HOME-DELIVERED AND CONGREGATE NUTRITION SERVICES PROGRAM STANDARDS

SUMMARY OF COMMENTS


	PSA
	COMMENT
	RESPONSE

	General Comments

	2
	I believe the standards would be more cohesive and understandable if there was less duplication between Congregate and Home-delivered.  In some cases, it is apparent that the same information was copied between the two and the word “congregate” was replaced by “home-delivered.”  In some cases, this approach has resulted in some nonsense standards.

It would be my recommendation that the standards have the following layout:

I. Program History, Purpose and Definitions

II. Allowable funding sources with limitations for each

III. General Target Population

IV. Availability of Services

V. Program Services—This would be a single set of standards shared for both programs.  For example, all clients would be referred to I&A, Basic Food, etc

VI. Program Administration—see above.  For example, either program could be operated by a non-profit, county government, etc.  Training and staffing is handled the same for both programs, donations are handled the same for both programs.

VII. Congregate Specific Standards

VIII. Home Delivered Specific Standards
	The two sets of standards will be merged into one with a layout similar to that recommended.  The changes made in the process of merging are too numerous to list.

	2
	Finally, there are a few conventions that are concerning:

1. Food service, when speaking of the industry, is Foodservice.

2. “Hold-overs” is not something I understand.

3. register dietitian should be Registered Dietitian.


	WAC refers to “food service”; the 2001 Model Food Code refers to foodservice.  The Dept. of Health is not planning on changing to foodservice. It was decided to be consistent with WA terminology so food service was not changed to foodservice. The term “hold-overs” was removed.

Registered Dietitian has been capitalized throughout, or abbreviated, RD.

	4
	In general, it is very clear and is a better written document
	Thank you

	4
	Although we will strive to comply with the Nutrition Risk Screening process, it will be a challenge to enforce it to everyone.  Most participants are reluctant to complete the checklist, especially if they need to put down their names.  Also, there is just not enough staff/volunteers in each site for the implementation.
	Nutrition risk screening is mandated by AoA so no change will be made to the standards.  

	8
	Provider:  The majority of changes in the standards are expensive changes.  Additional funding should be made available to contractors in order to implement these changes.  Cost per meal will increase considerably and, without increased funding, the number of meals will be reduced.  This will adversely affect seniors needing either congregate or home delivered meals. 

If the purpose of the nutrition programs is to encourage seniors to remain in their homes and maintain their independence, these additional requirements will have the opposite affect.  Without additional funding, fewer seniors will benefit from the programs because funding at the current level will purchase fewer meals.

Contractors are already struggling to provide nutritious meals at static funding levels when costs are rising.  Increasing requirements increases the cost of the meal and should only be required if funding is increased.


	Since specific cost increases were not identified by the commenter, this comment can only be addressed generally.  There are very few changes in the 2004 standards that would increase costs. Overall, much more has been removed from the standards than added. 

The changes to the RDAs and hence the menu pattern are required by federal law.  We suggest you direct comments about this to the Administration on Aging as the OAA is up for reauthorization in 2005.  

There is free nutrition education information available on the web and some from the Washington State Department of Health.  Providers are encouraged to collaborate with Basic Food Nutrition Education providers from WSU Cooperative Extension and the Department of Health.

Increasing program costs should also be addressed in the area planning process, as well as through local fundraising.  The Administration on Aging never intended that its funding alone would meet all the needs of a community—it was meant to be “seed” money to start programs and attract other funding.

	9
	Have more subsection numbers, like in outline form, so that it is easier to reference a specific section.
	The table of contents was revised a bit but doesn’t include the 3rd level headers.  Will try to do this and an index for the on-line version.

	
	Emphasize “Healthy Aging” issues, like encouraging having exercise programs at meal sites, promoting the Take Charge of Your Health program at meal sites, etc.
	This was done to a limited extent to start with, and will possibly be expanded in the future. There is growing recognition of the importance of good nutrition and physical activity to healthy aging and that nutrition programs are an ideal venue to promote them.  The OAA Elderly Nutrition Program is intended to be more than simply a meal or feeding program.

	9
	Put HD or CN at the bottom of each page, so that it is obvious which set of standards are being looked at.
	Since the standards were integrated into one, this was not done.

	9
	There is a lot to like in them.  The simpler the better though.

Could we combine them into one standard for congregate and home delivered meals?  Who cares if congregate meals is mentioned next to home delivered. Name it “Nutrition Program Standards for the Elderly” and include congregate and home delivered together. This is because so many items are relevant to both programs. It must be pretty difficult to mirror one standard to the other when changes occur.

Otherwise, if you do have two standards, it would be nice, convenient, if similar parts for congregate and home delivered had the same section and paragraph number and page. It would be easy to cross reference for those of us, probably most, who do both programs. 

Maybe we could have one standard and split into two standards. The not relevant section could be crossed out in the appropriate section. It might not look great, but do the job. 
	The standards were combined.

	11
	As nutrition Program contracts run from January through December, ALTCEW would recommend that any new standards not be implemented mid year but begin on January 1, 2005.
	AAAs and providers are expected to have the standards fully implemented as of January 1, 2005.  To achieve this, it is strongly recommended that AAAs and providers begin work to comply immediately.

	Program Definition – no comments

	Funding

	2
	This would be best handled by a chart with funding source, allowable uses for funding (i.e., NSIP can only be spent on US produced foodstuffs) and any limitation for funds (donation only, unpaid caregiver, must be spent before other funds, etc.)  Another funding source is State Caregiver Funds, although I doubt any of us have it in our plans.
	A chart was created.

	Target Population and Eligibility

	2
	must be “aged 60 and over”, not “over 60”.  This occurs twice in this paragraph.  In addition, with the Congregate meal, it is difficult to determine if an individual is targeted for inability to prepare a meal since the ADL/IADL is not part of the NAPIS data set for congregate.  I would also like to see “limited physical mobility” expanded and combined with 1. and 2.  to say something like “1.  Disabling condition” because there are a variety of impairments other than mobility and psychological impairments that can inhibit a participants ability to prepare a meal.  Thank you for the “individuals with disabilities” rather than “disabled individuals”.


	Changed to “aged 60 and over.”  

Formal assessment of ADL/IADL or simply  ability to prepare a meal for any reason is not required for congregate but inability to prepare a meal as a targeting criteria remains.  It is a “target”, not a requirement.  Lack of means to obtain or prepare nourishing meals has been added.  1 and 2 have been changed to “disabling conditions such as limited physical mobility, psychological or cognitive impairment, and sight impairment.”

	2
	Individuals who may be served a home-delivered meal once the needs of the eligible population have been met:

We never serve a home-delivered meal to staff.


	It makes sense not to serve a home-delivered meal to a staff person because they are not “homebound”, and the nature of most home-delivered meals makes it unlikely they would be served to staff, but it is not prohibited in the OAA.

	3
	(Comments in italics) 

Individuals who may be served a home-delivered meal once the needs of the eligible population have been met:
1. Staff of the nutrition program;  (for the suggested donation?)

2. Anyone who pays the full cost of the meal.  

3. Add: Meals funded through Title IIIE Family Caregiver Support Program or other funds for an eligible participant’s unpaid caregiver aged 18 or over.
	Staff of the nutrition program addressed in above cell. 

Meals funded through Title IIIE…was added to the section above and changed to 18 -59 instead 18 or over since caregivers 60 or over would be eligible on their own.

	4
	Eligible age should be stated as “60 or over”, as opposed to over 60.
	Changed.

	6
	Target Population: The standards state that staff of the nutrition program may be served a meal once the needs of the eligible population have been met. Program staff (who are currently not permitted to eat) may read this and think they are now entitled to a free meal. We would like to see wording added making it is clear that, although allowable, this benefit is at the discretion of the provider.
	“According to the local AAA or provider policy” was added.

	8
	Tracking these folks is going to be harder than we’d like (so they can pay full cost).  I understand if a nursing home is sending a bus to a site, but for the lady from an assisted living coming to a meal site with family, it seems a bit harsh…perhaps we could designate the frequency of the event, or whether they are attending out of personal desire or the facility is sending them???


	This is included not so much to require providers to identify and make these people pay, but to give providers the means to require it in the case they need it, such as when a busload comes from an assisted living facility, not when one person comes occasionally or with others who don’t have another meal available to them.  The requirement is intended to address problems raised by a few providers who were confronted with facilities taking advantage of the free meals. Changed from must to should.

	9
	How should we define "spouse" under eligibility?  Many seniors have significant others, but are not legally married.


	The OAA says “spouse” so it will remain spouse in the standards.  Use your best judgment in those situations where the spouse is under 60.

	11
	After reviewing the draft nutrition standards and the draft MB on Clarification on authorization on COPES HDM it appears that the only way an individual who is on COPES can receive an OAA-funded HDM is if they need more than one HDM a day. Is this a correct interpretation?
	Yes.  A policy decision was made to have COPES be the “primary payor” for HDM for people who are COPES-eligible.

