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INTRODUCTION

The National Commission on Allied Health Education (NCAHE) was
formed in 1977 for the purpose of conducting a two year study on allied
health education in the United Sfates-- The study was supported by a '
grant from the W.K. Kellogg Foundation to the American Socigty of Allied
Health Professions (ASAHP), but the Commission was independent of ASAHP
in undertaking the study and formulating recommendafions (1-3).

The fifteen member Commission, which included leaders in allied
health, nursing, and medicine, was charged with the responsibility of
making recommendations on allied health education for the 1980's, based
on assessment of the developments in the field during the past decade
(1-3). After two years of studying and evaluating allied health educa-
tion, the Commission proposed fifteen primary and sixty-three related
corollary recommendations. Primary recommendations were formulated to
provide major policy guidelines, while corollaries were intended to sug-
gest means of attaining the goals implicit in the primary recommendations.
The Commission's report was published in 1980 in a book entitled, The

Future of Allied Health Education (3). The NCAHE recommendations reflect

several basic themes:

1. Allied health personnel provide essential health care services,
and these services will become increasingly important in the
future for achieving national health goals.

2. Allied health education is essential for provision of a com-
petent and sufficient health workforce. Allied health educa-
tion should be viewed as a continuous, rather than discrete,
process which has four components: basic occupational
preparation, job education and training, advanced education,
and continuing education.



3. The primary purpose of allied health education is to prepare
students for health service; therefore, it is clear that
educational processes must be related to practice needs and
viewed as a means of achieving standard performance objec-
tives. Role delineation projects offer the best available
means for linking education more closely to practice needs.

4. Because of the dynamic nature of health service delivery,
flexibility in the educational processes for preparing stu-
dents to meet these performance objectives is essential for
promoting growth, innovation, and progress.

5. The educational processes for health occupations should place

_the interests of the student or the public to be served above
any special interest of educational institutions and profes-
sional groups.

6. To avoid &uplication and waste, coordination of resources and
collaborative problem solving are essential.

The recommendations address issues and problems in six major areas:
strengthening alliances in service and education, determining appropriate
content and Tevel of educational programs, improving clinical education,
building capability for leadership and innovation, providing for planning
and administration without waste, and supplying adequate funding.

The recommendations are addressed to a wide audience, including
administrators, teachers, students, professional groups, practitioners,
providers, federal and state governments, regional planners, and private
foundations. The Commission contended that the recommendations of general
concern should be evaluated by many groups involved in allied health
education (3).

The NCAHE endorsed the definition of allied health personnel as all
health personnel working toward the common goal of providing the best
passible Qervices in patient care and health promotion. The term, allied
health education, was used to refer to the formal preparation ofla sizable
segment of the health workforce, the composition of which varies depending

on the occupations included as allied health (3).
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Dietetics is considered an allied health occupation (4), and several
coordinated undergraduate programs (CUP) and dietetic internships which
prepare students prbfessional]y for entry-level practice in dietetics are
housed in schools of allied health or health-related professions (5).
Because of the relationship between allied'health and dietetics, the
dietetic profession should examine the Commission's recommendatiens for
implications for the profession and particularly, for dietetic education.

The purpose of this research was to assess the importance and prior-
ity of each relevant recommendation of the National Commission on Allied
Health Education for the dietetic profession and particularly for dietetic
education. Through a review and revision process involving members and
staff of the Commission and university faculty in dietetics and educa-
tional evaluation, NCAHE recommendations were revised slightly in con-
sidering potential relevance to dietetics. Also, coroliary recommenda?
tions were omitted which were obviously not appropriate to dietetics or
were directed specifically to ASAHP, rather than to individual allied
health disciplines.

Members of the governance groups and major committees of The Ameri-
can Dietetic Association (ADA), presidents of state dietetic associa-
tions, directors of dietetic internships and coordinated undergraduate
programs, directors of approved dietetic technician programs, and a
random sample of dietetic practitioners were asked to evaluate the NCAHE
recommendations for dietetics. The intent was to secure input from
educators and policy makers in the dietetic profession. Also, the
practitioner group was selected to permit evaluation from those in

dietetic practice who were not involved directly in education or



governance, or in other words, to secure input from the "grassroots" of
the profession.

Even though research in dietetic education has been reported in the
literature, 1ittle has been concerned with the relationship of dietetics
to allied health. If dietetics is to remain a viable allied health
profession, the recommendations proposed by the NCAHE should be evaluated
for possible incorporation in the current philosophy and curricula for
dietetic education. Many of the issues addressed by the Commission, such
as role delineation studies, clinical education, continuing education,
and transferability of credit are mutual concerns for educators and prac-
titioners in dietetics as well as for those in other allied health areas.
Studying the primary recommendations and related corollaries which pro-
vide procedural guidelines for implementation of the recommendations
should provide insight for establishing priorities within specific allied
health professions. Since the NCAHE report is a major document related
to allied health, each allied health profession should examine the

recommendations for possible implications.



REVIEW OF LITERATURE
Allied Health and Health Care Delivery

According to the NCAHE (3), the meteoric rise of the allied health
occupations in this country paralleled an equally rapid growth in the
demand for many types of health services. Between 1967 and 1977, hospi-
tals reported that inpatient visits rose by 26 per cent and outpatient
visits by 78 per cent (6). The rate of surgery increased by 24 per cent
between 1965 and 1975. In the four years between 1971 and 1975, emer-
gency room visits per person per year doubled. Increased use of long-
term facilities, emergency mental services, and dental services was aiso
evident (7).

Factors contributing to the increases have been many and varied,
including population growth and changes in pri#ate and public insurance
coverage. Additionally, heightened efforts of the federal government to
provide better access to health care for the poor, aged, minorities, and
medically underserved populations influenced the use of health care (8).

Although the use of health services will most 1ikely continue to
increase in the future, the National Commission on Allied Health Educa-
tion's Advisory Panel on Health Service Needs concluded (3) that the
demand for health services would increase at a decreasing rate. The
Commission reached this conclusion after careful analysis of several
factors, including consideration of general social trends, disease pre-
vention, and health education, access to health care, expanded concept

of health, reimbursement patterns, and new technology.



General Social Trends

NCAHE contended (3) that the growth of the population in future
years definitely will affect the demand for health services. In 1960,
United States population numbered 180 million; the estimate for 1980 is
225 million; and for 1990, over 250 miilion. The changing characteris-
tics of the population, however, will influence the health care demand
perhaps more than the numbers (2, 3).

The population of the United States is aging. By the year 2000,
the over 65 age group will have grown by 40 per cent, and the 45 to 64
age group by 50 per cent. Coupled with an aging population is the pre-
diction of a baby boom. Dickey and the National Commission on Allied
Health Education purported that these trends will cause increased
attention to the health needs of the very young and the very old (2, 3).

The increased education, urbanization, and affluence of the
nation's citizens will influence the growth in the consumer movement.
As part of this movement, educated citizens will be demanding better and
more services in health care (9).

Dickey declared (2) that self-destructive behaviors, such as
alcoholism and drug abuse give no evidence of abatement. In this area,
therefore, the demand for health services is predicted to increase,
particularly as the stigma traditionally associated with attaining
treatment for these illnesses lessens.

The concept of health has expanded to cover mental health, and in
the future it may well have a social component. The integration of
mental health care into general health care has become recognized as a
necessary step. The result of this integration could result in an

increase in the demand for health care in this area (2).



Disease Prevention and Health Education

In the United States, disease prevention has been recognized as a
step toward improving the health of the nation's citizens {9). 1In the
past decade, federal legislation was passed that addressed the need for
consumer educatjon and studies on disease prevention.

Section 1502 of the National Health Planning and Resources Develop-
ment Act of 1974 (Public Law 93-641) dealt with the promotion of activi-
ties for nutritional and environmental factors and consumer education
involving preventive health care (10). Title I, the National Consumer
Health Information and Health Promotion Act of 1976, provided for a
national program of health information, health promotion, preventive
health services, and education in the appropriate use of health care
(11). The importance of this act was discussed by Somers (12) who stated
that for the first time the federal government recognized the crucial
roles of individual knowledge, responsibility, and behavior in determin-
ing personal and national health status.

Somers argued (12) that health education for the consumer should
become an integral part of health care at all levels; i.e., primary,
secondary, and tertiary. She contended that failure on the part of
doctors and other professionals to assume leadership on such issues as
air and water pollution, cigarette smoking, overuse of drugs, food
additives, etc. has not only contributed to patients' irresponsibility
but has accounted for much of the overwhelming demand for health care
services today (13).

With respect to the demand for health services, Dickey surmised
(2) that it would be difficult to predict whether an emphasis on preven-

tion and behavior modification would increase or reduce the overall
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demand. He contended, however, that prevention would alter the nature of
health services.

The role of allied health personnel in the area of consumer health
and prevention has been addressed by many spokesmen in the allied health
movement (14-18). Holder wrote (15) that most of the work of allied
health personnel has been directed toward secondary and tertiary care.

He contended that attention should be directed to preventive aspects of

medical care in addition to curative and rehabilitative services.

Improved Access to Health Care

Rogers and Blendon stated (8) that efforts to improve access to
medical care has resulted in positive results. They identified a
principal concern in 1972 as the inequities in the availability of care
for those who were poor or black or located in inner city centers of
poverty or isolated rural areas. In 1931, people with low incomes saw
physicians 49 per cent less frequently than did those with high incomes
(19). By 1975, however, Rogers and Blendon reported (8) that the inequity
in the availability of physician services had been largely eliminated and
people of low income were seeing physicians slightly more often than
those of high incomes.

In 1970, black Americans saw physicians 12.5 per cent less often
than did white Americans (8). By 1975, this gap had largely disappeared
and blacks, also a group with greater illnesses, were seeing physicians
as frequently as whites.

The needs of the medically underserved population, estimated at
forty-nine million, have been addressed by many federal, state, and

private initiatives (3). The Rural and Urban Health Initiatives,
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Migrant Health Programs, and Primary Care Research and Demonstration were
cited by the NCAHE as examples of federal programs addressing needs of
that group. The Social Security Amendments of 1965 (Public Law 89-97),
which established the Medicare and Medicaid programs, was initiated to
eliminate economic barriers to medical care in the United States (20).

Several legislative acts have altered the patterns of organization
in health care delivery and have thus improved accessibility to health
care, according to Kissick (21). Community Mental Health Centefs, Com-
prehensive Health Services for Children and Youth, Office of Economic
Opportunity (OED), Neighborhood Health Centers, Regional Medical Pro-
grams, and Comprehensive Health Planning have been created in response
to a search for effective institutional mechanisms for provision of
health care.

Dickey stated (2) that the delivery systems which appear to have the
most potential for the future include primary health centers, group
health practices, and comprehensive health centers. Goldstein and
Horowitz contende& (9) that allied health personnel could have a sub-
stantial role in the staffing of these centers. For example, federal
agencies are now placing renewed emphasis on the provision of preventive
services and on community outreach, both of which utilize the services of

allied health personnel significantly (3).

Reimbursement Patterns

Reimbursement is a major factor in the demand for health services
which has increased in response to coverage of costs by third party
payers (2, 3). The Rand Corporation estimated that Medicare-Medicaid

legislation caused demand for ambulatory services to rise by 10 to 15
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per cent (22). Many third party payment mechanisms have been blamed for
consumer overuse of hospital services, which has resulted from more
extensive coverage of inpatient services than outpatient services (23).

Coverage for hospital services is widespread among Americans. In
1974, approximately three out of every four Americans had at least some
coverage for hospital services, surgical physician care, and outpatient
X-ray and laboratory examinations. McCarthy reported (23) that 67 per
cent of Americans were covered for some out-of-hospital presecription
drugs, 60 per cent for some home and office physician visits, 16 per cent
for some dental services, 33 per cent for some nursing home care, and
over 60 per cent for some other nursing services.

A major concern of third party payers is appropriate utilization of
services. Blue Cross and Blue Shield have invested over thirty million
dollars in the development and maintenance of Health Maintenance Organi-
zations (HMO). HMOs through their organization and provider payment
incentives place emphasis on prevention, early detection of disease, and
increased usage of ambulatory services (2, 24).

Generally, no incentive has been evident for third party payers to
use lower cost personnel, as reimbursement is based on the cost of ser-
vice rather than the skill level of personnel (3). With increased
emphasis on reducing health care costs, however, third party payers may
decide to reimburse at the level of the Teast costly practitioner
qualified to perform a particular service, thus encouraging use of
lower-salaried personnel.

The issue of national health insurance has provoked debate and
controversy in the United States since the beginning of the twentieth

century (25). Dickey predicted (2) that some form of national health
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insurance would be in effect by 1990 with a comprehensive health insur-
ance plan by the year 2000.

Dickey maintained (2) that the impact of national health insurance
on the demand for health services would be limited and the demand would
continue to increase at a decreasing rate. Other potential effects pre-
dicted from implementation of a national health insurance plan include
increases in institutional settings for the elderly, services in
ambulatory settings, numbers of Health Maintenance Organizations, and
incentives to reduce inpatient services (2, 9, 20).

According to the National Commission on Allied Health Education
(3), the impact of national health insurance on the utilization of allied
health manpower will depend largely on what services in the ambulatery
settings are covered and methods of reimbursement with decisions based on
cost considerations. Goldstein and Horowitz predicted (9), however, that
the implementation of a national health insurance policy would increase

employment demand for allied health personnel by 50 per cent.

Technology

The consensus of the Advisory Panel of Health Service Needs of the
National Commission on Allied Health Education was (3) that total
expenditures for new technology will increase at a decreasing rate and
health care providers will continue to invest heavily in new technology.
The Commission concluded that even though labor-saving devices may
eventually reduce the overall demand for technical specialists, new
technologies will continue to be introduced, thus rendering some kinds

of skills obsolete but creating new demands for others.
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Employment Patterns

The hospital is the primary employer for personnel delivering cer-
tain allied health services (for example, clinical laboratory, dietetics,
radiology, rehabilitation, respiratory therapy). About two-thirds of all
allied health personnel, however, work in other settings including
ambulatory facilities, nursing homes, laboratories, and private group
practices. The NCAHE concluded (3) that the greatest growth areas in the
future can be expected to be in nonhospital sites.

The Commission's Advisory Panel on Health Service Needs predicted
(3) that even though there will be an increase in services provided out-
side of hospitals, the demand for hospitalization will rise in the near
future, due to the anticipated rise in the over sixty-four age group,
which has a hospitalization rate three and a half times the national
average. The panel believed that the effects of hospitalization rates of
any increased spending for prevention would not be felt for at least
twenty years, but pressures on the part of third party payers for non-
institutional care might impact within the next ten years. The panel
concluded that there will be an increased demand for allied health
personnel employed in hospital settings.

Dickey and Mahoney maintained (2, 26) that the prospects for all
allied health occupations in hospital settings were not uniformly
favorable. Hospitals have been urged to contain costs and thus have
initiated efforts to attain their goals. The main approach to cost
containment has involved people. Hospitals have been trying to increase
productivity by changing utilization patterns and reducing staff while

introducing labor saving devices (3).



13

In recent years, the number of allied héalth personnel employed in
nonhospital based ambulatory settings such as neighborhood health centers,
health maintenance organizations, and clinics has increased (3). For
example, in the Boston area, 54 per cent of the staff employed in ambula-
tory settings in 1973 were allied health practitioners, mostly social
workers, medical technologists, and radiology personnel (2, 3).

Swift et al. estimated (27) the proportion of the population
enrolled in HMOs, which was only 2 per cent in 1979, may rise to between
6 and 28 per cent by 1990. They concluded that the effect of such an
expansion would increase the demand for allied health personnel in
administration, medical records, clinical laboratory, and dental and
dietary services.

The Commission's Advisory Panel claimed (3) that ambulatory services
will increase in the future, particularly if national health insurance
covers such care, and that physicians will be increasingly likely to
locate in these organized settings. The Panel further maintained that as
services are broadened, ancillary services added, and task delegation
becomes more prevalent in these settings, requirements for allied health
personnel will increase, especially for those who can function in more
than one occupational role. )

An increased demand for well-trained allied health personnel will
be necessary as federal emphasis is placed on alternatives to institu-
tional care for the aged and handicapped (26). Home health services,
such as part-time or intermittent nursing care, the adult day care
center, and physical, occupational, or speech therapy, and other medical

and social services can assist families in caring for the aged.
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The NCAHE predicted (3) that the demand for allied health personnel
in business and industrial settings would intensify in the years ahead.
Concerned about rising health costs, employers have established many
on-site health programs, ranging from small nursing stations to large
primary care clinics. A wide variety of allied health professionals are
employed in on-site health programs including medical assistants, dental
hygienists, various therapists, and laboratory and radiology personnel.

Horowitz and Goldstein predicted (9) substantial growth will occur
in the health care industry in the years ahead and as a result, in the
employment of health personnel also. They cited specific factors which
lead to the conclusion: (a) the current growth rate of inpatient facili-
ties, (b) the current development and growth of ambulatory facilities,
(c) the current growth rate of extended care facilities, (d) the upward
trend in the sophistication level of medicai care and service, (e) the
growing level of expectation of health services by American consumers,
(f) the gradual but continuing encroachment of allied health personnel
on the functions traditionally performed by physicians, (g) the normal
growth in demand for health services due to population growth, and
(h) the probable passage of a national health insurance program.

The Commission on Allied Health Education asserted (3) that institu-
tions which prepare graduates primarily for local employment must closely
scrutinize local demand to assess employment need in a particular area.
The Commission contended that better communication of manpower informa-
tion at the state and regional levels could assure that the output of
graduates in particular fields neither exceeds nor falls short of demand.

Dickey maintained (2) that allied health personnel can make a signif-

icant contribution in increasing access to health care while holding down
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costs. He claimed the services that the allied health professions pro-
vide are relevant to today's concerns (for example, disease prevention,
health promotion, mental and social health, drugs, problems of the aging)
and to new settings (such as rural clinics, health maintenance organiza-
tions, hospices). Dickey argued that because these professions are
relatively new and therefore not bound by tradition, educators and
professional groups can provide leadership in developing a health work-
force that can meet future service needs effectively, efficiently, and

humanely.

Other Implications for Education

Allied health educators should be aware of changing health delivery
Settings, increased emphasis on prevention and consumer education, and
the need for more broadly trained personnel. Allied health curriculums
should include flexibility and adaptability to changing requirements,
variances in practice environments, and orientation to comprehensive
care (3). |

Generally, the more broadly trained the practitioner, the more
1ikely that practitioner will be able to find employment in health (3).
Kinsinger purported (28) that in the presence of inflation and rising
health costs, many hospitals, particularly small rural clinics, cannot
afford highly specialized allied health personnel. Their requirement
will be for the more flexible, broadly trained worker who will be able to
function competently in more than one role. Holder argued (15) that
allied health educators should develop programs to educate health care
personnel to perform a varjety of supportive functions as members of the

health care team.
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Much has been written about the need for identification of common-
alities in roles and functions that can be translated into educational
content of a more generic nature (15,‘28, 29). The philosophy behind
~ this reasoning is that ultimately clusters of occupational groups might
develop a knowledge and skill foundation upon which specialty training
could be built. Broad based generic curriculums would enable health
personnel to adapt to changing technology more rapidly without creation
of new subspecialties or professions. Despite possible obsolescence of a
particular profession as a result of advanced technology and changing
health care needs, knowledge acquired from generic courses would not be
wasted (3).

The issue of new geographic settings for clinical programs, other
than the traditional hospital site, has been discussed among allied
health educators and spokesmen (18, 26, 30). In view of the increased
emphasis on ambulatory care, Perry advocated (18) the expansion of a
wider range of clinical settings including neighborhood health clinics,
health maintenance organizations, and on-site health facilities in
business and in industry. Additionally, the Commission believed that
better integration of didactic and clinical education might allow students
a wider choice of shorter term practicums in a number of clinical sites
as opposed to a longer experience in one setting (3).

Preventive approaches to health care must be inculcated into the
philosophy of allied health programs according to Pellegrino (14) and
Holder (15) as the emphasis in medical treatment shifts away from acute
or episodic care toward preventive medicine and health maintenance.

Also, Holder contended (15) that the allied health practitioner should

be skilled in participating in comprehensive health care treatment,
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particularly as the holistic approach becomes a dominant issue in medical
treatment. Classes involving behavioral sciences and human values are an
integral part of allied health curriculum in order to prepare students to

treat patients comprehensively.
Allied Health Education

Definition of Allied Health

Allied health is generally applied to occupations whose primary
function is to provide health services or promote health (3). Consider-
able confusion, however, surrounds the term allied health because it is
used to describe different groups of health occupations in different
settings and for different purposes (3, 31).

Some health occupations, particularly physicians and dentists, have
been excluded historically from the allied health category (3, 31).
Additionally, others have been omitted by definition in federal and state
laws and associated regulations; for example, federal legislation defines
veterinarians, optometrists, podiatrists, and pharmacists as separate
from allied health personnel (3).

In a survey conducted by the National Commission on Allied Health
Education of professional membership associations (3), the topic of
allied health constituency was raised. In addition, the respondents were
asked whether they considered their representative association to be an
allied health association. Of the seventy-nine surveys received, 57 per
cent of the respondents regarded their organization as an allied health
association. Only 22 per cent thought that allied health was a useful
descriptive label; many respondents believed that current usage of the

term was inaccurate or misleading.
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The NCAHE endorsed (3) the following definition of allied health
personnel: "All health personnel working toward the common goal of pro-
viding the best possible services in patient care and health promotion."
The Commission contended that the effective delivery of health services,
now and in the future, depended on an appreciation of the significant
contributions of each member of the.health team.

The Commission described (3) allied health education as referring to
the formal preparation of a sizable segment of the health workforce, the
composition of which might vary, depending on the occupations included as
allied health. The formal preparation can take place in a collegiate as
well as noncollegiate setting, involve short term plus long term train-
ing, lead to a certificate or graduate degree, and range from basic
occupational preparation to advanced education or various continuing

education activities.

Origins of Allied Health

Since the turn of the century, the total health workforce has been
growing and changing; this trend gathered momentum in the 1960's. The
growth has been phenomenal from 345,000 in 1900 to 2 million in 1960 and
4.3 million in 1970 (32). At least twenty-seven new occupations includ-
ing dental hygienist, dietitian, occupation therapist, physical therapist,
speech pathologist, radiologic technologist, and medical technologist
were established between the turn of the century and 1940 (3).

Between 1940 and 1965, many other occupations were established
including medical record personnel, respiratory therapist, physician
assistant, and a multitude of technicians and assistants whose functions

supported the older allied health categories (3). In 1900, one in three
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health workers was a physician (33). By 1960, physicians accounted for
one in ten and by 1970 one in thirteen (34).

The allied health concept can be traced to 1929 when a program for
training X-ray technicians was appended to the School of Nursing at St.
Louis University, based on the belief that better education could be
provided in a more economical manner through shared and coordinated
education activities (35). In 1950 the School of Allied Medical Profes-
sions at the Univefsity of Pennsylvania, Philadelphia, was established
(35). McTernan maintained that this institution might be considered the
first true allied health school because the title and emphasis was allied
or coordinated education, whereas the St. Louis alliance represented one
program administratively housed under another separate educational
activity.

In 1957, the College of Health Related Professions was established
at the University of Florida, Gainesville, and the Division of Allied
Health Services at Indiana University followed the next year. Until
1967, however, these earliest allied health units conducted business
independently of each other and 1ittle communication occurred between
the schools (35).

The Allied Health Professions Personnel Training Act (PL 89-751),
enacted in 1966, gave impetus to allied health education. This act was
designed to increase the opportunities for training of personnel in
allied health occupations and to improve the educational quality of the

schools training such allied health professions'personne1 (3, 36, 37).
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Formation of the American Society
of Allied Health Professions

In 1966, hearings were being held in Washington on a proposed
legislative program to stimulate the education of non-physician, non-
nurse personnel, which led to the Allied Health Professions Educatiocnal
Assistance Act of 1966 (38). Four pioneers in the field of allied health
education were present, including Dr. Darrel Mase of the University of
Florida, Aaron Andrews of Temple University, Dr. Robert Atwell of Ohio
State University, and Dr. Warren Perry of the State University of New
York at Buffalo (38).

As a result of the informal discussions held in Washington by the
four men, Mase sought to organize a meeting of other allied health
Teaders from other institutions. Thirteen schools were represented at a
meeting held in 1967. Out of the meeting emerged the organization
originally known as the Association of Schools of A1liéd Health Profes-
sions, now entitled The American Society of Allied Health Professions
(3, 38). McTernan declared (35) that allied health as a definable area
of interest can be traced to that meeting.

