EDUCATIONAL PREPARATION OF HOSPITAL DIETITIANS:
PRESENT FUKCTIONS AND SATISFACTIONS;
CHARACTERISTICS NEEDED FOR CONTRIBUTING
MEMBERSHIP ON HEALTH TEAMS

Thesis for the Degres of Ph.0.
MICHIGAN STATE UNIVERSITY
ALICE ANN SPANGLER
1971



I (IO

293 10284 088

This is to certify that the

thesis entitled
EDUCATIONAL PREPARATION OF HOSPITAL DIETITIANS: PRESENT
FUNCTIONS AND SATISFACTIONS; CHARACTERISTICS
NEEDED FOR CONTRIBUTING MEMBERSHIP
ON HEALTH TEAMS

presented by

Alice Ann Spangler

has been accepted towards fulfillment
of the requirements for

Ph.D. degree in Nutrition

Clnkio O Blocle.

Major professor

Date é///0/7/

©-783%

/3

LIBRARY
Michigaa State
Univecsity



ABSTRACT

EDUCATIONAL PREPARATION OF HOSPITAL DIETITIANS: PRESENT
FUNCTIONS AND SATISFACTIONS; CHARACTERISTICS
NEEDED FOR CONTRIBUTING MEMBERSHIP
ON HEALTH TEAMS

By

Alice Ann Spangler

The study was designed to: (1) determine the present
and 1ideal role of hospltal dietitlans as perceived by vari-
ous health team members; (2) identify characteristics of
successful dletitians who contribute to health team care of
the patient; and (3) determine competences which the dieti-
tlans need to function as contributing health team members.

Questionnaires designed to evaluate the actual and
1deal functions of professional personnel in hospltal dietary
departments were malled to administrators, chlefs of staff,
directors of nursing, dietary department heads, and dieti-
tians in Michigan hospitals. In the follow-up study,
dletitians from eleven sampled hospltals were interviewed to
evaluate the influence that each dietitlan had on the health
care team in relation to her own personal characteristics

and educational preparation. Physiclans from the same
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hospitals, either nominated by one of the dietltians or

selected randomly, were contacted to determine how much

decision-making they thought should be done by dletitians

and the competences which dietitians need.

Based on responses from the questionnalres and personal

Interviews, the followlng conclusions were drawn:

1.

The present and ideal functions of the dietary depart-
ment were viewed differently by the administrators,
chiefs of staff, directors of nursing, dietary depart-
ment heads, and dietitians. Administrators were most
optimistic in thelr description of the dletary depart-
ment as a contributor to the health care teamat a decision-
making level; chiefs of staff were least optimistic.
All groups, except chiefs of staff, endorsed the 1idea
that the dietary department should contribute at a
decision-making level.

Dietitians felt they should perform patient-oriented
activities and not kitchen operations.

Responsibilities established as belonging to the dieti-
tian include writing menus with patients, determining
food likes, instructing patients, visiting patilents,
calculating speclal diets, and consulting the nurse
regarding dietary problems.

Responsibllities for which the dietitian feels she
should become more involved include attending ward

rounds, prescribing special dilets, attending medical
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conferences, followlng patients on special diets after
release from the hospital, making decisions on the
health team, preparing dietary histories, writing the
diet manual, charting dletary progress, writing specilal
diets, and consulting with the physician.

Chiefs of staff felt diletitians should supervise food
preparation and tray service, record dietary progress,
and prepare dietary histories more than they do. Dieti-
tians and doctors should instruct patients regarding
their diet, and dietitians, doctors, and nurses should
attend interdepartmental conferences and prepare the
dietary manual.

Given the conditions of an "ideal" dietitian, physicians
most often saild they felt diet changes should be made by
physicians, with modification by the dietitian.
Competences rated most important by the physician for
the "ideal" dietitian include knowledge of food composi-
tion, nutrient recommendations, health team goals, food
processing effects, skill in achieving patient's satis-
faction, and communication skills.

Dietitlans rated themselves highly proficient in knowl-
edge of obtaining diet history by interviews, nutrient
recommendations, food attitudes, food intake, technical
operations of the kitchen, food standards, and food
composition. Diletitians rated all of the above compe-

tences important for dietitians on the health team
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except for technical operations and food standards.
Additional competences of an understanding of dietary
modifications during 1llness and social and cultural
factors were important.

Nelther age, personality characteristics identified by
the California Psychological Inventory, nor number of
continuing education hours seemed to relate to the con-
tribution made by dietitlans to decision-making on the
health team. The six most contributing dietitians were
predominantly those who had or were presently partici-
pating 1n a three year supervised program in contrast to
a dietetic internship and had worked in both therapeutic

and administrative dietetics.
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CHAPTER I

INTRODUCTION

The rapid rise in health needs, concurrent with short-
age of health personnel in all health professions, necessi-
tates a re-evaluation of utillization of health personnel.1
The diletetic profession is not exempt from critical
appraisal. Krehl states:

All too often, the dietitian's excellent training
and knowledge regarding nutrition and its application,
both 1n health and disease, are held in limbo and not
fully utilized in the overall spectrum of patient
care . . . . There 1s little doubt in my mind that the
dietitian, generally, has not attained an appropriate
place 1n the health care team and has not had the
opportunity to participate significantly in the deliv-
ery of health care to patients and to communities.?2

He pleads
For a changing attitude by all members of the health
care team to utilize the dietitlan more effectively
by making her a full participating member in the con-
sideration of the medical problems presented by the
patient.3
The health care team concept as a vehicle for various

health professionals to provide care to the patient has

le. g, Wagner, 1967, Toward fullest utilization of our
health resources, Health Office News Digest, 33:6.

°W. A. Krehl, 1969, The dietitian in the reglonal medi-
cal program, J. Amer. Dietet. Assoc., 55:107-111.

3Ib14.



emerged as a result of increased medical specialization with
the physician being the team 1eader~,l who must share hils
authority with others.2

Barriers often exist between dietitians and physicians
or other health team members. Mayer noted that education,
professional training and custom have falled 1in enabling the
dietitian to establish necessary communication with physi-
cians.3 In addition, Burling et al. observed that, although
the most significant groups with whom the dietitlan must
work are doctors and nurses, interaction between dietitilans
and doctors rarely occurs; nurses may have developed an
unfavorable impression towards the dietitian, either due to
unpleasant memories of student experiences or to the feeling
that the dletitian ﬁas taken away part of the nurse's tradi-
tional responsibility.u

In summary, dletitilans experience frustration with

regard to:

1. thelr membership on the health team;

lL. T. Coggeshall, 1967, Planning for medical progress
through education, p. 25, Evanston, Illinois: Assoc. of
Amer. Medical Colleges.

2G. James, 1967, Teaching community health in schools
of medicine, Arch. Environ. Health, 14:713.

3J. Mayer, 1966, Dietetics looks to the future, Post
Graduate Medicine, 40:A97-101.

uT. Burling, E. M. Lentz, and R. N. Wilson, 1956, The
give and take in hospitals, p. 311, New York: G. P.
Putnam's Sons.



decision-making allowed the dietitian; and

relationships with other health professionals such as
physicians and nurses.

Purposes of the Study

The purposes of the study were to identify and describe:
the present and 1deal role of hospital dietitians;
characteristics of dietitians who are most successful in
contributing to the care of the patient as measured by
the influence dietitians have on ordering admission
diets and diet order changes, providing dietary instruc-
tion, and attending medical rounds; and
skills and competences which dietitians need to function

as contributing health team members.

Statement and Significance
of the Problem

If new concepts of health care necessitate change of

the dietitian's participation on the health team, this

participation needs to be defined, and consideration must

be given to whether other professionals will accept the

dietitilan's potentlal contributions to health care.

In addition, 1dentification of the above purposes

would be useful 1n re-evaluating and reconstructing an

undergraduate currliculum for dietetic majors so that the pro-

fession can increase its effectiveness on the health team.



Most undergraduate diletetic programs are independent
of other allled health educational curricula, and thus die-
titlians are not usually educated with other health team
members.

The American Dietetic Association (ADA) has tradition-
ally emphasized dual preparation in therapeutic and adminis-
trative dietetics 1in both the undergraduate dietetic
curriculum and the dietetic internship. Membership in the
assoclatlion 1is usually galned by completing a four year
baccalaureate program that meets academic requirements in
addition to completing a dietetic internship; other quali-
fying experiences include a three year supervised program
or a Master's degree with one year of professional
experience.

Mayer challenged the dietetic profession: how can
a person be both a generalist and a specialist with speclal
services to render?1 Is 1t possible to prepare a student to
possess expertise in both administrative and therapeutilc
dietetics--both areas which have expanded greatly with
advanced technology?

Consideration i1s now belng given to speclalized areas
by the American Dietetlc Associatlion in its development of
new Minimum Academic Requirements that will be evaluated by
colleges and universitles participating in a Pilot program

under the proposed requlrements instead of the present

1Mayer, op. cit.



requirements.1 These new requlirements allow three areas of
specialty 1n addition to the general option: (1) food
service management; (2) clinical dietetics; and (3) commun-
ity nutrition. Although the four options allow more flex-
ibility in specilalization than the present requirements, the
emphasls on speclalization is most notable in specialized
internships avallable by 1975.

Desplte the bleak outlook for many professions as a
result of the current economic recession, the Bureau of
Labor Statistics has llsted dletetlcs, with chemistry,
counseling, dentistry, and medicine, as a profession in
which the "supply 1s estimated to be significantly below
requirements".2 In 1968, the number of employed dietitians
was estimated to be 30,000; expected requirements for 1980
are 42,100. The number of dietetic interns per year in-
creased from 687 in 1951 to only 815 in 1969,3 or a 19
percent increase during these 18 years, which 1s not com-
mensurate with the 40 percent increased need in projections

to 1980. Since dietetic internships are presently the

primary entry step into the profession of dietetics, either

1American Dietetlc Association, Annual Reports and
Proceedings, 1969-1970, pp. 13-14, Chicago: The American
Dietetic Association.

2Bureau of Labor Statistics, Supply-demand 1mbalances
expected 1n professions if past study and work patterns con-
tinue, New York Times, Jan. 11, 1971, p. 55.

3U.S. Department of Health, Educatlon, and Welfare,
Health Manpower Source Book 21, 1970, Bethesda, Maryland:
Public Health Service.



more internships should be available or other alternatives

should be examined. Supportive of the need for other alter-

natives 1s that more than 400 college seniors, whose appli-
cations were screened by the ADA Membership Department for

dietetic internships between October, 1969, and May, 1970,

were not placed in internships.1 Apparently the barrier to

increased needs for manpower in the dietetic profession is
not only in recruiting dietitians but also in providing
enough opportunities for experience which meets ADA
standards.

Summarizing the mentioned problems would be helpful

for establishing guidelines for development of a dletetic

curriculum:

1. If the dietitian's contribution to health care is not as
great as 1t could be, based on her educational prepara-
tion and the unique competences she has, attention
should be given to identifying present competences which
are not adequate and new competences to enable dieti-
tians to contribute maximally to health care. The cur-
riculum then should be formulated on the basis of
maximizing speclal competences of dietitians.

2. If the trend in health care 1s towards the health team
approach, identification of relationships among health

professionals 1s necessary before a realistic dietetic

lThe American Dietetic Association, p. 39, op. cit.



curriculum can be developed. In addition, description
of individual characteristics of successful dietitians
in contributing to health team care could provide fur-
ther guidelines for curriculum development.

3. If there 1s still debate between a dual program of
administrative and therapeutic dietetics and a speclal-
ized program, identification of job descriptions of
dietitians should indicate trends 1in hospital dietetics
in relation to administrative responsibilities which
therapeutic dietitlans have and therapeutic responsi-
bilities which administrative dietitians have. This
identification should also consider the responsibilities
of dietitians who consider themselves both administra-
tive and therapeutic, and the prevalence of food service
being directed by someone besides a dietitlan. Goals
for generalized or speclalized programs should be
realistic and in accord with present and projected job
demands.

4, 1If manpower needs have not been met, innovating ways to
provide student experiences which would expand the
opportunities dietitians have to galn the experilence
required for entry into the profession should be found.

To establish curriculum guidelines, identification of
dietitlans' roles, competences needed by health team dieti-
tians, and characteristics of successful dietitians in

contributing to health team care was sought in Michigan



hospitals. The study was in two phases: Phase I was
designed to provide descriptions of dietitians' roles and
responsibilities by hospital administrators, chiefs of
staff, directors of nursing, dietary department heads, and
dietitians by a questionnaire; Phase II further identified
dietitians' roles, competences needed by dietitians, and
characteristlcs of successfully contributing health team
dietitlans by personal interviews with and questionnaires

i
from dietitlans, and questlonnaires from physicians.

Limitations of the Study

Results of the study willl be influenced by the follow-
ing factors:

1. Recognlition that relying upon respondents to return
data collection instruments, such as the questionnaires
and psychological inventory used in this study, by mail
often results 1n less than 100 percent response, in
which case, inferences extrapolated to the entire popu-
lation are limlted.

2. Acknowledgement that hospltals' refusal to allow the
researcher to visit the hospital may place a bias on
the final sample of hospitals in the study.

3. Awareness that there were no large teaching hospitals
selected in the random sample. Involvement of dieti-

tians in contribution to health team decilsions in



teaching hospitals may be greater than in smaller, non-
teaching hospitals.

4, Recognition that activities of dietitians may be
restricted by hospital policy unique to that hospital.
Dietltians might contribute to health team declsions
differently in another hospltal without personal char-
acteristics changing.

5. Hospitals selected for interviews had at least two
dietitians 1dentified by the hospital administrator in
Phase I.

6. Recognition that all hospitals in the study were in
Michigan; extrapolation of results in this study to a
wlder geographical region, such as the Midwest or the

United States, should be done with discretion.

Organlzation of the Study

The remaining presentation 1s organized into the fol-
lowing chapters:

Chapter II: Revlew of the Literature. Aspects of
health care in the United States, the Alllied Health Profes-
sions, health team practice, and the dietitian's traditional
contribution to health care are reviewed.

Chapter III: The Design of the Study. The population,
data collection procedures, and data analyses are defined
and described. A description of data collectlon instruments

and their development are included.
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Chapter IV: Results, Discussion and Summary of the
Data. Description of dietitians and physicians 1s reported.
Role and responsibilities of the dietary department and
hospital dietitians are described. The relationship between
various aspects of the diletitian's background and her per-
ceptions of her responsibilities, competences, personality
characteristics, and influence on the health team are
identified. Data from the unstructured interview regarding
the dietitian's specific suggestions for curriculum change
are Included. Physicians' identification of responsibility
and important competences for dietitians and unstructured
comments are summarized and categorized.

Chapter V: Summary, Conclusions, and Recommendations.
In this last chapter, the study 1s summarized, conclusions
are drawn, and recommendations for curriculum development
are made. The flnal segment of this presentation contains

suggestions for further research.



CHAPTER II

LITERATURE REVIEW

Introduction

Although the main thrust of this study is the hospital
dietitians' role, competences, and characteristics for
decision-making on the health team, concentrating on the
dietitian without consideration of the milieu in which she
is functiloning would be fallacious. Thus health care in the
United States 1s reviewed to provide encompassing conditions
which affect all health professions. Since dietetics 1s a
member of the allled health professions, allled health pro-
fessions are reviewed to describe concepts and problems of
this alliance. The health team was reviewed to describe a
situation which may involve dietitians' ideal functions and
problems. The development and description of the hospital
dletitians' role 1s presented in relation to expectations of
dietitians by other health workers. The concept of role 1s
reviewed to present possibilities for alterations of role

descriptions withiln hospitals.

11
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Health Care in the United States

The historical development of health care in the United
States provides a background for consideration of present
needs. The evolution of health care in technically advanced
countries was divided by McKeown into three stages: (1) no
significant public responsibility; (2) public health services
primarily concerned with the environment and control of com-
municable disease; and (3) public responsibility emphasizing
medlical care of the 1ill, particularly the acutely 111.1

Federal commitment in support of health programs has a
long history, starting with the establishment of the Public
Health Service in 1798. Commitment in recent years has been
further emphasized by the passage of about fifty major
health bills including Medicare and Medicaid legislation in
1965, Comprehensive Health Planning, 1966, Regional Medical
Programs, 1965, and the Allied Health Professions Act, 1966.

Present needs in health care are complex. An insuffi-
cient number of workers 1is critical because of an increased
population, especially 1n age groups which require the
greatest care.2 An additional challenge 1s for health care
of higher quality and better distribution. Greenfield sug-

gested that the demand 1n health services was generated by

1, McKeown, 1968, The complexity of the medical task,
Bull. N.Y. Acad. Med., 44:83-101.

2J. A. D. Cooper, 1970, Health manpower crisis--
challenge and response, North Carolina Med. J., 31:219-222.
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1
a change in consumer '"tastes'". Americans expect a coordi-

nated and comprehensive system of health care without dis-
crimination of race, creed, color or economic circumstances.2
Froh listed five health services expected by families: Dbasic
medical services, accessible services, high quality services,
responsible services, and personal and humane services.3
Lewls discussed health care 1in the context of politics,
which he defined as "who gets what, when and how".Ll
Manpower needs for all health occupations have been
projected to 1980 by Hatch. There will be five million
workers in health occupations, an increase of 1.5 million
over 1967. Of the 3.5 million workers in 1967, 420,000 were
in allied health occupations. He estimated that by 1975,
allied health workers willl increase by forty percent, and
by 1980 the increase will be sixty-three percent higher than
the 1967 level or about one-fifth of the total health

workers.5 Piper summarized projected needs for dietitians

1§, 1. Greenfield, 1968, Manpower problems in the
allied health field, J. Amer. Med. Assoc., 206:1542-1544,

2A. R. Somers, 1968, Some suggested principles for
community health planning and for the role of the teaching
hospital, J. Med. Ed., 43:479-494.

3R. B. Froh, 1970, New systems for health care, J.
Amer. Pharm. Assoc., 10:514-517.

uI. J. Lewis, 1969, Science and health care--the
political problem, New England J. Med., 281:888-896.

5T. D. Hatch, 1970, Allied health personnel: an answer
to the manpower crisis, Hosp. Progress, 51:69-T1.
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from 1966 to 1975, according to the U.S. Department of Labor,

1 Tnis

which estimated an increased need of 17,000 positlons.
represents an estimate of 8,000 new positions and 9,000 re-
placement positions due to attrition, death, and retirement.

Levy contended that part of the health problem was the
improper utilization of allied health personnel. He felt
physicians resisted transfer of medical functions to others
because of such factors as thelr conservatism, their concern
for economic self-interest, increased speclalization, the
issue of "final medical responsibility", the concept of
delegation in contrast to surrender of function, and the
comprehensiveness of the allied health worker's f‘unction.2
Further he stated that physicians would relinquish only
those functions which they conslidered non-medical or
uneconomic for them to perform.

To meet manpower needs, Marchmont-Robinson visualized
future health care as one in which the family physician would
be the central figure of the health team who would make the
contact between the patient's needs and available resources,
such as specialists, allied health personnel and advanced

machinery.3

lG. M. Piper, 1970, Dietetic manpower trends in educa-
tion and training, J. Amer. Dietet. Assoc., 57:225-228.

°L. Levy, 1966, Factors which facilitate or impede
transfer of medical functions from physicians to paramedical
personnel, J. Health and Human Behavior, T7:50-54.

3. Marchmont-Robinson, 1968, Today's challenge.
Delivery of health care, J. Amer. Med. Assoc., 204:155-156.
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The emphasis in future health care will need to be
more on preventive measures than on treatment or after-the-
fact remedies.1 Harrell suggested that change in the char-
acter of disease will require a new look at health care
systems.2 James felt that future health care must be
desligned for chronic 1illness created by man-made hazards,
including pollution and environmental hazards. He visualized
extensive Federal programs, a decline in solo practice with
more team practice in which the physician and nurse would
have many helpers, more service to people in primarily urban
areas, more Iinvolvement of public health 1in patient care,
and consideration of social change.3 Health care was criti-
clized by Winkelstein and French, who felt that the present
health status was not related to the quality and quantity of

health care because health care was curative, not pr'eventive.Ll

The Allied Health Professions

The term alllied health profession describes the pro-

fessional, technical and supportive disciplines involved in

1J. E. Graber, 1969, Preventing dependency: protective
health services, Amer. J. Pub. Health, 59:1413-1427.

2G. T. Harrell, 1969, Education on a health sciences
campus, Ann. N.Y. Acad. Sci., 166:855-861.

3James, op. cit.

“w. Winkelstein, Jr. and F. E. French, 1970, The role
of ecology in the design of the health care system, Calif.
Med., 113:7-12.
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activities supporting, complementing or supplementing func-
tions of health administrators and medical and health
practitioners. James1 estimated 140 distinct specialties
which can be identified as part of allied health manpower,
although Fenninger felt that allied health professions and
occupation categories are not well defined.2 Burton and
Smith suggested that each profession must re-examine its
roles and dutiles 1in thinking how best to deliver total
health services in relatlon to who can do it most effec-
tively and efficiently.S

The emergence of allied health professions was very
rapid. In 1900, the ratio of allied health personnel to
physicians was about 1l:1; the present ratio is 13:1 and may
exceed 20:1 by 1975.“ Points outlined the developmental
stages of new health professions: (1) physician identifies

the need for a helper; (2) physician trains the person to

1G. James, 1969, Educational role of new health sci-
ence centers in the health-related professions, Ann. N.Y.
Acad. Sci., 166:862-868.

°L. D. Fenninger, 1969, Health manpower: scope of the
problem, Ann. N.Y. Acad. Sci., 166:825-831.

3L. E. Burton and H. H. Smith, 1970, Public health and
community medicine for the allled professions, p. 501,
Baltimore: Williams and Wilkins Co.

uF. J. Moore, 1970, Informatlion technologies and
health care. 1II. The need for new technologies to offset
the shortage of physicians, Arch. Intern. Med., 125:351-
355.
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f111 the role; (3) new personnel form organizations to repre-
sent them; (4) formal collaboration with medical specialty
groups and American Medical Association Council on Medical
Education who develop basic objectives for educatlon of
such per'sormel.1 In contrast, Light described development
of the allied health disciplines as independent of physi-
cians.2 Independence was also noted in the education of
separate disciplines, with the frequent result of fragmenta-
tion of hospital personnel who shared similar goals of
excellent patient care but conflicted in individual efforts
to attain this goal.3

The emergence of the Association of Schools of Allied
Health Professions in 1967 helped to solidify the concept
of coordinated effort among health professionals.u The
Associlation was established for the purpose of providing
new dimensions for i1ncreasing health manpower and the devel-

opment of educatlonal programs. Allied health education

programs traditionally were located within the hospital

lT. C. Points, 1970, Guidelines for development of new
health occupations, J. Amer. Med. Assoc., 213:1169-1171.