	
	Is it also correct to assume that when an OAA-funded HDM client is transitioned to COPES HDM (at their next regular assessment) that their spouse will no longer be eligible to receive OAA-funded HDM as the primary participant’s spouse or in these cases may we do what is in the best interest of both elders by keeping both individuals on OAA-funded HDM?  
	The spouse can still receive an OAA-funded HDM if a client has been transitioned to COPES-funded HDM.  Charge one meal to COPES and one to OAA.  

Added to the list of those eligible to receive a HDM:  The spouse, regardless of age, of a participant receiving home-delivered meals funded through OAA or COPES;

	Participant Assessments

	2
	Participant assessment—I like the in-home clarification.  I also like the annual reassessment requirement unless deemed necessary for more frequently.  If annually works for CARE, it certainly should work for HDM!  In our area, the assessor documents when the next assessment is to be done—some are done monthly, or quarterly.

Looking forward to seeing the assessment document.  We did a study here several years ago that we used to develop ours.  Glad to provide the documentation for the rationale for questions to be included.
	Thank you.

	3
	Initial assessments should be completed within two weeks of the participant's first meal.  Subsequent reassessments should be completed at least annually.  (It doesn’t make sense to assess someone more frequently if they are just on a temporary basis. )


	It might not make sense to assess someone more frequently if they are just receiving HDM on a temporary basis, but it depends on the situation.  If it’s because the caregiver is gone for 2 weeks, no.  But for someone discharged from the hospital who might need meals for a couple weeks, an assessment, or at minimum an inquiry, at the end of the 2 weeks would be appropriate to make sure the person no longer needs the meals rather than just terminating HDM.  Conversely, you wouldn’t want to give someone HDM indefinitely so it makes sense to reassess when you’re not sure how long someone needs HDM.  It also makes sense to assess someone at high risk more frequently than annually.

	3
	What is the source of the assessment form?  Will providers be asked for input?


	After reviewing some of the assessment forms being used, it was decided not to do a sample assessment form.  AAAs/providers can develop their own, as they always have, but the assessment used must assess for and document eligibility according to the criteria in Section III.  

	3
	The assessment of each individual should focus not only on the individual's deficits, specifically ADLs and IADLS, but also on his or her strengths so that those with the greatest need receive the service.  
	Not considered a necessary addition.

	4
	It is not feasible for a large program with thousands of clients able to do in-home assessment for every client.  It is suggested to accept telephone assessment following set criteria as an alternative.  Also, in addition to phone assessment with the client, input from other professionals and individuals such as client’s physicians, care providers, relatives and meal delivery drivers should be included. 


	There is no exception to in-home assessment in the standards.  At the request of stakeholders, the requirement has been changed from every 6 months to annually unless more frequent assessment is indicated.



	Availability/Location of Services

	2
	I think there needs to be a special note for programs held in churches that addresses access for people with disabilities.  Churches were exempted, by and large, from compliance with ADA.  Mealsites in these locations need to pay particular attention to accessibility compliance.
	The general requirement is thought to be adequate.

	3
	Each service provider must provide for home-delivered meals at least once a day, five or more days a week.  Meals may be hot, cold, frozen, dried, (delete canned or supplemental, add shelf-stable) with a satisfactory storage life.  When funding permits, service providers should consider, where feasible and appropriate, serving two or more meals per day, seven days a week, and providing meals on holidays.  
	“Canned or supplemental” was deleted, “shelf-stable” and “where feasible and appropriate” was  added.

	Program Services – Nutritious Meals

	4
	“Hot” nutritious meals are not the only meals served at congregate settings.  Senior Services sites serve cold salad and sandwich meals, as well as sack lunches.  They all meet the 1/3 RDAs and are popular.
	Changed.

	Program Services – Nutrition Risk Screening

	2
	NAPIS requires us to report those individuals “at high nutritional risk” who participate in Congregate, HDM, Case Management, and/or nutritional counseling.  The actual score is not requested, nor required by the feds. Therefore “the data from the 10 questions, and the score must be reported to the AAA for inclusion in the data submitted….” is inaccurate.  There is no way we want to have to input the answers from the 10 screening initiative questions into our database, when all we need for the report is how many are high risk.
	It was not the intent to require the score or responses to all questions.  Language was changed to clarify high risk only.

	3
	Participants whose screening indicates nutritional risk should be referred to a dietitian or other appropriate health care provider for (insert “nutrition therapy.”, delete “a more extensive assessment and intervention”)  These referrals may be made to dietitians on staff or on contract with the provider, where available.  Where this service is not available through the nutrition program, providers should encourage participants to seek assistance from other dietitian services in the community or through their physicians.  (this makes it sound like RD services may not be available through the program which contradicts requirement stated in staffing patterns)
	Changed.

The language was revised to clarify that the statement refers to nutrition therapy or counseling not being available through the nutrition program, not RD services.

	8
	(Add “Subject to participant consent,”) participants whose screening indicates nutritional risk should be referred to a dietitian or other appropriate health care provider for a more extensive assessment and intervention.  
	The language was changed to remove the implication that formal referrals directly to a provider should be made.  

	Program Services – Nutrition Education

	2
	First sentence continuing from page 5; change “overweight” to failure to thrive.  You already have obesity and failure-to-thrive is not on the list.  If you want the term for older adults, you could use “dwindles”, but that may be problematic for some.


	Changed “obesity” to “obesity and overweight” and added “failure to thrive”.  Overweight and obesity are not synonymous.  Failure to thrive was not included in the source material for this statement but it makes sense so it will be included.

	2
	I like the idea of nutrition education being required.  I will volunteer our programs expertise in working to develop a program to share with the state for those interested.  However, in paragraph 3, “Nutrition Education should include information on physical activity in addition to nutrition”  means that it is not nutrition information, rather it is physical activity information and not appropriate for most nutrition programs to provide.  We are really good at nutrition, not so good at physical activity and promoting it inappropriately could be a liability issue.  Coincidentally I would also strike section e on page 7 for the same reason.  Mentioning physical activity as important is one thing.  Teaching how to be physically active is another.  That being said, I support the encouragement to be physically active in any way possible, however am not certain charging the nutrition programs with the responsibility is appropriate.  How about adding it to the CARE Assessment?

Homebound elders are unlikely to go to classes, field trips, plays, panel discussions, food tasting sessions, etc. for nutrition education.  Don’t include.  This is one are where a combined description of services is important.
	This section will not be changed.  The Dietary Guidelines devotes a whole section to physical activity.  This section actually comes before the information on nutrition in the Guidelines. AoA, HHS, CDC, USDA-FNS and non-governmental health experts all strongly promote integration of efforts to improve nutrition and physical activity levels.  For these reasons alone, it is completely appropriate for nutrition programs to provide information on physical activity.  Please note that  the standards do not require providers to “[teach] how to be physically active”, only provide information.  However, it makes good sense for the Aging Network to take advantage of the opportunity presented by nutrition programs to offer physical activity to older adults, whether provided by the nutrition program or in collaboration with others who are specially trained in physical activity.

	3
	Nutrition education can be defined as (replace definition with: any set of learning experiences designed to facilitate the voluntary adoption of eating and other nutrition-related behaviors conducive to health and well-being.)  It is an important and integral part of providing nutrition services to older persons.  Nutrition services providers must provide nutrition education, consistent with the goals and content described below, at minimum two times per calendar year.  (Need to clarify – does 2x per year relate to each individual client or just program activities?)
	Changed and clarified.  2x per year refers to program activities, not 2x per year for each individual participant.

	3
	a. To create positive attitudes toward good nutrition (add “and physical activity”) and provide motivation for improved (delete “dietary”) nutrition (add “and lifestyle practices”) conducive to promoting and maintaining the best attainable level of wellness for an individual.
	Changed

	3
	Nutrition education consists of activities which provide visual and/or verbal information and instruction to participants or participants and caregivers in a group or individual setting overseen by a dietitian (delete “or individual of comparable expertise”). (I realize this is OAA language but it still hasn’t been defined at the Federal level. I think we should limit it to Registered Dietitian and not include ICE.  Edmonds Community College is offering a certificate in nutrition therapy that requires a whole 6 weeks of study.  It’s not a state certification but those folks will go out and represent themselves as being certified.  They’re not even close to having comparable expertise….)
	The language will remain to be consistent with federal law.  Ideally, all nutrition education would be provided by an RD, but we don’t want to further restrict the ability of programs to provide nutrition education by requiring it be provided by an RD. The standards do require the nutrition ed to be overseen by a dietitian or ICE.

