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ABSTRACT

Responsibilities and time demands of the dietetic
clinic staff within institutions containing dietetic in-
ternships were investigated. Information was obtained
from a questionnaire and observation of the diet instruc-
tion time records at the Dietetic Clinic at The University
of Tennessee Memorial Research Center and Hospital (UTMRCH).
The sample consisted of 45 dietetic clinics whose directors
returned the completed instrument.

The staffing patterns of the dietetic clinics varied
widely. There was a broad range of educational levels,
man-hours worked, and defined responsibilities in the de-
partment, institution and community of the personnel in the
participating clinics. Time averages are presented for
some responsibilities.

Each selected dietetic clinic staff was responsible
for the supervision of dietetic students as well as thera-
peutic diet instruction of the patients. The larger percent
of the clients were outpatients who were referred clinic or
private patients. Printed educational materials were uti-
lized by all the clinics whereas movies and slides were

used by less than one-half the reporting institutions.

iii



iv
Almost one-fourth of the directors reported that they modi-
fied the diet to the client following the physician's pre-
scribed general diet; whereas no one reported that they pre-
scribed the diet according to the physician's diagnosis as

the solitary method of arriving at the prescription.
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CHAPTER I
INTRODUCTION

The trend in the delivery of health care is to pro-
vide comprehensive and continuous service to home based com-
munity members by a coordinated, professional team located
in a hospital (Kocher, 1973). The inclusion and availabil-
ity of dietetic services helps to achieve quality and economy
in patient care with prevention of certain illnesses in the
life cycle.

"A more sophisticated and enlightened society today
contemplates, expects, and demands the quality health care
services promised by federal legislation as an inalienable
right of every citizen" (Perry, 1970). The most effective
and efficient method of providing the demanded and riecessary
care is through extension of existing facilities. The
orderly development of a dietetic c¢linic to provide the
necessary food education and infocrmation requires expertise
in all stages. The essential components of a systems ap-
proach for establishment of a food educaticn clinic have
been defined by Egan (1972):

1. Planning---decision of what is to be done.

2. Organizing---identification of available

resources and designing utilization for
accomplishing tasks.
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3. Staffing and gathering the resources (people,
funds, building, equipment).

4, Directing---provision of instruction to
direct people.

5. Evaluating---measurement of end results

against the planned results.

The Dietetic Clinic is a new clinic in The University
of Tennessee Memorial Research Center and Hospital, and at
the present time provides diet instructions to referred
patients from the Family Practice Clinic or private physi-
cians. With forethought, the Clinic can effectively serve
the hospital and the community; but responsibilities in re-
lation to time demands must be defined early so that the
orderly growth of this department will enable it to serve
as an important component of a preventive, comprehensive
health service.

The objectives of this study were to: (1) survey
other dietetic clinics to identify the duties and responsi-
bilities of their personnel; and (2) summarize certain
characteristics of the assorted dietetic clinics that can
provide information to be used in the development of the

UTMRCH Dietetic Clinic.



CHAPTER II

REVIEW COF LITERATURE

In some sectors of our own economy, 50 to 60 percent
of a family's income is spent for food which is likely to
be nutritionally incomplete and not desirable from the
standpoint of preference (Hiemstra, 1972). The situation
is most critical in the lower socio-economic sector of the
population due to poverty and the inability to obtain essen-
tial food. Malnutrition can be due to lack of basic knowl-
edge as to what foods are necessary for good health and
appears in all segments of our population. This chronic
undernutrition can result in stunted growth, reduced phy-
sical activity, lower productivity, and lesser contribution
to society (Stiebeling, 1964).

Recent emphasis on comprehensive health care has pro-
duced a need for integration of a variety of health services
under one service mechanism. The prime ideas of the health
maintenance organizations are to cut medical cost and to
provide better health care. Comprehensive care personnel
render necessary services when needed and cannot afferd to
econcmize in ways which are deleterious to the patient for

that increases expenses. The dietetics functional area
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serves as part of the spectrum of complete and continuous
health care delivery (Dahl, 1972).

Few patients who have been hospitalized, and fewer
private patients treated by physicians during office visits,
receive dietary instruction by qualified dietitians. In re-
viewing dietetic clinics historically, McHenry (1947) reported
the establishment of a clinic in 1929 in cooperation with
the outpatient department of The Veterans Administration
Hospital in Hines, Illinocis; however, a limited amount of
work was done until 1944 due to economy measures. A pilot
study was conducted in 1954-1956 in New York State to: pro-
vide dietary counseling for the community, to determine phy-
sicians' utilization of the service, to research problems
which patients face when following a diet regime at home,
and to determine the time required to give the patients the
individual care they needed {Meredith, 1957). Dietetic
services in New Jersey have been established in variocus
agencies: a public health nursing agency, hospital out-
patient department, a college, and a county health assoccia-
tion (Brunini, 1972). Some of these dietetic services have
functioned since 1960, and eight were in existence in 1972.

A greater awareness of the importance of the diet and
dietary supplementatien to the patient's sense of well-being
would encourage hospitals to provide continuity of dietary
care in the same sense it now recommends the continuity of

the physician's care (Graning, 1970). Rapport is established
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when the patient retains the same dietitian and this can re-
sult in the utilization of effective phone communications
when necessary (Spodnik, 1972). The dietitian can gear the
instruction to the client's readiness to learn, ability to
cooperate, and his metivation. The hospital's responsibility
does not end when the patient is ready for discharge; a pro-
fessional team associated with the hospital should be con-
cerned about the individual's complete restoration to health

(Graning, 1970).
I. STAFFING NEEDS

The following services were considered by Kocher (1973)
to be basic for comprehensive dietary care: assessment of
food practices and dietary status, food education and indi-
vidual diet counseling, and referral to food assistance pro-
'grams where indicated. Identification of the type and inten-
sity (severe dietary modification, moderate dietary mcdifica-
tion, and no severe dietary modification) of warranted
nutritional care and delegation of specific activities to
appropriate persennel was proposed by Walters et al. (1972aj.
The three skill levels of personnel are: registered dietitian,
dietary technician, and dietary hostess. Guidelines were
developed to deliver the necessary quantity cof care to each
patient, and a graph was presented that indicated the percent-
age of time spent by dietary personnel in each classification

for each group of patients. A mathematical equation was
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formulated to compute the entire procedure into annual labor
cost for the performance of specified services for the patient.

