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CHAPTER 1

INTRODUECTIEON

Hospitals of 50-bed or less capacity do not usually
retain the services of a full-time dietitian, but instead
utilize the services of the dietary consultant, shared or
part-time dietitian, The dietitian who serves in this
capacity must work very clecsely with the hospital adminis-
trator and food service supervisor in identifying and solving

problems that exist in the dietary department,

In that fgod scrvice_iswfrequentlx an area of negative
criticism and discontent exemplified by patients, it warrants
investigation. Objective evaluations by hospital administra-
tors and dietary consultants in hospitals of S0-bed or 1lass
capacity should prove to be a useful tool for dietary con-

siltants in planning future programs.

There is aiso the question as to whether or not the
dictary consultant can successfully perform and carry out the
designated duties and responsibilities as outlined by the
American dietetic Association and Medicare during the minimum
ejght-hour day per month visitation. Evaluations by hospital

adninistrators and dietary consultants, identifving problem



areas in the dietary department should give some index,
relative to the number of hours necessary to carry out the
duties and responsibilities essential to the accomplishment

and maintenance of high standards of service to patients.

REVIEW OF LITERATURE

Hospital Food Service

Food service in a hospital, as pointed out by the
American Hospital Association (8), must please many people
if it is to be successful. From the physician's point of
view, the food service is an important factor in a patient's
treatmeﬁt,'whethgr instructions are given for a modified
diet or for a }egu]ar diet. To.the patient; e&ch meal ié éﬁ-
important event. The familiar experience of eating can help
pase the discomfort of unfamiliar surroundings. To personnel,
the food service represents a convenience, a time for relaxa-
tion, and often a means of reducing job tensions. In some
instances, food may be a part of the exmployee's salary.
How the employee feels about the food served may influence
sttitudes toward the job, the supervisor and the institution,
The public, too, which includes visitors, visiting medical
men, and salesmen, looks critically at the food served in
the hospital, Even though visitors may not be permitted to
use the food services, and even though guest trays may not be

allowed, visitors need only be present when meals are served



to form an opinion of the quality of the food served or of
the food service staff. Hospital administrators have come
to look upon food service as one of the services most vul-
nerable to criticism. Opinions of the hospital food service
may affect the standing of the institution in the community.
Thus, the food service can result in good or poor public

relations (8).

Greenaway (24) stated that the food service product is
on trial every day at every meal. Reaction to it is immedi-
ate and sometimes devastating. In order to produce a
satisfactory food service, objectives and organization are
necessary. Greenaway further stated that since the product
of the food service is susceptible to the emotional likes
and dislikes of people with built-in habits dating from
childhood, it is one of the most difficult marketing problems
encountered in any field. Kurtz (30) reported that no ad-
ministrator could be so naive as to expect every person in
the institution to be satisfied with the food service all

the time.

Administrator-Dietitian Relationships

Wellin (49), in a paper presented at the 40th Annual
meating of the American Dietetic Association, stated that
the administrator regards the dietitian as a happy hestess

for a large eating establishment and feels that the aim of



contacts made with the "customers" is to boost morale and
encourage pleasant and happy thoughts about the hospital.
Krehl (29) reported that all too often, the dietitian has
been relegated to a position "near the kitchen" where it is
thought that the menus are planned. Some individuals even
think that the dietitian "cooks the meal." The food service
is the prime focus for criticisms by patients, house staff,

and others associated with the hospital food enterprise,

Unfortunately, hospital administrators and physicians,
as noted by Graning (23), are currently conditioned to think-
ing that the dietitian is useful in matters such as modified
diets. Even the degree of sophistication is limited to

bland, liquid and low sodium diets.

Kurtz (30) emphasized that the dietitian functions
best when it is understood what is expected and the individual
is provided adequate opportunity for professional growth.
Kurtz presented factors necessary for good administrator-

dietitian relationships:

1) A frank discussion on the part of administrator
and dietitian at the time of the employment
interview is basic to a good relationship
tetween the two, but such interviews are the
cxception rather than the rule.

2) As leader of the administrative team, the adminis-
trator has to discover ways of motivating the
dietitian to the highest level of professional

performance of which she is capable.



3) The dietitian should have a definite and
clear-cut idea of the lines of authority as
represented by the organization chart of the
institution. It is of prime importance for
her to understand to whom she is responsible.

4) As a member of the administrative team in-
volved directly with patient care, the
dietitian should report directly to the
administration.

5) The administrator and the dietitian should
seek an understanding of the philosophy of
feeding.

6) There must be mutual confidence between both
members of the team. The administrator must
be able to trust the dietitian's judgement
regarding matters which should come to his
attention. The dietitian expects and needs
the assurance of the administrator that
problems and possible solutions presented
for consideration will receive due attention
at the appropr1ate tlme

7) An atmosphere of comfortab]e Lommun1Cdtiun
must be worked out by the administrator-
dietitian team. Each should understand and
appreciate the working habits of the other,
for this is one of the determinants in
arranging for the best communication
processes,
Jernigan (26) stated that communication, which grows
in a climate of trust and confidence, is a management skill
of vital importance, one of the most exacting skills of

management, and one of the most neglected.

In a study of five hospitals by Newton (35), data re-
vealed that administrators seem to think there is good

communication with dietitians, but dietitians on the



contrary, do not share this opinion. Instead, the dietitians
were of the opinion that administrators know little and care
less about the objectives and activities of the dietitian.
Schwartz (42) pointed out that the sense of trust between
administrator and dietitian is the indispensible factor in a

good working relationship.

Marshall (33) listed five basic steps that administra-
tors should consider in establishing a successful dietary

nrogram with the dietary consultant. The administrator:

1) Defines the food service objectives and the
part the dietitian is expected to play in
achieving these objectives.

2) Selects a dietitian who has suitable qualifica-
tions to perform the work satisfactorily.

3) Gives enthusiastic and positive cooperation to
the dietitian. If the kitchen staff has not
nad professional supervision, it may raject
the advice and authority of the consultant.
The administrator must set the atmosphere for
cooperation and back up the procedures intro-
duced by the dietitian.

4) 1Is willing to follow the dietitian's professional
decisions regarding nutrition and diet therapy,
as well as in the areas of food production, pur-
chasing and service.

5) Pays the consultant promptly.



The following responsibilities of the dietitian to the

administrator have been clearly defined by the American

Dietetic Association (5):

The professionaly qualified dietitian:

1)

2)

3)

4)

5)

6)

7)

8)

9)

Is loyal to the administrator as director of
the institution.

Informs the administrator on administrative
developments pertinent to the department of
dietetics.

Reports routinely, both in writing and in con-
ference, to the administrator concerning
present situations in the department, pertinent
observations, and future plans,.

Directs effective management of the department
of dietetics through planning, organizing,
coordinating, budgeting, controliing, and
evaluating.

Cooperates in the development of policies for:
the purchasing of food, equipment , and sarvices;
personnel and salary ranges; catering; and other
activities of concern to the department,

Develops and keeps current the organization
chart of the department showing responsibilities
and authority of all personnel.

Uevelops and keeps current job analyses and
descriptions for all positions.

Serves nutritionally adequate and palatable
food under the strictest standards of sanitation
and within the budget allocated for the depart-
ment of dietetics.

Obtains, compiles, and collects information
pertinent to the operation of the department of
dietetics. Prepares meaningful reports, with
explanations and implications for the future.




10) Evaluates periodically the departmental
functions in relation to present and future
goals.

11) Informs all persons concerned of matters

pertinent to or of interest to them. Estab-
lishes and uses effective communication.

Impact of Medicare

The Associate Administrator of Virginia Mason Hospital,
Austin Rose (40), in a presentation to the Institute on
Dietary Department Administration on February 23, 1966 re-
ported that the hospital industry, the fifth largest in the
nation and the most complex of organizations, was about to
experience a mammoth change--Medicare. As a sampling of
these changes, Austin reviewed three impacts which would

materialize from Medicare:

1) Manpower shortage. Hospitals, as time goes
by, would experience severe manpower short-
ages. Physicians, nurses, and dietitians
would be in short supply, and universities
and nursing schools appeared unable at the
time to make up the shortage. This would
require federal or state participation in
order to subsidize and develop educational
programs at a more rapid pace.

2) Facilities shortage. There are a number of
areas in the nation where hospitals are al-
ready functioning at peak capacity. It must
be determined how the demand for additional
beds will affect educational programs and
how soon hospitals will be abie to supply
the added facilities to fill the need and
at what cost,



3) The right to quality medicine. A consider-
able challenge exists for all to maintain
traditional standards in the face of many
changes.

Cashman (17), Chief of Medical Care Administration,
stated that Medicare is "the law of the land." With the
basis of support that Medicare provides, all of the health
professions will have significant opportunities to pursue
and promote as standard procedure the goals and aspirations
of the various disciplines. Whenever and wherever medical
care is given, the quality and appropriateness of that care
must be in prime consideration. The development and enact-
ment of Medicare legislation has provided the individual
comnmunities and the entire health community the opportunity
to review the present scope and range of health care. MNeeds
and resources have been re-evaluated, successful patterns of
care identified, and areas of insufficiency defined. Because
of Medicare, this process of review can be continued and

pursued to the benefit of all the participants.

Cashinan (17) further stated that members of the American
Dietetic Association must meet the new and exciting challenge
of the profession. As a professional group, dietitians must
be prepared to supply the rapidly growing demand for nutri-
tional services. Leadership in setting and maintaining

standards for nutrition in the Medicare Program must come
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from dietitians. Speaking the language of physicians, ad-
ministrators and patients is important in exercising

leadership.

Birk, Piper and Smith (12) shared the opinion of
Cashman (17) relative to opportunities and challenges that
the Medicare program has presented for the dietetic profes-
sion., Birk and Others (12) noted that prior to the Medicare
Act, it was doubtful that any hospital of 50-bed or less

canacity employed the services of a dietitian.