2I. Light, 1969, Development and growth of new allied
health fields, J. Amer. Med. Assoc., 210:114-120.

3R. C. Buerki, 1965, The increasing role of paramedical
personnel, J. Med. Ed., 40:850-855.

uJ. W. Perry, 1969, Career mobility in allied health
education, J. Amer. Med. Assoc., 210:107-110.
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organization; however, college campuses are now providing
this education with supplementary utilization of community
and medical services for clinical affiliation.

Atwell viewed medical centers or schools as the logical
place for health education to occur since, in theory at
least, medlcal facilities allowed ideal conditions for the
"team care" concept to be developed. He supported multi-
disciplinary rounds and suggested that in the medical pro-
gram there should be emphasis of what can be delegated to

1

whom. Light, on the other hand, stressed a sharing of

2 Atwell

responsibility rather than delegation of duties.
stated that dietltians and nutritionists have much to con-
tribute to the education of the physician both during his
student days and during hils post-MD education.3
Perry felt that goals of education should be realistic
in balancing educational preparation with actual Job respon-
sibility. He believed that loss of mobility in alliled
health occupations can sometimes be attributed to too little

or too much formal education.u Bergman described activities

of alllied health professions as effective when each

1R. J. Atwell, 1970, Interdependence of medical and
allied health education, J. Amer. Med. Assoc., 213:276-=277.

2I. Light, 1970, Growth and development of new alliled
health fields, Amer. J. Med. Tech., 36:75-83.

3Atwell, op. cit.

uJ. W. Perry, 1970, Career mobility and allied health

education, Amer. J. Med. Tech., 36:33-43.
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discipline provided contributions and reduced overlap of
functions through combined planning.1

Moore pointed out that for a task to be delegated to
an aide by the physician, the aide must be at least as well
trained as the physician in that particular task. The dif-
ference between the physician and the aide would be the
scope and competence of decisional judgment which the physi-
cian would have in a broad range of situations.2 Johnson
challenged the assumption that the physician 1is at least as
well trained as hls subordinates 1in a specific field. She
stated that "more often than not they have only a super-
ficial understanding of the subject matter with which each
profession deals".3 The Council on Foods and Nutrition of
the American Medical Assoclation acknowledged that teaching
of nutrition in medical schools was inadequateu and Shank
attributed the primary problem to lack of identity of
nutrition in the curriculum or to difficulty in achleving

definition of subject matter.5

lR. Bergman, 1970, Education of para—medical personnel,
Int. Nurs. Rev., 16:161-166.

2Moor'e, op. cit.

3p. Johnson, 1964, The physician and the dietitian,
Amer. J. Clin. Nutr., 14:183-185.

uCouncil on Foods and Nutrition, 1963, Nutrition teach-
ing in medical schools, J. Amer. Med. Assoc., 183:955.

5R. A. Shank, 1966, Nutrition education in school of
medicine, Amer. J. Pub. Health, 56:929-933.
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McNerney cited the institutionalization of allied
health personnel as a hurdle in the progress of health care.
He stated that allied health workers try to emulate the phy-
sician with their white coats, certification, awards, asso-
cilations, officerships and technical papers. The workers
are insulated from other disciplines and are occupied by the
pursuit of skill, excellence and professionalism.1

Career mobllity, described by Perry and Ramphal, allows
an individual with adequate education requirements and capa-
bilities to move from the level of alde, to assistant, and

to full-fledged professional status.2

The "lattice" concept
allows horizontal movement among health professlons as a
result of the "core curriculum" and occupational experience
common to many f‘ields.3 With regard to career ladders,
Shetland questioned the effectiveness of an educa-

tional system developed to accommodate change and transfer
among the professions. She also felt intrinsic satisfaction
in intermediate steps 1s deprived the professional, 1f the
educational system reinforces achlevement of status and

dignity only by upward mobility.u

1w. J. McNerney, 1970, Does America need a new health
system?, Univ. Mich. Med. Center, 35:82-87.

2Perr'y, op. cit., 1970; M. Ramphal, 1968, Needed: A
career ladder in nursing, Amer. J. Nurs., 68:1234-1237.

37, Hamburg, 1969, Core curriculum in allied health
education, J. Amer. Med. Assoc., 210:111-113.

uM. L. Shetland, 1970, This I believe about career lad-
ders, new careers, and nursing education, Nursing Outlook,
18:32-35.
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Health Team Practice

Health team practice has been viewed as a possible
solution to health manpower problems of shortages, utiliza-
tion of present personnel, and accessibility. Burton and
Smith described the changing concept of health care in which
the physician is no longer director of subordinates but,
rather more like a coordinator who assumes responsibility
for the total regimen. Cooperation of each team member 1is
essential for success.1 Silver visualized the health team
as replacing the functions which the general practitioner
formerly performed but not as excluding the general practi-
tioner as part of the team.2

Stead pointed out the physicilan traditionally had
helpers: nurses, administrators, technicians, physiothera-
pists, dietitians and socilal workers. However, health pro-
fession organization did not allow easy movement among the
groups of workers. Additionally the non-physician component
of the health team was often related to institutions and

was not allowed to share the satisfaction in dealing with an

individual patient.3

lBurton and Smith, op. cit.

2G. A. Silver, 1958, Beyond general practice: the
health team, Yale J. Bilology and Medicine, 31:29-39.

3g. A. Stead, Jr., 1968, The birth of a new educational
venture--the assoclation of schools of allied health profes-
sions, Medical Times, 96:99.
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A team was described by Pascasio as one in which all
members knew thelr own unique function as well as the spe-
cific roles of other team members. In addition, they knew
how all roles related to each other'.l

Szasz felt that the term "health team" was often used
indiscriminately to describe groups of persons who had been
thrust together elther by administrative decisions, personal
trust or by hlghly organized policies. Clarifying the con-
cept of "health team" involved identification of specific
goals based on needs and interests of the client and profes-
sional, and fuslion between preventive, diagnostic, thera-
peutic and rehabilitatlve components of health care.2

Szasz also identified the personalities of team members
as one of the basic factors of the team. There are differ-
ences 1n goals, tralning and technology. Status ascription
is a differential and there are often territorial conflicts
because of lack of definition of responsibility. Economic
compensation and instlitutional structure also establish
barriers.3

Thomas feels that the role of the health team remains

to be defined 1n terms of its constituents, training of

1A. Pascasio, 1970, Relation of allied health education
to medical education, J. Amer. Med. Assoc., 213:281-282.

2G. Szasz, 1969, Interprofessional education in the
health sciences, Milbank Mem. Fund Quarterly, 47:449-475,

37pb14.
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members, and the effect of team approach on health.l

Sup-
portive of this lack of definition 1s Darley, who observed
that, despite the wide distribution in thoughts and words
of the need for comprehensive health care available for
everyone, the rank and file physicians and hospitals have
failed to commit themselves to changing patterns of provid-
ing care.2 This hesitation blocks decisions in education
and use of allied health personnel. James stated that, to
be generally accepted by the medical profession and general
public, health specialists must make it clear who they are,
what they can do, what they cannot be expected to do and
the value of thelir ser'vices.3
Education 1s essential in developing a health team
approach. Millis stated that professionals do not work
together by instinct. Rather they learn to work together by
learning thelr professional roles together as students.u
Christman reinforced this in stating that university stu-

dents in health fields should have shared experiences to

help them arrive at shared goals and values and to develop

1J. W. Thomas, 1970, Health manpower shortages: need
for nonphysician professionals, Univ. Mich. Med. Center,
35:101-103.

2w. Darley, 1969, Allied health personnel and their
employment for the improvement of medical care, New England
J. Medicine, 281:443-445,

3James, op. cit., 1969.

MJ. Millis, 1970, The future, J. Med. Ed., 45:490-492.
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an understanding of the contributions each could make.1

That this does not occur was evidenced by Pascasio and

Light who reviewed the unilateral education of team members

who have had little contact wilth other future team members.2
Szasz 1dentifiled learning experiences which all students

of health professions share at the University of British

Columbia:

Description of the relationship between man's cultural
background and his ideas of health and illness; com-
munication between patients and the health professionals
and among health professionals; knowledge of social
institutions and agencies available for improvement of
the patlent's health, economic and political influences
of the patient's environment; and understanding of basic
biological sciences 1ncluding pathology and clinical
knowledge, in which the depth is determined by the stu-
dents' needs and interests.3

The Hospltal Diletitians' Role as
Health Team Members

Dietetics as a profession emerged formally in 1917 as
the American Dietetic Association (ADA). Prior to this
time, dietitians had been developing an 1dentification of
themselves as a unique group of professionals; dietitians

had no precedents on which to rely in World War I.l4

-lL. Christman, 1970, Education of the health team, J.

Amer. Med. Assoc., 213:284-285.
2Pascasio, op. cit.; Light, op. cit., 1969.

3G. Szasz, 1970, Education for the health team, Canad.
J. Pub. Health, 61:386-390.

uM. I. Barber, ed., 1959, History of the American Die-~
tetic Associatlon. 1917-1959, Philadelphia: J. B. Lippin-
cott Company.
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Following the formation of the Associatlon, cooperation with
other professions was exemplified by exchange of discussion
with the American Medical Associatlion, The Associlation of
Chemists and Bacterlologists, American Public Health and the
American Nurse Association. Early national ADA conventions
had speakers from other professions, and one of the primary
interests at the 1923 convention was how dietitians might
best cooperate with physicians and what hospital superin-
tendents expected of dietitians.1
As early as 1925 MacEachern, a hospital administrator,
identified three phases of hospital dietetics: the medical
phase involving close work with the clinician and laboratory
worker; the nursing phase in which dietitians are instructors
of nutrition; and the business phase of the hospital in
which dietitians deal with purchasing, production and super-
vision.2 MacEachern felt that the dietitian should contrib-
ute to accurate and early diagnosis of the patient's 1ll1-
ness, efficlent and scientific treatment, and a rapid return
to physical health. He reviewed the evolution of the
hospltal dietary department, which in earlier years was
operated by a faithful cook. Transitorily housekeepers were
responsible for the food until trained dietitians became

avallable. With the new emphasis on dletetlics, clinlcilans

Ibid.

2M. T. MacEachern, 1925a, The hospital dietary depart-

ment--a forecast, J. Amer. Dietet. Assoc., 1:3-8.
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looked to the dietitian for her cooperation, particularly
with diabetics and patients who suffered other diseases of
metabolism.1 Additionally, MacEachern suggested the need
for planned follow-up of patients who were released from
the hospitals.2

In this early phase, dietitians were seen as the per-
sons most able to handle food prescriptions by Howland,3 an
administrator, and to provide accurately measured diets
which fulfilled the requirements of the disease.u

Wilder described the 1deal dietitlan as a director and
teacher; she was not a preparer of foods and a half—qualifiedA
nurse. The dietitlan was the teacher of patients and doctors
as well as one who filled diet prescriptions.5 Myers re-
ported that many dietitians devoted one-half to three-
fourths of their time to teaching activities. 1In his study
of dietitlans and their department directors, 70 percent of
the directors estimated that only one-fourth to one-half of

the dietitians were successful in thelr educational

l1b14.

2M. T. MacEachern, 1925b, The hospltal dietary depart-
ment. II. J. Amer. Dietet. Assoc., 1:63-72.

3J. B. Howland, 1925, The function of the hospltal
dietitian, J. Amer. Dietet. Assoc., 1:81-82.

MF. W. Peabody, 1925, The function of the hospiltal
dietitian, J. Amer. Dietet. Assoc., 1:82-83.

5R. Wilder, 1926, The hospital nutrition expert, J.
Amer. Dietet. Assoc., 1:118-127.
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responsibilities.1 Morgan recognized the need for both
clinical and administrative research by the dietitian in
large and small hospitals.2 MacEachern visualized an ex-
panded role of dietetics as a result of increased interest
in the therapeutic application of proper diet,3 demonstrated
by Robinson and Pr'oudf‘fl‘c.L‘l Sadow related the need for the
hospital dietitian to be aware of needs and resources of

her local community. Even within the hospital, the dieti-
tian had an opportunity to counsel out-patients as well as
instruct in-patients with regard to their soclial and economic
sltuation when they left the hospital.5 Hughes summarized
dutles which belonged to the dietitian: control of the
department through planning, supervising and contact with
the hospital administrator, interpretation of diet orders,
consultation with physicilans, interviews and instructlon of
patients, teaching of professional groups and participation

in clinical research.6

1M. Myers, 1950, Is the dietitlan adequately prepared
to teach?, J. Amer. Dietet. Assoc., 26:663-667.

2A. F. Morgan, 1939, The dietitian's place 1in the hos-
pital research program, J. Amer. Dietet. Assoc., 15:853-859.

3M. T. MacEachern, 1949, Advances in dietetics from the
hospital viewpoint, J. Amer. Dietet. Assoc., 25:494-496.

MC. H. Robinson and F. T. Proudfit, 1949, Development of
positive food therapy, J. Amer. Dietet. Assoc., 25:497-503.

°s. E. Sadow, 1941, Coordinating the dietitian's work
with related community activities, J. Amer. Dietet. Assoc.,
17:321-328.

6R. A. I. Hughes, 1951, The profession studies delega-
tion of duties, J. Amer. Dietet. Assoc., 27:634-636.
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Siscoe summarized attitudes of physicians toward
dietitians:

dietitilans lack personal contact with patients, lack

abllity as cooks or at least ability to see that food

was properly prepared and lack flexibility in daily

routine.l
He emphasized the need for cooperation between the patilent,
doctor, nurse and dietitian. Strauss, Pragoff and Thomas
included the social service worker in this jolnt coopera-
tion.2 To contribute to medical team care of the patient,
dietitlans must keep in contact with the physician to carry
out his orders and to educate him.3 English, a psychiatrist,
stated that most dietitlans are relegated to the kitchen.u
Other health professionals, such as the occupational thera-
pist, the nurse, the nurse's ald and physiotherapist provide
additional knowledge of the patilent's problem, assume respon-

sibility in providing optimal health, and share close contact

with the physician and his goals for treatment. The

1D. L. Siscoe, 1931, The doctor seeks the aild of the
dietitian, J. Amer. Dietet. Assoc., 7:119-134.

°p. E. Strauss, 1928, The dietitian and the out-patient.
J. Amer. Dietet. Assoc., 3:243-247; H. Pragoff, 1948, Areas
of cooperation between medical soclal workers and dietitians,
J. Amer. Dietet. Assoc., 24:485-490; Thomas, op. cit.

3P. Reznikoff, 1939, The relation of the dietitian to
the physician in modern medical practice, J. Amer. Dietet.
Assoc., 15:537-539.

uO. S. English, 1951, Psychosomatic medicine and die-
tetics, J. Amer. Dietet. Assoc., 27:721-725.
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dietitian too should make these contributions.l White

encouraged the dietitian to seek information from other
health workers to help her determline the nutritional needs
of patients.2

The obscurity of the dietitian was attributed to time-
consuming planning a dietitian needs to do, often in
seclusion.3 As a result little time 1is left for dealing
with the patlient or reflecting needs of the hospital. He
suggested this obscurity depended on the hospital and on
the dietitian's ability and background to enable herself to
be a known and recognized figure on the health team. Ross,
from an administrator's viewpolnt, stated that dietitians
should know the nurse and physlician and avoid burying her-
self in the kitchen; they should demonstrate thelr profes-
sional competences and abilities.u

In describing the dietitlan's role on the health team,
Moore visualized the physician as captain of the team,

although Letourneau stated that the team concept suggested

Ibid.

2G. White, 1954, The patient as the focus of attention,
J. Amer. Dietet. Assoc., 30:25-28.

3R. B. Kirk, 1959, The dietitian's hidden nature?, J.
Amer. Dietet. Assoc., 35:1055-1057.

uA. Ross, Jr., 1967, An administrator looks at the
department of dietetics, J. Amer. Dietet. Assoc., 50:26-31.
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that professions work with the doctor, not for the doctor.1

Moore felt that the physiclan should delegate responsibility
to each team member, but still be legally responsible for
the team's treatment of the patient. The diletitlan as a
team member would implement the physicians' orders as well
as communicate with him either verbally or in writing. The
physician also lends support to the dietitians' responsi-
bilities.2 Graning supported the idea that dietitians
should accompany the physician during hospital rounds and
make specific contributions to patient management.3 Krehl
endorsed the dietitians' participation in the health care
team, but stated that the dietitian has not attained an
appropriate position in the health team and has not had
adequate opportunity to contribute significantly to care of
the patient.u

D1 Laura described a nutritionists' responsibilities
and activities on a team in a Children's Rehabilitation
Center. She evaluated, contributed, and gave direct service

with other team members. She needed support and cooperation

lN. S. Moore, 1951, Physicians and nutritionists, J.
Amer. Dietet. Assoc., 27:833-837; C. U. Letourneau, 1957,
Management and the profession of dietetilcs, J. Amer. Dietet.
Assoc., 33:691-694.

2Moore, op. cit.
3H. M. Graning, 1970, The dietitilan's role in "heads
up" patient care, J. Amer. Dietet. Assoc., 56:299-302.

uKrehl, op. cit.
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with many professionals to meet her broad objectives; like-

wise, she offered her own contribution so that other members

could accomplish their rehabilitative goals.1

The American Dietetic Assoclation defined 1ts objec-
tives as:

improving nutritional status of human beings; ralsing

the standards in dietetlc service; protecting the

status of the profession; and fostering cooperation

between the members and workers in allied fields.?

The U.S. Employment Service defines dietitlians as those:
who use thelr knowledge of chemlistry and nutritional
value of food and the food needs of healthy and sick
people 1n planning meals which will provide a balanced
diet, and in buying and supervising the preparation of
food for large groups of people and individuals_in
hospitals, schools, hotels, clubs or factories.

In addition to defining "dietitian", the American Dietetic

Assoclation provided standards for responsibillities of the

dietitian to the physician. She:

1. Is loyal to the physician as the director of the health
team.

2. Serves as consultant to the physician in all areas of
diet therapy and nutrition.

3. Suggests nutritional standards to maintain and/or
improve the nutrition of the patient.

I, Consults with the physician concerning his dietary
prescription.

1A, D1 Laura, 1965, The nutritionist and the team
approach, Hosp. Progress, 46:130-132.

2G. E. Miller, 1950, Is dynamic knowledge of nutrition
essential for every dietitian?, J. Amer. Dietet. Assoc., 26:

3National Roster of Scilentific and Specialized Person-
nel: Medical Professions, 1947, U.S. employment service
description of professions, Series Pamphlet No. 4.
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5. Implements dietary prescriptions with meals adapted to
the needs of the patient. '

6. Informs the physician, both verbally and in writing,
about the patient's food intake.

7. Teaches and assists patients satisfactorily to fulfill
nutritional and diet therapy needs.

8. Informs the physician, both verbally and in writing,
about progress in the patient's dietary instruction.

9. Meets with staff physicians who serve as an advisory
committee on nutrition and diet therapy.

10. Refers recent research developments in nutrition and
related subjects to the physician.l

The dietitian's future role may be altered as a result
of personnel supportive of her work.2 The American Diletetic
Assocliation listed duties for several levels of workers in

3 and Piper described the dietary

the dietary department,
technlcian who holds a two-year associlate degree.u Miller
projected to the future when technological influence willl
alter the dietitian's role.5 Making use of new machines and

supportive personnel, the dietitian will be more avallable

lAmerican Dietetic Assoclation, 1962, Responsibilities
of dietitians to administrators and physicians, J. Amer.
Dietet. Assoc., 40O:41.

2H. Blood, 1970, Supportive personnel in the health
care system, Physical Therapy, 50:173-180.

3American Dietetic Association, 1965, Duties and
responsibilities in the department of dietetics, J. Amer.
Dietet. Assoc., 46:179-182.

uPiper, op. cit.

5G6. E. Miller, 1965, To be or not . . ., J. Amer.
Dietet. Assoc., U47:15-19.
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for professional dutles, and perhaps a great change in her
role will occur.

In considering the potential of role changes for die-
titians, an exploration of the role concept is desirable.
The concept of role implles that the hospital dietilitian is
not an isolate in defining her role. The term "role" has
many definitions but the most definitilive at present repre-
sents the dynamic aspect of status.1 Linton defined rdle
as the:

sum total of the culture patterns associated with a
particular status.?2

Although traditionally designated as the basic unit of

social behavior of individuals, role 1is now considered a

composite of varlous soclal forces or mechanisms.3
With regard to declsion-making roles of members of

the health team, physiclans wanted to be free to make theilr

own decislions in professional matters.u Those who made

administrative decislons which directly concerned the work

1L, J. Neiman and J. W. Hughes, 1951, The problem of
the concept of role: a re-survey of the literature, Socilal
Forces, 30:141-149.

2R. Linton, 1945, The cultural background of person-
ality, New York: Appleton-Century.

3S. N. Eisenstadt, 1965, Essays on comparative insti-
tutions, p. 30-31, New York: John Wiley and Sons.

uM. E. Goss, 1961, Influence and authority among
physicians 1n an outpatient clinic, Amer. Sociological Rev.,
26:39-50.
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of the physiclans were the physicians themselves rather than
a lay person. The role attitude of the physlcian towards
other professionals on the health team affected the success
of meeting one hospital's medical goals.l Increased strati-
fication 1n a ward, defined by the physician's maximization
of status differentials between himself and the occupants of
other positions in the hospital ward, was correlated to
increased patient length of stay, increased job mobllity of
nurses and auxiliary personnel, decreased use of consulta-
tion increased medication errors, and decreased teachlng
quality of the wards.

Burling et al. described other influences in the hos-
pital which may affect roles of personnel. The hospital
board of trustees delegates discretionary authority to the
administrator, but in widely varying amounts. The board
must often depend on the self-regulation of the medical
group. Frequently there 1s role conflict between the
administrator and the trustees and physicians. According
to Burling, the administrator must provide technical skills,
humanitarian purposes, flexibility, and organization.2

Deasy suggested that successful adjustment to new roles
was related to: (1) the clarity with which expected behav-

iors appropriate to future roles are defined; (2) whether a

1M. seeman and J. W. Evans, 1961, Stratification and
hospital care: II. The objective criteria of performance,
Amer. Sociological Rev., 26:193-203.

2Burling et al., op. cit.
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model has been evident; (3) the kinds of transitional ritu-
als built into structure; and (4) the completeness of the

shift in responses and expectations by the society.1

Summary

Current health manpower problems in the United States
have resulted from increased population and a change of
values held by the consumer who expects high quality care
and accessibility to health care for everyone. The problems
have challenged all health professions, including dietetics,
to maximize efficlency and effectiveness of health workers.
The allied health professions, of which dietetics is one,
have formally organized to provide a joint effort towards
cooperation among health professions, primarily in an educa-
tional setting. One anticipated outcome of this educational
endeavor would be strengthening of the health team concept;
if students from different fields work and learn integra-
tively, they may function as better health team members at a
professional level. Dietitians have traditionally provided
nutritional care to the patient, but developing and sharing
goals for patient care with the physician, nurse and other

health professionals have not been evident.