The Association of Schools of Allied Health Professions was the
first organization that addressed the broad concerns of allied health
education, plus provided a forum for the sharing of ideas among institu-
tions involved in allied health education (39). The Association was
organized as an interdisciplinary, interagency, nonprofit, charitable,
scientific, and educational organization for the purpose of providing
leadership to the allied health professions (38, 39). The interests of
the Society have broadened to cover a wider range of concerns including

determination of needs, establishment of priorities, recruitment,
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continuing education for the allied heaTtH professional, articulation,
research, and other projects (39).

Another organization also gave further recognition and impetus to
the formal preparation of allied health personnel (3). In 1966, the
American Medical Association (AMA) established a Department of Allied
Medical Professions and Services, out of which evolved the Committee on
Allied Health Education and Accreditation. The AMA has been involved
with the accreditation of allied health occupations for over forty years
(40). In 1933, it helped to formulate standards for the accreditation of
occupational therapy programs (3) and has since accredited programs for a

number of allied health occupations (3, 40).

Transitions in Allied Health Education

The National Commission on Allied Health Education listed (3) three
major changes which have occurred in allied health education since the
inception of the movement in the 1960's. First, the ﬁumber of programs,
particularly in collegiate settings, has expanded significantly. In
1966, an estimated 2,500 collegiate programs existed; currently, over
8,000 prdgrams exist. Secondly, the distribution of programs has
changed. The greatest growth in the number of programs has occurred in
settings other than traditional hospital or health service settings, such
as medical centers and universities, two-year colleges, vocational
technical institutes, and private career schools. Thirdly, the expansion
of knowledge and skill requirements has led to a diversification of
education levels ranging from short-term certificates to doctoral grant-
ing programs.

Over the years, allied health education has responded to changes and

needs within the society. Mase described (16) allied health careers as
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evolving from the needs of physicians and their patients. Initially,
most students of new allied health careers were trained largely on-the-
job under the direction of the medical specialist with whom they were
working. The training focused on application and was Tinked directly to
service needs (3).

The next phase hegan with the establishment of professional associa-
tions to represent group identity and collective needs of emerging
occupational specialties and the formalization of education within the
hospital (3). The National Commission on Alljed Health Education
described this heightening of occupational awareness as leading to sharp
demarcation of boundaries, turf protection, tightening of entry require-
ments, initiation of credentialing processes, and movement away from
apprenticeship type settings. Additionally, the professionalization move
was marked by delegation of routine tasks to others. Mase, however,
criticized (16) the professionals in their reluctance to surrender
routine tasks.

The last stage in the development of formal programs for allied
health personnel began with increasing collaboration between hospitals
and educational institutions culminating in a shift of programs to col-
legiate settings. Issues involved in this transition included accredita-
tion of programs, certification of personnel, and problems concerning

clinical and didactic education (3).

Components of Allied Health Education
The National Commission on Allied Health Education endorsed (1) the
concept of allied health education as a continuous rather than discrete

process, with four components: (a) basic occupational preparation,
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(b) job education and training, (c) advanced education, and (d) continu-
ing education. The responsibility for the four components of allied
health education are shared by educational institutions, employers,
professional associations, and the individual (3, 41).

Basic occupational preparation programs are designed to provide
students with knowledge and skills needed to work in a specific occupa-
tion at the entry level of that occupation. The intensity and extent of
general education courses vary in different occupations depending upon
the occupation, the length of the program, and the setting in which it is
offered. The occupationally specific component includes studies and
practice leading to the competencies required for entering the occupation.

The National Commission on Allied Health Education contended (3)
that although the basic occupational preparation programs provide a
graduate with entry-level competencies and in certain cases broadly based
skills, special on-the-job education or training programs are usually
required to meet employer needs and to fit the graduate into the frame-
work of the particular employer's procedures, systems, equipment, and
facilities. Organized, on-going programs provide continuing education
on an advanced professional level. Job-specific preparation is provided
in employment settings, although in some cases employers have entered
into cooperative arrangements with educational institutions to conduct
these programs.

The term advanced education refers to formal postprofessional
studies that supplement the basic occupational competencies of health
personnel. Advanced education may lead to additional clinical mastery
and specialization or acquisition of nonclinical skills such as teaching,

administration, or research.
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Continuing education for health professions has been defined as any
organized educational program or experience designed to assist a health
care provider in majntaining or improving the level of competence neces-
sary to perform current responsibilities in a manner consistent with the
most recent advances in the field (3). Ducanis and Galin stated (42) a
major advantage of continuing education programs is that the practicing
professional who sees the need_for additional skills in a particular area
is highly motivated to Tearn.

Continuing education programs are generally offered by academic
institutions, professional associations, employers, and commercial groups
(41). Continuing education has been emphasized as a vital, integral
component of allied health education (16, 17). Mase stated (16) that with
the continuing knowledge explosion there is no way to think of any point

of education as being terminal to the needs of the individual.

Concerns of Allied Health Educators

After more than a decade of existence, several predominant issues
characterize allied health education. In 1978, the National Commission
on Allied Health Education conducted (30) an informal, open-ended survey
for the purpose of learning what program directors perceived as major
problems facing allied health today and the major issues for the near
future.

The most frequently mentioned issues were those concerning defini-
tion (identity), credentialing, funding, roles of educational settings,
clinical affiliations and other institutional arrangements, and curric-
ulum. Addftional]y, respondents cited continuing education, students,

faculty and administration, delivery systems and consumer needs, and
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research and information needs as issues and concerns in allied health
education.

Holmstrom et al. regarded (30) the question of definition (identity)
as the fundamental issue in allied health. Respondents were concerned as
to what comprised the allied health fields, how allied health could be
better represented before the public, and the problem of independence/
dependence/interdependence in the allied health professions. Addition-
ally, under identity, some respondents have perceived the proliferation
of allied health education programs and occupations as leading to fusion,
fragmentation, and waste of resources. Some respondents believed that
unless competency requirements and responsibilities were more firmly
established the proliferation of allied health occupations would continue
to produce confusion, fragmentation, and mismanagement of resources.

The respondents also were concerned about the establishment and
maintenance of national performance standards for allied health programs
and practitioners. The process of accreditation was thought by some to
require too much administrative effort resulting in high financial cost
while inhibiting innovation.

Another frequently mentioned concern was the scarcity of funding for
allied health relative to other professions. Respondents believed that
funding on both an absolute and comparative basis and at the federal,
state, and local levels was inadequate, particularly in view of the high
cost of modern equipment and instrumentation for allied health education.
Alarm was expressed over the upgrading of academic degree requirements
for some allied health and nursing personnel and related costs.

Directors of programs in two year colleges were concerned particu-

larly about the future role of their type of setting in educating allied
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health personnel. They predicted that efforts to upgrade academic degree
requirements by professions would result in an oversupply of baccalaure-
ate level graduates and depressed market value of the associate degree.

Directors of universities believed that the baccalaureate degree
provided potential leaders in health with a strong background in basic
sciences. AdditionaT]y, others pointed out that graduates of four year
_ schools were more flexible and better able to adapt to technological
change than graduates of two-year programs.

Providing adequate clinical training to students was a major prob-
lem expressed by some program directors. Issues concerning the high
cost of affiliation with clinical sites, financial responsibility for
clinical faculty, and retention of control of clinical training were
Tisted (30). |
Issues and Problems Identified by

Allied Health Leaders

Leaders and spokesmen in the allied health field have voiced many of
the same concerns expressed by educators in schools of allied health.
Pellegrino and others (17, 28, 29, 44, 45) identified the proliferation
of allied health occupations with the continued trend toward fragmenta-
tion, specialization, and resultant health manpower overproduction as a
major issue in allied health.

Pellegrino described (14, 29) proliferation as resulting in a con-
fusing array of technical and professional personnel working in com-
partmentalized tasks, often closely overlapping each other in some facet
of their work and frequently out of communication with each other about
the patient whom they both serve. He urged the utilization of task

analysis for assessment of commonalities and functions among various
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allied health occupations for the purpose of reducing duplication of
tasks and increasing coordination among professions. Pellegrino and
others have contended (17, 29) that after identifying common components,-
a common education in the basic and social sciences should be provided
along with special features each job requires.

To correct the potential problem of health manpower overproduction,
Perry has urged (17) administrators of allied health programs to conduct
periodic research of their graduates to analyze if they are being
utilized in the field for which they are being trained. Perry believed
this assessment was necessary to assure that the graduates are being
appropriately placed and will be involved and needed in the health care
system of the future. Mase argued (44) that administrators in technical-
vocational schools, community colleges, colleges, and universities must
be prepared to phase down or up the number of students accepted into
allied health curricula as available data indicate that an oversupply or
an undersupply in a respective category is anticipated.

Many spokesmen in the allied health movement jdentified (17, 41, 44,
46) continuing education as crucially important in the future of allied
health education. Boatman and Mase contended (46, 44) that the concept
of a terminal education was no longer valid and must be replaced with a
commitment to lifetime learning. Perry declared (17) that expanded
duties and new settings for delivery of services require a commitment to
continuous relearning and the maintenance of competency through continu-
ing education.

Perry contended (17) that graduate education programs would have to
deal with a definition of the changing roles of the health professional.

Graduate programs, he asserted, would be based on new competencies needed
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by the professional. He maintained that new competencies would enable
the practitioner to respond to changing needs in the hospital environment
and in various health care settings and to assume a role in consumer
education and health delivery planning activities.

Mase (16) and Pellegrino (29, 14) supported the premise that future
allied heaifh careers will be found primarily in the area of prevention
and well-being. The importance of prevention has received broad recogni-

tion in all discussions of national health care policy (17).

CoI]éboration in Allied Health Education

In an era of fiscal austerity, collaboration increasingly is being
viewed as essential for meeting organizational and administrative chal-
lenges (3). Collaborative arrangements in allied health generally are
guided by one or more of the following purposes: (a) special manpower
purposes such as program needs of rural areas; (b) resource utilization
purposes, for example, to meet program needs for expensive equipment and
facilities and to avoid unnecessary duplication of resources; and (c)
student-oriented purposes, for example, to provide opportunities for the
transition from one program to another without unnecessary duplication of
learning.

The National Commission on Allied Health Education reported that
transfer between disciplines was difficult. They believed that an impor-
tant step toward facilitating transfer between disciplines in the same
institution or in different institutions should be knowledge and apprecia-
tion for commonalities in functions, continuities in skills and knowledge
base, and shared objectives, values, and goals (3).

Interdisciplinary education is an example of intrainstitutional

collaboration (3). Interdisciplinary education in allied health has been
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developed to provide students insight into role competencies of dther
professionals, improve the quality of health care while reducing costs,
and facilitate the interdependent functioning of allied health care
providers in meeting patient or client needs (17, 47).

One of the conclusions of the Steering Committee for a 1972 confer-
ence on interdisciplinary education was that the ultimate goal must be to
utilize health manpower better in order to make health care available
that is more comprehensive, effective, and compassionate (48). The
committee recommended that students in health teams be exposed to an
interdisciplinary effort, defined either as interdisciplinary in student
or faculty composition, or both, at the earliest possible time and that
the curriculum emphasize the social and behavioral sciences.

Connelly identified (49) institutional barriers (curriculum,
accreditation, and schedule) and educational barriers (different objec-
tives and different levels of students and definitions of clinical
experience) as roadblocks to establishing interdisciplinary programs on
campuses. The National Commission on Allied Health Education identified
(3) the reluctance on the part of many allied health groups to participate
in collaborative efforts as a major barrier in the establishment of
interdisciplinary education in allied health.

The Commission believed (3) that an essential component of inter-
disciplinary education was the establishment of common course content
often called core. Discussions of core curriculum for allied health are
often confused by a lack of definition according to Hawkins (50). He
defined core curriculum as that central course or group of courses taken

by all students in a school of allied health professions.
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In 1973, thé Association of Schools of Allied Health conducted (51)
a study to examine and prepare a state of the art report on the core
concept as it was being implemented in allied health professions educa-
tional programs. The report concluded that core curriculum in allied
health education was not singularly definable but could be described as
uneven, individualized, and not comparable in the aggregate.

The Association identified (51) common objectives that were sought
through existing curriculum plans entitled core including: (a) relevance
of training for work; (b) encouragement of communication among the allied
health categories, ultimately leading to the delivery of health services
by a health team; (c) interdependence of behavioral and social sciences
with the physical sciences; and (d) a problem solving approach to train-
ing. Hawkins cited (50) additional advantages of core curriculum as
creating more efficient use of faculty time and providing horizontal
mobility in the health fields. The National Commission on Allied Health
Education argued (3) that utilization of core curriculum in schools of
allied health could serve to reduce costs associated with duplication of

educational efforts.

Educational Settings

The formal postsecondary programs preparing allied health personnel
are housed in a variety of settings. Lack of reliable data, however,
has made the description of the growth and changes in numbers and charac-
teristics of allied health programs difficult (3).

According to information published in 1976, an estimated 14,000
formal postsecondary programs preparing allied health personnel were in

existence. These survey results and estimates showed that 52 to 54 per
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cent of allied health programs were housed in collegiate settings, 33 to
35 per cent in hospitals, 10 to 12 per cent in postsecondary noncol-
legiate institutions, and 1 per cent were conducted by the Armed Forces.
By 1976, collegiate settings had become the sector with the largest
number of allied health programs (52, 4).

In 1973 and 1976, the American Society of Allied Health Professions
(ASAHP) conducted (52, 4) surveys to assess the numbers of allied health
programs located in the nation's institutions of higher learning. Seven
thousand programs were identified that met the following criteria:

(a) award of a degree or certificate giVen as recognition of achievement,
(b) students currently enrolled, and (c) at least thirty-six hours
required for completion. An estimated 1,500 additional programs did not
meet these criteria.

ASAHP found that over half of the 3,000 U.S. institutions had at
least one allied health program. Seventy-one per cent of public col-
legiate institutions versus 37 per cent of private collegiate institu-
tions had at least one program. Sixty per cent of two-year colleges had
at least one program as compared to 49 per cent of the four-year
institutions (52).

In 1976, six in ten allied health programs were in four-year
colleges and universities compared to over nine in ten in the 1950's.
The growth in the numbers of programs in two-year colleges is evidenced
by a comparison of program establishment dates reported in 1973-74 and
1975-76 ASAHP survey questionnaires. The survey showed that three in
five allied health programs in four-year colleges and universities were
established before 1970, whereas over three in five allied health pro-

grams in two-year colleges were established after 1970 (52).
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Medical schools contributed greatly to the establishment of the
early programs for allied health occupations (1). Many were initiated at
the teaching hospitals and then gradually moved to the medical schools.
In the past decade, two-year colleges, schools of engineering and
technology, other health professional schools, and schools of business
management also have established allied health programs. The rapid
growth of collegiate health programs, however, that occurred during the
period from 1965 to 1975 has lessened somewhat (52).

The 1975-1976 ASAHP survey identified collegiate programs for 139
single occupational categories (4), which were grouped into twenty-eight
major areas. Of the twenty-eight major occupational categories, nine
accounted for two-thirds of the allied health programs in collegiate
settings; clinical laboratory services, 17 per cent; administration,
planning, and office, 8 per cent; health related teacher preparation, 7
per cent; dental services, 7 per cent; speech and hearing services, 6
per cent; dietetic and nutritional services, 6 per cent; nursing related
services, 5 per cent; radiological services, 5 per cent; and health
education, 4 per cent (4).

Eighty-five per cent of allied health programs responding to ASAHP
survey in 1975-76 were basic occupational preparation programs. Ten per
cent were advanced education programs, 3 per cent were teacher training
programs, and less than 1 per cent were continuing education programs
(4).

In 1976, students in allied health programs comprised about Z to 4
per cent of 11 million degree-credit and non-degree credit enrollments in
colleges and universities. Women predominated among students of allied

health programs. They composed about three-fourths of the students in
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both two-year and four-year institutions. Black students composed only 8
per cent of enrollments in basic occupational allied health programs in
four-year colleges and universities, compared with 12 per cent in two-

year college programs (4).

Schools of Allied Health

The concept of allied health education and the growth of schools of
allied health professions are linked historically. Allied health and
allied health education were developed on the assumption that an alliance
in education among health occupations, which separately had little
visibility, would build the prestige, strength and quality of education.
The NCAHE argued that an alliance in education would strengthen teamwork
and encourage sharing of resources (3).

Allied health units have been established in many states across the
country since the concept originated in 1967. In the 1978-1979 academic
year, sixty-six schools or colleges of allied health were in existence;
forty-four had the words allied health in the title; the remaining twenty-
two contained the words associated health, health related professions,
health technologies, or health sciences. Two-thirds of the sixty-six
schools were on medical campuses, of which most had other health profes-
sions schools as well. On other campuses, allied health programs were
grouped in divisions, departments, and centers. These units were found
in both four-year and two-year institutions, as well as in hospitals and
other non-collegiate settings (3).

Panel members of the NCAHE believed that allied health units
increased visibility and power (as indicated by the ability to obtain

financial support and implement programs) of allied health programs.
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_Barriers, however, to obtaining resources and developing a strong school
of allied health included: the variety of allied health degrees, as con-
trasted to the single degree in medicine or dentistry, which limited
visibility; the low Tevel of federal support to allied health education;
and restriction of many allied health programs to the undergraduate level
thus..reducing research capability, another source of recognition and
prestige (3).

Allied health schools have contributed significantly to leadership
development, innovation, and research. Allied health units have stimu-
lated scholarly contributions including Journal of Allied Health articles
published by persons employed in these units. The growth in number of
books relating to allied health showed a similar pattern (3).

The Commission's survey panel cited an obvious advanfage being
housed in a health science center as the potential.for allied health
students and faculty to interact with students and faculty from various
health professions schools. Avenues to interaction were identified as
interdisciplinary activities in didactic education, interdisciplinary
activities in clinical education, research projects, and committee work.
The National Commission on Allied Health Education contended (3) that
collaboration among allied health program directors and between allied
health and other health groups will enhance the cost-effectiveness of
the educational processes by accelerating the development of a common

knowledge base and reducing unnecessary duplication of effort.
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Dietetic Education

Historical Background

The art of dietetics can be traced to early days of the Civil War
when women practiced dietetics in conjunction with nursing in hospitals
in thei{ hbmes (53). Not until after 1890, however, did the dietitian
trained in home economics rather than nursing teach student nurses about
the feeding of patients.

Cooking schools were developed in the 1870's, 1880's, and 1890's to
£i11 a need for instructing young women interested in domestic arts (53,
54). Because the first need for a dietitian was to teach simple cookery
to nurses, the graduates of early cooking schools became the first
instructors (55).

Interest in the scientific principles of cookery developed rapidly
and in 1890, the New England Kitchen was started to apply these princi-
ples to the cooking of less expensive foods (53). Also in that year,
Talbot introduced a course in sanitation and dietetics at Wellesley
College.

In 1903, Corbett established a three month course for "pupil dieti-
tians" at the Department of Charities of New York (53, 54). Corbett
believed (53) that graduates of domestic science courses needed addi-
tional experience in hospital work before taking positions of responsibil-
ity.

In the early 1900's, several meetings, known as the Lake Placid
Conferences on Home Economics, were conducted with one of the intended
purposes of laying the groundwork for the development of home economics

curricula in educational institutions (53). At the Eighth Lake Placid
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Conference in Home Economics in 1906, McCollough maintained (54) that
dietitians should receive adequate technical training in addition to
theoretical courses provided by schools of domestic science. In speaking
to dietitians assembled at the American Home Economics Association meet-
ing in 1909, Boos recommended (54) the establishment of a one year post
graduate hospital course in dietetics.

In 1910, Corbett outlined (56) groups of courses.fundamental to the
technical training of the dietitian. She argued that despite adequate
instruction in didactic courses dietitians were not exposed sufficiently
to laboratory and "practice" work for competent practice in the field.
She recommended that the length of time required in preparation for work
as a dietitian be lengthened to include the fundamental co]Tegeﬁcourses

plus six months to one year of practice work under supervision.

Formation of The American Dietetic Association

In 1917, The American Diefetic Association was founded. Four sec-
tions were established, one of which was entitled Teaching (57). This
group was concerned with defining the role of the dietitian and the
educational needs and with developing educational standards for the pro-
fession.

In 1924, Wheeler, as Education Section Chairman, presented to The
American Dietetic Association minimum specifications for a course for
student dietitians (54). The plan included recommended basic courses in
a four-year college course for student dietitians, plus at least six
months of hospital experience to include administrative, therapeutic,
and social service work (58). Educational requirements for active

membership in the Association were adopted in 1925 (58), which included
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a bachelor's degree with a major in foods and nutrition from a recognized
college or university.

In 1927, the Association approved a “"Standard Course for Student
Dietitians" based upon a study of the work of 310 hospital dietitians,
seventy of whom were offering a course for students (55, 59). Tﬁe hospi-
tal providing training was required to be a member of the American
Hospital Association, have an accredited nurses' training school, and
employ staff dietitians eligible for membership in The American Dietetic
Association (60). Students enfering the internship for the first time
were required to have bachelor's degrees with majors in food and nutri-
tion. Prior to 1927, students from two year courses had been accepted.
The course was to be at least six months in length with time allotted for
administrative practice, diet therapy, and teaching (60).

Based on information obtained from 116 departments of home economics
in which dietetic students were enrolled during the academic year 1931-
1932, the Education Section of the Association presented an approved Iist
of academic requirements. This list included subjects and semester hours
which the Association had designated as essential to provide satisfactory

academic preparation for student dietitians (61).

Revisions in Educational Regquirements

Academic requirements, considered prerequisite requirements for mem-
bership in The American Dietetic Association, have been revised periodi-
cally as technologic and cultural changes have altered the job require-
ments of the dietitian (54); The first revision, effective in 1934,
detailed the course and semester requirements for food and nutrition
majors, as well as the institution management course that had been

approved by the Association in 1933 (58).



_ 38

Subsequent revisions added courses in biochemistry, quantity cook-
ing, organization management, and English composition (62). Additionally,
specific recommended subjects were listed (63). In 1947, the academic
standards were revised to indicate courses necessary for graduates
entering approved hospital, food clinic, or administrative internships
(54). This plan was entitled "Plan I," and was effective until 1962. In
1955, a "Plan II" was created as an alternative p1ah to Plan I. Course
requirements were categorized into- four subject matter areas and specific
minimum credit hours for each group were detailed with a maximum of sixty
credit hours listed. Plan II remained in effect until 1965 (54, 63).

In Plan III, adopted in 1958, subject areas of learning were
classified as "Core Subjects," "Emphases" (foodservice management, educa-
tion, and foods), and "Concentrations" (therapeutic and administrative
dietetics, business administration, and science). The core subjects were
required for all students with selection of one area of emphasis and one
~ of the concentrations to complete the program. Plan IIl was phased out
between 1975 and 1980 (54, 64).

Plan 1V, the most recent revision, became effective in 1972, and
was implemented fully in 1980. Academic requirements for Plan IV were
expressed in terms of basic competencies and clinical experiences (54).
Recommendations of the Study Commission

on Dietetic Education

In 1970, the Study Commission on Dietetics was formed under the
chairmanship of Millis (65, 66). The Commission came into existence at
the request of the Executive Board of The American Dietetic Association

and the governing board of the ADA Foundation. A1l members were noted
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for their concern for the advancement of education and health services of
many kinds (66).

The Commission listed (65) several findings and made recommendations
in their study of the profession of dietetics. In the opinion of the
Study Commission, the existing system of educating and training dieti-
tians was deficient in several ways. The Commission contended that the
amount and quality of nutrition science learning seemed inadequate to
form a firm base for the practice of a health service. Additionally, the
Commission theorized that education would be more effective and more
efficﬁent if science and art were learned concurrently.

The Commission stated that dietetic education appeared to lack a
clear identity within higher education and its institutions. They
argued that as a health science dietetic education was not sufficiently
related to other health professions (65). As one of their recommenda-
tions (Recommendation 1), the Commission declared that the basic educa-
tion of dietitians be designed as a four year curriculum resulting in a
bachelor's degree including both the didactic learning and introductory
clinical experience necessary for beginning practice.