In a study of nursing requirements, Ramey (1973)
warned that difficulties arise with the variations in the
capabilities of the individual staff member. She suggested
that functions not presently being performed but are to be
instituted should be specified and time allowed for a sys-

tems approach. This seems applicable to dietetic services.

The Dietitian

The role of the dietitian as defined by Mead (1967),
Caggiula (1972), and Walters et al. (1972b) is to: (1) func-
tion as a member of the comprehensive health team and to
contribute the specific help and instruction they are capa-

. ble of rendering; (2) evaluate, translate and interpret the
dietary prescription so that the proper diet order and care
is provided for each patient; (3) instruct and guide patients
in selection and adjustment of food intake so that mainte-
nance or change of a given bodily state can be accomplished
within the patient's life style; and (4) direct and teach
auxiliary personnel. The dietitian, whether in administra-
tion or therapeutics, should utilize the latest managerial
techniques (Huenemann and Peck, 1971). The dietitian helps
team mates to recognize the cultural, economic, sccial, emo-
tional, physiologic and pathologic problems involved in
feeding the patient, and applies current scientific knowl-

edge to everyday life (Mead, 1967). In order for the
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dietitian to be able to provide the above services the mini-
mum educational level has been established by The american
Dietetic Association (ADA) which is a Bachelor of Science

degree with ADA membership (Anonymous, 1972).

The Dietary Technician

The dietary technician is prepared to conduct patient
interviews; to assist in choice of balanced meals; to give
routine dietary instruction; to arrange meal plans for modi-
fied diets; to assist patient in meal planning and food pur-
chasing for entire family with consideration of each member's
needs and requirements; and to assist the dietitian in prepa-
ration of educational material for various teaching programs.
Doherty (1973) stated that the dietary technician is a pro-
fessional because of possession of the identifying character-
istics: a body of knowledge, a set of attitudes, and a body
of skills. The two year associate degree program should
equip the dietary technician to function in the dietetic
clinic and share increasing responsibility with the dietitian;
this shoulid provide more meaningful roles and strengtiiien

efforts and images {Piper, 1970; Woodward, 1972}).

The Dietary Aide

The dietary aide with undetermined qualifications and
education can be trained to work under guidance and close
supervision to perform such duties as working with families

or groups in food planning, purchasing, and preparation.
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One desirable qualification is to be indigenous to the cul-
tural group and communities served; the dietary aide can
furnish ideas to the professional personnel on how to work
within the prevailing culture (Huenemann and Peck, 1971;

Phillips, 1969).

Other Dietary Staff Members

The non»>rofessional staff members of the Dietetic
Clinic do routine tasks and meet the responsibilities which
have been delegated to them. The assistance provided by the
secretaries and clerks amplify, strengthen and extend ser-
vices which the professional dietitian is able to offer
(Marteney and Ohlson, 1964).

The volunteer is usually a member of the "middle-aged
bridge set" and possesses a college degree. In one facility,
20 women were selected out of 100 applicants for a food edu-
cation course which met for a five week period for a total
of 30 hours. The subject matter included: basic concepts
of nutrition, consumer buying, and human relations and sen-
sitivity. Following the training peried, the voclunteers
were involved in a one to one relationship with patients in

all areas of the hospital (in and out) (Balsley, 1972j}.

Existing Staffing Patterns

With the increasing emphasis on comprehensive care
services, food education should be an integral component of

every outpatient department (Kocher, 1973). In New York



9
State, there are 18 full-time dietitians in the 145 hospitals
with organized outpatient departments, and about one-fourth
of the hospitals provide part-time dietitians for specialized
clinics. A most positive contribution is made by a hospital
to a community with the provision of services of a dietitian
in both rehabilitation and preventive services. All of the
hospital-based health centers in New York employ full-time
dietitians who serve as consultants to the other health team
members and teach through the community aides.

Several dietitians offered dietary consultations
through one-man offices opened at their and the patients'
convenience. D'Amato (1972) was in her office six half-days
a month with additional time available for evening programs;
and Niedermeier (1972) provided dietary consultations in a
hospital outpatient department two afternoons a week.

The Nutrition Clinic in the University of Chicago
Hospitals and Clinics is staffed with six full-time nutri-
tionists who work in three outpatient specialty areas: one
in pediatrics, two in obstetrics and gynecology, and three
in adult medicine. The clinic is responsible for seeing
eight to ten thousand patients annually, including many

follow-up visits (Slowie, 1971).
II. DIET HISTORY AND INSTRUCTIONS

The utilization of a good dietary history provides:

limited evaluation of nutritional status of the patient,
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identification of accepted focods and food habits er basis
of an appropriate dietary prescription; basis for counseling
for home diet; and diagnostic aid in physician's diagnosis.
A complete dietary history should be included as part of the
medical history, and is usually the responsibility of the
therapeutic dietitian in a competently staffed dietary de-
partment (Young, 1965). Robinson (1973) said that the die-
tary evaluation should be the study of the past dietary his-
tory, present fcod habits with particular references to
socio~-economic and psychologic factors, the typical daily
intake of foed, and determination of nutritive adequacy
according to some standard such as the Recommended Dietary

Allowance.

Diet Instruction

The qualifications for a diet counselor as presented
by Niedermeir (1972) included an excellent background in diet
therapy, an understanding and empathy with the patient to
assure that a normal life may be led, patience to deal with
psychological symptoms, personalized care so that the patient
is treated in his situation, and flexibility. The dietitian
interviews the patient and evaluates the appropriateness of
the prescription for continuing use in terms of the patient's
clinical status, life style, the ability to cooperate, personal
motivation, and prejudices. Change takes time, repetition,
and goeod teaching methods that are related to the learner's

problems (Neff, 1964). If any change comes about it will
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result from the patient's conviction that there is no great
danger in experimenting with a new situation and that it is
his free choice (Leach, 1953).

The follow-up of the diet instruction is important in
learning how the diet is accepted, to aid in its acceptance,
and to help the patient to understand the purposes of the
diet and how it may be adapted to usual living conditions

(Egan, 1964).