	8
	Add footnote to info on percent of older adults who have chronic disease.
	Added citation:  Draft Nutrition Screening Initiative Policy Statement:  Nutrition: Proven Effective in Managing Chronic Disease in Older Americans



	11
	The draft standards will require that providers must provide nutrition education at a minimum of two times per year.  ALTCEW and its providers prefer that the nutrition education requirement remain optional.  Our current contractors use other resources to provide nutrition education but should these not be available we would prefer that OAA nutrition funding be used for meals rather than be used to provide nutrition education.
	Considering that even a 5 minute presentation will meet the standards, two times/year is not an unreasonable expectation, with or without other resources, and will not effect the number of meals the program is able to provide.  

	Program Services - Dietary Counseling

	2
	P 7—Dietary counseling is a good inclusion, but unlikely to be done in most areas.  We have one or two RD’s at each program so it is likely to (and does!) happen.  Other areas are not so “blessed” with RD’s and likely couldn’t afford to provide this service within existing resources.
	No change.  Providing dietary counseling is optional.

	3
	Change section title to “Nutrition Therapy”
Add “Nutrition Therapy includes assessment of nutrition status, evaluation of nutritional needs, and interventions or counseling to achieve optimal outcomes.  Nutrition counseling, as a component of nutrition therapy is” the provision of individualized advice and guidance to individuals, who are at nutritional risk because of their health or nutritional history, dietary intake, medications use or chronic illnesses, about options and methods for improving their nutritional status, working with the individual's physician as appropriate.

If provided, (replace dietary counseling with “nutrition therapy”) must be provided by a Registered Dietitian (delete “or other qualified health professional in accordance with state and federal law”)  The service includes:

1. Assessing present food habits, eating practices and related factors.

2. Developing a written plan for appropriate (replace “dietary counseling” with “nutrition intervention”).

3. Assisting the individual to implement the written plan.

4. Planning follow-up care and evaluating achievement of objectives.
	Suggested language added.  

“Other qualified health professional” is removed in this section.  

	8
	Assisting the individual to implement the written plan. [Wouldn’t this be a liability for the contractor?]


	If the contractor was not qualified to do the job, it would certainly increase risk, but assisting people to implement a nutrition intervention plan is a core activity for an RD.  

	Program Services - Nutrition Outreach

	2
	It is unclear whether nutrition outreach is provided by a “contractor” contracted by the nutrition programs or by the AAA.
	Nutrition outreach can be provided by a contractor or the AAA, either directly or under contract.

	9
	Nutrition outreach   2nd paragraph “When nutrition outreach is being provided.”   Is this really necessary to detail how the budget should be shown?


	For billing purposes, yes. Added this statement to nutrition education, also.  AAAs must bill ADSA for IIIC services according to the following line items:

Congregate Meals

Nutrition Education and Outreach

Home Delivered Meals

Shopping Assistance

Registered Dietician

	Program Services - Referral to I&A/Case Management – no comments

	Program Services - Referral to Basic Food Program

	3
	The nutrition program service provider must (replace “assist” with “provide information for”) partici​pants to take advantage of benefits available to them under the Basic Food Program.  
	The language was changed.

	Program Administration – Organizational Structure

	3
	1. Responsibilities and obligations of each party, (add “including compliance with these standards”);


	This phrase is already included.

	9
	Paragraph 2, #5- Suggest to add H.D.’s wording regarding “Other matters as necessary..” to congregate.
	Combining the two took care of this.

	Program Administration – Physical Facilities and Equipment

	2
	Section 1.  Fire inspections can be very difficult to get in some areas, especially annually.  Perhaps a letter from the fire marshal will suffice until remodeling takes place (?).  Different counties handle this differently, but in areas with volunteer fire departments, getting fire inspections can be very difficult.  Perhaps in lieu of fire inspections, a required “fire drill” is a substitute?
	This section was not changed.  There are provisions in the section for areas where it is difficult to obtain inspections.

	2
	Section 2.  Be in compliance with ADA….section c.  suggest language change to “Provide for use upon request adaptive food containers and utensils for individuals with disabilities.”  These are expensive and one or two sets are likely plenty for a meal program.  Having them available at each meal site is likely overkill.  Please note the change from “handicapped participants”.

It is clear that it in congregate sites it takes much less than “remodeling” to make a site inaccessible.  I think it is important to require an annual “ADA walkthrough” of each mealsite to be certain that the furniture has not been rearranged, boxes stored, or other changes made that will affect accessibility for our clientele with disabilities.  It is amazing how easily these barriers can occur.
	“Upon request” was added.  The section does not require adaptive utensils at each site.

Added “annually” to the recommendation that a self-assessment (which can be the walk-through suggested) be done prior to opening or remodeling.  AAAs can address this further in contracts at their discretion.



	4
	Last sentence.  The most recent inspection report shall be on file and kept at the site, not at the main provider office.  
	The sentence was changed to “The most recent inspection report or a copy shall be kept on file at the nutrition site. At sites where a timely inspection can not be obtained, documentation of efforts to obtain an inspection and the alternative actions taken to address building safety issues must be kept on file.”

	9
	Add these safety regulations to H.D. standards. HD kitchens, at least for HD program staff safety, should have the same safety requirements as congregate.
	Not changed at this time.

	Program Administration – Staffing 

	3
	2. Registered Dietitian:  A Registered Dietitian (by the (replace “American Dietetic Association” with Commission on Dietetic Registration” and delete “or an individual with comparable expertise”) in the planning of nutritional services must be available, either on staff or under contract, or in a volunteer capacity, to the service provider.  The required responsibilities of the dietitian (delete “or person with comparable expertise”) are: 

a. (add “to provide oversight for all nutrition education and nutrition therapy services.”)

b. (add “to assist with the development of program objectives as related to nutrition education and nutrition therapy services)

c. to assist in the development of menus;

d. to certify that all meals meet the nutrient requirements as defined in the section on menu planning;

e. to provide consultation on food quality, safety, and service;

f. to plan meals prepared to meet special dietary or therapeutic needs.

Additional responsibilities may include staff training (add “and other activities based upon the needs and priorities established for the program (delete and nutrition education assessment, and counseling based upon the needs and priorities established for the program.”)  These needs and priorities should be jointly estab​lish​ed by the AAA and the service provider.
	Replaced American Dietetic Association.

To be consistent with federal law, individual with comparable expertise was not deleted but is defined.  An ICE is An “individual with comparable expertise” shall be defined as a nutritionist according to RCW 18.138, which requires a master's or doctorate degree in one of the following areas: human nutrition, nutrition education, foods and nutrition, public health nutrition, or nutrition science.  It is recommended that the RD or nutritionist be certified by the State of Washington in accordance with RCW 18.138.

Added “a” and “b”

Added and deleted as suggested.



	4
	Last sentence “The program director must account separately for time spent administering each program [HDM and congregate].”  What does this mean exactly?  How does it work in practice?


	This should be standard accounting practice using a cost allocation plan that allocates staff time across funding sources.  

	6
	Registered Dietitian, or not: The language in the draft standards seems to conflict itself in several areas around the need, or not, for a Registered Dietitian. Under Staffing, it reads, “A Registered Dietitian or an individual with comparable expertise in the planning of nutritional services…” and lists the associated responsibilities. Throughout the entire set of standards, items are separately listed as the responsibility of a RD (i.e. “menus must be certified by signature of a RD” and “therapeutic diets planned, prepared and served under the supervision and/or consultation of a RD” and others). Does this mean only a RD or does it intend to read RD or other individual with comparable expertise? Under Dietary Counseling, it reads, “…must be provided by a Registered Dietitian or other qualified health professional in accordance with state and federal law.” Are the qualification of these “others” the same thing or different? Please specify the qualifications of an “other qualified health professional” and/or “comparable expertise in the planning of nutritional services”. We feel that one thing that sets senior nutrition programs apart from soup kitchens, food banks, etc. is the professional nutritional standards we hold ourselves to, including participant access to an RD. Especially with the recent and presumably continued emphasis on nutritional awareness/education and with the increase in people remaining at home with more acute and chronic conditions (for which good nutrition and physical activity is essential), allowing programs to lessen the professional standard of the person who is providing such education and consultation seems like a backwards step.
	RD or ICE is used throughout.  The only exception is nutrition education, which can be provided by someone other than an RD or ICE, where appropriate and under the supervision of an RD or ICE.  

	9
	Suggest add criminal history checks to congregate standards, and with some wording such as “when necessary and required”.
	This was not considered necessary as unsupervised access and vulnerable adults are not as likely to occur in congregate settings.

	Staff Training and Other Requirements

	2
	Some counties have refused to provide food handling permits for volunteers.  Some counties have stated that if volunteers are working under the supervision of a staff member with a card, they don’t need to have them.  Some counties have defined which types of volunteers need to have the cards.  Since there is a cost for the cards, standards that require volunteers to have them in counties that do not require them to have them are restrictive.  Perhaps it could be changed to cite the WAC and then defer to the county for compliance. Suggest you strike “paid or volunteer” and just state “beginning work”.
	These requirements have been revised to require compliance with local health department requirements.