In 1971, the Coordinating Cabinet of The American Dietetic Associa-
tion appointed (67) a committee to study, evaluate, and make recommenda-
tions for implementation of the Report of the Study Commission on
Dietetics. Of the Commission's recommendations, the Task Force fully
accepted Recommendations II and V, both of which were concerned with
education. Recommendation Il suggested that the undergraduate curriculum
in dietetics be built around the central theme of the Human Life Cycle
(65). Recommendation V advised ADA that they not undertake, at that

time, any responsibility for accrediting educational institutions in
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dietetics per se. The Task Force reserved (67) full acceptance of
Recommendation I related to four-year programs including clinical and
didactic learning experiences pending an in-depth study by an ad hoc

committee.

Trends in Dietetic Education

As a result of the Commission's report, many changes in dietetic
education have occurred within the past decade (68). Of significance has
been the growth in the numbers of coordinated undergraduate programs
(CUP). According to several authorities (65, 66, 68), this movement was
jnitiated due to several factors: the shortage of dietetic internships,
the desire of ADA to provide adequate undergraduate clinical and didactic
experiences required for practitioner status, the increased emphasis on
the team approach to health care, and the recommendations of the Study
Commission on Dietetics which emphasized the desired expertise of the
dietitian and the educational approach necessary for development.

Lewis and Beaudette described (68) the coordinated program in
dietetics as integration of the didactic and clinical phases during the
undergraduate years. They contended that the didactic and clinical
phases are of equal academic importance, rank, and degree in a coordi-
nated program. Unlike the traditional patterns, a coordinated program is
characterized by interrelated studies in the classroom and clinical
environment.

The number of coordinated undergraduate programs in dietetics has
risen substantially since the Study Commission's Report in 1972 (5, 69).
In 1970, The American Dietetic Association's Directory of Dietetic
Programs listed two under organization and sixty-eight dietetic intern-

ship programs. 1In 1975, the number of CUP's had grown to fifty-one,
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while the number of internships remained at sixty-eight (69). In 1980,
seventy-one CUP's and seventy dietetic internships were included in the
1isting of accredited programs (5).

Hart summarized (70) the changes that have occurred in dietetic
education since the implementation of coordinated undergraduate programs.
She noted that curriculum revision has been widespread, long-used syllabi
have been replaced with annually revised editions, innovation in instruc-
tors' teaching methods have been effected, and an expanded range of
clinical settings has been utilized. Hart maintained that evaluation of
the program, instructors, and students is more intense in the coordinated
programs than in traditional dietetic programs. Instructors must serve
as role models for their students as they demonstrate the required compe-
tencies and thus, are a powerful influence on the students' 1ife and

performance.

Competency-Based Education. Concurrent with the rapid increase in

coordinated undergraduate programs has been a move toward competency-based
education (CBDE) (66). This process requires identification of the role
of the practitioner and the level of competence the student will need to
enter the field (70).

Bell defined (71) competency as fhe minimum knowledge, skills,
affective behavior and/or judgment which a person is certified to possess
on a set of criteria and level of expectation. Hart asserted (70) that
competency-based education differs from the traditional approach in that
emphasis is placed on the learner and the learning process rather than
the teacher and the teaching process. Whereas the traditional approach

may focus on the needs and expertise of the dietetic instructor,
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competency-based education focuses on the needs and accomplishments of
the student.

Bell listed (71) the four basic components of competency-based
education: statement of behavior, subject matter, learning opportuni-
ties, and education. According to Bell, behavior is an essential compo-
nent of all competency-based programs. She contended that behavioral
objectives should include both thé behavior desired and the content or
area of life in which'fhis behavior is to operate.

Bell further maintained (71) that in competency-based education
students must be given ample 1earniﬁg opportunities or activities. She
described a learning opportunity as an arranged situation in which the
student has the possibility of engaging in the desired behavior.

The essential elements of a performance—competency'based dietetic
education include the delineation of role-derived dietetic competencies,
which are stated publicly in behavioral terms. 'The criteria used to
measure the accomplishment of these competencies are criterion-referenced
and the student acquires the competencies at his/her own rate. Hart
stressed (66, 70) the urgency in identifying universal dietetic compe-
tencies.

The objective of the Foodservice Systems Management Council (FSMEC)
is to contribute to the development and evaluation of educational pro-
grams in foodservice systems management (72, 73). At the eighth confer-
ence df FSMEC held in 1977, participants fdentified foodservice management
competencies, terminal performance objectives, and enabling objectives
essential for entry level dietitians (72). In 1978, participants of the
ninth FSMEC conference refined the document and developed evaluation

strategies (73).
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A number of studies have been conducted during the past decade on
the identification of competencies needed for various aspects of dietetic
practice. The objective of Loyd and Vaden's study (74) was to obtain
information from hospital dietetic practitioners concerning their expec-
tations of the performance or competency of entry-level dietitians. The
practitioners identified twenty-three of the list of forty-seven adminis-
trative competencies as "essential"; eighteen as "desirable"; and six,
"beyond entry-level." Fourteen of the thirty-five clinical competencies
were considered "essential"; sixteen, "desirable"; and five, "beyond
entry-level." Loyd and Vaden underscored the value of the competencies
as the starting point for development and evaluation of curricula in
dietetic education. Furthermore, they contended the competencies could
be the basis for terminal performance objectives, enabling objectives,
course content, and didactic and clinical Tearning experiences.

The focus of Slomski's research (75) was on the determination of
entry level competencies required by a beginning generalist dietitian.
For this study, a survey was conducted of ADA dietitians in Mississippi
who had haospital experience. The purpose of Holmes' study (76) was to
identify competencies perceived essential by dietetic educators for both
coordinated and traditional undergraduate dietetic program graduates.
Bedford developed (77) a set of affective competencies and identified
related measurable behaviors for the entry-level dietitian.

Bajrd (78) conducted a study to determine the dimensions of the
rotes of the hospital administrative dietitian and the hospital clinical
dietitian, as perceived by practitioners in these two areas. She
believed that the identification and description of dimensions of a

specialty were crucial to the development of specialty competencies.
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She used the same 1ist of competencies used in the Loyd and Vaden study
(74).

The purpose of Morales' research was to develop a methodology to
analyze competencies in an area of dietetic practice, that of menu plan-
ning (79). A random sample of administrative and generalist hospital
dietitians rated ninety-two descriptors within menu planning competencies
as to importance and time allocation.

Competency statements have been used by researchers in the evalua-
~tion of practitioners and dietetic professional programs. Rinke's
study (80) involved employers' perceptions of the educational preparation
in administration of entry-level generalist dietitians. The perceptions
were related to the dietitian's route of attainment: internshﬁp, cupP,
traineeship, and advanced degree program. Sixty-nine specific adminis-
trative competencies were used to assess the dietitians' academic pre-
paration.

Meeks conducted (81) a study to evaluate dietitians' perceptions of
the adequacy of their professional education in preparing them for entry-
level practice. Meeks used thirty-six "essential" and five '"desirable
but not essential" administrative competencies identified by Loyd and
Vaden (74).

The objective of Chamber's study was to develop and evaluate two
equivalent forms of a criterion referenced instrument (82). The instru-
ment was to be used in assessing the achievement of students graduating
from undergraduafe programs in general dietetics. Competencies to be
measured were the academic requirements of Plan IV for the professional

sciences required for membership in The American Dietetic Association.
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Luhr developed {83) an instrument to measure student achievement of
competencies at the University of Kentucky.

In 1978, the Administrative Committee of the ADA Council on Educa-
tion Preparation commissioned a task force to develop uniform compe-
tencies for the dietetic profession (84). The Task Force believed,
however, that before competencies could be deVe]oped certain issues
needed to be addressed. The Task Force proposed that their committee be
charged with the following objective: to develop a conceptual framework
for the profession of dietefics that would serve as essential preliminary

work for competency-based education.

Education of Supportive Personnel. Education of supportive person-

nel in dietetics has its origins in 1942 during World War II. Members of
ADA recognized the need to delegate many of their tasks to non-profes-
sional personnel so that the time of the dietitian could be utilized more
effectively (85).

Williams wrote (86) that between 1945 and 1950, Teaders in the
profession emphasized the need to develop the dietitian's executive
ability, including the functions of policy-making and overall management
and delegating routine tasks to non-professional personnel. During this
time the title "food service supervisor" was chosen as most suitable for
the non-professional worker who was to assist the dietitian in routine
administrative tasks.

In 1955, the "Tentative Trial Outline of Classroom Instruction--the
Training of the Food Service Supervisor" was published (85, 86). This
outline was to serve as a guide for establishing a standardized educa-

tional program for foodservice supervisors. The ADA committee proposed
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that the course be offered in two parts; i.e., ninety hours of classroom
work {(in a vocational school) followed. by a second semester of supervised
practice in a hospital. From 1955 to 1960, training programs were
established in various parts of the country, usually in cooperation with
adult and vocational high school systems (86).

In 1965, the ADA Committee to Study the Education of the Food Ser-
vice Supervisor revised the 1955 "Tentative Trialt Outlines." The
resu]tant publication, entitled "For the Education of the Food Service
Supervisor," described the standards for an approved training course in
both classroom and supervised work experience. The outlines covered a
minimum of ninety hours of classroom instruction and thirty-six weeks of
supervised experience (86).

By 1971 an offshoot of the allied health movement, the career ladder
concept, was identified with the levels in the dietetic team as dietetic
assistant, dietetic technician, and dietitian (86). As the career ladder
encouraged progression from dietetic assistant to the technician level
culminating in an Associate Arts degree, the training moved toward credit
courses on junior college campuses.

The American Dietetic Association has published Essentials of an
Acceptable Program of Dietetic Technician Education (87) and a similar
pub]ication regarding dietetic assistants in an effort to establish
minimum qualification standards for both educational programs and for the
expected job competency of the graduates (88, 89). The guidelines for
dietetic assistant programs required a coordinated program of not less
than ninety hours classroom and 150 hours supervised field experience and
recommended a one-year program of thirty units credit and 225 hours

supervised field experience (89). The guidelines for the technician
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program required a curriculum specializing in nutritional care or food-
service management, leading to the Associate of Arts degree, plus 450
hours of supervised field experience (87). According to the 1980
Directory of Dietetic Programs (5), fifty-one dietetic technician programs
and 223 dietetic assistant programs were in existence.

Woodward wrote (88) of past developments and future directions in
the utilization of dietetic superVisory manpower. She described the
support by ADA of dietetic technicians and assistants including publica-
tion of a Position Paper (90) detailing the definition and education of
these groups, the sponsorship of ADA of programs which meet its educa-
tional standérds, and the endorsement of technician membership in the

Association.

Allied Health and Dietetic Education

In the opinion of the Study Commission on Dietetics in 1972, the
greatest weakness in the dietetic education programs was the absence of
a "dietetic learning environment." One of the ways the Commission
believed that the dietetic learning environment could be strengthened was
to integrate the dietetic‘;urricu1um with schools of allied health. The
Commission contended that this innovation would provide two key advantages
to dietetic students: (a) students and teachers would be in close asso-
‘ciation with other professionals with whom they would practice
collaboratively in the future; and (b) students would not have to meet
education requirements designed for students in the school of home
economics or education (65).

Since the publication of the Report of The Study Commission on

Dietetics in 1972, the number of coordinated undergraduate programs
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associated with schools of allied health or health related programs has
risen. In 1972-1973, three of nine approved programs were housed in
schools of allied health, and in 1980, fourteen of seventy-one accredited
CUPS were affiliated organizationally with allied health, This number,
however, has remained constant since 1978 (5, 69).

In the late i960's, legislation was passed to support the education
of allied health personnel. Because it is considered an allied health
occupation, dieteticsAwas able to receive financial assistance provided
through the Basic Educational Improvement Grants and the Traineeship
Grants of the Allied Health Professions Personnel Training Act of 1966
(91). Grants were awarded to a number of institutions offering
baccalaureate programs in dietetics and those with dietetic technician
associate degree programs. |

Between 1972 and 1978, dietetics received 270 allied health project
(institutional support) grants, totalling $14,143,000. Between 1372 and
1978, 208 Tong-term advanced traineeship grants totalling $3,674,000 were
awarded in dietetics. These grants were awarded to students obtaining
advanced degrees in order to work as teach;rs, supervisors, administra-
tors, or specialists. The number of short term alljed health training
inétitute grants for dietitians totalled twenty-one between 1972 and
1978 and supported 1289 trainees. These programs were designed to pro-
vide short term training essential for updating and improving the

educational or administrative skills of dietitians (92).
Professions and Professionalism

Little agreement exists among the social scientists as to precise

meanings of profession, professionalism, and professionalization (93,
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94). According to Blankenship (93), professions are often identified on
the basis of certain structural characteristics. The structural approach
encompasses five factors: (a) a profession must be a full time occupation,
based on specialized knowledge; with (b) training schools that are con-
trolled by members of the profession; and {c) with an association that
~defines membership and offers self-regulatory mechanisms. Other struc-
tural characteristics include: (d) licensing or certification by a public
agency and recognition from the community; and (e) a code of ethics that
implies rights of autonomy and self governance.

Abrahamson defined (94) professions as those occupations which
involve the use of knowledge and techniques by a practitioner directly
upon, or in behalf of a client in order to maintain or induce in the
client a culturally determined and socially approved state of well-being.
Strauss described (95) professions as a relatively homogeneous community
whose members share identity, values, definitions of role, and interests.

Blankenship argued (93) that professionals often exhibit certain
attitudinal qualities. Typical characteristics include a sense of com-
mitment and identification-with the professional association, a desire to
dedicate oneself to service rather than selfish pursuits, and a rejection
of efforts of nonmembers to regulate the profession. Additionally, a
feeling often exists that members are called to the profession by per-
sonal motives so that work would be accomplished despite remuneration.
Finally, professional members value the autonomy principle highly and
believe that high rewards are justified.

McEvoy defined (96) professionalism as an ability to perform one's
function in a proficient and effective manner demonstrating expertise.

According to Kornhauser (97), a primary function of professionalism is
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the protection of standards of excellence in the face of pressures for
quick or easy solutions. Kornhauser believed four criteria are implied
in the definition of professionalism: (a) specialized competence that has
a considerable intellectual content; (b) extensive autonomy in exercising
the special competence; (c) strong commitment to a career based on the
. special competence; and (d) influence and responsibility in the use of
special competence.

Moore and E]]idtt suggested (98, 99) that professionalism should be
regarded as a scale, rather than a cluster of attributes, with the various
features of professionalism ranging along a series of continuua. Elliott
contended (99) that professionalism is part of a complex of factors,
operating in different combinations in different situations.

Moore listed (98) the following criteria as characteristic of
professionalism: (a) full time occupation; (b) commitment to a calling;
(c) a defined organization, which implies meﬁbers committed to a cause;
(d) possession of knowledge and skills based on specialized training;

(e) service oriented profession; and (f) autonomy. Ritzer contended (100)
that both the occupational and individual continuua should be considered
in the analysis of professionalism. He argued that all occupations may
be placed on a continuum ranging from the nonprofessions on one end to

the established professions on the other. Having pinpointed the position
of the occuﬁation on the continuum, the question remains of the degree of
professionalism of the individuals in the occupation.

Ritzer claimed (100) that a person's position on the individual
professional continuum is dependent upon the possession and degree of
possession of the following characteristics: (a) general, systematic

knowledge; (b) authority over clients; (c) community, rather than
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self-interest; (d) membership in occupational association; (e) training
in occupational schools; (f) recognition by the public that he/she is a
professional; and (g) involvement in the occupational culture. DeMarco
wrote (101) that a professional continues to develop either positively
or negatively, as long as the profession is practiced. She asserted
that a crucial point in a professional's 1ife is the awareness that
previously acquired knowledge is not sufficient to adapt to changing
times. The professional who strives for continuous professional growth
is involved 1in social, cultural, physical, and political activities that
will broaden individual perspective.

Weigley cited (102) specific characteristics acquired by an occupa-
tion in the process of professionalization: (a) the development of a
professional association with membership requirements to bar the
unqualified; (b) current practitioners control education, training, and
admission to the profession; (c) certification or Ticensure may serve as
a further control; (d) a name change is often effected to heighten
status; and (e) a code of ethics with a service orientation is developed.
Weigley asserted that the profession of dietetics has been proceeding
along the continuum of professionalization since its earliest roots in

the late 1800°'s.



METHODOLOGY

The Sample

The sample for evaluation of the National Commission on Allied

Health Education (NCAHE) recommendations included national and state

g2

leaders of The American Dietetic Association, leaders in dietetic educa-

tion, and a random sample of dietetic practitioners.

sample was comprised of the following groups:

1. Members of 1979-80 governance groups and key committees of
The American Dietetic Association, including:

a.
b.
c.

d.

e.

T

Board of Directors
Commission on Operations
Executive Committee, Council on Education Preparation

Council on Practice and Chairmen of Dietetic Practice
Groups

House of Delegates
Committee to Develop a Conceptual Framework
Commission on Accreditation

Committee on DT/DA Programs of the Commission on Accredi-
tation

Commission on Dietetic Registration

2. Directors of Accredited Dietetic Internships and Coordinated
Undergraduate Programs, and Approved Dietetic Technician
Programs (1isted in the 1980 Directory of Programs)!

3. Presiﬁents of State Dietetic Associations, 1979-80

4, A random sample of dietetic practitioners

1

. 'Source: Reference (5).

Specifically, the
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For the selection of the practitioners, a list of 400 members who
met the following specifications was requested from ADA data processing:

1. Active, registered and nonregistered

2. Thirty years of age or older

3. Full-time employment status
The ADA computer services include capability to provide sequential
samples of members according to criteria defined by researchers. After
the list had been checked for duplications on the lists of leaders and
educators, 200 practitioéers were selected using a computer-generated
1ist of random numbers.

The potential respondents were considered for selection based on one
or more of the following criteria: (a) prominence in dietetic education,
(b) recognized leadership of The American Dietetic Association,

(c) involvement in the governing and/or policy-making bodies of ADA,

(d) leaders of individual state dietetic associations, and (e) dietetic
practitioners. Members of the national governance groups and committees
were included in the sample because of their leadership in the profession
of dietetics, and also, because of their ability to make or influence
decisions pertaining to the profession. The state presidents were
included to gain the perspective of state leadership and of potential
future national leaders.

The directors of dietetic internships and coordinated undergraduate
programs were selected because of their expertise in dietetic education
and because ultimate implementation of recommendations would be their
responsibilities. The directors of dietetic technician programs also
were included because of the impact of the NCAHE recommendations on all

levels of dietetic education.
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The random sample of dietetic practitioners was selected to insure
that the viewpoint of dietitians at. the "grassroots" level would be
included. The sample was comprised of dietitians who were actively
involved in practice. Because of the nature of the recommendations, the
educational research consultant recommended that practitioners with at
least five years of experience be considered. Although the computer
services at ADA did not have the capability to generate a 1ist based on
years of experience, a sampling based on age could be generated. The
decision was made to select members who were thirty years of age or older
because of the potential for these dietitians to have practiced for at
least five years.

The sample totalled 607 potential respondents. In addition to the
200 dietetic practitioners, 243 national and state leaders and 164

dietetic educators were included.
Instrument Development

Preliminary Instrument

The initial questionnaire was based on the fifteen primary NCAHE
recommendations (3).1 The plan was to ask respondents to evaluate each
recommendation according to its relative importance for dietetics, using
the following four-point scale:

(1) Extremely important recommendation for dietetic education

{2) Important recommendation

(3) Somewhat important recommendation

(4) Less important for dietetic education than other recommendations

]Appendix A includes a listing of the fifteen primary and sixty-
three corollary recommendations of the National Commission on Allied
Health Education.
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Also, the recommendations were to be rated on timeliness using the fol-

lowing indicators:

(1) Urgent priority, recommendation needs immediate attention
in the dietetic profession and in dietetic education

(2) Important priority, but does not require immediate
attention in dietetics

(3) Action on the recommendation can be postponed; among least
urgent for action in dietetics

Additionally, the participants were to identify the five recommendations
they considered to be the most important for the dietetic profession and
the five considered to merit immediate use of resources. A third section
of the questionnaire consisted of selected demographic information for
use in analyzing responses.

The fifteen primary recommendations proposed by the NCAHE were
slightly modified by the research committee for relevance to the profes-
sion of dietetics. The committee consisted of two dietetic educators and
an educational evaluation specialist. The initial instrument was sent to
two of the NCAHE commissioners and the NCAHE Study Director for valida-
tion and verification of the modified recommendations (Appendix B). The
Commission members whose opinions were solicited for authentication were
the NCAHE Chairman and a Commissioner who is a member of the ADA Advisory
Commi ttee.

The NCAHE Chairman and the Commissioner approved the initial adapta-
tion of the questionnaire; however, the Study Director contended that the
questionnaire did not fully represent the extent and depth of the
NCAHE's findings. She believed that with the omission of the corol-
laries, which suggested means of implementation of the recommendations,

an essential part of the NCAHE study was neglected. In her judgment,
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corollaries relevant to dietetics should be selected with modification as

needed.

Final Instrument

The revised questionnaire was written to incorporate many of the
corollaries recommended by the Commission. The fifteen primary recom-
mendations were included in the questionnaire, along with selected
corollaries (twenty-nine of the sixty-three NCAHE corollaries) deemed by
the research committee to be most relevant for dietetics and dietetic
education (refer to Table 13 in Appendix E for Tist of NCAHE coro]larie{
included).

A copy of the revised questionnaire with the modified recommenda-
tions and related corollaries was sent to the NCAHE Chairman and Study
Director for verification. They approved the final instrument and
believed the questionnaire was more representative of the Commission's
findings.

The final instrument consisted of two parts (Appendix C). In Part
I, participants were asked to evaluate the fifteen NCAHE primary recom-
mendations and twenty-nine related corollaries with respect to appropriate
.priorities for the dietetic profession and for dietetic education.
Related corollaries were indented below their respective primary recom-
mendations. Part II consisted of ten questions concerning demographic
information to be used in analyzing responses and describing the sample.
Additionally, instructions for completing the questionnaire were provided
on the front page.

The two original scales were collapsed into a single five-point

scale for assessment of the importance and timeliness of the
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recommendations and corollaries for the dietetic profession and for
dietetic education:

(1) Essential recommendation for the dietetic profession and
for dietetic education, urgent priority for implementation

(2) Essential recommendation, but not an urgent priority for
implementation

(3) Important recommendation and somewhat urgent

(4) Important recommendation, but not urgent

(5) Recommendation is not of major importance for dietetics
at this time.

The final questionnaire was printed on cream-colored paper in a tri-fold

six-page format with the study sponsor indicated on the first page.
Distribution of the Instrument

The questionnaire, a prestamped return envelope, and a cover letter
(Appendix D) briefly explaining the Report of the National Commission on
Allied Health Education (NCAHE) and the intent of the study were mailed
via first class to the participants. Informed consent information was
included in the letter. Approximately three weeks later, a follow-up
letter, questionnaire, and return envelope were mailed to the non-
respondents.

A1l questionnaires had been coded with an identification number for
follow-up purposes. All lists were cross-checked thoroughly to avoid
duplication of mailings.

To personalize the mailing and encourage response, techniques known
to increase participation were incorporated (103). Commemorative stamps
were used, a handwritten signature was used on all cover Tetters, and the
questionnaire was printed on colored paper. Letterhead stationery and

envelopes bearing the symbol of the sponsoring institution were used.
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O0f the 607 instruments distributed, 437 were returned or 71.9 per
cent. Eight questionnaires were incomplete; therefore, a total of 429

(70.6 per cent) were included in data analysis.
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RESULTS AND DISCUSSION
The Survey Sample

The sample for the study was comprised of seven groups as shown in
Table 1. The national governance group, state presidents, and house of
delegates represented national and state leadership in the dietetic pro-
fession. The coordinated undergraduate program (CUP), dietetic intern-
ship, and dietetic technician directors constituted the educator
component of the sample. The practitioners represented dietitians at

the "grassroots" Tlevel.

Geographic Distribution

Geographic distribution of the survey sample is presented in Table
2. The sample was categorized into seven geographic areas based on the
respondent's state of residence. The seven geographic areas used in the
analysis were those defined by ADA for the House of Delegates. Geo-
graphic areas represented states within defined regions of the United
States and included the District of Columbia and Puerto Rico. The
survey sample was distributed fairly evenly among the seven geographic

areas; no one area represented the majority of respondents.

