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ABSTRACT 

A mail questionnaire surveyed Arizona hospital 

dietary departments to reveal the most frequently initiated 

changes in dietary practice since the implementation of 

Diagnostic Related Groups (DRGs). The most frequently 

initiated change was remodeling the service/cafeteria areas 

to increase consumer appeal and subsequent sales. Fee-for-

service nutrition was the tenth most frequently initiated 

change. Non-subsidized employee feeding was the second least 

frequently initiated change since DRGs. 

Hospital size was found to correlate significantly (a 

< .05) with innovative management, development of DRG avenues 

of recovery, purchase of computers, development of clearly 

defined treatment plans, utilization of time studies and 

staffing, and the implementation of corporate wellness 

programs. 

Only a few hospitals have determined costs for DRG 

dietary treatments, or know standard length of stay for each 

DRG. The number of dietitians documenting services and 

patient outcome must increase or their cost effectiveness may 

never be known. 
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CHAPTER 1 

INTRODUCTION—STATEMENT OF PURPOSE 

Five years have passed since President Reagan signed 

into law H. R. 1900 (P.L. 98-21). Otherwise known as the 

Social Security Amendments of 1983. 

The legislation included the implementation of a 

Prospective Payment System (PPS) based on Diagnosis Related 

Groups (DRGs). The hospital payment scheme was phased in 

gradually over four years to allow hospitals time to adjust 

to the new payment method. After the fourth year 100 percent 

of prospective hospital payment were based upon standardized 

national DRG rates adjusted for local wage variations. 

Starting in 1983, health care institutions scrambled 

to achieve a state of "readiness" for the onset of Prospec

tive Payment. The days of retrospective payment, when 

hospitals were paid for all reasonable costs were over. 

Under PPS, hospitals would be reimbursed a predetermined rate 

for each discharge diagnosis. If the hospital could treat 

the patient for less than the DRG rate, a profit is realized. 

Likewise, if it cannot treat the patient efficiently and 

surpasses the DRG rate, the hospital incurs a loss. Repeated 

losses could cause a hospital to close its doors due to 

insolvency. 
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In order to operate profitably under DRGs, hospital 

administrators needed to define the hospitals "product line." 

Moreover, the costs involved in producing each product would 

have to be determined. This led administrators and their 

cost accountants to analyze each department for costs 

incurred on a case-to-case basis. In order to survive, each 

department would need to show their services were effective 

in reducing length of patient stay while being cost effec

tive. Naturally, some dietary departments needed to make 

fast, innovative changes in management style and attitude in 

order to survive the DRGs. 

The intent of this paper is to describe trends and 

changes in the management of dietary departments in Arizona 

acute care hospitals. Analysis of the trends will reveal the 

most frequently initiated changes in dietary/foodservice 

operations in response to the impact of DRG implementation. 

Research Objectives 

To determine trends and frequency of changes in the 

management of dietary/foodservice departments in response to 

DRGs : 

1. Identify dietary management action that has been 

implemented since the advent of DRGs. 

2. Identify cost effective measures implemented since 

DRGs that assist the dietary department in lowering 

costs. 
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3. Identify the most frequently initiated changes in 

nutrition practice and foodservice since the DRGs. 

Statement of Hypothesis 

HOi: DRGs have caused innovative changes in the management 

of the Clinical/Nutrition and Foodservice Depart

ments . 

HO2: Fee-f or-service Nutrition Intervention, non-patient 

foodservices and lower subsidized employee feeding 

have been the most frequently initiated changes in 

dietary operations in response to the impact of DRG 

implementation. 

List of Definitions 

Innovative; The ability to make changes by introducing 

something new. 

Trend: Heading in a certain direction. 

Efficiency: The power to produce results. 

Diagnostic Related Groupings (DRGs): A patient classi

fication scheme which provides a means of relating 

the type of patient a hospital treats (i.e., its case 

mix) to the cost incurred by the hospital. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

The Beginning of Rising 
Health Care Costs 

There is no single cause for the dramatic increase in 

health care costs over the last twenty-five years. According 

to Bradford (1985) health care costs are a function of 

inflation, demographics, and new technology. Freeland and 

Schendler (1983) reported that one-third of the annual 

increase in hospital costs can be attributed to advances in 

technology. In 1980 the elderly accounted for 11% of the 

U.S. population, but they consumed 31% of the personal health 

care expenditures (Rice and Estes, 1984). This dispropor

tionate utilization of health care by the elderly is one of 

the causes of demand-pull inflation (Figure 1A), while 

advances in technology ^re a component of cost-push inflation 

(Figure IB) (Broyles and Rosko, 1986). 

Cost-push and demand-pull inflation are two theories 

of inflation. Cost-push is a classic supply side model. 

The shift in supply S1-S2 (Figure IB) is caused by ineffi

cient use of resources or an increase in the price of the 

resources. Inefficient resource use causes a reduction in 

quantity produced. More expensive resources causes the 



producer to charge more and produce less. Thus, the quantity 

supplied (Ql) decreases to (QO) as price (PI) increases to 

(P2) . 

Classic economic theory dictates that at the higher 

price (P2) the quantity demanded will decline. However, this 

does not happen in the health care industry due to the 

simultaneous force of demand-pull theory. The increasing 

general and elderly populations stimulate a demand for health 

care. Furthermore, since insurance (public and private) pays 

hospital charges, increase in price does not cause a 

proportionate decrease in health care consumption. Defensive 

medicine practiced by physicians to avoid malpractice suits 

creates further demand for health care services. This is 

shown in Figure 1A: the demand for health care increases 

from D1 to D2 as quantity QO increases to Q2 to meet the 

demand, while price P2 increases to P3. 

In summary, the demand for health care increases, 

causing the price of health care to increase. As long as the 

health industry receives a higher price (P2-P3), it will 

increase quantity (QO to Q2) to satisfy demand (Broyles and 

Rosko, 1986). 

Causes of cost-push inflation 

1. Increased prices for factors of production. 

2. Increased full-time equivalent employee (FTE)/patient 
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Price 

Quantity 

(a) 

D, = initial demand for 
health care 

T>2 = further demand created 
by defensive medicine, 
insurance, and increasing 
elderly population, etc. 

QQ = initial quantity produced 

Q2 = quantity produced after 
increase in demand 

= price before increased 
demand 

P, = price after demand 
increases 

S0 = amount supplied (supply 
2 line) 

Price 

Quantity 

(b) 

S. = supply before increase 
price of resources 

S = supply after price of 
resources increased 

(X = quantity produced before 
price of resources 
increased 

p^ = price before increase 

= price after increase 

Figure 1. Causes of hospital cost inflation. — (a) Demand 
pull inflation; and (b) Cost-push inflation 
(Broyles and Rosko, 1986). 
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ratio (due to acquisition of new technological 

equipment) . 

3. Expensive new technology. 

4. Costs of regulatory compliance. 

5. Lagging labor productivity. 

6. Inflation in the general economy. 

7. Cost based retrospective reimbursement. 

Causes of demand-pull inflation 

1. Increases in general population. 

2. Increases in elderly population. 

3. Increase in income. 

4. Defensive medicine. 

5. Availability of new services. 

6. Growth in public and private health insurance. 

The enactment into law of Titles XVIII and XIX of the 

Social Security Act allowed the elderly, indigent and handi

capped populations access to much needed, but previously 

unattainable health care. Simultaneously, the new law 

contributed to demand-pull inflation and inefficient delivery 

of health care. 

To entice hospitals to cooperate with the new Medi

care program, Medicare provided spectacular incentives to 

hospitals and physicians who treated Medicare patients. 

Medicare reimbursed hospital charges plus 2%, and the amount 

charged by hospitals was rarely questioned (Wolkstein, 1984). 
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This method of reimbursement was called cost-plus retrospec

tive reimbursement and marked the beginning of runaway health 

cost and blatant hospital inefficiency. 

It did not take long for hospitals to realize that 

the more services and tests they provided, necessary or not, 

the more money they received. As early as 1967, and again in 

1971, Medicare was in financial trouble. Congress, instead 

of trying to contain costs, raised the contribution rates and 

earning base allowing more tax dollars to go to the financing 

of health care. 

In 1972, due to public outcry, Medicare extended its 

coverage to provide care to end-stage renal patients and the 

disabled. This further increased federal expenditures for 

health care. The staggering cost of this new benefit 

discouraged Congress from adding any new major benefits to 

the program. Although the push to cover prescription drugs 

prior to 1972 was heavily supported, the financial position 

of the program prohibited the addition of any new benefits 

(Wolkstein, 1984). 

Since the inception of Medicare and Medicaid, the 

federal government's share for hospital reimbursement has 

increased from 12.9% in 1966 to 41.2% in 1981 (Arnett et al., 

1985). Since the payment mechanism was cost-plus retrospec

tive, there was no incentive for hospitals to be cost effec

tive or efficient in the delivery of health services. The 



reimbursement system allowed hospitals to expand, purchase 

highly technological equipment, provide a broader range of 

services, as well as increased wages and benefits to the 

hospital staff. 

Trying to Control Costs— 
Medicare Reimbursement Policies 

Finally in 1972 Social Security Amendments (P.L. 92-

603) section 223—Limitations on Routine Costs was enacted. 

This allowed cost ceilings on room and board, routine nursing 

services, but not ancillary services (Weiner and Caterinic-

chio, 1985) . 

Section 223 helped slow down costs in a few areas but 

federal expenditures for health care continued to rise at a 

rate greater than inflation. Since hospitals were still 

being reimbursed on a cost plus basis, the hospitals who 

charged the most received the most money. Therefore Section 

223 failed to alter hospital behavior. There was still no 

incentive to be efficient, for efficient hospitals tended to 

receive lower reimbursement. 

Public and private spending for health care rose from 

$43 billion in 1965 to $355 billion in 1983. Furthermore, if 

no changes in the reimbursement scheme were made, the Medi

care program would have a $300 billion deficit by 1995 

(Morgan and Kappel, 1985). 
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Towards the later part of the 1970 's the Health Care 

Financing Administration (HCFA) financed a study to evaluate 

prospective payment as a reimbursement system. According to 

Collen and Sullivan (1981), some of the pilot hospital stud

ies under prospective payment decreased hospital expenditures 

per day, per admission and per capita. 