As the result of the Medicare Act, the Social Security
Administration (43) has outlined the standards for hospital
dietary departments on organization, facilities, diets, "and
conferences, The hospital must have an organized dietary
department directed by qualified personnel. A hospital
which has a contract with an cutside food management company
may ba found to meet this condition of participation if the
company has a therapeutic dietitian on a full-time, part-
time or consultant basis. Smith and Piper (44) pointed out
that dietitians figure prominently in the "Conditions of
Participation--Dietary Departments," and that the dietetic
profession is committed to support the defined responsibilities
of the dietary department which will contribute to improvement

in the field of medical care.
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Evaluation of the Dietary Department

In 1956, a report by a special committee of the Ameri-
can Dietetic Association (1) presented in checklist form,
the first formalized standards for evaluating the effective-
ness of the dietary service in a hospital entitled: "Tool
for Evaluating the Hospital Department of Dietetics." At
the same time, work in developing standards was continued.
In 1963, a second committee of the American Dietetic
Association (6) published a report under the title,
"Standards for Effective Administration of the Hospital
Department of Dietetics." Since the latter report reflected
ipore current thinking, the joint committee of the American
ﬁospifal Aqsﬁciatioﬁ and ﬁhé.ﬁmefiﬁan ﬁieiéfic Associatioh
(1) recommended that the original checksheet be updated for
use in conjunction with the newer report, incorporating
ernlarged knowledge and a broadened philosophy. The check-
shoet retains the title, "Checksheeot for Evaluating a
Hospital Department of Dietetics.”™ This checksheet permits
an appraisal of existing conditions and provides an oppor-
tunity to interprei where and hew changes can improve
individual and departmental efficiency. The form may be
used by hospital administrators or directors of dietetics.
In either case, the tcol should reflect the efficiency of
the department as wall as that of those areas which require

attention. This form is not intended to serve as the only
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tool in evaluation, but is to be used in conjunction with

other existing materials and standards.

Goulet (22), a hospital administrator, suggested a
pattern for evaluating the dietary department in relation
to advancing technology and as a segment of the whole

hospital. Six areas discussed were:

1) The definition of the departmental goals:

2) The management organization, including the
relationship of the dietary department to
the administrator, medical staff, nursing,
accounting, purchasing, maintenance and
housekeeping;

3) The patient and staff food service system;

4) Space requirements;’

5) Staffing patterns and personnel policies; and

6) Food purchasing.

Ross (39), in evaluating dietary department management,
summarized seven characteristics most prevalent in the make-

up of a successful dietary department head:

1) Honesty:

2) ldentification with institutional objectives;
3) Technical knowledge and competence;

4) Cemnunication ability;

5) Judgement and intelligence;

) Emotional balance; and

7) Leadership style.
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The results of an in-depth evaluation of hospital food
service as reported by Blumenthal (13) revealed that depart-
mental objectives, plan of organization, delineation of
responsibilities, policies and procedures, budget reports and
job descriptions are not formalized in writing in many hos-
pitals, Visnyer (48) suggested that from time to time, it is
wise to take a critical look at a food service operation as

it might be reviewed and evaluated by a stranger.

The role of the dietary

onsultant.--The problems of a

dietary consultant in a small hospital as described by Kelly
(28) are similar to those of a dietitian in a large hospital,
except for the fact ihat fhe problems in the small hospital
are more personalized, more tradition bound, and more lccal
in nature. As a resource person, an advisor, a suggestion
maker and a sounding board, the job utilizes all formal and

informal education and a considerable amount of common sense.

Hartman (25) emphasized that the dietary consultant,
qualified to advise, evaluate, teach and train, can help the
hospital ungrade professional food service standards.

Montag (34) pointed out that since the term staff and

dietary consultant is defined in terms of advice and service,
tha role of the dictary consultant can be described as a
staff function. The dietary consultant is limited to an

advisory and service capacity and carries no authorative
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power. Montag (34) and Daub (19) have outlined activities

that a dietary consultant might consider:
The consultant:

1) May provide advice and service in the process
of management, in the techniques and methods
of planning, organization, coordination, and
control.

2) Can be very helpful in spelling out such
management activities as lines of authority
and areas of responsibility.

3) May give opinions of proposed plans or policies,
such as layout of physical facility or procure-
ment of new equipment.

4) 1s of great value in developing new programs
for installation if requested; for example,
reviewing and setting up purchasing procedures

" or employee work schedules. -

5) May help to establish accounting records and
budgets which are yardsticks for performance.

6) May determine the need for and the formulation
of such controls for the food service super-
visor as inventory or portion control.
7) May be called on to undertake an active in-
service training program; for example, instruct-
ing dietary personnel and patients in principles
of modified diets.
To reach departmental goals, Robinson (38) recommended
that the dietary consultant provide at least four hours of
service in the facility each week. The time required, however,

will vary with the size of the facility, number and complexity

of therapeutic diets, and competence of the food service
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personnel, particularly the perscen responsible for food ser-

vice management.

The Louisiana Dietetic Association (32), at the
request of the Department of Hospitals, developed a form
entitled: "“Report of the Consulting Dietitian's Visit."
The form was developed as proof of the existence of the
dietary consultant's visit. Toward the end, or immediately
following the consultation visit, the dietary consultant
should take a few moments to record her thoughts concerning

the visit.

The role of the food service supervisor.--The food

service supervisor, dietary supervisor or cook-manager
Figures prominently in small hospitals of 50-bed capacity

or less. The American Dietetic Association (3) recommended
that, in small institutions, usually 25-beds or less, in
which the person in charge of food service is also respon-
sible for actual food preparation, the title be that of
"eook-manager" rather than food service supervisor. Yhen-
ever a food service supervisor or cook-manager is responsible
for the ¢ietary operation of the food service department,
additional duties are usually assumed by virtue of the

responsibilities of the pesition.

van Horne (47) stated that as long ago as 1251, the

need for training food service supervisors to assist the
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dietitian in routine administrative duties inspired the
development of courses of study and supervised experiences
for workers employed in food service departments. As the
concept of the food service supervisor evolved, it became
apparent that the manager of food service in small hospitals
without the full-time services of a professional dietitian
could also benefit greatly by this type of training. Uhereas
experience in food service is of great benefit in preparing
workers for supervisory positions, the complex knowledge
derived from many fFields such as record-keeping, personnel
management, sanitation, nutrition, quality food preparation,
and menu-planning make it necessary that experience be..

supplb#entéd by formal planned instruction.’

Van Horne (47) further stated that as the number of
graduates of the various training programs increased during
the 1950's, the position of the food service supervisor be-
came identified as a special job category with a common
educational background. To meet the need for continued
education and better communications between individuals in
this new category, a national society, the Hospital, Institu-
tional and Educational Food Service Society (HIEFSS) was
founded in 1960. A person who is eligible to become a member
of the society is a food service supervisor who, by training

and expesrience, is qualified to supervise and instruct workers
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in a food service department. Membership in HIEFSS calls
for various optimal training courses, all of which include
classroom instruction in nutrition and modified diets; menu-
planning, purchasing and other aspects of administration;
principles of food preparation and service; housekeeping and

sanitation; and supervisory skills.

Many brochures, qgquides and books have been published,

including the American Hospital Association's Training the

Food Service Supervisor (10) and Diet and Menu Guide for
Hospitals (8). These publications are planned to aid food

service employees and supervisors.

Getty and Hellenworth (21) poifnted out that the food
seryice supervisor in a small hospital, without a full-time
dietitian, is an effective liaison between the dietitian
and the administrator, the dietary department and staff,
and the hospital and the community. Daub (18) stated that
the dietary consultant works under the guidance of the
administrator who should designate a food service supervisor
or cook-imanager as the person to be trained and responsible
for carrying out the program suggested by the dietary con-

sultant and approved by the administrator.

Spears (45), upon being asked to serve in the capacity

of dietary consultant for three Arkansas hospitals, insisted
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there be a dietary supervisor before taking corrective mea-
sures in any of the hospitals. This meant that the adminis-

trators had to promote the best employee to that position.

The following suggested list of duties and responsi-
bilities of the food service supervisor have been outlined

by the American Dietetic Association (3):
General responsibilities:

1) Consulting with the dietitian regarding
operating problems, patient food service,
and therapeutic diets.

2) Orienting, training, supervising, and
evaluating new personnel,

'3) Training, supervising, and evaluating
other personnel.

4) Instructing employees in use, care, and
maintenance of equipment.

5) Preparing work and time schedules for
food service employees.

6) Supervising sanitation and housekeeping
procedures.

7) Maintaining safety standards.
Respensibilities in the Area of Administration:

1) Assisting in ordering food supplies.

2) Receiving deliveries and checking receipts
against specifications and orders.

3) Maintaining or improving standards of food
preparation and service.
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4) Supervising activities of work areas, in-
cluding cafeterias, dining rooms, and the
dishwashing room.
5) Assisting in the standardization of
recipes and supervising their use.
Responsibilities in the Area of Patient Food Service:

1) MUriting modified menus according to patterns
established by the dietitian or the dietary
consultant.

2) Supervising serving units or central tray
service.,

3) Contacting patients daily who are receiving
routine diets and/or selective menus.

As the result of data collected by Tillotson and Styer

" (46) a "Performance Evaluation Form for Food Service Em=

ployees" has been designed and covers 11 major requirements

for successful performance of a food service worker. This

form may be used by the dietitian or food service supervisor,

The requirements are:

1) Shows initiative and a spirit of cooperation;
2) Shows interest in work;

3) Follows directions;

4) Maintains high food service standards;

5) Maintains sanitary standards and cares for
equipment;

6) Pays attention to details;

7) Communicates with others;



8) Is sensitive to needs of others;
9) 1Is dependable and reliable;

10) Maintains high standards for personal
appearance and conduct;

11) Uses judgement in applying safety rules.

Staffing in the dietary department.--Rothenbuhler and

Bartscht (41) found that hospital administrators and depart-
ment heads often compare staffs for similar size hospitals
(in terms of beds) and discover significant differences.
0ften the staff in the hospital departments are established
on the basis of the staffs that exist in other hospitals of
similar bed size. Because bed size or number of patients
.iﬁ h hospital is only one factor which affects staff needs,
these are inappropriate and inaccurate methods for either

comparing or determining staff needs,

As part of a survey of dietary labor in Iowa hospitals,
findings by Jolin and McKinley (27) showed that hospitals
serving less than 60 meals served 8.6 meals per full-time
employee equivalent. Statistical data gathered by the
Hospital Administrative Services, a project of the Hospital
Research and Educational Trust, spensored by American Hospital
Association (7), in 1963 revealed that the median number of
meals preparad per dietary man-hour was 2.9 (2.1 to 3.9) for
78 hospitals having 49 beds and under. Labor minutes per

meal were 20.7. Boenker (14), in a study of dietary staffing
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in Texas, found that in hospitals of 50-bed capacity or less,
tha mean number of beds per employee was 6.5 with a range

af & to 14.