Time Allowances

An effective diet instruction takes time, patience,
and understanding of the total situation by the patient and
the dietitian; only then can the patient be expected to fol-
low the diet with some degree of satisfaction and a minimum
of inconvenience to himself and his family. In a pilot study
reported by Meredith (1957), the initial conferences averaged
an hour and a quarter with a range of 45 minutes to two and
one-half hours. Subsequent conferences averaged approximately
15 minutes with individual variation. Revell (1971) stated
that the time spent with the patient varied according toc the
need. Her patients cculd call her as often as necessary
with diet related guestions; and there were follow-up diet
instructions, especially with diabetic and cbese patients.
EBrieiindl (1972) noted that the initial patient interview and
counseling session averaged 60 minutes or longer, and sub-

sequent interview lengths depended on the patient's progress.
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In MacRae's (1967) private dietary consultant office
in Seattle, one to one and one-half hours were allowed for
the first visit and one-half hour for the follow-up visit.
The time varied for a diabetic patient depending upon the
amount of knowledge about diabetes and diet desired by the
patient. MacRae allowed a 50:50 ratio of time: fifty percent
of the time was spent with the patient and 50 percent of the
time was required for progress reports to the physicians,
contact with team members, and bookkeeping. In a study of
diabetic patients, one hour was spent with a controlled
group (conventional type of instructions). The range for
programmed instruction was 45 minutes for Part I which inclu-
ded dietary treatment, food exchange list and meal plans,
and 30 to 50 minutes for Part II which included a brief

review and additional information (Tani, 1972).
ITII. CLIENTS AND SELECTED SERVICES

In an attempt to identify individuals in particular
need of nutritional guidance according to standards based on
current practices in diet therapy, Walters et al. (1972b)
found that 43 percent of the patients had need for services
of a dietetic clinic. These patients were further divided
into two groups: one needed only food economic information
or mild diet modification (30 percent) whereas 13 percent
of the patients in the second group possessed severe nutri-
tional problems and inborn errors of metabolism. Recommen-

dations made were: expansion of current physician only
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referrals to include periodical screening of charts by the
dietitian, and participation of the dietitian in team con-
ferences where the patient's needs for nutritional services
become apparent. Most of D'Amato's patients (1972) were re-

ferred by physicians with some seeking help individually.

IV. RESPONSIBILITIES OF STAFF

Few responsibilities within the department and institu-
ticn other than instructing patients have been discussed to
any extent in the literature. In a larger organization, the
clinic personnel audited pertinent literature on nutri-
tion and diet treatment, and was responsible for distribu-
tion of the information through conferences and in mimeographed
forms to physicians, dietitians, and other concerned parties.
The clinic also provided a teaching center for students; the
student dietitians taught patients under the supervision of
the clinic dietitian (McHenry, 1947).

Inservice training for nurses was listed as a responsi-
‘bility of the dietitian by MecCarthy (1972) and Goldberg
(1973). Training in normal and therapeutic diets was pro-
vided for office nurses of private physicians by Melick
(1972). One diet counseling service offered a college course
in home economics (field experience) for the student to
understand the changing role of the professicnal team members

in social, educational and health agencies in the community.
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V. EDUCATIONAL MATERIALS AND FACILITIES FOR CLIENTS

The learning experience should be selected in terms
of the medical goal and preliminary assessment of the patient's
ability and interest. Among the learning experiences listed
by Slowie (1971) are patient interview, group sessions and
peer teaching peer. The dietitian amplifies the motivation
which the client possesses and uses the most effective tools
and procedures to foster client involvement and learning.

The tools listed by Slowie (1971) were: kitchen facilities,
films, programmed bocks, tape recorders, focod diaries and
questionnaires. She stated that a graduate student audited
1,000 medical records and noted that the patients who kept
food diaries and returned to the clinic each week were more
successful in following their diet regime. Patient invoive-
ment is most important and cbtaining directions from the
patient regarding his intentions and planning for meals (pen-
c¢il and paper in hand to write food selections) may produce
the desired results (Vargas, 1971).

Programmed instruction with the covered answers on the
same page as the gquestions permits instantaneous evaluation
for the patient. The use of the tape recorder was suggested
for patients unable to read (Damron and Olscn, 1973). The
repetitive dietary information reinforces learning, is avail-
able at times when the dietitian is busy, and can be admin-

istered by supporting personnel. Foocd models were used for
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patients who required caloric restriction: a sample meal
was shown, an equivalency system visualized, and the patient
involved in the arrangement cf the models (Burns, 1973).
The same clinic also used an album of colored photographs of
sample meals for various diets. Brunini (1972) used standard
texts, materials from the Dietetic, Diabetes, and Heart
Associations, government publications, and other non-commercial
- materials. Some health education literature is written for
above ninth grade level whereas the majority of the patients
whoe would use the materials has only 6.9 tc 8.8 years of
schooling (Lanese and Thrush, 1963). The problem of existing
media for working with all cultures is that it is orientated
toward the middle class in terms of reading ability, complex-
ity of concepts, presentation, and food represented. The
government, universities and food industry agencies are mov-
ing rapidly to produce tools for effective teaching of sub-
cultures (Wagner, 1970). Sipple (1971) suggested that it
is important to develop good materials, make definite arrange-
ment for the use of the materials, and have adequate follow-

up.
VI. DIET PRESCRIPTIONS

A good dietary order is based on present focod habits,
is nutritionally adequate, meets therapeutic requirements,
is acceptable, is possible in the patient's economic circum-

stances, and can be understocd by the patient. At this time,
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the physician may have little knowledge concerning the die-
tary requirements of the patients and the food available to
patients for meeting their needs. A beginning toward giving
the dietitian the opportunity tc play an appropriate role
in the care of the patient would be made if responsibility
is placed on the dietitian for individual diet appraisal of
each patient (Graning, 1970). The dietitian would then
recommend the number of feedings and content of the diet.

In a contrasting opinion, Young (1965) reminded us that the
physician is the logical captain of the medical team as the
person legally and morally responsible for the whole patient,
and is the only person who understands all phases of the
patient's problems. The physician may accept help in arriv-
ing at a satisfactory diet prescription after developing
confidence in the dietitian's ability.

In Massachusetts General Hospital the physician pre-
scribes the diet, but the dietitian is asked to specify the
diet when the physician orders "diet as tolerated" (Galbraith
and Hatch, 1973). The dietitian is expected to indicate the
caloric, <Ccarbochydrate, protein, and fat level needed by the
patient in the Metabolism service at the University of Chicago
Hospital and Clinics (Sleowie, 1971). Physicians in internal
medicine are more likely to specify the exact diets than
other physicians (Revell, 1971). The responsikbility of the
dietitian is to assist the patient apply current scientific

knowledge of nutrition and diet therapy to everyday life
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(Kaufman, 1967). The dietitian should assess the patient's
dietary needs; interpret these to the physician and other
members of the team; and implement this aspect of patient
care. Another contribution of the dietitian is to aid in
reducing the number of therapeutic diets prescribed by help-
ing the physician to see the value of establishing consump-
tion of an adequate, normal diet in certain patients (Young,

1965) .