The Tax Equity and Fiscal Responsibility Act of 1982 

(TEFRA) mandated that a proposal be submitted by Richard 

Schweiker, Secretary of Health and Human Services, by the 

last day of 1982. Section 101 of TEFRA imposed limits on 

total operating cost per case inclusive of ancillary 

services. Under Section 101 if a hospital could discharge a 

patient and remain uoder Medicare cost per case figure, it 

received a bonus payment (Weiner and Caterinicchio, 1 985). 

Further drastic changes were forth coming, Secretary 

Schweiker submitted his proposal to the House of Representa

tives and within three months Medicare Prospective Payment 

System (PPS) was passed into law (Figure 2). 

The Development of DRGs 

The PPS chosen was based on Diagnosis Related Group

ings (DRGs). DRGs were developed in the 1960 's by a group of 

Yale researchers. They intended to use the DRGs as a classi

fication system for utilization review and in asssessing 

quality of care. Richard Averill (1983) defines DRGs as "a 

patient classification scheme which provided a means of 



MEDICARE REIMBURSEMENT POLICIES 

7 : 100% NATIONAL DRG RATES AND 
COMPREHENSIVE PROSPECTIVITY 

19B3 : PROSPECTIVE PRICING AND PAYMENT EST 
PER DISCHARGE FOR EACH OF 46B DRGS 

1982 : TEFRA COST LIMITS APPLIED ON A 
PROSPECTIVE PER DISCHARGE BASIS 

1972 : SECTION 223 COST LIMITS 

1965 : RETROSPECTIVE PER DIEM 
COST-BASED REIMBURSEMENT 

Figure 2. Historical background of health care reim
bursement reform (Weiner and Caterinicchio, 
1985). 
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relating the type of patient a hospital treats (i.e., its 

case mix) to the cost incurred by the hospital." 

The foundation for the DRGs was the coding manual 

used by all hospitals—The International Classification of 

Diseases, 9th Revision, Clinical Modifications (ICD-9-CM). 

Each of the diagnoses in the ICD-9-CM were assigned to one of 

the 23 Major Diagnostic Categories (MDCs). The MDCs 

represent the systems of the body and medical specialties 

(Table 1) (Mullin, 1983). 

When a patient is admitted to the hospital his 

principal diagnosis determines his placement into a MDC. 

Under each MDC is a decision tree methodology. Comorbidi

ties, surgical procedures, age greater than 7 0 and less than 

17 are the variables used in determining the final DRG 

assignment. For example, a person 75 with congestive heart 

failure would be assigned to a different DRG than a person 35 

with congestive heart failure. Studies have shown that 

patients over age 70 utilize more resources than people under 

70; therefore, they should be assigned to different DRGs. 

Patients in the same DRG utilize the same amount of re

sources, and this is the basis of the DRG system. Since DRG 

implementation, three revisions in the format have occurred. 

As of 1986, there are 469 DRGs: 1-437, 439-467 and 471-473 

(3rd Revision, DRG Handbook, 1986). 
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Table 1. Listing of twenty-three major diagnostic cate
gories (Mullin, 1983). 

Major Major Diagnostic Category English Description 
Diagnos tic 
Category 
Number 

01 Disease and disorders of the nervous system 

02 Disease and disorders of the eye 

03 Diseases and disorders of the ear, nose and throat 

04 Diseases and disorders of the respiratory system 

05 Diseases and disorders of the circulatory system 

06 Diseases and disorders of the digestive system 

07 Diseases and disorders of the hepatobiliary system 
and pancreas 

08 Diseases and disorders of the musculoskeletal 
system and connective tissue 

09 Diseases and disorders of the skin, subcutaneous 
tissue and breast 

10 Endocrine, nutritional, and metabolic diseases and 
disorders 

11 Diseases and disorders of the kidneys and urinary 
tract 

12 Diseases and disorders of the male reproductive 
system 

13 Diseases and disorders of the female reproductive 
system 

14 Pregnancy, childbirth and the puerperium 

15 Newborns and other neonates with conditions origi
nating in the perinatal period 

16 Diseases and disorders of the blood and blood-
forming organs and immunological disorders 
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Table 1—Continued 

Major Major Diagnostic Category English Description 
Diagnostic 
Category 
Number 

17 Myeloproliferative diseases and disorders and 
poorly differentiated neoplasms 

18 Infections and parasitic diseases (systemic or 
unspecified sites) 

19 Mental diseases and disorders 

20 Substance use and substance induced organic mental 
disorders 

21 Injuries, poisonings and toxic effects of drugs 

22 Burns 

23 Factors influencing health status and contacts 
with health services 
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DRGs as a Prospective Payment System 

To be utilized as a PPS, each DRG needed an assigned 

financial value (rate). The DRG rate is fixed for one year 

and then adjusted for the next year. Average DRG rates were 

determined by analyzing hospital cost reports and patient 

billings for each DRG case. 

DRGs were phased in over a four-year period beginning 

on or after October 1, 1983, depending on when the hospitals 

fiscal year begins. In year 1 (1983) payments to hospitals 

were based on 75% retrospective payment and 25% national DRG 

rate. In 1984 payment was based on 50% retrospective payment 

and 50% nation DRG rate. By fiscal year 1987, payments will 

be based on 100% national DRG rates (Silverman, 1984). 

Impact of DRGs on Hospitals 

Today, when a hospital treats a Medicare patient, the 

hospital is reimbursed a set fee. The hospital can earn a 

profit by keeping costs below the DRG rate. This is the 

incentive for hospitals to become efficient and contain 

costs. The hospital can keep the difference between the 

costs incurred and the DRG rate. Likewise, if the hospital 

incurs costs above the DRG rate they lose money. This is how 

the government plans to contain Medicare costs, which have 

risen on the average 19% per year between 1979-1982 (Korcok, 

1983 ) . 
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The physician controls the type of treatments ord

ered, and whether or not a patient needs to be hospitalized. 

Therefore, hospital administrators must work closely with 

physicians if they are to successfully control hospital 

costs. Hospitals that respond well to the new economic 

environment will do so because their attending physicians 

understand the new financial incentives (Schweiker, 1982). A 

hospital cannot afford to have a physician who orders tests 

to the point of diminishing returns. The new payment plan 

(PPS) warrants that the hospital administration and attending 

physicians go from high utilization to efficient utilization 

(McElwee, 1985). 

To remain profitable under DRGs, hospitals must 

define their products and determine product costs. Hospital 

profitability is comprised of three separate components. 

1. Efficiency: How can the hospital deliver health 

services at the lowest costs? 

2. Effectiveness: What is the most cost effective 

method to treat a patient? Is a cheaper alternative 

just as effective as a more expensive one? 

3. Marketing: What are some new services that can 

generate revenue and how can they be promoted? 

(Sweeney, Herbert and Holroyd, 1985). 

According to Korcok (1983), hospitals can employ cer

tain strategies to cope with DRGs. They can reduce patient 



length of stay, tests and volume of services provided. By 

reducing the cost of hospital services, reducing unnecessary 

admissions, decreasing patient length of stay, testing, over

all intervention and use of high technology; the hospitals 

will be in a position to take advantage of the financial 

incentives under DRGs. According to Enright (1983), hospi

tals will be under pressure to improve the quality of care 

without increasing costs. Moreover, staffing patterns and 

service programs must be cost effective in order to justify 

their continued existence. 

Pharmacy and Social Work, Coping With DRGs 

According to Vaida (1983), pharmacy departments have 

been collecting data to obtain costs for each of their 

services. Furthermore, their goal is to integrate clinical 

and financial data to demonstrate the effectiveness of their 

services in reducing patient costs. This will provide justi

fication for requesting additional staffing and departmental 

equipment. Hospital administrators are requiring ancillary 

departments to defend or reduce their use of resources. 

Upton et al. (1983) reported that pharmacists are 

identifying DRGs with high pharmacy charges. By evaluating 

the methods used in these expensive DRGs, they have been able 

to reduce excess medications, drug assays, adverse drug 

reactions and stabilize the patient faster. These steps have 

helped reduce patient length of stay. Furthermore, Upton 
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reported that pharmacy assists management by proposing new 

ideas for generating revenue. 

They develop cost effective methods for marketing and 

implementing new and existing services. Pharmacists are 

constantly searching for a need to fill in the community and 

health services system. Their outpatient care includes home 

parenteral and enteral nutrition, blood glucose monitoring 

and evaluation of plasma levels for drug dosage adjustments. 

Since DRGs do not apply to outpatient services, the revenue 

generated dramatically enhances hospital profits. 

The social services department has also felt the 

impact of DRGs. Coulton (1984) describes four objectives 

necessary for the survival of the social services department: 

1. The social worker must collect data that demonstrates 

their effectiveness. 

2. Produce data that indicates their ability to contain 

cos ts. 

3. Monitoring the services and costs involved in 

providing the service to the patient. 

4. Define the social services departments product line 

and determine resource utilization required to 

deliver the product. 

All ancillary departments must demonstrate their 

effectiveness in reducing patient length of stay. 
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Nursing and DRGs 

The nursing department is very labor intensive and 

represents the largest single hospital cost. This large 

labor pool is a prime target for cost reductions via staffing 

cuts. Besides staffing cuts, some hospitals are reducing 

registered nursing (RN) staff and employing licensed practi

cal nurses and aides. These cheaper labor substitutes allow 

hospitals to reduce costs. 

By documenting patient costs, nursing can create a 

data base to show their contribution to hospital profit-

making (Davis, 1984). Before DRGs, most nursing departments 

paid little attention to tracking costs. Davis (1984) 

created nursing grand rounds to inspect nursing procedures 

for cost effectiveness. Her staff would analyze a situation 

and ask, "Should we be doing that?" or is a better, more cost 

effective procedure available. 