1L. C. Deasy, 1964, Social role theory: 1its component
parts and some applications, Washington, D.C.: The Catholic
Univ. of America Press.
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In meeting health challenges, many health professionals'
roles may be altered. Present and ideal roles and responsi-
bilities of dietitians, competences needed for health team
dietitians, and characteristics of successfully contributing
dietltlians on the health team are explored 1n the remaining

chapters.



CHAPTER III

DESIGN OF STUDY, INSTRUMENTATION, AND
DATA COLLECTION PROCESSES

Introduction and Over-All Design

This study 1is designed to: (1) determine the present
and ideal role of hospital dietitians; (2) identify char-
acteristics of successful dletitlans who contribute to
health team care of the patlent; and (3) determine compe-
tences which the dietitian needs to function as a contribut-
ing health team member. To achieve these objectives, it was
necessary to identify a sultable over-all design, describe
the population, obtain or develop suitable data collection
instruments, establish and implement procedures for data
collection, and determine appropriate methods for data

analysis.

Over-All Deslgn

The over-all design of this study is descriptive in
nature. The descriptive study, also known as the survey or
the normative study, according to Hillway, usually attempts

to:

37
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describe a condition or to learn the status of some-

thing, and whenever possible, to draw valid general

conclusions from the facts discovered.l

Van Dalen described two types of descriptive research.
Surveys collect:

detalled descriptions of existing phenomena with the

intent of employing the data to justify current condi-

tions or to make more intelligent plans for improving
social, economic, or educational conditions and
processes.
Included in survey studies are Job analyses which analyze
information collected about general duties and responsibili-
ties of workers, the specific activities of their job, the
relationship to the total organization, working conditions,
and education and tralning possessed.

A second type of descriptive research, interrelation-
ship studies, seeks to trace interrelationship between facts
obtained and involvescorrelation studies and case studies.3
Case studies include gathering data about carefully selected
individuals with the intent of developing a better under-
standing of the represented group. Correlation techniques
are frequently used 1n studies of prediction and cause and

effect to quantify the extent to which two variables are

related; a cause-effect relationship cannot be implied.

l'I‘. Hillway, 1964, Introduction to research, Boston:
Houghton Mifflin Co.

2D. B. Van Dalen, 1962, Understanding educational
research, New York: McGraw-Hill Book Company, Inc.

3Ib14d.
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The above mentioned techniques are included in the
design of this study, which consists of two phases: the
first phase is a survey of Michigan hospitals with job
analyses as its primary intent. The second phase, a study
of selected dietitians and physiclans, combines the survey
method with interrelationship studies utilizing case studies

of dietitians.

Phase I. Michigan Hospital Survey

The Population

The population consisted of all hospital administrators,
the chiefs of staff, the directors of nursing, the dietary
department heads, and dietitians in the 236 Michigan hos-
pitals 1listed by the Michigan Hospital Assoclation. State

supported institutions were not included.

The Instrument

A questionnaire developed by previous workersl was
used for data collection. Only portions of the question-
naire which fulfilled the objectives of describing the
present and 1deal function of the dietitian, and identify-
ing competences needed by dietitians were used in this

research. The information sought: 1) described demographic

1¢. Florencio and D. Cederquist, 1969, Dietetics--
relevance of undergraduate program to practice in Michigan
hospitals, Unpublished report, Michigan State University.
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characteristics of diletitians and the dietary department
including job title, American Dietetic Association (ADA)
membership and qualifying experience for membership for
dietitlians and dietary department heads, educational back-
ground of dletitians, and location of dietary department
offices; 2) identified the actual and ideal function of the
dietary department with regard to its level of decision-
making on the health team, according to five groups of
respondents: hospital administrators, chiefs of staff,
directors of nursing, dietary department heads, and dieti-
tians; 3) identified dietary-related responsibilities which
should be performed by the dietltian, as reported by
dietitians, dietary department heads and chiefs of staff; and
4) i1identified hospital administrators' and dietitians'
suggestions for educational preparation of the dletitian.
The questionnaires were pre-tested by 21 dietitilans
throughout the state, and the final questionnalre was modi-
fied based on results of the pre-tested questionnaire. 1In
its implemented form, 18 dietary-related responsibilities
were listed for ratings. Dietitians and dietary department
heads rated the responsibllities according to whether they
required unique competences of a diletitian; other respondents
assigned the responsibility to who presently performs the
duty and who should perform the duty. Assignments included
doctor, dietitian, nurse, a combination of the three fore-

mentioned health personnel, or none of the three. The
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contribution of the dietary department to decision-making
on the health team was rated on the basis of three levels of
contribution: decision-making, auxiliary, and no contribu-
tion. The above information plus demographic questions
were pre-coded for facllitation of data processing. In
addition, dletitians and dietary department heads who were
eligible for ADA membership and administrators were asked to
complete unstructured questions.

Preliminary information from American Hospital Assocla-
tion membership lists of 1968 included size of the hospital
by bed number, control of the hospital and type of services

the hospital offered.

Procedures for Data Collection

Hospital administrators were initially contacted March
31, 1969, by a letter from the executive director of the
Michigan Hospital Association encouraging them to participate
in the study along with gquestionnaires and cover letters
explaining the purposes of the study. The hospital adminis-
trators distributed the questionnaires to the other respond-
ents; additional questionnaires were sent to the hospital
administrators if requested. Upon completion of the ques-
tionnaire each respondent gave his questionnaire to the
hospital administrator in a sealed envelope to be returned.
Hospital administrators not returning the questionnaires
were contacted by a telephone follow-up and a final deadline

for return of questionnaires was set.
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Data Analysis

Data from Phase I were useful in describing the present
and ideal role of hospital dietitians. Data were analyzed
by the IBM 3600 computer using existing statistical programs
developed by the Agricultural Experiment Station (AES) and
the Computer Institute for Social Science Research (CISSR)
at Michigan State University. Frequency distributions and
percentages were calculated for: (1) demographic descrip-
tions of dietitians and dietary department heads; (2)
description of actual and ideal function of the dietary
department according to the five groups of respondents; and
(3) chiefs' of staff assignment of dietary-related responsi-
bilities. Simple correlations were determined for the die-
titians' and dietary department heads' description of
responsibilities requiring dietitians' unique competences.l’2
In addition comments of administrators, diétary department
heads, and dietitlans regarding the dietitians' future and
educational preparation were analyzed by thematic content

analysis.3

1R. G. D. Steele and J. H. Torrie, 1960, Principles and
procedures of statistics, New York: McGraw-Hill Book
Company, Inc.

2w. L. Hays, 1963, Statistics, New York: Holt,
Rinehart and Winston, Inc.

3F. N. Kerlinger, 1967, Foundations of behavioral
research, New York: Holt, Rinehart and Winston, Inc.
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Phase II. In-Depth Study of Dietitians
Part A. Dietitian's Interview

The Population

The population included dietitians from Michigan hos-
pitals selected randomly from the fifty-four hospitals in
which administrators had reported having at least two dieti-
tians in Phase I of the study. Fifty-four hospitals were
stratified by size to represent the following groups:

Number of Beds
1-200 201-400 401-500 or more

Number of hospitals with 18
two or more dietitians

19 17

To allow for an adequate sample size eleven hospitals were
contacted: four each from the smallest and largest hospi-

tals, and three from the medium-sized hospitals.

The Instruments

To pursue the three objectives of: (1) determining the
present and ideal role of hospital dietitians; (2)
identifying characteristics of successful dietitians who
contribute to care of the patient; and (3) determining compe-
tences which the dietitian needs to function as a contribut-
ing health team member, dletitians were interviewed. An
interview schedule was needed to identify biographical data
about the dietitian, the dietitian's contribution to deci-
sions made on the health team, and the dietitian's feelings

of adequacy towards her educational preparation for her
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present position. These instruments were developed by the
researcher. Two other instruments, Dietitians' Competences
and Dietitians' Responsibilities were developed by the

researcher. The third instrument, California Psychological

Inventory,1 was selected.

Interview Schedule

The interview schedule developed by the author (Appen-
dix C) consisted of three sections: biographical data of
the dietitilan, dietitian's contribution to decisions made on
the health team, and dietitian's feelings about her educa-
tional preparation.

Biographical Data.--The purpose of this section was to pro-

vide background data about the dietitians and to determine
whether contributions to decislon-making on the health team
reflected personal background. Biographical data included:
the title of the dietitlan, the percentage of time the die-
titian spent 1n therapeutic activities, the highest
education she had attained, ADA membership, route to

ADA eligibility, number of years an ADA member, number of
continuing education hours the dietitian had accumulated to
maintain ADA registration prior to October, 1970, whether
or not the dietitian had sought continuing education prior
to registration, years and types of professional experience,

years in present position, and age.

1H. G. Gough, 1969, Manual for the California Psycho-
logical Inventory, Palo Alto, Calif.: Consulting Psycholo-
gists Press, Inc.
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Dietitian's Contribution to Decision-Making on the Health

Team.--An 1nstrument was developed by the author to measure
the contribution the dietitian makes towards decision-making
on the health team (Appendix C). Extent of contribution of
four activities was measured: (1) ordering diets at admis-
sion; (2) changing diets following admission; (3) instruct-
ing patients; and (4) attending medical rounds. For eaéh of
the four actilvities, three levels of contribution were
described: no contribution, some contribution, and much
contribution. Descriptions for the three levels of con-
tribution for each activity are included in Appendix C.

The dietitian described her participation at each of the
three levels of contribution for each activity by percentage.
Total influence for each actlivity was measured on the basis
of a welghted index of three levels. Respondents distributed

thelr involvement in each activity among these levels by:

Weight Percentage Distribution
LAt of Contribution

No contribution 1 a
Some contribution 2 b
Much contribution 3 c

The index was calculated by the following procedure:

la + 2b + 3¢

Index = 100

For example, if a dietitian participates 100 percent 1n

ordering diets at admission by "no contribution” (i.e., she
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does not contribute at all) her index would be 1.00 since
"no contribution” has a weight of 1.00. At the other ex-
treme, if the dietitlan participates 100 percent in ordering
diets at admission by "much contribution" her index would be
3.00. Indices intermediate between 1.00 and 3.00 represent
a combination of the three levels of contributilon.

In addition to four specific activities, a fifth index,
the Overall Index, was an average of the four specific in-
dices. It was calculated to provide an over-all profile of
the dietitian in terms of her total contribution to decision-
making on the health team.

This instrument was pre-tested in the field and sub-
mitted to professional colleagues and university specialists
for clarification of 1items.

Dietitian's Educational Preparation.--To provide a basis for

educational objectives 1n a dietetic curriculum the dieti-
tian was asked to provide information about her feelings
towards her educational preparation, including the under-
graduate program and dietetic internship (when applicable).
The non-structured questions were prepared by the researcher
on the basis of selected areas of knowledge which have been
identified in the literature as important for hospital
dietitians. Five areas of inquliry were included: diet
therapy, normal nutrition, cultural and socio-economic
emphasis on diet planning, communication skill, and knowl-

edge of food composition. For each area the dietitian
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evaluated the adequacy of coverage and was asked to list
additional coverage which would have been appropriate, based
on demands made of her in her present or past position(s).

In addition, the dietitian was asked if she felt the intern-
ship and/or advanced degree (when applicable) was necessary
for effective functioning in her present position and what
was gained that had not been included in previous educational
preparation. The diletitian also i1dentified basic administra-
tive skills which therapeutic dietitians should have, since
concern has been expressed about the dual and specilalized
program. The final question of the interview dealt with
areas the dietitian would like to see changed in the educa-

tional preparation of a dietitian.

Competences of a Dietitian

To identify competences and skills which a dietitian
needs to function on a health team, dietitians rated a 1list
of competences (Appendix D) that had been compiled by the
ADA Minimum Academic Requirements Committee Pilot Study and
suggested by professional colleagues. These competences
were rated wilth regard to importance for a dietitian of the
health team on a 4-point scale of Very Important, Important,
Somewhat Important and Not Important; dietitians also
described their self-proficilency in these skills on the
basis of Very Proficient, Proficient, Somewhat Proficient,

and Not Proficilent.
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Dietitian's Responsibilities

To further identify the present and ideal role of
dietitians, hosplital dietitians rated a 1list of dietary-
related responsibilities which represented disagreement 1n
assignment to the dietitian by respondents in Phase I of
the study or were suggested by professional colleagues
(Appendix E). The dietitian stated which responsibilities
she does and should do, and the ones which she perceived the
physician felt she should do.

The three instruments were pre-tested by two hospital
dietitians who were not in the final sample of dletitians.
Modifications incorporated suggestions for clarifying the

questions and adjusting the length of the 1nstrument.

California Psychological Inventory

To identify the influence personality characteristics
have on the dietitian's contribution to the health team, the
California Psychological Inventory (CPI) was administered.1
The CPI measures eighteen personality characteristics
described in Table 1.

Developed by Harrison G. Gough, the CPI was selected

for the following reasons:

1. Rigorous testing conditions are not required for valild
and useful test results.

2. The inventory 1s interpretable by a novice of clinical
psychological measurements.

lH. G. Gough, op. cit.
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TABLE 1.--Description of 18 personality characteristics
measured by the California Psychological Inventory.
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SCALE AND PURPOSE

LOW SCORERS

Tenwd 1o he voen s

Class 1. Measures of Poise, Ascendancy, Self- Assurance and Interpersonal Adequacy

Aggressive, confident, persistent, and planful;
as being persuasive and verbally fluent; as
self-reliant and independent; and as having
leadership potential and initiative.

1. Do (dominance) To assess factors
of leadership ability, dominance, per-
sistence, and social initiative.

Retiring. inhibited. commonplace. indifferent.
silent and unassuming; as being slow in
thought and action; as avoiding of situations
of tension and decision; and as lacking in self-
conhdence.

Ambitious, active, forceful, insightful, re-
sourceful, and versatile; as being ascendant
and self-seeking; effective in communication;
and as having personal scope and breadth of
interests.

2. Cs (capacity for status) To serve as
an index of an individual’s capacity for
status (not his actual or achieved sta-
tus). The scale attempts to measure the
personal qualities and attributes which
underlie and lead to status.

Apathetic. shv. conventional dull, mild. sim-
ple. and slow: as being stereotyped in think-
ing, restricted in outlook and interests: and as
being uneasy and awkward in new or unfa-
miliar social sitwations.

Outgoing, enterprising. and ingenious: as be-
ing competitive and forward; and as original
and fluent in thought.

3. Sy (sociability) To identify persons
of outgoing, sociable, participative
temperament.

Awkward. conventional. quiet, submissive,
and unassuming: as being detached and pas-
sive 1n attitude; and as being suggestible and
overly influenced by others’ reactions and
opinions,

Clever. enthusiastic. imaginative. quick. in-
formal, spontaneous. and walkative; as being
active and vigorous; and as having an expres-
sive, ebullient nature.

4. Sp (social presence) To assess fac-
tors such as poise, spontaneity, and
self-confidence in personal and social
interaction.

Deliberate. moderate. patient. self-restrained.
and simple; as vaallaung and uncertain an
decision; and as being literal and unoriginal
in thinking and judging.

Intelligent, outspoken. sharp-witted. demand-
ing, aggressive, and self-centcred; as being
persuasive and verbally fluent: and as pos-
sessing self-confidence and self-assurance.

5. Sa (self-acceptance) To assess fac-
tors such as sense of personal worth,
self-acceptance, and capacity for inde-
pendent thinking and action.

Mechodical. conservative, dependable. conven-
uonal. easygoing. and quict; as self-abasing
and given to feelings of guile and self-blame;
and as being passive in action and narrow in
wnterests.

Energetic, enterprising. alert, ambitious. and
versatile; as being productive and active: and
as valuing work and eftort for its own sake.

6. Wb (sense of well-being) To iden-
tify persons who minimize their wor-
ries and complaints, and who are
relatively free from self-doubt and dis-
illusionment.

Unambitous. leisurely. awkward. cautious.
apathetic, and conventional; as being self-
defensive and apologenc: and as constricted
in thought and acuon.

Class I1. Measures of Socialization, Maturity, Responsibility, and Intrapersonal Structuring of Values

Planful, responsible. thorough. progressive.
capable, dignified. and independent; as being
conscientious and dependable; resourceful and
efficient; and as being alert to ethical and
moral issues.

7. Re (responsibility) To identify
persons of conscientious, responsible,
and dependable disposition and tem-
perament.

Immature. moody. lazy. awkward. changeable.
and disbelieving: as being influenced by per-
sonal bias. spite. and dogmatism; and as un-
der-controlled and impulsive in behavior.

Serious, honest, industrious. modest. obliging.
sincere, and steady; as being conscientious and
responsible; and as being self-denying and con-
forming.

8. So (socialization) To indicate the
degree of social maturity, integrity,
and rectitude which the individual has
attained.

Defensive. demanding. opinionated. resentful,
stubborn, headstrong, rebellious, and unde-
pendable; as being guileful and deceitful in
dealing with others; and as given to excess.
exhibition, and ostentation in their behavior.

Calm, patient, practical. slow. self-denying.
inhibited. thoughtful. and deliberate; as being
strict and thorough in their own work and in
their expectations for others; and as being
honest and conscientious.

9. Sc (self-control) To assess the de-
gree and adequacy of self-regulation
and self-control and freedom from im-
pulsivity and self-centeredaess.

Impulsive. shrewd. excitable. irritable, self-
centered. and uninhibited; as being aggressive
and assertive; and as overemphasizing per-
sonal pleasure and self-gain.

Enterprising. informal, quick. tolerant, clear-
thinking, and resourceful; as being intellectu-
ally able and verbally fluent; and as having
broad and varied interests.

10. To (tolerance) To identify per-
sons with permissive, accepting, and
non-judgmental social beliefs and atti-
tude.

Suspicious. narrow. aloof, wary. and retiring;
as being passive and overly judgmental in at-
titude; and as disbelieving and distrustful in
personal and social outlook.

Co-operative, enterprising. outgoing, sociable
warm, and helpful; as being concerned with
making a good impression; and as being dili-
gent and persistent.

11. Gi (good impression) To identify
persons capable of creating a favorable
impression, and who are concerned
about how others react to them.

Inhibited, cautious. shrewd. wary, aloof, and
resentful; as being cool and distant in cheir
relationships with others; and as being self-
centered and too little concerned with the
needs and wants of others.
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Class 11. Measures of Socialization, Maturity, Res
(

Dependable. moderate. tactful. reliable. sin-
cere. panient. steadv. and reahistc as beng
honest and conscrentious: and as having com-
mon sense and good judgment.
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SCALE AND PURPOSE

Continued)

12. Cm (communality) To indicate
the degree to which an individual's
reactions and responses correspond to
the modal (“common’) pattern estab-
lished for the inventory.

LOW SCORERS

Powd 1o b ccon

ponsibility, and Intrapersonal Structuring of Values

Impatient. changeable. complicated. imagina-
tve, disorderly. nervous. restless. and con-
fused: as being cuileful and deceitful; inat-
tentive and forgetful. and as having internal
conflicte and problems.

Class 111. Measures of Achievement Potential and Intellectual Efficiency

Capable. o-operative. efficient. orgamized. re-
sponsible. stable. and sincere; as being per-
sistent and industrious: and as valoing incel-
lectual aconvary and intellectual achiesement.

13. Ac (achievement via conform-
ance) To identify those factors of in-
terest and motivation which facilitate
achievement in any setting where con-
formance is a positive behavior.

Coarse. stubborn. aloof. awkward. insecure.
and opinionated; as easily disorganized under
stress or pressures to conform; and as pessi-
mistic about their occupational futures.

Mature, forceful. strong. dominant. demand-
ing. and foresighted: as bang indeprendent
and self-reliant; and as having supenor intel-
lectual ability and judgment.

14. Ai (achievement via independ-
ence) To identify those factors of
interest and motivation which facili-
tate achievement in any setting where
autonomy and independence are posi-
tive behaviors.

Inhibited. anxious. cautious. dissatisfied. dull.
and wary: as being submissive and compliant
before authority; and as lacking in self-insight
and self-understanding.

Efficient. clear-thinking. capable. intelligent.
progressive. planful. thorough, and resource-
ful: as being alert and wellanformed. and as
placing a high value on cognitne and ntel-
lectual marters

13. Ie (intellectual efficiency) To in-
dicate the degree of personal and intel-
lectual efficiency which the individual
has attained.

Cautious, confused. easvgoing. defensive. shal-
low. and unambitious; as being conventional
and stercotyped in thinking: and as lacking in
self-directon and self-discipline.

Class IV. Measures of Intellectual and Interest Modes

Observant. spontaneous. quick. perceptive,
talkative, resourceful. and  changeable:  as
being verbally fluent and socially ascendant;
and as being rebellious toward rules. restric-
uons. and constraints.

16, Py (psychological-mindedness)
To measure the degree to which the
individual is interested in, and respon-

sive to, the inner needs, motives, and.

experiences of others.

Apathetic. peaceable. serious. cautious. and
unassuming: as being slow and deliberate in
tempo; and as being overly conforming and
conventional.

Insightful. informal. adventurous. confident.
humorous. rebellious, 1dealistic. assertive. and
egoistic, as being sarcastic and cvaraal: anld as
highly concerned with personal pleasure and
diversion.

17. Fx (flexibility) To indicate the
degree of flexibility and adaptability
of a person’s thinking and social be-
havior.

Deliberate. cautious. worrying. industrious.
guarded. mannerly, methodical. and rigid; as
being formal and pedantic in thought; and as
being overly deferential to authority. custom,
and tradition.

Appreciative. patent, helpful. gentle. moder-
ate. persevering. and sincere; as buing respect-
ful and accepting of others; and as behaving
in a consacntous and sympatheuc way.

18. Fe (femininity) To assess the mas-
culinity or femininity of interests.
(High scores indicate more feminine
interests, low scores more masculine.)

Outgoing. hard-headed. ambitious, masculine,
active, robust. and restless: as being manipula-
tive and opportunistic in dealing with others;
blunt and direct in thinking and action; and
impatient with delay, indecision. and reflec-
uon. :
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3. The characteristics measured are hypothetically perti-
nent to hospital dietitians.

4, Reliability and validity have been established by
numerous investigators.

5. The inventory provides norms based on more than 6000
males and 7000 females representing a wide range of
ages, soclo-economic groups and geographical areas.

6. Personality characteristics are related to favorable
and positive aspects rather than to pathological or
morbid facets.

The inventory consists of 480 statements to which a
respondent agrees or dlsagrees on whether the statements
describe him. The number of statements reflecting a char-
acteristic are counted. Raw data are converted to standard
scores which can be compared with various population groups.