Characteristics

The various characteristics of the groups in the survey sample are
shown in Table 3. The highest level of education differed among the
groups, although the majority of all groups had attained a master's

degree. The percentage of state presidents and practitioners who had
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Table 1: Groups in sample and number of respondents by group

group1

variation in N2

natl. gov. -- members of national governance
groups and committees

state pres. -- presidents of state dietetic
associations

house dele. -- members of House of Delegates

CUP dir. =-- directors of coordinated under-
graduate programs in dietetics

intern dir. -- directors of dietetic internship
programs

DT dir. -- directors of dietetic technician
programs

practitioners -- random sample of practicing
~ dietitians, not in education or any of the
groups above

55-59

37-39
76-81

43-45

41-46

27-29

116-121

}Groups selected from 1979-80 1ist of ADA officers, committees,

boards and 1980 Directory of Programs (5).

2Refers to variation in number of each group who responded on

ratings of recommendations.
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Table 2: Geographic distribution of survey samp1e1
groups in sample
geographic natl. state house Cup intern DT  practi-
area gov. pres. dele. dir. dir. dir. tioners total
%

1 8.5 12.8 18.5 8.9 8.7 172 11.6 12.4
2 1583 15.4 14.8 24.4 21.7 20.7 19.8 18.6
3 15.3 17.9 12.3 15.6 8.7 10.3 12.4 13.1
4 18.6 20.5 11.1 6.7 8.7 6.9 2] 5 15.0
5 18.6 7.7 17.3 - 17.8 30.4 20.7 8.3 15.7
6 153 12.8 9.9 13.3 2.2 6.9 12.4 11.0
7 8.5 12.8 16.0 13.3 17.4 17.2 14.0 14.0
1Size and definitions of groups are in Table 1.
2Areas of the ADA House of Delegates:

1 -- AK, WA, OR, ID, MT, WY, CA, HI

2 -- ND, SD, MN, WI, MI, NB, IA, MO

3 -- SC, MS, LA, AL, GA, FL, PR, AR

4 -- CO, NV, UT, AZ, NM, OK," TX, KS

5 -- IL, IN, OH, Wv, KY, TN

6 -- VA, MD, DC, DE, PA, NC

7 -- NY, NJ, CT, RI, MA, VT, NH, ME.
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attained a master's degrée was Tower than was true in the other groups.
Over 40 per cent of the CUP directors had received a doctorate; whereas,
25.4 per cent of the national governance had achieved this degree.

For all groups in the survey sample, the dominant route to member-
ship in_The American Dietetic Association (ADA) was through a dietetic
internship. With the exception of the CUP directors, at least 65 per
cent of each group in the sample listed the internship as the route to
ADA membership. Among the CUP directors, over half (53.3 per cent)
received their membership through the internship route; however, about
one-third (35.6 per cent) became members of ADA through the master's
degree with experience route or through the doctoral route. The master's
degree with experience was a dominant route to membership in at least 15
per cent of the internship and dietetic technician director and practi-
tioner groups. A small percentage of the sample had become ADA members
through the dietetic traineeship route. Ninety-five per cent of the
total survey group were registered dietitians.

Almost three-fourths of the members of the national governance
group (71.1 per cent) and over half of the house of delegates (57.7 per
cent) had been members of ADA nineteen years or longer. Additionally,
49 per cent of the CUP directors were long-term members of ADA. The
majority of the state presidents, dietetic technician directors, and
practitioners had been members of ADA for 12 years or less, while 42 per
cent of both CUP and internship directors were in this category.

Almost three fourths of the state presidents (71.6 per cent) and
over half of the CUP directors (51.3 per cent) and intern directors (57.7
per cent) had fifteen years or less of dietetic practice; whereas, a

majority of the dietetic technician directors (58.6 per cent) and
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dietetic practitioners (52.1 per cent) had been in practice for 10 years
or less. About two-thirds of the national governance (66 per cent) and
house of delegates (65.4 per cent) had been practicing dietetics for 16
years or longer.

The majority of all groups were employed full time at the time of
the survey. Approximately 15 per cent of both the state presidents and
house of delegates, however, were employed part time; less than 3 per

cent of these groups were not employed.

'Employment Status
The employment status and employer of the groups in the survey
sample are shown in Table 4. The CUP, internship, and dietetic techni-
cian directors were excluded from this table, except those in national
or state leadership, because their position title explained their
employment status. Of the remaining four groups, the largest percentage
were directors. Directors comprised 27.1 per cent of the national
governance group, 23.7 per cent of the state presideﬁts, 20.3 per cent
of the house of delegates, and 17.1 per cent of the practitioners. A
number of the national governance (15.3 per cent), state presidents
(21.1 per cent), and house of delegates (12.7 per cent) listed their
position title as university faculty. More practitioners were clinical
staff dietitians (10.3 per cent) and generalists (10.3 per cent) than in
the other groups. Public health was listed as a position title by 15.2
per cent of the house of delegates and by 12.8 per cent of the practi-
tioners. The remainder of the group was distributed among several
other types of positions.
Hospitals were listed as the primary employer for 42.1 per cent of

the state presidents, 37.1 per cent of the house of delegates, and 44.8
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Table 4: Present employment status of groups in survey sample

groups in samp1e]

o natl. state house practi-

position title gov. pres. dele. tioners
%

director 27.1 23.7 20.3 17.1
assoc. dir.--admin. 3.4 2.6 5.1 5.1
assoc. dir.--clinical T .- #.9 6.3 8.5
admin. staff diet. 1.7 -- -- 0.9
clinical staff diet. 1.7 5.3 1.3 10.3
generalist -- 2.6 5.1 10.3
internship dir. 8.5 5ad 2:3 --
CUP director 102 2.6 2.5 4.3
univ. faculty 15.3 21.1 12.7 9.4
private practice/consultant 8.5 7.9 7.6 2.6
public health 3.4 2.6 15.2 12.8
other 15,3 10.5 12.7 12.0
two or more combinations 5.1 7.9 8.9 6.8
employer
hospital or other health

care facility 23.7 42.1 371 44.8
university 39.0 23.7 16.7 13.8
govt. agency : 18.6 13.2 25.6 24.1
other 15.3 131 16.6 9.5
two or more employers 3.4 7.9 3.8 7.8

1Groups other than educators except for those educators in one of
the first three groups; refer to Table 1 for size and definition of groups.
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per cent of the practitioners. Thirty-nine per cent of the members of
the national governance listed the university as the primary employer,

" while 23.7 per cent indicated hospitals were the main employer. Govern-
ment agencies employed about one-fourth of the house of delegates (25.6

per cent) and practitioners (24.1 per cent).

Professional Involvement

Table 5 shows the professional involvement in ADA of the groups in
the survey sample at district, state, and national levels. A majority of
each of the groups, except the practitioners, had served on district
committees. The members of the house of delegates reported the greatest
involvement on district committees; almost 60 per cent (56.8 per cent)
had 1isted six or more years of service at this level. The percentage of
dietitians participating in district committees could be due to the fact
that in many states district committees are non existent. A majority of
the national governance; state presidents, the house of delegates, and
the CUP and internship directors had served on state committees, while
about two-thirds of the DT directors and practitioners had no such
service.

In five of the seven groups (state presidents, practitioners, and
CUP, internship, and dietetic technician directors) between half and
three-fourths had not held district office; however, a majority of the
respondents in both the national governance and house of delegates had
held a district office position for one year or longer. Between 50 and
80 per cent of the CUP, internship, and dietetic technician directors
and practitioners had not served in office at the state level. Of the
three remaining groups, almost half (49.4 per cent) of the house of

delegates had served seven or more years in state offices, while over
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half of the national governance and state presidents had held state
offices at Teast four years.

With the exception of the national governance, the majority of the
members of the remaining six groups had not served on national committees
nor had they held national office. Almost 90 per cent of the national
governance, however, had been involved in national committees and 54.2
per cent had been elected to national offices.

Essentiality and Urgency of NCAHE Recommendations
for Dietetics and Dietetic Education

The fifteen primary recommendations and twenty-nine of the sixty-
three corollary recommendations proposed by the NCAHE were modified
slightly by the research committee for relevance to dietetics and
dietetic education. The revised recommendations and corollaries were
verified and approved by the NCAHE Study Director, Chairman, and one of
the commissioners. In the instrument, a five point scale was used by
the respondents to assess essentiality and urgency of the recommendations
and selected corollaries for the dietetic profession and dietetic educa-
tion. The recommendations were evaluated by national and state leader-
ship, educators, and practitioners (groups are defined in Table 1).

In Table 6, the relative ordering of the primary recommendations and
corollaries is shown, based on responses of the survey sample, from those
rated as most essential and urgent to those considered least essential.
Essentiality and urgency ratings were based on the percentage of the
total group indicating the recommendations were essential and urgent.

A group mean percentage was computed by averaging the percentages

of essential and urgent responses of each of the seven groups in the
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Table 6: Essentiality and urgency of NCAHE] recommen&ations for the

dietetic profession and dietetic education

percentage of essential,
urgent responses

grou
recommendation mean

weighted
mean

%

most essential and ufgent (2.60%):

18

12.2.

ADA should increase legislative activities

and public policy efforts to convince

federal, state, and local governments and
private resources to provide adequate

support for allied health education and
manpower. 69

As a criterion for establishing and con-

tinuing programs, educational institu-

tions must assure that adequate clinical
affiliations are available, that students
receive appropriate clinical practicum,

and that sufficient funds to continue a

new program through at least two complet-

ing classes are available. 67

Education should be linked to practice

through role delineations (i.e., through
collaboration of practitioners and

educators, roles and functions of dieti-

tians and other members of the dietetic

team should be defined, and competencies
identified and translated into educational
content). 67

TNCAHE = National Commission an Allied Health Education.

urgent priority for implementation.

sample groups.

each sample group.

%

66

69

66

2% of respondents indicating recommendation was essential and had

3Group mean percentage computed by averaging %'s of each of seven
Refer to Table 1 for definition of groups and N's.

4Refers to mean percentage computed by weighting group % by size of
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Table 6: (cont.)

percentage of essential,
urgent responses

group

" recommendation mean

weighted
mean

%

Dietetic education should prepare students

who can meet standard performance objectives
(competencies), and adapt to changing

health service needs; flexibility in the
methods of educational preparation should

be encouraged. 66

moderately essential and urgent (50-59%):

4,

12.1.,

9.5,

To meet new service demands, all dietetic

education programs should include the

study of:

(a) human values,

(b) i11ness prevention and health promo-
tion methods, and

(c) delivery systems, including roles and
functions of health personnel,
patients' rights, legal risks, cost
effectiveness, and quality control. 59

The development of leadership in the

clinical, managerial, and educational

areas should be a priority for dietetic
education. 55

Before establishing new programs in

dietetic education, institutions should

be encouraged to cooperate with existing
programs. 53

Educational institutions, professional
organizations, employers, and others

should initiate, provide, and/or support
programs of continuing education to

teach planning and management skills to

dietetic personnel already in practice. 50

%

64

60

55

52

52
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Table 6: (cont.)

percentage of essential,
urgent responses

_ group weighted
recommendation mean mean

% ’ %

somewhat essential and urgent (40-49%)

7.2. Educational institutions and clinical
facilities should collaborate, or
reevaluate current collaborative arrange-
ments, to increase integration and
improvement of clinical and didactic
instruction through procedures such as:
mechanisms to permit academic faculty
to remain clinically current, and
organized joint planning for the overall
curriculum by clinical and academic
faculty. 49 49

2.1. ADA should consult with other allied
health professions which have conducted
role delineation studies and seek funds
for role delineation studies of its own
(i.e., beyond current efforts). 46 42

7. Clinical and didactic education should
be better integrated, and the range and
types of clinical education sites and
methods should be expanded to meet new
health service demands. 46 46

9.3. Qualified universities and health
service organizations should conduct
carefully controlled studies of the
effect of clinicians on the cost and
effectiveness of nutritional care
services. 45 45

9.6a. Programs to prepare dietetic education
faculty should include advanced study
in a subject matter area in dietetics. 45 44

13.1. ADA should assume a leadership role in

delineating career options in dietetics

_and in identifying ways of facilitating
career advancement and change. 45 46
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Table 6: (cont.)

percentage of essential,
urgent responses

' group weighted
recommendation mean mean

% %

13.2. The Commission on Accreditation of The
American Dietetic Association should
examine their policies to determine if
and how they may obstruct articulation
between levels in the dietetic profes-
sion and between disciplines. 44 42

12.3. For maximum use of existing institu-
tional resources, dietetic or allied
health students should receive instruc-
tion in the basic sciences through
participation in general university
courses rather than in special courses
offered exclusively for dietetic and/or
allied health majors. 43 45

7.4. Dietetic education programs should use
a broad array of clinical patterns and
sites to enhance both the clinical
practicum and future job placement of
graduates. 41 39

7.1. Educational institutions, which offer
the didactic portion of a dietetic
education program, should be responsible
for the total education to ensure better
integration of didactic and clinical
education and sufficient breadth of
clinical experiences however; they must
share the responsibility for planning,
implementation, and evaluation with their
clinical affiliates. 40 39
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Table 6: (cont.)

percentage of essential,
urgent responses

_ group weighted
recommendation mean mean

% %

not as essential or urgent (30-39%):

13. Education and collaborating institutions
should adopt mechanisms to facilitate the
removal of unnecessary barriers to student
progress (i.e., use of equivalency examina-
tions for identifying objectives already
attained, modularization of courses with
waiver of portions that duplicate learned
material, a more workable system for trans-
fer of credits between institutions, etc.). 39 38

9.6¢c. Programs to prepare dietetic education
faculty should include health care delivery
and interdisciplinary processes. 38 41

14 Alliance in service and education should be
strengthened, based on an appreciation of
the interdependence of all health occupa-
tions and an understanding of their roles,
functions, and special contributions. 38 39

12. The establishment, expansion, and termina-
tion of dietetic education programs should
be based on manpower requirements, adequacy
and efficient use of available resources,
and collaboration within and among educa-
tional and other institutions. 38 39

5. In the future, new health service needs
should be met, where possible, without
establishing new occupations and programs;
unnecessary expansion of entry-level
requirements should be controlled (e.g.,
M.S. required for dietetic practice). 38 38

9.4. Both clinical and academic faculty should
increase their efforts to test the clinical
theories they teach. 37 39
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Table 6: (cont.)

percentage of essential,
urgent responses

_ group weighted
recommendation mean mean

% %

6. The importance of continuing education
should be recognized and networks should
be established to ensure collaboration
and information sharing on continuing
education matters. 35 37

5.1. Accreditation of dietetic education
programs should be linked to justifica-
tion of the level and length of programs
based on competencies needed and
utilized in the delivery of services. 35 34

5.3. Research to improve the methodology of
performance-based testing should be
supported. 34 30

8.1. Intensive research on methods of clinical
education should be conducted, to include
studies on:

{a) identifying the types of professional
learning which are most dependent on
practical experiences,

(b) validating or modifying existing
standards for the amount and type of
clinical experience required for
program accreditation and/or prac-
titioner certification, and

(c) determining the relative cost-
effectiveness of different patterns
of clinical education. 33 : 31

10.1. Administrators of dietetic education
programs should regard scholarly activity
as a necessary part of the total activities
of faculty and take this into account in
determining faculty needs, budgeting,
selection, and promotion of faculty. 32 30
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Table 6: (cont.)

percentage of essential,
urgent responses

) group weighted
recommendation mean mean

% %

9.6b. Programs to prepare dietetic education
faculty should include preparation in
professional education, including history
and philosophy of higher education,
instructional methods, and curriculum
development and planning 31 30

13.4. Dietetic education programs, with the

advice and counsel of professional asso-

ciations and practitioners, should

evaluate student selection procedures to

determine whether more reliable indicators

of probable academic success can be found

and utilized. ' 31 29
14. Information relating to administration

and planning in dietetic education should

be collected and shared systematically. 30 30

8. Research in clinical education methods and
theory must be greatly expanded. 30 29

least essential and urgent (< 30%):

.7.3. Formal degree programs as well as con-
tinuing education programs should be
designed specifically to prepare faculty
to plan, supervise, and evaluate clinical
practice. 29 29

9.1. ADA should encourage qualified universi-
ties to develop advanced programs for
preparation of master clinicians which
emphasize advanced clinical theory, methods
of clinical research, and an advanced
practicum. 28 28

9.2. Any process of credentialing master
clinicians should focus on the compe-
tencies essential for practice and
recognize that they may be gained through
academic preparation and/or on-the-job
experience. 27 29
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Table 6:

(cont.)

recommendation

percentage of essential,
urgent responses

group
mean

weighted
mean

7.5.

§5.2.

13.3.

Gl

Various methods of learning for clinical
competence should be developed in sites
other than patient health service facili-
ties. These may include simulated
clinical learning programs, programmed
laboratory experiences, and other
patient/client service areas.

ADA should support the premise that
registration and reregistration should

be

based on validated role delineations

and definitions.

Directors of dietetic programs should
establish links with local secondary
school systems to inform students about
dietetic careers and requirements of
educational programs and to encourage
participation in work experiences in
health settings during the high school
years.

ADA should participate in a National
Coalition for Continuing Education for
the provision of leadership and services
at national, regional, and local levels.
The function of the Coalition should
include:

(a) collective development of guidelines

and principles for continuing educa-
tion activities;

(b) support services and technical

(c

(d

assistance for establishing and
publicizing local and regional inter-
disciplinary continuing education
networks;

) a clearinghouse for research on con-
tinuing education; and

) information services to practitioners.

%

26

25

24

23

%

24

23

23

24
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Table 6: (cont.)

percentage of essential,
urgent responses

. group weighted
recommendation mean mean

% %

10. Support for research in dietetic educa-
tion should be substantially increased,
and dietetic faculty should be encouraged
to strengthen their commitment to
research. 23 23

3.1. To assure flexibility, students in
dietetic education programs should be
allowed significant opportunities for
selection of courses in humanities, social
sciences, and natural sciences, in keeping
with the students' individual talents and
interests for personal enrichment. 19 20

11. Dietetic education programs should
strengthen their efforts to increase
the representation of minorities in leader-
ship positions. 14 14

13.5. Recruitment efforts to increase minority
representation in dietetic education
programs should be strengthened. 14 13
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sample. The weighted mean percentage was calculated by multiplying each
sample group's percentage of essential and urgent responses by the number
of respondents in that group and dividing the sums of all groups by the
total sample size. The weighted mean was computed to ensure that the
individual's opinion within the group also would be considered. The
group percentages for mean essentiality‘and urgency of the NCAHE recom-
mendations and corollaries were analyzed and categorized as follows: most
essential and urgent (> 60%), moderately essential and urgent (50-59%),
somewhat essential and urgent (40-49%), not as essential and urgent
(30-39%), or least essential and urgent (< 30%). Detailed distributions

of ratings are shown in Tables 14 and 15 in Appendix E.

Most Essential and Urgent (> 60%)

Three primary recommendations and one corollary were rated as "most
essential and urgent." Recommendation 15 regarding increased ADA legis-
lative activities for support of allied health education and manpower was
rated by the survey groups as the "most essential and urgent" recommenda-
tion. The group mean percentage of essential and urgent responses was
69 per cent.

The National Commission on Allied Health Education underscored (3)
the importance of federal support in the implementation of many of the
NCAHE recommendations. They believed that the funding of allied health
education has been inadequate in the past and must be strengthened in
the future. Additionally, the NCAHE recommended that the federal govern-
ment, educational institutions, and professional associations work
together toward securing adequate and continuous funding for allied

health education and services.
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In November 1979, five special tésk forces were formed by the presi-
dent of the American Society of Allied Health Professions (ASAHP). The
task forces were charged with examining aspects of the final NCAHE report
and developing recommendations for follow-up by ASAHP and member
organizations and institutions (104).

The Task Force on Funding believed (105) that ASAHP should be the
synthesizer of ideas and generator of funding proposals and should act
as a lobbyist for principles, policies, legislation, and funding for
a]liea health programs. The Task Force further stated that ASAHP should
assume a leadership role in the formation and strengthening of alliances
between educational institutions, professional organizations, and ASAHP
state chapters. The committee believed that the coalition could serve as
an advocate in promoting allied health visibility and funding. Addi-
tionally, the Task Force recommended that ASAHP should implement a
national campaign to make government at all Tevels aware of the allied
health professions and the need for increased funding.

Also identified as "most essential and urgent" was corollary 12.2
dealing with the establishment and continuation of programs based on the
availability of clinical affiliations, funds, and adequacy of clinical
practicum. Primary récommendation 12, from which the corollary emanated,
was listed, however, in the "not as essential or urgent" category (40-49
per cent group mean). According to recommendation 12, manpower require-
ments, adequacy of resources, and effective collaboration should be
considered in establishment and termination of programs.

Two other corollaries of recommendation 12 were rated by the groups
as "moderately essential and urgent" (corollary 12.1), and "somewhat

essential and urgent" (corollary 12.3). Corollary 12.1 concerned
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cooperation with institutions with existing programs before establishing
new programs. Corollary 12.3 dealt with the issue that dietetic students
should receive instruction in basic sciences through participation in
general university courses.

The NCAHE underscored (3) the importance of responsible decision
making by leaders in planning an& administration of allied health pro-
grams. According to the NCAHE, programs should be established and main-
tained (a) as a reflection of manpower requirements, (b) with assurance
of adequate institutional resources, and (c) with the best use of exist-
ing resources through collaboration and sharing.

The ASAHP's Task Force on Planning and Administering Education Pro-
grams addressed (106) recommendation 12 in their study. The Task Force
believed that ASAHP could be used as the medium through which the con-
cerns of establishment, expansion, and termination of programs be made
known to the U.S. Office of Education and accrediting agencies. They
further emphasized the importance of collaborative efforts rather than
unilateral action by any one interest group as a criterion in establish-
ing programs.

Primary recommendation 2, which called for linking education to
practice through role delineation, had a group mean of 67 per cent.
Corollary 2.1, the recommendation that ADA should conduct role delinea-
tion studies beyond current efforts, was rated "somewhat essential and
urgent" (group mean of 46 per cent).

The NCAHE believed (3) that role delineation studies allow standard-
jzation of educational objectives by linking them to practice needs.
Additionally, they purported that role delineation studies are a first

step in determining commonalities in practice and educational needs of
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various allied health occupations. They contended that results of role
delineation studies could be used to develop-a knowledge base generic to
many allied health occupations, to plan more effectively for interdis-
ciplinary education, and to implement multicompetency programs that are
based on demonstrated commonalities.

The ASAHP's Task Force on Role Delineation believed (107) that
ASAHP should take the lead in developing a state of the art repository
and manual on role delineation. The Task Force asserted that the results
of a state of the art study on role delineation would have implications
for competency assurance programs. Additionally, results could be dis-
seminated to other organizations involved and interested in such studies.

The ASAHP's Task Force on Research also acknowledged (108) the
importance of conducting role delineation studies. They foresaw the
issue of role delineation as underlying many of the other NCAHE recom- |
mendations and believed that data regarding these studies were necessary
before other NCAHE recommendations could be implemented.

In October 1979, the project staff of the ADA Role Delineation Study
and professional committees began work on the delineation of currently
existing role and responsibilities of entry-level clinical dietetic
personnel. The study was sponsored by the Division of Associated Health
Professions (DAHP), Bureau of Health Professions. A panel of clinical
dietetic practitioners, educators, and employers of clinical dietetics
practitioners delineated the "actual" role, which identified responsi-
bilities in the role of clinical dietetics/nutrition care as they cur-
rently exist in the field. Additionally, the level of dietetic competence
presently expected for the performance of professional or technical

responsibilities was identified (109).
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In the fall of 1980, the identification of the "appropriate" role of
clinical dietetics was expected to be completed. Nationwide survey data
gathered from registered dietitians, dietetic technicians and assistants,
physicians, nurses, and health care facility administrators revealed the
responsibilities each group believed entry level clinical dietetic person-
nel should be competent to perform. Responsibility statements were
accepted or modified based on the Working Committee's consideration and
fhe opinion of dietetic and other health professionals. A total of
seventy-seven competency statements corresponding to each responsibility
were jdentified by the Committee members. The methodology also included
ranking competency statements to determine the relative importance of
each competency association with each responsibility at each practice
level of the.appropriate role (109).

The last recommendation rated "most essential and urgent"” by the
survey groups was recommendation 3, which was concerned with flexibility
in dietetic education and preparation of students who are competent and
adaptable. The related corollary 3.1, the recommendation that dietetic
education programs should include significant liberal general education,
was rated much lower (19 per cent group mean) than its primary recommen-
dation.

