you arrived for your appointment were you:
Seen on time Walted less than 10 min Waited more than 10 min

Did your physicien glilve you any information concerning your dietary
treatment Yes No

Do you feel you were given the treatment (information) that your
physician intended? Yes No

Did you understand the information and/diet the dietitlen gave yaou?
Yes No

Do you feel the information and diet will help you?
Yen No

Do ynu feel that your experience in the nutrition clinic was?

Excellent Good Fair Poor

Please feel free to add any comments that you may have. If you have
any questions about your treatment, please feel free to contact us at

telephone .

MEDDAC Form 00lc (Tost)




Hespital A.

Month 1

Hospital
Month

Hospital
Month

Hospital
Month

G

Average

Score

Average

Score

Average

Score

Average

Score

X

X

X

X

TABLE 3

SATISFACTION WITH NUTRITIONAL
COUNSELING & TREATMENT

EXCELLENT GOOD FAIR
70% 30% -
72 28 -
88 12 -
92 8 -
91 2 =
82.6% 17 .4%
15 10
12.39 1.74
[1a.13" |
50% 50% 0%
60 35.6 3.3
72.7 37.2 0
100 0 0
“70.7% 30.7% .82%
15 10 5
10.61 3.07 .04
[13.72 |
35% 53% 12%
36 57 7
10 30 0
48 48 4
34 57 2
44 .6% 40% 6 .4%
15 10 5
6.69 4.90 .32
[—Ii.o1 |
35% 50% 12%
69 29 2
35 50 12
70 30 -
69 29 2
55.6% 37 .6% 75.6%
15 10 5
8.34 3.76 .28
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TABLE 3 (Continued)

Hospital E.

Month 1 - % - % -% .

2 61 S 7

3 42 49 9

4 37 58 13

5 50 45 5

Average 47 .5% 46% : 8.5%

X 15 10 S5

= _7.125 4.6 o4

Score [12.15 |

Hospital F.
Month 1 39.5% - B54% 5%
2 52.7 38.4 8.9
3 59 34 6
4 45 49 4
5 61 34 4
Average 51.41% 41.91% 5.61%
X 15 10 5
= 7.72 4.20 .29
Score [12.21 |
dospital G.
Month 1 63% 33% 4.0%
2 70 30 -
3 - - -
4 72 33 -
5 84 17 -
Average 72% 28% 1%
X 15 10 5}
= 10.8 2.8 -

Score | 13.6 ‘
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) E 1.

5.

6.

DINING HALL PATRON SATISFACTION SURVEY

‘What is your‘status?‘

Patient  Civilian Staff  Enlisted  Officer
_How many meals do you eat in the Dining Hall?
1/day  2/day 3/day 1-3/week  first visit
How do you find out what is on the menu?
on Wards ‘entrance to Food Service other
Dining Hall Employees : o

Please rate the following aspects of our Fcod Service:
a. The variety of foods on the menu. EXCELLENT GOOD
b. Thé present meal hours. EXCELLENT GOOD
¢, The atmosphere of the Dining EXCELLENT GOOD

Facilities

d. Are the employees' appearances

acceptable? ALWAYS USUALLY
e. Are the employees courteous? ALWAYS USUALLY
f. Are the food items displayed

attractively? ALWAYS USUALLY
g. 1Is the quality of the food

acceptable? ALWAYS USUALLY
h. Are your hot foods

adequaely hot? ALWAYS USUALLY
i. Are your cold focds

adequately cold? ALWAYS USUALLY
j. How often do you use the

salad bar? ‘ ALWAYS USUALLY
k. How often do you use the

rhort order line? ALWAYS USUALLY

Please circle your answers and
We will appreciate any comments

Guest

FAIR
FAIR

FAIR

SELDOM

SELDOM

SELDOM

SELDOM

SELDOM

SELDOM

SELDOM

SELDOM

DATE:

In an effort to mainﬁain high standards of food and service, we would like to
have your comments on several questions.

| leave this form in the box by the exit door.
S you may have and if we can be of any assistance concerning your meals, please

consult ene of our stnff membexs.,

POOR

POOR

POOR

NEVER

NEVER

NEVER

NEVER

NEVER

NEVER

NEVER

NEVER

Please rate the overall quality of the food and service you have received.

EXCELLENT CO0D FAIR POOR

Please make any additional comments:

MEDDAC Form 00la (Test)
27 Aug 81 Ft Polk g
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QUESTIONNAIRE

SURVEY RESULTS BY TEST SITE

CAFETERIA SERVICE




Hospital A.
Month 1

Ol O

Hospital
Month

O 0N T

Hospital C.
Month

[ I~ IV el T

Hospital
Month

(o IV-NR /AN VI Ul ]

Average

X

Score

Average

Average

X

Score

Average

X

Score

EXCELLENT

33%
34
44
36
35

36 .4%
15

5.4
[10.85_ |

51%
51

34

33
35
40.8%

15
6,12
[11.16 |

TABLE 4

SATISFACTION WITH
CAFETERIA SERVICE

GOOD

52%
24
41
44
40
30.2

10
4.02

52%
48

44

50
52
49.2%

10
4.92

41%
41
50
49
49
46%

10
4.4

I-2

FAIR

21.5%
23.1
18.6
21.4

Eitis%

5
1.06

11%
15

10
10.6%

5
«53

8%

11
15
10
8 .8%

44
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TABLE 4 (Continued)

Huspital E.