	11
	The draft standards state that all staff, both paid and volunteer, should receive orientation before providing congregate nutrition program services.  Then it says all staff involved in the handling of food must have training on safe food handling practices prior to beginning food handling duties if the worker does not hold a valid food worker card.  These staff must receive the required food worker training and obtain a food worker card within 14 days of beginning paid or volunteer work.  My question has to do with the interpretation of "food handling duties" does this include all volunteers at a meal site (and these volunteers turn over rapidly) including those that just clean, serve, and/or handle the sign in or other administrative duties?
	Orientation is a separate activity from training on safe food handling practices, through for food handlers, orientation would include food handling practices before the individual was formally trained, per WAC 246-217.

WAC 246-217-015   Applicability.  (1) All food service workers must obtain a food worker card within fourteen calendar days from the beginning of employment at a food service establishment.

     (2) In the case of temporary food service establishments, at a minimum the operator or person in charge each shift or during hours of operation shall have a valid food worker card obtained prior to the event.

     (3) Employers at any food service establishment (permanent or temporary) must provide information or training regarding pertinent safe food handling practices to food service workers prior to beginning food handling duties if the worker does not hold a valid food worker card. Documentation that the information or training has been provided to the individual must be kept on file by the employer and be available for inspection by the health officer at all times.

"Food service worker" means an individual who works (or intends to work) with or without pay in a food service establishment and handles unwrapped or unpackaged food or who may contribute to the transmission of infectious diseases through the nature of his/her contact with food products and/or equipment and facilities. This does not include persons who simply assist residents or patients in institutional facilities with meals, or students in K-12 schools who periodically assist with school meal service.

	
	Due to the number and amount of ongoing change and variability of the volunteers at sites ALTCEW and its nutrition providers feel it would be a financial and organizational burden to require that all volunteers involved at congregate sites be required to have a Food Handler’s Card.  Currently in our area just the site manager and primary volunteers are required to have this card.  These individuals then supervise any other volunteers.  

Also ALTCEW’s providers feel that the current 30 day time frame for allowing staff and volunteers to complete their food handlers cards is more reasonable rather than the 14 day requirement stated in the draft standards.
	Please see response above.  

The 14 day time frame is required by WAC.

	11
	On page 13 of proposed Home-Delivered nutrition Services Program Standards, it says that "The service provider must conduct criminal history background checks, as required by RCW 43.20A.710, for all employees or volunteers who will have unsupervised access to participants".  
 

My question to you, or perhaps I should say my opinion, is that if we have two volunteers delivering mobile meals at a time, then background checks should not be required since the visit is not "unsupervised".  They're not there alone as a chore worker or caregiver would be.  Requiring background checks in this situation will be a hardship on us as we have different volunteers delivering meals each day from a rotating group of churches.  We have a different church every month, and different volunteers nearly every day of the month.  

 

I have reviewed RCW 43.20A.710 and I do not find anything that would specifically apply when two volunteers delivering on a route at once.  It appears to be directed specifically at individual caregivers, chore workers, and staff people that will be entering the home unsupervised.  Please take a quick look at http://www.leg.wa.gov/RCW/index.cfm?section=43.20A.710&fuseaction=section
which provides a brief summary of the requirements of RCW.20A.710.
	Removed reference to 43.20A.710.  
Background check laws can apply to volunteers (RCW 43.43), but as long as the volunteers do not have unsupervised access to a vulnerable adult, background checks would not be required by law.  In the situation described, background checks would not be required.  Unsupervised is defined at RCW 43.43.830 as:

not in the presence of:
     (a) Another employee or volunteer from the same business or organization as the applicant; or
     (b) Any relative or guardian of any of the children or developmentally disabled persons or vulnerable adults to which the applicant has access during the course of his or her employment or involvement with the business or organization.

Whether a person is a vulnerable adult must also be considered.

RCW 74.34.021 Vulnerable adult—definition. For the purposes of this chapter, the term "vulnerable adult" includes persons receiving services from any individual who for compensation serves as a personal aide to a person who self-directs his or her own care in his or her home under chapter 336, Laws of 1999.

RCW  43.43.830 "Vulnerable adult" means "vulnerable adult" as defined in chapter 74.34 RCW, except that for the purposes of requesting and receiving background checks pursuant to RCW 43.43.832, it shall also include adults of any age who lack the functional, mental, or physical ability to care for themselves.

	Program Administration – Menus and Menu Planning

	2,3,4
	See Appendix A for comments too lengthy for the chart
	Changes were made to the menu pattern and nutrient requirements (see final standards).

	6
	Menu Pattern: If using the pattern, it is a lot of food. With such an emphasis on weight control, eating smaller meals, etc., we are contradicting the national push in these areas.  The standards “strongly encourage,” versus require, the use of computerized nutrition analysis. Programs that choose to use the menu pattern are strongly discouraged due to the fact that food costs are going to rise, and there is going to be a lot of waste, as seniors already complain that they receive too much food. Two arguments against the analysis (1) it is only as good as the software and database (2) it is very time consuming if a program does not have a cycle menu. 

Are other states/programs using this new menu pattern or is it limited to WA senior nutrition programs?
	It appears that the commenter recognizes that computerized nutrient analysis could save costs over the menu pattern.  Computerized nutrient analysis is also strongly recommended by AoA and national nutrition experts.

The differences between the old and new menu patterns are

1990 1 serving bread/alternate; 2004 2 servings bread//alternate 

1990 3 oz. meat/alternate; 2004 2.5-3 oz. meat/alternate

1990 2 servings f&v; 2004 3 servings f&v

1990 1 serving dessert; 2004 dessert is optional.
This is the nationally recommended menu pattern to meet 1/3 RDA with which all states must comply.

	6
	Offer versus Serve: It would be nice to have “offer versus serve” language included as part of the standards. The School Lunch Program uses it and on a regional basis, we allow it as a waiver. It seems silly to force a client to accept the peas, when they have stated that they do not want them. The vegetable just ends up in the trash. We realize that many of the programs are vended and it would not represent a food cost savings, but for our nutrition providers, it has helped in managing food costs, thus providing a better service.
	This was not added. 

	9
	On the meal pattern it lists dessert as optional.  This is a change, as is 2.5-3 oz of meat.
	Yes, these are changes.

	9
	Nutrient Analysis, last sentence - The phrase “the following must” be followed”- ug.  How about recommended menu pattern. The addition of a third vegetable/fruit and second bread, because of changing nutritional “guidelines” is troubling.  The various “guidelines” out there are apparently in conflict with each other. In addition, as the menu pattern reflects the highest level of nutrients that may be required for an individual in the lower age grouping, 51-70 years of age, it forces too much on the plate for an older, smaller eater, client.  
	The standards are based on the 2000 Dietary Guidelines for Americans, which can be viewed at: 

http://www.health.gov/dietaryguidelines/#current
The sentence now reads “For providers without access to nutrient analysis software, the menu pattern must be followed” (“following” was removed).  The menu pattern is not recommended; it is required if nutrient analysis is not used. 

Providers should make sure they are using accurate portion sizes, which might reduce “forcing too much on the plate” and waste.

The standards reflect OAA federal law, the 2000 dietary guidelines (6-11 servings in the bread, cereal, rice, pasta group per day; 3-5 vegetables and 2-4 fruits per day), and the RDA and DRI requirements.  Until and if these change, the standards will not change. It would be better to direct these comments to the Administration on Aging and other federal agencies as the OAA is up for reauthorization in 2005, and the dietary guidelines are being revised.

	11
	Increasing the amount and/or number of servings will lead to waste and increased costs.  Our providers feel the meals are already quite large.  While using a “nutrient analysis” program rather than the menu pattern may help to reduce this potential problem it will mean additional cost for the program and additional training time learning to use it.  Even though a cycle menu can be used there may still be some tweaking to avoid repetition.  This will require an increase in RD expenses during the implementation year.
	See response in cell directly above.  

	Therapeutic Diets

	3
	A current therapeutic diet prescription (no older than six months) should be signed by the participant's physician (add “or Registered Dietitian”) and filed in the service provider's official files.  
	RD and ICE added.

	6
	What specifically is considered a therapeutic diet - low sodium, liquid, pureed/modified texture, renal, diabetic, other? The language reads for any diet that deviates from the normal menu/food preparation. Given the number of participants on low sodium and diabetic diets specifically, obtaining an Rx every 6 months for these would be unrealistic. Also, the language reads, “the signed therapeutic diet Rx will facilitate the RD’s follow-up and/or supervision of each participant’s nutritional status.” We have concerns about what exactly that means and staff capacity to formally oversee each of these.