This instrument was reviewed by professional colleagues

and administered to one of the two dietitlans in the pre-

test.

Procedures for Data Collection

Individual interviews, 1-1 1/2 hours in length, were
conducted with all dletitlans ineach hospital from November,
1970, to April, 1971. The section on educational prepara-
tion was taped, while the first two sections, biographical
data and dietitian's contribution to decision-making on the
health team, were recorded on the interview schedule and
pre-coded for data processing. Following the interview,
dietitians completed and returned by mail Dietitian's Compe-

tences, Dietitlan's Responsibilities, and the California
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Psychological Inventory. Dietitians who had not returned
the written materials by a certain date were encouraged by

letter to complete and return the instruments.

Data Analysis

Data from Phase II Part A, were useful in describing
the present and ideal role of hospital dietitians, identify-
ing skills and competences needed by dietitlans on the
health team, and identifying characteristics of successful
dietitians who contribute to decision-making on the health
team.

Description of Present and Ideal
Roles of Hospital Dietitians

Dietitians' 1dentification of present responsibilities,
perception of responsibilities they should have, and percep-
tion of responsibilitilies physicians feel dietitians should
have were calculated by frequency distributions and per-
centages.

Skills and Competences Needed by
Dietitians on the Health Team

Dietitian's rating of 1mportance of competences for
dietitians on the health team were calculated by arithmetic
means and standard deviations for each competence. Dileti-
tlans' rating of self-proficlency in these competences were

analyzed similarly.
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The dletitian's comments regarding adequacy in educa-
tional preparation on the basis of present job demands were
analyzed by thematic content analysis.

Characteristics of Successful Dietitians
Who Contribute to Decision-Making on
the Health Team

Characteristics identifled from the Biographical Data
‘that were non-quantifiable were analyzed by frequency dis-
tributions and percentages; these included: title of the
dietitian; educational preparation needed for her present
position; ADA membership; route to ADA eligibility; and
types of professional experience.

Characteristics described by the Biographical Data
that were quantifiable, including the percentage of time
dietitians spent in therapeutic activities, the highest
education she had attalned, the number of years an ADA mem-
ber, number of continuing education hours accumulated, years
of professional experilences, years in present position, and
age; data from the dietitian's contribution to decision-
making on the health team index; and standard scores from
the California Psychological Inventory were calculated to
express means and standard deviations.

In addition, differences among categories of non-
quantifiable characteristics were evaluated by the quanti-
fiable characteristics including data from the dleti-

tian's contribution to decision-making on the health team
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index, standard scores from the Californla Psychologlcal
Inventory, Dietitians' Responsibilities, and Dietitians'
Competences using a one-way analysis of variance. 1In this
way the possibility of relating personal background charac-
teristics to variables related to health team responsibili-
ties could be explored.

A profile of individual characteristics of the six
most contributing dietitians are compared with the overall

profile of all dietitians in the study.

Part B. Physicians' Study

The Population

The population included all physicilans that had been
nominated by dietitians during the interview. Deititilans
listed physicians whom they perceived as holding positive or
negatlive attitudes regarding the role of the dietitian on
the health team. The dletitlans could also 1l1st those
physicians whom they were not certain of attitudes, but who
might provide "interesting" information.

In addition to the physicians who were nominated by
dietitians, physicians were selected randomly from the
American Medical Directory.l Since thils directory was
organized geographically by cilties, physiclans were selected

on the basis of the number of nominated physicians from that

1American Medical Directory, 1969, Geographical Register
of Physicians, Parts II and III, 25th Edition.
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city. There was an equal number of randomly selected phy-
sicians and nominated physicians. In many cities there was
one hospital, and the assurance that the two groups of
physicians practiced in the same hospital was high. If the
city were quite large and had several hospitals an attempt
was made to match addresses of physiclans' offices. In
addition the cover letter mentioned the hospital that was

participating in the study.

The Instrument

A questionnaire designed to define an 1deal role of the
dietitian and 1dentify competences needed by the dietitilan
was developed by the researcher (Appendix G). Modifications
by professional colleagues and pre-testing by four practic-
ing physicians resulted in clarification of wording, re-
arrangement of items, and shortening of the instrument.
Respondents were asked if they routinely used diet therapy
as part of total patilent care; cholces allowed Yes or No
responses. Physiclans 1dentified the amount of decision-
making allowed the "ideal" dietitian in changing a diet
order. Since "ideal" dietitian was not defined, responses
indicated the influence allowed if the dietitian had all the
characteristics which the physician considered important.

Physiclians were also asked to express additional com-

ments regarding the dietitian's role.
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Procedure for Data Collection

Physicians were contacted by letter (Appendix F) and a
questionnaire, which was to be completed and returned within
three weeks in a self-addressed, stamped envelope. An
identical letter and questionnaire were sent two weeks later
as a follow-up for those who had not yet completed the ques-
tionnaire.

In addition to supplying addresses of physicians, the
American Medical Directory provided the following informa-
tion: the year the physicilan was born, his primary and
secondary specialty, and the type of practice in which he is

engaged.

Data Analysis

These data were useful 1in describing the role of an
"ideal" dietitian in prescribing diet order changes and
competences needed by dletitians.

Frequency distributions and percentages were calculated
for the primary and secondary specialties, the use of diet
therapy, and the level of decision allowed an "ideal" dieti-
tian.

Averages and standard deviations were calculated for
the year the physlcian was born and ratings of competences.

Importance of competences needed by the dietitlan were
evaluated in relation to primary and secondary speclalty,

the use of diet therapy, and the level of decision allowed
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an "ideal" dietitian using a one-way analysis of varilance.
Additional comments were summarlzed by thematilc content

analysis.



CHAPTER IV

RESULTS AND DISCUSSION

Introduction

A study to determine the present and ideal role of
hospital dietltians, 1dentify characteristics of successful
dietitians who contribute to health team care, and deter-
mine competences which dletlitians need to function as a
contributing health team member was conducted in Michigan
hospitals. The 1nvestigation consisted of two phases: the
preliminary phase was a survey of virtually all Michigan
hospitals designed to: (1) identify responsibilities which
dietitians should perform; and (2) identify hospital admin-
istrators' and dietitilans' suggestions for educational
preparation of the dletitilan.

The second phase consisted of two parts. Part A was
the Dietitians' Study developed to pursue all three objec-
tives. Part B was the Physilcians' Study designed to define
an 1deal role of the dietitian and identify competences
needed by the dietitian.

Results are presented in the remaining part of the

chapter.
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Phase I. Michigan Hospital Survey

Of the 236 hospitals contacted, 169 hospitals returned
questionnalres representing a return rate of 72 percent.
Ninety two percent of these hospltals were general hospitals;
the remaining included children's, maternity, and psychiatric
hospitals. Hospitals ranged in size from seven beds to 1043
beds.

Characteristics of Dietitians and
Dietary Departments

Title of Dletitians

Dietitians classified themselves according to the title
of thelr position listed in Table 2. Therapeutic dletitians
comprised the largest portion of the group, and when coupled
with head therapeutic dietitians, comprised 53 percent of
the population.

TABLE 2.--Professional i1dentification of dietitians in
Michigan hospitals.

Percent of Total

Professional Title (N = 231)

Head Administrative Dietitilan
Administrative Dletitilan

Head Therapeutic Dietitian
Therapeutic Dietitilan
Teaching Dletitian

Research Dietitian
Consultant, Only Dietiltian
Dietary Department Head

Food Service Supervisor

No Response

o =
HHERPONKHN =W
SFWW OO N HH=IMN
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Seventy-two dietary department heads were members or
eligible for membership in the American Dietetic Association
(ADA).

American Diletetic Associlation
Membership

Seventy-seven percent of the dietitians were members of
the American Dietetilc Associatlon while 15 percent were not
eligible; an additional seven percent were eliglble but not
members (Table 3). In contrast, 45 percent of the dietary
department heads were members of ADA while 48 percent were
not members; an additional five percent were eligible but
not members. Most ADA eligible members gained membership
eligibility by participating in a dietetic internship.

TABLE 3.--Percentage of diletitlans and dletary department
heads eligible for ADA membership in 169 Michigan

hospitals.
Dietitian Department Head
Percent of Total Percent of Total
(N = 231) (N = 144)
ADA Eligibility
Member of ADA 77.1 k5.1
Eligible for Membershlp, 6.9 4.9
do not Belong * :
Ineligible 14.7 47.9
No Response 1.5 2.1
Route to ADA Eligibility?l
Dietetic Internship 75.8 63.9
Advanced Degree 2.1 4.2
Three Years of Supervised
Experience 4.4 23.6
No Response 7.7 8.3

1Seventy—two dietary department heads and 194 dieti-
tians were eligible for ADA membership.
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Education of Dietitians and
Dietary Department Heads

A large portion of dietitians (91 percent) listed the
educational preparation qualifying them for their position
as a college or university degree in dietetics, foods and
nutrition or institution administration (Table 4). Fifty-
two percent of the diletary department heads listed the
educational preparation qualifying them for their position
as a degree in dietetics, foods and nutrition or instiltution
administration; six percent held a degree in hotel or res-
taurant management, and 19 percent had completed a food
service supervisor's course that was one year or less in
length.
TABLE 4.--Educational preparation qualifying dietitians and

dietary department heads for present positions 1in
169 Michigan hospitals.

Dietitian Department Head
Percent of Total Percent of Total
(N = 231) (N = 144)

College or university

degree 1in dietetics; foods 91 52
and nutrition; or institu-

tion administration

College or university
degree in hotel or 1 6
restaurant administration

Hospital food service
supervisor's course re-
quiring one year or less
to complete

Other 7 23
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Duration of Present Position of
Dietitians and Dietary
Department Heads

The average number of years dietitlians had been in
their present position was four years; dietary department
heads had on the average spent five and one-half years 1n
their present capacity.
Location of Dietary Department
Offices

Almost all of the hospitals had a dietary office in
the area of food production (Table 5). About half had
offices located in, or adjacent to, the dining room or
cafeteria. A few hospitals also had offices near the of-
fice of the hospital administrator or director of nursing,
in the area of patlent's housing, or in the outpatient
cliniec.
TABLE 5.--Location within the hospital of dietary department

offices according to 144 dietary department heads
in Michigan hospitals.

1 Percent of Hospitals
Location of Office (N = 144)

In area of Food Production 91

In, or adjacent to, Dining Room or 50
Cafeteria

Near Office of Hospital Administrator

or Director of Nursing 10
In area of Patients' Housing 14
In Outpatient Clinic 6

1Some hospitals have two or more dietary department
offices.
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Actual and Ideal Functilon of
the Dietary Department

All respondents were asked to describe the actual func-
tion of the hospltal dietary department and the ideal func-
tion of the dietary department as a contributor to health
care (Table 6). It was apparent that every group felt the
dletary department should contribute more to the health care
team at the decision-making level than it 1s presently doing.
The hospital administrators were the most optimistic of the
groups 1in describing the present status of the dietary
department as a contributing and decislon-making component
of the health team. However, a large majority of each group
(at least 67 percent), except chiefs of staff, stated that
the 1deal role of a dletary department should be that of a
declsion-making member of the health team. Chiefs of staff
most frequently felt that the dietary department 1is and
should be at an auxillary level, primarily implementing the

orders of others.

Dietitians' Responsibilities

Dietitians' and Dietary Department
Heads' Report of Ideal
Responsibllities

In addition to considering the general function of the
dietary department, dletitlans and dietary department heads
rated specific dietary-related responsibilities in relation

to competences needed to perform these duties. The respon-

sibilities were categorized on the basis of dietitians and
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TABLE 6.--Extent of dietary department's actual and ideal
contribution to decision-making on the health team
as perceived by respondents.

Percent of Respondents Agreeing That:
Dietary Department Dietary Department

Respondents CONTRIBUTES to SHOULD CONTRIBUTE to
Decision-Making on Decision-Making on
the Health Team the Health Team
Dietitian 38 86
Dietary Department
Head y2 81
Chilef of Staff 22 45
Director of Nursing 35 80
Hospital Adminis-
trator 54 73

dietary department heads reporting which duties required
unique competences of the dietitian and should be performed
by her. Dutles which more than half of the respondents felt
required unique competences of the dietitian included:
attending ward rounds, preparing dietary histories, provid-
ing dietary instruction for patients, recording patient's
dletary progress; following-up patients on therapeutic dilets
after release from the hospital, participating in conferences
on nutritional needs of patients, participating in intern
instruction, and preparing and/or revising the dietary
manual.

The remalning dletary-related duties should not be per-
formed by the diletitlan: supervising food preparation,

supervising tray service, ordering food, preparing food
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production schedules, solving employee problems, handling

routine desk work, writing menus, and determining food

preferences of patients.

In addition, each duty was paired with every other duty
to determine whether the duty was in any way related to
other duties. For example, a respondent who felt that the
dietitian should chart dietary progress might also say the
dietitian should prepare dietary histories.

Correlation analyses suggested a grouping of dutiles.
The double-headed arrows (Figures 1A-1C) indicate correla-
tion between the two duties at the correlation listed. Cor-
relations above 0.600 are considered for discussion. Accord-
ing to the dietary department head, the duties grouped
together were:

1. Supervising food preparation and tray service, preparing
food production schedules, ordering food, solving
employee problems and routine desk work, writing menus
and writing and/or revising the diet manual. These will
be considered kitchen-orlented dutiles in future discus-
sion.

2. Determining patient food preferences, attending ward
rounds, preparing dietary histories, instructing
patients about special diets, charting dietary progress,
attending interdepartmental meetings, and instructing
interns. These willl be described as patient-oriented
duties in further discussilon.

Thus department heads who llsted one of the kitchen-
oriented dutles frequently listed other kitchen-oriented
duties as those whilch should be performed by the diletitian,
at the exclusion of patlent-oriented duties. Department

heads who 1identiflied the dletitian with patient-oriented
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Figure 1A.--Groupilng of dietary-related responsibilities
requiring proficlencies of the diletitilian according to dietary
department head. Responsibilities connected by double-headed
arrows were both llsted as requiring proficiencies of the
dietitian at a correlation level of 0.800-0.899.

Responsibllities included: Determining patient's food pref-
erences; attending ward rounds; preparing dletary histories
of patients prior to diet prescription; instructing patients
following prescription of special diets; recording on charts
dietary progress of patients; following-up patients on
special diets after release from hospital; participating in
interdepartmental conferences and consultations on nutri-
tional needs of patients; participating in intern instruc-
tion; preparing and/or revising dietary manual; writing
routine menus; participating in conferences, staff meetings,
profession-related committee work; handling routine desk
work such as payroll, accounting, inventories, and adminis-
trative report writing; handling employee problems such as
hiring, training, counseling, and scheduling; ordering food,
preparing food production schedules; supervising tray
service, and supervising food preparation.
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Figure 1B.--Grouping of dietary-related responsibili-
ties requiring proficiencies of the dletitian according to
dietary department head. Responsibilities connected by
double-headed arrows were both listed as requiring profi-
ciencies of the dietitian at a correlation level of 0.700-
0.799.

Responsibilities included: Determining patient's food pref-
erences; attending ward rounds; preparing dietary histories
of patients prior to diet prescription; instructing patients
following prescription of special diets; recording on charts
dietary progress of patients; following-up patients on
speclial diets after release from hospltal; participating in
interdepartmental conferences and consultations on nutri-
tional needs of patients; participating in intern instruc-
tion; preparing and/or revising dietary manual; writing
routine menus; participating in conferences, staff meetings,
profession-related commlttee work; handling routine desk
work such as payroll, accounting, 1lnventories, and adminis-
trative report writing; handling employee problems such as
hiring, training, counseling, and scheduling; ordering food,
prenaring food production schedules; supervising tray
service, and supervising food preparation.
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Figure 1C.--~Grouping of dietary-related responsibili-
ties requiring proficiencies of the dietitian according to
dietary department head. Responsibilitilies connected by
double-headed arrows were both listed as requiring profi-
cizncies of the dietitian at a correlation level of 0.600-
0.699.

Responsibilities included: Determining patient's food pref-
erences; attending ward rounds; preparing dietary histories
of patients prior to diet prescription; instructing patients
following prescription of special diets; recording on charts
dietary progress of patients; following-up patients on
speclal diets after release from hospital; participating in
interdepartmental conferences and consultations on nutri-
tional needs of patients; participating in intern instruc-
tion; preparing and/or revising dietary manual; writing
routine menus; participating in conferences, staff meetings,
profession-related committee work; handling routine desk
work such as payroll, accounting, inventories, and adminis-
trative report writing; handling employee problems such as
hiring, training, counseling, and scheduling; ordering food,
preparing food production schedules; supervising tray
service, and supervising food preparation.
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activities often did so at the exclusion of kitchen-
orlented duties.

Note should be made that the group of kltchen-oriented
duties are similar to the ones that less than half the die-
titians and dietary department heads had identified as not
requiring unlque competences of the dietitian. The group of
patient-oriented duties are identiflied as those which require
competences of the dietitian.

Contrary to the dletary department heads' consistent
division of activities, the dietitlian associated attending
ward rounds, instructing interns, and attending interdepart-
mental meetings with writing and/or revising the diet
manual as well as with preparing the food production sched-
ule; attending interdepartmental meetings was also associ-
ated with preparing the food production schedule (Figure 2).
Thus dietitlans did not make a distinct separation of
kitchen-oriented and patient-oriented responsibilities.
Chlefs' of Staff Ideal Assignment of
Dietary-Related Responsibillities

Chiefs of staff assigned dietary-related dutles 1deally
to the dietitian, physiclan, or nurse alone, to two or more
of the health personnel or none of these three health per-
sonnel. All responses which included the diletitian as a
participant were summed and compared with those duties which

the dietitian should perform alone (Table 7).
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Figure 2.--Grouping of dietary-related responsibili-
ties requiring proficiencies of the dietitian according to
the dietitian. Responsibilities connected by double-headed
arrows were both listed as requiring proficiencles of the
dietitian at a correlation level of 0.600-0.699.

Responsibilities included: Determining patient's food pref-
erences; attending ward rounds; preparing dietary histories
of patients prior to dlet prescription; instructing patients
following prescription of special diets; recording on charts
dietary progress of patients; following-up patlents on
special diets after release from hospital; participating in
interdepartmental conferences and consultations on nutri-
tional needs of patients; participating in intern instruc-
tion; preparing and/or revising dietary manual; writing
routine menus; participating in conferences, staff meetings,
profession-related committee work; handling routine desk
work such as payroll, accounting, inventories, and adminis-
trative report writing; handling employee problems such as
hiring, training, counseling, and scheduling; ordering food,
preparing food production schedules; supervising tray
service, and supervising food preparation.
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TABLE 7.--Assignment of dietary-related duties as perceived

by 135 chiefs of staff.

Duty Should Be Assigned To

Dietitian
Duty Dietitian With Other
Alone Health Team
Membersl

Kitchen-Oriented % %
Supervise Food Preparation 80.7 1.5
Supervise Tray Service 54.1 21.5
Write Routine Menus 71.1 5.2
Prepare Food Production Schedule 68.1 2.9
Handle Employee Problems 48.9 0.0
Handle Routine Desk Work 25.9 0.0
Patient-Oriented

Prepare and/or Revise Diet Manual 29.6 54.8
Follow Patients with Special Diets 11.9 58 .2

Upon Release from Hospital

Attend Interdepartmental Meetings 11.9 65.9
Determine Food Preference of Patient b3.7 31.2
Attend Ward Rounds 10.4 21.5
Prepare Dietary History 28.1 26.7
In;g:g:t Patlents About Special 57.0 Y
Chart Dietary Progress of Patilent 17.0 28.9
Instruct Interns 11.1 26.7

1

This percentage 1Includes those duties ideally assigned

to: (1) doctor and diletitian; (2) nurse and dietitian; and

(3) doctor, nurse, and dietitian.
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Kitchen-Oriented Dutles.--In general, chiefs of staff more

frequently assigned ideal duties centered within the kitchen
to the dietitian than they assigned patient-oriented func-
tions to the dietitians. Notable exceptions are those of
determining patient food preference and providing dilet
instructions.

The dietitian alone was most associated with kitchen-
oriented duties rather than involving the nurse or physician.
An exceptlion 1s that nurses were often assigned to supervis-
ing tray service with the dietitian.

Patient-Oriented Duties.--There was greater varlation in the

assignment of patient-oriented dutles in that all dutiles
were more frequently assoclated with the Dietitian With
Other Team Members than with the Dietitian Alone, except for
determining food preference. Great differences were noted
for preparing and/or revising the diet manual and attending
interdepartmental meetings in which Chiefs of staff felt
that 1deally the dietitian should do these dutles in con-

jJunction with the physician and/or nurse.

Frequency of Discussion

Other actlvities 1n addition to those listed above were
evaluated. Chilefs of staff reported the frequency of dis-
cussion between themselves and a diletitian when a dietary
problem of a patient was involved. Most frequently chilefs
of staff stated that they occasionally consulted the dileti-

tian (Table 8).
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TABLE 8.--Frequency of discussion with dietitian by 135
chlefs of staff when a dletary problem is involved.

Percent of Respondents

Frequently 19
Occasionally 6U
Never 14
No Response 2

Procedure for Ordering Diets

Chiefs of staff also reported the procedure used in
thelr hospitals for ordering diets and the procedure they
preferred (Table 9). In most hospitals doctors ordered the
diet from a diet manual. Most chlefs of staff and dleti-
tians preferred that dlets were ordered by the doctor after
consulting with the dietitian.

TABLE 9.--Dlet order procedures followed in hospital and
preferred by 135 chiefs of staff and 231 dieti-

tians.
Procedure giigigug? Preferred By
Diet Ordered Used in Staff Dietitians
Hospital 7 7
By doctor, from diet manual 64 29 32
By doctor, after consulting
with dieéitian 15 53 49
By doctor, with modifica-
tion by dietitian 19 15 14
By dietitian, after review- > P L

ing patient's case
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Suggestions for Educational
Preparation

Hospitél Administrators' Suggestions
for the Dietitian's Education and
Prediction of Future Role of
Dietitians

Hospital adminlstrators were asked for suggestions for
improving the education of hospital dietitians and their pre-
diction of the future role and responsibilities of the hos-
pital dietitian. Sixty-five percent of the administrators
responded to one of the questions; three answered both ques-
tions. Thus the responses of these hospital administrators
may not be representative of the total sample since one does
not know why other administrators did not respond (nor why
the ones who did respond did so).

The responses, analyzed by a thematlc content analysis,
are presented in Table 10. Although hospital administrators
thought dietltlans should have more administrative courses,
they stated that hospital dietetics of the future will have
more emphasis on therapeutic dietetics.

Importance of American Dietetic
Association (ADA) Required
Courses

The importance of the ADA requirements of certailn
courses for the therapeutic specialist and the administra-
tive specialist was evaluated by ADA eligible dietltilans.

