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INTRODUCTION

Dietetics is a health service profession and the basic objective of
the dietetic practitioner is to assist people in obtaining optimal
nourishment (1). The future of the dietetic profession can be predicted
more accurately if the future of health services in the United States can
be foreseen. Most sources indicate that a shortage of dietitians exists
and the lack of adequate numbers of professionally qualified dietitians
will continue (1-6). Data gathered from an American Dietetic Association
(ADA) membership survey indicated a shortage of qualified dietitians but
gave no evidence on areas of dietetic practice affected (6).

A number of studjes have suggested the need for dietitians to dele-
gate some activities, in order to allow them to perform more effectively
in a professional role (1, 7-13). Noland and Steinberg (7) suggested
that dietitians delegate some of their time consuming activities.

Schell and Bloetjes (3) found that dietitians were willing to delegate
duties to personnel who had appropriate academic preparation. Schiller
and Vivian (8) noted that a number of physicians indicated that dieti-
tians might perform better if they delegated some of their responsibili-
ties. Scialabba (9) concluded that dietetic technicians were capable of
performing a number of the duties that dietitians currently perform. If
these duties were delegated to technicians, dietitians would be able to
devote more time to remaining activities.

The studies of Lumsden et al. (10), Beck (11), and Rose (12)
indicated that dietitians must delegate less demanding responsibilities

and routine tasks to dietetic technicians. These three studies were



based on the task functions in the job descriptions developed for
dietetic technicians by an ADA committee. Lumsden et al. (10) and Beck
(11) asked dietitians what task functions they would be willing to dele-
gate. Beck (11) and Rose (12) continued by asking dietetic technicians
what duties they were performing. Some inconsistencies were found
between the duties which dietitians were willing to delegate and those
actually delegated.

Dietetics is not the only profession facing a manpower shortage
(13). Members of other professions, including lawyers, pharmacists,
nurses, and physicians (14), have found it expedient to delegate less
responsible tasks to qualified personnel. Powers (13) concluded that
professionals and paraprofessionals in dietetics can contribute to
advancement mutually supportive of the field. Dietetic professionals,
however, should view the entry of these paraprofessionals as a stimulat-
ing challenge.

Powers (13) described the development of professional and technical
roles as a dynamic process occurring in our society. He contended that a
profession can shape constructively, but not impede, the emergence of new
roles. The emerging technician's role in dietetics can be seen as part
of the broad changes occurring in trained manpower, which necessitates
the need for role definition of professional and technical personnel. In
describing a career mobility program in dietetics, Howard and Schiller
(15) stressed importance of differentiating the role functions of the
dietetic technician from those of the dietitian.

Studies have suggested that increased utilization of dietetic
technicians could lead to cost containment, better use of supportive

personnel, reduction in manpower needs, and functioning of dietitians at



the level of proficiency for which they were educated (2, 7, 10-12).
Maintaining this level of proficiency was a concern of the ADA Task Force
on Competencies (16). Based on this concern, a number of recommendations
were formulated as a means of assuring quality in dietetic education and
thereby contributing to quality dietetic practice. One of these recom-
mendations was that studies on delineation of roles and relationships
within the profession be implemented and utilized.

The purpose of this research was to study responsibilities of hospi-
tal dietitians to discover those that could be delegated to dietetic
technicians, thus providing data to assist in defining scope of practice
of the technician and differentiating between roles of the dietitian and
technician. The specific objectives of this study were to:

(a) gain understanding of areas of responsibility of hospital

dietitians;

(b) determine activities that hospital dietitians were willing to

delegate to dietetic technicians;

(c) assist in defining scope of practice of dietetic technicians;

(d) assist in differentiating between roles of dietitians and

dietetic technicians; and

(e} develop recommendations for educational programs on particular

areas in which dietetic technicians should be trained.

The studies of Lumsden et al. (10) and Beck (11) focused on the
tasks of dietetic technicians. These studies identified which task
functions normally ascribed to dietetic technicians were being performed
by dietitians and which by technicians. The current research focused on
the functional responsibilities of dietitians and identified those

responsibilities the dietitian was willing to delegate to the dietetic



technician. The functional responsibilities used in this study were
adapted from competency statements developed by Cagguila (17) and used as
the basis of previous research by Loyd and Vaden (18) and Baird (19).
Relevant literature pertained to role of the dietitian, need for support-
ive personnel in dietetics, delegation to paraprofessionals, roles of the
dietetic team, role expectations, definition and development of compe-

tencies, and career laddering.