The NCAHE contended (3) that the basic occupational preparation
program should be viewed as a foundation for continued learning and
development so that graduates dé not find themselves with obsolete skills
and without the background to develop new skills. They believed that
adaptability of allied health students and flexibility in programs could
be achieved in several ways: (a) by acquiring a knowledge base generic

to health occupations, on which the knowledge and skills of several
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specialties could be built; (b) by learning the competencies required to
perform in more than one occupational role; and (c) by developing
broadly based scientific and analytical capabilities through study in

the arts and sciences.

Moderately Essential and Urgent (50-59%)

Two recommendations and two corollaries were rated as "moderately
essent1a1 and urgentf; group means were between 50 and 59 per cent. One
corollary, 12.1, was discussed in conjunction with primary recommendation
12 in the preceding section. Recommendation 4 was concerned with the
inclusion of human values, illness prevention, and delivery systems in
dietetic education programs.

NCAHE believed (3) that trends in health service and changing health
priorities have necessitated the incorporation of these subject areas,
which are health related but not occupationally specific, into allied
health curricula. NCAHE asserted that educational programs should pre-
pare students to enter the work environment with some regard of their
roles and responsibilities in relation to other health personnel,
patients, and employers.

Recommendation 9 and corollary 9.5 also were rated as "moderately
essential and urgent" by the groups. According to recommendation 9, the
development of leadership in the clinical, managerial, and educational
areas should be a priority for dietetic education. Corollary 9.5 was
concerned with the provision of continuing education programs by educa-
tional institutions and others for the purpose of teaching management
skills to practitioners.

Two other corollaries related to primary recommendation 9 were

listed in the "somewhat essential and urgent" category (40-49 per cent
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group mean). Corollary 9.3 dealt with studies by qualified universities
and health service organizations of the effects of clinicians on the
cost and effectiveness of nutritional care services. Corollary 9.6a was
related to programs for preparation of dietetic education faculty and the
inclusion of advanced study in a subject matter area in dietetics.

Corollaries 9.4, 9.6b, and 9.6¢c were rated by the participants as
"not as essential ‘and urgent" (group mean percentage 30 to 39 per cent).
According to corollary 9.6c, programs to prepare dietetic education
faculty should include health care delivery and interdisciplinary pro-
cesses. Corollary 9.6b dealt with the premise that programs to prepare
dietetic education faculty should include preparation in professional
education, including history and philosophy of higher education, instruc-
tional methods, and curriculum development and planning. Corollary 9.4
called for increased efforts by both clinical and academic faculty to
test the clinical theor}es they teach.

Two other corollaries related to the ninth recommendation were
listed in the "least essential and urgent" category (i.e., less than 30
per cent rated the recommendations as "essential and urgent"). Corollary
9.1 related to ADA's encouragement of qualified universities to develop
advanced programs for preparation of master clinicians. Corallary 9.2
linked the process of credentialing master clinicians with attention to
the competencies essential for practice.

According to.the NCAHE report (3), curriculum design for basic
occupational preparation can accommodate only a small portion of all the
theory and skills that might be useful to clinicians in the field. They
contended, however, that allied health clinicians desiring to have

specialized knowledge in their field and to become master clinicians
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should have available the necessary formal mechanisms to achieve their
goals.

The Commission further declared (3) a need for increased effort to
prepare persons in allied health occupations as effective health service
planners and managers working in health service and community agencies,
professional organizations, and academic institutions. The Commission
believed that more allied health practitioners need skills to assume a
more active role in the planning and management of their services.

The ASAHP Task Force charged with studying the issue of allied
health leadership recommended (110) that the Society place high priority
on the development of leadership in clinical, managerial, and educational
areas. A further recommendation was that ASAHP seek funds to conduct
regional leadership institutes. The Task Force believed the institutes
should accommodate rural areas and have provisions for inclusion of
minorities and women. The Task Force contended (110) that the develop-
ment of strong clinical leadership at the master's level was crucially
important to allied health and recommended that ASAHP and other allied
health professional organizations support federal legislation which
would provide funding for programs that prepare advanced level discipline
specialists.

As an additional recommendation, the Task Force suggested (110) that
the Bureau of Health Manpower fund short-term continuing education pro-
grams on planning and management skills for clinical personnel. The Task
Force concluded its report by recommending that ASAHP develop a "Master
Plan" whereby the recommendations of the Commission's report could be

implemented at regional field stations.
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Somewhat Essential and Urgent (40-49%)

One primary recommendation and nine corollaries were listed in the
"somewhat essential and urgent" category. Four of the corollaries which
were associated with primary recommendations 2, 9, and 12 were discussed
in previous sections.

Recommendation 7 and three related corollaries, 7.1, 7.2, and 7.4
were rated "somewhat essential and urgent." Of these four, corollary
7.2 received the highest rating. This corollary related to the collabora-
tion between educational institutions and clinical facilities for the
purpose of integration and improvement of clinical and didactic instruc-
tion. Recommendation 7 was concerned with the integration of clinical
and didactic education and the expanéicn of the range and types of
clinical education sites and methods to meet new health service demands.
Corollary 7.4 related to broadening the array of dietetic education pro-
grams, clinical patterns, and sites to enhance both the clinical practicum
and future job placement of graduates. Corollary 7.1 focused on the
responsibility of educational institutions for dietetic education with
planning, implementation, and evaluation responsibilities shared with
clinical affiliates.

The other two corollaries related to primary recommendation 7
(corollaries 7.3 and 7.5) were rated by the respondents as among the
"least essential and urgent" NCAHE recommendations. In corollary 7.3,
design of formal degree and continuing education programs to prepare
faculty for planning, supervising, and evaluating clinical practice was
encouraged. According to corollary 7.5, various methods of learning for
clinical competence should be developed in sites other than patient

health service facilities.
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The National Commission on Aﬁiied Health Education believed (3) that
integration of didactic and clinical education must be achieved at three
Tevels for maximum impact: administrative level, curriculum level, and
course level. The Commission stated that continuity and articulation
between clinical and didactic experiences is dependent upon an under-
‘standing of who is responsible for planning, content, and administration
of clinical education. The Commission also believed {3) that optimum
sequencing of clinical and didactic experiences can be achieved in indi-
vidual programs by ensuring that educators have a clear understanding of
the goals and processes of both components and of the need to integrate
the components.

. The ASAHP Task Force on Planning and Administering Educational
Programs which studied primary recommendation 7 recommended {106) that
national or regional workshops be held to develop didactic-clinical
relationships and promote NCAHE recommendations in this area. Addi-
tionally, the Task Force suggested that information regarding exemplary
models be available centrally through ASAHP. Furthermore, the Task
Force suggested that professional organizations, educational institutions,
and ASAHP cooperate to conduct training institutes in didactic-clinical
relationships (3). |

Both corollaries 13.1 and 13.2 were considered "somewhat essential
and urgent" by the survey groups. Corollary 13.1 was related to ADA's
leadership role in delineating career options in dietetics and in
identifying ways of facilitating career advancement and change. Corol-
lary 13.2 focused on the examination of articulation policies by the
ADA Commission on Accreditation. Primary recommendation 13, however,

was rated as “not as essential or urgent." According to this
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recommendation, education and collaborating institutions should adopt
mechanisms to facilitate the removal of unnecessary barriers to student
progress. Corollary 13.4, the recommendation that dietetic education
programs evaluate student selection procedures to identify more reliable
indicators of academic success, was classified as "not as essential or
urgent."

The other two corollaries related to primary recommendation 13,
corollaries 13.3 and 13.5, were regarded by the respondents as "least
essential and urgent." Corollary 13.3 called for the linking of dietetic
programs directors with local secondary school systems to inform students
about dietetic careers. Interestingly, Stone et al. reported (111) that
job experience had a degree of influence on career selection in dietetics.

Corollary 13.5 was concerned with the strengthening of recruitment
efforts to increase minority represéntation in dietetic education pro-
grams. This corollary was the lowest ranked of all the NCAHE recommen-
dations and corollaries in the survey.

The NCAHE contended (3) that in a rapidly changing health industry
mechanisms to facilitate career changes are necessary for optimal
flexibility of the health workforce. The Commission believed that
redirecting the talents of existing practitioners from obsolete or low-
demand services to new or high-demand services is cost-effective.

The NCAHE also maintained (3) that providing maximum opportunity
for student development could be attained by removing arbitrary barriers
in the educational system that impede articulation and transfer of credit
and by providing recognition for learning that already has taken place.

They believed, however, that many allied health programs continue to be
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rigid and do not permit exemption of students from certain courses,
despite demonstrated competency in their areas.

The ASAHP Task Force on Planning and Administering Educational
Programs examined (106) primary recommendation 13 and recommended that
national or regional workshops on articulation, student selection, and
minority student recruitment should be coordinated through ASAHP. The
Task Force further recommended that an ASAHP clearinghouse for such
information be established.

The Task Force maintained (106) that consortia of colleges, univer-
sities, and affiliation sites should attempt to develop articulation
1inkages, conduct follow-up studies of graduates, and develop model
recruitment and retention projects for disadvantaged students. The group
further recommended that professional organizations review program lengths
according to curriculum needs and that standards be developed which pro-
mote articulation and career mobility. The Task Force concluded with the
suggestion that state level advisory committees provide information
about allied health programs and careers to schools, students, and employ-

ers.

Not as Essential and Urgent (30-39%)

Seven primary recommendations and eight corollaries were listed in
the "not as essential and urgent" category. Recommendations 13, 12, and
corollaries 9.4, 9.6b, 9.6¢c, and 13.4 have been examined in other sec-
tions because related recommendations were rated in one of the categories
with greater priority.

Primary recommendation 1, the premise that alliance in service and

education should be strengthened based on an appreciation of the
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interdependence of all health occupations and an understanding of their
roles, functions, and special contributions, was considered to be among
the "not as essential or urgent" recommendations. The group mean per-
centage of "essential and urgent" responses was 38 per cent.

The NCAHE asserted (3) that alliances must be built and strengthened
between education and services, between allied health and other occupa-
tions, and within allied health services and education. The Commission
maintained that collaboration and sharing of resources is vital to the
promotion of these alliances.

Recommendation 5, rated similarly to primary recommendation 1, was
concerned with controlling the expansion of new occupations, programs, and
entry level requirements. Corollaries 5.1 and 5.3 with group means of 35
and 34 pef cent, respectively, also were listed in the "not as essential
or urgent" category. The contention that accreditation of dietetic
education programs should be Tinked to justification of the level and
length of programs, based on competencies needed in dietetic services,
and the need for research to improve the methodology of performance-based

testing were evaluated in these corollaries.

Another corollary related to primary recommendation 5, corollary 5.2,
fell in the "least essential and urgent" category. Validated role
delineations and definitions as the basis for registration and reregis-
tration was the assertion in corollary 5.2.

NCAHE described (3) the unnecessary proliferation of basic occupa-
tional programs for new health specialties as wasteful. They contended
that this results in splintering of health service functions which
impairs the quality and increases the costs of health service delivery.

The NCAHE stated that as an alternative to establishing new programs,
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new health service needs can be met by providing supplemental preparation
to existing health personnel or incorporating new objectives in existing
educational programs.

In discussing the issue of controlling entry level requirements,
the ASAHP Task Force on Role Delineation underscored (107) the importance
of first establishing role delineations to determine performance needs
and job competencies. By ascertaining competencies, they believed entry
level requirements could be assessed more accurately.

Recommendation 6 also was listed in the "not as essential and
urgent" category. This primary recommendation was concerned with recogni-
tion of the importance of continuing education and the need to establish
networks to ensure collaboration and information sharing on continuing
education matters. The suggestion in the related corollary 6.1 that ADA
participate in a National Coalition for Continuing Education for the pro-
vision of leadership and services at all Tevels was rated in the "least
essential and urgent® category.

The NCAHE contended (3) that greater emphasis should be placed on
the role of continuing and advanced education to meet expanding sub-
specialty needs without increasing the content or length of educational
programs for entry level practice. In addressing this issue, the ASAHP's
Task Force on Planning and Administering educational programs suggested
(106) that the Society convene a meeting to establish a National Coali-
tion for Continuing Education.

Recommendation 8 and corollary 8.1 also were listed in the "not as
essential or urgent" category. Expansion of research in c¢linical educa-
tion methods and theory was supported as essential and urgent by a mean

percentage of 30 per cent of the survey respondents. A slightly higher
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percentage (33 per cent) supported research on methods of clinical educa-
tion (corollary 8.1). '

The NCAHE believed (3) that the clinical practicum is a vital compo-
nent of professional preparation. In studying the clinical practicum,
however, NCAHE found that 1ittle research has been conducted concerning
what Tgarning can be accomplished best in a practicum situation or the
amount of clinical experience necessary for a study to attain minimum
competence for safe and effective practice. The NCAHE identified other
areas that required further research: the determination of sites that
are needed for most relevant clinical experience and the identification
of the most effective and/or cost efficient patterns of clinical educa-
tion.

The ASAHP's Task Force on Research was charged (108) to select the
areas of research thgy believed warranted immediate attention. The two
areas identified were cost effectiveness/efficiency and role delineation
and commonalities. The Task Force urged colleges, universities, and
health service organizations to conduct controlled studies on the cost
and effectiveness of allied health services. In addition, the Task
Force asserted that issues pertaining to cost effective patterns of
clinical education and development of valid methods of assessing the cost
of clinical education should be addressed.

Almost one-third of the survey groups (32 per cent) maintained that
administrators of dietetic education programs should assess scholarly
activity in determining faculty and fiscal needs (corollary 10.1). The
related primary recommendation 10, however, was categorized as "least

essential and urgent." This recommendation was concerned with the need
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to increase support for research in dietetic education and to strengthen
commitment to research among dietetic faculty.

The NCAHE argued (3) that the need for research relating to allied
health education and services is critical. They cited the following
topics as particularly in need of study: cost effectiveness of educa-
tional processes, faculty characteristics, impact of institutional
environments and program characteristics on students, and relationship
of education to service needs.

Primary recommendation 14 which was concerned with the need for
systematic collection and dissemination of information relating to adminis-
tration and planning in dietetic education was regarded by the respondents
as "not as essential and urgent." The ASAHP's Task Force on Planning and
Administering educational programs recommended (106) that ASAHP attempt
to secure funds to establish a clearinghouse for national use. Data such
as manpower inventories, education programs, needs assessments, and
literature would be compiled and disseminated in the proposed national

center,

Least Essential and Urgent (< 30%)

The “"least essential and urgent" category was comprised of two
primary and nine corollary recommendations. A1l but primary recommenda-
tion 11 have been discussed previously along with discussion of related
recommendations which were rated as more essential and urgent than those
in this category. The need to strengthen representation of minorities
in leadership positions was the primary recommendation which received the
least support (recommendation 11). -

Although women represent the overwhelming majority in Teadership

positions in the dietetic profession, women and other minorities are
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underrepresented greatly in leadership positions in many allied health
occupations. The Task Force on Allied Health Leadership contended (110)
that women and minority group members should be recruited for partfcipa-
tion in leadership development programs and basic professional prepara-
tory programs. The Task Force recommended establishing an ASAHP trainee
program to attract women and minority group members who desire to serve

in leadership positions.
Priorities for Implementation

Relative priorities for implementation of the NCAHE primary recom-
mendations and corollaries are Tisted in Table 7. The recommendations
are listed in decreasing order of.priority based on group mean percentage
ratings of recommendations as either essential and urgent priorities for
implementation or as important and somewhat urgent. The percentages
shown in the table were computed by summing group mean percentages to
the two response categories. Based on group priority mean, the recom-
mendations and corollaries were categorized as follows:

urgent (> 70 per cent group mean)
moderately urgent (60-69 per cent)
somewhat urgent (50-59 per cent)
least urgent (< 50 per cent)

Also shown in Table 7 are the NCAHE recommendations rated on the
basis of essentiality to the dietetic profession and dietetic education.
Essentiality was determined by summing the sample groups' mean percentage
responses to recommendations as either essential and urgent priorities

for implementation or as essential, but not urgent.
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Table 7: Pfiorities for implementation of NCAHE recommendations in the
dietetic profession and dietetic education
priority essential
recommendations™ recommendations
R groug weighted group weighted
recommendation mean mean mean mean
%
urgent (> 70%):5
1s. ADA should increase legisla-
tive activities for support
of allied health education
and manpower. 80 78 82 82
2. Education should be linked to
practice through role
delineations. 76 75 87 86
12.2. Establishment and continua-
tion of programs should be
based on availability of
clinical affiliations, funds,
and adequacy of clinical
practicum. 74 76 89 88
3. Methods of dietetic education
should be flexible and pre-
pare students who are com-
petent and adaptable. 74 7 90 88

1Abbreviated version; refer to Table 6 for full text of recommenda-

tions.

2% rating recommendation as: essential, urgent priority for imple-
mentation and important, somewhat urgent.

3% rating recommendation as: essential, urgent and essential, not

urgent.

4Refer to Table 6 for definitions of group and weighted means.

5
tant, some urgency responses.

Categories and rank order based on % essential, urgent and impor-
Ordered from highest to lowest %.
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Table 7: (cont.)

recommendation

priority

recommendations

essential

recommendations

mean

group weighted
mean

mean

group weighted
mean

9.5,

Programs should include the
study of human values, illness

prevention, and health delivery

systems.

Development of leadership
should be a priority for
dietetic education.

Educational institutions and
others should provide continu-
ing education programs to
teach planning and management
skills to practitioners.

moderately urgent (60-69%):

12:1.

9.3

13:2s

Before establishing new pro-
grams in dietetic education,
institutions should cooperate
with existing programs.

Studies of the effect of
clinicians on the cost and
effectiveness of nutritional
care services should be con-
ducted.

Clinical and didactic educa-
tion should be better inte-
grated; sites and methods of
clinical education should be
expanded.

The ADA accreditation commis-
sion should examine policies
to determine if they obstruct
articulation.

73

72

72

69

66

65

65

74

73

iz

69

66

65

64

82

77

72

71

69

73

66

82

77

74

71

67

74

65
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Table 7: {cont.)

recommendation

priority

recommendations

essential
recommendations

group weighted

mean

mean

group weighted

mean

mean

78+

13.1.

13.

.

12.

7.4.

9.6

Educational institutions and
clinical facilities should
collaborate to increase
integration and improvement
of clinical and didactic
instruction.

ADA should assume leadership
in identifying options,

career advancement and change.

Education and collaborating
institutions should adopt
mechanisms to facilitate the
removal of unnecessary bar-
riers to student progress.

Alliance in service and
education should be
strengthened.

ADA should conduct role
delineation studies beyond
current efforts.

Manpower requirements,
adequacy of resources, and
effective collaboration
should be considered in
establishment and termina-
tion of programs.

A broad array of clinical
patterns and sites should
be used.

Programs for dietetic educa-
tion faculty should include
advanced study in a subject
matter area in dietetics.

63

62

62

62

61

60

60

60

64

63

61

60

59

62

61

60

79

71

66

66

72

62

71

75

78

70

65

69

69

61

69

74
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Table 7: (cont.)

recommendation

priority

recommendations

essential
recommendations

group weighted

mean

mean

group weighted

mean

mean

somewhat urgent (50-59%):

9.6c. Programs to prepare dietetic

8. 3.

7ol

14.

8'1.

9.4.

12.3.

education faculty should
include health care delivery
and interdisciplinary pro-
cesses.

Research to improve the
methodology of performance-
based testing should be
supported.

Educational institutions
should be responsible for
dietetic education with plan-
ning, implementation, and
evaluation responsibilities
shared with clinical
affiliates.

Information relating to
administration and planning
in dietetic education should
be collected and shared
systematically.

Research is needed on extent

of clinical experience needed.

Clinical and academic faculty
should increase efforts to
test clinical theories.

Dietetic students should
receive instruction in basic
sciences through participa-
tion in general university
courses.

58

58

57

57

57

56

56

61

57

58

57

55

59

58

%

70

59

64

57

64

69

66

71

54

64

87

62

69

67
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Table 7: (cont.)

recommendation

priority

recommendations

essential
recommendations

group weighted

mean

mean

group weighted

mean

mean

Bl

1.3.

13.4.

10.1.

9.6b.

Expansion of new occupations,
programs, and entry level
requirements should be
controlled.

Networks should be estab-
lished to ensure information
sharing on continuing educa-
tion matters.

Accreditation of dietetic
education programs should
be linked to justification.

Formal degree and continuing
education programs should be
designed for better prepara-
tion of faculty.

Dietetic education programs
should evaluate student selec-
tion procedures to identify
more reliable indicators of
academic success.

Research in clinical educa-
tion methods and theory must
be greatly expanded.

Administrators of dietetic
education programs should
assess scholarly activity in
determining faculty and
fiscal needs.

Programs to prepare dietetic
education faculty should
include preparation in pro-
fessional education.

56

55

o8

55

55

53

53

52

57

56

55

65

95

54

53

52

64

66

68

57

55

58

62

59

63

67

67

56

52

b5

61

54



102

Table 7: (cont.)

recommendation

priorify

recommendations

essential
recommendations

group weighted

mean

mean

group weighted

mean

mean

10.

9.1.

6.1,

5.2.

Support for research in
dietetic education should be
increased; dietetic faculty
should strengthen commitment
to research.

ADA should encourage qualified
universities to develop -
advanced programs for prepara-
tion of master clinicians.

ADA should participate in a
National Coalition for
Continuing Education for the
provision of Teadership and
services at all levels.

Registration should be based
on validated role delinea-
tions and definitions.

least urgent (< 50%):

-

1343

7.5,

Any process of credentialing
master clinicians should
focus on the competencies
essential for practice.

Directors of dietetic programs
should establish 1inks with
local secondary school systems
to inform students about
dietetic careers.

Various methods of learning
for clinical competence
should be developed in sites
other than patient health
service facilities.

52

51

50

50

49

47

47

51

51

52

49

50

48

46

51

60

53

54

61

42

57

51

60

53

62

41

54
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Table 7: (cont.)
priority essential
recommendations recommendations
group weighted group weighted
recommendation mean mean mean mean
%
3.1. Programs should include
significant 1iberal-general
education. 44 a4 49 49
13.5. Minority representation in
dietetic education programs
should be strengthened. a4 40 33 31
11. Dietetic education programs
should increase the represen-
tation of minorities in
leadership positions. 40 40 33 31
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Generally, recommendations that were rated as most urgent and least
urgent by the groups were considered similarly on the basis of essen-
tiality and urgency as presented in Table 6. There were some differ-
ences, however, with respect to rank ordering of the recommendations.

The four recommendations listed in Table 7 as most urgent were in
the "most essential and urgent" category in Table 6. In Tab]e.Y, however,
the order of primary recommendation 2 and corollary 12.2 was reversed
from that in Table 6. The other three recommendations in the “urgént“
category (Table 7) based on priorities for implementation (nos. 4, 9,
9.5) were rated as "moderately essential and urgent" according to the data
in Table 6.

According to the priority data in Table 7, the six recommendations
considered as "least urgent" for implementation also were among the
"least essential and urgent" recommendations in Table 6. The latter rat-
ings were based on the percentages of survey respondents selecting recom-
mendations as “essential and urgent."

Eight of the twelve "moderately urgent" priorities in Table 7 were
considered "somewhat essential and urgent" according to the approach used
for analyzing responses in Table 6. Three of the remaining four were
rated "not as essential or urgent” and the othef "moderately urgent"
priority also was judged as "moderately essential and urgent" (Table 6).

According to the prioritization of recommendations, nineteen were
judged as "somewhat urgent," indicating 50 to 59 per cent considered
the recommendations as "essential, urgent" or "important, somewhat
urgent." Analysis of this grouping of recommendations in relation to

Table 6 revealed that two were in the "“somewhat essential and urgent,"
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twelve were "not as essential and urgent" and five were in the "least
essential and urgent" categories in that table.

These data indicate that the priorities for implementation were some-
what different when the two response categories concerned with degree of
urgency were combined in evaluating the NCAHE recommendations. Also,
comparisqn of the data in Table 7 with regard to priority versus essen-
tiality of recommendations revealed several differences. For example,
primary recommendation 3 was the highest rated of all the recommenda-
tions when "essential, urgent" and "essential, not urgent" responses were
combined; however, the urgency evaluation placed three other recommen-
dations as greater priorities for implementation in dietetics.