CHAPTER III

PROCEDURE

The Dietetic Clinic at The University of Tennessee
Memorial Research Center and Hospital (UTMRCH) will be in-
volved in the training of dietetic students, and basic infor-
mation is needed for its initial establishment and future
expansion. A survey of dietetic clinics within dietary in-
ternship institutions or coordinated undergraduate programs
and identified dietetic clinics in the literature was con-
ducted by means of a mailed questionnaire. The guestionnaire
consisted of five parts which included topics on: staffing
patterns, time allowances for patient instruction, composi-
tion of clients and types of instructions, responsibilities
(departmental, institutional, and community), educational
materials and facility utilization, and diet prescription
responsibility (Appendix A). The objectives of this ques-
tionnaire were to identify the duties and responsibilities
of the personnel of the individual dietetic clinics from
which certain characteristics could be summarized to provide
data for the development of the Dietetic Clinic at UTMRCH.
The questionnaire was pretested by the personnel at UTMRCH's
Dietetic Clinic before being mailed with a cover letter

(Appendix A) to the selected institutions.

18
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The records of the Dietetic Clinic at UTMRCH were ana-

lyzed to obtain the types and time lengths of the individuai
diet instructions to further identify time demands on the

staff of a dietetic clinic.
I. SELECTION OF SAMPLE

The list of dietetic internships published annually
by The American Dietetic Association (Anonymous, 1972) was the
primary source for the addresses of the questionnaire. Ad-
ministrative internships which indicated the absence of
therapeutic instruction were eliminated; and only one instru-
ment was mailed to each institution. Additional institutions
containing a dieteticclinic described in the literature were
selected. The total sample used in this study consisted of
81 institutions with dietetic internships and five other
institutions.

In order to evaluate the time demands fcor the primary
responsibility (instruction of patients), the records of the
Dietetic Clinic of UTMRCH from January 15, 1973 to May 15,
1973, were examined to determine the fime requirements for

initial and follow-up diet instructions.
II. SURVEY OF DIETETIC CLINICS

The questionnaire with cover letter (Appendix A) re-
questing completion of the instrument by the director of the

dietetic clinic was mailed to the directors of the internships.
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The questionnaire contained the request for enclosure of job
descriptions when available. The dietetic clinic director
was asked to indicate for each position (director of cliniec,
director of dietary staff, dietitian, home economist, dietary
technician, volunteer, secretarial, and other) the existing
staffing patterns with educational level, defined responsi-
bilities, and hours worked in the dietetic clinic each week.
Responsibilities outside the dietetic clinic were divided
into departmental, institutional, and community. The clinic
director was asked to designate which duties within each
group were included in the job descriptions for the dietetic
clinic staff and the time allotments for each. The degree
of delegation by the physician to the dietitian in prescrib-
ing diets was interpreted by the clinic director in one part
of the questionnaire.

A gquestion pertaining to the composition of the cli-
ents and the type of instructional information supplied was
included. The time required for each diet interview (broken
into diet history and instruction) and time differentiation
for specific diets was asked. Questions were asked concern-
ing the utilization of educational materials and facilities,
and the allotted time to develop the educational material.
The Dietetic Clinic's records at UTMRCH were utilized to ob-
tain the time lengths of the initial and follow-up instruc-

tions fer clients at the Clinic.
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Data obtained from the Dietetic Clinic questionnaire
and the Dietetic Clinic at UTMRCH were tabulated. Selected
existing responsibilities for the Dietetic Clinic staff

were identified, and average time allotments were calculated.



CHAPTER IV

RESULTS AND DISCUSSION

A questionnaire was mailed to a total of 86 institu-
tions in order to identify the duties and responsibilities
of the personnel of the individual dietetic clinics. Of the
58 respondents, 13 (22 percent) reported that a dietetic
clinic did not exist in their institution. Forty-five ques-
tionnaires (78 percent) were included in parts of the tabula-

tion.

I. EXISTING STAFFING PATTERNS

Of the 45 dietetic clinics included in the sample, 38
(84 percent) questionnaires contained information pértaining
to the staffing patterns. Seventeen (45 percent) of these
dietetic clinics were staffed by one person who worked 40
hours per week, and in six of the 17 clinics (35 percentj
the total responsibility of one person was instruction of

outpatients (Table VIII, Appendix B). Eleven of the clinical

dietitians (65 percent} whoe worked alone were assigned the
following additional responsibility: inpatient instruction
(35 percent), counseling employees with diet modification

prescriptions (six percent), emergency department diet

22
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instructions (six percent), students other than dietetic (12
percent), and responsibility in the dietary department (24
percent). Twenty-one of the dietetic clinics were staffed
by more than one dietitian even though the hours served in
some of the clinics each week totaled less than full time (40
hours). The range of manpower in the dietetic clinics was
from two dietitians who served a total of 16 hours per week
to seven dietitians who served 271 hours per week. The lat-
ter clinic functions only to dispense food and nutrition edu-
cation. The average man-hours in the 38 clinics were 62

hours per week.

Educational Level

The educational level of the staff (Table VIII, Appen-
dix B) ranged from one dietitian, possessing a Bachelor's
degree and preplanned experience to seven dietitians: six
with Master's degrees and one with a Bachelor's degree. The
educational level varied so widely that no pattern could be
established. A total of 77 dietitians (42 with Bachelor's
degrees and 35 with Master's degrees) serviced the 38 clinics
(Table VIII, Appendix B). This educational level may be neces-
sary because many units function with just one staff member
who performs with minimum supervision. Close supervision
is impossible to provide if the physical location of the die-
tetic clinic is removed from the premises of the dietary de-
partment. There was no difference in types of responsibilities

of dietitians with a Bachelor's or a Master's degree (Table I).
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RESPONSIBILITIES AND EDUCATIONAL LEVEL OF