Mitchell (1984) calculated average direct nursing 

care in hours for each DRG encountered. She then converted 

the hours into costs to obtain a dollar figure for nursing 

care involvement in patient care. This allowed nursing to 

identify DRGs with high nursing costs. By analyzing these 

costs, efforts could be made to reduce costs. Mitchell 

stated, "Only an efficient staff can reduce patient length of 

s tay." 
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Department managers must also develop innovative 

plans of action to generate revenue for the hospital. 

DRGs and the Dietary Department 

The field of dietetics must react swiftly to the new 

DRG environment if it wishes to remain part of the new system 

(Hascke, 1983). According to Sharp (1984), non-patient food 

services must become self-sufficient. Hospitals can no 

longer afford to subsidize this activity. The dietary 

department traditionally has been a cost center figured into 

administrative overhead. With the advent of DRGs, all 

ancillary services become cost centers, but simultaneously, 

they are expected to be cost reducing. 

Blackley (1984) reported that dietary management must 

give thoughtful consideration to the following: 

1. Defining direct operational costs in relation to 

food, labor and supplies. 

2. Marketing existing and potential revenue generating 

activities. 

3. Developing an entrepreneurial attitude toward new 

hospital ventures. 

Weitzenfeld and Lynch (1984) reported that in 1982 

their dietary department transferred all nutritional supple

ments to pharmacy. This maneuver allowed them to receive 

third party reimbursement since they are ordered by a 



31 

physician and administered as a drug. The dietary department 

still delivers the supplement and determines the formulation 

that pharmacy keeps in stock. Their department also charges 

for nutritional consultation and trays for patients' guests. 

As reported by Cantlon and Lillios (1986), "Regis

tered Dietitians need to wear many hats and to be organizers, 

planners, and innovative deliverers of nutrition informa

tion." In 1983 they developed a "reach for health program" 

for 14,000 employees at Southern New England Telephone 

Company. Topics included "Salt Talk," "Why Weight," "Face 

the Fats," "Calcium and Osteoporosis," "Vitamins--Facts and 

Fallacies," just to name a few topics. A company that 

perceives employees as a- company asset may readily spend 

money on a program that could pay for itself in the long run 

by keeping employees healthy, motivated and on the job. 

According to Huyck and Fairchild (1987), dietary 

departments should develop standardized nutritional care for 

each DRG encountered. After standardized care is developed, 

the costs involved need to be determined in order to under

stand the cost of the nutritional component of a DRG. 

De Hoog (1985) reported that it is essential to 

determine which patients (DRGs) are at nutritional risk, 

establish standards of care, and estimate the clinical 

staffing required to deliver care efficiently. 
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To develop an effective nutrition care program under 

DRGs, De Hoog suggests that time management studies be 

performed. . This will reveal the amount of time required for 

each daily task dietary staff performs. Management can then 

determine the most efficient staffing model. 

Gobberdiel (1986) reported a strategy for cost 

effective care, "Clinical dietetic staffing by diagnosis," 

which has been well received by hospital administrators. 

Gobberdiel's staffing formula couples the patients' actual 

needs with an appropriate staffing level. Actual patient 

needs are derived by data collection and time studies of 

clinical activities. After determining the amount of time 

required to deliver care to all DRGs encountered, a depart

ment can estimate staffing needs by its case mix (number and 

mixture of DRGs). 

Since DRGs ration health care dollars there is a 

concern than they may inhibit the use of nutrition support 

services. Adamow and Clipper (1985) report that only 3 of 

the 469 DRGs are specifically related to nutrition disorders. 

Although many other DRGs require nutritional support, the 

cost of the nutrition services are not calculated into those 

DRG rates. 

The current reimbursement scheme does not cover 

nutrition-related costs such as costly hardware and software, 

nutritional formulas and labor intensive service. Enteral 



nutrition (oral or nasogastric feeding) costs between $21 and 

$55 per day. The higher technological parenteral feedings 

utilize more labor intensive management, solutions, and 

software and bring the daily cost of feeding between $400 and 

$600 per day (Aaron and Schwartz, 1984). Anderson and 

Steinberg (1986) are in agreement, with Schwartz stating that 

parenteral and enteral feedings are not factors used in 

determining DRG rates. Data they collected indicate that 

patients receiving parenteral and enteral nutrition services 

(PENS) are usually more at risk than the average patient. 

Therefore, they generate higher hospital costs. The higher 

costs exceed the DRG allowance and may therefore discourage a 

hospital from acquiring PENS or providing them. 

By avoiding the acquisition of PENS, the hospital can 

avoid the financial loss usually associated with delivering 

this service. In order to adequately compensate hospitals 

for nutrition support services, DRG rates must be recalcu

lated to allow for new technologies such as PENS. 

The American Dietetic Association (ADA) guide to 

"Nutrition Services Payment System" (1984) states that it is 

imperative to document nutrition care services provided 

(type, frequency of use, time required, and costs), and more 

importantly, the effectiveness of those services in producing 

desirable health outcomes (improved nutrition and medical 

status, fewer complications and medications, and fewer 
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hospital admissions), and economic benefits (decreased cost 

and length of stay). 
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CHAPTER 3 

METHODS AND PROCEDURES 

Design of Study 

This was a descriptive study designed to reveal the 

impact of DRGs on dietary practice patterns in Arizona acute 

care hospitals. The interest lies in identifying what the 

dietitian/foodservice managers are doing, or not doing, in 

the cost containing environment imposed by DRGs. 

Employing a survey method, data was collected in the 

following areas: foodservice activities; nutrition practice 

activities; cost effective nutrition and foodservice measures 

and departmental background. The questions used in the 

survey were developed by brainstorming the possibilities for 

each area under investigation. 

Population under Investigation 

The population was drawn from the American Hospital 

Association: American Hospital Association Guide to the 

Health Care Field (1987). Only Arizona hospitals operating 

under DRGs formed the population. The following types of 

hospitals were omitted from the population since they do not 

operate under DRGs: childrens, psychiatric, U.S. Air Force, 

and drug-alcohol rehabilitation hospitals. The above 



36 

omissions led to a population size of 72 acute care hospitals 

operating under DRGs. 

Instrument Development 

The instrument was patterned after the seven western 

states questionnaire (Schutz et al. 1982). The logical 

sequencing and grouping of questions would allow the 

respondent smooth transition from one question to the next. 

To enhance the percentage of returned surveys, Dillman's 

Total Design Method for conducting mail surveys (Dillman, 

1978) was utilized. 

Dillman (1978) details several techniques to enhance 

the response rate of a survey. The following were used in 

the study: 

1. The cover letter was personally signed in blue ink 

with enough pressure to allow a Braille-like feeling 

on the reverse side. 

2. Postage stamps were used to give a personal touch 

rather than metered bulk mail. 

3. The name and title of the addressed person was 

obtained instead of mailing the survey to "Dietitian" 

or "Foodservice Manager." 

4. The cover letter emphasized the importance of the 

study, the importance of the hospitals response and a 

sincere thank you statement. 
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5. The cover letter offered to send results to the 

hospitals who filled out a results request form. 

6. Self-addressed, stamped envelopes were mailed out 

with each questionnaire to permit easy return. 

The questions for the foodservice and nutrition 

activities, cost effective nutrition and foodservice measures 

were listed and placed on a 5 point Likert scale consisting 

of "strongly disagree," "disagree," "neutral," "agree," 

"strongly agree." To determine if the activities or measures 

were currently being employed a "Yes" or "No" column was 

provided. Likewise, columns were provided to determine if 

the activity or measure was implemented "before" or "after" 

DRGs and whether the idea (activity) originated from 

"Hospital Administration" or "Dietary Management." The 

departmental data section consisted of multiple choice and 

two "fill in" questions. Prior to final printing, the 

instrument was reviewed at a pre-proposal thesis committee 

meeting. The finished questionnaire (Appendix A) consisted 

of 10 8-1/2 x 11 sheets.of white paper bound in a blue view-

through folder. 

Data Collection and Analysis 

On November 16, 1987, seventy-two questionnaires were 

mailed out to the population under investigation with a cover 

letter (Appendix B) explaining the study. To help ensure a 



good response, a self-addressed stamped envelope was provided 

with each questionnaire. Two weeks after the initial mailing 

date, a phone call was placed to the hospitals who had not 

yet returned the questionnaire. All questionnaires were 

coded 1-72, and as they were returned they were crossed off 

the master list. Eight questionnaires were remailed to 

hospitals who either misplaced or claimed to never have 

received the first one. 

After completion of data collection, data from the 

questionnaires were coded and formatted using D-Base 3 

(1987). The coded data was down loaded to the main computer 

terminal Cyber 175 where it was analyzed by SPSSX (Statis

tical Package for the Social Sciences, 1987). All statistics 

(descriptive) and frequencies for each question were obtained 

and examined for trends. For purposes of comparison, hospi

tals were categorized by bed size: Size One = 0-99 beds, 

size Two = 100-249 beds, size Three = 250-499 beds., and size 

Four = 500 or more beds. The Chi-square test of statistical 

independence was employed to provide quantitative descrip

tions. The trends and changes uncovered in this study will 

be compared to that reported in the literature. 

Limitations of Study 

1. This study does not parallel others in a true sense 

of having control groups, effects of improved dietary 

intake or placebo effects. The nature of this study 
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demands the employment of descriptive measures to 

find acceptance or rejection of the hypothesis. 

2. The results and conclusions that come from this small 

state sample cannot be interpreted to describe 

hospital dietary departments in other states. 

3. Data collection and analysis is limited to the 

population of 72 and the questionnaire response rate. 

4. The holiday season, the time in which the question

naires were mailed, and the JCHA (Joint Commission on 

Health Accreditation) inspections may have placed the 

questionnaire on a low priority in the eyes of the 

respondent. 

5. Changes in personnel (foodservice manager or dieti

tian) may effect return. 

6. The reliability of the questionnaire was not previ

ously determined by a true pilot study. 

7. Non-respondents were not significantly different from 

respondents. 
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CHAPTER 4 

RESULTS AND DISCUSSION 

The final questionnaire was mailed to seventy-two 

acute care hospitals located in Arizona. Fifty-three ques

tionnaires were returned, indicating a 73.6% response rate. 

This chapter will present the findings and statistical analy

sis of the data collected. 