Month 1 - % - % - % - %

2 45 40 14 1

3 45 42 3 0

4 44 48 8 0

5 50 43 T 0
Average 46% 43,25% 8% 1%

X 15 10 5 0

= 6.9 4.33 .4 -

Hospital F. ‘
Month 1 48% 40% 9% 2%
P - - - -
3 21 56 19 4
4 40 45 12 2
5 43 43 13 0
Average 38% 46% 13.25% 2%
X 15 10 S 0]
= 5.7 4.6 .7 0
Score ! 11.0 |
Hospital G.
Month 1 4% 42% 33% 16%
2 20 46 26 12
3 - - - -
4 - - - -
5 30 55 21 1
Average 18% 48% 26 .6% 15.3%
X 15 10 5 0
= 2. 4.8 1.33 -
Score 8.83 |
I-3



APPENDIX J

QUESTIONNAIRE
SURVEY RESULTS BY TEST SITE
PROVIDER SATISFACTION WITH PATIENT TRAY SERVICE
AND
NUTRITIONAL COUNSELING

e R 0 G T




BT L

e i Ay e R e

! PROVIDER SATISFACTION SURVEY DATE

A study 1s being conducted on Food Service Quality Assurance which the hospital Food
Service Division is participating in. Part of this study requires that the cpinions
of health care providers (Physicians, Nurses, Physical Therapists, Occupational
Therapists, etc.) be surveyed concerning the quality of food and the nutritional treat-

~ ment and counseling provided to patients by the Food Service Division. The object is

to determine the quality of services provided the patient. Therefore, please try to
answer the following questions based on how well you feel the Food Service Division

.provides or enhances the patient treatment or service that you requested, supervise, or

provide and avoid interjecting opinions about service provided to you as an individual.
Please circle your answer or fi11 in the blank. Thank you for your assistance,

1. What is your profession (MD,RN, LPN, 0T, etc) Military or Civilian (please
circle) : '
2. How long have you been assigned to or worked with this hospital ____ _  years? -~

3. Please evaluate the following aspects of Food Service.

a. Do your patients receive the diet ‘
‘ ordered for them? ALWAYS USUALLY SELDOM N/A

b. Do you feel that the hot food served ’
to your pat1ents‘1s adequately hot? ALWAYS USUALLY SELDOM NSA

c. Do you feel that the cold food scrved
to your patients is adequately cold? ALWAYS USUALLY SELDOM N/A

d. Do you feel that the variety of foods
offered to your patients is adequate. ALWAYS USUALLY SELDCM MIA

e. Do you feel that the standard diets
available (soft, Na/R, liquid, etc)
are adequate for you to order from? ALWAYS USUALLY SELDOM N/A

f. Do you feel that the fnod is served as

attractively as possible considering
diet limitations? ALWAYS USURLLY SELLOM MIA

g. Do you feel that the type of service
(trays, utensils, etc) meet the needs
of your patients? Can the patient
eat from the tray without undue
difficulty? ) _ ALWAYS USUALLY SELDOM NIA

h. Are the meal service times adequate :
to meet your patients needs? ALWAYS USUALLY SELDOM N/A

i. Do patient meal service times

interfere with patient treatment?
(Rounds, clinfc schedules, etc.) ALWAYS USUALLY SELDOM N/A

MEDDAC Form 1001 (Tesi)
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J. What is your overall evaluation
of the food service provided to ' -
your patients? ‘ - EXCELLENT GOOD FAIR PGOR

4. Please evaluate the follewing aspects of Nutritional Services. (Please”con31der in
and outpatient services unless otherwise indicated.) ‘

“a. Do you feel that there 1s adequate
 contact between your patients ({n- o - | ;
patients) and food service personnel? ALWAYS USUALLY  SELDOM N/A

b. Do you feel that you and/or your
patients received an adequate
response when assistance is requested ‘ : .
on & dietary or nutriticnal problem? ALWAYS USUALLY ~ SELDOM N/A

c. Do you feel that sufficient time 1s
spent with patients to provide the \ S 3
required dietary treatment? _ ALWAYS USUALLY SELDOM N/A

d. Do you feel that your patients
recefved the dietary treatment or
counseling that was intended or vas B
needed? ALWAYS USUALLY SELDOM N/A

e. Do you feel that the dietary treat-
ment programs that are available.
particularly for chronic problems
such as obesity and diabetrs are
sufficient? YES NC

f. How do you rate the nutritional
treatment received by patients
served by this hospital? EXCELLENT G0CD FAIR POCK
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