Courses were rated on the basis of: (1) absolutely essential

in the undergraduate program; (2) should be included in the
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undergraduate program; or (3) should not be included in the
undergraduate program. Response rate ranged from 100 percent
response of administrative dietitians to 78 percent response
of head administrative dletitians; approximately 85 percent
of the department head dietitlans responded, and 90 percent
of both head therapeutic dietitians and therapeutic dieti-
tians responded to this question 1n the survey.

TABLE 10.--Hospital administrator's suggestions for educa-

tional improvement of hospital dietitians and
perception of thelr future role.

Number of Respondents

Educational Improvement

Discontinue dual preparation 5
Continue dual preparation 1
Include more administrative courses 32
Include more therapeutlic courses 5
Instill a more professional attitude 6

Future Role

Will remain as 1is 1
More therapeutic emphasis 13
More administrative emphasis 1
Food manager replaces dietitilan y

In all of the subject areas except for food composition,
microblology, psychology, and soclology, there was a definite
polarity between the importance of the courses for a thera-
peutic or administrative speclalist indicated in Table 11.
All groups of dietitlians agreed that anthropology should not

be included in the undergraduate program.
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TABLE 11.--Courses essential for therapeutic, administrative
speclallsts, or both according to Michigan hos-
pital dletitians.

Absolutely Essen- Absolutely Essen-

tial for the tial for the Absolutely Essen-

Therapeutic Administrative tial for Both

Specilalist Specialist
Anatomy Food Selection Microbiology
Chemistry and Preparation Psychology
Intermediary Menu Planning Sociology
Metabolism Food Laws Food Composition
Physiology Management and
Diet Therapy Labor
Biochemistry Purchasing and

Accounting

Course requilrements were also analyzed on the basis of
hospital positions of the dietitians, including department
head dietitians.

The administrative dietitian 1n almost every instance
endorsed courses as absolutely essential more often than the
other respondents, regardless of whether the 1lmportance was
in reference to the therapeutic speclalist or an administra-
tive specialist. Part of this high support may be explained
by the 100 percent response to the question; however, 1n
many cases, there was enough difference to probe for other
explanations than the high percentage return. The adminis-
trative dietitian apparently believed that she and thera-
peutic diletitlians should be equally proficient in courses
related to therapeutlic and administrative speclalization.
The only course that the administrative diletitian thought

was not particularly essentlal for eilther the therapeutic or
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administrative dietitian 1is anatomy. Her strong feelings
towards essentiality of all courses may be related to her
frequent comments that she had not been adequately prepared
for her hospital position (Appendix A).

Therapeutic dietitians' and department head dietitilans'
assignments were similar to the entire group of diletitians

(Table 11).

Phase II. In-Depth Study of Dietitians

The second phase was in two parts: Part A was a study
in which dietitians were interviewed and requested to com-
plete three questionnaires--Dietitlans' Competences, Dieti-
tians' Responsibilities, and the California Psychological
Inventory; Part B was a study of physician's use of diet
therapy, decision allowed an "ideal" dietitian, and compe-
tences needed by dietitians. Dietitians and physicilans were
from the same hospitals.

Thirty-three dietitians from 11 hospitals were 1ncluded
in the study (Table 12). Of the 11 hospitals, six hospitals
had dletary department heads who were not dietitlans. A
seventh hospital had two departments: the department of
dietetics was headed by a dietitian; however, the head of
the department of food service was not a dietitian. Thus,
in seven hospltals the director of food service was someone
other than a dletiltian. One hospital maintained a contract

food service.
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TABLE 12.--Distribution of 33 dietitians (includes five
department heads) in relationship to number of
beds in 11 selected Michigan hospitals.

Department

Hospital No. of Beds No. of Dietitians Head Dietitian

1 0-200 1 Yes
2 0-200 1 Yes
3 0-200 2 Yes
4 0-200 2
5 201-400 L
6 201-400 1
7 201-400 1
8 401 or more 4 1
9 401 or more 4 Yes
10 401 or more 6
11 401 or more 7 Yes
1

Dietitian 1s head of Department of Dietetics only;
head of Food Service is not a dietitian.

Part A. Dietitians' Study

Interview of Dietitilian

The interview consisted of three sections: Blograph-
ical Data, Dietitian's Contribution to Decision-Making on
the Health Team, and the Dietitian's Evaluation of Educa-

tional Preparation.

Blographical Data

Job Title.--Twenty-two of the 33 dietitians interviewed were
therapeutic or head therapeutic dietitians (Figure 3). The
distributlon of therapeutic and administrative dietitians

are in similar proportions to Phase I of the study.
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Figure 3.--Job title of 33 hospital dietitians inter-
viewed. Dietitians were from 11 Michigan hospitals.
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The dietitian's title was related to other personal
background factors (Table 13). Highly significant were the
differences in number of contlnuing education hours attalned
by dietitians. Head therapeutlc dietitians were especially
high in accumulated hours, and chief dietitians and adminis-
trative dietitlans were above average. The groups of thera-
peutic dietitians, dietary heads, and dietitlans were below
average in accumulated hours.

Percentage of Time Spent 1In Therapeutic Activities.--Exem-

plary of the large number of therapeutic dietitians in the
sample is the percentage of time spent in therapeutic activ-
ities (Figure 4). Thirty percent of the respondents spent
all of their time in therapeutlic activity with an additional
30 percent devoting more than three-fourths of, but less
than all, their time to such activity. Average time spent
in therapeutic activity was 75 percent.

ADA Membership.--Membership in the American Dietetic Assoc-
lation was held by 27 diletiltians; two additional dietitians
were presently in the three year supervised experience to
qualify for ADA membership (Table 14). Four dietitians were
not eligible for membership. Although comparable to the
larger group of dietitians 1n the earlier phase of the study
in terms of percentage of dletltlians who were members, there
were no diletitians who were eligible for ADA membership but

who did not belong. All ADA dietitians were registered.
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Figure 4.--Percentage of time spent in therapeutic ac-
tivities as reported by 33 dietilitians interviewed. The
abscissa represents the amount (percent) of time spent in
therapeutic activities. The ordinate indicates the percent
(%) of the dietitians.
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TABLE 14.--Status of American Dietetic Associlation member-
ship of 33 dietitians from 11 Michigan hospitals.

Number %
Member 27 82
Presently 1n 3 Year
Supervised Experience to 2 6
Qualify for Membership
Not Eligible it 12

Two-thirds of the ADA dietitians qualified for member-
ship through a dietetic internship (Table 15); one-third,
from a three year supervised experience. In comparison with
the initial study, the proportion of former dietetic 1nterns'
and those who were in the three year experlence was similar.
The two dietitians who were presently in the supervised
experience program were included as part of the six dieti-
tians who were not presently eligible for ADA.

TABLE 15.--Qualifying experience leading to ADA membershilp
by 33 dietitians from 11 Michigan hospitals.

Number %
Internship 18 55
3 Years Supervised 9 27
Experience
Not Presently Eligible 6 18

Characterizing dietitians by the route which they chose
for ADA membership ellgibility showed that dietitlans who

had the three years supervised experience had been in theilr
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present position significantly longer than dietitians who
had an internship, but had been an ADA member fewer years
(Table 16). As a group, dietitians with supervised experi-
ence were also older.

TABLE 16.--Characteristics of 33 dietitians who qualified

for ADA membership by internship or supervised
experience.

Supervised Does Not Signifi-

Internship  pyoerience Apply cance

38 45 32
Age + 12 + 11 + 11 e
Years 13 8 0 *
in ADA + 11 + 6 0
Years in

3 6 2
Present "
Position * 3 3 r
Number in 18 9 6

Each Category

*
1Indication of F-test values: 0.01 < P< 0.05; Tr.
0.05 < P < 0.10.

Previous Work Experience.--A variety of work experience

combining both administrative and therapeutic dietetics was
evident in previous work experience and the present position
(Figure 5). Almost half of the therapeutic dietitians had
previous experience in both therapeutic and administrative
dietetics or in administrative dietetics alone. The seven
dietitians who were presently in both the administrative and
therapeutic aspects also had variety in their backgrounds.

Only six dietitians, all therapeutic, had one phase of
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Figure 5.--Work experience prior to present position of
33 dietitians interviewed. Previous experiences are indi-
cated on the left side of the arrow. Present position is
indicated on the right side of the arrow. Experiences
include therapeutic dietetics only, (Ther.); administrative
dietetics only, (Admin.); or a combination of therapeutic
and administrative dietetics, (Both). Dietitians who are
presently in their first position are indicated, (1lst Posi-

tion).
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dietetics in both previous and present experience. Four
dietitians were in their first position, and no comparison
of previous and present position was possible.

Age and years of professional experience were signifi-
cant factors in sequence of work experiences (Table 17).
The average age of the two administrative dietitians who had
previously been in therapeutics was 49; these two also, on
the average, had the most experience. Two other groups with
previous experience in both aspects and who were presently
assuming a dual role were older and had more professional
experience than most dietitians. Dietitians in theilr first
poslition were youngest and had the least years of profes-
sional experience.

Educational Preparation.--The highest education attained by

eight dietitians was a college degree (Table 18). One die-
titian had attended college but had not completed her
degree. The highest educational level for ten diletitians
was a diletetic internship. Aside from the one respondent
who had not completed college, the dietitians not eligible
for ADA had completed college in a Home Economics or Die-
tetic program.

Continuing Education Hours.--Continuing education hours

accumulated prior to October, 1970, averaged 26 hours, with
a range from 0 to 91 hours (Figure 6). Six of the seven

dietitlians with no hours were not members of ADA.
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Figure 6.--Continuing education hours earned for Ameri-
can Dietetic Associlation registration prior to October,
1970. The ordinate represents the percentage of 33 dieti-
tians accumulating the range of hours indicated by the
absclssa.
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TABLE 18.--Highest education attained by 33 dietitians from
11 Michigan hospitals.

Number %
Attended College, But 1 3
Did Not Complete
College Degree 8 24
Dietetic Internship 10 30
Post-Graduate Courses
Not Terminating in 11 33
Master's Degree
Master's Degree 2 6

Post-Master's Degree
Courses Not 1 3
Terminating in Ph.D.

The extent of continuing education sought prior to ADA
registration was not related to the dietitian's previous
professional experiences, her present job title, nor to the
route by which she qualified for ADA membership. The most
frequent form of coﬁtinuing education sought prior to regis-
tratlion was reading professional journals. Three other fre-
quent activities were attending meetings, seeking self-study,
and attending classes to increase professional skills. A
few dietitians presented papers to professional and lay
groups.

Dietitian's Contribution to Decision-
Making on the Health Team

Contributions made by dietitians to decision-making on

the health team (Table 19) were measured by procedures pre-

sented in Chapter III. Four activities included:
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TABLE 19.--Distribution of 33 dietitians' contribution to
decision-making on the health team.

Admission Change

Indexl 8igzr igrgiit Insziigtion giiigzl

N % N % N % N %

1.00 18 55 b 12 y 12 21 64

1.01-1.20 13 39 21 63 13 39 10 30

1.21-1.40 1 3 6 18 5 15 1 3
1.41-1.60 1 3 2 6 2 6
1.61-1.80 2 6
1.81-2.00 2 3
2.01-2.20 1 3
2.21-2.40 1 3

2.41-2.60 0 0 1 3
2.61-2.80 1 3
2.81-3.00 by 12

1 la + 2b + 3c

where:

Determined by 100

= welght for no contribution

= welght for some contribution

= welght for much contribution

,b,c = percentage distribution of contribution

(1) ordering admission diets; (2) ordering diet changes;

(3) providing dietary instruction; and (4) attending medical
rounds. Briefly, the dietitian reported the distribution,
by percentage, of her participation among three decision-
making levels of contribution for each activity. Her con-
tribution to decision-making in the activity was expressed

as a welghted average, in which greater contribution

received a greater weight.
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Ordering Admission Diets.--The greatest contribution (weight

3) a dietitian could make 1n ordering the diet at admission
was by ordering the diet herself after consulting with the
physician and/or patient's record. Intermediate contribu-
tion (weight 2) occurred if the physiclan ordered the diet
after consulting with the dietitian, and the least contribu-
tion (weight 1) was when the physician ordered the diet with
no conference with the dietitian. The maximum value for
this index was 3.00, in which all diets were ordered by the
dietitian; the minimum value was 1.00, in which all diets
were ordered by the physician with no consultation. The
average for the 33 dietitians was 1.04 (Table 17). The
highest index was 1.45.

In relating bilographical data to this index, the three
highest scoring dietitians also had accumulated a high num-
ber of continuing education hours.

Ordering Diet Changes.--The highest level (weight 3) of

influence the dietitian had on diet changes following admis-
sion was if she changed the diet order after consulting the
physician and/or the patient's record (Table 17). Inter-
mediate level (weight 2) was that the physiclan changed the
diet order after consulting the dietitian; least (welght 1)
was that the physician made the change without consultilng
the dietitian. The highest index was 1.50. The average for

33 dietitians was 1.15.
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Providing Diet Instructlon.--The highest of the five indices

was diet instruction, in which the average was 1.57. Three
of the four diletitians with the minimum index of 1.00 were
in a hospital in which all diet instructions were paild by
the patient, and the initiator of this "paid treatment" was
the physician. The intermediate level of contribution
(welght 2) was that the diet instruction order was given by
the physician after consultation with the dietitian regard-
ing patient goals. Very few were in this category. Highest
influence (weight 3) of a dietitian was when she determined
patient needs and provided dietary instruction routinely
without the physicians' request. The highest index was 2.99.

The two personal background factors which seemed to be
significantly different among dietitians who made varying
contributions in determining need for diet instructions were
age and number of contlnuing education hours accumulated.
The three most contributing dietitians were below 30 and
were below average in the number of continuing education
hours they had obtained. The hilghest contributor was at
present a three yeaf student qualifying for ADA. The other
two were ADA members; one had 20 continuing education hours;
the other, one hour. The next highest contributor, by con-
trast, had attained 88 hours.

Participating in Medical Rounds.--The dietitian's contribu-

tion in health team care was further indicated by her par-

ticlipation in ward or medical rounds with the physician.
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The maximum contribution (weight 3) was when the dietitian
routinely attended rounds, intermediate (weight 2) was when
she attended upon special request, and the least contribu-
tion (weight 1) was when she did not attend rounds. A
weight of 2.5 was given to diletitians who by coincidence
were visiting the patient the same time the physician
arrived and remained with the patient and physician; some
dletitians would not remain and did not recelve this rating.
A few dietitlans intentlonally planned their own rounds at
a time when many physicians were also making rounds, and
thelr chances for meeting physicians were enhanced. The
highest index was 2.55.

The trend noted for differences in continuing education
hours 1n relation to the dletitians' attendance at ward or
medical rounds emphasized the contrast between the dietitian
(non-ADA) with no hours who contributed more than the ADA
dietitian with 91 hours. The dietitian who contributed most
had 75 hours which was well above the average of 26, and the
next highest contributor had 13 hours.

Over-all Contribution.--An over-all index represented an

average of the four individual indices. The over-all average
was 1.21; the highest overall index was 1.73. The most con-
tributing dietitian had 75 continuing education hours, the
next category of two dletitians had an average of ten hours
(one dietitian with zero hours; the other had 20 hours) and

the third highest contributing group of one dietitian had
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one hour. Several non-ADA dletitlans with 0 hours made
more contribution than the dietitian with 91 hours.
Dietitians' Evaluation of
Educational Preparation

Durilng the interview diletitians evaluated specific
aspects of their dletetic preparation. Comments are sum-
marized on the basls of general comments regarding the
entire program, benefits from the dietetic internship,
basic administrative skills that a therapeutic dietitian
needs, evaluation of specific areas of knowledge, and
suggested changes.

General Comments.--Comments directed to the entire program

are summarized, with the number of dietitians who made the
comment in parenthesis. Comments are paraphrased unless
indicated otherwise.

"All areas of preparation were inadequate; it was
necessary to gain competence through experilence and
reading (2)."

The dietitilan learned the most on her first Job
(2).

"There was so much to know that education was
crammed in or covered inadequately (2)."

"'Watered-down' courses in chemistry and physi-
ology were inadequate (2);" one respondent is now
taking graduate work and feels handicapped.

"General education requirements are valuable and
should not be dropped (1)."

Specialization in eilther administrative or thera-
peutic dietetics 1s recommended over a dual
program (1).

"Practical training 1s best; theory is unrealistic
and difficult to apply (2)."
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"Dietitians need to get along with all types of
people (1)."

"Dietitians need self-confidence that will be
developed by adequate knowledge and contact with
other people (1)."

"Medical students should be exposed to dietetilc
students (1)."

The diletitian sees little chance for job advance-
ment in hospital dietetic positions (1).

The dietitlan wasn't using her education in her
Job (2).

Benefit from Dietetic Internship.--All dietitians who had a

diletetic Internshlp supported the necessity of one for them-
selves, for the following reasons:

The dietitian was exposed to a hospital and food
service department as functioning units (8).

Several aspects of dletetics were integrated (3).

Practical application of previous learning was
helpful (4).

Diletitians learned to work with many different
people: employees, in-patients, and out-patilents
(4). A

"Students were guided by well-trained personnel in
a planned program (3)."

"Self-confidence was developed (2)."

Further competence in food handling and thera-
peutlcs was gained (2).

Self-discipline emerged (1).

Baslic Administrative Skllls Needed by Therapeutlc Dieti-

tlans.--Baslc administrative skllls needed by therapeutic
dietitians were identified:
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"The dietitian should know the entire kitchen
operation (3)."

She should be acquainted with kitchen operations
such as supervision, purchasing and preparing
food (5).

"She should be able to supervise special diet
cooks (1)."

She should know food standards (2).
She should know sanitation procedures (2).

"The dietitian must be able to work with people
()4)."

She should know how to schedule employees (1)
and budget time and money (2).

She should be prepared to become head of the
dietary department (2); with transferable
administrative skills, she should be capable
of directing other departments (1).

Specific Comments about Diet Therapy.--The following comments

summarize statements specific for dlet therapy:

"Diet therapy should come earlier in the stu-
dent's program (3)."

"Diet therapy should be integrated with
experience (3)."

"Diet therapy should be more applied (5)."

"There should be a greater coverage of disease
and physiological conditions (4)."

More information on drug therapy 1s desirable (2);
an example was the relatlonshlp between different
insulins and dietary patterns.

"More test meals and unusual diets should be
presented (1)."

Cultural differences should be considered in
diet therapy (2).
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Students should realize that diets change over
time and from hospital to hospltal (2).

"There 1s too much material for the small amount
of time allowed (1)."

Normal Nutrition.--Dletiltians discussed the area of normal

nutrition:

"There 1is too much material for the little
time allowed (1)."

Normal nutrition should be more applied (1).

Meal planning for low-income families 1s sug-
gested (1).

Food Composition.--The area of food composition was dis-

cussed.

Interest in food composition has increased since
dietitian's formal education (2).

"There should be information on food additives

(2).11

"More resources of food composition knowledge are
needed (1)."

"This information can be learned from use or by
referring to a book (2)."

Cultural and Soclo-Economic Aspects of Dietary Planning.--

Evaluation of cultural and socilo-economic conslderations in

courses were discussed.

"This area is more important now because improved
transportation brings people of different back-
grounds closer together (2)."

Appreciation of this area was gained through
exposure to different people (2).

"Cultural aspects of food should be a require-
ment rather than an elective (1)."
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Communication.--Second to dlet therapy, communication

skllls was the most frequently discussed area. Every dieti-

tian stated that communication skill was very important,

but often very lacking in dietitians' competences.
"Dietitians should be able to converse with the
physician on the physician's level of communica-
tion (7)."

Dietitlans should be able to talk with everyone
including employees (2).

Inadequacy 1n teaching was frequently attributed to poor
communication skills. Many dietitians had 1deas on how
communication could best be presented:

A communication course would be helpful (7).

Students should be encouraged to participate in
classroom discussion (3).

"Experience 1s the best teacher (7)."

"Sensitivity training might break some communi-
cation barriers (1)."

"Communication depends on the individual and
whether he wants to be an integral part of total
function (1)."

"Settings can be created where communication
skills can be developed (1)."

Suggestions for Change in the Total Program.--Suggestions

have been grouped on the basis of related areas of knowl-
edge. Dietitlians felt there should be more:

Physiology (3); bilochemistry (1); nutrition
(1); diet therapy (8); information on normal
and abnormal physiological values (3); chart
reading (1); and medical terminology (1).

Communications (3); psychology (7); sociology
(2); cultural and socio-economic aspects (1);
education, including adult education (6).
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Management of People (3); scheduling of people
(1).

Economics (1); business (1); cost analysis (3);
labor relations (1).

There should be experience incorporated into the
program with courses (4). Community contribution
of dietitians should be emphasized (2).
There should be a better presentation of what the future
job will be 1like (5). Dietitians should develop the char-

acteristic of being more aggressive (1).

California Psychological Inventory

The average of the 18 characteristics of the 26 dieti-
tians completing the California Psychological Inventory was
expressed as standard scores with 50 being the mean for all
females who have taken the test (Figure 7). The basic
purpose of each scale 1s to identify individuals who will:
1) behave in a certain way and 2) be described in a charac-

teristic manner.

Analysis of Scores

The manual for the Inventory suggested that if most of
the scores were above the mean, the respondents are probably
functioning effectively both intellectually and socially; 1if
the majority of scores are below the mean the respondents are
probably experiencing difficulties in interpersonal adjust-
ment., Averages for the 26 dietitlans were above the mean
in eleven of the eighteen characteristics. None of the

Scales deviated greatly from the standard score of 50.
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Class I - Measures of Poise, Ascendancy, Self-Assurance and

Interpersonal Adequacy.--Dietitians were generally below the

mean in Class I - Measures of Polse, Ascendancy, Self-
Assurance and Interpersonal Adequacy (Figure 7). In indi-
vidual characteristics dietitlians were below the mean in
capacity for status, socilabllity, social presence and sense
of well-belng; they were above the mean in measures of domi-
nance and self-acceptance.

Class II - Measures of Achievement, Potential and Intellec-

tual Efficiency.--Dietitians were above average for two of

the three scales 1in Class II - Measures of Achievement,
Potential and Intellectual Efficiency. The two factors
above average were achlevement via conformance and achleve-
ment via independence. The third factor of intellectual
efficlency was below the mean.

Class III - Measures of Socialization, Maturity, Responsi-

bility, and Intrapersonal Structuring of Values.--In Class

III dietitians were generally above the mean. For individual
scales, they were above the mean for responsibility, soclal-
ization, self-control, good impression, and communality.

The only factor below average was tolerance.

Class IV - Measures of Intellectual and Interest Modes.--In

Class IV dietitians were above average in psychological-
mindedness and feminlnity. They were below average in

flexibility.
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Figure 7.--Comparison of personallity characteristics of
26 dietitians with female college and high school students
based on the California Psychological Inventory.1 Solid
lines connect discrete variables consisting of the following
characteristics:

Class 1.