Descriptive Data 

Demographics 

The breakdown of hospitals responding according to 

bed size is presented in Table 2. Hospitals were ranked by 

bed size: size One = 0-99 beds, size Two = 100-249 beds, size 

Three = 250-499 beds, and size four = >500 beds. The actual 

number of hospitals in Arizona by size is also provided to 

show percentages of hospitals responding from the total 

hospital population. For example, twenty-two responding 

hospitals fell into hospital size One. The actual number of 

size One hospitals in Arizona is thirty-three, indicating 66% 

of the size One hospitals in Arizona responded. However, 

they represent 41.5% of the hospitals responding to the 

questionnaire. 



Table 2. Distribution of Arizona hospital respondents according to bed 
size. 

Descriptive N Distribution of Responses 

Hospital bed size 53 0-99 100-249 250-499 > 500 

Actual Number of Hospitals Responding by Size 

Size "one" Size "two" Size "three" Size "four" 
0-99 100-249 250-499 > 500 

22 (41.5%) 16 (30.2%) 11 (20.7%) 4 (.075%) 

Actual Number of Hospitals in Arizona by Size 

Size "one" Size "two" Size "three" Size "four" 
0-99 100-249 250-499 > 500 

33 21 12 5 

Percent of Actual Hospitals Responding by Size 

Size "one" Size "two" Size "three" Size "four" 
0-99 100-249 250-499 > 500 

22/33 (66%) 16/21 (72%) 11/12 (91%) 4/5 (80%) 

N = total number of hospitals responding to the questionnaire 
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Perceptions about Efficiency, 
Staffing, and Cost Containment 
since DRGs 

Table 3 summarizes the distribution of responses to 

efficiency, staffing, and cost containment statements. In 

rating their present level of efficiency most respondents 

said it was "very good" (50.9%). Another 27.4% rated their 

efficiency either "good" or "excellent." When respondents 

rated their efficiency before DRGs 34.6% said it was very 

good and 32.6% said it was "fair" or "poor." Overall, 

respondents rated themselves more efficient since DRG 

implementation. Efficiency in this study was defined as "the 

power to produce results" (list of definitions). Today's 

dietitians/managers are expected to produce cost effective 

results. Therefore, the "heightened" efficiency found in 

this study may be due to the cost containing environment 

imposed by DRGs. 

When the respondents were asked to describe changes 

in staffing since DRGs, 39.2% reported a decrease, 17.6% an 

increase, and 43.1% said staffing remained the same. Enright 

(1983) reported that hospital departments who fail to justify 

present staffing levels will experience a decrease in 

staffing. If the failure to demonstrate effectiveness was 

the cause for the decreases reported in this study, it would 

be consistent with Enright (1983). There was no significant 

correlation between hospital size and whether or not staffing 



Table 3. Distribution of responses to perceptions about efficiency, 
staffing and cost containment in Arizona hospitals. 

Perception N Distribution of Responses 

Very 
Excellent Good Good Fair Poor 

Present level of 51 
efficiency 

Level of efficiency 49 
before DRGs 

26 

17 13 

1 0  

11  

Increased Decreased 
Remained 
the Same 

Since DRG imple
mentation staffing 
has 

51 20 22 

Have DRGs caused 
a heightened level 
of awareness for 
cost containment? 

51 

Yes 

42 

No 

9 

N = total number of hospitals responding to this question 
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increased, decreased, or remained the same. However, ten of 

the twenty hospitals reporting a decrease in staffing were 

size One hospitals (0-99 beds). This may be due to the 

smaller operating budget that smaller hospitals have to work 

with, especially in today's shrinking health care dollar 

environment. 

When the respondents were asked if DRGs had caused a 

heightened level of awareness for cost containment 82.3% 

stated "yes" while 17.6% said "no." This was expected since 

DRGs ration the health care dollar forcing each department to 

be cost accountable. 

Perceptions of being Innovative 
and the Use of Support Services 
since DRGs 

71.4% of the respondents reported that since DRGs 

they have become more innovative. Innovative as defined in 

this study is "being creative and having the ability to 

introduce something new" (list of definitions). This finding 

is consistent with Upton et al. (1983) who reported that 

since the DRGs pharmacy departments have assisted management 

by proposing new ideas for generating revenue. This finding 

was expected since most professionals are constantly trying 

to find new and better ways of delivering services in the DRG 

environment. 

Seventy-seven percent of the respondents indicated 

that DRGs were not inhibiting the use of nutrition support 
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services. Furthermore, there was no significant correlation 

between the size of the hospital and whether or not the 

hospital was inhibited by DRGs. The twenty-three percent who 

reported that DRGs have inhibited the use of nutrition 

support is consistent with Anderson and Steinberg (1986), 

Adamow and Clipper (1985) and Schwartz (1984) concerns that 

DRGs might inhibit the use of nutritional support. 

Another explanation for the continued use of nutri

tion support is that it is necessary under certain conditions 

to improve "at risk" patients health (see Table 4). 

Transferring Nutritional 
Supplements to Pharmacy 

Table 4 also displays the responses of fifty 

hospitals responding to the question "Since DRGs, has your 

department transferred the nutritional supplements to 

pharmacy in order to obtain third party reimbursements for 

the supplements?" Thirty percent said "Yes" and sixty-four 

percent said "No." The remaining six percent already 

transferred the supplements to pharmacy prior to DRGs. This 

trend towards transferring supplements to pharmacy is 

consistent with Weitzenfeld and Lynch (1984), who in 1982 

transferred all nutritional supplements to pharmacy. The 

chi-square test for statistical independence between 

"hospital size" and transferring to pharmacy" was not 

significant, indicating no relationship. It is possible that 
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Table 4. Distribution of responses to perception about use 
of nutrition support services and innovativeness 
since DRGs in Arizona hospitals. 

Perception N Distribution of Responses 

Less 
Yes No Innovative 

Have you become a more 4 9 35 14 0 
innovative nutrition 
practitioner/manager 
since DRGs? 

Prospective payment 48 11 37 
(DRGs) is inhibiting 
the use of nutrition 
support services 

Had Already 
Transferred 

Nutritional supplements 50 15 32 3 
have been transferred 
to pharmacy in order to 
obtain third party 
reimbursements for the 
supplements 

N = total number of hospitals responding to this question/ 
statement 
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hospitals who have transferred supplements to pharmacy use 

more supplements than the other hospitals. Therefore, a 

significant amount of money can be recovered by the act of 

transfer. Whereas a hospital who uses little or no 

supplements may not have the financial incentive to transfer 

supplements to pharmacy. 

Efforts to Reduce Patient 
Length of Stay 

Table 5 lists the efforts made by the dietary manager 

to reduce patient length of stay in order of decreasing 

frequency. In addition to the three choices provided by the 

questionnaire, a space for write-ins elicited other ways 

hospitals try to reduce patient length of stay. Forty-six of 

the fifty-three hospitals surveyed have made efforts to 

reduce patient length of stay. This is in agreement with 

Carter (1984), Upton et al. (1983) and Coulton (1984), who 

found efforts being made by other departments (pharmacy, 

social work, and physicians) to reduce length of stay. Some 

hospitals who made no efforts to reduce patient length of 

stay indicated that their hospital had an average length of 

stay between 22-48 hours, revealing that some hospitals do 

not have a problem with length of stay due to their case mix. 

Moreover, if a hospital treats few medicare patients, length 

of stay and DRGs will be of little consequence. They can 

shift costs easily to other third party payers and still 



Table 5. Efforts made by Arizona hospitals to 
length of stay. 

reduce patient 

Effort Number of Hospitals 
Choosing this Effort 

More focused care plans 22 

Preadmission screening for malnutrition 7 

Intensive patient education 5 

Write-ins* 12 

Transferring patients to long-term care 1 

Aggressive nutrition intervention 4 

Post admission screening for malnutrition 1 

Starting a nutrition support team 2 

Making physicians aware of nutrition 
risk status 

2 

Length of stay is doctor dependent 1 

Providing nutrition care on an outpatient 
basis 

1 

* Open end question (fill in blank) 
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remain profitable. Since DRG rates are based on average 

length of stay, administrators expect departments to help in 

reducing length of stay in order to maximize profits. 

Cost Intensive DRGs and 
Enhancing Profits under DRGs 

Table 6 displays the most cost intensive DRGs from a 

dietary standpoint. Only eight of the 53 respondents 

answered this question. This could be due to the lack of 

familiarity of the dietitian to DRG numbers. A higher 

response rate probably could have been realized if the ques

tionnaire listed choices such as renal, diabetic, cardiac, 

etc. As dietitians become more familiar with DRGs, they will 

be able to monitor the expensive DRGs and try to reduce 

costs. There seems to be a trend in determining expensive 

DRGs in the dietary departments. This is consistent with 

researchers investigating other ancillary departments (Vaida, 

1983 ; Upton et al. , 1983 ; and Coulton, 1984). This finding 

that dietitians are starting to keep track of DRG costs is 

also consistent with a Stanford Nursing Study, in which 

nurses have shown how nursing costs vary among the different 

DRGs (Mitchell, 1984). 

Enhancing Profits with 
Nutritional Support 

Table 7 displays the frequencies of responses to 

"which method of nutrition support could enhance profits 
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Table 6. The most cost intensive DRGs from a dietary stand
point in eight Arizona hospitals. 

DRG Number Type of DRG Frequency of 
Response3 

DRG 103-145 Cardiac 1 

DRG 456-460, 472 Burns 1 

ICD 00
 

-J
 
o
 

1 00
 

cr
 

Multiple trauma 2 

DRG 316 Renal failure 2 

DRG 296-298° Obesity 3 

DRG 296-298c Malnutrition as comorbidity 1 

DRG 294 Diabetes age > 35 6 

a Frequency of response totaled 16, since each hospital 
listed two DRGs. 

k ICD number was used for multiple trauma since there is no 
DRG for multiple trauma. 

c DRGs 296-298 are nutritional and miscellaneous disorders; 
malnutrition and obesity fall into this category. 
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Table 7. Methods of nutritional support that can enhance 
profits under DRGs in Arizona hospitals. 