Lofquist and Others (31) showed, as a result of an
investigation into dietary departments in small hospitals
located in Minnesota, that the average total labor minutes
expended per meal served was 16.9 minutes, with no significant
relationship between the bed capacity of the hospital and

lTabor minutes per meal,.

Ostenso and Donaldson (37), in an investigation of
hospital dietary labor resources of 10 Wisconsin hospitals,
found that many factors affect the utilization of labor time
including the degree of foed control exercised from receiving
of raw food to arrival of meals at the bedside of the patient;
system of food distribution; system of dishwashing; use of
selective or non-selective menus ; amount and quality of
cafeteria service and physical layout., Daub (20) pointed
cut that there are many variables in food service and it is
difficult to establish a standard for staffing other than one
on a2 sliding rule. It could take either from 14 to 17 or

from 15 to 20 man-minutes per meal, and this is a standard

to work toward.
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STATEMENT OF THE PROBLEM

The overall purpose of the study was to obtain an
evaluation of dietary departments by hospital administrators
and dietary consultants in American Hospital Association-
registered and Medicare-approved hospitals of 50-bed or less
capacity in Louisiana, Hospitals in Louisiana of 50-bed or
less capacity were chosen, not only because Louisiana is the
resident state of the author, but also because it is very
possible that some of the hospitals may provide clinical
experience for students in the field of foods and nutrition,
The Task Force for the Seventies of the American Dietetic
Afsociation has rocowmended that clln1ca1 experlence become
a prerequ151te for the undergraduate in order to bettier pre-

pare the student for the dietetic internship program (4).
The specific purposes of the study were to:

1) Identify problems in the dietary departments
as viewed by hospital administrators and
dietary consultants;

2) Investigate the cpinion of dietary consultants
as to the adeguacy of the time alloted to
tha duties and responsibilities of the dietlary
department as outlined by the American Dietetic
Association; and

3) Establish a guideline to staffing needs in
hospitals of 50-bed or less capacity by
determining the average total labor minutes

per meal served.
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DEFINITION OF TERMS USED

Registered hospital: One which fulfills the require-
ments as set forth by the American Hospital Associa-
tion (9).

Dietary consultant: Advises and assists public and
private establishments, such as child care centers,
hospitals, nursing homes, and schools, on food ser-
vice management and nutritional problems in group
feeding. Plans, organizes, and conducts such ac-
tivities as in-service training courses, conferences,
and institutes for food service manayers, food
handlers, and other workers. Develops and evaluates
informational materials. Studies food service prac-
tices and facilities, and makes recommendations for
improvement, Confers with architects and equipment
personnel in planning for building or remodeling
food service units (16).




CHAPTER 11

PROCEDURE

The investigator selected 50 American Hospital Asso-
ciation-registered hospitals in Louisiana of 50-bed or less
capacity to take part in the study. Names and addresses of
the hospital administrators were obtained from the "Listing

of Hospitals, United States," published in Hospitals, Journal

of the American Hospital Association, August 1, 1969 (9).

A letter explaining cthe purpose of the study was sent
to.thq administrators asking for 1,perspna]_intérview per-
taining to the dietary department. A stamped, self-addressed
post card was enclosed, which was to be checked "Yes" if a
personal interview could be arranged, or "No" if a personal

interview could not be arranged.

Twenty-eight "Yes" responses were received from the
administrators, but only 27 qualified for the study because
one haspital had increased in capacity to 150 beds since the
August 1, 1969 American Hospital Association publication. Of
the remaining hospitals, 14 did not respond, five checked

"No," and three had ceased operation.

24
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The investigator was interested in surveying at least
30 hospitals; therefore, it became necessary to solicit the
cooperation of hospital administrators who had not returned
the post card. In order to obtain additional affirmative
responses, four administrators were contacted. One of the
hospital administrators explained that such an interview
could not be permitted unless it was approved by the

Louisiana Hospital Association, and on this basis, refused.

Appointments for the personal interview were made by
telephone. Upon visiting the hospitals, several had in-
creased in size since the August 1, 1969 American Hospital
Association publication, but did not exceed 50 beds. Inter-
views with the administrators required from 20 to 30 minutes,
and an additional 10 to 20 minutes were given to a tour of
the dietary department. In several instances, the food ser-
vice supervisor was asked to explain various aspects of the
food service department and answer any questions that may

have arisen,

Two instruments, developed by the investigator, based
on survey forms used in similar studies, were used to collect
the data. The survey form for administrators, entitled:
"Evaluation of Hospital Dietary Departments by Hospital Ad-
ministrators" was divided into four general categories.

These categories were: general information concerning the
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dietary department, dietary personnel, the physical facility,
and the service of food. A copy of the letter and instrument

follows.
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March 12, 1970

Dear

In order to fulfill the requirements for the Master of
Science degree in Institutional Administration at Texas
Woman's University, Denton, Texas, it is necessary that

I complete a research project. The results of the research
will be used in the teaching of student dietitians.

To collect the data, I am interested in asking hospital
administrators in registered hospitals of 50-bed capacity
or less in Louisiana to evaluate their dietary depart-
ments. May it be emphasized that neither you, nor your
hospital will be identified in any way,

Enclosed you will fFind a card on which you may check "Yes"
or "No." If the answer is "Yes," you will be contacted by
telephone as to the specific date and time of the interview.
Please return this card at your earliest convenience.

Your cooperation in participating in this evaluation will
be deeply appreciated.

Respectively yours,

Yerdi Robinson Pass
(Mrs., William L. Pass)
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(Post Card to Be Returned to Author)

Yes . You may make an

interview relative to your

Mo . You may not make

interview relative to your

appointment for a personal

research.

an appointment for a personal

research.

{(Signature of Administrator)
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DIETARY

DEPARTMENT BY HOSPITAL

ADMINISTRATOR

Hospital Administrator only
Medical Director

Quwner

Number of beds

Type of hospital

General Information Concerning
the Dietary Department

1. 1s a budget allocated to the
. dietary department?

2. Does the dietary department have
a policy and procedure manual?

3. 1Is a diet manual available for
dietary personnel?

Medical and nursing staff?

4. Do you employ the services of a
Registered dietitian?

Foods and nutrition major?
Home Economist

If the answer is "No," is it due to
Inavailability?

Noninterest?
Lack of funds?

Other reasons? {explain)

Yes

Yes

Yes
Yes

Yes

Yes
Yes

Yes

No.

No

No

No

MNo

No

No

No

No

No




11.

125

135

How often does the dietitian
visit your facility?

Number of days per week, or

Number of days per month

Are reqular conferences held with the
dietitian concerning the dietary
department?

[f there is no dietitian, are reqular
conferences held with the individual
directly responsible for the dietary
department?

How many full-time personnel are
employed in the dietary department?

How many hours do they work per day?
How many hours do they work per week?

How many part-time workers are em-
ployed in the dietary department?

How many hours do they work per day?
How many hours do they work per week?
Are split shifts used?

Who is directly responsible for the
dietary department?__

Yes

Yes

Yes

30

No

No

——

Is there a functioning personnel
training program for dietary
employees?

Define areas, if any, in which
employees are especially

Strong

Yes

No

Weak

Are physical examinations routinely
agiven employees?

[f given, how often?

Yes

No




14,

In what areas, if any, would you
Tike to have more direction,
assistance and/or recommendations
from the dietitian?

31

The Physical Facility

15,

16.

Vi
18.

19,

&0,

2 5

Is the dietary department, presently,
adequately equipped to meet

a. Food service needs?

b. Receiving and storing?

c. Preparation?

d. Serving?

e. Dishwashing?

f. Garbage and trash disposal?

Is space adequately allocated to
meet dietary needs?

I[s equipment systematically replaced?

Are sanitation techniques satisfac-
torily observed and carried out?

Is the dietary department regularly
inspected by the local or state
sanitarian?

Are there any major pieces of
equipment in the department
that are not being used?

Is there a desk available or a
nlace for the dietary coasultant
or food service supervisor to do
necessary paper work?

Is there a place for records and
files concerning the dietary
depertment?

Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

o

No

No

Mo

No

No




Food Service

22,
23

24,

23,
26.
el
23,

30,

3V

)
n

Who plans the menus?

32

Are menus selective?

Or, non-selective?

Are cycle menus used?

If yes, how long is the cycle?
Are standardized recipes used?

Who does the purchasing?

Are written specifications used?

To what extent are convenience
foods used?

[s food purchased from
Retailers?
Wholesalers?

Both?

Approximately what percentage of
the diets are modified?

Are patients visited regarding
their Tood habits before diet
preparation or as soon as
possible after admission?

Who sorves trays to patients?
Dietary personnel

Nursing service

Yes MNo
Yes fNo
Yes MNo
Yes _No
Yes No
Yes No
Yes No
Yes No
Yes No

Other (specify)
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34,

35,

How are trays transported to patients?

33

Open cart Yes No
Unheated, closed cart Yes No
Combination of heated and

refrigerated cart Yes No
Other (specify)

Are meals served to employees? Yes No
[f so, approximately how

many per day?

Are visitors served? Yes No

[f so, approximately how
many per day?

What are some common

Patiént complaints?

Praises or commendations?

What, in your opinion is the general attitude of the
following groups toward the food service?

Favorable Indifferent Unfavorable

Patients

Nursing service

Medical staff




37.

38.

34

What is your general attitude toward the food service?
(Please elaborate)

Satisfactory

Unsatisfactory

How do you think the dietary department could be
improved?
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After the data had been collected from the 30 hospital
administrators, the investigator became interested in includ-
ing dietitians, who consult in Louisiana hospitals of 50-bed
or less capacity, in the study. It was believed that
participation by the dietary consultants would result in a
study that would be more meaningful. A letter explaining
the purpose of the study and a survey form on which to report

the data were mailed to the dietary consultants.