Therapeutic diets are generally broken down into two groups. The first restrictive diets (diabetic, salt restricted, renal, etc.) and the second texture modified diets (ground meats, mechanical soft, puree, thickened liquids, etc.) The first group is easier to manage, and from a liability standpoint, less of a risk. Clients are often non-compliant with their diet order, hence nutritional counseling, and the program only provides one meal a day reducing the programs potential liability. The second group is more difficult to serve, and represents a more serious liability concern. Many clients suffer form dysphasia, a swallowing disorder. They are at risk for choking with every bite they take. Most often they are under the care of a speech therapist, not an RD. Fortunately some of those with texture modified diet orders have chewing problems not swallowing problems and are generally not at as great of risk for choking.

Currently, a homebound client has their file reviewed every six months. In that sense, requiring some kind of nutritional follow up is not unreasonable as part of that process. However, the current draft standards reduce the frequency and in some ways contradict the diet order standard, particularly since so many homebound clients have restrictive diet orders. 

Requiring the RD to visit clients with therapeutic diets will increase the staffing costs of the program. Some individual programs may have local resources to provide this level of service and should be encouraged to do so, but mandating this level of service without an expectation of additional funds is unreasonable.
	This section was not changed at this time.  It is virtually unchanged from the 1990 standards.  It is our understanding that most programs do not provide therapeutic diets. Updated information and standards of practice on therapeutic diets will be sought in the future.

	Liquid Meals

	3
	Liquid meals may be used only when:

(Move #1 “they are in addition to a standard meal which meets the requirements in these standards to end of #2)

1. they are provided to a participant who has been determined to be at nutritional risk through the nutrition risk screening or by a medical professional (this includes a Registered Dietitian) and are in addition to a meal which meets the requirements in these standards; or…
	Changed.

	6
	Liquid Meals: The language seems conflicting and unclear. One paragraph reads, “Vitamins, minerals and/or food supplements may not be provided with congregate nutrition program funds.” The next paragraph reads, “Liquid meals may be used when they are in addition to a standard meal… and are provided to a participant who has been determined to be at nutritional risk…” This second paragraph sounds like a food supplement, which is prohibited in the first paragraph. Would these liquid meals count as an OAA/NSIP meal? Also, are liquid meals not viewed as a therapeutic diet? The language reads in this section, “liquid meals may be used as a replacement for a standard meal only when approved by a medical professional (including a RD)…” Is there no need for medical Rx?


	Language changed to “and/or food supplements, with the exception of liquid meals that meet the criteria described in the next paragraph, …”

Liquid meals that meet the required nutrient requirements in these standards, and are provided to clients in the situations described, can be counted.  For some liquid meals, this might mean more than one can/unit/serving is needed to meet the nutrient requirements and hence be counted. 

The use of liquid meals in the SNP is generally discouraged. Language to this effect has been added. 

	9
	“1. they are in addition to a standard meal...”  This counteracts # 3 in that same list.  In addition, a client who is quite ill may only be able to consume liquid meals. So, the only people who would be able to get liquid meals would be the not so needy, health wise. It should be clearer that it is (#1 and #2) OR 3, not #1 AND (#2 or #3).
	The order has been changed per the comment above, and OR has been capitalized for emphasis.

	11
	Liquid Meals - ALTCEW and its providers feel that eligible program  participants should continue to be able to choose what kind of meal they prefer (hot, frozen, or liquid.)  ALTCEW and its providers are also concerned about the time involved in collecting and maintaining the documentation from medical professionals that will be necessary for the provision of liquid meals.  
	This kind of choice has never been the standard for the SNP.  Hopefully frozen meals have only been served to home-delivered clients.  Please see above comments.  

	Food Service Sanitation and Safety

	2
	P 15—Food Service Sanitation and Safety—(should be Foodservice)—citing the WAC’s is appropriate, however I believe that the standards need a little beefing up here.  In the section on Inspection reports, the only requirement is that they be done annually (and the facility must be shut down if they are later than one year), but there is not any discussion about training requirements or other corrective action if they are poor.  I would suggest that we have a zero tolerance for red violations.  If there is a red violation, the project should be required to develop a corrective action plan and provide and document training to staff, volunteers, and participants related to the red violation.

Because of the large and increasing number of foodservice facilities in our state and the shrinking DOH budgets, it is not at all uncommon for local health inspections to be delayed for months.  This is especially true for programs which have operated for many years with no problems.  Fortunately, this is the case for most nutrition programs.  However, the requirement to “not utilize” the facility if it doesn’t have a current inspection form is not appropriate.  I believe that documentation that the program has written to request the inspection should be satisfactory to prove positive intent.  Also, the reports should be available at the production site as well as the “official files”.
	Citing and providing the WAC as an attachment to the standards is considered sufficient.  The issues raised should be dealt with on a contract basis and between the Department of Health and the provider.

Inspections will still be required annually, as they are currently required in state law.  The DoH proposed WAC revisions due out soon (announcement made this week or next—AAAs and providers may want to look for it and comment) will require inspections every 6 months or less often, based on level of risk determined by the local health authority.  Because older adults are at higher risk for food-borne illness, it is likely nutrition programs will be deemed higher risk and inspections might be required more frequently.  Hence the annual inspection requirement will not be relaxed.

Because of the potential hardship created by the requirement to “not utilize” a facility that doesn’t have a current inspection, this requirement has been modified to read “If for any reason a food preparation site, does not have a current Food Service Inspection Report, the AAA and the provider must work together to achieve compliance.  This may entail hiring a private registered sanitarian, or working with the local health department to expedite an inspection.”  It would behoove the provider and the AAA to begin work to comply with the annual inspection well before the permit expires. 

	2
	As stated in “staffing” above, there is also a great deal of variation between counties in their enforcement of food handler permits for volunteers and how they construe the volunteer activities.
	Addressed in training requirements section.  



	2
	Temperatures are certainly important in foodservice.  However, equally important are Critical Control Points in production.  I would include a discussion of these here.
	Critical control points are more in the Department of Health domain and too detailed for these standards.

	5
	Lack of an annual/current Food Service Inspection Report for a

congregate meal site should not be cause to not use the facility. 

Whether on-site prepared or catered, it seems impractical, given the

numbers of participants receiving congregate meals, to prevent continued

use of a community/senior center/church as a meal site.  Also, it may

potentially be impossible to obtain a substitute facility in the area.

Prior to discontinuing service at a congregate meal site solely due to

not having on file a current inspection report, other factors should

exist:

a) continued non-compliance ( e.g. reports not current for two

consecutive years and noted in AAA assessment findings);

b) lack of documentation of efforts requesting a Food Service

Inspection by local Health Department or soliciting a private

sanitarian;

c) Contractor formally acknowledges non-compliance, and submits

corrective action plan with time frames for compliance.

This requirement seems unduly harsh, particularly for long term

established sites administered by generally compliant subcontractors,

and I feel it should be modified.  Even using the word "may" rather than

"must" leaves  AAA discretion:

If for any reason a congregate nutrition site,.... does not have a

current Food Service Inspection Report, the facility must not be

used..."  
	See response 2 cells above.

	9
	Definition of vendor/caterer, what is it?   For instance, is the state penitentiary at Airway Heights a vendor/caterer for frozen home delivered meals?  Is Swanson frozen meals a vendor/caterer? Is Ross Products Co. Ensure a vendor/caterer?

Paragraphs starting with...

 “Food and meals being transported to..”

and “holding time”

and “transport equipment” ; put these in congregate standards too.

In addition, frozen foods transported by congregate service providers too.


	For the purposes of the standards, a vendor/caterer is an entity contracted with to prepare meals for HDM or congregate program participants.  If the state penitentiary, Airway heights, and Swanson are preparing meals for your program, they are vendor/caterers.  If a provider contracts with a school, restaurant, hotel, or other entity to prepare meals, they would all be vendor/caterers.  

Ross Products would not be considered a vendor/caterer for the purpose of these standards as it is not preparing meals (even if they are counted for OAA purposes).  

A supplier from whom a provider purchases individual products, such as cans of tomatoes, fresh produce, etc. would not be a vendor/caterer required to document these costs. 

	9
	Under Congregate Food Service Sanitation and Safety we would like to know what is included in "vendor/caterer".  Does this include everyplace that food is purchased from?  How about where it is processed?  
	See cell directly above.

	11
	ALTCEW’s largest  HDM provider feels that weekly temperature checks on all routes would be difficult due to the number of routes and volunteers that would need training.  They also feel it would add significant additional cost because of the ordering of an additional test meal.  Currently this provider does a test once a week on one route.
	Due to the delivery system developed by the provider, which includes multiple routes by frequently different volunteers, the local department of health should be consulted to determine an adequate testing frequency.  Food safety should not be sacrificed because of what seems to be a unique delivery system, but there may be an acceptable alternative.

Changed language to monthly but with more frequent checks as necessary to ensure food safety.

	11
	Due to the number and amount of ongoing change and variability of the volunteers at sites ALTCEW and its nutrition providers feel it would be a financial and organizational burden to require that all volunteers involved at congregate sites be required to have a Food Handler’s Card.  Currently in our area just the site manager and primary volunteers are required to have this card.  These individuals then supervise any other volunteers.  