Review of the data according to the two approaches for analyzing the
recommendations in Table 7 reveals a number of other differences. In six-
teen instances, the percentage of the survey groups considering recom-
mendations as either "essential and urgent" or "essential, not urgent" was
10 per cent or more above the combined percentaﬁe of "essential, urgent"
and "important, somewhat urgent" responses. Importance and urgency for
implementation thus appear to be somewhat different dimensions in rela-
tion to these recommendations.

Comparison of Ratings of NCAHE Recommendations
by Survey Groups
Similarities in Ratings of Recommendations

Table 8 includes a listing of the NCAHE recommendations by number
that were rated similarly by all groups in the survey sample, based on
the categories of essentiality and urgency established for the analysis

presented in Table 6. Chi square analysis was used to compare ratings of
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Table 8: NCAHE recommendations rated similarly by a1f groups in survey

samplel
most moderately somewhat not as least
essential , essential essential essential essential
and urgent and urgent and urgent and urgent and urgent
15° 4 7.2 13 7.3
12.2 121 7 1 9.2
3 9.5 9.3 12 6.1
9.6a 5 3.1
18:1 9.4
13.2 6
7.4 10.1
9.6b
13.4
14

1

Refer to Table 6 for text of recommendations.
defined in Table 1. In analysis of ratings by type of group, X
for recommendations 1isted were nonsignificant (i.e., P > .05).

Groups in sample are

values

2Essentia11ty and urgency categories established from overall group

ratings; refer to Table 6.

3Refers to recommendation no. in survey instrument, ordered accord-

ing to rank in Table 6.
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the recommendations among the survey groups. Analyses for which chi
square values were nonsignificant (i.e., P > .05) are presented in Table
8.

Of the forty-four NCAHE primary recommendations and corollaries
evaluated in the study, chi square values were nonsignificant in analysis
of twenty-seven. In the most essential and urgent category, three of the
four recommendations were rated similarly by all groups, which suggests
concurrence in the profession on the most essential issues in dietetic
education. Three of the.four recommendations in the "moderately essen-
tial and urgent" and seven of the ten in the "somewhat essential and
urgent" categories also were rated similarly.

Ratings among the groups did not agree as frequently on the recom-
mendations considered to be Jess essential and urgent. The survey groups
agreed on ten of the fifteen "not as essential and urgent" and on only
four of the eleven "least essential and urgent" recommendations.

Data indicate a fairly high degree of consensus among the national
and state leadership and educator groups and dietetic practitioners in
identifying the more essential and urgent needs in dietetic education.

On recommendations generally considered as having less essentiality and

urgency, however, the groups tended to disagree somewhat.

Differences in Ratings of Recommendations.

In Tables 9 and 10, the recommendations and corollaries on which
ratings were related to survey group membership are listed. Chi square
values were significant (P < .05) for the analysis of ratings on seven-
teen of the NCAHE recommendations. 7

Table 9 summarizes the key differences among the survey groups in

ratings of urgency of the NCAHE recommendation; the key differences in
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Table 9: Key differences among survey groups in ratings of urgency of
NSAHE rec?mmendations for the dietetic profession and dietetic
education

groups in samp1e3

recommendation group natl. state house CUP intern DT practi-

no. 2 mean gov. pres. dele. dir. dir. dir. tioners
%
most essential
and urgent
2 76 H ' L
moderately
essential and
urgent
9 72 L
somewhat
essential and
urgent
2.1 61 L H L
12.3 56 L H L
7.7 57

1Urgency refers to combined responses of (1) essential, urgent
priority and (3% important, somewhat urgent. Detailed distributions of
responses and x4 values are in Table 14 (Appendix E). Recommendations
with ratings unrelated tc group (xz, P > .05) are shown in Table 8; those
listed in this table had significant x% values (P < .05). Key differ-
ences are defined as follows:

H = % of specific group responding (1) or (3) is > 10% above mean
% of total sample (referred to as group mean in Table 7 b
L = % of specific group responding (1) or (3) is < 10% below mean

% of total sample.

2Recommendations are ordered according to categories and rank order
in Table 6; text of NCAHE recommendations is included in that table.
Recommendations marked with a symbol (f) had significant X2 values;
however, none of the group responses met the criteria for key differences.

3Refer to Table 1 for size and definitions of groups.
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Table 9: ({cont.)
groups in sample
recommendation group natl. state house CUP intern DT practi-
no. mean gov. pres. dele. dir. dir. dir. tioners
%
not as essen-
tial or urgent
9.6¢ 58 H L
5.1 55 H L H L
B 58 H H L
8.1 57 H L L
8" 53
least essen-
tial and urgent
9.1 51 H L
7.5 47 H
5:2 50 H L L
13.3 47 L H
10 52 k H H
11 40 L H
13.5 41 L H




110

Table 10: Key differences among survey groups in ratings of essentiality
of NCAHE recommendations for the dietetic profession and
dietetic education!

groups in sample

recommendation group natl. state house CUP intern DT practi-

no.2 mean  gov. pres. dele. dir. dir. dir. tioners
%
most essential
and urgent
2t 87
moderatel
essential and
urgent
9T 77
somewhat
essential and
urgent
2.1 72 H L
12.3 66 H L
7ail 64 H L

]Essentia1ity refers to combined responses of (1) essential, urgent
priority and (2% essential, not urgent. Detailed distributions of
responses and x¢ values are in Table 14 (Appendix E). Recommendations
with ratings unrelated to group (xz, P >.05) are shown in Table 8; those
listed in this table had significant x2 values (P < .05). Key differ-
ences are defined as follows:

H = % of specific group responding (1) or (2) is > 10% above mean
% of total sample (referred to as group mean in Table 7).
L = % of specific group responding (1) or (2) is 10% below mean of

total sample.
Refer to Table 9 for additional explanatory footnotes.
2Rec0mnendations marked with a symbol (+) had significant X2

values; however, none of the group responses met the criteria defined
for key differences.



11

Table 10: (cont.)

groups in sample

recommendation group natl. state house CUP intern DT practi-
no. mean gov. pres. dele. dir. dir. dir. tioners

%

not as essen-
tial or urgent

9.6c" 70
G 68 H L H L
5.3 59 H L
8.1 64 H L
8 58 H H L
least essen-
tial and urgent
9.1 60 H L L
745 57 H L
5.2 54 H L
133 42 L L H
10 51 H L L
11 33 L H
3.5 33 L H
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ratings of essentiality are in Table 10. Detailed distribution of
responses of the survey groups is in Table 14 (Appendix E).

Urgency refers to combined responses on ratings for recommendations
of "essential, urgent" and “important, somewhat urgent"; whereas essen-
tiality refers to combined "essential, urgent" and "essential, not
urgent" responses. To examine differences among the seven éurvey groups .,
the criterion for a key difference was defined as a deviation of ten
percentage points higher or lower than the group means presented.in
Table 7. The symbol, H, is used in Tables 9 and 10 to indicate that the
response of a specific group was 10 per cent or more above the average of
all group responses; i.e., that the specific group placed greater urgency
or rated a recommendation as more essential. Conversely, the symbol, L,
was used to indicate a rating of a specific group was 10 per cent or
more below the average of all group responses.

In those cases when the group mean was at variance (x 10 per cent)
with the average group mean, the state presidents and practitioners con-
sistently rated the recommendations lower. When the group response of
the house of delegates members and CUP and internship directors deviated
10 per cent or more, the recommendations were rated as having greater
urgency than indicated by the group mean (Tabfe 9). Also, the national
governance group rated four of the recommendations as more urgent and
two as less urgent in the six instances in which the group deviated from
the group mean. The directors of dietetic technician programs rated four
recommendations as less urgent and two as more urgent than indicated by
the group mean.

On corollary recommendation 7.1, the chi square value was signifi-

cant; however, none of the specific group responses met the criteria for
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key differences as defined above. As shown by review of Table 9 and
pointed out in the discussion of Table 8, disagreement among groups was
more frequent on the relative urgency of recommendations generally con-
sidered to be less essential and urgent than on those rated as having
greater urgency. .

{n Table 10, key differences in essentiality ratings were not found
among the groups on two primary recommendations (nos. 2 and 9) and on
corollary 9.6c. When deviation from the group mean occurred, the national
governance consistently rated the recommendations as more essential and
the practitioners rated the recommendations as less essential. With one
exception, the internship directors also ranked the recommendations as
less essential than the average group mean indicated in instances of
variance. The house of delegates response differed in only one instance
and the state presidents in five. Two recommendations were rated as more
and four, as less essential. The CUP directors rated three recommenda-
tions as more and one as less essential, whereas the dietetic technician
directors considered five of recommendations as more essential and two
others as less essential than was indicated by group mean. Again, as with
urgency ratings, most disagreements were on the relative essentiality of
the recommendations that were in the "not as essential and urgent" and

“Jeast essential and urgent" categories.

Areas of NCAHE Recommendations

The six major areas of the recommendations established by the
National Commission on Allied Health Education are listed in Table 11.
Five of the fifteen primary recommendations were concerned with deter-

mining appropriate content and level of educational programs and three
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Table 11: Major areas of NCAHE recomrnendations1

primary
recommendation

area no.?2
Strengthening alliances in service and education : 1
Determining appropriate content and level of

educational programs 2-6
Improving clinical education ' 7,8
Building capability for leadership and innovation 9-11
Providing for planning and administration without waste 12-14
Supplying adequate funding 15

TRefer to Appendix A for 1isting of recommendations.

2Coro11aries are classified according to the primary recommendations
to which they are related.
each with leadership development and with planning and administration.
The remaining four recommendations were on strengthening alliances in
service and education, improving clinical education, and funding for
allied health education.

In Table 12, recommendations and corollaries within the six major
NCAHE areas are shown for the essentiality and urgency categories estab-
lished in Table 6. Two of the five primary recommendations on determin-
ing content and level of educational programs were considered "most
essential and urgent" by the survey groups, as was the primary recommen-
dation on funding.

One of two primary recommendations rated as "moderately essential

and urgent" was concerned with level and content of programs and the
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second with leadership development. Of the two primary recommendations
on clinical education, one was rated "somewhat essential and urgent" and
the other, "not as essential and urgent."

The primary recommendation on strengthening alljance and service was
rated "not as essential and urgent," as were the remaining two of the
five recommendations on level and content of programs. All three primary
recommendations on planning and administration also were in the "not as
essential and urgent" category.

As discussed previously, the NCAHE corollaries are procedural
recommendations for implementing the primary recommendations. The rat-
ings of the corollaries indicated differing priorities on strategies for
implementation of the recommendations in dietetic education. In several
instances, the corollaries were considered more important than the related
primary recommendations. For example, the three corollaries related to
one of the recommendations on planning and administration (no. 12) were
rated as more essential and urgent than the primary recommendation.

One of the six corollaries on level and content of programs and
three of the six corollaries on clinical education were "somewhat essen-
tial and urgent," whereas the other corollaries in these two NCAHE areas
were considered to be less essential and urgent. A third of the leader-
ship and innovation corollaries were either "moderately" or "somewhat
essential and urgent." Although the primary recommendations on planning
and administration were rated "not as essential and urgent," five of the
eight corollaries were considered "somewhat," "moderately," or "most

essential and urgent."
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SUMMARY AND CONCLUSIONS
Summary

The National Commission on Allied Health Education (NCAHE) was
formed in 1977 for the purpose of conducting a two year study on allied
health education in the United States. The fifteen member Commission
which included leaders in allied health, nursing, and medicine was
charged with the responsibility of making recommendations in allied
health education for the 1980's, based on assessment of the developments
in the field during the past decade. After two years of studying and
evaluating allied health education, the Commission proposed fifteen
primary and sixty-three related corollary recommendations. Primary
recommendations were formulated to provide major policy guidelines, while
corollaries were intended to suggest means of attaining the goals implicit
in the primary recommendations.

The Commission contended that the recommendations of general concern
should be evaluated by many groups involved in allied health education.
The objective of this research was to assess the importance and priority
of each relevant recommendation of The National Commission on Allied
Health Education for the dietetic profession and particularly, for
dietetic education.

The sample for the study included members of the 1979-1980 gover-
nance groups and major committees of The American Dietetic Association
(ADA), presidents of state dietetic associations, directors of dietetic

internships and coordinated undergraduate programs, directors of approved
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dietetic technician programs, and a random sample of dietetic practi-
tioners. The sample totalled 607 potential respondents. After initial
and follow-up mailings, 71.9 per cent were returned (n = 437).

The instrument was developed and evaluated through two drafts,
involving reviews by dietetic educators, an education evaluation special-
ist, the NCAHE study director, and two NCAHE Conmissioﬁ members. The
fifteen primary recommendations and twenty-nine corollaries proposed by
the NCAHE were modified slightly by the research committee and consul-
tants for relevance to the dietetic profession. The final questionnaire
consisted of two parts. In Part I, participants were asked to evaluate
the selected NCAHE recommendations with respect to appropriate priorities
for dietetic education. A five 'point scale was used for assessment of
the importance and timeliness of the primary recommendations and corol-
laries. Part II consisted of ten questions concerning demographic
information to be used for analyzing responses and describing the sample.

Five categories were developed from the relative ordering of the
recommendations based on essentiality-urgency ratings: most essential and
urgent, moderately essential and urgent, somewhat essential and urgent,
not as essential and urgent, or least essential and urgent. Three
primary recommendations and one corollary were rated as "most essential
and urgent." The recommendation regarding increased ADA Tegislative
activities for support of allied health education and manpower was rated
by the survey groups as the most essential and urgent recommendation.
Also identified as "most essential and urgent" was the corollary con-
cerned with the establishment and continuation of programs based on the
availability of clinical affiliations, funds, and adequacy'of the

clinical practicum. The recommendation which called for linking
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education to practice through role delineation was highly rated by the
participants. The last recommendation in the "most essential and
urgent" category was concerned with flexibility in dietetic education
and preparation of students who are competent and adaptable.

Two recommendations and two corollaries were rated as "moderately
essential and urgent." The corollary that called for cooperation with
institutions and existing programs before establishing new programs was
listed in this category. A primary recommendation considered "moderately
essential and urgent" was concerned with the inclusion of human values,
illness prevention, and delivery systems in dietetic education programs.

The contention that the development of leadership in the clinical,
managerial, and educational areas should be a priority for dietetic
education was regarded by the participants as "moderately essential and
urgent." A corollary concerned with the provision of continuing educa-
tion programs by educational institutions and others for the purpose of
teaching planning and management skills to practitionérs also was in
this category.

The "somewhat essential and urgent" category consisted of one recom-
mendation and nine corollaries. The primary recommendation was concerned
with the integration of clinical and didactic education and the expansion
of clinical education sites and methods, while one of its corollaries
related to the collaboration between educational institutions and
clinical facilities. Another corollary related to broadening the array
of dietetic education programs, clinical patterns and sites to enhance
both the clinical practicum and future job .placement of graduates. The
corollary that focused on the responsibility of educational institutions

for dietetic education with certain responsibilities shared with clinical
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affiliates was considered "somewhat essential and urgent" by survey
respondents.

The contention that dietetic students should receive instruction in
basic sciences through participation in general university courses also
was listed as "somewhat essential and urgent," along with the recommenda-
tion that ADA should conduct role delineation studies beyond current
efforts. Another corollary in this category concerned the need for
studies to be conducted by universities and health service organizations
of the effects of clinicians on the cost and effectiveness of nutritional
care services. One similarly rated corollary was related to programs for
preparation of dietetic education faculty and the inclusion of advanced
stu&y in a subject matter area in dietetics. The last two corollaries in
the "somewhat essential and urgent" classification were related to ADA's
Teadership role in delineating career options and the examination of
articulation policies by the ADA Commission on Accreditation.

Seven recommendations and eight corollaries were listed in the "not
as essential or urgent" category. The "least essential and urgent”
category included two primary recommendations and nine corollaries.

Relative priorities for implementation of the NCAHE primary recom-
mendations were calculated by summing weighted mean percentages of the
categories "essential and urgent" and “important, somewhat urgent.,"”

Based on group priority means, the recommendations and categories were
categorized as follows: urgent, moderately urgent, somewhat urgent, and
least urgent.

The recommendations and corollaries also were rated on the basis of
essentiality to the dietetic profession and dietetic education. Essen-

tiality was determined by summing the sample groups' mean percentage
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responses to recommendations as either an essential and urgent priority
for implementation or as an essential recommendation, but not urgent.

Generally, recommendations that were rated as most and least urgent
by the groups were considered similarly on the basis of essentiality and
urgency. Differences existed, however, with respect to rank ordering of
the recommendations.

Chi square analysis was used to compare ratings of the recommenda-
tions among the seven survey groups. Of the forty-four NCAHE primary
recommendations and corollaries evaluated in the study, chi square values
were nonsignificant (i.e., P > .05) in analysis of twenty-seven. In the
most essential and urgent, category, three of the four recommendations
were rated similarly by all groups, which suggests concurrence in the
profession on the most essential issues in dietetic education. Among the
top three categories of essentiality and urgency ("most essential and
urgent," "moderately essential and urgent," "somewhat essential and
urgent"), thirteen of the eighteen recommendations and corollaries were
rated similarly by the survey groups.

Ratings among the groups were not in agreement as frequently on the
issues considered to be less essential and urgent. The survey groups
agreed on ten of the fifteen "not as essential and urgent" and on only
four of the eleven "least essential and urgent" recommendations.

Key differences were analyzed among the survey groups in ratings of
urgency and essentiality of the NCAHE recommendations. When the individ-
ual group mean was at variance (> 10 per cent) with the sample group mean
the state presidents and practitioners consistently rated the recommenda-
tions lower on the issue of urgency. When the group response of the

house of delegates' members and CUP and internship directors deviated 10
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per cent or more from the group mean, the recommendations weré rated as
having greater urgency than indicated by the group mean. The national
governance groups tended to rate the recommendations as more urgent,
whereas the dietetic technician directors tended to regard them as less
urgent.

Regarding the issue of essentiality, when specific group ratings
deviated from the overall ratings the national governance consistently
rated the recommendations as more essential and the practitioners rated
the recommendations as less essential. The internship directors and
state presidents tended to regard the recommendations as less essential,
while the CUP and dietetic technician directors tended to rate the recom-
mendations as more essential.

The six major areas of the recommendations established by the
National Commission on Allied Health Education were strengthening
alliances in service and education, determining appropriate content and
level of educational programs, improving clinical education, building
capability for leadership and innovation, providing for planning and
administration without waste, and supplying adequate funding. Two of the
five primary recommendations on determining content and level of educa-
tional programs was considered "most essential and urgent" by the dietetic
survey groups, as was the primary recommendation on funding. One of two
primary recommendations rated as "moderately essential and urgent"” was
concerned with the level and content of programs and the second with
leadership development. Of the two primary recommenations of clinical
education, one was rated "somewhat essential and urgent" and the other,

"not as essential and urgent."
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The primary recommendation on strengthening alliance and service was
rated "not as essential and urgent," as were the remaining two of the
five recommendations on level and content of programs. Al1l three primary
recommendations on planning and administration also were in the "not as

essential and urgent" category.
Conclusions

The data revealed that a broad consensus concerning the essentiality
and urgency of the NCAHE recommendations for dietetic education tended to
exist among the seven groups in the survey sample. In the categories
termed "most essential and urgent," "moderately essential and urgent,"
and "somewhat essentfal and urgent," thirteen out of eighteen recommenda-
tions were rated similarly by all the groups. Differences in ratings of
the NCAHE recommendations were most frequently in the "not as essential
or urgent" category and "least essential and urgent" category.

Four recommendations that were rated as "most essential and urgent"
by the respondents were listed in the NCAHE areas of content and level
of educational programs, planning and administration without waste, and
funding. The recommendation regarding increased ADA legislative activi-
ties for support of allied health education and manpower was rated as the
most essential and urgent recommendation. The high rating of this recom-
mendation suggests that dietitians acknowledge the importance of allied
health education and the role that ADA has in participating in legisla-
tive activities supporting allied health. |

Also identified as "most essential and urgent" was the corollary
concerned with the establishment and continuation of programs based on

the availability of clinical affiliations, funds, and adequacy of the
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clinical practicum. This corollary is relevant particularly to educators
of the dietetic profession and all others who are involved in dietetic
program establishment and expansion.

Two other highly rated recommendations were in the NCAHE area,
determining appropriate content and level of education programs. One
recommendation called for the linking of education to practice through
role delineation, and the second recommendation was related to flexibility
in dietetic education.  Linking education to practice through ro]e
delineation requires studies to determine the roles and functions of
members of the dietetic education team. The American Dietetic Associa-
tion has conducted role delineation studies of clinical dietetic person-
nel; further efforts in identifying roles of other dietetic personnel are
necessary for better linkage of education to practice needs. The
recommendation concerned with increased flexibility in dietetic educa-
tion programs has particular relevance for dietetic educators. They
should be cognizant of changing health science and should adapt the
educational curriculums accordingly.

Further research is needed on strategies for implementation of the
most highly rated recommendations and corollaries. Results of this study
_should be disseminated to leaders and educators in dietetics who are
responsible for policy-making decisions in the profession and in dietetic
education. Also, input on the recommendations should be secured from
other relevant sources; e.g., health care administrators, other health

professionals, and administrators in higher education.
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PRIMARY AND RELATED COROLLARY RECOMMENDATIONS OF THE
NATIONAL COMMISSION ON ALLIED HEALTH EDUCATIONI

Strengthening Alliances in Service and Education

Recommendation 1: Alliance in service and education should be strength-
ened, based on an appreciation of the interdependence of all health
occupations and an understanding of their roles, functions, and special
contributions.

Determining Appropriate Content and Level
of Educational Programs

Recommendation 2: Education should be linked to practice through role
delineations.

2.1: The federal government or a private foundation should
provide adequate funding to an organization representing broad
interests in allied health education (such as ASAHP) for a four-
stage project to promote more effective use of role delineation
studies.

a. '"Lessons Learned Workshop" and Development of Manual.

b. National meeting of allied health professional organiza-
tions on role delineation development, and establishment
of study groups to determine commonalities in practice
requirements.

c. Regional workshops to develop strategies for advocating
and explaining the use of role delineations by faculty.

d. The results of these meetings and workshops should be
widely disseminated by the coordinating organization.

Recommendation 3: Allied health education should prepare students who
can meet standard performance objectives and adapt to changing health
service needs:; flexibility in the methods of preparation should be
encouraged.

3.1: Demonstration projects to design and implement
curriculum modules based on role delineations for two or more
occupations should be funded.

Tsource: Reference (3).
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3.2: ASAHP should conduct a workshop for directors of allied
health programs preparing students for more than one occupational
role to identify similarities and differences in educational
objectives, content, and procedures of these programs.

3.3: Students in collegiate allied health education programs
should be allowed significant opportunities for selection of
courses in humanities, social sciences, and natural sciences, in
keeping with the students' individual talents and interests for
personal enrichment.

3.4: Allied health programs should develop mechanisms to
permit allied health faculty to hold joint appointments and remain
act;ve in those disciplines in which they have completed graduate
study.

3.5: Particularly at the graduate level, academic departments
of allied health should provide appointments for faculty whose
preparation is in the sciences or humanities and who may not be
qualified as allied health practitioners.

Recommendation 4: To meet new service demands, all allied health
educational programs should include the study of (a) human values,
(b) illness prevention and health promotion methods, and {c) delivery
systems, including roles and functions of health personnel, patients'’
rights, legal risks, cost-effectiveness, and quality control.

4.1: The federal government and/or private foundations should
support projects to develop interdisciplinary instructional modules
in human values, prevention, and management and coordination of
services, and to introduce the modules in the curriculum of educa-
tional programs.

4.2: Faculty development workshops and continuing education
courses should be designed specifically to prepare faculty to
integrate these topics in the courses they teach and/or in clinical
instruction.

Recommendation 5: In the future, new health service needs should be
met, where possible, without establishing new occupations and programs;
unnecessary expansion of entry-level requirements should be controlled.

5.1: Funds should be provided for projects demonstrating
ways of meeting new health service needs without creating new
occupations or specialties, such as:

. short-term supplemental preparation for existing health
personnel

. short-term preparation in health applications for college
graduates who majored in relevant nonhealth fields, such as
psychology, sociology, and education--such programs should be
developed in consultation with educators from these nonhealth
fields
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. in-servjce training programs for persons employed in nonhealth
occupations who have contact with the patient/client population

+ incorporation of new objectives in existing programs

5.2: Public support for and accreditation of allied health
programs should be linked to justification of the level and length
of programs based on competencies needed and utilized in the
delivery of health service.