Method Frequency of 
Response 

Enteral nutrition 8 

Total parenteral nutrition 4 

Fee-for-service nutrition for inpatients 2 

Have physicians orders for "at risk" 1 
patients at time of admission rather 
than 3 or 4 days into the stay 

Nutrition support team 1 

Screening, identifying malnutrition and 1 
providing either enteral or parenteral 
support 

Making sure the complications and 1 
comorbidities are listed in the 
discharge summary and added to 
the problem list 



under DRG reimbursement?" This question was a "write-in" and 

the response rate was 18 out of 53 responding. The most 

frequent responses were for enteral and parenteral nutrition. 

Considering the small sample size, it is difficult to draw 

any conclusions. In this small sample, enteral and par

enteral support are the methods of choice which is not in 

agreement with Anderson and Steinberg (1986) and Aaron and 

Schwartz (1984). These researchers state that the current 

reimbursement scheme (DRGs) does not cover the nutrition 

related costs of enteral or parenteral nutrition. Ten of the 

twelve hospitals who answered enteral/parenteral support have 

developed avenues for support recovery. Therefore, these 

hospitals do not lose money providing this type of support. 

Moreover, the hospital may encourage the use of this type of 

support to generate profits. 

Two of the methods offered by the respondents deserve 

discussion. One hospital responded "Have physicians' orders 

for "at risk" patients at time of admission rather than 3 or 

4 days into the stay." It is critical that at risk patients 

are identified early so appropriate support can begin. 

Dietitians need to communicate with the attending physicians 

and analyze lab data to target an at risk patient. By being 

a diagnostician, a dietitian can provide the appropriate 

nutrition intervention immediately. Another hospital said 

"Making sure the complications and co-morbidities are listed 



in the discharge summary and added to the problem list." 

Therefore, dietitians should scan the patient's discharge 

summary in addition to the problem list to avoid overlooking 

an at risk patient. The methods listed in Table 6 enhance 

profits by either reducing length of stay or generating 

revenue by fee-for-service. 

Cost Effective Nutrition Measures 

Table 8 lists the reported use of cost effective 

nutrition measures and time of implementation. The table is 

in order of decreasing frequency of activity use. The most 

frequently used "measure" was reducing magnitude of excess 

clinical nutrition inventory, i.e., Ensure and other formula 

products. By reducing inventory, a department has more money 

that can be directed elsewhere more profitably than residing 

on a shelf. Some hospitals may be reducing their Ensure type 

products in preference to "in house" made milkshakes, etc. 

that are cheaper, better tasting, and just as effective. 

Eighteen of the forty-five hospitals using this method 

implemented it after DRGs. This does not mean DRGs caused 

this implementation to occur since the method makes good 

common sense. But DRGs may have caused the department to 

inspect how it directs its limited dollars. Assessing 

current clinical nutrition costs and asking "Is there a 

cheaper alternative without jeopardizing quality?" was the 

second most frequent measure employed since DRGs. This is 



Table 8. Cost effective nutrition measures implemented in Arizona hospi
tals before and after DRGs. 

Cost Effective Number of Implemented Implemented % of Hospitals 
Nutrition Measure Hospitals Before After (N/53) = 

Using Activity DRGs DRGs Respondents 
N 

1. Reducing magnitude 
of excess clinical 
nutrition inventory, 
i.e., Ensure and other 
formula products 

45 

2. Assessing current 34 
clinical nutrition 
costs and asking 
"Is there a cheaper 
alternative without 
jeopardizing quality?" 

3. Using diet techs to 30 
do clerical work 
and low risk admis
sion screening 

4. Documenting patient 25 
outcome to measure 
efficiency of 
treatment 

26 
la 

1 8  84.9% 

17 
2a 

15 64.1% 

21 56.6-, 

12b 12 47 .1% 



Table 8--Continued 

Cost Effective Number of Implemented Implemented % of Hospitals 
Nutrition Measure Hospitals Before After (N/53) = 

Using Activity DRGs DRGs Respondents 
N 

6 .  

Developing avenues 21 
to recover DRG 
dietary losses (i.e., 
parenteral and 
enteral support, etc.) 

Purchase of computer 18 
and dietary/nutrition 
related software 

Setting clinical pro
ductivity standards 
to determine amount 
of time required for 
each task (i.e., 
charting, diet 
instruction, etc.) 

14 

8. Doing preadmission 
screening for mal
nutrition and other 
complications 

1 2  

1 2  39.6% 

4 
la 

13 33.9% 

5 
lb 

26.4' 

22.6' 



Table 8—Continued 

Cost Effective Number of Implemented Implemented % of Hospitals 
Nutrition Measure Hospitals Before After (N/53) = 

Using Activity DRGs DRGs Respondents 
N 

9. Accomplishing goals 9 2 7 16.9% 
and objectives 
within span alloted 
by the DRG 

10. Knowing standard 7 4 2 13.2% 
length of stay for 1^ 
each DRG and inten
sifying dietary care 
to meet discharge 
date 

a Missing response 

k Multiple response (before and after DRGs) 
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consistent with Davis (1984), who created grand rounds to 

inspect nursing practices to determine if cheaper methods 

were possible. It makes sense under DRGs to seek out lower 

cost methods, if quality can still be maintained. This will 

reduce the cost of your final product (dietary service) and 

increase your net profit. "Using diet-technicians (diet-

techs) to do clerical work and low risk admission screening" 

was the third most frequently implemented method since DRGs. 

This was expected since it is more economical to pay a lower 

paid individual (diet tech) to do a job than a professional 

Registered Dietitian (R.D.). As long as the individual is 

trained to do the job, and since diet techs are quite capable 

of doing the work, R.D.s should delegate work to diet techs. 

This act of delegation will allow more time for the R.D. to 

focus on revenue activities and general planning. 

Twenty-five hospitals indicated they document patient 

outcome to measure efficiency of treatment. Twelve imple

mented before DRGs and twelve after DRGs. By documenting 

patient outcome in relation to costs involving the depart

ment, the best treatment yielding the best outcome (faster 

recovery and decreased length of stay) can be determined. 

Furthermore, they can determine their costs for each 

treatment and after a few years present the data to the 

financial officer. This will support requests for a higher 

budget or more staffing. This trend towards documentation is 



consistent with Davis (1984) and her suggestions that nursing 

staff start documenting patient care and determine nursing 

costs. "Knowing standard length of stay for each DRG and 

intensifying dietary care to meet discharge date" was being 

used in only 13.2% (7) of the hospitals responding. This 

finding was surprising since profits under DRGs are directly 

related to patient length of stay. Unless the 46 hospitals 

not using the activity discharge their patients before the 

average length of stay, they should familiarize themselves 

with DRG length of stays. Dietaries' efforts to meet the 

discharge date will be looked upon favorably by the admini

stration and that is good hospital politics. Table 9 

summarizes the distribution of responses to perceptions about 

cost effective nutrition measures listed in Table 8. Distri

bution of responses were coded with values 1-5 as follows: 

Strongly disagree = 1, disagree = 2, neutral = 3, agree = 4, 

strongly agree = 5. Therefore a mean (x) of 4.0 -5.0 would 

indicate strong agreement. The highest mean response was x = 

4.585 for "using diet-techs to do clerical work and low risk 

admission screening." The table is in order of decreasing 

mean response. Although the mean response rate for "Doing 

preadmission screening for malnutrition and other complica

tions" was 4.094, indicating agreement, only 12 hospitals use 

this activity. Screening is crucial in decreasing length of 



Table 9- Distributions of responses to perceptions about cost effective 
nutrition measures in Arizona hospitals. 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

1. Using diet- 53 0 0 4 14 35 4.585 
techs to do cler
ical work and 
low risk admis
sion screening 
admission 

2. Purchase of 53 0 2 3 14 34 4.509 
computer and 
dietary/nutri
tion related 
sof tware 

3. Documenting 53 0 0 8 20 25 4.321 
patient outcome 
to measure 
efficiency of 
treatment 



Table 9—Continued 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

4. Assessing cur- 53 0 1 3 27 22 4 
rent clinical 
nutrition costs 
and asking "Is 
there a cheaper 
alternative 
without jeopar
dizing quality?" 

5. Reduce magni- 52 0 2 3 25 22 4.228 
tude of excess 
clinical nutri
tion inventory, 
i.e., Ensure and 
other formula 
products 

6. Developing 52 0 0 7 27 8 4.212 
avenues to 
recover DRG 
dietary losses 
(i.e., parenteral 
and enteral 
support, etc.) 

<j\ 
o 



Table 9—Continued 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

7. Setting clini- 53 
cal productivity 
standards to 
determine amount 
of time required 
for each task 
(i.e., charting, 
diet instruc
tion, etc. ) 

8. Doing preadmis- 53 
sion screening 
for malnutrition 
and other com
plaints 

Knowing stand
ard length of 
stay for each 
DRG and intensi
fying dietary 
care to meet 
discharge date 

53 

30 15 4.094 

15 25 4.094 

35 3.943 



Table 9—Continued 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

10. Accomplishing 53 1 3 13 30 6 3.698 
goals and objec
tives within 
time span 
allotted by DRGs 
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stay for malnourished patients, and this is an area in which 

attention should be directed. 

Most Frequently Initiated Changes 
in Nutrition and Foodservice 

Table 10 displays the twelve most frequently initi

ated changes in nutrition practice and foodservice since 

DRGs. The table is ordered in decreasing frequency of change 

initiated after DRGs. The most frequently initiated change 

was "remodeling the service/cafeteria areas to increase 

consumer appeal and subsequent Sales, which was undertaken by 

19 hospitals. This finding was expected since remodeling has 

a predictable outcome of success. For example, the admini

stration knows that $5,000 invested in remodeling will 

realize a beautified cafeteria/service area, whereas the 

least frequently implemented activities (Table 12) require 

greater planning and follow-through. Thirty hospitals said 

they have expanded ambulatory nutrition education services 

with fifteen stating they "expanded" after DRGs. This is 

consistent with Upton et al. ( 1983), who reported pharmacy 

departments expanding their outpatient care. Moreover, since 

DRGs do not apply to outpatient care, the revenues generated 

by the department greatly enhance the hospital's bottom line. 