REVIEW OF LITERATURE
Role of the Dietitian

The role of the dietitian, as defined by the Study Commission of
Dietetics, is that of a translator of the science of nutrition into the
skill of furnishing optimal nourishment to people (1). To fulfill this
role the job positions of the dietitian may be within community agencies,
health maintenance organizations, physician group practices, ambulatory
care clinics, neighborhood health centers, well-baby clinics, and other
traditional settings of hospitals, schools, universities, commercial or
industrial organizations, and government agencies (9).

Educational and professional preparation of the dietitian involves
completion of minimum academic and experience requirements (20). The
minimum academic requirements include basic requirements in physical and
biological, behavioral and social, professional, and communication
sciences; and an area of specialization in dietetics from general,
management, clinical, or community foci. Experience requirements may be
fulfilled by completion of one of the following: Coordinated Undergraduate
Program, Dietetic Internship, Three Year Pre-Planned Associate Membership,
Master's Degree and Experience, or Doctorate Degree. Academic excellence
is required to provide a sound basis for competent practice (16).

Downey (21) studied the effectiveness of training in the administra-
tive phase of hospital internships by questioning 333 dietary department
directors and sixty-five internship directors. Respondents agreed that

administrative dietitians could perform their roles more effectively if
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the areas of personnel management and administration were given emphasis
in the dietitian's education. Other areas noted as important in the
education of the administrative dietitian were use of equipment, teach-
ing, cost control, food production, and service.

Categories of work activities were developed from a survey of
therapeutic dietitians conducted by Noland and Steinberg (7). Conven-
tfonal activities occupied the greatest portion of the dietitians' work
time, with decision-making requiring only a small portion. Over 70 per
cent of the dietitians working time was spent in written or oral communi-
cations.

In the 1960's, the advent of the computer in foodservice was viewed
by Taylor (22) as a new challenge to dietitians. She suggested that
dietitians should adapt to new challenges and be prepared for continuing
innovation in foodservice institutions. In addition, she stressed that
dietitians need to budget their work time, train personnel to assure high
standards of operation, and stay flexible.

The role of the dietitian in medical care has been conceived tradi-
tionally as part of the medical team and in a sense, subservient to the
physician (9). Schiller and Vivian (23) found physicians viewed the
dietitians as a lower ranking health care team member with limited input
privileges. In contrast, clinical dietitians viewed their role as that
of a participant in health care team activities able to make significant
contributions to decision-making processes. In addition, the dietitians
expected to be role partners with other health professionals. The
physicians agreed that dietitians should provide some information, but
there was a lack of consensus cn how or what information should be pro-

vided. There also was agreement among the physicians that dietitians
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should not assist in any decision-making capacities, such as contributing
to discussion during medical rounds, initiating dietary prescriptions, or
recommending diets following medical evaluations. Clinical dietitians
however, were in agreement that they should participate in those activi-
ties, as well as in conventional activities such as taking nutritional
histories, visiting patients during meals, and giving dietary instruc-
tions. Schiller and Vivian (8, 23) suggested that dietitians should
examine their role and performance and define appropriate objectives for
improvement.

Using a modified nominal group process, followed with the Delphi
Technique, Matthews et al. (24) asked practitioners, faculty, and students
in Wisconsin to identify professional activities of an administrative
dietitian in an entry-level position and describe the level of ability
expected for the performance of these activities. Nineteen activities
were identified with the highest consensus for abilities and knowledge
within the areas of communication, problem-solving, evaluation, decision-
making, and sanitation.

In 1975, Scialabba (9) studied the functions of dietetic personnel
in ambulatory care settings by actual observations within the facilities.
Sixty-eight role functions were identified for nutritional care dieti-
tians serving in such settings. Scialabba found that dietitians viewed
each of these roles as components of their function within the hospital,
however, the dietitians perceived the emphasis differently than did other
professionals. She concluded that although these role functions were
observed in support of the common opinion that dietitians have a function
in the health care field, they cannot become complacent and assume there

will automatically be a role for them in newer health care systems.



Scialabba (9) also stated that dietitians have a responsibility to
demonstrate their effectiveness in contributing to policy and decision-
making and make a unique contribution in the provision of nutritional
services. She further urged dietitians to be competent in the art of
dietary counseling, fiscal planning, implementing and evaluating programs,
coordinating and integrating within the health care team, interacting
with a wide variety of health professionals, and most importantly, showing
their effect on the outcome of patient care. She concluded that profes-
sionals are needed who have self-confidence, assertiveness, communication
skills, expertise in meeting nutritional needs, and experience and
knowledge of evaluative techniques.