5.3: The National Commission for Health Certifying Agencies
should adopt, as a criterion for accepting certifying agencies as
members, that certification and recertification mechanisms must
be based on validated role delineations.

5.4: Funds should be provided for research to improve the
methodology of performance-based testing.

Recommendation 6: The importance of continuing education should be
recognized and networks should be established to ensure collaboration
and information sharing on continuing education matters.

6.1: A National Coalition for Continuing Education should
be established to provide leadership and services at national,
regional, and local levels.

Improving Clinical Education

Recommendation 7: Clinical and didactic education should be better
integrated; and the range and types of clinical education sites and
methods should be expanded to meet new health service demands.

7.1: Educational institutions, which offer the didactic
portion of an allied health program, should-be responsible for the
total education to ensure better integration of didactic and
clinical education and sufficient breadth of clinical experiences;
however, they must share the responsibility for planning, manage-
ment, implementation, and evaluation with their c¢linical affiliates.

7.2: A written agreement should be formulated between the
educational institution and each agency utilized for clinical
education for the purpose of delineating objectives, authorities,
responsibilities, and relationships.

7.3: Educational institutions and clinical facilities should
collaborate, or reevaluate current collaborative arrangements, to
increase integration and improvement of clinical and didactic
instruction through procedures such as:

a. academic appointments for faculty responsible for ptan-
ning and supervising clirical instruction
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b. mechanisms to permit academic faculty to remain clinically
current

P organized joint planning for the overall curriculum by
clinical and academic faculty

d. involvement of master clinicians in overall curriculum
development

e. collaboration with health service providers to secure
relevant preceptorships for and facilitate placement of
graduate students

7.4: Formal degree programs as well as continuing education
programs should be designed specifically to prepare faculty to
plan, supervise, and evaluate clinical practice. :

7.5: Educational institutions should increase the use of the
broad array of clinical patterns and sites to enhance both the
clinical practicum and future job placement of clinical trainees.

7.6: Various methods of learning for clinical competence
should be developed in sites other than patient health service
facilities. These may include simulated clinical learning programs,
programmed laboratory experiences, and other patient/client service
areas.

Recommendation 8: Research in clinical education methods and theory
must be greatly expanded.

8.1: Intensive research on methods of clinical education
should be conducted:

a. to identify the types of professional learning that are
most dependent on practical experiences

b. to validate or modify existing standards for the amount
and type of clinical experience required for program
accreditation and/or practitioner certification

¢c. to develop valid methods of measuring the cost of the
clinical practicum

d. to evaluate the clinical education to determine that the
objectives have been achieved

e. to determine the relative cost-effectiveness of different
patterns of clinical education, including different
sequencing of clinical and didactic components
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Building the Capability for Leadership and Innovation

Recommendation 9: The development of leadership in the clinical,
managerial, and educational areas should be a priority for allied

- health education.

9.1: Public agencies and private foundations should sup-
port qualified universities to develop advanced programs on a
pilot or demonstration project basis for preparation of master
clinicians.

9.2: Qualified universities and health service organiza-
tions should conduct carefully controlled studies of the effect
of clinicians on the cost and effectiveness of allied health
services.

9.3: "Field stations" should be established on a demon-
stration or trial basis to increase the volume, quality, rele-
vance, and utilization of research in allied health clinical
services.

9.4: CEducational institutions, professional organizations,
employers, and others should initiate, provide, and/or support

programs of continuing education to teach planning and management
skills to allied health personnel already in practice.

9.5: Programs to prepare allied health faculty should
include:

a. the study'of history and philosophy of higher education
b. a knowledge of health care delivery

c. research methodology and ways it can be applied in day-
to-day teaching

d. dinterdisciplinary processes

e. 1instructional methods, especially as they apply to clinical
settings and direct patient care

f. advanced study and methods in each clinical field
g. coursework in curriculum development and planning
Recommendation 10: Support for research on allied health education

should be substantially increased, and allied health faculty should be
encouraged to strengthen their commitment to research.
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10.1: Administrators of allied health programs should regard
schalarly activity as a necessary part of the total activities of
faculty and take this into account in determining faculty needs,
budgeting, and selection and promotion of faculty.

10.2: Faculty development institutes and workshops should
include sessions on research and writing.

10.3: Public and private funds should support five or six
regional centers for research and development in allied health.

Recommendation 11: Educational institutions should strengthen their
efforts to increase the representation of minorities and women in leader-
ship positions.

11.1: Women and minorities should be encouraged to pursue
advanced degrees and participate in leadership development programs.

Planning and Administration: Diversity Without Waste

Recommendation 12: The establishment, expansion, maintenance, reduction,
and termination of allied health programs should be based on manpower
requirements, adequacy and efficient use of available resources, and
collaboration within and among educational and other institutions.

12.1: In establishing new programs and evaluating existing
ones, consideration should be given to the different service areas
of different types of institutions: State-controlled institutions
in general must attempt to relate their production of health
personnel to state or regional requirements. Private institutions--
both nonprofit and proprietary--must develop programs that meet the
requirements of their service area; for private nonprofit institu-
tions the service area may not be geographically defined, whereas
for proprietary institutions the service area will probably be
local.

12.2: Market analysis techniques should be used to advise
program directors and school administrators of the employer demand
primarily and the attractiveness to students secondarily.

12.3: Alternatives to establishing new programs to meet
manpower requirements should be developed, especially when the
additional supply requirements are small or 1ikely to be saturated
after a short time period. Such alternatives may include:

. alternative service delivery modes to improve distribution of
personnel (for example, to bring services of existing personnel
to underserved rural areas)

« expansion of existing programs
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« extension of existing capabilities to other geographical areas
(such as the urban-rural extension model)

» short intensive programs in regional centers that have appropriate
capabilities

» student and/or faculty exchange

« cooperative arrangements for rotating programs, which move
periodically as the need is saturated, or for programs with
built-in termination dates :

12.4: As a criterion for establishing and continuing programs,
educational institutions must assure: '

- the adequacy of clinical affiliations and that students receive
appropriate clinical practicum (see Recommendation 7 and
Corollaries 7.1 to 7.6).

« sufficient funds to continue a new program through at least two
completing classes.

12.5: Efforts should be made to utilize existing community
resources and collaborate with other institutions (both educational
and clinical) that already have programs in place of that have
some of the required resources.

12.6: Arrangements should be made for maximum use of existing
institutional resources, including shared courses.

12.7: If fewer than four out of five graduates who seek
employment in the occupation for which they prepared succeed in
finding employment, the program should be terminated unless there
is reasonable assurance of continuing need for a reduced number of
graduates and the number of students enrolled can be reduced
without affecting the quality of education.

12.8: New doctoral programs for health occupations should
be developed only if existing doctoral programs in basic sciences
or other fields do not meet the needs for production of persons
with doctoral-level competencies.

12.9: Funds should be provided by the federal government or
private foundations to a statewide coordinating agency such as
the Southern Regional Education Board for a two-stage project to
increase the use by educational institutions and state and regional
agencies of guidelines based on the considerations previously
outlined:

Stage One--Conference on allied health education program
establishment and continuing review.

Stage Two--Paid Consultancies.
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Recommendation 13: Educational and collaborating institutions should
adopt mechanisms to facilitate the removal of unnecessary barriers to
student progress.

13.1: Efforts to improve articulation should include the
following:

a. use of equivalency examinations and other assessment
tools for identifying objectives already attained and
still to be attained :

b. modularization of courses with waiver of portions that
duplicate prior learning experiences

c. specification of practice-based performance objectives
and reporting attainment of specified objectives

d. flexible scheduling and other approaches enabling persons
already working in allied health occupations to study on
a part-time basis

13.2: Allied health administrators should take the responsi-
bility for comparing their own programs' content and structure with
that of other programs that have been successful in facilitating
articulation. Faculty development programs should include instruc-
tion in these methods.

13.3: ASAHP should sponsor a national conference on articula-
tion with problem-solving workshops.

13.4: Funds should be provided to develop nationally recognized
equivalency exams, similar to those of the College Level Examination
Program, for allied health education subject matter of a multi-
disciplinary nature (for example, anatomy, medical terminology}.

13.5: Professional associations should take the lead in
delineating career options for the occupations they represent and
identifying ways of facilitating career advancement and change.

13.6: Accrediting bodies should examine their policies to
determine if and how they may be obstructing articulation between
levels and between disciplines.

13.7: The three regional higher education boards should
examine the feasibility of establishing regional Bachelor of Health
Science programs to allow persons prepared in occupations that
are not articulated with the bachelor's level the opportunity to
pursue further study in humanities, social sciences, and/or natural
sciences, as well as provide greater exposure on an interdis-
ciplinary basis to health problems.
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13.8: Allied health administrators should establish Tinks with
local secondary school systems to inform students about allied
health careers and requirements of educational programs and to
encourage participation in work experiences in health settings
during the high school years.

13.9: Educational institutions, with the advice and counsel of
professional associations and practitioners, should evaluate student
selection procedures to determine whether more reliable indicators
of probable academic success than those presently in use can be
found and utilized. -

13.10: Recruitment efforts to increase minority representation
in allied health programs should be strengthened through provision
of counseling and financial assistance. Training institutes for
allied health faculty and administrators should include seminars
dealing with the matter of minority student recruitment.

13.17: It is imperative that hospitals, independent clinical
laboratories, and other health service facilities provide clinical
experiences to students of traditionally black institutions.

Recommendation 14: Information re]ating to administration and planning
in allied health education should be collected and shared systematically.

14.1: ASAHP should seek funds from the National Institute of
Education to establish an ERIC Clearinghouse on Allied Health
Education.

14.2: A major thrust of the federal government's involvement
in allied health education should be the systematic and continuous
collection and dissemination of data on the numbers and distribution
of health manpower in all occupational areas, including information
on projected openings.

14.3: The federal government should continue to support
biennial national inventories of allied health education programs.

14.4: The federal government should provide funds to the
National Center for Higher Education Management Systems (NCHEMS)
and/or similar organizations for development of a system of cost
accounting for allied health programs to identify actual program
costs which could be translated into costs per student for use of
educational institutions and for a study of comparative costs to
be used by educational institutions and professional associations
at local, state, and national levels.

14.5: Schools of allied health should be encouraged to arrange
exchange programs with faculty from other countries.

14.6: Administrators in allied health education programs for
all levels of preparation should work closely with health planning
and requlatory agencies, legislative bodies, and governing boards
of academic institutions.
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Funding: Key to Future Progress

Recommendation 15: Significantly increased funding for allied health
should be provided at the federal, state, and local government levels
and from private resources.

15.1: Private and governmental funding agencies should require
institutional commitment of funds, by the time the grant period
ends, for projects that meet agreed upon objectives.

15.2: States with formula funding policies based on full-time
enrolIments should reexamine their policies and seek ways to permit
greater flexibility.

15.3: The federal government should continue to provide funds
for national data collection on allied health education and manpower.

15.4: The federal government should provide adequate funds to
support research activities in alljed health education and services.
Such activities should include:

a. Establishment of a longitudinal data base on students to
assess the impact of institutional and program character-
istics on student progress and to monitor trends in the
characteristics and goals of the student pool.

b. Systematic collection of information on allied health
faculty to determine faculty development needs.

c. Assessment of contributions of allied health personnel to
meeting various national health priorities (for example,
bringing services to underserved areas, cost containment).

d. Application of role delineation studies to education,
including establishment of commonalities in service
functions and educational needs.

e. Studies to improve the quality and cost-effectiveness of
allied health education and services.

f. Clinical research in allied health services.

15.5: The federal government should also provide adequate
funds for student aid programs and special projects for the dis-
advantaged and disabled to accomplish the national goals of equal
access to allied health education and improving health care for
medically unserved or underserved groups.
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15.7:1 Federal funding of allied health education should be
increased and maintained at a level consistent with contributions
made to the health of the nation by allied health personnel. )

15.8: ASAHP and its state chapters should arrange for experts
in fund raising for allied health education projects to conduct
workshops on the topic in conjunction with national and Tocal
allied health meetings.

15.9: ASAHP and its state chapters should educate health
policy planners and legislators on the contributions made by allied
health personnel in order to promote necessary and appropriate
support for continuation and expansion of allied health education
and services.

1In the numbering scheme in the report of the National Commission on
Allied Health Education, 15.6 was omitted.
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(KSU Letterhead)

March 14, 1980

Dr. Engin I. Ho]mstrom]
138 Graston Street
Chevy Chase, Maryland 20015

Dear Dr. Holmstrom:

1 enjoyed speaking with you recently regarding my proposed
research. To refresh your memory let me briefly review my research
plans.

At Kansas State, we are planning to send a questionnaire to
participants concerning the recommendation of the National Commission
on Allied Health Education (NCAHE). The objectives of the research are
to: (a) evaluate and prioritize the recommendations as proposed by the
NCAHE and consider implications for dietetic education; and (b} to
assess the importance and indicate timeliness of each recommendation 1in
relation to dietetic education. The questionnaire will be sent to the
governance groups of The American Dietetic Association, State Presidents,
Dietetic Internship and Coordinated Undergraduate Program Directors, and
a random sample of hospital dietetic practitioners.

Enclosed you will find a copy of my research proposal including a
draft of the questionnaire in Appendix A. The fifteen recommendations
have been modified slightly for relevance to the dietetic profession.
Would you please review the recommendations and note if they are in
keeping with the original intent of the recommendations as proposed by
the NCAHE? Any suggestions and/or criticism will be welcomed. After
your comments have been taken into consideration, the questionnaire
will be revised, as needed, and will be sent to participants by the last
week in April.

Additionally, I have another request. Since my research is focus-
ing on the allied health concept, is it possible that I may be able to
obtain or borrow a copy of the original report or an advance copy of
the Jossey-Bass publication, The Future of Allied Health Education:

]SimiTar letters were sent to:

Frank G. Dickey, Ed.D., Chairman, National Commission on Allied
Health Education,

William H. Knisely, President, Medical University of South
Carclina, NCAHE Commission Member and member of ADA Advisory
Committee.
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Dr. Engin I. Holmstrom
March 14, 1980
Page Two

Alliances for the 1980's? Because of the nature of my research, I am
sure this publication would assist me greatly.

I will be calling you during the week of March 24 to discuss your
opinions and recommendations regarding the research proposal, so you need
not reply in writing to this letter. Also, if you could tell me at that
time where I may obtain a copy of the report, I would appreciate it.
Thank you for your time and concern in reviewing the proposal and
recommendations, and I look forward to talking with you.

Sincerely,

Judith M. Turcotte, R.D.
Graduate Student

Allene G. Yaden, Ph.D., R.D.
Associate Professor

ns

Enclosure
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(KSU Letterhead)

April 18, 1980

Dr. Engin I. Holmstrom
138 Graston Street
Chevy Chase, Maryland 20015

Dear Dr. Holmstrom:

Recently, I sent you a copy of my research proposal, entitled,
"A11ied Health Education: Implications for the Dietetic Profession.”
As you may recall, the objectives of the proposed research were to
evaluate and prioritize the recommendations as proposed by the National
Commission on Allied Health Education and consider implications for
dietetic education. Additionally, the importance and timeliness of each
recommendation in relation to dietetic education would be assessed.

In our telephone conversation regarding the proposed research, you
indicated that the fifteen primary recommendations were probably not
fully representative of the Commission's findings. Your suggestion was
that we might consider including several procedural recommendations
relevant to the dietetic profession in the questionnaire.

Dr. Allene Vaden, my major professor, and I reviewed the procedural
recommendations and selected the ones pertinent to the dietetic profes-
sion and to dietetic education. Also, those selected were modified
somewhat to make them directly relevant to dietetics, and will be
incorporated into the questionnaire under the respective primary recom-
mendation. You will note we have kept the original numbering for the
procedural recormendations to facilitate your review. Also, 9.1 and
9.2 were split into two procedural recommendations--or 9.1 and 9.1a and
9.2 and 9.2a.

Additionally, we modified primary recommendations numbers 3, 4, 9,
10, 11, and 12; and substituted the word "dietetic education" for allied
health education. Since dietetics is an allied health profession, we
beljeved this action would not negate the intent of the original recom-
mendations but would permit evaluation in relation to education in
dietetics.

With the increased number of statements to evaluate, the decision
was made to collapse the two scales (one on importance, a second on
priority) proposed earlier into the following scale, which incorporates
importance and priority:

(1) Essential recommendation for the dietetic profession,
urgent priority for implementation
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Dr. Engin I. Holmstrom

April 18, 1980

Page Two
(2)
(3)
(4)
(5)
Enclosed,

Essential recommendation, but not an urgent priority
Important recommendation, and urgent

Important recommendation, but not urgent
Recommendation is of doubtful importance in dietetics

you will find a copy of the modified primary and selected

procedural recommendations. MWould you please review these to see if

this is moré representative of the Commission's findings? Again, your
comments and suggestions are greatly appreciated. I will be calling you
on the 25th of April for your remarks. I know this doesn't give you

much time, but we are trying to get the instrument ready for distribution

in May.

Thank you for your time and assistance.

Sincerely,

Judith M. Turcotte, R.D.
Graduate Student

Jjmt

Enclosure

cc: Dr. Frank Dickey
Dr. William Knisely
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(KSU Letterhead)

Recommendations of the National Commission on Allied
Health Education (NCAHE): Priorities '
for the Dietetic Profession

Instructions:

Please complete this questionnaire to assist us in analyzing
implications of the recommendations of the National Commission on
Allied Health Education (NCAHE) for the dietetic profession and
dietetic education.

This questionnaire is divided into two parts. In Part I, you
will be asked to evaluate the NCAHE recommendations with respect to
appropriate priorities for the dietetic profession and dietetic educa-
tion. Part II includes demographic questions to assist us in analyzing
the responses.

The NCAHE recommendations were categorized as primary recommen-
dations and as corollaries by the Commission. The fifteen primary
recommendations were offered as major policy guidelines; the corol-
laries were designed to recommend means for achieving the goals implicit
in the primary recommendations.

In Part I, related corollaries are indented below their respective
primary recommendations. We want your evaluation of each of the primary
recommendations and each of the related corollaries regarding appropriate-
ness and priority for our profession. The scale for evaluation is
described on the next page.

Please read and evaluate each statement carefully. Although impor-
tant to allied health education generally, some of the recommendations
or corollaries may have less relevance for dietetics. Results of this
study should provide data for development of future directions in
dietetic education.

Thank you for your cooperation! If you have comments on the
recommendations or specific revisions to suggest in the recommenda-
tions or corollaries, please include on a separate page and send to
us with the questionnaire. Please return the completed questionnaire
in the envelope provided to:

Dr. Allene G. Vaden

Department of Dietetics, Restaurant
and Institutional Management

Justin Hall

Kansas State University

Manhattan, Kansas 66506
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Part |: Please svaluate sach of the modified primary recommendatians and related caroilaries of the National Com-
mission on Allieg Realth Zducation (NCAHE) as to importanca and timeliness far the dietetic srofession and
for dletetic education using the scale below. Circle the number that correspands to your zvaluatisn.

(1} Essential recommendatioa for the dietatic profession and dietatic aducatian, urgent arigrity for
Tmplementation
(2) Essential recommendation, but not an urgent origrity for impiementaticn
3) Tmoortant reccmmendation and sOmewhat urgenc
(4} Tmoortant recommandation, but nat urgent
(§) Reccmmendacion is not of major imoartance for dietatics at this timg
[mpor- Hot
Essen- %int, [mpar-  impor-
£55en= tial, some= rant, tant
tial, not what not at this
Recommendaticns yrgent grgent urgent urgent tima
1. Alliange in servica and aducation should be strengthened, basad an
an appreciation of the intardapendence of all health oceupations and
an understanding of their rales, functfons, and special contributions. 1 2 3 4 3
2. &ducation should be linked to practice through rale delineations
({.a., through zollaboration of practitioners and aducators, roles
and functions of dietitians and other members of the dietstic team
shouid be defined, 4nd competsncies identified and translatad inta
educational content). 1 2 3 4 3
2.1 ADA should consult with other allied health professions which
have conducted role delinedtion studies and ssek funds for role
delineation studies of its own (1.s., beyond current effuorts). 1 2 3 4 5
3. Metatic sducation should presare students who can meet siandard
serformance cbjectives (competancies), and adapt to changing nealih
servica needs; flexibility in the methods of sducational prepara-
tion should be encouraged. 1 F4 3 4 3
3,1 To assure flaxibility, students in diatatic sducation programs
should 2e 217owed significant apportunities far selection of
coursas in humanities, socfal sciences, and natural sciences,
in keeping with the students' individual talents and intarests
for personal enrichment. 1 2 k} 4 3
4, To meat new sarvice demands, all distasi¢c aducation sregrams should
include the study of:
{a) human vatiues,
(b) illness prevgntion and health promotion methods, ind
(e} delivery systams, including roles and functions of healih person-
nal, patiants' rights, legal risks, cost effectiveness, and
gquality control. 1 2 3 4 5
5. In the futurs, new health sarvics needs shoyld be met, whers pgs-
sible, without establishing new accupations and programs;
unnecessary expansion of antry-level requirements snould be cons
trolled (e.3., M.3. required for dietetic practice}. 1 2 3 4 5
.1 Accreditacion of dietetfc sdugation programs should be
Tinked to justification of cthe level and length of programs
based an competencias needed and utflized in the delivery af
sarvices. 1 2 3 4 g
5.2 ADA should sypport the premisa that registrition 2ad
reregistration should be based on valigated role dalinea-
tions and definitions, 1 2 3 4 g
§.3 Research o improve the methodology of performance-
based tasting should je supported. 1 2 3 4 H
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o
.

Reccmmendations

The impartances of continuing education should %e recognized and
natwarks should be astablished to ensure callaboration and
fnformation sharing on continuing sducaticn matters.

Essen-
tial,
yrgent

£ssen-
tial,
not

urgant

Impar-
tant,
some-
what

urgent

{mpor-
Lane,
not

urgent

Not
imoor-
fant
at this
time

8.1 ADA should participate in 2 Mational Coaliticn for Continu-
ing Educatifon for the grovision of leadarship and servicas

at national, regfonal, and local levals. The function of

the Coalftion should in¢lude:

(a) collective davelapment af guidelines and principles
far continuing sducation activities;

(b) support sarvices and tachnical assistance for sstablish-
ing and publicizing lecal and regicnal interdisciplinary
continuing esducaticn netwarks;

{¢e) a ¢learinghousa for research on continuing education; and

(d) information servicass ta aractiticners.

w

~4

Clinical and didactic sducation should be better integrated, and
the range and types of clinical sducation sites and methods
should be axpanded to meet new health service demands,

un

7.1 Educatfonal institutions, which offer the didactic portion
of a dietetic education program, should be responsible far
the total education to ensure Setter intagration of didactic
and clinical education and sufficient breadth of clinical
experiences; nowever, they must share the respansibility
for planning, implementation, and evaluation with cheir
clinical arffil{ates.

o

7.2 tducational fnstitutions and clinical faciiities should
collaborate, or reevaluate current collaborative arrange-
ments, to increase fntegraticn and improvement af clinical
and didactic fnstruction through precedures such as:
mechanisms to cermit academic faculty to remain clinically
current, and organized joint planning for the averall
curriculum 3y clinical and academic faculty.

7.3 Formal degree programs as well as continuing education
programs should Se dasigned specifically co presare faculty
ta plan, supervise, and svaluate clinical practice.

"~

o

7.4 Dietetic esducation grograms snould use 3 broaa iarray of
clinfcal patterns and sites to ennhance doth the clinical
practicum 4and futures job placement of graduatas.

7.5 ‘Yarious methods af learning for clinical compertanca snould
Je develaged in sites other than patient health sarvica
facilities. These may include simulated clinical lsarning
grograms, programmed laboratory axperisnces, and other
zatieat/client servica ireas.

w

a
.

Resaarch in clinfcal education methods and theory must e
greatly expanded.