Educating patients in an outpatient setting is also more 

effective since people are not as anxious to leave the 

hospi tal. 
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Table 10. Most frequently initiated changes in nutrition 
practice and food service in Arizona hospitals 
since DRGs. 

Changes Number of 
Hospitals 
Ini tiating 

Change Before 
DRGs 

Number of 
Hospitals 
Ini tiating 
Change After 

DRGs 

% Initiating 
Changes after 

DRGs 

Remodeling the 
service/cafeteria 
areas to increase 
consumer appeal 
and subsequent 
sales 

19 76 9-a 

5. 

Reducing magnitude 26 
of excess clinical 
nutrition inventory, 
i.e., Ensure and 
other formula 
products 

Assessing current 26 
foodservice costs 
and asking "Is 
there a cheaper 
alternative without 
jeopardizing 
quality?" 

Assessing current 17 
clinical nutrition 
costs and asking 
"Is there a cheaper 
alternative without 
jeopardizing 
quality?" 

Reducing magnitude 21 
of excess food 
inventory 

Expanding ambula- 15 
tory education 
services 

40%a 

16  35.5%£ 

15 44.1 9-b 

15 

15 

32.6%b 

46.8%' 



Table 10—Continued 

Changes Number of Number of % Initiating 
Hospitals Hospitals Changes after 
Initiating Initiating DRGs 

Change Before Change After 
DRGs DRGs 

7. Purchase of 
computer and 
dietary/nutrition 
related software 

4 13 72.2% 

8. Documenting patient 
outcome to measure 
efficiency of 
treatment 

12 12 48%a 

9. Special nutrition 
and fitness program 
for employees 

9 12 52.1%a'd 

10. Providing discounts 
to community senior 
citizens (or other 
groups) to increase 
sales volume 

3 10 76.9% 

11. Fee-for-service 
nu tri tion 

15 10 40% 

12. Purchase of new 
state-of-art labor-
saving equipment 

12 11 50% 

a One respondent did not indicate before or after DRGs. 

^ Two respondents did not indicate before or after DRGs. 

c Three respondents did not indicate before or after DRGs. 

3 One multiple response; respondent stated both before and 
af ter. 
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Providing discounts to community senior citizens (or 

other groups) to increase sales volume was implemented by ten 

hospitals since DRGs. This activity provides nutritionally 

balanced meals to people who cannot cook or do not wish to, 

while increasing sales volume and profit margin for the 

hospital. Twenty-five hospitals reported the use of fee-for-

service nutrition, with 10 hospitals implementing the activ

ity after DRGs. This trend is consistent with Wieitzenfeld 

and Lynch (1984), who in 1974 received approval from the 

administration to charge for nutrition services. 

Table 11 displays the distribution of responses to 

the most frequently initiated changes in nutrition practice 

and foodservice in Arizona hospitals since DRGs. The table 

is ordered in decreasing mean response. 

Least Frequently Initiated Changes 
in Nutrition Practice and 
Foodservice Since DRGs 

Table 12 displays the least frequently initiated 

changes in nutrition practice and foodservice since DRGs. 

The table is ordered in increasing frequency of use after 

DRGs. Table 13 displays the distribution of responses to the 

least frequently initiated changes in nutrition practice and 

foodservice since DRGs. The table is ordered in decreasing 

mean response. Non-subsidized employee feeding was the 

second least frequently initiated activity since DRGs. Of 

the 53 hospitals responding to the question, fifteen (28.3%) 



Table 11. Distribution of responses to the 12 most frequently initiated 
changes in nutrition practice and foodservice in Arizona 
hospitals since DRGs. 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

1. Assessing cur- 52 0 0 0 17 35 4 .673 
rent foodservice 
costs and asking 
"Is there a 
cheaper alterna
tive without 
jeopardizing 
quality?" 

2. Expanding 53 0 1 1 21 30 4.509 
ambulatory 
nutrition edu
cation services 

3. Purchase of 53 0 2 3 14 34 4.509 
computer and 
dietary/nutri
tion related 
sof tware 

4. Fee-for-service 52 2 1 0 18 31 4.442 
nutrition 



Table 11—Continued 

Perception Number of 
Responses (N) 

Distribution of Responses 

5. Reducing magni- 52 
tude of excess 
food inventory 

6. Documenting 53 
patient outcome 
to measure 
efficiency of 
treatment 

7. Assessing cur- 53 
rent clinical 
nutrition costs 
and asking "Is 
there a cheaper 
alternative 
without jeopar
dizing quality?" 

8. Special nutri- 53 
tion and fitness 
program for 
employees 

Strongly 
Disagree Disagree Neutral 

0 

Agree 

22 

2 0  

27 

20 

Strongly 
Agree 

27 

25 

22 

25 

X 

4.442 

4.321 

4.321 

4 .264 



Table 11—Continued 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

9. Remodeling the 51 0 3 6 17 2 5 4.255 
service/cafe
teria to increase 
consumer appeal 
and subsequent 
sales 

10. Reducing magni- 52 0 2 3 25 22 4.228 
tude of excess 
clinical nutri
tion inventory, 
i.e., Ensure 
and other for
mula products 

11. Purchase of new 52 
state-of-the-
art labor-saving 
equipment 

12. Providing dis- 52 
counts to com
munity senior 
citizens (or 
other groups) 
to increase 
sales volume 

0 2 7 

16 7 

25 18 4.135 

22 16 3.885 
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Table 12. The least frequently initiated changes in 
nutrition practice and foodservice in Arizona 
hospitals since DRGs. 

Change Number of 
Hospitals 
Ini tiating 

Change before 
DRGs 

Number of 
Hospi tals 
Initiating 

Change after 
DRGs 

1. Providing gourmet meals to 
patients on a regular diet 
who are willing to pay extra 

2. Nonsubsidized employee 
feeding 

3. Knowing standard length of 
stay for each DRG and 
intensifying dietary care 
to meet discharge date 

4. Determining costs for each 
dietary DRG treatment 

5. Providing diets and consul
tation for youth sports 
programs 

6. Providing sports nutrition 
to athletes and health club 
members 

13 

7. Consulting with restaurants, 
hotels to control food costs 
while maintaining quality 
(recipe development) 

8. Eliminating downward skill 
substitution, i.e., clinical 
practitioner and/or food 
production supervisor as 
a.m. cook, etc. 

19 

9. Developing nutrition care 
programs for day care centers 

1 4 



Table 13. Distribution of responses to the least frequently 
changes in nutrition practice and foodservice in 
hospitals since DRGs. 

initiated 
Ar i z ona 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

1. Eliminating 53 3 6 6 8 30 4.057 
downward skill 
substitution, 
i.e., clinical 
practitioner 
and/or food 
production 
supervisor as 
a.m. cook, etc. 

2. Knowing stand- 5 3 
ard length of 
stay for each 
DRG and intensi
fying dietary 
care to meet 
discharge date 

3. Providing 53 
sports nutrition 
to athletes and 
health club 
members 

1 1 7  

1  6  1 0  

35 9 3.943 

19 17 3.849 



Table 13—Continued 

Perception Number of Distribution of Responses 
Responses (N) 

Strongly Strongly _ 
Disagree Disagree Neutral Agree Agree X 

4. Determining 52 1 2 12 28 9 3.808 
costs for each 
dietary DRG 
trea tment 

5. Providing diets 53 1 6 10 22 14 3.792 
and consultation 
for youth sports 
programs 

6. Developing 53 2 5 14 19 13 3.679 
nutrition care 
programs for 
day care elderly 

7. Providing 53 6 9 7 16 15 3.472 
gourmet meals to 
patients on a 
regular diet who 
are willing to 
pay extra 



Table 13—Continued 

Perception Number of 
Responses (N) 

Distribution of Responses 

Strongly 
Disagree Disagree Neutral 

Strongly _ 
Agree Agree X 

8. Consulting with 53 1 10  1 8  14 10 3.415 
restaurants, 
hotels to control 
food costs while 
maintaining 
quality recipe 
development 

9. Nonsubsidized 53 8 12 12 13 8 3.019 
employee feeding 

-j 
LtJ 



indicated they used the activity. Thirteen implemented the 

activity before DRGs and two after DRGs. The distribution of 

responses was equal on both sides of neutral (SD (8), D (12), 

N (12), A (13), SA (8)). It is possible that subsidized 

employee feeding is looked upon as a benefit in the employee 

benefit package. This finding is inconsistent with Sharp 

(1984), who stated "non-patient foodservices must become 

self-sufficient. Hospitals can no longer afford to subsidize 

this activity." This finding rejects one component of 

hypothesis two, which stated non-subsidized employee feeding 

is one of the most frequently initiated changes since DRGs. 

Six of the least frequently initiated activities were 

direct revenue generating activities. The administration and 

clinical staff would have to be very progressive in order to 

plan out such activities and follow through. Hospitals may 

implement these activities in greater numbers as competition 

for health care dollars increases. Dietitians should make an 

effort to compete in the business world against self-pro

claimed nutrition experts. Dietitians should attractively 

market their skills towards the needs and wants of the 

general public. Dietitians need to convince the masses that 

they are the professionals to contact when in need of nutri

tion information. To allow fad diet promoters to control a 

billion dollar diet market is unforgivable and a disservice 

to the general public. 



Correlational Data 

The test for statistical independence for this study 

was chi-square. This statistic will allow quantitative 

descriptions to be made about the relationship between two 

variables of interest. 

Hospital Size and More 
Innovative Management 

Table 14 presents results of the test for statistical 

independence for three levels of hospital size: size One (0-

99 beds), size Two (100-249 beds), size Three (> 250 beds), 

and the reply No (1) and Yes (2). A significant chi-square 

value of 8 . 376 with two degrees of freedom was observed, 

indicating a relationship between hospital size and "Yes" and 

"No." If both variables were independent of each other, we 

would expect the observed response to be close to the 

expected response. In hospital size One, we expected 5.7 

hospitals to reply "No," when actually 10 replied "No" to the 

question "Since DRG implementation, have you become a more 

innovative practitioner?" In hospital size Three, we 

expected 4.3 hospitals to respond "No" when actually only one 

did. This indicates for this sample that practitioners in 

hospital size One felt less innovative since DRG s than 

practitioners in hospital size Three. The level of signifi

cance for this test was o. = .0152. The practitioners at 

larger hospitals may have a larger budget to create new 
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Table 14. Chi-square test of hospital size and more inno
vative management in Arizona hospitals; Question: 
Since DRG implementation, have you become a more 
innovative nutrition practitioner? 