Other roles for the dietitians that have not been examined in such
depth are those of educational program director, faculty, clinical
experience supervisor, member of advisory groups, and school foodservice
director (25). Each of these roles is unique in itself but also has

similarities with all other roles.
Need for Supportive Personnel

The American Dietetic Association became active in development of
education and training programs for supportive personnel during World War
II (5, 25). At that time, there were not encugh qualified dietitians to
meet the demand for service, and the training of qualified supportive
personnel was a method for allowing available dietitians to perform more
effectively.

In 1947, an ADA committee was appointed to cooperate with the
American Red Cross to study the problem of training dietitian aides to

perform duties that did not demand a specialized professional background



(26). A greatly increased demand for dietitians in both civilian and
army hospitals was reported during the mid-1940's. Expansion of the
sphere of professional opportunities during the decade was a complicating
factor in meeting the need for dietitians in hospitals. Among problems
facing the Association in 1947 were the lack of professional dietitians
and the resultant need to improve feeding in small institutions. A review
of the shortage of dietitians at the 34th ADA annual meeting in 1951 again
revealed an acute problem, particularly in small hospitals. At this
meeting, the training of supervisory personnel and the delegation of
routine duties to other than qualified dietitians were stressed. In a
review of the 1950-1960 decade, Van Horne (27) reported that training for
auxiliary workers became an obvious means by which dietitians could meet
their responsibilities.

In a commentary soon after the enactment of the 1965 Title XVIII
amendment to the Social Security Act, commonly called Medicare, the
shortage of hospital dietitians was indicated (28). Federal legislation
concerning Medicare requirements escalated the need for trained suppor-
tive personnel in nursing homes by requiring homes that desired to par-
ticipate in the Health Insurance for the Aged Program as "Extended Care
Facilities" to meet certain standards (5). The regulations required that
a person be appointed by the administrator to be responsible for the
total foodservice of the facility. If this person was not employed full
time, regularly scheduled consultation from a professional dietitian or
other person with suitable training was required (29-31). Many of these
facilities were served by consultant dietitians who needed personnel

within the foodservice department with responsibility and authority to
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carry out the policies and procedures developed by the consultant and
assure smooth functioning at all times (32, 33).

Studies in 1968 by Hubbard and Donaldson (2, 34) focused on profes-
sional manpower needs for departments of dietetics. In any facility,
manpower planning is a process to assure that the correct numbers and
kinds of people are in place at the appropriate time performing the most
economically useful task. Hubbard and Donaldson stressed that a shortage
of dietitians in hospitals still existed, and they did not foresee a
change over the next ten years. They contended that programs should be
studied, developed, and implemented to utilize professional dietary per-
sonnel more effectively and extend professional dietary services. Hubbard
and Donaldson concluded from their manpower studies that utilization of
trained supportive personnel can allow dietitians to devote their abili-
ties, time, and energy to the specialized services of their profession.

Powers (35) stressed the need for supportive personnel in the form
of paraprofessional dietetic service supervisors in all health facili-
ties. He stated that these supportive persons are able to develop their
roles to fill the need for both middle managers and responsible contact
personnel below the dietitian level when they have been trained adequately.
Some of these roles are food production manager, cafeteria manger, diet
office supervisor, patient foodservice supervisor in large facilities,
and foodservice manager in small facilities.

Educational programs have been developed and refined to meet evolv-
ing personnel needs throughout the history of the dietetic profession.
For example, programs for the dietetic assistant and dietetic technician

have been developed to train supportive personnel to assist the dietitian
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in providing quality nutritional care services for health maintenance and
exhibiting leadership in foodservice management (5).

Kline and Dowling (4) suggested that dietitians share responsibili-
ties with supportive personnel for the nutritional care of clients. Use
of both the dietetic assistant and dietetic technician will allow a
registered dietitian to fulfill present professional functions as well
as develop innovative services (25). Williams (5) contended that a well
trained team of supportive personnel can lessen the routine demands con-
fronting today's professional, and the registered dietitian can have time
for creative, innovative leadership. Woodward (36) suggested dietitians
can affect their future positively by educating and utilizing supportive
personnel and thus raise the level of nutritional care provided. From a
survey of dietetic technician graduates, Appel et al. (37) concluded that
limited demand was a problem because employers lacked knowledge regarding
graduates' capabilities. Scialabba (9) proposed that better utilization
of supportive personnel could be accomplished if functions of dietetic

personnel are identified specifically.
Delegation to Supportive Personnel

Aspects of Delegation
Dietetics is not the only profession facing a manpower shortage
(13). Some of the other professionals who are delegating to qualified
personnel are lawyers, pharmacists, nurses, and physicians (14).
Delegation can bring many benefits when a department head becomes
actively involved and supportive of delegation (38-43). Without delega-
tion, the department head can become burdened with routine tasks (38).