PROFESSIONAL STAFF OF 38 DIETETIC

CLINIC

S

Educational Level

Bachelor's Master's
Degree Degree
Responsibilities No. No.
l. No additional responsi-
bilities 15 22
2. Departmental responsi-
bilities 3 1
3. Institutional responsi-
bilities 6 1
4. Emergency department diet
instruction 1
5. Student health diet instruc-
tion 1
6. Supervision of students other
than dietetic students 1
7. Instruction for employees
on modified diets 2 5
8. Combination of 2 and 3 11 6
9. Combination of 3 and 4 2 .
TOTALS 42 35
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Auxiliary Workers

The staffing pattern at only one dietetic clinic listed
a technician. The duties of this technician were defined as
clerical and not professional, and was contrary to those des-
cribed by Piper (1970) and Doherty (1973). One dietetic
clinic reported one volunteer and two community workers in-
volved in food education. One clinic listed a full-time
nurse with a Bachelor's degree on the staff. Seven dietetic
clinics listed secretaries: two full-time, three part-time
(two worked 30 hours per week and one worked 20 hours per
week), and two clinics used other units' clerical help. One
clinic needed bi-lingual clerical workers to type and trans-
late diets. The absence of volunteer workers and aides may
indicate the limited scope or resources of the existing die-
tetic clinics. The few full-time secretaries may further

indicate clinics with limited personnel.

Dietetic Interns

Six dietetic clinics (16 percent) listed dietetic in-
terns and students as members of the staff. Interns worked
from an average of two hours per week over a 12 month period
to 40 hours per week. All dietetic clinics listed supervi-
sion of dietetic interns under departmental responsibility;
therefore, the students were eliminated from the staffing

pattern.
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II. OTHER RESPONSIBILITIES OF THE DIETETIC CLINIC STAFF

Forty-four of the 45 questionnaires (98 percent) were
completed to some extent in the section on responsibilities
(Appendix A). Several directors indicated that it was impos-
siblg to estimate time required to fulfill the responsibili-
tieé and indicated that time wvaried. One dietetic clinic
director stated that the clinic cooperated with the dietary

department although separate.

Departmental Responsibilities

The one responsibility checked by all the directors
was the supervision of the dietetic interns (Table II).
This was the only departmental duty checked by eight partic-
ipants (18 percent). The selection of the sample has a
direct bearing on this statistic: that is, the institutions
containing dietetic internships were included in the sample.
Continuing education was the next most frequently checked
responsibility (60 percent) which might indicate interest in
retention of registration by American Dietetic Association
members. The combination of supervision of dietetic interns
and continuing education was theother responsibility of seven
clinics (16 percent). Other responsibilities listed were
supervision of diabetic conferences (six hours per week);
updating instructional materials and development of profes-
sional knowledge and skill (one hour each day); newsletter

(one hour each week); diet seminars for medical and pharmacy
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TABLE II

DEPARTMENTAL RESPONSIBILITIES OF
DIETETIC CLINIC STAFFs2

Clinics
Dietetic 1Indicating Average
Clinic Time Time/Clinic
Responsibility Pct. No. Hrs./Wk.

Supervisory duties in
dietary department 13 5 5.3
Therapeutic duties in
dietary department 33 11 5.7
Relief dietitian in
dietary department 16 3 12.3
Department training 13 3 4,2
Supervision of dietetic
interns 100 23 13.9
Supervision of student
nurses 18 2 0.8
Continuing education 60 15 1.6
Other responsibilities 24 3 6.2

dsample included 45 dietetic clinics within dietary
internship institutions.
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students (one and one-half hours each week preparation time);
menu board (one to two hours each week); research for nutri-
tional information; revision of diet manual; supervision of
public health nutritionist interns and dietitians who come
from South America for special training; Allied Health and
Dietetic Journal conferences; and members of Dietetic Intern-
shipdCouncil.

The time for departmental responsibilities ranged from
0.8 hours per week for supervision of student nurses to 13.9
hours per week for supervision of dietetic interns.

The dietetic clinics' professional staff members were
participants in a wide variety of assigned responsibilities
in relationship to the dietary department or the larger
organization. These duties must be defined early and time

to effectively perform the assigned duties should be allotted.

Institutional Responsibilities

Of the 45 respondents, 39 (87 percent) replies were
usable in defining instituticnal responsibilities. Seven-
teen of the 39 directors of dietetic clinics (44 percent)
indicated that they had the duty of abstracting professional
literature for dietitians and physicians with the time aver-
aging 1.8 hours per week (Table Il1i). One director reported
that 20 journals and magazines on clinical dietetics, food
production and service were read each menth. The staff of

14 of the clinics (36 percent) participated in specific



TABLE III

INSTITUTIONAL RESPONSIBILITIES

OF DIETETIC CLINIC STAFFSa

29

: No.
Dietetic Clinics Average
Clinic Indicating Time/Clinic
Responsibilities Pct. Time Hrs./wk.
Ward rounds 30 9 2.0
Participation in specific
clinics (other than
Dietetic Clinic) 36 15 6.2
Monitoring of patients
in specific clinics 38 11 3.5
Abstract professional
liberature for others 44 13 1.8
Other responsibilities 13 4 3.1
No responsibilities 17

@Sample included 39 dietetic clinics within dietary

intership institutions.
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clinics taking 6.2 hours per week; and six (15 percent) re-
ported that the dietitians were members of the specialty
clinic teams in the different clinics and that they did not
gather the outpatients into one clinic. Five dietetic clinic
directors (13 percent) reported that they were responsible
for other institutional duties which included discharging
planning conferences, nursing home inspections, and orienta-
tion of the house staff toc nutritional procedures and routines.
The directors of seven dietetic clinics (17 percent) reported

that they had no responsibility in the institution.

Community Responsibility

Fourteen directors (13 percent) out of 45 dietetic
clinics did not answer questions pertaining to community re-
sponsibility. The directors of two clinics (4 percent) in-
dicated that the staff did community services during their
off duty hours.

Directors of 23 clinics (51 percent) did not answer
the question concerning speeches before groups in the com-
munity. The staff of 14 clinics out of the reporcing 22
(64 percent) were responsible for speeches before groups but
stated that they did so on requests only and the time varied
(Table IX, Appendix B). Definite time commitments reported
by eight directors (36 percent) ranged so widely that aver-
ages of the totals would be meaningless. The times given
varied from one hour to three hours per month for five clinics

(23 percent); eight hours a month for one clinic and six hours
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a year for another; and ten hours a week for one institution
involved in a Community Outreach Project.