Class 2.

Class 3.

Class 4.

Measures of poise, ascendancy, self-assurance
and inter-personal adequacy

Do Dominance

Cs Capacity for status
Sy Sociability

Sp Social presence

Sa Self-acceptance

Wb Sense of well-being

Measures of achievement potential and intel-
lectual efficiency

Ac Achievement via conformance
Al Achievement via independence
Ie Intellectual efficiency

Measures of soclalization, maturity, respon-
sibility and intra-personal structuring of
values

Re Responsibility
So Socialization
Sc Self-control

To Tolerance

Gi Good impression
Cm Communality

Measures of intellectual and interest modes

Py Psychological-mindedness
Fx Flexibility
Fe Femininity

1

Gough, op. cit.
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Comparison of Dietitians with High
School and College Students

Personality characteristics were also compared with
standard scores of college and high school females.
Although all but one of the respondents were college grad-
uates, other factors, including age and the fact that the
dietitians are no longer college students, must be con-
sidered. In all factors, the group of dietitians scored
higher than female high school students. The dietitlans
were similar to the female college students on the scales
of dominance and communality. Dietitians scored higher for
self-acceptance, socialization, self-control, good impres-
sion, achievement via conformance, psychological-mindedness,
and femininity; and lower on scores of capacity for status,
soclability, sense of well-belng, responsibility, tolerance,
achievement via independence, intellectual efficlency, and
flexibility.
Relation Between CPI Characteristics
and Biographlcal Data

Biographical Data of dietitlans, including route to ADA
membership and previous professional experience were related
to California Personality Inventory characteristics by
analysis of varilance.

ADA Membership.--When personality characteristics of dleti-

tians who had an internship, dietitians with three years

supervised experience, or dietitians who were not ellgible
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for ADA membership were compared, significant differences
exlsted for soclal presence, sense of well-being, achleve-
ment via conformance, intellectual efficiency, and
psychological-mindedness (Table 20). Trends were noted for
the factors soclabillty, responsibility, and communality.
Dietitians not eligible for ADA membership were highest
scoring for all of the above factors. For all factors but
psychological-mindedness, the group of dletitians who had

a dietetic internship scored higher than the dietitians who
had three years of supervised experience. Four of these
factors, soclability, social presence, sense of well-belng,
and intellectual efficiency, were the four lowest charac-
teristics for all dietitians.

Previous Work Experience.--The California Psychological

Inventory did not differ among dletitians with different

previous work experlences.

The Dietitian Who Contributes to Decision-
Making on the Health Team

The two most effective diletitians in each of the five
indices were selected for further study of thelr personal
data and personality profile (Table 21). Potentially ten
dietitians could have been selected, but some dletitians
were high in more than one index. For example, one dleti-
tian was one of the two highest contributors on all the
indices but diet instruction. As a consequence profiles
of six dletitians are presented rather than ten. The two

dietitians highest in diet instruction were from the same
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TABLE 20.--Personality characteristics of 26 dietitians with
different ADA qualifying experiences.

Intern- Supervised Eligigle Signif-
ship Experience for ADA icance
Average Standard Score2
Sociability + ig’g + ig’g + 69‘? Tr.
46.6 4o.8 60.8 %
Social Presence +10.1 + 14.2 + 9.0
Sense of Well- 4L8.6 4o.o 57.5 %
Being + 10.5 + 8.1 + 6.8
Responsibility + 5%'2 + 22.8 + Sg'g Tr.
Communality + sg.g + ig'g + 5;’3 Tr.
Achievement via 53.2 46.4 59.8 %
Conformance + 8.3 + 4.6 + 3.0
Intellectual 47.8 38.6 58.5 *
Efficiency + 10.6 + 15.8 + 5.7
Psychological- 50.1 54.8 63.5 %
Mindedness + 7.0 + 11.6 + 3.3
Number 1in Each
Category 17 5 4
*
1Indication of F-test values: 0.01 < P< 0.05; Tr.
0.05 < P < 0.10. -
2

Determined by California Psychological Inventory.
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hospital in which policy allowed dietitlans routilnely to

instruct patients without a physician's order.

Biographical Data

Five of the six dietitians were therapeutic dietitians
who spent 90 percent or more of their time in therapeutic
activities; one was a chief dietitian who spent 75 percent
of her time with therapeutic duties. All were members of
the American Dietetic Association except for one who was in
a three year supervised experience to qualify for ADA. Of
particular note was that of the five dietitians who were ADA
members, three had been in a three year supervised experil-
ence. These three dietitians plus the student dietitian
represented four of the six contributing dietitians who
qualified or are presently qualifylng for ADA by three years
experience. The remaining two dietitians had dietetic
internships. Four of the dletitians had a combination of
administrative and therapeutic dietetics in their present
and previous work experiences. One dietitian was in her
first position. Neither age nor number of years of profes-
sional experience seemed to be a contributing factor; age
ranged from 23 to 55, and the years of professional experi-
ence ranéed from one to twenty years. Continulng educatlon
hours ranged from 0 to 75 hours. Continuing education
sought prior to registratlion was similar to that sought by

the entire group. Most frequent were reading professional
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Journals and attending meetings to increase professional

skills.

California Psychological Inventory

The six most contributling dietitians were all higher
than the average for all dietitians in dominance, capacity
for status, socilability, social presence, and self-
acceptance. They were frequently higher for responsibility,
tolerance, communality, psychological-mindedness, but often
lower 1in soclalization, self-control and good impression.
Similar traits included sense of well-being, achievement via
conformance, achlievement via independence, intellectual

efficiency, flexibility, and femininity.

Competences Needed by Dietitilans
on the Health Team

Dietitian's Proficilency
in Competences

A 1ist of competences that were hypothesized to be
important for dietitians on the health team were rated by
26 dietitians. The dietitians' self-description of pro-
ficiency in the various competences 1s presented 1n

Figure 8.

Importance of Competences
In addition to self-description of competences, dietl-
tians rated the importance of these skills for a dietitian

on the health team (Figure 8). The ordering of importance
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Figure 8.--Comparison of dietitians' perceived profi-
ciency (0—=@) with importance (0---0) of competences for
dietitians on the health team. Solid and dashed lines con-
nect discrete variables. Ratings indicate relative profi-
ciency and importance of competences, as rated by 26
dietitians. Proficiency ratings (0—e) of 24 competences
were measured and divided into three equal groups from the
lowest, (A) to the highest, (C).

Part A 1ncludes competences 1n which dietitians are least
proficient: evaluates research findings in the scilences;
understands relationship between nutrient intake, structure
and function of the body at various stages of 1life; under-
stands abnormalities in structure and function during
disease; understands relation between food and drugs; recog-
nizes relation between hereditary and environmental factors
in structure and regulatory functions; recognizes 1life styles
of groups and individuals; knows laws and regulatory agencies
related to food quality and safety; integrates blologlcal and
social sciences into a comprehensive concept of human nutri-
tion.

Part B includes competences 1n which dietitians are interme-
diate in proficiency: understands interpretation of labora-
tory data; analyzes physical and chemical changes in food
during storage, preservation and preparation; understands
structure, processes and functioning of various systems of
the human body; understands relationship between nutrient
intake, structure and function of the body during disease;
uses knowledge of socio-economic, cultural and ethnic status
in designing dietary plans; understands process of managing
human, material and financial resources; understands prin-
ciples of education; and understands soclal needs, attitudes,
concerns and hablits.

Part C includes competences in which dietitlians are most pro-
ficient: knows methods of obtaining dietary histories; knows
nutrient recommendations for individuals in various environ-
ments and stages of 1life; knows methods of interviewlng
patients; recognizes uniqueness and depth of food attitudes
and habits; 1dentifies changes in food intake necessary for
treating disease; understands technical operations involved
in production, distribution and service of food; knows food
standards and factors affecting food quality; uses food com-
position knowledge in designing dletary plans.
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of these competences begin with the least important:
"heredity environmental factors", "change in food", "food
laws", "life style", "research", "management", "social
needs", "biology and soclal science", "drugs", "laboratory
tests", "food standards", "nutrient intake health", "tech-
nical operation", "education", "disease structure", "physi-
ology anatomy", "dietary history", "nutrient recommenda-
tions", "soclo-economic status", "food attitudes", "inter-
view", "nutrient intake 1llness", "food composition", and
"food intake", with the latter being the most important.
Comparison of Proficlency and
Importance of Competences

The ratings of importance of all competences for a
dietitlan on the health team were higher than the self-
ratings of proficiency with six exceptions. Five compe-
tences were similar in rating of importance and self-
proficiency: "technlcal operations", "food standards",
"heredity environmental factors", "life style", and "food
laws". The importance of analyzing chemical and physical
changes 1n food during processing, etc., was rated lower
than the self-proficiency, suggesting that a dietitian on
the health team may not need as much background in thls area
of competence as dletitlans presently have.

Generally, competences which dietitians rated as most
important for dietitians on the health team were also those

in which they were most proficient (Figure 8). Two
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competences, "technical operations" and "food standards",
were rated among the highest proficiencies, although their
importance for health team dletitians was not as high as
other competences in group C.

Wide discrepancles were noted between proficiency and
importance of competences in Figures 8A and 8B, suggesting
that certain competences in which dietitians perceived them-
selves as least competent were those which they considered
most important for dietitlians on the health team. Wide
differences were observed for the followlng competences:
"nutrient intake health", "disease structure", "drugs",
"physiology anatomy", "nutrient intake 1illness", and "socilo-
economic status".

Differences Between Dletltians with
an Internship and Diletitians with
Three Years Supervised Experilence

All competences listed in Figure 8 were evaluated to
determine differences between dietitians with an internship
and dietitlians with three years supervised experilence 1n
relation to their self-perceptions of proficiency and impor-
tance of competences for health team dietitians.

Figure 9 iilustrates only competences for which there
were statistlical differences between dietitlans with an
internship and dietitians with three years supervised
experience for elther self-description or importance of
these competences. Comparison of Figures 8 and 9 shows

greater differences between these two groups of dletitians
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Figure 9.--Comparison of dietitians with an internshilp
or three years supervised experlence 1n relation to thelr
percelived proficlency and importance of competences for
dietitilans on the health team. Ratings indicate relative
proficiency and importance of competences, as rated by 26
dletitians.

Part A includes competences in which the total group of die-
titians are least proficient: evaluates research findings
in the sclences; understands relationship between nutrient
intake, structure and function of the body at various stages
of 1life; understands abnormalities in structure and function
during disease; understands relation between food and drugs;
recognizes relation between hereditary and environmental
factors in structure and regulatory functions; recognizes
life styles of groups and indlviduals; knows laws and regu-
latory agencies related to food quality and safety.

Part B includes competences 1n whilch the total group of die-
titians were intermediate in proficiency: understands inter-
pretation of laboratory data; analyzes physical and chemical
changes in food during storage, preservation and preparation;
understands structure, processes and functioning of wvarious
systems of the human body; understands relationship between
nutrient intake, structure and function of the body during
disease; uses knowledge of socio-economic, cultural and eth-
nic status 1n designing dletary plans.

Part C includes competences in which the total group of die-
titlans were most proficient: knows methods of obtaining
dietary histories; recognizes uniqueness and depth of food
attitudes and habits; identifles changes in food intake nec-
essary for treating disease; and knows food standards and
factors affecting food quality.




123

pI0opuniS
poo4

S3ON313dN0D

LLILTE sou|y|
oou| spRNLIY K10i81H J1wou0d3 2 L] kwojouy oyoju| pooy sise)
poo4 poo4 Kioyeyq -01208 eLINN ‘Abojoishyd ui sebuoy) Ki04040Qq0
T v o X 1 Mo1
= = oo 2 AN3A
2 i &5 5 < mo1
i = i 2 - wniaaw
o #9uDyJodw| - 99UBII0dX PISIAIAANG E “HOH
0 8 A9u9191)0.4 - 90Ud1I0dXD PISIAIGANG _HEEEEE
92uojsodw| - diysusejuj l
A2U8191)01d - diysuIdu)| D
8104904 YiooH
104uUsWIU0IIAU] [ JLIELFIT Mo
smD pood olkiS 911 Kioppeioy 0800810 WeIINN
I 120 MO
W > A¥3A
5 {mon
-1 NNIG3N

HOIH

SONILVY



124

in skills which dietitians self-rated themselves as least
competent (Figure 8A) than for skills in which they were
more competent (Figures 8B and 8C). Except for "dietary
history", dietitians with an internship rated themselves
more proficient than dietitians with three years supervised
experlence.

In rating the importance of competences, dletitilans
with an internship rated "heredity environmental factors",
"food laws", and "changes in food" higher in importance than
the dietitian who had three years supervised experience.

Comparisons between self-description and importance of
a competence for a dietitlan on the health team show that
frequently there were greater differences for dietiltians
with three years supervised experience than dietitians with

an internship.

Dietitians' Responsibilities

Dietitians reported current responsibilities which they
presently do; these were compared with dutles for which they
should be responsible and theilr perceptions of whether phy-

sicians would assign these responsibilities to diletitilans.

Current Responsibilities of Dietitians

Responsibilities are arranged in Figure 10 in order of
the percentage of respondents who perform these duties. The
seven responsibilities least often performed by dietitilans

are presented in Figure 10. Three of these seven dutles,
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Figure 10.--Dietitian's perception of her responsibili-
ties. Responsibilities include those she does, thinks she
should do, and those she percelves the physician feels she
should do. Responsibilities were grouped according to the
percent of 26 dietitians who presently (white bar) perform
the responsibilities from the smallest percent, (A) to the
largest, (C).
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attending ward rounds, prescribing diets, and making deci-
sions on the health team further reflected the small contri-
bution ﬁade by dietitians to selected activities in
decision-making on the health team, discussed in a previous
section.

The six duties most frequently performed by dietltians
appear 1n Figure 10. The responsibility of providing dietary
instruction supported earlier findings of the high contribu-
tion dietitians made in diet instruction to decision-making
on the health team.

Dietitlans Who Feel They Should Be
Responsible for Duties

Dietitians stated which of these responsibilities they
should perform. There was little discrepancy between the
actual and ideal dutiles for the six most frequently per-
formed (Figure 10). Greater differences were observed for
several responsibllities in Figures 10A and 10B, which
represented the lower two-thirds of percentage frequency 1n
activity.

Dietitian's Perceptlion of Whether
Physicians Would Assign Responsi-
bility to Dietitian

Dietltians also described theilr perceptions of what
they thought physiclans felt they should do. Again, little
difference was noted for the silx most frequently performed
dﬁties. In certain duties generally related to kitchen

operations, the dietitian perceived physicians as belleving
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the dietitian should perform these duties much more fre-
quently than she does or thinks she should doj; these
included supervising food preparation, tallying food serv-
ices, supervising tray service and nourishments. For other
duties dletitians described the physiclans' thoughts and
thelr own thoughts similarly with regard to the dietitians
ideally doing the Job; these responsibilities included:
making decisions on the health team, preparing dlet histo-
ries, writing the diet manual, charting dietary progress,
and wrilting special dlets.
Responsibilities and Qualifying
Experience for ADA Membership

Eighty percent of the dletitlians with an internship
experience believed physiclans felt dietitlans should pre-
scribe dilets, but only 40 percent of the dietitians who

followed a three year program agreed to this belief.

Part B. Physicians' Study

Of the 130 questionnaires sent to physicians, 91 were
returned; 54 came from physicians who had been nominated by

dietitians, and 37, from those selected randomly.

Description of Physiclans

Eighty-two physicians returning the questionnaire were
either full-time general practitioners or practiced a

specialty full-time (Table 22).
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TABLE 22.--Return response of nominated and randomly
selected physicians in relation to their type
of practice.

M.D.'s

M.D.'s Total
Type of Nominatedl 22?22?;%2 M.D.'s
Practice Con- Re- Con- Re- Con- Re-

tacted sponded tacted sponded tacted sponded

Full-time GP
or Full-time 58 49 55 34 113 83
Specialty

GP With Some
Specilalty 1 1 5 2 6 3
Practice

Intern 0 0 0 0 0 0

Resident
or Fellow

Other Full-
time Staff
in Hospital
Service

Full-time
Medical
School
Faculty

Administra-

tive 1 1 1 1 2 2
Medicine

Not Listed 3 2 0 0 3 2

TOTAL 65 54 65 38 130 92

1During interview of dietitian.

2Fr'om American Medical Directory.
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A large portion of physicians nominated by dietitians
had a primary specialty of internal medicine (Table 23).
Next most frequently occurring was the general surgery
group and general practitioners. These were also the three
largest areas 1n the group selected randomly.

Of the 130 physicians contacted, 97 did not have a
secondary speclalty. The 20 physicians nominated by the
dietitian that had a secondary specialty listed cardio-
vascular disease or internal medicine most frequently.
Thirteen randomly selected physicians most often listed
cardiovascular disease or general surgery as thelr second-

ary speclalty.

Use of Diet Therapy

Sixty of the 92 physiclans returning the questionnaire
stated they used diet therapy routinely as part of total
patient care (Table 24).

Preferred Method for Ordering
Diet Changes

Physiclans were asked the method they preferred for
ordering dilet changes on the assumption that an "ideal"
dietitian (Table 25) was accessible. Twenty-seven thought
the dietitian could modify the doctors' diet change. Twenty-

two sald the dietitian should make the diet change.
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TABLE 23.--Number of physicians responding to questionnailre
in relationship to primary specialization.

M.D.'s
M.D.'s Total
Primary Nominatedl gg?gg?igg M.D.'s
Specialty Con- Re- Con- Re- Con- Re-
tacted sponded tacted sponded tacted sponded

Allergy 4 b b by
Cardiovascular
Disease 2 2 ‘ 2 2
Colon & Rectal
Surgery 2 2 2 2
General
Practloe 6 5 18 11 24 16
General Surgery 11 6 11 7 22 13
Internal
Medicine 27 24 15 9 42 33
Neurological
Surgery 1 0 1 0
Neurology 1 0 1 0
Obstetrics &
Gynecology 5 5 5 5
Orthopedic
Surgery 2 2 10 4 12 6
Pathology 1 1
Pediatrics 3 3
Radilology 1 1 1 1
Thoracic
Surgery 1 1 1 0 2 1
Urology 3 1 3 1
Unspecified
(retired, not
in practice, 1 1 1 1
not specified)
Other 2 1 2
Not Listed 2 2 2
TOTAL 65 54 65 38 130 92

lDuring interview of dietitian.

2From American Medical Directory.
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TABLE 24.--Use of diet therapy as part of total patient care
by 72 physicians.1

'l

Number Percent of Total

Physician Uses Routinely 60 83
Physician Uses Sometimes y 6
Physician Does Not Use 8 11

1Twenty physicians did not respond to this question.

TABLE 25.--Eighty-one physicians' preferred procedure for
ordering diet changes 1f an "ideal" diletitian
were accessible.

Diet Changes Made By: Number Percent of Total
Physician 11 14
Physician, upon Consultation 19 23

with Diletitian

Physician, with Dletitian

Modifying Diet Subject to 27 33
Approval by Physician
Dietitian, with Approval from 2o 27
Physician
Other 2 3

1Eleven physicians did not respond to this question.

Competences for "Ideal" Dietitian

Competences of the "ideal" dietitian who participates
in ordering diets the way physlcians suggested were rated
by all physicians (Table 26). The most important compe-
tences included: '"utilizes food composition knowledge",
"utilizes nutrient recommendations", "assures patients'

satisfaction", "uses communlcation skills", "understands
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TABLE 26.--Physicians' ratings of importance (very impor-
tant, somewhat important, of little importance)
of certaln competences for the dietitian.

1
Utilizes knowl-  M.D.'s Sgigét:d Total Signif-
]
edge of Nominated Randomly? M.D.'s icance

Numerical Rating of Importance“

Nutrient 2.61 2.39 2.52

Recommendations + 765 + 1.17 + .95 N.S
Food 2.63 2.39 2.53 N.S
Composition + .76 + 1.17 + .95 :
Socio-Economic 2.44 2.13 2.32 N.S
Status + .79 + 1.17 + .97 )

2.50 2.03 2.30 *
Diet History + .82 + 1.15 + .99

2.63 2.18 2.45 "
Communication + .85 +1.20 +1.03
Physiology and 2.24 1.97 2.13 N.S
Anatomy + .82 + 1.22 + 1.01 e
Heredity/ 1.93 1.61 1.79 N.S
Environment + .82 + 1.15 + .98 e
Food Intake 2.46 2.05 2.29 Tp
in Disease + .84 + 1.23 + 1.03 ’
Nutrition and 2.11 1.61 1.90 *
Drug Therapy + .86 + 1.13 + 1.01
Abnormal Data for  2.44 1.87 2.21 %%
Diet Changes + .84 + 1.19 + 1.03
Research 2.00 1.89 1.96 N.S
Findings + 1.06 + 1.16 + 1.10 e
Goals of Health 2.61 2.13 2.41 3
Team Members + .83 + 1.26 + 1.05
Manages 2.17 1.97 2.09 N.S
Resources + 1.00 + 1.20 + 1.09 e
Processes 2.41 2.18 2.32 N.S
Affecting Food + .86 +1.25 + 1.04 )
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TABLE 26.--Continued.

1
Utilizes knowl- M.D.'s 1 SgigétZd Total Signif§
1

edge of Nominated Randomly?2 M.D.'s icance
2.19 1.87 2.05

Food Laws + .93 +1.19 + 1.05 N.S.
2.26 2.05 2.17

Food Service + 9l + 1.23 +1.07 N.S

Assuring

Patient's +2.g% + i.g% + i.gﬁ Tr.

Satisfaction - ° - = -

Number of

Respondents 54 38 92

1

By dietitian durilng interview.

2Fr-om American Medical Directory.

* % %
3Based on F-test value: P <0.01; 0.01 <P < 0.05;
Tr. 0.05 P 0.10; N.S. = non-significant.

uAverage of the following responses: 3 = Very Impor-
tant; 2 = Somewhat Important; 1 = Of Little Importance.

5Standard deviation.
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goals of health team", and "understands effects of food
processing". The least important were "manages resources",
"knows food laws", "appllies research findings", "modifies
food intake 1in disease", and "understands heredity and
environmental factors".

Physicians nominated by dietitians rated the compe-
tences "uses communication skills", "understands goals of
health team", "obtains diet history", "applies abnormal
data to diet changes", and "modiflies food intake in disease"

more important than physicians randomly selected.