The Public Health Nutritionist of the Department of
Hospitals for the State of Louisiana supplied the names of
13 dietary consultants employed by 20 American Hospital
Association-registered hospitals, but could only furnish a
partial list of addresses. The investigator contacted the
Secretary of the Louisiana Dietetic Association in an attempt
to obtain the remaining addresses, but was informed that be-
cause of a policy of the association, the addresses could
not be revealed. However, the Secretary stated that if the
suryvey forms were mailed to the association's headquarters,
with stamped envelopes, the envelopes could be addressed and

mailed to the dietary consultants,

The instrument, entitled: "Evaluation of the Hospital
Dietary Department by Dietary Consultants" was used to col-

lect the data. This instrument was divided into four general
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categories very similar to the instrument used in collect-
ing the data from administrators. These categories were:
general information concerning the dietary department,
dietary personnel, the physical facility, and the service

of food. A copy of the letter and the instrument follows.
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May 30, 1970

Dear

I am most interested in soliciting your cooperation and
participation in a research project involving dietitians
serving as consultants in American Hospital Association-
registered hospitals of 50-bed or less capacity in
Louisiana.

The data collected will become part of a thesis used to
complete the requirements for the Master of Science degree
in Institutional Administration at Texas Yoman's University
in Denton, Texas. May it be emphasized that neither you,
nor the hospital retaining your services will ba identified.

Enclosed, you will find a survey form entitled "Evaluation
of the Hospital Dietary Department by Dietary Consultants," .
and a stamped, self-addressed envelope in which to return
the data. Your cooperation in participating in this re-
search project will be deeply appreciated. Your name was
given to me by the Public Health Nutritionist for the
Leuisiana State Department of Hospitals.

May I hear from you at your very earliest convenience?

Sincerely yours,

Verdi Robinson Pass
(Mrs, William Lee Pass)
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B Ik ¥ A R 'Y

PEPARTMENT BY BIETARY

CONSULTAHNTS

Kind of Hospital:

Community Private Other
General Specialized
Number of beds
General Information
Concerning Dietary
1. 1Is a budget allocated to the
dietary department? Yes  No__
2. Does the dietary department have
a policy and procedure manual? Yes No
3. Is a diet manual available far
Dietary personnel? Yes No
Medical staff and nursing service? Yes No
Parsonnel
4. How often you visit the hospital?
Number of days per week
hours per week
OR
Number of days per month
hours per month
5. Do you hold regular conferences
with the administrator concern-
Yes No

ing the dietary department?




10.

Vi .

12

How many
employed

How many
How many

How many
employed

How many

How many

full-time personnel are
in the dietary department?

39

hours do they work per day?

hours do they work per week?

part-time personnel are
in the dietary department?

hours do they work per day?

hours do they work per week?

Are split shifts used? Yes

Do you feel thal the number of per-
sonnel employed is adequate to
prepare and serve the meals in this

hospital dietary deoartment? Yes

If your answer is "No," please
explain on back of sheet.

" Do you feel that the dietary depart- "

ment is overstaffed? Yes

Who is directly responsible for the
dietary department?

Food supervisor Yes

Cook manager Yes

Other (specify)

Is there
training

No

No

No

No

Mo

a functioning in-service
program? Yes

Defina areas, if any, in which the
employees are especially

No

Strong

Weak

(If additional space is needed, please use back of

sheet.)



13.

How often are physical examinations
given to dietary employees?

40

Do you feel that sufficient time is
given you, as a dietary consultant,
to successfully carry out your duties
and responsibilities as outlined by
the American Dietetic Association and
Medicare to render high standards of
patient service?

If your answer is "No," please
explain on back of sheet.

The Physical Facility

518

16.

17.
i3,

19.

At present is the dietary department
adequately equipped to meet

a. Food service needs

b. Receiving and storing

¢. Preparation

d. Serving

e. Dishwashing

f. Garbage and trash disposal

Is space adequate for food
preparation and service?

Is equipment systematically replaced?

How often is the dietary department
inspected by the local or state
sanitarian?

Are there any major pieces of
equipment in the dietary depart-
ment that are not being used?

If "Yes," please list them.

Yes No
Yes No
Yes No
Yes No
Yes Mo
Yes No
fes No
Yes No
Yes No
Yes No
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meals served?

Breakfast?

Evening meal

20, Do you think that sanitation
tecnniques are satisfactorily
carried out? Yes No
21. 1Is a desk or office available to
40 paper work in or near the
department? Yes No
Is a place provided for records
and files concerning the
department? Yes No
Food Service
22. Who plans the menus?
23. Are menus
Selective? Yes No
Non-salective Yes No
..24. Are cycle menus qgéd{l_ : Yes _ No_
How long is the cycle?
25. Are standardized recipes used? Yes No
26 Who does the purchasing?
27. Are written specifications used? Yes No
28. To what extent are convenience
foods used?
29. Is food purchased from
Wholesalers? Yes No
Retailers? Yes No
Both? Yes No
20. What time are the following



31.

32,

33.

34,

35.

36,

37.

What is the average census
per day for patients?

Approximately what percentage
of the diets are modified?

Are patients visited regarding
their tfood habits when you are
not there?

Who serves trays to patients?
Dietary

Nursing service

Other (specify)

42

How are trays transported?
Open cart

Unheated closed cart

Combination heated and

refrigerated cart

Other (specify)

Yes No
Yes No
Yes No
Yes No
Yes No
Yes “No

Are meals served to employees?

[f s0, approximately what is the
average number served per day?

Average number of visitors?
Average number of staff meals?

lthat are some common patient
complaints concerning

Food

Yes

No

Service

Parsonnel




38.

39,

43

What, in your opinion, is the general attitude of the
following groups toward the food service?

Favorable Indifferent Unfavorable

Patients

Nursing service

Medical staff

The Administrator

What is your professional evaluation concerning the ade-
quacy of food service in this hospital?

Excellent __ Satisfactory Needs improvement

If improvement is needed, please list the areas.



CHAPTER 111

ANALYSIS OF DATA

The overall purpose of the study was to determine from
hospital administrators in American Hospital Association-
registered hospitals of 50-bed capacity or less, located in
Louisiana, various policies and procedures that would aid
in evaluating dietary departments. Of the 50 administrators
contacted, 30 agreed to participate in the study. Survey
forms were mailed to 18 dietary consultants employed in 20
American Hospital Association-registered hospitals of 50-bed
cdpadity or less, located in Louisiana. The suryvey forms
were completed by 11 dietary consultants, but only nine of
these were unable replies. One of the dietitians consulted
in nursing homes rather than in a hospital; and the other
dietitian was employed full-time in a 150-bed hospital. Data
obtained from the administrators and the dietary consultants

will be wherever possible, analyzed simultaneously,.

Fach survey Form was divided into four general categories:
genaral information concerning the dietary department, dietary
personnel, the physical facility and the service of the food.

The information will be discussed in the above order,.

44
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GENERAL INFORMATION

The first part of the survey form requested information
concerning the type of hospital and the bed capacity. Data
from hospital administrators and dietary consultants revealed
that 74.4 per cent of the hospitals were community hospitals,
23.0 per cent were privately owned and one was a city hospital,
A total of 39 hospitals were included in this study. The
number and percentage of each type hospital included in the

study follow:

Adminis=- Dietary Per
lospitals trators Consultants cent
S Number number -
Community 24 55 74.4
Private 6 3 23.0
City 0 - 2.6
Total 30 9 100.0

According to the hospital administrators, 28 hospitals
were general hospitals and two were specialized hospitals.
A1l nine of the dietary consultants cateqgorized the hospitals
in which tney were employed as general. Of the total number

of hospitals included in the study, 54.9 per cent were
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general and 5.1 per cent were specialized. The distributiaon

follows:
Adninis=- Dietary Per
Hospitals trators Consultants cent
Number Number
General 28 9 94.9
Specialized 2 0 5.1
Total 30 9 100.0

One hospital administrator was also the owner and the
medical direcctor; 29 were hospital administrators only. Two
of the administrators were female. Of the two hospitals that
‘were administered by females, nne was a 50-bed specialized
hospital and the other was a 46-bed general hospital. Twenty-
three of the 30 hospitals reported by administrators were

Medicare-affiliated.

The hospital bed size ranged in capacity from one, having
10 beds, to three having 50 beds. For the purpose of data

analysis, the hospitals were cateqorized as follows:

Adminis- Dietary Per
Bed Capacitly trators Consultants cent
" {Ranyge) Number Humber
<30 8 5 33.3
30-39 12 1 33.3
40-50 10 3 33.3

Total 30 9 99.9
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According to reports by the administrators, eight
hospitals were less than 30 beds, 12 were between 30 and 39
beds and 10 were within the 40 to 50-bed range. When the
bed capacity of hospitals reported by dietary consultants
were combined with those for which the administrators fur-
nished data, the number of hospitals in each category was
idential, 13 hospitals in each group. The mean bed capacity
according to information furnished by both administrators

and dietary consultants was 34.2

Included in the survey form was a question concerning
the allocation of a budget to the dietary department. Ad-
ministrators revealed that seven of the 30 hospitals had
budgets, whereas only one out of nine consultants reported
that the dietary department operated on a budget. Only one
in five of the total group of hospitals surveyed were re-
ported to have a budget for the dietary department. Hospitals

with budgets for the dietary department are shown below:

Adminis- Dietary Per

8ed Capacit: trators Consultants cent
(Range) flumber flumber

<30 3 1 10.3

30-39 1 0 2.6

40-50 3 0 7.7

Total 7 1 20.7
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Several administrators explained that the hospital
was too small to plan budgets for the dietary department.
Of the hospitals reporting budgets, one-half were institu-
tions with less than a 30-bed capacity, three were hospitals
with between 40 and 50 beds and one was a hospital with be-
tween 30 and 39 beds. One administrator stated that the

dietary department had "sort of a budget."

No budygets were prepared specifically for the dietary
department in 92 per cent of the hospitals surveyed by
Lofquist and others (31). The only food cost record kept
in 52 per cent of the hospitals was the total amount of
money spent each month for food. 1In an "In-depth Evaluation
of a Food Service Department” oy Blumenthal (13), 65 per cent

of the hospitals under 200 beds had operating budgets.