Scott {43) contended that effective delegation can lead to smooth and
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efficient departmental operations and that delegation to subordinates
encourages career laddering. Haynes (40) encouraged delegation to
subordinates as a means of involvement, thus increasing employee satis-
faction. The degree of delegation is determined by considering the
nature of the task, ability of the person doing the work, amount of top
management interest, and time available for task completion (40).

Brooks (39) concurred that routine tasks are a waste of the depart-
ment head's time, and that performance of these tasks, when delegated to
well trained subordinates, can serve as training-for bigger assignments.
If the manager has difficulty in delegation, Brooks suggested asking
subordinates periodically to develop plans for assuming additional duties.
Several authors (38, 39, 42, 43) indicated that authority for a task

should be delegated along with the responsibility.

Delegation in Dietetic Practice

Importance of delegation also has been suggested in a number of
studies investigating activities of dietitians (1, 3, 5, 9). The Study
Commission on Dietetics noted in Finding III that the steadily rising
demand for professional services of dietitians with their high levels of
knowledge and skill requires that they cease to perform routine and
repetitive tasks, or tasks that trained subordinates could undertake (1).
This finding reemphasized the need for delegation in dietetic practice
recognized since World War II (5). Kline and Dowling (4) suggested man-
power shortages are not the only reasons to delegate. When consideration
of Tong range plans and understanding of the objectives of delegation are
stressed in an organization, dietitians may overcome inflexibility and

insecurity and delegate to supportive personnel (4).
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Tasks that tend to be delegated by dietitians to supportive person-
nel are the routine day-to-day functions (1, 3, 12). Schell and
Bloetjes (3) found that dietitians were willing to delegate greater
numbers of tasks if supportive personnel were trained adequately.
Williams (5) noted that if the general ADA membership had an understanding
of the competencies of dietetic technicians, greater utilization of tech-
nicians probably would be the result.

Lumsden et al. (10) indicated that when dietitians delegated func-
tions, the personnel most prepared to assume the responsibilities were
dietetic technicians. Scialabba (9) saw a need for dietetic technicians
in all phases of expanded nutritional services. Dietetic technicians
have been identified by ADA as the first persons to whom the dietitian
should delegate; the role and responsibilities of the technician have
been defined by ADA in this context (44).

In 1975, Appel et al. (37) distributed a survey instrument to 1972
to 1974 graduates of dietetic fechnician programs and their supervisors.
The responses indicated that supervisors preferred to hire formally
trained technicians who could assume responsibility with limited on-the-
job training. These supervisors in various food related services evi-
denced a willingness to employ more dietetic technicians when available.
K1ine and Dowling (4) found that supervisors did not always utilize
dietetic technicians to the maximum extent of their capability. They did
find that dietitians' number of years of experience was not a predictor
of the extent to which duties should be delegated. Hospital size could
be a factor, and the study indicated that more delegation occurred in a

large hospital than in a small hospital.
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Lumsden et al. (10) distributed questionnaires to clinical, adminis-
trative, and generalist hospital dietitians who had graduated between
1968 and 1972. The responses indicated that while a number of dieti-
tians were willing to delegate to the dietetic technicians, there were
reservations as to the type of task functions to be delegated. Beck (11)
followed Lumsden et al. with a similar mail survey study to determine if
there had been a change in the willingness by dietitians graduating
between 1973 and 1977 to delegate. Findings from Beck's study showed
that dietitians who perform both administrative and clinical functions
(generalists) were more willing to delegate task functions than those who
performed only one of these roles. Those performing only clinical func-
tions were more willing to delegate task functions than those performing
only administrative functions. The consensus of dietitians in Beck's
study was that before they would delegate more tasks to dietetic tech-
nicians, assurance of appropriate training and experience would be
required.

Williams (5) and Lumsden et al. (10) concurred that delegating
selected task functions to dietetic technicians extended professional
skills and contained costs. Clemen (45) advocated allowing dietetic
technicians to assist in assessing a patient's nutritional status,
implement and then evaluate various nutritional care programs, and be
involved in employee supervision, menu planning, purchasing, and other
cost control activities in order to enable technicians and dietitians to

perform effectively.