	Please see responses under “Staff Training and Other Requirements”.  Nutrition programs must comply with WAC 246-217, regardless of the perceived burden.  Consult the WAC and your local health department to determine who must  obtain a food worker card.

	Food Quality

	2
	Wild game is appropriate for use and encouraged in tribal programs.  Those that use Title III dollars may need to ask for a waiver here.  The tribes do not have to follow the Health Code.  They have their own.
	This situation can be addressed at the local level.

	3
	Hermetically sealed food which has been processed in an approved commercial food processing establish​ment may be used.  (This says using canned food from approved sources is ok.  I think we actually need to state that you can’t use home-canned foods in the program.)
	Added prohibition on home-canned foods.

	3
	If leftover meals are provided at a site, (add “a set of written instructions should be included with each meal.  The instructions should include the date the meal was prepared, the discard date (two days following), refrigeration instructions, a statement about proper hand washing, instructions to reheat to 165 degrees, and a disclaimer that states:”)  For your safety: food removed from this site must be kept hot or refrigerated promptly.  We are not responsible for illness or problems caused by improperly handled food.
	Language added.

	9
	Food Quality- Paragraph # 3- “Hermetically sealed food ...”  Add, for emphasis, after this sentence  “No home canned foods”.   I think that emphasis (no home canned) is important.

Cong. P 20-

Paragraph #5

I find this interesting the new wording about a disclaimer at a meal site  “If leftovers meals are provided...”

That is ok. 
	Added.

Glad you think so.

	Standardization of Recipes and Portion Control

	2
	Pretty heavy coverage of one minor part of operating a program.  Although I agree that this is true (I teach this stuff), most programs use recipes they have purchased, or ones handed down or used by the program for years.  Yield adjustment is math and science and needs not be addressed here.  Weighing the first portion went out with the dinosaur.  Programs that allow seniors to serve themselves and choose their own portions are seeing their congregate counts increasing. Many of the products we use today have already been portioned before they are cooked.  

As for quality control, there is no mention of the most important control—Critical Control Points—when developing recipes.  Also, because most nutritional databases are at best estimates of nutritional composition based on very old data, I don’t think that standardized recipes are a good assurance of nutritional quality.  Too many variables for assurance.  So, just mention that following standard recipes enhances budget control and consistency in products served and leave it at that.

Second paragraph:  The congregate nutrition program should develop procedures for determining how many people will eat….Actually, this is sort of a no-brainer for foodservice people.  The problem with having this singled out in the standards is that is equates to reservations for meals, likely the largest barrier to meal participation in our area.  There are several things to consider when purchasing and planning for meals and only one is listed here.  I would leave this out.

Information about leftovers is helpful.  I would like to see more guidance or discouragement of preparing frozen home delivered meals from leftovers.  From a nutritional perspective, this practice is not good.  From a quality assurance perspective, it is poor.  Finally, from a food safety perspective, it is frightening without the proper techniques (a cook-chill process that includes a flash freezer).  Since we are serving a population that is very susceptible to foodborne illness, there needs to be more information about when and how to incorporate “leftovers” into home delivered meals.

Also, it should not be prohibited for staff members to take leftovers home.  That should be left up to the Program Director.

Food Safety Sign is a good idea, but unlikely to provide any liability relief.  It may be helpful for programs that allow leftovers to go home with participant to provide training on foodhandling for seniors and those that don’t take the training, don’t take the food home!  Misspelled word in sentence.  “improperly handled food”.
	There were no other comments or concerns expressed by other commenters about this section so no changes will be made.  

Critical control points are addressed in another section.

How the provider determines how many people will eat is left open—reservations are not required.  

A statement discouraging use of leftovers for home-delivered meals was added.



	8
	Hold-overs is not in home-delivered.  Really like the wording there: the use and handling of excess food not needed for…”.  If you choose to leave hold-overs, it would be a good idea to define.
	“Hold-overs” removed, “use and handling” phrase used in combined standards.

	Food Service Vendor’s/Caterer’s Costs

	2
	These fiscal and budget categories should be the same for the providers or for the caterer. (ie—food, labor, other expenses).  They also do not work well with the BARS system.  Could you and Terri Comstock work to make them more parallel?
	The cost categories have been made parallel with BARS classification of expenditures by object.   

	3
	Personnel Costs:  Include expenses incurred for the program director and related administrative staff, such as (move “Registered Dietitians” from the end of the list to the beginning), bookkeepers, clerical staff, , drivers, etc.
	No longer relevant due to change to different catergories.

	3,8
	Change ”typewriters” to computers, printers, phones
	Done!

	8
	Either delete average per meal cost or define: what it entails, does it include the in-kind portion contributed by the contractors or others, how often is it determined, by service area, or by site, by month, quarter, or budgeted amount.

These costs include personnel, equipment and supplies, etc., which can be properly allocated to the (add “home-delivered”) nutrition program.


	Determining an average cost per meal is basic program accountability and has not been deleted.  The first sentence in the section defines what should be included in determining the average per meal cost:  “The service provider must account for the following program costs and FROM THESE COSTS, determine an average per meal cost:…(THESE COSTS are then listed)”  If a provider gets something for free or in-kind, it’s not a cost for the purposes of determining the average cost of the meal.  That is not to say that in-kind does not have value and that the value of it shouldn’t be used for other purposes, such as grant proposals, etc.

The first sentence also defines whose average cost is required:  “THE SERVICE PROVIDER must ….”  So, by service provider, not site, region, etc.  At least annually has been added.  

	9
	Cong & H.D. Food service vendor costs.  Why this section?  Is it standards or mandate?  We don’t ask a contracted RD his/her labor/supply costs for instance.
	Monitoring costs is basic program accountability and the responsibility of an entity receiving public dollars.  Any responsible entity should be monitoring what they’re purchasing.

	NSIP

	2
	NSIP Meals, number 4. should read “Meals served to individuals under 60 who pay the full cost of the meals.”  Some under 60 people are eligible for donation-based meals and those meals could be counted.
	“full cost” added.

	3
	1. Meals served to individuals under 60 (delete “who pay for the meal”, and “who do not meet the eligibility criteria in Section III. Target Population and Eligibility”) 
	Not changed, see above cell.

	8
	2. Meals served to adult day care participants for whom the cost of the meal is provided for in the adult day care rate paid by any source (as opposed to Title III participants eating at an adult day care program that also serves as a nutrition site); [This will be hard for us to track…have one site at adult respite.]
	It must be tracked to avoid paying twice for the same meal.

	8
	NSIP cash may be carried over into the next consecutive contract year at the AAA’s discretion.  NSIP cash which is carried over into the next contract period must be included in the service provider's budget for the next contract period and must be considered as a resource when projecting the total number of meals to be served in the next contract year.

[This is a change.  We have always maintained that USDA/NSIP needed to appear under the raw food line on QLIR to at least the same amount that was allocated.]
	This is not a change in policy.  It is very unlikely that NSIP cash would be carried over, and we’re not encouraging it, just saying it’s possible.  This policy does not prevent you from continuing your practice.

	9
	Congregate NISP paragraph #3 Meals “counted for purposes...” maybe should read “congregate meals counted for purposes...”  Similar to HD’s  wording. 
	Remains meals in the combined standards.

	11
	Meals that may not be counted in NSIP meal counts - 
Does this apply to the entire number of participants attending an Adult Day Services program or just the Medicaid and COPES clients.  Centers often use SCSA and private pay as well.  

Basically same comment from ALTCEW that came in separately:  Is the addition to the congregate standards regarding ADH paying the full cost of meals and not reporting these meals as NSIP eligible meals to be used for the entire ADH program/facility or only related to those persons attending the ADH program under Medicaid/COPES funding?  The program in our area is funded by a variety of sources including SCSA, VA, and private pay and donations?  Can you provide me with or advise me on where to find the Federal rules regarding NSIP meals?
	It applies to all adult day service participants FOR WHOM THE COST OF THE MEAL is provided for in the adult day care rate PAID BY ANY SOURCE.  If the private pay rate includes the cost of a meal, we wouldn’t want to pay the adult day care provider for the same meal with OAA/NSIP funds, and therefore would not include that meal paid for with another source in the OAA/NSIP meal count.  This requirement is about “double-dipping”, not the source of funding (although that is a consideration), or NSIP rules.

	Participant Information

	2
	Please make this required information parallel with the NAPIS requirements.  Also, the information about physician, emergency contact, requirements for special accommodation etc. should not be kept at mealsites.  It should be kept at the central office under lock and key.  Many mealsites are operated in locations manned by volunteers and they are not always HIPPA compliant!
	Management prefers the general requirement in the sentence “The nutrition services program provider must also collect other reporting data required by the AAA for the National Aging Program Information System, including nutrition risk screening data.”
Emergency contact information and requirements for special accommodation should be at hand at the meal site so this will remain.  The AAA should work with providers to ensure client confidentiality is maintained.  