The survey form requested information as to whether or
not policy and procedure manuals were available for dietary
anployees and the medical and nursing staff, Twenty-six
administrators reported having policy and procedure manuals
in the dietary departmeant; 28 provided diet manuals for
dietary personnel and in 24 hospitals, diet manuals were avail-
abie for the medical and nursing staff. Responses from
dietary consultants showed that seven hospitals had policy and
orocedyre manuals. Diet manuals were available for dietary

employees in all of this group of hospitals and available for
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the medical and nursing staff in seven of the nine hospitals
for which information was reported by consultants., In one
of the two hospitals lacking a diet manual for the medical
and nursing staff, the dietary consultant noted that one was
being prepared. The combined responses revealed that 84.8
per cent of the hospitals had policy and procedure manuals
97.4 per cent had diet manuals for dietary personnel and
that 31 or 79.7 per cent of tne hospitals reported the

availability of a dietary manual.

Balsley (11) pointed out that manuals were used, not
only by the dietary, medical and nursing staff, but were also
made available to the social worker. In an evaluation of
the dietary depariments by Biumenthal (13), 59 ﬁer cent had
policy and procedure manuals. Boles (15) pointed out that a
policy and procedure manual is a management tool that offers
increased efficiency and better organization. By having
policies and proucedures in writing, departmental employeces
and the administration can use the manual as a ready refer-

ence to datermine appropriate action for most situations.

Administrators were asked if the hospital retained the

scryvices nf a dietary consultant. The responses concerning
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dietary consultants and the number of hours employed per month

by the hospitals follow:

Hours Per Month

Per Consultant Bed Capacit Total
<30 30-39 40-50

Number Number Number

8 4 0 2 6
16 2 1 0 3
32 1 5 4 10
o4 0 | 0 1
Full-time 1 1 2 4
As needed 0 0 i & T
Total 3 8 9 25

A total of 25 of the 30 hospitals or 83.3 per cent of
the group reported by administrators employed the sarvices of
a dietary consultant. One male dietitian was included in this
group, The hospital that employed Lthe male dietitian was a
new 25-bed facility. The number of hours emnployed per
mwonth ranged from 8 to 64 hours. Only four of the consultants
in the 25 hospitals employing consultants were full=time em=
ployees. The largest number of consultants, 10 individuals,
visited the facility 32 hours per month. Three consultants
were employed 16 hours per month and one consultant visited
64 hours per month. One consultant in a specialized hospital
was reported to visit the hospital when needed by the dietary
department. A total of three individuals employed as dietary

consultants in the hospitals repsrted by administrators were

home economists.
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The nine dietary consultants providing information for
the study reported working 8 to 48 hours per month, Four
consultants worked eight hours per month, three were employed
& to 16 hours per month and two individuals indicated working
24 to 48 hours per month. Two individuals were full-time
consultants, one in a hospital of less than 30 beds and one
in a hospital of between 30 and 39 beds. One home economist,
employed in a hospital of between the 30 and 39-bed capacity,
visited 32 hours per month. Of the five hospitals that did
not employ dietary consultants, one administrator expressed
interest in the services of onej; the consultants had resigned
and had not been replaced in two hospitals; and one adminis-
trator stated that the hospital would benefit from the services
of a dietary consultant, but the hospital could not afford the
expense of this service, The fifth hospital utilized the
services of the wife of one of the staff doctors who was re-

ported to "serve the needs of the hospital."

0f the seven hospitals that were not Medicare-affiliated,
three had dietary consultants; one employed a full-time dieti-
tian and one had a full-time home economist., Eight dietitians
replied in the affirmative to the question as to whether or
not adequate time was allowed to successfully perform the
duties and responsibilities as outlined by the American

Dietetic Association and Medicare. One consultant did not

respond to this item.
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An American Dietetic Association Survey (2) revealed
that budgetary limitations of small hospitals usually restrict
the employment of a full-time professionally qualified dieti-
tian. By making use of the services of a dietary consultant,
part-time or shared dietitian, smaller hospitals may effec-
tively utilize the services of a dietitian and still maintain
operating budgets. A survey conducted by the American
Dietetic Association showed that 12.9 per cent of the hospitals
under 50-bed capacity had dietitians directing the food ser-
vice, In this survey, the administrator frequently designated
himself as "in charge." The study by Lofquist and others (31)
revealed that 22 per cent of 152 hospitals surveyed employed
dietitians. The most frequent reason given for not employing
a dietitian in hospitals of 30-bed or less capacity was that

the hospital could not afford the cost of this service.

Communication between the administrator and the dietary
consultant is very important., All the hospital administrators
employing dietitians reported having regularly scheduled con-
ferences with the dietary consultant and/or the individual
directly responsible for the dietary department. All of the
consultants responded in the affirmative to the question con-

cerning regularly scheduled conferences.

In order to determine the labor minutes per meal, it

was necessary to determine from both the administrators and
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the consultants the number of full time and part-time em-
ployees. In the present study as in pravious studies (14,
27, 41), there was no apparent relationship between bed size,
number of meals served, and the number of personnel employed.
The number of full-time and part-time employees as given by

the administrators and consultants follow:

Full- Part-
Bed Capacity time time Total
(Range) Number Number Number
<30 (MN=12)* 53 14 67
30-39 (N=13) 74 11 85
40-50 (H=13) 106 4 110
Total (N=38) 233 29 252

*Data given for one hospital was inadequate

to caiculate.

The total number of employees in hospitals of less than
30 beds was 67 employees, 53 full-time and 14 part-time em-
sloyees. The range was from two full-time employees in a 10
had hospital to 10 full-time and four part-time employees in
y 26-bad hospital. In hospitals between 30 and 39 beds,
thers was a total of 85 employees, 74 full-time and 11 part-
time pmployees, with a range of two full-time and two part-
time diatary employees in 2 30-bed hospital to eight full-time
employees and one part-time employee in a 36-bed hospital.

Hospitals in the 40 to 50 bed category were rported to employ
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a total of 110 dietary personnel, 106 full-time and four
part-time employees. The number of dietary employees ranged
from four full-time employees and one part-time empioyee in
a 50-bed hospital to 14 full-time employees in a 50-bed
hospital. There was a total of 262 dietary employees, 233
full-time and 29 part-time in all the hospitals included in

the survey.

Administrators indicated that hours worked by full-time
employees varied from 8 to 10 per day and 40 to 50 hours per
week. Part-Lime employees were reported to work from 2 to 8
hours per day and from 8 to 32 hours per week. Twenty per
cent of the hospitals reporte@ by adm{nistrators used sp}it
shifts. Two administrators reported that split shifts would
eventually be discontinued, Consultants stated that four of
the nine hospitals included in the survey used split shifts,
Part-time employees were reported by consultants to work from

4 to 3 hours per day and 8 to 36 hours per week.

The investigator was interested in determining the man-
hours per meal, the bed capacity per meal, and the total labor
minutes per meal served., Due to the inadequacy of information
submitted by one consultant, one of the hospitals was not in-

cluded in the calculations. The distribution of man-hours
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per hospital per week as reported by administrators, consult-

ants and the combined group are as follows:

Dietary Al
Adminis- Consult- Hospi-
Bed Capacity trators ants* tals
Range) Number Number ﬁymEer
<30 (N=12)* 222 122 172.0
30-39 (N=13) 254 200 227.0
40-50 (N=13) 320 368 334.0
Overall
Average 298 227 262.5

*Data from one consultant was not included.

According to administrators, the average number of man-
hours worked per week by dietary employees in 30 hospitals
was 298. The average number varied from 222 in hospitals of
less than 30 beds to 320 in hospitals of between 40 and 50
sads. The average number of man-hours worked per week by em-
ployees of eight hospitals reported by dietary consultants was
227 man-hours for this group. This average number of man-
hours ranged from 122 hours in hospitals with less than 30
beds to an average of 368 hours per week in hospitals of
between 4C and 50 beds. The average number of man-hours for

the total group of 38 hospitals was 262.5 man-hours. The

overall average number of man-hours per day for all 39 of the

hospitals investigated was 38.5. The bed capacity per
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full-time dietary employee equivalent for 38 of the hospitals

was also determined, as shown below:

Dietary All

Adminis=- Consulte= Hospi=-

Bed Capacity trators _ants tals

Average Average Average

(Ranga) Number Number Number
<30 (N=12) 5.3 5.8 S
30-39 (N=13) 5.8 7.0 6.4
40-50 (N=13) 6.4 6.3 6.3

Overall

Average 5.8 6.3 6.0

Administrators revealed that the overall bed capacity
per dietary employee for the 30 hospitals was 5.8..w1th a
range of 5.3 beds ﬁer die&ary amployee in hospitals under
30 beds to 6.4 beds per dietary employee in hospitals in the
40 to 50 bed capacity. In eight hospitals reported by dietary
consultants, the average number of beds per dietary employee
ranged from 5.8 for hospitals under 30 beds to 6.3 for hospi-
tals reporting between 40 and 50 beds., Tha overall average

for the 38 hospitals for which these data were available was

6.0 beds per dietary employee.
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Labor minutes per meal were investigated. Responses

from administrators and dietary consultants have been analyzed.

Dietary All
Adminis= Consult- Hospi-
Bed Capacity trators ants tals
Average Average Average
(Range) Number Number NHumber
<30 (N=12) 22.4 17.8 20.1
30-39 (N=13) 18.4 18.2 18.3
40-50 (N=13) 7.0 14.6 15.8
Overall
Average 19.3 16.8 18.1

Responses given by administrators showed that the average
time in labor minutes per meal served by the dietary depart-
ment ranged from 17 minutes in hospitals with 40 to 50 beds
to 22.4 minutes in hospitals with less than 30 beds. The
average number of labor minutes per meal served, according
to the reports by administrators, was 19.3 In the hospitals
reported by dietary consultants, the number of labor minutes
per meal ranged from 14.6 minutes in hospitals with 40 to 50
beds to 18.2 minutes in hospitals having between 30 and 39
beds. The overall average for the 38 hespitals for which
these data were available was 18.1 labor minutes per meal

served. The number of meals per labor hour were 3.3,

The Hospital Administrative Services, a project of the

Hospital Research and Educational Trust, sponsored by the
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American Hospital Association (7) revealed that the median
average of meals prepared per dietary man-hour for hospitals
under 49 beds were 2.9, with a range of 2.1 to 3.9. The
median labor minutes per meal served was 20.7 for hospitals
under 49 beds. The total of 78 hospitals included in this

1963 survey were of 49-bed capacity or less.