Competences and Use of Diet Therapy

The use of dlet therapy by the physicians as a part
of total patient care seemed to be related to several of the
competences which physicians rated for dietitians (Table 27).
Significant differences were noted for "nutrient recommenda-
tions", "food composition", "communications", "heredity and
environmental factors", "food intake in disease", "goals of
health team", and "effects of food processing"”". 1In all cases
physicians who used dlet therapy routinely rated the compe-
tences as more important than physicians who did not use
diet therapy. The physicians who sometimes used dlet therapy
usually rated the competences higher than those who routinely
used diet therapy, except for "communication", "food intake

in disease", and "manages resources".
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TABLE 27.--Importance ratings by physicians of "ideal" die-
titlan's competences in relationship to physi-
clans' use of diet therapy as part of total

patient care.

Utilizes Knowl- Uses Diet Therapy
edge of Yes Sometimes No

Significancel

Numerical Rating of Importance2

Nutrient 2.83 3.00 2.22 %%
Recommendations + .383 .00 1.30
Food 2.82 3.00 2.00 ‘x
Composition + .39 .00 1.22
Socio-Economic 2.55 2.75 2.22 N.S
Status + .59 .50 1.30 .
2.59 2.50 2.11
Diet History + .55 .58 1.36 N.S
2.82 2.50 2.11 * %
Communications + .9 .58 1.27
Physiology and 2.38 3.00 2.11 N.S
Anatomy + .74 .00 1.27 ’
Heredity/ 2.00 2.50 1.33 *
Environment + .76 1.00 1.12
Food Intake 2.65 2.50 1.78 *%
in Disease + .67 .58 1.09
Nutrition and 2.12 2.25 1.44 Tp
Drug Therapy + .81 .50 1.13 )
Abnormal Data for  2.47 2.75 1.89 Tp
Diet Changes + .68 .50 1.45 )
Research 2.26 2.25 1.56 N.S
Findings + .97 .50 1.01 ’
Goals of Health 2.68 2.75 2.00 *
Team Members + .71 .50 1.22
Resource 2.30 2.25 1.56 Tp
Management + .88 .96 1.13 )
Processes 2.59 3.00 1.44 -
Affecting Food + .68 .82 1.13
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TABLE 27.--Continued.

cage of T Yes Somtmes ly  Sientficancel
Food Laws ;:gf 2:32 %:gg N.S.
Food Service i2:33 z:gg }:gg *
Patient s R 2.15 .56 x
Satisfaction - . .
Respondents 66 : 9

1

* % *
Based on F-test value: P < 0.01; 0.01 <P < 0.05;
Tr. 0.05 < P < 0.10; N.S. = non=-significant.
2Average of the following responses: 3 = Very Impor-
tant; 2 = Somewhat Important; 1 = Of Little Importance.

3Standard deviation.
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Competences and Dlet Order Changes

The method preferred for changing the patient's diet
order after admission did not reflect the physician's rating
of competences important for "i1deal" dietitians who would
participate as the physician had indicated. The two excep-
tions included "obtains diet history", which 1s rated most
important by physiclans who feel the doctor should order the
diet, with modifications by the dietitian. The lowest rat-
ing of importance was by the group of physicians who felt
that the doctor should order the dlet after consulting with
the dietitlan. Physilclans who felt diet orders should be
made by the doctor with no interaction with the dietitian
rated the competence "manages resources" highest of all
groups; lowest was the group who stated that dietitians
should be consulted prior to the phyéicians' ordering a

change in diet.

Physiclans' Comments

In addition to objective sections of the questionnaire,
35 physicians provided additional comments. The following
comments summarize comments made by physicians.

Dietitians must be aggressive, involved and encour-
aging in their 1nstitutions.

I feel today's diletitian 1s nothing more than a high
class cook. The future dietitian will be more of a
chemlist and physlologlist. Instead of using terms
such as carbohydrate, fat, protein, it will be nec-
essary to be more specific in use of such terms as
amino acids, linolenic acid, fructose and sucrose.
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I feel that the more opportunity the dietitian
has to work with the individual patlent, the
more influence that good diet will have on con-
structive patient management.

Dietitians should practice more common sense.

I regularly invite the hospital diletitians to
take part in weekly clinical conferences where
all aspects of cancer patient care is reviewed.
The dletitians make good use of and contribute
well to this conference.

Dietitians should be available for clinical
rounds and should be a part of all teachilng
rounds as well.

Good communications among all members of the
therapeutic team is vital.

We need further work on standardization of diet
nomenclature.

Dietitians should, above all else, see to it that
food 1s prepared and served in a palatable
fashion.

Too few dletitians seem to understand what the
doctor 1s trying to achieve. There should be
more clinical orientation so that the dietitians
can Intelligently review a chart.

I feel the dletitian 1s an important member of
the health team with much to contribute in con-
sultation with other team members in dellvering
nutritional therapy and maintenance.

Dlscussion and Summary

The stated purposes of this research were:

to determine the present and 1deal role of hospital die-
titians;

to determine skills and competences which dietitians
need to function as a contributing health team member;
and
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3. to elucidate characteristics of successful dietitians
who contribute to care of the patilent.

The following discussion 1s presented on the premise
that the above stated purposes are not separate entities and
unrelated to each other. Identifying general and specific
roles of hospital dietitlans helps to determine competences
that are needed by dietitians to fulfill these roles and
responsibllities. Elucldating characteristics of dieti-
tlans who are successful contributors to health team care
of patients may suggest other characteristics, in addition
to skills and competences, which may be important for dieti-

tians on the health team.

Roles of Hospiltal Dietitians

Disagreement between present and l1deal roles was evi-
dent when five groups of participants were asked to describe
the function of the dietary department in Phase I. Not
only did the groups of hospital administrators, chiefs of
staff, directors of nursing, dietary department heads, and
dletitians view the 1deal function differently, but present
functlon was also conflicting. Hospital administrators were
most optimistiec 1n thelr description of the dietary depart-
ment belng at a decision-making level on the health team;
chiefs of staff were least optimistic. The low percentage
of chiefs of staff who felt that dietary departments should

be at a decilsion-making level possibly reflects the
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physician's typilcal reaction of not wanting to relinquish
authority. It may further exemplify his present opinion of
the limited contributions a dietary department makes to the
care of the patient; or it may be the chiefs' of staff
genulne lack of information about the potential contribution
of the dietitlian. Chilefs of staff may not be representative
of all physiclans, but the authority of their position may
influence contributions a diletary department would be
allowed to make by determining hospital dietary policiles.
The directors' of nursing enthusiastic support of greater
participation by the dietary department in health team
decision-making contradlcted observation by Burling et al.

1 The

of conflict between the nursing and dietary staff.
director of nursing may visualize an increased participa-
tion of the dietary department in decision-making as a

change 1n hospital policy which could enhance the level of
responsibility in her area of nursing. Since the question-
nailre asked about the dletary department rather than the
dletitian, implications for the dietitian's role in decision-
making are limited to the extent to which dietitians
represent to other team members the dletary department; in
most hospltals, dietlitians are the primary professional

spokesmen to other health professions for the dietary

department, even if they are not heads of the departments.

lBurling et al., op. cit.
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Dietitlans stated conflict between the actual and ideal role
of the dietary department to such an extent that one specu-
lates that thelr individual present roles contradicted their
perception of an 1deal role for a dietitian.

In Phase I dietitians differentiated between responsi-
bilities which required their unique competences and those
which should be performed by someone else. Generally die-
titians felt that therapeutlic activities such as determining
dietary histories should be performed by them; administra-
tive activities such as supervising tray service should be
performed by someone else.

In Phase II, dietitians rated several responsibilities
which they performed and which they felt they should perform.
There were certain responsibilities which, with little doubt,
belonged to the dietitlan, according to both dietitians in
Phase II and chlefs of staff from Phase I. These dutiles
include writing menus with patients, determining food likes,
and Iinstructing patients; these were presently being per-
formed by the dietitlian. The high contribution by dleti-
tians to making decisions for dilet instructilion reinforces
the fact that diet instruction 1s apparently a responsibil-
ity that has been delegated to the dietitian. Physicians'
comments in Phase II also emphasize the function of dietary
instruction for dietitians.

Some duties, which the dietitians are and feel they

should be doing, but were not listed in the chief's of
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staff questionnalre, are visiting patients, calculating
special diets, and consulting the nurse regarding dietary
problems.

There were several duties for which dietitians 1n
Phase II felt they should be more responsible than they
are presently: supervising food preparation, attending
ward rounds, prescribing special diets, attending medical
conferences, following patients upon release from the
hospital, making decisions on the health team, preparing
dietary histories, writing the dletary manual, charting
dietary progress, and consulting the physician. Except
for the first responsibility listed, these duties are
patient-oriented. Thelr perceptions of the physiclans'
assignment of these dutles suggest that physiclans are not
as enthusiastlic in assigning these duties to dietitians as
dietitians think they should be, especially for duties
related directly to patient care. However, evaluation of
Job assignments by chiefs of staff in Phase I showed that
chiefs of staff assigned these duties to dietitilans,
except for attending ward rounds and charting dletary
progress, much more frequently than what dietitians belileved
they would. Frequently the chief of staff d4id not assign
the responsibility to the "dietitlan alone", but involved
the dietitian with other health personnel in fulfilling the
responsibility. Carroll noted that status cannot be

demanded; it must be earned by performance, and dietitlans,
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members of a young profession compared to professions of
law, theology, and medicine, are often impatient for recog-
nition.1
General agreement on how diets should be ordered was
noted among chiefs of staff, and dietitians in Phase I, in
that both groups of respondents felt the doctor should make
the diet order, subsequent to consultation with the dieti-
tian. Physicians in Phase II most often stated that diet
order changes should be made by the physician with modifi-
cations made by the "ideal" dietitian. The next preference
was that diet order changes be made by dietitians.
Dietitians easily and readily nominated physicians
whom they described as having a positive attitude towards
dietitians' contribution to health team care. However,
physicians whom diletitlans perceived as having negative
attitudes were few. Hesitation may be attributed to:
1) the dletitian's not wishing to be negative; 2) there were
not many physiclans with negative attitudes towards dietl-
tians; or 3) lack of contact with the vast majority of
physicians. As a consequence, the dietitian would not
know many of the physicians on the staff well enough to
identify their attitudes towards dietltians participating

on the health team.

ls. C. Carroll, 1959, Status of dietitlians in the
hospital, J. Amer. Dietet. Assoc., 35:1027-1031.
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Dietitians selected three groups of physicians most
frequently: general practitioners, general surgeons, and
internal medicine specialists; however, these were also the
most frequently occurring M.D.'s in the random 1list. The
few physicians receiving negative nominations were fre-
quently those whose specialty, such as allergy or colon
and rectal disease, may reflect unappetizing diets which
these physiclans often ordered for treatment in their
specialty. Patlents may have expressed dissatisfaction to
the physician, who projected negative feellngs towards the

dietitian.

Competences Needed by Dietitians

In Phase II dietitians rated themselves highly pro-
ficient in "diet history", "nutrient recommendations",
"interview", "food attitudes", "food intake", "technical
operations", "food standards", and "food composition”.
Importance of competences for dietitians on the health team
was highest for the above competences excluding "technical
operations" and "food standards", and including the addi-
tional competences of an "understanding of dietary modifi-
cations during 1llness", and "knowledge of social and
cultural factors".

Physicilans rated the following competences most impor-
tant for the "ideal" dietitian: "utilizes food composition

knowledge", "utllizes nutrient recommendations", "assures
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the patient's satisfaction”", "uses communication skills",
"understands goals of health team", and "understands effects
of food processing".

Different procedures preferred by physicians 1n order-
ing diets did not reflect different ratings of competences.

A factor which made a difference on physicians' rating
of competences was whether physiclians had been nominated by
the dlietltian or selected randomly. Frequently competences
were rated of higher 1mportance by nominated physicians than
by those selected randomly. In addition, physicians who
routinely used diet therapy rated several competences higher
in importance than those who did not routlnely use diet
therapy.

The previous experience of diletitians in Phase II sup-
ports the actuallty of a general education combining both
administrative and therapeutic dietetics, since most dileti-
tians not in thelr first position had dual work experilence.
This was cited as an advantage of general education for
dietitians1 although Mayer questlioned how a dietitian can
be both a generalist and specialist with speclalized

services to offer.2

lC. Florencio and D. Cederquist, op. cit.

2J. Mayer, op. cit.
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Characteristics of Successful Dietitilans
Who Contribute to Decision-Making on
the Health Team

The outstanding characteristic of the six most success-
ful dietitians as measured by contribution of dietitians to
decision-making in certain activities on the health team was
that four of the six dietitlans had qualified or were pres-
ently qualifying for ADA membership by the three year pre-
planned experience program. Perhaps these dietitians have
felt need to "prove" themselves, since prestige 1s usually
placed on the dietetic internship. The supervising dieti-
tians in the case of these four dietitians might have been
influential in developing the dietitians' abilities to
contribute on the health team. A third alternative would
be that the dietitian must have had endurance and a strong
desire to be an ADA member by completing the three-year
program.

There was great varlation in ages, number of continuing
education hours attained, and previous work experience.

It was hypothesized that there would be distinet dif-
ferences 1n personallty characteristics between the success-
ful group and the remaining dletitlans. Ross stated that
dietitians must be educated for:

adaptability, flexibility, creativity, self-rellance,

resourcefulness, steadfastness to human values, inter-

cultu{al understanding, and a concern for the common
good.

1M. L. Ross, 1970, The long view, J. Amer. Dietet.
Assoc., 56:295-298.
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However, no sharp differences were noted in any of the
eighteen personality characteristics.

One of the limitations of thils study was that hospital
policies unique to one hospital might restrict the dieti-
tian's activities. Without altering her personal character-
istics, a dietitian might contribute elther more or less to
decision-making on the health team if she were 1in another
hospital. Supportive of this 1s that two of the 11 hospitals
in Phase II each had two of the six dietitians who were most
successful in contributing to decislon-making on the health
team. One of these hospitals allowed dietitlans to provide
routine dietary instructions without a physicilan's order;
two of the four dietitilans from this hospital were most con-
tributing to decision-making for dietary instruction.
Specific policies which might influence the dietitian's
contribution in other hospitals with "successful" dieti-
tians were not 1identified.

The doctors' willingness, at least on paper, to relin-
guish some authority to dietitians 1in prescribing diet
changes raises the question of what conditlions would be
necessary before this would occur in actuality since compe-
tences of the "ideal" dietitian were not significantly dif-
ferent among groups of physicians who suggested different

levels of participation by the dietitian.



CHAPTER V

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Because of rising demands in health delivery systems,
all health professionals have been challenged to evaluate
thelr contributions and determine how utilization of all
health professions can be most efficlent and effective.

A facet of this challenge for the dietetic profession
is to determine the contribution hospital dietitians make to
the health team care of the patient. Although an ideal role
has often been suggested in which interaction among the die-
titian, physician, nurse, and other health professionals
occurs frequently and freely with an exchange of ideas, the
1deal role 1s rarely actuated. As Darley noted, the rank
and flle physicians and hospitals have apparently not been
convinced of the contributions health workers could make if
given more authority or included in the total health serv-
ices given by the physician to the patient.1

For the above reasons, this study was conducted to

determine the present and 1deal role of hospital dietilitians;

to eluclidate characteristics of successful dietitlians who

lDarley, op. cit.
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contribute to health care of the patient; and to determine
skills and competences which the dletitians need to function
as a contributing health team member.

The first phase included an evaluation of the actual
and 1deal function of the dietary department by hospital
administrators, chiefs of staff, directors of nursing,
dletary department heads, and dietitlans. Chiefs of staff
and dietitians further evaluated specific roles and respon-
sibilities of hospital dietitians.

The second phase included an interview with dietitians
from selected hospitals to evaluate the influence dietitians
had on the health care team in relation to personal back-
ground characteristics. Dietitians were also asked specific
questions about their educational preparation. Physicians
were contacted by a questionnaire to determine thelr feel-
ings about decision-making delegated to the dletitlian and

competences which dietitlans need.

Conclusions

Based on responses given by participants, the following
conclusions are related to the three stated objectives of

this study.
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Present and Ideal Role of
Hospital Dietitians

The present and ideal functions of the dletary depart-
ment were viewed differently by the administrators,
chlefs of staff, directors of nursing, dietary depart-
ment heads, and dietitians. Administrators were most
optimistic in their description of the dietary depart-
ment as a declision-maker on the health teamj; chiefs of
staff were least optimistic. All groups, except chiefs
of staff endorsed the i1dea that the dietary department
should be at a declision-making level.
Dietitians felt they should perform patient-oriented
activitles such as determining patient dietary histories
and not kitchen operations such as supervising food
preparation.
Responsibilities established as belonging to the dieti-
tian include writing menus with patients, determining
food likes, instructing patients, visiting patilents,
calculating special dlets, and consulting the nurse
regarding dietary problems.
Responsibilitles for which the dietitilian feels she
should become more involved include attending ward
rounds, preécribing speclal diets, attending medical
conferences, following patients on special diets after
release from the hospital, making decisions on the

health team, preparing dietary histories, writing the
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diet manual, charting dietary progress, writing special
diets, and consulting with the physician.

Chiefs of staff felt dietitlans should supervise food
preparation and tray service, record dietary progress,
and prepare dietary histories more than they do. Die-
titlans and doctors should instruct patlents regarding
thelr diet, and diletitlans, doctors, and nurses should
attend interdepartmental conferences and prepare the
dietary manual together.

Given the conditions of an "ideal" dietitlan, physi-
clans most often slad they felt diet changes should be

made by physicians, with modification by the dietitian.

Competences Needed by Health
Team Dietitians
Competences rated most 1mportant by the physician for
the "i1deal" dietitian include knowledge of food compo-
sition, nutrient recommendations, assuring patient's
satisfaction, communication, goals of health team, and
knowledge of effects of food processing.

Dietltians rated themselves highly proficient in knowl-

edge of obtaining diet history and interviews, nutrient

recommendations, food attitudes, food intake, technical
operations of the kitchen, food standards, and food
composition. All of the above competences were rated

important for diletitians on the health team except for
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technical operations and food standards. Additional
competences include an understanding of dietary modifi-
cations during illness and social and cultural factors.
Dietitians felt there was 1nadequate integration of
theory and applicatlon, especially in nutrition and
diet therapy.

Dietitians felt 1inadequately prepared in the specific
areas of diet therapy and communication skills; they
felt that more medical and blological sclences and
soclal and behavloral sciences were necessary.

There was a definite polarity between the importance of
courses for therapeutic specialists and administrative
speclalists. Dietitians in Phase II felt that dieti-
tians do not need to be equally trained in both admin-
1strative and therapeutic dletetics.

Although hospital administrators felt dietitians should
have more administrative courses, they believed that
hospital dietetics of the future would have more empha-

sis on therapeutic diletetics.

Characteristics of Dietitians Who Contribute
to Declslon-Making on the Health Team

Of the four activities in which dletitians' contribu-
tlons to decision-making on the health team were

measured, contribution to dietary instruction was much



154

greater than ordering diets at admission, ordering diet
changes, and attending medical rounds.

2. Nelther age, number of continuing education hours, nor
distinct differences in personality characteristics
seemed to be related to the contribution made by dleti-
tlans to health team care, measured by the Health Team
Contributlon Index. Four of the six most successful
dietitians had or were presently participating in a three
year supervised program in contrast to two dietitians
who had a dietetic internship. Four of the six had

worked in both administrative and therapeutlc dietetics.

Recommendations

The followlng recommendations are based on conclusilons
of this study. Integration among the three objectives is
reflected 1in relating dietitians' roles and characteristics
of successful health team dietitians to competences needed
by dietitians who function as contributing members of the

health team.

Present and Ideal Role of
Hospital Dletitians
1. Disagreement among health personnel's descriptions of
present and 1ldeal roles of hospltal dletary departments

and dietitlans 1s evidence of a need for better
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understanding of the contribution dietetics could make

at present and in the future.

Utilizing dietitians' comments and suggestions from the
literature, clarification of the roles of dietitlans and
dietary departments should occur during the profes-
sional's formal education. Ideally, students from
several fields, including dietetics, would together
participate in identifyling the contributions of their
specialtlies. In addition to clarifying the function of
dietitlans, this procedure might instill better coopera-

tion among health team members.

The 1deal role of the dletary department suggests goals
for the dletetic program. Most professionals felt
dietary departments should be at a decision-making
level on the health team. Dletetic curricula should
provide appropriate education so that dietitlans can be

leaders in thelr departments.

Since physiclans were especially reluctant to describe
the 1deal diletary department as a contributing decision-
maker to health team care, speclal attention could be
given to the "art of delegation" in medical schools.
Dietitlans' education should prepare them to perform
responsibilities well, assuming the responsibilities
require theilr professional expertise. Present respon-

sibilitles which she feels she should do include:
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writing menus with patients; determining food likes;
instructing patlents; visiting patients; calculating
special diets; and consulting the nurse regarding

patients' dietary problems.

In addition to present responsibilities, dietetic cur-
ricula should emphasize dutles which the dietitian feels
she should do, but presently does not. These include:
following-up patients with speclal diets upon release
from the hospital; making decisions on the health team;
preparing dietary histories; writing the diet manual,
charting dletary progress, writing specilal diets, and
consulting with the physiclan. This recommendation
assumes that, 1f a dletitlan can demonstrate great com-

petences, she may achieve the recognition that she seeks.

Competences Needed by Health
Team Dietitilans

Specific competences which have been rated as important
for dietitians by physicians and dietitians and should
be emphasized in a dietetic curriculum include: knowl-
edge of food composition; knowledge of nutrient recom-
mendations; ability to assure patilent's satisfaction;
communication skills; knowledge of health team goals;
knowledge of effects of processing on food; ability to
obtain dietary histories and interviews; understanding

food attitudes, and making needed changes 1n food intake.
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Emphasis should be given to competences in which dieti-
tians are not as proficient as they should be to con-
tribute to the health team. These include understanding
relationships between disease and structure, knowledge
of nutrient intake 1n 1llness and health, soclo-economic
considerations, physiology, anatomy, and relationship
between nutrients and drugs.

Based on dietitians' comments the dietetic program
should integrate formal classroom instruction with
practical experience rather than following the tradi-
tional plan of four years of didactics followed by a
fifth year of experience in the internship. Diet
therapy should occur earlier in the curriculum so that

greater integration with subsequent courses 1s possible.

Two areas of knowledge should be more emphasized in the
program. Dlet therapy should be more comprehensive,
with greater Inclusion of disease and its relationship
to diet. The second area, development of communication
skills, 1s very 1lmportant but presently lacking. Oppor-
tunity to practice the learned skill could occur in
other classes or 1n sultable settings during fleld expe-
rience. Communication skills should enable dletltians
to communicate wilth many groups of people, including
employees and physicians. Communication skills should

also enhance teaching skills.
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Dietitians' evaluations of theilr education and the

demands of their present positions suggest that the

following areas of preparation should form the basis of

the program for hospital dietitians, primarily in the

area of therapeutics.