Participation in public health clinics were reported
by seven directors (16 percent) of the total 45 questionnaires
utilized in this study. The five time allotments varied:
one reported 16 hours weekly in a neighborhood clinic; two
hours weekly was reported by two institutions; and two to
three hours monthly was indicated by two directors. Other
community responsibilities stated on 12 questionnaires or 27
percent of the 45 answering the question were: Diabetic
Association meetings (three hours per month); Community Nu-
trition Council meetings (three hours per month); liaison
with city, county, and state departments of health; Girl
Scouts; home visits for sanitation check of the home as well
as food education problems; contact with agencies serving
clinic patients (nursing homes, day care centers, U.S. Gov-
ernment Food Stamp agencies); inservice classes for Public
Health; supervision of dietetic interns' planning and teach-
ing nutrition classes in elementary schools (four hours each
week). Community responsibilities were defined in nine job
descriptions returned. One institution sent descriptions
of four positions which contained the words "community" and
"ambulatory" in the title. The team concept was emphasized
in the descriptions which encompassed agencies outside the

institution. The lack of participation of dietetic clinic
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staffs in community dietetics might indicate limited resources
or a lack of commitment to the community by the staff and hos-

pital administration.

II. TIME ALLOCWANCE FOR DIET INSTRUCTIONS

Of the 45 questionnaires which were utilized in this
study, six (13 percent} were returned with no time allotments
for the diet history or instructions with the explanation
that the variables involved were the clients, the specific
diets, and the interviewer. 8Six clinic directors combined
the diet history and the instruction for an average of 49
minutes per interview or conference. Thirty three directors
(73 percent) presented varying times for diet histories and
instructions which averaged 18 minutes and 33 minutes respec-
tively. There were 37 respondents who gave time for the
follow-up instruction, averaging 22 minutes. The average
time for the diet interview (history and instruction com-
bined) at six dietetic clinics was 4% minutes.

One director stated that 90 minute group instructions
were utilized whenever possible, and that individual appoint-
ments were made only when the patient could not comprehend
the diet during the groeup instruction or could not make a
clinic appointment. There were 17 affirmative answers (41
percent) stating that specific types of diets required dif-
ferent amounts of time {41 answered this gquestion). Diabetic

diets were menticned by 10 directors (24 percent) as one of
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the diets which required the most time: six directors stated
that the time ranged from one half to one and one half hours
with the average of one hour. The other diets mentioned that
took longer instructional time were hyperlipidemia, calorie
restricted and renal. One director indicated that one hour
was allowed for a diabetic instruction, 45 minutes for sodium
restriction, and 30 minutes for weight reduction; and another
stated that 40 minutes were allowed for the quantitative diets
while 20 minutes were allowed for the modified diets. Six
directors indicated that the time depended upon factors such
as: ability, understanding, interest, motivation and educa-
tional level of the patient. One clinic allowed one hour
for a new patient and 15 minutes between instructions for
charting.

Observation of records at the Dietetic Clinic at UTMRCH
revealed that there were 286 initial visits in the period of
January 15, 1973 to May 15, 1973 with the average time of
37 minutes (Table IV). There were 78 follow-up diet instruc-
tions which averaged 13 minutes (Table IV). The most fre-
quently prescribed diet was the 1000 calorie diabetic in-
struction to 48 patients and an average presentation time
of 37 minutes (Table X, Appendix B). Actual instruction
time lengths averages in the Dietetic Clinic were less than
estimates by participating directors of clinics. Many vari-
ables influence diet instruction times including patient

comprehension to expertise'of the instructcr. There might
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TABLE IV

TIME AVERAGES FOR DIET INSTRUCTIONS AT THE
DIETETIC CLINIC AT THE UNIVERSITY OF
TENNESSEE MEMORIAL RESEARCH

CENTER AND HOSPITAL?

Initial Visit Follow-Up Visit

No. of Avg. Time No. of Avg. Time
Type of Data Visits Min. Visits Min.
Reduction Diets 119 38 24 15
Diabetic Diets 122 38 48 ‘ 13
Other Diets 45 35 _6 14
286 37 78 13

8January 15, 1973 to May 15, 1973
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be a difference in actual instruction time and estimated
time in the participating dietetic clinics due to these vari-
ables, and the only true comparison would be analysis of the

individual records of the clinics.
IITI. CLIENT COMPOSITION

The directors reported that their clinics served only
outpatients (21 out of 40 replies or 53 percent) or a com-
bination of inpatients and outpatients in 19 c¢linics (47
percent). Some dietetic clinics described in the literature
(Meredith, 1957; Brunini, 1972) served outpatients only.
Four (10 percent) specified other duties such as student
health, and diet counseling for the employees and the emer-
gency department. There were no specified clients on five
questionnaires (11 percent) of the total 45 included in this
study (Table V).

Ten (22 percent) of the 45 directors did not indicate
whether clinic and/or private patients were instructed. Re-
ferred clinic patients only were cliients at 16 of the 35 re-
ported clinics (46 percent); referred private and clinic
patients were seen in 18 dietetic cliniecs (51 percent); and
only one clinic (3 percent) saw only referred private pa-
tients.

Directors indicated that nine clinics out of 43 (21
percent) served patients whb were inpatients and outpatients,

and referred clinic clients. Seven (16 percent) clinics
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TABLE V

COMPOSITION OF CLIENTS AND
INSTRUCTIONAL INFORMATIONA

Composition of Clients or Pct. Dietetic
Instructional Information Clinics

Clients are composed of:

Hospital patients only -

Outpatients only 47
Inhospital patients and

outpatients 42
Not reported 11
Referred clinic patients 36

Referred clinic and private

patients 40
Referred private patients 2
Not reported 22

Clients were instructed in:

Therapeutic diets (prescribed) 100
Normal diets (no prescription) 82
Food purchasiné 73
Meal preparation 71
Meal service 29
Food preservation 44

Asample included 45 dietetic clinics within dietary
internship institutions.
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served outpatients only who were referred private and clinic
patients. One director reported that all discharge diets
for hospitalized diabetics were planned by the dietetic
clinic staff. Another director indicated that the hospital
therapeutic dietitian cared for all hospital patients after

their discharge.