Determining staffing needs according to bed capacity
could be misleading when employee, visitor and staff meals
are served., One administrator reported that staffing is a
major problem in that particular hospital because "one day,
the hospital is full of patients and the next day, there are
no patients at all," There was a concensus among dietary
consultants that the staff was adequate tu prepare and serve

meals and that the dietary department was not overstaffed.

Two administrators reported having dietitians, both
full-time as the person responsible for the dietary depart-
ment. A1l three of the home economists included in the study
were given full responsibility for the dictary department.

An outline of data given by both administrators and consult-
ants is shown in Table I. Sixteen administrators and six
consultants or 54.4 per cent of the total group stated that
the food service supervisor was responsible for the dietary
Other individuals responsible for the dietary

department.

department were: in one hospital a dietary supervisor; one
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INDIVIDUALS RESPONSIBLE FOR THE FOOD SERVICE DEPARTMENT

IN HOSPITALS OF 50-BED OR LESS CAPACITY AS

REPORTED BY HOSPITAL ADMINISTRATORS

AND DIETARY CONSULTANTS

Individual Adminis- ggﬁ:j{{_ Numru;:l
.Eratorf antx ber [cent

Dietitian 2 - 2 3.1
Home economist 3 - 3 7.7
Food service supervisor 16 6 22 56.4
Dietary supervisor 1 - 1 2.5
Kitchen supervisor 1 - ] 2.5
Cook manager I 1 2 Bl
Administrator 4 - 4 |[10.2
Registered nurse 1 1 2 5.1
Executive housekeeper ! - 1 2.5
Total 30 8 38 197.1

*One dietary consultant did not respond Lo the item.
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hospital, a kitchen supervisor,and in two hospitals, a cook

manager, In four hospitals, the administrator reported him-
self as the individual in charge of the dietary department,

An executive housekeeper and a registered nurse were respon-
sible for the dietary department in two hospitals. One

consultant did not respond to this question.

Training programs in the dietary departments were
investigated. Eighteen administrators and four dietary con-
sultants answered in the affirmative when asked if training
programs were offered for dietary personnel, Eleven adminis-
trators and four dietary consultants reported having no
training program; ane administrator replied, "Somewhat," and
one consultant failed to raspond to the guestion, A total
of 22 or 56.4 per cent of the hospitals in the survey pro-

vided training programs for dietary employees.

Ninety per cent of the hospitals surveyed by Jolin and
McKinley (27) reported providing training for dietary em-
ployees. It is only through a well planned training program
that dietary employees can become more efficient in perform-

ing the duties required by tne food service organization.

Administrators and dietary consultants were asked to

define arsas in which the employees were aspecially weak or

aspecially strong. The areas reported are listed in Table II,
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TABLE I1
AREAS INDICATING STRENGTHS AND WEAKNESSES OF DIETARY
EMPLOYEES IN 39 HOSPITALS OF 50-BED OR LESS CAPACITY
AS REPORTED BY HOSPITAL ADMINISTRATORS
AND DIETARY CONSULTANTS

: Lietar
Areas Qﬁ?lgli' C”:ﬁ%l{' Total
Number Number Number
Areas of Strengths
Food oreparation
techniques 0 6 6
~ ,.Accurate production_ ) 0. ‘ 1 ]
No response 0 2 2
Areas of Weaknesses
Lack of understanding
of special diets 3 2 5
Ability to communicate 1 0 1
Care of equipment 1 0 1
Patient-employee
relationship I 0 1
Work simplification 1 2 3
Utilization of left-overs 0 ! 1
Sanitation 0 1 1
0 3 3

No response
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Only the dietary consultants reported areas of strength.

Six consultants indicated food preparation techniques and

cne Tisted accurate production as special strengths of the
dietary department. Among the weaknesses of employees most
frequently mentioned was the lack of understanding of special
diets by dietary personnel. Three administrators and two con-
sultants emphasized the need for dietary employees to develop
a better understanding of special diets. Work simplification
was given as an area of weakness by one administrator and

two dietary consultants. Sanitation and the utilization of
left-overs were two weaknesses pointed out by consultants

and three administrators indicated inability to communicate,
“the care of equipment and patient-employee relationships as
weaknesses. Three dietary consultants did not list weak-
nesses., Twenty-three administrators reported satisfaction

with the performance of the dietary employees.

Hospital administrators and consultants reported that
physical examinations were given the dietary employees once
each year in 27 hospitals, twice each year in 8 hospitals,
and 2 to 4 times each year in one hospital. One administrator
stated that no physical examinations were being given to the
ployeces at the time of the investigator's visit,

dietary en

but that eventually employees would be given physical examina-

tions One consultant stated that physical examinations were
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given only at the time of employment of dietary personnel,
after which, only x-rays were required. One dietitian did

not respond to this question.

Even though 64 per cent of the administrators expressed
~satisfaction with the performance of the dietary consultant,
three individuals pointed out areas in which more assistance
was needed by the consultant. Two administrators were inter-
ested in having the consultant outline a budget for the food
service department. Two administrators were desirous of the
dietary consultant taking a more active role in patient
teaching. Three other areas, cach namad by one administrator

were: menu plannlng Hlth ]ess repetition of foods, the com-
pilation of a policy and procedure manual and cmployee
teaching. The administrator interested in the dietary con-
sultant doing a better job of employee teaching explained
that the dietitian did not have a working knowledge of food
service management and that teaching would be much more effec-
tive if the consultant would show the employee what to do as
well as explain what was to be done. One administrator
stated inability to comment on the paerformance of the dieti-
tian because of the employment of the dietitian just one

month prior to the visit of the investigator.
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THE PHYSICAL FACILITY

The most proficient personnel will not be able to
attain the goals and objectives of the dietary department if
the physical facility is not adequate or functional. The
number of administrators and dietary consultants answering
in the affirmative to the adequacy of the food service
facility in 38 of the 39 hospitals investigated is shown in
Table III. The area most adequately equipped was food prepa-
ration, according to 71.8 per cent of the administrators and
consultants. The garbage and trash disposal arecas were
reported as adequate in 64.1 per cent of Lhe hospitals; 59
per eent of the hospitals had adequate serving and dishwash-
ing areas; and 54.4 per cent were reported to have adequate
receiving and storage areas. Less than one-half, or 48.7
per cent of the total hospitals investigated, were reported
to have space adequate for feod preparation and service.

Ten administrators and five dietary consultants or
38.4 per cent indicated that equipment was systematically
replaced. Twenty-three administrators and six dietary con-
sultants (74.4 per cent of the total hospitals represented
in the study) reported that there wds no equipment in the
dietary department not being used. Equipment rezportediy
net being used by the remaining 25.6 per cent of the hospitals

viere two pntato pee]er‘s, two steamers, two St‘.‘.-li’i!-jac.ﬂeted



TABLE III

ADEQUACY OF THE PHYSICAL FACILITY IN 38 HOSPITALS OF 50-BED OR LESS

CAPACITY AS REPORTED BY HOSPITAL ADMINISTRATORS

AND DIETARY CONSULTANTS*

Bed Capacity Total
Food Service Area <30 30-39 40-50
Number = Number Number Number  Per cent

Receiving and storage 9 5 8 22 56.4
Focd Preparation 10 3 10 28 7.8
Serving 9 6 8 23 59.0
Dishwashing g 5 s 23 59.0
Garbage and trash

disposal 5 & 10 25 64.1
Adequate space (¥ 5 8 19 48.7

*One dietary consultant

did not respond to gquestion

v9
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kettles and a juicer, grinder, hot top, slicer, gram scale,
coffee urn, large floor-model mixer and two large ovens.

The reason given for non-use of the equipment by the consult-
ants was that the equipment was too large for production

needs.

One of the questions in the survey pertained to the
availability of office space for the dietitian and/or
individual in charge of the dietary department. I[In 1]
dietary departments, the administrators indicated that of-
fices were availahle for paperwork. In seven hospitals, other
administrative offices were used by the dietary personnel.
Twelve food service departments had desks, one of which was
p]acé& iﬁ tﬁé storérouw. Twenty-two food service departments
were reported to have files available for use. Eight dietary
consultants stated that a desk or office was avaeilable to do

paperwork. One consultant reported that office or desk

space was not available.

Hospital administrators and dietary consultants were
askad about the performance of sanitation techniques. All
of tha administrators and seven of the consultants or 94.93

per cent of all the hospitals participating in the survey

stated that sanitation techniques were satisfactorily per-

formed, even under adverse circumstances. Two dietitians

P ’ wontv-ni £
indicated there was room for improvement. Twenty-nine of
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of the 30 administrators reported that the local or state
sanitarian visited the facility once each month and one ad-
ministrator stated that the food service facility was

visited 1 to 3 times per year by the sanitarian.

FOOD SERVICE

The last part of the survey forms dealt with the food
service provided by the 39 participating hospitals. When
asked who planned the menus, 61.5 per cent of the administra-
tors and dietary consultants reported that the menus were
planned by the dietary consultant, however, 23.0 per cent of
the respondents stated that the menus were planned by the
" food service ﬁupéfvisor. “In 10.2 per cent of the hospitals,
the menus were planned by a consultant-supervisor team. In
the two remaining hospitals, menus were reported to be planned
by a cook-manager in one hospital and by a registered nurse
in the other. An inquiry was made into the use of selective
or non-selective menus. Nine dietary consultants and 29
administrators, 97.4 per cent of the institutions, reported
the use of non-selective menus. The one hospital thal used
selective menus was a specialized hospital., Several adminis-
trators mentioned the desire for selaective menus, but indicated

that this might result in an increase in food and labor costs.

In hospitals surveyed by Lofquist and others (31),

dietitians and home economists planned only 25 per cent of the
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menus. Selective menus were used in only 10 per cent of

the hospitals investigated by Lofquist and co-workers (31).