3.1 [ntansive ressarch on methods of clinical educaticn should

Se conductad, to include studies cn:

(a) identifying tha tyges of professional learning which
are most dependent an practical esperiencas,

(b) validating or medifying sxisting standards for the amount
and type of clinical experience required faor sragram
accreditaticn and/or practitioner carzification, ard

(¢) detarmining zhe relative cost-effactiveness of different
pattarns of clinical =ducazion.

w
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[mpor- Not
g£ssen- tant, Impor- impor-
gssen- tial, same= tant, tant
tial, nat what not at this
Racommendations urgent urgent urgent  uyrgent time
9. The development of laadership in the ¢linical, managerial, and
educational areas should e 3 priority for dietatic education. 1 2 k| 3 H
9.1 ADA should encourage gualiffed universities tao develap
advarced programs for praparation of master ciinicians
which emphasize advanced clinical theory, methods of
¢1inical research, and an advanced practicum. 1 2 3 4 5
9.2 Any process of credentialing master clinigians should
focus on the competenciss essential for practice and
recognize that they may be gained througnh academic pre-
paration and/or on-the-job axperience. 1 2 3 4 H
9.3 (Qualified universities and health service organizations
should conduct carefully controlled studies of the
affact of clinfcians gn the <gst and sffectivaness of
nutritional cars services. 1 2 3 3 3
9.4 8gth elinical and academic faculty should increase their
afforts %o test the ¢linfcal :heories they teach. 1 2 3 4 3
9.5 £ducational institutions, professfonal aorganizations,
employers, 3and others should initiata, provide, and/or
support programs of continuing sducation to tsach planning
and management skills to dietetic personnel airesady in
practica, 1 2 3 4 3
3.5 Programs to grepare dietatic education faculty should
inciude each of the following (please rate a, &, and ¢
separately):
9.84. advanced study fn 2 subject matier area in dietetics 1 2 k] L) 3
3.5b. pregaration in professional education, including
histary and shiloscpny of higher_aducation,
instructional methods, and curriculum development
and planning 1 2 3 4 3
9.8c. health care delivery and interdisciplinary pracesses. 1 H 3 4 s
10. Support for researcn in dfstetic education should be substantiaily
increased, and dietetic faculty shoyid he ancouraged to strengthen
thefr commitment to research. 1 2 3 4 5
10.1 Administrators of dietetic education aragrams snould regard
scholarly activity as a necassary part of the total
activities of faculty and take this into account in deter-
mining faculty needs, budgeting, seleczion, and premetion of
faculty. 1 2 3 4 3
11, Ofetetic sducation programs should strengthen their efforts o
increase the representation of minorities in leadership pasiticns. 1 2 3 4 S
12. The esstablishment, expansion, and tarmination of dietetic educa-
tion srograms snould te basad on manpower requirements, idequagy
and efficient use of avaflable resources, and collaboration
within and ameng educational and other institutions. 1 2 3 4 5
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m

[mpor-~ Not
gssen- tant, [mpor- {mpor-
tial, S0mas tant, tant
not what not at tnis
Recommendations _yrgent urgest urgent time
12.1 Before astablishing new programs in dietstic education,
institutions should ta encouraged to cooperate with 2xisting
programs. 2 3 4 5
12.2 As a criterion for astablishing and continuing programs,
sducational {nstitutions must assure that adequata clinical
aff{liations are available, that students receive appro-
priats clinical practicum, and that sufficient funds to
continue & new program through at least two cempleting
classes are available, 2 3 4 5
12.3 For maximum use of sxisting fnstitutional rescurces,
distatic or alliad health students should recsive instruc-
tign in the basic sciencas through fartigipation in ganeral
university courses ratner than in special cgurses offarsd
exclusively for dietetic and/or allied heaith majers. 2 3 4 3
13. Education and collaborating institutions should adopt mechanisms to
facilitate the removal of umnecessary barriers to student prograss
(1.e., use of equivalency sxaminations for identifying abjectives
already atzained, modularization of coursas with waiver of portions
that duplicate learnsd material, a3 more workable system for
transfer of credits hetween institutions, etc.}. 2 3 4 5
13.1 ADA should assuyme a isadership role in delineating career
options fn dietetics and in fdentifying ways of faciiitating
career idvancement and change. 2 k! 4 S
13.2 The Ccmmissian an Accrsditatian of Tha American Dietetic
Association should axamine their palicies to detarmine if
and how they may abstruct articulation between levels in the
dietetic professfon and between disciplines. 2 3 4 3
13.3 Directars of dietatic programs should establish links with
local secondary schooil systams to inform students about
diatetic carears and requirements of educational srograms
and to encourage zarticipation in work experiences in health
settings during the high school years, 2 3 4 5
13.4 OQietetic adycation programs, with the advice ang cdunsel aof
arafessional associations and practitigners, shouid esvaluate
student salection grocsdyres to determine whether more
reliable indicators of grobabie academic success <an Ye found
and ut{lized. 2 3 4 5
13.5 Recruitment efforts to increase minority representation in
dfetetic =ducation programs should be strsngthened. 2 3 4 5
14, Infermation relating to administration and alanning in dietatic
adycation should fe collected and sharsd systematically. 2 3 4 5
15. ADA shouid increasa Tegislative activities and public palicy
efforts o convince federal, state, ind local governmants and
private resources to provide adequata support for allied health
edycation and manpower. 2 3 4 5

Please turn over and commlete Farr [I.



Part II: Oemagraphic [nfarmation

2,

i

Please provide the following information:

Stata where you reside:

Years of ADA membership:

years

Total years of diatatic practice sinca first
becoming an ADA member (full and part-time):

years

Please indfcate your level af educatien.

(1) 3achalaor's

{2) Graduate work, deqrese not complets
(3) Mastar's degres

’4; Doctoral work, degres not complate
{5 Qoctarats

What was your routa to ADA membership?

(1) Dietetic fnternship

(2) Coordinated undergraduats dragram

{3) Combinea dietatic internship-master's
degree program

(4) Master's degree with experience or
assistantship

(5) Doctoral degree

(8) Ofetatic traineesnip

(7) Bachelor's degres with axperience

{8) Other, pleasa spacify:

Registration status:

(1) Registered (R.0.)
(2) Non-registared

Please indicate the number of years you have
contribytad in the follawing ways to ADA at
the districe, stats, and/or nattonal levels:

No. years

:

1) district committaes
2) staze committess

3) district offices

4] state offices

S} national committees
§) national offices

{
{
(
{
(
(

LT
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Indicate currant smployment siatus:

(1) not smployed
== (2) empioyed part-time (less than 20 hrs.
per week)

(3) employed full-time

IAdicate which of the following best describes
your presant position £itle(s); indicate more
than one if you are employed by fwo ar mare
organizations:

1) Ofrector
2) Assoclata or Assistant Odirector or
3

——

Head of administracive sarvices
) Associate or Assistant Director or
Head of clinical services
Administrative staff dietitian
Clinical staff dietitian
Ganeralist {admiaistrative, 2liaical
and teacning responsibilitias)
Ragearch diatitian
Internsaip director
Coordinated program directar
Callege or yniversity faculty
Private praciice--Nutrition counsaiing
Health Care Facility Consyltant
Public Health or Community Nutritionist
Qther, pleasa specify (1if nane of the
above describe your presant asgsiticn):

et d et ey e —
$ LY s DD 00~ Oy Ay
e e o e e Al et et

Indicate which of the following Sest describes
your presant primary emgloyer:

Not applicable, saif employed
Hospital or Universizy Medical Caenter
Nyrsing Home

Callege ar University

Government Agency, faderal, stats,

or local

Jther non-profit agency, non-govern-
mental

) Business/Industry

) Qther, please specify:

e
00 ~4 an W o s T —
i e

——
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(KSU Letterhead)

June 2, 1980

Dear Colleague:

In November, 1979, the National Commission on Allied Health
Education (NCAHE) completed a two year study of allied health educa-
tion. After examining developments within the past ten years, the
Commission proposed a series of recommendations to serve as guidelines
for future developments in allied health education. .

We are conducting this study to assess implications of these NCAHE
recommendations for dietetic education. Since dietetics is considered
among the allied health occupations, it is essential that these
recommendations be examined to provide priority directions for our
profession.

The recommendations selected for incorporation into the question-
naire were modified somewhat to make them directly relevant to dietetics.
To insure that the original intent of the recommendations had not been
altered, we asked three of the original members of the National Commis-
sion on Allied Health Education (NCAHE) to review them for verification.
Dr. Frank Dickey, Commission Chairman, Dr. Engin Holmstrom, the Study
Director, and Dr. William Knisely, committee member and member of The
American Dietetic Association advisory board, approved and modified
recommendations for incorporation into the questionnaire. Dr. Knisely,
who is President of the Medical University of South Carolina, also was
a member of the Millis Commission which conducted a study of the
dietetic profession in 1972.

Leaders at national and state levels of The American Dietetic
Association, dietetic educators, and a random sample of practitioners
are being asked to participate in the study. This cross-section of
dietitians should give a broad range of viewpoints in assessing the
recommendations for future directions in dietetic education.

We sincerely hope that you will take the time to complete the
survey and return your response in the enclosed stamped envelope within
one week; however, your participation is strictly voluntary. It is not
necessary for you to identify yourself or your organization. All
answers will be kept confidential. An identification number has been
used to assist us in followups; however, you will not be linked
individually with your responses.
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The success of the study depends upon the response of the
participants--we need your help! You were selected because we believe
you can give an informed opinion valuable to the purposes of the
study. Thank you for your cooperation and time in answering the
questionnaire.

Sincerely,

Judith M. Turcotte, R.D.
Graduate Student

Allene G. Vaden, Ph.D., R.D.
Associate Professor of Dietetics,
Restaurant, and Institutional

Management

ns
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(KSU Letterhead)

June 20, 1980

Dear Colleague:

Recently, we mailed a questionnaire to you entitled "National Commission
on Allied Education: Implications for Dietetic Education." In the event
that you did not receive the questionnaire, let us briefly review the
objective of the study for you.

In November, 1979, the National Commission on Allied Health Education
(NCAHE) completed a two year study of allied health education. After
examining developments within the past ten years, the Commission pro-
posed a series of recommendations to serve as guidelines for future

. developments in allied health education.

We are conducting this study to assess implications of these NCAHE
recommendations for dietetic education. Since dietetics is considered
among the allied health occupations, it is essential that these recom-
mendations be examined to provide priority directions for our profession.

We hope that you will assist us in the study by completing the question-
naire and returning it in the enclosed stamped envelope. Your participa-
tion is strictly voluntary, however. It is not necessary for you to
identify yourself or your organization. All answers will be kept
confidential. An identification number has been used to assist us in
followup; however, you will not be linked individually with your
responses.

Your response will help to make this study a success! We hope that you
will take the time to complete the questionnaire and we sincerely
appreciate your participation in the study.

Sincerely,

Judith M. Turcotte, R.D. Allene G. Vaden, Ph.D., R.D.

Graduate Student Associate Professor of Dietetics,
Restaurant and Institutional
Management

ns
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Table 13: Recommendations of NCAHE adapted for survey instrument

recommendation NCAHE recommendation NCAHE
no. in survey recommendation no. in survey - recommendation
instrument no. instrument no.
1 1 9 9
2 2 9.1 2
2.1 2.1 9.2 ! %1
3 3 9.3
3.1 3.3 9.4 ! 3.2
4 9.5 9.4
5 9.6a,b,c 9.5
5.1 s 10 10
5.2 3 10.1 10.1
5.3 11 11
6 6 12 12
6.1 6.1 12.1 12.1
7 7 12.2 12.4
o 7.1 12.3 128
7.2 1:3 13 13
743 7.4 13s1 13.5
7.4 75 13.2 13.6
7.5 7.6 13.3 13.8
8 8 13.4 13.9
8.1 8.1 13.5 13.10
14 14
15 15

]Refer to Appendix A for text of NCAHE recommendations; items in

survey were adapted from the NCAHE recommendations indicated.
corollaries not referenced were considered not relevant to dietetics and

were not included in the survey.

zRecommendations 9.1 and 9.2 were divided into two items for the

survey instrument.

NCAHE
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Table 15: Mean percentage responses of ratings on NCAHE recommendations
percentage of
responses
] group weighted
recommendation response category mean mean
% %

" Alliance in service and gessen., urgent 38 39
education should be essen., not urgent 28 30
strengthened. imp., some urgency 24 21

imp., not urgent 9 10
not imp. -- -

2 Education should be Tinked essen., urgent 67 66
to practice through role essen., not urgent 20 20
delineations. imp., some urgency 9 9

imp., not urgent 4 4
not imp. -- --

2.1. ADA should conduct role essen., urgent 46 41
delineation studies beyond essen., not urgent 27 28
current efforts. imp., some urgency 16 17

imp., not urgent 9 9
not imp. 4 4

3 Methods of dietetic educa- essen., urgent 66 64
tion should be flexible essen., not urgent 24 24
and prepare students who imp., some urgency 8 8
are competent and imp., not urgent 1 2
adaptable. not imp. 1 1

3.1. Programs should include essen., urgent 19 20
significant liberal- essen., not urgent 30 29
general education. imp., some urgency 26 25

imp., not urgent 20 21
not imp. 5 6

4, Programs should include essen., urgent 59 60
the study of human values, essen., not urgent 23 22
illness prevention, and imp., some urgency 14 14
health delivery systems. imp., not urgent 3 3

not imp. 1 1
]Abbreviated versions; refer to Table 6 for full text of recommenda-
tions.

2Refer to Tables 1 and 6 for explanation of groups and computation
of means.
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Table 15: (cont.)
percentage of
responses
5 group weighted

recommendation response category mean mean

% %

5s Expansion of new occupa- essen., urgent 38 38
tions, programs, and essen., not urgent 26 25

entry level requirements imp., some urgency 19 19
should be controlled. imp., not urgent 10 10

not imp. 7 7

5.1. Accreditation of dietetic essen., urgent 35 34
education programs should essen., not urgent 33 33

be linked to justification. imp., some urgency 20 20

imp., not urgent 10 10

not imp. 3 3

5.2. Registration should be essen., urgent 25 23
based on validated role essen., not urgent 29 29
delineations and defini- imp., some urgency 25 26
tions. imp., not urgent 12 12

not imp. g 9

5.3. Research to improve the essen., urgent 34 30
methodology for performance- essen., not urgent 25 23
based testing should be imp., some urgency 23 26
supported. imp., not urgent 14 15

not imp. 4 5

6. Networks should be estab- essen., urgent 35 37
1ished to ensure informa- essen., not urgent 32 32

tion sharing on continuing imp., some urgency 21 21
education matters. imp., not urgent 12 11

not imp. 2 1

6.1. ADA should participate essen., urgent 23 24
in a National Coalition essen., not urgent 30 29

for Continuing Education for imp., some urgency 27 28

the provision of leadership  imp., not urgent 17 16

and services at all levels. not imp. 3 3

7 Clinical and didactic essen., urgent 46 46
education should be better essen., not urgent 27 28
integrated; sites and imp., some urgency 19 19
methods of clinical educa- imp., not urgent 6 5

tion should be expanded. not imp. 2 2
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Table 15: (cont.)
percentage of
responses
) group weighted
recommendation response category mean mean
"% %

7.1. Educational institutions essen., urgent 40 39

: should be responsible for essen., not urgent 24 24
dietetic education with imp., some urgency 17 19
planning, implementation, imp., not urgent 8 7
and evaluation responsibili- not imp. 11 11
ties shared with clinical
affiliates.

7.2. Educational institutions essen., urgent 49 49
and clinical facilities essen., not urgent 30 29
should collaborate to imp., some urgency 15 15
increase integration and imp., not urgent 4 5
improvement of clinical not imp. 2 2
and didactic instruction.

7.3. Formal degrée and continu- essen., urgent 29 29
ing education programs essen., not urgent 28 27
should be designed for imp., some urgency 26 26
better preparation of imp., not urgent 12 13
faculty. not imp. 5 5

7.4. A broad array of clinical essen., urgent 41 39
patterns and sites should essen., not urgent 30 39
be used. imp., some urgency 20 22

imp., not urgent 7 7
not imp. 2 2

7.5. Various methods of learning essen., urgent 26 24
for clinical competence essen., not urgent 31 30
should be developed in imp., some urgency 22 22
sites other than patient imp., not urgent 16 16
health service facilities. not imp. 6 7

8. Research in clinical essen., urgent 30 29
education methods and essen., not urgent 28 27
theory must be greatly imp., some urgency 23 25
expanded. imp., not urgent 16 17

not imp. 2 3
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Table 15:

(cont.)

recommendation

response category

percentage of
responses

group weighted

mean

mean

8.1.

9.1,

8.2.

Beds

9.4.

9.8.

Research is needed on
extent of clinical
experience needed.

Development of leadership
should be a priority for
dietetic education.

ADA should encourage
qualified universities to
develop advanced programs
for preparation of master
clinicians.

Any process of credential-
ing master clinicians
should focus on the compe-
tencies essential for
practice.

Studies of the effect of
¢linicians on the cost and
effectiveness of nutri-
tional care services
should be conducted.

Clinical and academic
faculty should increase
efforts to test clinical
theories.

Educational institutions
and others should provide
continuing education
programs to teach planning
and management skills to
practitioners.

essen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

essen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

essen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

gssen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

essen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

essen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

essen., urgent
essen., not urgent
imp., some urgency
imp., not urgent
not imp.

%

33
31
24
10

2

55
i
17
5
1

28
32
23

%

31
31
25
11
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Table 15: (cont.)
percentage of
responses
] group weighted
recommendation response category mean mean
% %
9.6a. Programs for dietetic essen., urgent 45 44
education faculty should gssen., not urgent 30 30
include advanced study imp., some urgency 15 16
in a subject matter area imp., not urgent 8 8
in dietetics. not imp. 2 2
9.6b. Programs to prepare essen., urgent 31 30
dietetic education essen., not urgent 28 27
faculty should include imp., some urgency 21 21
preparation in profes- imp., not urgent 16 17
sional education. not imp. 4 4
9.6¢c. Programs to prepare essen., urgent 38 41
dietetic education essen., not urgent 32 30
faculty should include imp., some urgency 20 19
health care delivery imp., not urgent 9 9
and interdisciplinary not imp. 1 1
processes.
10. Support for research in essen., urgent 23 23
dietetic education should essen., not urgent 28 27
be increased; dietetic imp., some urgency 29 28
faculty should strengthen imp., not urgent 16 17
commitment to research. not imp. 4 5
10.1. Administrators of dietetic essen., urgent 32 30
education programs should essen., not urgent 30 31
assess scholarly activity imp., some urgency 21 22
in determining faculty and imp., not urgent 12 12
fiscal needs. not imp. 4 4
11. Dietetic education programs essen., urgent 14 14
should increase the repre- essen., not urgent 19 18
sentation of minorities in imp., some urgency 26 25
leadership positions. imp., not urgent 24 24
not imp. 17 19
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Table 15: (cont.)
percentage of
responses
group weighted
recommendation response category mean mean
% %

12 Manpower requirements, essen., urgent 38 39
adequacy of resources, and essen., not urgent 24 23
effective collaboration imp., some urgency 22 24
should be considered in imp., not urgent 14 13
establishment and termina- not imp. 3 2
tion of programs.

12.1. Before establishing new essen., urgent 51 52
programs in dietetic essen., not urgent 19 19
education, institutions imp., some urgency )i 17
should cooperate with imp., not urgent 7 7
existing programs. not imp. 5 4

12.2. Establishment and con- essen., urgent 67 69
tinuation of programs essen., not urgent 22 20
should be based on avail- imp., some urgency 7 8
ability of clinical imp., not urgent 3 3
affiliations, funds, and not imp. 1 1
adequacy of clinical
practicum.

12.3. Dietetic students should essen., urgent 43 45
receive instruction in gssen., not urgent 23 22
basic sciences through imp., some urgency 13 13
participation in general imp., not urgent 11 10
university courses. not imp. 10 10

13 Education and collaborat- essen., urgent 39 38
ing institutions should essen., not urgent 27 26
adopt mechanisms to imp., some urgency 23 3
facilitate the removal of imp., not urgent 8 9
unnecessary barriers to not imp. 3 3
student progress.

13.1. ADA should assume leader- essen., urgent 45 46
ship in identifying essen., not urgent 26 24
options, career advancement imp., some urgency 17 17
and change. imp., not urgent 10 11

not imp. 2 2
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Table 15: (cont.)
percentage of
responses
group weighted
reconmendation response category mean mean -
% %

13.2. The ADA accréditation essen., urgent 44 42
commission should examine essen., not urgent 22 23
policies to determine if imp., some urgency 21 21
they obstruct articulation. 1imp., not urgent 8 8

not imp. 5 >

13.3. Directors of dietetic pro- essen., urgent 24 23
grams should establish essen., not urgent 18 18
1inks with local secondary imp., some urgency 23 24
school systems to inform imp., not urgent 25 25
students about dietetic not imp. 10 10
careers.

13.4. Dietetic education programs essen., urgent 31 29
should evaluate student essen., not urgent 24 23
selection procedures to imp., some urgency 24 25
identify more reliable imp., not urgent 16 17
indicators of academic not imp. 5 5
success.

13.5. Minority representation in essen., urgent 14 13
dietetic education programs essen., not urgent 19 18
should be strengthened. imp., some urgency 27 27

imp., not urgent 26 28
not imp. 13 15

14, Information relating to essen., urgent 30 30
administration and planning essen., not urgent 27 27
in dietetic education imp., some urgency 27 27
should be collected and imp., not urgent 15 15
shared systematically. not imp. 1 1

15, ADA should increase essen., urgent 69 66
legislative activities essen., not urgent 14 15
for support of allied imp., some urgency 11 12
health education and imp., not urgent 5 5

manpower.

not imp.

1
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ABSTRACT

The National Commission on Allied Health Education (NCAHE) was
formed in 1977 for the purpose of conducting a two year study on allied
health education in the United States. The fifteen member Commission
was charged with the responsibility of making recommendations in allied
health education for the 1980's, based on assessment of the developments
in the field during the past decade. After two years of studying and
evaluating allied health education, the Commission proposed fifteen
primary and sixty-three related corollary recommendations. Primary
recommendations were formulated to provide major policy guidelines, while
coroilaries were intended to suggest means of attaining the goals
implicit in the primary recommendations.

The Commission contended that the recommendations of general concern
should be evaluated by many groups involved in allied health education.
The objective of this research was to assess the importance and priority
of each relevant recommendation of the National Commission on Allied
Health Education for the dietetic profession and particularly, for
dietetic education.

The sample for the study included members of the 1979-1980 governance
groups and major committees of The American Dietetic Association (ADA),
presidents of state dietetic associations, directors of dietetic intern-
ships and coordinated undergraduate programs, directors of approved
dietetic technician programs, and a random sample of dietetic practi-
tioners. The sample totalled 607 potential respondents. After initial

and follow-up mailings, 71.9 per cenht were returned (n = 437).



The instrument was developed and evaluated through two drafts,
involving reviews by dietetic educators, an education evaluation
specialist, the NCAHE study director, and two NCAHE commission members.
The fifteen primary recommendations and twenty-nine corollaries proposed
by the NCAHE were modified slightly by the research committee for
relevance to the dietetic profession. The final questionnaire consisted
of two parts. In Part I, participants were asked to evaluate the
selected NCAHE recommendations with respect to appropriate priorities
for dietetic education. A five point scale was used for assessment of
the importance and timeliness of the primary recommendations and corol-
laries. Part II consisted of ten questions concerning demographic
information to be used for analyzing responses and describing the sample.

Five categories were developed from the relative ordering of the
recommendations based on essentiality-urgency ratings: most essential and
urgent, moderately essential and urgent, somewhat essential and urgent,
not as essential and urgent, or least essential and urgent. Three
primary recommendations and one corollary were rated as "most essential
and urgent." The recommendation regarding increased ADA legislative
activities for support of allied health education and manpower was rated
by the survey groups as the most essential and urgent recommendation.
Also identified as "most essential and urgent" was the corollary con-
cerned with the establishment and continuation of programs based on the
availability of clinical affiliations, funds, and adequacy of clinical
practicum. Two other highly rated primary recommendations were those on
1inking education to practice through role delineation and flexibility

in dietetic education.



Chi square analysis was used to compare ratings of the recommenda-
tions among the survey groups. The survey groups were in agreement on
ratings of twenty-seven of the forty-four NCAHE primary recommendations
and corollaries. In the three categories of recommendations with the
highest ratings for essentiality and urgency, thirteen of the eighteen
recommendations were rated similarly by all groups, which suggests
concurrence in the profession on the most essential issues in dietetic
education.

Disagreements among the groups were observed on ratings of seventeen
recommendations. Differences occurred most frequently on recommendations
in the "not as essential and urgent" and "least essential and urgent"
categories. When the group response deviated from the overall ratings,
the national governance group and the directors of coordinated programs
tended to regard recommendations as more essential and urgent. Con-
versely, the state presidents and the practitioners tended to give

lower ratings.