	3
	(Add “At a minimum”), the nutrition services program provider must also collect (delete “other”) reporting data required by the state, including nutrition risk screening data, (add “ethnicity, age, and (whatever else is required by NAPIS).  Additional participant data may be required by the AAA.)
	See above.

	9
	HD wording should be similar as Congregate paragraph #1 “This information can be filed…”  We can file HD information in a variety of ways, too.
	Combo standards resolves this.

	Participant Donations

	2
	Basic Food Donations—just a note here that if a project does not use its certification/vendor status in a year, they will need to reapply.  
	Noted, up to Basic Food to communicate this.

	3
	Change section subheading  to:  “Donations Using Basic Food Program Benefits

In order to accept contributions through the Quest Card, the provider must be certified by the USDA Food and Nutrition Service (FNS) and have a contract with the State’s EBT vendor, the financial institution that administers the EBT system.  If the provider receives over $100/month in basic food contributions (add “per meal site or delivery route”), a point of sale (POS) machine will be provided by the Basic Food Program.
	Changed.

	6
	Two words are used in this section, “may” and “must,” that seem to conflict each other. Is it optional or mandatory that nutrition providers become a Basic Food vendor?
	Optional.  Changed language to clarify : The service provider certified to accept Basic Food benefits…” 

	8
	The AAA shall consult with the service providers and older individuals to determine the best method for accepting voluntary contributions and to ensure that any method used is not coercive.  [previously I thought it was AAA approved?]
	It says “The AAA shall consult with…”  meaning it is still up to the AAA to determine the method for accepting voluntary contributions, so their approval is implied.

	Attachments

	2
	Attachment VI—could be reformatted to be more user friendly.  Hard to read and interpret as it is.
	This is the best we have at this time.  Will look for others or reformat this one in the future.

	8
	It would be nice if the vulnerability criteria here could match the way they are reflected in SAMS…which separates them as ADLs and IADLs.
	Change has been made, and vulnerability criteria moved to Section III from attachment.

	9
	Vulnerability Criteria- Personally I like a different order: 

1. “Lack of support..” (was #3), 

“and one or more of the following”  

2. “Unable to perform ADLs..” (was #1).   

3. “Has behavioral problems..”(was #2).

Congregate Attachment V “Fire Inspection” and Attachment VI “ADA” are not in the H.D. section, should be, for H.D. staff in a H.D. program.
	No one else commented on this so it won’t be changed. Sorry.

Not changed.


Additional Comments and Responses

I. PSA 2

P 12—Nutrient Requirements—Think you have handled the DRI/RDA/AI issue well (particularly appreciate leaving out Vitamin D!)  Highest values may be somewhat problematic, however, in a program that does not allow supplements.  We are working on some best practice ideas to share with the state to try to get nutrients up, however in some nutrients, it is likely to be impossible.  I have listed the amount I believe to be the amount to include per meal.  It may be nice to have a chart with the recommended amount per meal, and per day, and some suggested sources which would provide it in one serving at a meal.  Where I say “not a problem” it means that foods that seniors will usually eat are likely to provide the amount necessary.  See below:

Protein—Likely will be about 19 gm/meal.  No problem getting this in a meal without supplements.

Fiber—7-10 gm per meal—doable, but need to watch it.  It isn’t where you think it is….

Calcium—400 mg per meal—doable with some assistance.  Milk or calcium fortified juice must be offered and projects will have to “fortify” their sauces, soups, and gravies with additional NFD milk powder or serve other high calcium cooked vegetables, but it is possible.

Iron—2.5 mg per meal—not a problem

Vitamin A—300 ug; 1800 ug of beta carotene or 300 RE per meal—Why the preference for vegetable source?  Should not be a problem for programs serving milk.  However, for those that serve fortified juice, may be missing without additional green leafy/dark orange vegetables.

Thiamin—0.4mg per meal—not a problem

Riboflavin—0.4 mg per meal—not a problem

Niacin—5 mg per meal—not a problem

Vitamin C—30 mg per meal—not a problem

Vitamin B6—0.6 mg per meal—this one can be done, but will need to be watched, particularly in meatless meals

Vitamin B12—0.8 ug per meal—this is tough in meatless meals although milk has it.

Folate—125 ug/meal—easy, thanks to fortification

Magnesium—130 mg/meal—This one could be tough.  Frankly I would pull it out.  Although magnesium content in diets is low in senior meals, a number of common medications that seniors take are very high in magnesium—Milk of Magnesia; Doans Pills.  The elderly are at risk of magnesium toxicity because kidney function declines with age and they are more likely to take magnesium-containing laxatives and antacids.  Personally, I would leave this one out.

P 12—The Dietary Guidelines listed here are not the most current.  I would suggest sticking to the most current ones.

P 13—portion sizes are wrong.  Dietary guidelines are not correct.  The American Heart Association guidelines for fat have been changed.  Suggest the following:

	Food Group
	Servings per Meal
	Portion Size
	Hints from the

Dietary Guidelines

	Bread/Bread Alternate
	2
	1 slice of bread; ½ cup pasta, rice or hot cereal; one cup cold cereal
	Eat a variety of grain products, including whole grains. Choose 6 or more servings per day.

	Vegetable
	2
	½ cup cooked; 1 cup leafy; ¾ cup juice (may serve additional fruit in place of vegetable
	Eat a variety of fruits and vegetables. Choose 5 or more servings of fruits and vegetables per day.

	Fruit
	1
	½ cup cooked; ¾ cup juice; small whole fruit 
	Choose fruits and vegetable with a variety of colors.

	Milk or Alternate
	1
	1 cup; 1 ½ oz cheese; 1 cup yoghurt; 1 cup tofu processed with calcium salt
	Watch “alternative milks” since they may lack calcium and Vitamins A and D.

	Meat of Meat Alternate
	1
	2.5-3 oz meat, fish, poultry; 1 ½ cup legumes; 7 oz soyburger; 3 eggs; 6 Tbsp peanut butter; 1 cup nuts
	Include fat-free and low-fat milk products, fish, legumes (beans), skinless poultry and lean meats.



	Fats
	1
	1 teaspoon
	Choose fats and oils with 2 grams or less saturated fat per tablespoon, such as liquid and tub margarines, canola oil and olive oil. Limit foods high in saturated fat, trans fat and/or cholesterol, such as full-fat milk products, fatty meats, tropical oils, partially hydrogenated vegetable oils and egg yolks. Instead choose foods low in saturated fat, trans fat and cholesterol.


	Dessert
	1 (optional)
	varies
	Limit your intake of foods high in calories or low in nutrition, including foods like soft drinks and candy that have a lot of sugars.

	Other Tips
	Balance the number of calories you eat with the number you use each day. (To find that number, multiply the number of pounds you weigh now by 15 calories. This represents the average number of calories used in one day if you're moderately active. If you get very little exercise, multiply your weight by 13 instead of 15. Less-active people burn fewer calories.)

Eat less than 6 grams of salt (sodium chloride) per day (2,400 milligrams of sodium).

Have no more than one alcoholic drink per day if you're a woman and no more than two if you're a man. "One drink" means it has no more than 1/2 ounce of pure alcohol. Examples of one drink are 12 oz. of beer, 4 oz. of wine, 1-1/2 oz. of 80-proof spirits or 1 oz. of 100-proof spirits. 


II. PSA 3

Menus and Menu Planning

Menu Planning
The special needs of the elderly must be considered in menu planning, food selection, meal preparation and meal presentation.  Participants should be involved in the menu planning process, and participant food preferences (e.g., likes and dislikes) must be solicited in the development of menus. 

Nutrient Requirements

The nutrient content of the meal(s) should met a minimum of one-third of the Recommended Dietary Allowances (RDA) /Adequate Intakes (AI) and not exceed one-third of the Upper Limits (UL) as established by the Food and Nutrition Board of the Institute of Medicine of the National Academy of Sciences for the targeted nutrients on average over a week.  

If two meals a day are provided, the combination of both meals will provide a minimum of 66 2/3 percent of the allowances.  If three meals a day are provided, the combination of all three meals will provide 100 percent of the allowances.

The most current RDA and Adequate Intake (AI) values published by the Food and Nutrition Board of the Institute of Medicine of the National Academy of Sciences shall be used.  The highest value for each individual nutrient listed for ages 51-70 and 70+ will serve as a basis for nutrient calculation.  

When a change in dietary standards has been published, the new value for key nutrients should be used as a basis for meal planning.  The new value should be adopted within a reasonable amount of time, not to exceed one year after publication.