Administrators and consultants reported the use or non-
use of cycle menus, and if used, the length of the cycle.
Thirty-one or 79.7 per cent of the hospitals reported use of
a cycle menu., The length of the cycle varied from one week
in three hospitals to 12 weeks in two hospitals. The four-
week cycle was used more frequently than any of the other
cycles mentioned. In 10.2 per cent of the hospitals, menus
were planned one at a time and in four other hospitals, the

administrator was unaware of the length of the menu cycle.

Cycle menus, ranging from 2 to 7 weeks were in use in
only 18 of the 152 hospitals surveyed by Lofquist and co-
workers (31). Jolin and McKinley (27) reported that 29 per
cent of the hospitals studied used cycle menus which were for
four weeks or less. Selective menus were used for patients
on general diets in 34 per cent of the hospitals included in
the study. In 19 per cent of the participating hospitals,

asnus were planned less than one week in advance.

The use of standardized recipes aid in portion and cost
centrol. Standardized recipes were reported in use in 48.7
per cent of the 39 hospitals included in this survey, Of the

remaining hospitals, 41.0 per cent did not use standardized
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recipes and 7.7 per cent stated that standardized recipes
were used to some extent. One consultant indicated that the
dietary department was in the process of standardizing

recipes.

In the study by Blumenthal (13), 89 per cent of the
hospitals under 200 beds reported using standardized recipes.
Standardized reccipe files assist in work planning and food
purchasing., VWritten purchasing policies were reported in

use in 42 per cent of the hospitals studied by Blumenthal (13).

In 53.8 per cent of the hospitals participating in the
present study, the food was purchased by tne food supervisors.
Two dietary or kitchen supervisors did the purchasing of
food in 5.1 per cent of the hospitals. Dietitians and home
sconomists were responsible for the purchasing in 23.0 per
cent of the hospitals and the hospital administrator in 7.7
per cent. An executive housekeeper, two registered nurses,
an administrator-cook-manager team, and a consultant-supervi-

sor team purchased foods in the remaining hospitals.

The specification of foods to be purchased provides an
indax to the quality and quantity desired. Only nine hospital

administrators and one dietary consultant reported using spe-

cifications for purchasing. One of the administrators stated

that there were specifications, but doubted if such 2 tool
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were actually used; whereas, two consultants reportad that

specifications were used to a certain extent.

When asked about the use of convenience foods in the
dietary department, hospital administrators and dietary con-

sultants responded as follows:

Amount of Con- Hospital Dietary
venience Foods Adminis- Consult-
Used trators __ants _Total
Number Number Number
None 3 2 ]
Yery little 18 3 21
Vegetables only 2 ! 3
Desserts only 2 | 3
25 per cent 0 1 1
50 per cent 2 1 3
80 per cent I 0 |
Total 30 9 39

Convenience foods were reportedly used to a very small
extent by 53.8 per cent of the hospitals; whereas,17.9 per
cent of the hospitals stated that no convenience foods were

vsed. Threoc of the hospitals used convenience foods in the

form of vegetables and desserts only. One hospital reported

that 80 per cent of the foods purchased were convenience
items. The hospital reported to use the highest proportion

of convenience foods also reported 21.5 labor minutes per

meal. [t is inconceivable that a 26-bed hospital utilizing
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80.0 per cent convenience foods would use 21.5 labor minutes
per meal, Either the dietary department was overstaffed
or the hospital administrator may have misunderstood the

meaning of “"convenience" as applied to food items.

Foods were reported to be purchased from both wholesalers
and retailers by 56.4 per cent of the hospitals included in
the study; 30.7 per cent indicated purchasing from wholesalers
only and the remaining 12.8 per cent of the hospitals were
said to purchase foods from retailers only, The study by
Lofquist and others (31) revealed that in hospitals of less
than 30 beds, foods weres purchased from retail markets. In
the present study, all adwministrators purchasing from re-
tailers mentioned that it would be more economical if foods
were purchased from wholesalers. However, purchases were
made from local retail merchants in order to satisfy local

interests and maintain good public relations in the community.

Based on data received from administrators and consult-
ants. the use of modified diets varied from practically nene
]
in two of the specialized hospitals to 9¢ per cent in two

other hospitals of 25 and 35 bed capacity. Data submitted
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by hospital administrators and dietary consultants are shown

below:

Use of Dietary
Modified Adminis- Consult-

Dints trators ants Total
(Percentage
of total) Number Mumber Number

Practically
none
10-20
21-30
31-40
41-50
51-60
61-70
71-80
81-90
_ Mot known

—
Swrn

= }c:—-cocua—-u:o
‘Mw—-—-—ow

(9]
= 'NN—-—‘-'O\M\DNN

w
o

Total

Responses to the question concerning the use of modified
diets revealed that in 10 hospitals modified diets accounted
for 21 to 30 per cent of the total diets served; 41 to 50
per cent of the total in nine hospitals; and between 31 and
10 per cent of the total diets in seven hospitals. The overall

mean for the reported used of modified diets was approximately

36 per cent of the total diets served.

The Minnesota survey by Lofquist and others (31) showed

that in hospitals employing dietitians, the percentage of

modified diets was slightly higher. In the present study, the
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the investigator found no apparent relationship between the
employment or non-employment of a dietitian and the percentage
of modified diets prescribed. The study conducted by Jolin
and McKinley (27) revealed that the average number of

modified diets represented 24 per cent of the total diets

served.

Twenty-two administrators and seven dietary consultants
(or 74.4 per cent of the 39 hospitals) reported that patients
were visited concerning food preferences; two administrators
stated that the patients were visited when there was a feeding
problem. One administrator stated Ethat only patients placed
on special diets were visited and one dietary consultant
reported the periodic vis%ting of the patients. Three adminis-
trators and one consultant indicated that patients were not

visited. One administrator did not respond to the question.

In the study by Blumenthal (13), 75 per cent of the

hospitals reported that patients were not visited by the food

seryice personnel. Blumenthal emphasized that direct communi-

cation with patients is virtually the only way that persaonal

likes and dislikes can be determined and without such con-

ferences, the food service cannot be planned to meet the

taste of individual patients.

In 1.5 per cent of the hospitals investigated in the

present study, kthe trays ware served to patients by the nursing
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In 33.3 per cent of the hospitals, the dietary
served the trays to the patients. Eoth dietary

and nursing service were raeported by one adminis-
serve the trays to the patients., In one specialized
dietary employees were designated to serve the

trays and the patients ate dinner and supper in the

dining room. In about 80 per cent of the hospitals investi-

gated by Lofquist and others (31), supervision of tray service

vas the responsibility of the nursing staff.

The

food was transported to patients by use of the

combination heated and refrigerated cart in 43.5 per cent of

the hospitals taking part in this survey. Only 7.7 per cent

of the hospitals were reported to use the open cart with the

heated pellet system. One administrator stated that the

pellet system was used with a closed cart to transport the

food. Food was reported to be transported in an unheated,

closed cart by 7.7 per cent of the hospitals and by an open

cart in 30.7 per cent of the hospitals, Trays were said to

he transported individually, by hand, in two hospitals.

Administrators and consultants stated that meals were

served to di

Staff meals were reported t

etary employees in all the hospitals surveyed,

o be served in 79.7 per cent of

the hospitals and visitor meals were reported to be served
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in 64,1 per cent of the 39 hospitals included in the study.
The average number of meals served per day per hospital may

be seen below:

All
Group Served Bed Capacity Hospitals
<30 30-39 40-50
Meals Meals Meals Meals
Patients 58 88 111 86
Employees 5 30 24 20
Staff and
visitors 23 18 22 _20
Total 86 136 159 126

~r Accqrding to administrators and consultants, the average
number 5f meals ser@ed per ﬁay for the 39 huspital; was 126
meals. The overall number of meals per day average for all
hospitals included in the study ranged from 24 meals for a
10-bed hospital to 180 meals for a 50-bed hospital. Data
from the 39 hospitals ravealed that the average number of
patient meals per day was 86; the average number of employee

neals and staff and visitor meals was 20 per day for each
of these two groups.

Practically all of the administrators reported that the

patients had very few complaints concerning the food or the
service of the food. In two hospitals, complaints were re-

ported to come From patients on special diets. In eight
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hospitals, the administrators stated that comments from
patients were very complementary. Complaints of patients
were listed by eight dietary consultants and included the
following: cold food, cold coffee, tough meat, food dislikes
such as salmon and liver, absence of salt on salt-free diets,
cold foods were not cold enough, supper scheduled too early

and the desire to select one's own diet,.

Administrators and dietary consultants were asked to
express personal opinions about the attitudes of patients,
the nursing personnel and the medical staff toward the food
service. Responses were summarized in Table IV. All 30 of
the administrators and the.nide dietary consultants indicated
that the attitudes of the medical staff appeared favorable.
The percentage of the administrators and dietary consultants
rating the attitudes of the patients as favorable was 92.3

per cent, with only 7.7 p=ar cent rating the patient's atti=-

tides as unfavorable. The attitudes of the nursing staff

toward the food service was rated as favorable by 89.7 per

cent of the administrators and consultants and as indifferent
by 10.3 per cent.
dietary consultants were asked

The administrators and

to give an overall rating of the dietary department. The

ratings are shown in Table V. Twenty-five administrators

rated the dietary department as satisfactory, four rated it

Voleivoda
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TABLE 1V
ATTITUDES OF PATIENTS, NURSING PERSONNEL AND THE MEDICAL STAFF TOWARD THE
FOOD SERVICE IN HOSPITALS OF 50-BED OR LESS CAPACITY AS RATED BY
HOSPITAL ADMINISTRATORS AND DIETARY CONSULTANTS

Patients Nursing Personnel Medical Staff
Attitudes
Numier Per cent Number Per cent Number Per cent
Favorable 36 2.3 35 89,7 39 100.0
Indifferent U 0.0 4 10.3 0 0.0
Unfavorable 3 1 sl 0 0.0 0 0.0
Total 39 100.0 39 100.0 39 100.0

9¢



TASLE V

ATTITUDES OF HOSPITAL ADMINISTRATORS AND DIETARY CONSULTANTS TOWARD THE

FOOD SERVICE IN HOSPITALS OF 50-BED OR LESS CAPACITY AS RATED

BY HOSPITAL ADMINISTRATCRS AND DIETARY CONSULTANTS

Ratings of
e e " Dietary Consultants
Ratings of e o :
Attitudes Administrators ALTILU | erscna
o Rdministrator Rating
Number . Per cent Number Number
Favorable 0 6.0 g 0
Excellent 0 0.0 0 4
Vary satisfactory - 13:3 0 0
Satisfactory 25 83.4 0 4
Needs improvement ] 3.3 0 1
Total 30 180.0 9 9

L
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very satisfactory and one explained that it needed improve-
ment, All nine dietary consultaents reported that the atti-
tudes of the administrators appeared to be favorable toward
the food service. Four dietary consultants rated the food
service as excellent, four rated it satisfactory and one

pointed out that improvement was necessary.