Instructions

All 45 reporting directors stated that prescribed thera-
peutic diets were taught in their dietetic c¢linic. Normal
diets without prescription were taught in 37 (82 percent) of
the clinics; and clients were instructed in food purchasing
in 33 (73 percent) of the institutions (Table V). Thirty-
two directors (71 percent) reported that meal preparation was
taught in the clinic; 13 clinic staff members (29 percent)
instructed the patients in meal service; and 20 directors
(44 percent) indicated that food preservation was taught.
Selection of food in a restaurant was taught in one dietetic
clinic (2 percent). Eleven dietetic clinics (24 percent in-
structed their clients in all of the listed services: pre-
scribed therapeutic diets, normal diets (no prescription),
food purchasing, meal preparation, meal service and foed
preservation. Therapeutic diet instructions were primary
responsibility of the dietetic clinic staffs described by
Brunini (1972) and Slowie (1971). This agrees with the re-

sults of this study.
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IV. EDUCATIONAL MATERIALS AND FACILITIES FOR CLIENTS

All 45 directors reported various visual aids were
used in their dietetic clinics while only 20 (44 percent)
utilized facilities such as home type kitchens, superma:-
kzts,clients homes, cafeteria lines and private dining room
(Table VI). Printed materials were used in some form in all
45 institutions while 17 (38 percent) utilized all forms:
the commercially printed, the non-commercial type, and insti-
tutional develored materials. Twenty-one directors (47 per-
cent) reported that they did not utilize programmed instruc-
tion while 19 units (42 percent} developed their own material.
Directors of 26 dietetic clinics (58 percent) indicated that
they did not use movies; commercial and non-commercial movies
were each utilized by 12 (27 percent) of the clinics with
only one clinic (2 percent) making its own movies. Slides
were not used by 26 of the reporting clinics (58 percent)
while 10 clinics (22 percent) used commercial slides, seven
(16 percent) utilized non-commercial slides,and 14 clinic
staffs (31 percent) developed their own slides. Food medels
were reported in use in 44 clinics (98 percent). Among
other teaching materials used were videotape, filmstrip and
record, and filmstrip with cassette.

Ten dietetic clinic staffs (22 percent) taught their
patients how to select food from a cafeteria line or private

dining room, and eight clinic personnel (18 percent) utilized



TABLE VI

EDUCATIONAL MATERIALS AND
FACILITIES FOR CLIENTS2

Dietetic
Clinic Use
Material or Facility Pct.
Printed Material
Commercial 73
Noncommercial 56
Developed by institution 93
Utilization of all three types (above) 38
Utilization of none --
Programmed Instructional Materials
Purchased 24
Developed by institution 42
Utilization of both methods 13
Utilization of none 47
Movies
Commercial 27
Noncommercial 27
Developed by institution 2
Utilization of all three types (above) --
Utilization of none 58
Slides
Commercial 22
Noncommercial 16
Develioped by institution 31
Utilization of  all three types (above) 4
Utilization of none 56
Food Models 98
Facilities
Kitchen facilities 16
Supermarkets 18
Client's home 11
Cafeteria line 22
Utilization of no facilities 56
Other Materials or Facilities 9

4gample included 45 dietetic clinics within dietary

internship institutions.
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supermarkets in the teaching of their clients. Seven die-
tetic staffs used home type kitchen facilities and five
taught in the clients' homes. The directors of eight clinics
(17 percent) reported that they utilized between one and
three educational materials; 22 clinics (44 percent) used
between four to six materials; and only four {(nine percent)
reported the use of between 11-12 types of educational
materials.

Seventeen directors reported that an average of 3 hours
per week were allotted o development of educational materials.
One director reported that one clinic dietitian was placed
on a special project for 40 hours each week for six months
to develop materials.

Use of educational materials and facilities involves
major investment cf money and personnel. The prevalence of
utilization of printed materials indicates limited involve-

ment .n presentation and preparation of multimedia materials.
V. DIET PRESCRIPTIONS

The directors of all 45 dietetic clinics (100 percent)
responded to the question VI (Appendix A) that pertained to
diet prescriptions. No dietitian prescribed diets according
to the physician's diagnosis, but 11 directors (24 percent)
indicated that they modified diet to client following the
physician's prescribed general diet (TableVII). Eight (18

percent) dietitians modified the diet to the client following



TABLE VII

DIET PRESCRIPTIONS

Dietetic

Clinic Usc -
Responsibility Pct.

A. Dietitian prescribes diet according

to physician's diagnosis -
B. Dietitian modifies diet to client

following physician's prescribed

general diet (ex.: diabetic diet) 24
C. Dietitian modifies diet to client

following physician's exact diet

order (ex.: CHO”, protein, fat

given in grams) 18
D. All three of the above methods 21
E. Combination of A and B 13
F. Combination of B and C 24
G. Combination of A and C -

dsample included 45 dietetic clinics within dietary

internship institutions.

bcuo (Carbohydrafe).
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the physician's exact diet order. Directors of nine clinics
(21 percent) indicated that they were responsible for all
three ways (above) of prescribing diets; six (13 percent)
were responsible for prescribing the diet according to the
>physician's diagnosis or modifying the diet following the
prescribed general diet; and 11 (24 percent} directors re-
ported that they either modified the diet following the physi-
cian's prescribed general or the exact diet order. The
questicnnaire was designed for one selection only, but there
existed a clear decision to only 19 of the respondents (42
percent). This was one of the few gquestions that received
total participation. The results of this survey indicated
that dietary prescriptions were the physician's responsibil-
ity as stated by Young (1965). The delegation cr sharing of
this responsibility (suggested by Graning, 1970} existed in

few dietetic clinics.
VI. IMPLICATIONS OF THIS STUDY

Many types of educational materials can be utilized
in a dietetic clinic. Various techniques of presenuing the
information to the client need to be explored in order to
provide the most effective food and nutrition education.
Personnel with varying types of training can be used in
appropriate capacities to extend the services of the profes-
sional staff. The technician, the diet aide, and the volun?
teer have not been delegated the responsibilities that they

can fulfill in the dietetic clinic.
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The data contained in this document indicate existing
trends and patterns of selected essential services in par-
ticipating dietetic clinics. This information can be used

in the development of a dietetic clinic.



CHAPTER V

SUMMARY

This study was undertaken to furnish data for the de-
velopment of the Dietetic Clinic at The University of Tennes-
see Memorial Research Center and Hospital (UTMRCH)}. A gues-
tionnaire was prepared, pretested, and mailed to the 81
directors of dietetic internships and fi.e directors of die-
tetic clinics described in the literature. Questions were
included which asked for time allotments, assigned responsi-
bilities, staffing pai.terns, educaticnal level of staff,
utilization of educational materials and facilities, composi-
tion of clients, and type of instructional information
supplied. Of the 86 institutions receiving the guestionnaire,
58 responded and 45 questionnaires were complete enough to
be included in the study.