The nutrients which must be targeted in menu analysis to meet one-third of the Recommended Dietary Allowances are protein, fiber , fat, calcium, , Vitamin A (preferably vegetable-derived), , Vitamin C, Vitamin B6, Vitamin B12, sodium, zinc and magnesium.  Fiber, protein, calcium and vitamin B6 should be provided at the recommended levels in each meal. It is recognized that the RDAs and AIs were intended to provide an average of daily nutrient intakes over time, therefore the remaining nutrients may be averaged over the number of meals served by the provider in one week.  (Kim – this was taken directly from the Issue Panel on DRIs.  I don’t think the Asst Secy has acted on these recommendations yet but it was the consensus of the group.)
.    The nutrients selected are based on empirical evidence regarding nutrient inadequacies (fiber, protein, calcium, vitamin B12, vitamin B6, zinc and magnesium); excesses (fat and sodium); and diet quality indicators (vitamin A and vitamin C).

To meet the Dietary Guidelines and enhance the quality and health benefits of meals served, providers should strive to plan menus that:

1. Use whole grain foods and enriched breads 

2. Provide a variety of fruits and vegetables,  When possible, fresh,  locally grown products are encouraged;

3. Use fat-free or low-fat dairy products, cooked dry beans and peas, fish, lean meats and poultry to lower total fat;

4. Use herbs and spices to flavor foods and limit the total amount of sodium to 800-1200 milligrams per meal;

5. Aim for total calories from fat to 30% or less,; total calories from saturated fats to 10% or less

6. Limit the use of products containing hydrogenated or partially hydrogenated oils (trans fatty acids);

7. Moderate the amount of sugar in each meal, limit baked goods and offer fruit as a dessert choice.

(Kim – I took most of this language from the 2000 Dietary Guidelines – there were slight changes in wording from the previous edition such as aim for total calories from fat to 30% or less instead of limit calories etc) 

Nutrient Analysis 

Nutrition providers are strongly encouraged to use computerized nutrient analysis to assure meals are in compliance with nutritional requirements.  For providers without access to nutrient analysis software, the following menu pattern must be followed:

Menu Pattern

(This is from the Issue Panel in order to adequately meet 1/3 RDA.  The Dietary Guidelines specifically reference the Food Guide Pyramid so I changed the servings to reflect those actual amounts.  Also eliminated sodium as that’s not considered a food group and is addressed above.)

	Food Group
	Servings per meal
	Dietary Guidelines(3)
Servings per day

	Bread or Bread Alternate
	3 servings (1 serving equals ½ cup pasta or rice; 1 slice of bread (1 oz each) 
	611 servings daily. Include several servings of whole grain (high fiber) foods.

	Vegetable
	2 servings: (1 serving equals ½ cup or equivalent measure or 3/4 cup 100% vegetable juice).  Provider may serve an additional vegetable in place of a fruit
	3-5servings daily. Include dark-green leafy; or orange vegetables, cooked dry peas and beans.

	Fruit
	1 serving: (1 serving equals ½ cup or equivalent measure or 3/4 cup 100% fruit juice).  Provider may serve an additional fruit in place of a vegetable
	2-4servings daily. Include deeply colored such as orange fruits.

	Milk or Milk Alternate
	1 serving: (1 serving equals 1 cup  fluid milk; 1 1/2 oz. natural cheese; 1 cup yogurt; 8 oz. tofu (processed with calcium sulfate)
	2-3 servings daily, select low fat products

	Meat or Meat Alternate
	1 serving equal to2.5-3 oz or equivalent measure of meat, fish, poultry.  Meat alternates equal to one ounce of meat include 1 egg; 1 oz cheese; 1/2 cup cooked dried beans, peas, or lentils; 2 tbsp peanut butter or 1/3 cup nuts; 1/4 cup cottage cheese; 1/2 cup tofu
	2-3 servings daily, 

	Fats
	1 serving: 1 teaspoon or equivalent measure 
	Select foods lower in fat, saturated fat, and cholesterol. Limit total fat to 30% and saturated fat 10% of calories.

	Dessert
	Serving size varies; dessert is optional 
	Select foods high in whole grains, low in fat and sugars

	
	
	


Whether meals are analyzed using analysis software or a meal pattern is used, menus must be certified by signature of a Registered Dietitian that each meal or the week’s meals meets the nutrient requirements.  AAAs may require providers to submit documentation regularly or review documentation at annual monitoring visits, or some other method to ensure compliance.


III. PSA 4

A. Menu and Menu Planning for Ethnic Meal Sites

Followings are comments from our Ethnic Program dietitian on menu and menu planning that have special impact on our ethnic meals: 

· It is extremely difficult for the majority of ethnic meal programs to use computerized nutrient analysis on meals served.  The majority of the ethnic senior programs have cooks that provide meals without following any recipes and cook from what they were taught and handed down.  Therefore, without any recipes, an accurate computer analysis of the ethnic meals will not be possible.

· While the ethnic programs use a great deal of fresh vegetables and fruits for their meals, they rely upon white rice for the bread/starch component of the meal.  The serving size is large enough to meet the 2 serving requirement for following the menu pattern format form.  But because white rice is traditionally served and is the backbone of the Asian/ethnic meal, these programs will have difficulty in meeting the 1/3 RDA for fiber.   The one ethnic program that has the expertise of a food service director and access to computer analysis, has only 40% of their current spring/summer cycle menus meeting the 1/3 RDA for fiber.  They already served soup, 1 cup white rice, entrée, vegetables and fruit.

· Many of the ethnic meal programs have incorporated calcium enriched soy milk or calcium fortified orange juice to meet the 1/3 RDA for calcium.  The soy milk and fortified orange juice are equivalent to those foods currently listed for the “Milk or Milk Alternate” category for Calcium, Vitamin A and Vitamin D.  Can these be specified and included under the “Milk or Milk Alternate” category?  The soy milk also contributes 25% RDA for Riboflavin and 50% RDA for Vitamin B12.

· When following the menu pattern format guide, 2 servings of vegetables must be included.  Many ethnic meal programs provide 1 cup of a stir fry vegetable combination (carrots, cauliflower, broccoli for example)  Can this 1 cup vegetable combination be considered as 2 servings?

· For those ethnic programs or when a stir fry vegetable combination is not served, can the serving size for one vegetable be increased to 1 cup to count towards the 2 servings of vegetable?  For example, if a program has broccoli, if they increase the serving size to 1 cup, will this be considered 2 servings of the ½ cup vegetable requirement?

· A few ethnic meal programs use Minute Maid calcium fortified 100% orange juice as their milk alternate (8 ounce cup).  Can this also be used as the 1 serving of fruit?

· The menu pattern format is confusing when giving examples of serving sizes for the “Meat or Meat Alternate” category.  It discusses that 1 serving is a 2.5-3 oz or equivalent measure but then goes on to give examples for a 1 ounce serving size, not a 3 ounce serving size.  To be consistent and accurate, the serving sizes listed should read “3 eggs, 3 ounces of cheese, ¾ cup cottage cheese, 1 ½ cups cooked dried beans, and 3 ounces (6 tablespoons) of peanut butter.  That is how the 3 ounce serving size for the “Meat or Alternate” category was described in the program standards, 1990, Page 20. 

· Most of the ethnic meal programs do not use butter or margarine when eating their meal.  They do use oil for cooking or preparing a stir fry.  Can this oil contribute towards the required 1 serving of “Fat Category?”

Responses

General response:  Please see the standards for the changes made to the sections on Nutrient Requirements, Menus and Menu Planning, and the Menu Pattern.  Some of the suggestions from both PSA 2 and PSA 3 were incorporated into the final standards.  The draft standards on nutrients requirements and menu planning were largely taken from the materials on the website of the National Policy and Resource Center on Nutrition and Aging at Florida International University.  Since the Center is funded by the Administration on Aging, and convened the Issue Panel on Dietary Reference Intakes and Dietary Guidelines in the Older Americans Act Nutrition Program, it was considered the best source of information to guide the revision to the standards.

Nutrient requirement chart:  Because the DRI/RDA/AI are still evolving, the chart suggested by PSA 2 is not included in the standards.  Providers and the RDs they work with are expected to keep current with the changes as best they can through their professional associations and the information available on relevant websites such as the National Center’s website at http://www.fiu.edu/~nutreldr/ and USDA’s at http://www.nal.usda.gov/fnic/etext/000105.html. 

Averaging:  Averaging all nutrients over a week’s meals was suggested but the decision was made to go with the first recommendation that was made and which was in the draft.  The first recommendation was to require 1/3 RDA of certain nutrients and average the rest over a week’s meals.  This decision was based on the fact that 1) the Older Americans Act still requires each meal to meet 1/3 RDA; 2) the final recommendations of the Issue Panel on Dietary Reference Intakes and Dietary Guidelines in the Older Americans Act Nutrition Program have yet been released; and 3) the Administration on Aging has not directed states to comply with the recommendations of the Issue Panel.

Ethnic Meal Site Challenges:  Suggest this be addressed together over the next year.
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