A. Experilences which contribute to an understanding of
the physlcal and biological sciences.

The purposes of such preparation would be to provide

dietitians with an understanding of basic principles

which can be related to nutrition and food.

Courses providing such understandings include: inor-
ganic and organic chemistry, biochemistry, physiology,
and anatomy.
B. Experiences which contribute to an understanding of
the social and behavioral scilences.
The purposes of such background would be to provide
dietitians with an understanding of basic principles of
these sclences which can be related to dietary needs
such as trylng to understand the patient as a whole
individual, trying to establish rapport with the
patient, and teaching. Further, ability to motivate
other people and effect changes might be useful in
establishing better relations with other health profes-

sionals.
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Courses providing such background may be titled: com-
munication, psychology, socilology, education--including
adult education.
C. Experiences which provide the.dietitians with strong
competences 1n understanding nutritional needs of
the healthy and the 111.
Provided with an understanding of physical, blologilcal,
and social scilences, dietitians should be able to inte-
grate all facets of individual's social and physiologi-
cal needs into a comprehensive program of dietary care.
High competences in thls area should also encourage
greater self-confidence when working with the patient

and physician.

Courses providling such understanding are often titled:
human nutrition, diet therapy, patterns of food selec-
tion, food composition, cultural and social aspects of
food, and readings and research in nutrition and diet
therapy. The area of pharmacology would aid the dileti-
tian iIn understanding interaction between nutrients and
drugs, and knowledge of normal and abnormal physiological
levels would help the dletitian understand needs of the
patient.

D. Experiences which provide the dietitian with an

acquaintance of technical kitchen operations.
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This background would enable the therapeutic dletitian
to understand administrative components of the dietary

department.

A course providing such background 1s an introductory
course to food service systems.
E. Experiences which provide the dietitian with ability
to manage people, time, money, and other resources.
Such experlences would allow the dietitian to assume a
leadership role either among her colleagues, subordi-
nates such as dietary technicians, the entire dietary
department, or even at higher administrative levels in

the hospital.

Areas dealing with thils aspect include: personnel man-
agement, economlcs, management of resources, business,
cost analysis and systems analysis.

F. Experiences which contribute to an understanding of
the unique contributions dietitians make to the
health team and contributions made by other health
team members.

Such experience might lead to implementation of coopera-

tion and sharing among health team members.

Experlences might include common "core" courses, per-
haps involving the physical, biological, and soclologi-

cal courses. In additlion, student health teams should
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practice together, so that each can observe the other

and clarify the contribution of each profession.

Characteristlcs of Dletitians Who
Contribute to Decision-Making
on the Health Team

1. The small contribution dietitians make in ordering
admission diets, ordering dilet changes, and participat-
ing 1n medical rounds reinforces the need for providing
more team work during student preparation and providing
dletitians with competences and self—confidenée to con-
tribute at a declsion-making level on the health team.

2. A standardized personality evaluation could be developed
to provide useful information 1n counseling and selection
of prospective dietitlans on the basis of profilles
establlished by successful dietitians.

3. Since the extent of contribution to declsion-making on
the health team was not apparently related to personal
characteristics investigated in this study, pursuit of
other factors, such as role relationships, is recom-

mended.

Reflections

Upon reviewing thls study, several thoughts emerge
which require reflection. Although not based on the

research data, these 1deas were galned during the process of
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designing the study, developing the instruments, and col-
lecting data.

The first cognition 1s whether dietitians want to
change thelr roles, or 1is it easier and less disruptive to

maintain thelr status quo. In addition, 1f roles change,

what adjustments would dietitians personally need to make,
aside from the many other alterations that would need to
occur externally to dietitians. Or 1s 1t assumed that die-
titians have already the competences and motivation needed
and are waiting to capture any opportunity directed to
enhancing their status on the health team.

Another conslderation should be given to the reality
of trying to create a new role for dietitians through a
restructured program. When she graduates, what happens 1if
the role for which she was trailned does not exist? Does she
become frustrated and ultlimately leave hospital dietetics?
This becomes another Jjustification for health fields to
cooperate 1n clarifying health team roles. Clarification
should occur among the working professions as well as among
students in health careers.

In considering frustration of dietitians, the relation-
ship between the beginning dietitlian and her supervising
dietitlan may reflect confllct in the high number of con-
tinuing education hours the head or only dietitlians had
accumulated in contrast to the fewer hours the staff

dietitians had. Thils might be a reflection of the head
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dietitlans' aggressiveness, initiative, and enthusiasm for
self-improvement in a professional sense; on the other hand,
this differential may indicate increased opportunitiles and
flexibility the head dietitlan has to attend conventlons
and other meetings which provide continuing education hours.

In identifying the dietitians' present and ideal role
on the health team, one 1s faced with the 1ssue of how much
declsion-making should be allowed. Should the dletitian
ideally have Jjurisdiction over the patient's diet order?
In developing the questionnaire for the physicians, review
of the instrument with physicians showed that the decision
could not be only the dietitlans'. She could contribute at
many levels--from little contribution to actually making the
order--but all contribution was subject to the physician's
approval. If team effort and not complete decision-making
by the dietitian 1s the goal for health care, then dieti—
tlans should work in the team framework, and not feel that
their status 1s not high enough until they have complete
Jurlsdiction in such areas as ordering diets.

A similar case can be constructed for diet instruction.
The highest level of decision-making would be that the die-
titlan determines the extent of diet instructlon and pro-
ceeds accordingly, without the physician's specific consent.
Frequently dietitians who instruct routinely without initi-
ation from the doctor glibly provide dietary instructions

without checking with the doctor to see which medical goals
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should be incorporated into the dilet instructlon, consulting
with a social worker to determine social and economic needs
of the patlent, or the nurse to define dietary needs in
relation to nursing goals. In this instance, the dletitian
may be high in decision-making but has not contributed or
received from team effort and cooperation.

In interviewlng dietitians, the researcher was very
impressed by extreme differences in dietitians. There
was varlety in age, previous work experience, the way ADA
membership had been gained, educational background and
marital status. Surely a "typical" dietitian could not be
defined.

One concern noted was that there 1s some very good
talent among dletitlans who have a bachelor's degree in a
dietetic program, but who have not completed ADA requlrements
of qualifying experience. These dietitians, although fre-
quently doing the same work as ADA dietitians and 1dentified
by administrators as dletitians, are on a different pay
scale. In addition ADA makes 1t difficult for these dleti-
tians to complete the qualifying experience. Thils situation
may result eventually 1in a loss of excellent talent 1if these
dietitians become discouraged, unless the American Dietetlc
Association provides support to exploration of new channels

for meeting the experience qualification.
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Suggestions for Future Research

This study was initiated to evaluate present and ideal
needs of hospital dietitians for the purpose of developilng

a dletetic curriculum. Suggestions for future research

include:

1. Determining the physician's concept of "ideal" dietil-
tian.

2. Determining whether physicians would actually allow the
authority they indicate on paper, if dietitlians met their
"1deal" definition.

3. Establishing norms which would be useful in counseling
and selection of dietitians by administering the Cali-
fornia Psychological Inventory to a larger sample of
dietitians.

L., Determining who 1s most influential in defining the die-
titian's role in the hospital.

5. Elucidating relationships of dietitians with other
allied health workers such as nurses or medical tech-
nologists.

6. Evaluating which duties of a dietitian can be delegated
to someone else so that the dletitlan's time 1s avallable

for maximum utilization.
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November 9, 1970

Mr. John Smith, Administrator
Jones Memorial Hospital
Escanaba, Michigan 49829

Dear Mr. Smith:

As you may already know, the Department of Human Nutrition
and Foods (formerly Foods and Nutrition) at Michigan State
University and Michigan Hospiltal Assocliation are conducting
a study of the role of the hospital dietitian in the State
of Michigan. We appreclated very much your hospital's par-
ticipation in the first phase of our study, which included

a questionnaire sent to all Michigan hospitals. The data
provided a general description of the role of the hospital
dietitians (Michigan Hospitals 6:2, 1970). Now we are very
Interested in gaining more in-depth information of the
dietitian's role and responsibility to help provide a basis
for curriculum evaluation 1In the dietetic program. Since
you have been interested enough to complete the first part .
of the study, we have selected your hospital for further
study. We hope to eliminate any bilas in selection but yet
include hospitals that would be willing to cooperate in this
second phase.

Since a much smaller number of hospitals have been selected
to participate in this study, personal interviews will be
feasible. Dietitians will also be asked to keep a day's
record of communication activities. 1In addition I would
like to discuss with some of your physiclans their percep-
tion of the dietitian's role.

I hope that you will accept this opportunity to help further
our knowledge of the dietitlan's present and future role.
All information will be held confidential, and all hospitals
and individuals willl be assigned a code number and the data
analyzed accordingly. Neither individual respondents nor
hospitals willl be identified in the resulting report.

I would like to visit your hospital some time during Novem-
ber or December, on a convenlent date for you and your
dietitians. If you agree to participate in the study would
you please return the enclosed postcard by November 20? I
will then contact you to confirm a date for my visit.

Sincerely yours,

Alice A. Spangler, Instructor
Department of Human Nutrition and Foods

Enclosure: Postcard
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ROLE AND RESPONSIBILITY OF THE HOSPITAL
DIETITIAN-PHASE-II

We have selected your hospital for further study from hos-
pitals that participated in an 1inlitial study conducted by
the Department of Human Nutrition and Foods (formerly Foods
and Nutrition) at Michigan State University and the Michi-
gan Hospital Association to describe the role and responsi-
bility of hospital dietitians. We appreciated very much
your hospital's participation in Phase I of the study, which
included a questionnaire sent to all hospitals in Michigan.

Now we are Interested 1n gaining in-depth knowledge about
the dietitian's role on the health team to help us examilne
the adequacy of this aspect of the undergraduate dietetic
curriculum. In addition, the information should be helpful
to those with whom the dietitian comes in contact. Before
we begin, I would like to mention that all of these data
will reflect characteristics of dietitians as a group and
not individuals. You and your hospital will be identified
only by a code number.



First I would like to know about your background.

A.
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(1) (2-3) (4-6)

What 1s the title of your position in
this hospital?

Head administrative dietitian
Administrative dietitian

Head therapeutic dietitian
Therapeutic dietitian

Teaching dietitian

Research dietitian

Dietitian (Both Therapeutic and
Administrative)

Dietary Department Head

. Other (Specify)

O OoOWWJ&HEwmh-

What percent of your time 1s spent in
"therapeutic" activities?

What type of educational preparation
has qualified you for your present
position?

1. College or university degree in
dietetlcs; or foods and nutrition;
or institution administration

2. College or university degree in
hotel or restaurant administration

3. College or university degree in
home economics

4, Hospital food service supervisor
course requiring one year or less
to complete

5. Other (Specify)

What 1s your status with regard to
American Dietetic Assoclation member-
ship?

1. I am a member of ADA

2. I am eligible for membership in ADA
but do not belong to ADA

3. I am not eligible for ADA member-
ship

How did you originally qualify for mem-
bership in ADA?

1. Dietetic internship

2. Advanced degree

3. Three years of supervised experience
4L, Not eligible

(7)  (8-9)

__(0)

___(11-12)

__(13)

(14)

__(15)
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What has been your highest formal
education attainment?

1.

\O [0 ok ] [OXN 2 I = w
. .

Attended hlgh school, but did not
graduate

High school graduate

Attended college, but did not
graduate

College graduate

Dietetic internship
Post-graduate courses not termi-
nating in M.S. or M.A. degree
M.S. or M.A. degree

Graduate courses beyond Masters,
but not resulting in Ph.D.
Ph.D., Ed.D.

How many years of professional
experience have you had following the
Bachelor's Degree?

List the type of position chronoclog-
ically beginning with present position
(include internship)

__(16)

___(17-18)

Years 1in this
position

__ (19-20)

Sequence of
experlence

_(21)



Are

0.
1.

How
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you a registered diletitian?

No
Yes

many clock hours had you accumu-

lated by Oct. 3, 19707

How

many years prior to registration

(began Aug., 1969) have you been an

ADA

member?

__(22)

— _(23-2h)

_ (25-26)

Since we are lookling at dietitians as a group rather than
individually, we would like to know what types of contin-
ulng education dietitians sought prior to registration.

K.

L.

M.

Prior to Aug., 1969, did you

l.

2.

Attend meetlings to increase pro-
fessional skills

Attend classes to increase pro-
fessional skills

Seek self-study to increase
professional skills

Write for professlonal and lay
people

Present papers to professional and
lay groups

Read professional journals

Other (Specify)

Does dietltian seek continuilng

education?
0. No
1. Yes

Did she seek continulng educa-
tion prior to registration?

0. No
1. Yes

What 1s your age?

What type of food service do you have

in this hospital?

__(mn

__(28)

_(29-30)

_(31)
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Since we are in the process of evaluating our curriculum
we are especially interested in your i1deas about your work

and the

educational preparation which you have had.

First, I would 1like to ask you about your work. One area
which we would like to know about 1s the management activ-
ity in which you are 1involved.

l.

Another
the day.

What employees do you most work with?

Which of these do you supervise?

Do you evaluate employees for hiring, promotion,
dismissal?

If so, which employees?

Who 1s your immediate supervisor?

Does your dietary department use the computer?
If yes, in what way?

Are you involved with using the computer?
If yes, in what way?

Who 1s in charge of purchasing?
Who 1s in charge of storage?
Who is in charge of distribution of food?

Are you involved with any of the above 3 items?
If yes, in what way?

What influence do you have regarding quality of
food?

What influence do you have regarding preparation
of the food, either for regular or modified diets?

What other managing aspects do you do, such as
planning, organizing, controlling, evaluating in
both therapeutics and administration?

area of interest is what you typlcally do during
Could you give me a time sequence shcedule of

your typical day?



181

What percentage of dlets are ordered
for the patient at admission by the
following procedures:

1. Physician orders diet with no
conference with you

2. Physician orders dlet after
consulting with you

3. You order diet after consulting
with physician and/or patient
record

4, Other (Specify) INDEX I

What percentage of diet changes are
made following admission by the
following procedures:

1. Physicilan changes diet order
without consulting with you

2. Physician changes diet order
after consulting with you

3. You change diet order after
consulting with physician and/
or patlent record

4, Other (Specify) INDEX II

What percentage of diet instruc-
tions do you give subsequent to
the followiling procedures:

1. Physician orders diet instruc-
tion without consulting with
you

2. You give diet instruction
after conference with
physician

3. You give dilet instruction
routinely without request from
physician

4, Other (Specify) INDEX III

What percentage of the wards for
which you are responsible observe
the following procedures:

1. You do not attend ward rounds

2. You attend ward rounds at
special request

3. You attend ward rounds
routinely -

4, Other (Specify) INDEX IV

V  OVERALL INDEX
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(32-34) I
(35-37) II
(38-L0)  III
(§1-43) IV
(4L-L6) v

Part of this study 1nvolves learning what groups of people
dietitians work with, especially physiclans and the spe-
cilalty they are 1in.

Are there certaln physicians with whom you work more than
other physicians? Which ones? What i1s their specialty and
in what way do you work with them?

Are there certain physicians with whom you do not usually
work? Which ones?
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I would also like to know how you felt about your educa-
tional preparation.

Did you feel the level and amount of diet therapy 1n your
undergraduate education was sufficient?

If not - what else should have been included?

What areas of diet therapy from your undergraduate
educatlon have been most valuable to you?

Did you feel the level and amount of diet therapy in your
internship was sufficient?

If not - what else should have been included?

What areas of diet therapy from your internship have
been of most value?

Did you feel the level and amount of normal nutrition in
your undergraduate educatlion was sufficient?

If not - what should have been added?

What areas of normal nutrition from your undergraduate
educatlion have been of most value?

Did you feel the level and amount of normal nutrition in
your internship was sufficlent?

If not - what else should have been added?

What areas of normal nutrition from your internship
have been of most value?

Did you feel the level and amount of cultural and socio-
economic emphasis on diet planning in your undergraduate
education was sufficilent?

If not - what else should have been included?

What areas of cultural and soclo-economic emphasis on
diet planning have been of most value to you?

Did you feel the level and amount of cultural and socio-
economic emphasis on diet planning in your internship was
sufficient?

If not - what else should have been included?

What areas of cultural and socio-economic emphasis on
diet planning have been of most value to you?
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Did you feel the level and amount of development of com-
munication skills in your undergraduate education was
sufficient?

If not - what else should have been included?

What areas of development of communication skills have
been of most value to you?

Did you feel the level and amount of development of com-
munication skills in your internship was sufficient?

If not - what else should have been included?

What areas of development of communication skills have
been of most value to you?

Did you feel the level and amount of food composition in
your undergraduate education was sufficient?

If not - what else should have been included?

What areas of food composition from your undergraduate
education have been most valuable to you?

Did you feel the level and amount of food composition in
your internship was suffilcient?

If not - what else should have been added?

What areas of food composition from your internship
have been most valuable to you?

What do you feel was important in your undergraduate cur-
riculum?

What do you feel was unimportant in your undergraduate
curriculum?

Was your internship necessary for effective functioning on
your present work? What did you learn from the internship
that was not gained in your undergraduate preparation?

Was your advanced degree necessary for effective function-
ing on your present work? What did you learn from this
degree that was not gained in your undergraduate or in-
ternship background?

What would you like to see changed 1in the educational prep-
aration of a dietitian?
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Describe the importance of the following competences for a
dietitian on the health team using the description:

1. Very important 2. Important 3. Somewhat important
4. Not important at all

l.

10.

11.

12.

13.

14.
15.

16.
17.
18.

19.

Knows nutrient recommendations for individuals in
various environments and stages of life.

Uses food composition knowledge in designing
dietary plans.

Uses knowledge of socio-economic, cultural and
ethnic status in designing dietary plans.
Recognizes uniqueness and depth of an individual's
food attitudes and habits.

Understands the individual's basic soclal needs,
developmental processes and culturally acquired
attitudes, concerns and habits.

Recognizes simllarities and differences in famlly
groups and individual 1life styles in technically
developed socileties.

Understands the relationship between nutrient in-
take and the biochemical and biophysical structure
and function of the body at various stages of life.
Understands the relationship between nutrient in-
take and the biochemical and biophysical structure
and function of the body during illness.
Understands abnormalities in structure and func-
tion of a diseased tissue and effects of the
abnormality upon total body metabolism.
Identifies changes in food intake necessary for
treating the disease and its complications.
Understands the structure, processes, functioning
and interrelationship of various systems of the
human body.

Recognizes relationships between hereditary and
environmental factors in structure and regulatory
functions.

Evaluates and interprets research findings in the
sciences.

Understands relation between food and drugs.
Understands influence of previous diets on labo-
ratory tests and the consequent interpretation of
laboratory data.

Integrates biological and social sciences into
comprehensive concept of human nutrition.

Knows different methods of patient interview and
when to apply each.

Knows different methods of obtaining dietary his-
tories, advantages and disadvantages of the
methods, and usefulness of dietary histories.
Understands process of managing human, material
and financial resources.




20.

210

22.

23.

2k,
25-
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Understands the principles of education that are
basic to effective learning by individuals and
groups.

Analyzes physical and chemical changes occurring
in food during storage, preservation and prepara-
tion in terms of food composition and quality.
Knows food standards and the factors affecting
food quality.

Understands the technical operations (menu plan-
ning, purchasing, facilities, finance) involved in
the production, distribution and service of high
quality food in food service systems with varying
organizational structure and objectives.

Knows laws, regulatory agencies and/or processes
responsible for food quality and safety.

Other
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Describe yourself with regard to the following competences
using the description:

1. Very competent 2. Competent 3. Somewhat competent
4. Not competent at all

1.

2.

lo.

11.

12.

13.
14,
15.
16.
17.
18.

Knows nutrient recommendations for individuals in
various environments and stages of 1life.

Uses food composition knowledge in designing
dietary plans.

Uses knowledge of soclilo-economic, cultural and
ethnic status in designing dietary plans.
Recognizes uniqueness and depth of an individual's
food attitudes and habits.

Understands the individual's basic socilal needs,
developmental processes and culturally acquired
attitudes, concerns and habits.

Recognizes similarities and differences in family
groups and individual 1life styles in technically
developed societies.

Understands the relationship between nutrient in-
take and the biochemical and biophysical struc-
ture and function of the body at various stages
of life.

Understands the relatlionshlip between nutrient in-
take and the biochemical and biophysical struc-
ture and function of the body during illness.
Understands abnormalities in structure and func-
tion of a diseased tissue and effects of the
abnormality upon total body metabolism.
Identifies changes in food intake necessary for
treating the disease and its complications.
Understands the structure, processes, functioning
and interrelationship of various systems of the
human body.

Recognizes relationships between hereditary and
environmental factors in structure and regulatory
functions.

Evaluates and interprets research findings in the
sciences.

Understands relation between food and drugs.
Understands influence of previous diets on labo-
ratory tests and the consequent interpretation of
laboratory data.

Integrates bilological and social sciences 1into a
comprehensive concept of human nutrition.

Knows different methods of patient interview and
when to apply each.

Knows different methods of obtaining dietary his-
tories, advantages and disadvantages of each, and
usefulness of dietary histories.



19.
20.

21.

22.

23.

24,

25.
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Understands process of managing human, material
and financlal resources.

Understands the principles of education that are
baslc to effective learning by individuals and
groups.

Analyzes physical and chemical changes occurring
in food during storage, preservation and prepara-
tion in terms of food composition and quality.
Knows food standards and the factors affecting
food quality.

Understands the technical operations (menu plan-
ning, purchasing, facilities, finance) involved
in the production, distribution and service of
high quality food 1in food service systems with
varying organizational structure and objectives.
Knows laws, regulatory agencies and/or processes
responsible for food quality and safety.

Other
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March 8, 1971

F. William Jones, M.D.

Suite 418 Medical Arts Buillding
1322 East Michigan

Lansing, Michigan 48912

Dear Dr. Jones:

We need your assistance. The Department of Food Science
and Human Nutrition at Michigan State University 1is con-
templating a revision of the dietetic curriculum to meet
future health needs. To meet this objective we have been
conducting a study of the role of dietitlans at Smith
Memorial Hespital. Your opinion would be very valuable in
helping us define the dietitian's contribution to the
delivery of health care. In addition, your feelings re-
garding the competences that are needed by a dietitian
would be most helpful in our development of a new program.

I realize that you have a very busy schedule, and we have
made every effort to keep the information requested from you
to a minimum. Other comments which you might have would
also be very valuable, and I would encourage you to express
these 1deas on the back of the questionnaire.

If you will accept this opportunity to help increase our
knowledge of the dietitian's future educational needs, will
you please complete and return the enclosed form in the
stamped and addressed envelope by March 15. All informa-
tion will be held confidential, and individual respondents
will be identified only by a code number.

Thank you for your cooperation.

Sincerely yours,

Alice A. Spangler
Instructor
Food Science and Human Nutrition

Enc.
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