Hospital Response 
Size 

No Yes Number of 
Hospitals 
Responding 

One (0-99) Observed 10 10 
2 0  

Expected 5.7 14.3 

Two (100-249) Observed 3 11 
14 

Expected 4 10 

Three (> 250) Observed 1 14 
15 

Expected 4.3 10.7 

X2 = 8.376 d.f. =2 a = .0152 
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projects and therefore feel more innovative. Or the 

administration may be more progressive, allowing the prac

titioner greater freedom in implementing new activities. 

Hospital Size and Cost Effective 
Nutrition Measures 

The chi-square test was performed on all cost effec

tive nutrition measures listed in Table 8 to determine if a 

relationship existed with hospital size. Only statistically 

significant relationships will be discussed ( a <_ .05). In 

order to fulfill the user requirements of the chi-square 

test, the responses "strongly disagree" and "disagree" were 

combined and coded "one" for disagreement. "Agree" and 

"strongly agree" were combined and coded "three" for agree

ment. The neutral response was coded as "two." Table 15 

shows a significant relationship between hospital size and 

whether or not a hospital "documents patient outcome to 

measure efficiency of treatment" a = .01. The larger 

differences between observed and expected response to size 

one and three hospitals indicate that in this sample larger 

hospitals size Three ( >_ 250 ) tend to document more than 

smaller hospitals size One (0-99). The larger hospitals 

might have access to a database to manage the information 

collected, whereas smaller hospitals might find the task too 

tedious to do by hand. 
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Table 15. Relationship between hospital size and patient 
documentation in Arizona hospitals; Question: Do 
you document patient outcome to measure efficiency 
of treatment? 

Hospital Size Response No Yes 

One (0-99) Observed 15 7 

Expected 11.6 10.4 

Two (100-249) Observed 10 6 

Expected 8.5 7.5 

Three (>_ 250) Observed 3 12 

Expected 7.9 7.1 

X2 = 9.168 d.f. =2 a = .01 
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Hospital Size and Developing Avenues 
to Recover DRG Dietary Losses 

Table 16 displays a significant relationship between 

hospital size and the development of avenues to recover 

dietary losses (i.e., parenteral and enteral support) a = 

.01. The large difference between the expected and observed 

responses for hospital size One and Three indicate larger 

hospitals (> 250) develop avenues for recovery more often 

than smaller hospitals (0-99). Larger hospitals probably use 

more costly nutrition support than smaller hospitals, and 

this warrants that avenues for recovery be developed. 

Hospital Size and Purchase 
of Computer/Software 

Table 17 displays a significant relationship between 

hospital size and the purchase of a computer for dietary and 

related software, a = .03. The differences between the 

observed and expected responses for hospital size Two and 

Three indicate that these hospitals are more likely to have a 

computer than hospital size One. The larger hospitals have 

more patients, and a computer becomes essential for saving 

time. Smaller hospitals might be able to function adequately 

without a computer, or their budget does not allow it. 
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Table 16. Relationship between hospital size and developing 
avenues to recover DRG dietary losses in Arizona 
hospitals; Question: Have you developed avenues 
to recover DRG dietary losses (i.e., parenteral 
and enteral support, etc.). 

Hospital Size Response No Yes 

One (0-99) Observed 17 5 

Expected 13.1 8.9 

Two (100-249) Observed 10 6 

Expected 9.5 6.5 

Three (>_ 250) Observed 4 10 

Expected 8.3 5.7 

X2 = 8 . 5 0  d . f .  =  2  a  =  . 0 1  
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Table 17. Relationship between hospital size and purchase of 
a computer in Arizona hospitals; Question: Has 
your department purchased a computer and dietary 
related software? 

Hospital Size Response No Yes 

One (0-99) Observed 16 6 

Expected 14.5 7.5 

Two (100-249) Observed 13 3 

Expected 10.16 5.4 

Three (>_ 250) Observed 6 9 

Expected 9.9 5.1 

x
2  =  6 . 6 2  d . f .  = 2  a = . 0 3  
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Developing Clearly Defined 
Treatment Plans for Each 
DRG and Determining Costs 

In order to standardize dietary care, dietitians must 

clearly define treatment plans for each DRG encountered. 

Only ten of the 53 hospitals surveyed reported that they have 

clearly defined treatment plans. Considering the mean 

response for the question was 4.0, indicating agreement, the 

number of hospitals defining treatment plans is small. This 

trend, however small, is in agreement with Huyck and Fair-

child (1987). 

Fifty-one out of fifty-three hospitals (96%) reported 

that they have not determined costs for each dietary DRG 

treatment. This means 96% of the hospitals surveyed in the 

state of Arizona do not have an approximate cost for any DRG 

dietary service. This finding was surprising considering all 

the "talk" about dietitians needing to document services 

rendered and costs incurred. 

Time Management Studies 
and Staffing Models 

Fourteen of the fifty-three respondents replied "yes" 

to setting clinical productivity standards to determine 

amount of time required for each task (i.e., charting, diet 

instruction, etc.). Nine of the fourteen implemented this 

activity after DRGs. The 39 hospitals who replied "no" are 

failing to determine the costs of their services. With no 
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standards for productivity or costs these hospitals cannot 

effectively demonstrate their cost effectiveness. 

Thirty-three of the fifty-three responding said they 

use staffing models, and 50% implemented the activity after 

DRGs. These trends toward time studies and staffing models 

is consistent with De Hoog (1985) and Gobberdiel (1986). 

Corporate Wellness Programs 
for Community Businesses 

Of the 53 hospitals responding, twelve (23%) provide 

corporate wellness programs for community businesses. Seven 

of the twelve started the wellness programs after DRGs, three 

started them before, and two were unsure of implementation 

time. The mean response to the statement "providing 

corporate wellness programs for community businesses" was 

4.0, which indicates agreement with the activity. There can 

be several reasons why 77% of the hospitals have not 

implemented a wellness program. Staffing may have decreased 

since DRGs, as was shown in this study. Clearly, a depart

ment short staffed cannot partake in outside activities. 

Another reason could be the attitude of the dietitian or 

administrator, believing that dietitians should remain inside 

hospital walls. Since 23% of the hospitals have developed a 

wellness program, a trend may be developing. This is consis

tent with Cantlon and Lillois (1986), who developed a reach 

for health program for employees at Southern New England 
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Telephone Company. The trend should continue as corporations 

realize that healthier employees utilize insurance plans 

less. Dietitians realize there is money to be made in the 

business world. 
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CHAPTER 5 

CONCLUSIONS 

This study had three research objectives that would 

identify trends and frequency of changes in the management of 

dietary/foodservice departments in response to DRGs. 

1. Identify dietary management action that has been 

implemented since the advent of DRGs. 

This objective was met by the data collected in the 

mail survey. Each activity/measure related question was 

followed by a question asking if implementation occurred 

before or after DRGs. Numerous foodservice and nutrition 

practice activities have been implemented since DRGs, along 

with cost effective Nutrition and foodservice measures. 

2. Identify cost effective measures implemented since 

DRGs that assist the dietary department in lowering 

cos ts. 

This objective was met by analyzing the questionnaire 

sections labeled "cost effective measures. 

3. Identify the most frequently initiated changes in 

nutrition practice and foodservice since the DRGs. 
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This objective was met by tabulation and ranking the 

frequencies for each activity. The top three most frequent 

changes were: 

A. Remodeling the service/cafeteria areas to 

increase consumer appeal and subsequent sales. 

B. Reducing magnitude of excess clinical nutrition 

inventory, i.e., ensure and other formula 

products. 

C. Assessing current food and clinical nutrition 

costs and asking "Is there a cheaper alternative 

without jeopardizing quality?" 

Test of Hypotheses 

Hypothesis One: The DRGs have caused innovative 

changes in the management of the clinical/nutrition and 

foodservice departments. 

Innovative, as defined in the list of definitions, is 

"the ability to make changes by introducing something "new." 

Clearly, this hypothesis is accepted since numerous "new" 

activities/measures have been implemented since the advent of 

DRGs. The results from the questionnaire demonstrate these 

changes quantitatively. The acceptance of hypothesis one is 

consistent with Canton and Lillios (1986), who reported 

"Registered Dietitians need to wear many hats and be organ

izers, planners, and innovative deliverers of nutritional 

information." 
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Hypothesis two: Fee for service nutrition inter

vention, non-patient foodservices and non-subsidized employee 

feeding have been the most frequently initiated changes in 

dietary/foodservice operations in response to the impact of 

DRG implementation. 

.Although only one of these changes was the most 

frequently initiated; "fee-for-service nutrition" and 

"providing discounts to senior citizens and other groups to 

increase sales volume" were tied for the tenth most 

frequently initiated changes since DRGs. Remodeling the 

cafeteria/service area to increase consumer appeal and 

subsequent sales was the most frequently initiated change 

since DRGs. This is considered a non-patient foodservice 

activity and causes acceptance to part of hypothesis two. 

Since non-subsidized employee feeding was the second least 

frequently initiated change since DRGs, this causes rejection 

to this part of hypothesis two. 

Recommendations for Further Research 

1. Increase the sample size to include other states to 

improve hypothesis testing and the reliability of the 

results. 

2. The questionnaire should be refined to detect if 

changes would have occurred without DRGs. Meaningful 

changes could have occurred since DRGs, but was the 

change specifically due to DRGs or some other factor? 
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3. Include personal data such as age and education of 

the practitioner responding. This will help deter

mine if older practitioners or practitioners with 

different educational background differ in practice 

style. 