When administrators were asked how Lhe food service
could be improved, five reported that no sugyestions for
inprovement could be made at the present time. Twelve
administrators reported that more space was necessary and 10
stated that additional and mora efficient equipment would
iimprove the food service.. Three administrators expressed a
desipe for-paticﬁts to be able to select the diet and three

other administrators indicated interest in having the dietary

consultant set up a budget, Three administrateors expressed

the neead for employees to davelop a better understanding of

the preparation of modified diets. In two hospitals, the

administrator pointed out that niiysical examinations for the

dietary employees were of prime importance. Areas as named

by only one administrator were: relocation of the dietary

: g vaini ) m, better com-
department, charting, a dietary training program,

munications between dietary and nursing personnel, utilization

of disposables for the eyening meal in order to help alleviate

the labor problem, improved ment planning by the dietary
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consultant and more efficient supervision in the dietary
department. One other administrator expressed the need for
the dietary consultant to develop a working knowledge of

food service management.



CHAPTER IV

S UMMARY AND CONCLUSIONS

The overall purpose of the present study was to obtain
an evaluation of dietary departments from hospital adminis-
trators and dietary consultants in American Hospital Associa-
tion-registered hospitals of 50-bed or laess capacily in

Louisiana, The specific purposes of the survey were to:

1) Identify problems in the dietary department as
viewed by hospital administrators and dietary

_consultants;

2) Investigate the opinions of dietary consul tants
as to the adequacy of the time alloted to the
duties and responsibilities of the dietary

department as outlined by the American Dietetic

Association, and

3) Establish criteria to serve as guidelines to staff-

ing needs in hospitals of 50-bed or less capacity

by determining the labor minutes per meal,

Two survey forms, ngyaluation of Dietary Pepartment by

dospital Administrator" and wgyaluation of Dietary Department

30
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by Dietary Consultant" were used to collect the data. Each
survey form was divided into four general categories: general
information concerning the dietary department, personnel,

the physical facility, and the service of food,

Personal interviews were conducted with 30 hospital
administrators and survey forms were mailed to 18 dietary
consultants of which nine usable replies were received, Data
furnished by administrators and consultants were, wherever

possible, combined for the purposes of data analysis.

General information concerning the dietary department
was requested. All of the hospitals investigated were regis-

tered by thé American Hospital Association. According to

administrator, 23 hospitals were tedicare-affiliated. Of

the 39 hospitals investigated, 74.4 per cent were community
hospitals, 23.0 per cent were private and one was a city

hospital. Thirty-seven hospitals or 94.9 per cent were

classified as general and two hospitals were specialized,

The mean bed capacity for all the hospitals reporting was 34.2

Hospitals with budgets represented only 20.7 per cent
of the hospitals, or one in five. There were policy and
procedure manuals available for dietary personnel in 84.8 per
cent of the hospitals; g7.4 per cent of the hospitals had

diet manuals for the dietary personnel; and 79.7 per cent of
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the hospitals had diet manuals available for the medical and

nursing staff,

In response to the question of whether or not a dietary
consultant was employed by the hospital, 25 administrators
reported retaining the services of a consultant. The hours
of visitation ranged from eight per month to full-time employ-
ment, Dietary consultants indicated that sufficient time was
alloted to successfully perform the duties and responsibilities

in the dietary department as outlined by Medicare and the

American Dietetic Association,

The average number of man-hours per day per hospital

“for dietary personnel, according to 30 administrators and-

eight dietary consultants, was 38.5. The number of meals

served per man-hour was 3.3, and the average bed capacity

per dietary employee for 38 hospitals reporting usable data

for this item was 6.0 beds. The average number of labor min-

utes per meal served was 18.1 minutes.

In 22 of the 39 hospitals, or 56.4 per cent, adminis-

trators and consultants reported that the food service

supervisor was responsible for the dietary department.

ors were reported to be responsible

per cent of the hospitals; home

=% for the food
Administrat

service department in 10.2
economist were responsible in 7.7 per cent; and distitians
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were responsible for the food service department in 5.1 per
cent of the hospitals. Cook managers were responsible for

the food service department in two hospitals. The individuals
responsible for the food service departments in the four re-
maining hospitals were a kitchen supervisor, a dietary super-

visor, a registered nurse and an executive housekeeper,

The existence of a training program in the dietary
department was investigated, Administrators and c¢onsultants
indicated that 56.4 per cent of the hospitals had a function-

ing training program in the dietary department.

Areas of possible strengths and weaknesses of the em-

ployees were investigated, Six consultants listed food prepa-

ration techniques and one consultant named accuracy of fcod

production as areas in which employees were especialiy strong,

t frequently by both adminis-

The area of weakness mentioned most
trators and consultants was a lack of understanding of special

diets by dietary employees.

Physical examinations were required in 38 hospitals.

In one of the hospitals in which physical examinations were

requived, the consultant peported that physical examinations

Were given upon amployment, after which, only routine x-rays

were required.
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Sixty-four per cent of the administrators reported
satisfaction with the performance of the consultant. Areas
in which the administrators expressed needing more assistance
from the dietary consultant were: personnel teaching, visit-
ing the patient, planning of budgets, compilation of policy
and procedure manuals, and better menu planning. One adminis-
trator emphasized the nced for the consultant to develop a

working knowledge of food service management,

The adequacy of the physical facility was investigated,
According to administrators and consultants, the most ade-
quately equipped area was the food preparation area, named by
71.8 per cent of all hespital administrators repor;ing. Less
;éganﬁone-hélf, or 48.7 per cent of the hospilals were reportd

to have adequate space. Equipment was said to be systemati-

cally replaced in only 38.4 per cent of the 38 hospitals re-

porting At Jeast one item of equipment Was reported not in

use in 25.6 per cent of the hospitals. Equipment not in use

included two each of potato peelers, steamers, steam=-jacketed

kettles and large ovens.

An inquiry was made into the availability of office

space for the dietary consultant and/or supervisor. All of

the administrators and seven of the eight consultants reporting

revealed that an office or 4 desk was available for paperwork

to be done.
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Sanitation techniques were investigated. Most of the
participants, 94.9 per cent, were reported to be satisfied
with the employee's performance, even under adverse circum-
stances, Two individuals explained that there was a need
for improvement in sanitation techniques. The local or state
sanitarian was reported to visit the facility once each month,

and 1 to 3 times per year in the other facility.

Factors relating to the service of food were investi-
gated. Menus were reported to be planned by the dietary con-
sultant in 61.5 per cent of all the hospitals, by the food
service supervisor in 23.0 per cent, by 2 consultant-super-
viéér‘tepm? a cookrmanagep or a registered nurse in the

remaining hospitals.

Selective menus were reportedly used by 97.4 per cent

of the institutions. Cycle menus, with an average cycle

length of four weeks, were reported to be used in /9.7 per

cent of all the hospitals surveyed, Standardized recipes,

according to responses of those participating in the study,

cent of the hospitals food was purchased by supervisor of the

dietary department. In the remaining hospitals, food was

purchased by consultants, administrators, 2 registered nurse,
a consultant-superyisor team or an administrator-supervisor
team. Only nine administrators and one consultant reported
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using specifications for food purchases. Convenience foods
were reported to be used by only a few hospitals. Modified
diets represented an average of 36 per cent of the total

diets served, according to data furnished by the participants.

In 61.5 per cent of the hospitals investigated, the
trays were served toc patients by nursing personnel., In the
remaining hospitals, trays were served by the dietary per-
sonnel. The combination heated and refrigerated cart was
used in transporting trays to patients in 43.5 per cent of
the hospitals investigated. The open cart was reported to be
used in 30.7 per cent; in 7.7 per cent, the open cart with
_P§]1et.system; and in the remaining hospitals, trays were

transported by unheated closed cart or by hand,

Meals were reportediy served to employees in all the

hospitals surveyed; staff meals wera served in 79.7 per cent

and visitor meals were sevved in 64.1 per cent of the hospitals.

The average number of meals served per day for all hospitals

included in the study was 126.

Administrators and consultants listed very few com-
plaints by patients. complaints listed included cold food
and coffee, tough meat, absence of salt on salt-free diets

X } diet,
and the desire to select one s own
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Administrators were asked to rate the attitudes of
the patients, medical staff and nursing personnel toward the
food service, The attitudes of patients were rated as favor-
able by 92.3 per cent of the participants in the study; and
as unfavorable by 7.7 per cent, The attitudes of the nursing
personnel were rated as favorable by 89.7 per cent and as
indifferent by 10.3 per cent of the participants. All of the
administrators and consultants rated the attitudes of the
medical staff as favorable. The nine consultants participating

in the study rated the administrators' attitudes as favorable.

When commenting on their own attitudes, 25 administra-
tors expressed satisfaction with the food service, four rated
the dietary department as funclioning very satisfactorily and

one administrator stated that it needed improvement. Four

dietary consultants rated the dietary department as excellent,

four rated it satisfactory and one staled that it needed

improvement.

Areas of improvement and/or suggestions pointed out Dy

the participants included more s5pace and better equipment,

salective menus, a better understanding of special diets by

dietary employees, more teaching of patients, planning budgets
2

r the consultant ©o develop a working

and the necessity fo

knowledge of food service management.
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The survey was developed to investigate the presence
er absence of various factors pertinent to high standards of
food service based on previous research., Even though a food
service department may exist on a daily basis, without effec-
tive policies and procedures improvement and progress cannot
be determined. In future studies, a larger sample of dietary
consultants and the participation of patients might increase

the validity of the data.
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