APPENDIX A 

HOSPITAL QUESTIONNAIRE 



TYPES OF REVENUE-GENERATING FOODSERVICE/ 
NUTRITION PRACTICE ACTIVITIES 

Question I: Below are some activities for gener
ating revenue. To what extent do you 
agree or disagree with using this 
activity in your department. 

Foodservice Activities: 
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1. Providing gourmet meals SD D N A SA 
to patients on a regular 
diet who are willing to 
pay extra. 

2. Remodeling the service/ SD D N A SD 
cafeteria areas to in
crease consumer appeal 
and subsequent sales 

3. Providing discounts to SD D N A SA 
community senior citizens 
(or other groups) to 
increase sales volume 

4. Full service or SD D N A SA 
self service bakery. 
Circle one. 

5. Consulting with restau- SD D N A SA 
rants, hotels to control 
food costs while main
taining quality (recipe 
development). 

Do you Was it 
currently implemented 
use this before or 
activity? after DRGS 

Yes or No Before or After 

Yes or No Before or After 

Yes or No Before or After 

Yes or No Before or After 

Did the activity 
(idea) originate 
from Food Service 
Mgt. or Hospital 
Administration? 

FSM or HA 

FSM or HA 

FSM or HA 

FSM or HA 

Yes or No Before or After FSM or HA 
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6. Nonsubsidized employee SD D N A SA 
feeding 

7. Promoting nutrition in SD D N A SA 
cottmercial food service 
establishments. Possibly 
designing a light meals menu 
ccmplete with consumer 
information on calories, 
grams fat, etc. 

Do you 
currently 
use this 
activity? 

Was it 
implemented 
before or 
after DRGS 

Did the activity 
(idea) originate 
from Food Service 
Mgt. or Hospital 
Administration? 

Yes or No Before or After FSM or HA 

Yes or No Before or After FSM or HA 



B. Nutrition Practice Activities: 
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1. Fee for service nutrition SD D N A SA 

2. Expanding ambulatory 
nutrition education 
services. 

SD D ' N A SA 

3. Developing nutrition care 
programs fcr day care 
centers 

SD D N A SA 

4. Special Nutrition and 
and fitness program for 
employees 

SD D N A SA 

5. Corporate wellness pro
gram for camiunity 
businesses 

SD D N A SA 

6. Providing diets and 
consultation for youth 
sports programs 

SD D N A SA 

7. Providing sports 
nutrition to athletes 
and health club members 

SD D N A SA 

Do you 
currently 
use this 
activity? 

Yes or' No 

Yes or No 

Was it 
implemented 
before or 
after DRGS 

Before or After 

Before or After 

Did the activity 
(idea) originate 
frcm Clinical 

Staff or Hospital 
Administration? 

CS or HA 

CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

ID 
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Question II: Belcw are possible cost effective meas
ures. To what extent do you agree or 
disagree with using these measures in 
your department? 

A. Cost Effective Nutrition Measures: 
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S
t
r
o
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1. Using diet techs to do 
clerical work and low-
risk admission screening 

SD D N A SA 

2. Doing preadmission 
screening for malnu
trition and other 
complications 

SD D N A SA 

3. Eliminating downward 
skill substitution, 
i.e., clinical practi
tioner and/or food 
production supervisor 
as A.M. cook, etc. 

SD D N A SA 

4. Documenting patient out
come to measure efficiency 
of treatment. 

SD D N A SA 

5. Performing cost benefit 
studies 

SD D N A SA 

6. Developing clearly defined 
treatment plans for each 
DRG encountered 

SD D N A SA 

Do you 
currently 
use this 
activity? 

Yes or No 

Yes or No 

Yes or No 

Yes or No 

Yes or No 

Yes or No 

Was it 
implemented 
before or 
after DRGS 

Before or After 

Did the activity 
(idea) originate 
from Clinical 

Staff or Hospital 
Administration? 

CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Before or After CS or HA 

1£> 
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7. Developing avenues to 
recover DRG dietary 
losses (i.e., parenteral 
and enteral support, etc.) 

SD D N A SA 

8- Setting clinical produc
tivity standards to 
determine amount of time 
required for each task 
(i.e., charting, diet 
instruction, etc.) 

SD D N A SA 

9. Purchase of computer and 
dietary/nutrition 
related software 

SD D N A SA 

10. Determining costs for 
each dietary DRG 
treatment 

SD D N A SA 

11. Accomplishing goals and 
objectives within time 
span alloted by the DRG 

SD D N A SA 

12. Knowing standard length 
of stay for each DRG and 
intensifying dietary care 
to meet discharge date 

SD D N A SA 

13. Ordering clinical nutri- SD D N A SA 
tion supplies in view of 
the case mix 

Do you 
currently 
use this 
activity? 

Yes or No 

Yes or No 

Yes or No 

Yes or No 

Yes or No 

Yes or No 

Was it 
implemented 
before or 
after ORGS 

Before or After 

Did the activity 
(idea) originate 
from Clinical 

Staff or Hospital 
Administration? 

CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Before or After CS or HA 

Yes or No Before or After CS or HA 
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14. Reducing magnitude of SD D N A SA 
excess clinical nutri
tion inventory, i.e., 
Ensure and other formu
late products 

15. Assessing current clini- SD D N A SA 
cal nutrition costs and 
asking "Is there a 
cheaper alternative 
without jeopardizing 
quality?" 

16. Itemizing resources used SD D N A SA 
in generating clinical 
nutrition products and 
services. 

17. Reducing clinical prac- SD D N A SA 
titioner-and/or food 
service supervisor 
turnover and absenteeism 

18. Developing staffing SD D N A SA 
models 

B. Cost Effective Food Service Measures: 

1. Purchase of new state-of SD D N 
art labor-saving 
equipment 

A SA 

Do you Was it Did the activity 
currently implemented (idea) originate 
use this before or frcm Clinical 
activity? after DRGS Staff or Hospital 

Administration? 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After CS or HA 

Yes or No Before or After FSM or HA 

VD 
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2. Reducing employee turn
over and absenteeism 

SD D N A SA 

3. Performing cost/benefit 
studies 

SD D N A SA 

4. Setting food service 
productivity standards 

SD D N A SA 

5. Reducing magnitude of 
excess food inventory 

SD D N A SA 

6. Assessing current food 
service costs and asking 
"Is there a cheaper 
alternative without 
jeopardizing quality?" 

SD D N A SA 

7. Reducing labor cross 
subsidization 

SD D N A SA 

Do you 
currently 
use this 
activity? 

Yes or No 

Yes or No 

Was it 
implemented 
before or 
after DRGS 

Before or After 

Before or After 

Did the activity 
(idea) originate 
frcm Food Service 
Mgt. or Hospital 
Adninistration? 

FSM or HA 

FSM or HA 

Yes or No Before or After FSM or HA 

Yes or No Before or After FSM or HA 

Yes or No Before or After FSM or HA 

Yes or No Before or After FSM or HA 

cn 



ABOUT YOUR DEPARTMENT 

Please circle the number of the appropriate response. 

1. How would you rate your present level of efficiency? 

1. Excellent 4. Pair 
2. Very good 5. Poor 
3. Good 

2. How would you have rated your level of efficiency before DRG's? 

1. Excellent 4. Fair 
2. Very good 5. Poor 
3. Good 

3. Since DRG implementation, the delivery of professional nutrition services 
has 
1. Greatly improved 4. Declined 
2. Improved 5. Greatly declined 
3. No change, has stayed the same 

4. Since DRG implementation, has staffing 

1. Increased 
2. Decreased 
3. Remained the same 

5. Have the DRG's caused a heightened level of awareness for cost containment? 

1. Yes 
2. No 

6. What efforts does dietary make to reduce patient length of stay? 

1. More focused care plans 
2. Preadmission screening for malnutrition 
3. Intensive patient education 
4. Other 

7. Which DRG's are most cost intensive fran a dietary standpoint? 

1. DRG # 
2. DRG # 

8. Since DRG's, employee work satisfaction has 

1. Increased 
2. Decreased 
3. Stayed the same 

9. Which method of nutrition support could enhance profits under DRG reimburse
ment? 



10. Since DRG implementation, have you become a more innovative nutrition 
practitioner and/or food service manager? 

1. Yes 
2. No 
3. Less innovative 

11. Is the prospective payment system (DRGs) inhibiting the use of nutrition 
support services in your hospital? 

1. Yes 
2. No 

12. Since DRGs, has your department transferred the nutritional supplements to 
pharmacy in order to obtain third party reimbursements for the supplements? 

1. Yes 
2. No 



Preliminary Results Request Form 

Name: 

Address: 



APPENDIX B 

QUESTIONNAIRE COVER LETTER 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  

COLLEGE OF AGRICULTURE 

T U C S O N ,  A R I Z O N A  8 5 7 2 1  

DEPARTMENT OF NUTRITION AND FOOD SCIENCE 

309 SHAHTZ BUILDING 

Noventoer 18, 1987 

I am a graduate dietetics student at the University of Arizona in Tucson. 
As partial fulfillment for my masters, I am researching the impact of Diagnosis 
Related Groupings (DRGs) on the management of hospital dietary departments 
located in Arizona. 

This year hospitals receive reimbursement for Medicare patients based on 
100% national DRG averages. The literature abounds with information on how DRGs 
have impacted physicians and hospitals. However, information on the impact of 
DRGs on the dietary department is relatively scarce. The intent of this 
statewide study is to determine and disclose the changes in dietary practice 
since DRG implementation. 

Only with your participation can we reveal the direction dietetics is 
taking in the cost containing environment imposed by DRGs. Your time and effort 
in completing the questionnaire is greatly appreciated. Please complete the 
questionnaire and return it in the postage paid envelope provided. If you would 
like to receive preliminary results from this study indicate so on the separate 
form at the end of the questionnaire. 

The questionnaire has been coded for mailing and statistical purposes only. 
This will enable us to check your hospital off the mailing list when your 
questionnaire is returned. Your name will never be placed on the questionnaire 
or mentioned in the results. 

If you have any questions, please do not hesitate to call me at (602)621— 
1449. Again, I look forward to your response and appreciate your tir.e and 
attention to this study. 

Sincerely yours, 

Fred Beyerlein 
Graduate Student 
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