The staffing patterns varied widely with number,
educaticnal level, assigned responsibilities, and hours
worked. The main responsibility (other than instructing
patients) was the supervision of dietetic students, and con-
tinuing education was indicated as a duty by the next largest
. group of respondents. There was less participation in
institutional responsibilities although several stated that
they operated within specific c.inics rather than gather all

44
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of the patients into cne clinic. Few directors indicated
participation in community responsibilities; and one direc-
tor stated that this was done during off-duty hours.

The clients were mainly composed of cutpatients who
were referred clinic and private patients. Directors of 42
percent of the clinics indicated that they instructed both
inpatients and outpatients. A1l of the clinics’ staff pro-
vided therapeutic diet instruction and 82 percent instructed
patients in normal diets without a prescription.

All directors indicated that printed educational ma-
terials were utilized by their clinics whereas food models
were reportedly used by 98 percent. Movies and slides were
utilized by less than 50 percent of the clinic staffs.
Facilities such as home type kitchens, cafeteria lines and
supermarkec:. were utilized by 44 percent of the clinic
staffs.

No wirector reported prescribing the diet acccrding
to the physician's diagnosis. Definite answers {(the physi-
cian's general or exact diet orders were followed) were
indicated by 42 percent. The other dietetic clinic direc-
tors reported that a combination of methods for establish-
ing a diet prescription existed at their institution.

The average time for the diet instructions for the
initial patient visit at the Dietetic Clinic at UTMRCH aver-
aged 37 minutes (286 visits) and 13 minutes for the follow-

up (78 visits). The dietetic clinic directors who answered
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the questionnaire estimated an average of 18 minutes were
allowed for the diet history and 33 minutes for the instruc-
tion which totaled 51 minutes for each patient. The time
for the follow-up diet instruction was estimated tc be 22
minutes by the directors.

This study indicated that the demands on the staff of
a dietetic clinic varied with each individual unit. The de-
fined responsibilities and time allotments have been re-
searched in some existing dietetic clinics. These time
averages and defined responsibilities can provide initial
information for the development of a dietetic clinic fol-

lowing the formulation of its objectives and goals.
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APPENDIX A

We are establishing a Dietetic Clinic at The University
of Tennessee Memorial Research Center and Hospital and would
appreciate your help in cur determinaticn of the staffing
requirements. If your department has an associaticn with
a dietary clinic or a similar unit, would you cr the direc-
tor of the clinic please complete the enclesed questicnnaire?

A self-addressed, stamped envelope is enclosed for your
convenience. Thank you for your participation and help.

Sincerely,

Mary A. Bass

Assistant Professor

Food Science and Inst. Admin.
Ccllege of Home Econcmics

Charles Brocks
Director of Dietary Services

MAB:CB:tgb
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April 1973 Food Science and Institution
M. Ann Bass Administration

C. Brooks College of Home Economics

K. Benson The University of Tennessee

Date

Knoxville, Tennessee 37919

Institution Name

(Reporting Official,
Position)

1. STAFFING: Please include copies of job descriptions for
your Dietary Clinic Staff if possible. This would be of
immeasurable help in the establishment of our Dietary
Clinic.

A.

B.

Please record number of staff members in each position
under column A in chart below.

Please select number that describes educational level
of each staff member and record in chart under B (Edu-
cational Level):

l--higher than MS; 2--MS; 3~-BS, Internship; 4--BS,
Preplanned Dietary Experience; 5--BS; 6--2 yr. Jr.
College; 7--HEIFFS; 8-- Vocational School; 9--Other.

Please select number that describes primary responsi-
bility of each Dietary Clinic Staff member and record
number by position in chart under C (Primary Responsi-
bility): 1l--teach therapeutic diets; 2--teach food
information; 3--teach food information and therapeutic
diets; 4--administrative responsibilities; 5--therapeu-
tic responsibilities; 6--other.

Please select number that describes hours worked in
Dietary Clinic each week by each staff member and
record under D (Hours worked) :

1--40 hours in Clinic; 2--32 hours in Clinic; 3--30
hours in Clinic; 4~-24 hours in Clinic; 5~-20 hours
in Clinic; 6--16 hours in Clinic¢; 7--12 hours in
Clinic; 8--8 hours in Clinic; 9--Other hours
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D.
B. c. Hours Worked
A, Educa- Primary in Dietary
Number tional Responsi-| Clinic Each
Position of Staff Level bility Week
Director

of Clinic

Director
of Dietary
Staff

Dietitian

Home
Economist

Dietary
Technician

Volunteer

Secretarial
Position

Other (please
specify)




II.

IIT.

IV.
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During an average day please state the time allowance
for:

A. The first appointment for client minutes for
diet history minutes for instruction
B. Follow-up appointment for client minutes

C. Is there an allowed time differentiation for specific
types of diets? (ex.: 1 hour for diabetic, 45 minutes
for sodium restricted):

Yes no . If so, please
specify:

CLIENTS are composed of (please check phrases that de-
cribe your clients):

hospital patients only referred clinic patients__
outpatients only referred private and
in hospital & c¢utpatients clinic patients
other (please specify) referred private
patients

CLIENTS are instructed in following (please check phrase
describing service provided by your Clinic):

therapeutic diets (prescribed) meal preparation
normal diets (no prescription) meal service
food purchasing food preservation

RESPONSIBILITIES. Please check and give time allotment
in hours or minutes (please specify which is used) if
job description for Dietetic Clinic staff includes:

Department:

supervisory duties in dietary department time
therapeutic duties in dietary department outside of
Dietetic Clinic (Ex.: visiting hospital patients)

time
relief dietitian 1n dietary department time
department training time
supervision of dietetic interns time
supervision of student nurses time
continuing educatien time

other department responsibilities (please specify and
give time allotment):

Institution:

ward rounds time participation in specific
clinics (other than Dietetic Clinic) time
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monitoring of patients in specific clinics (Ex.: check-
ing lab reports for diabetics) time

abstract professional literature for dietitians and
physicians time other institutional re-
sponsibilities (please specify and give time allot-
ment) :

Community:
speeches before groups in community time
participation in public health clinics time

other community responsibilities (please specify and
give time allotments):

EDUCATIONAL MATERIALS AND FACILITIES FOR CLIENTS (pleasé
check if you utilize):

printed material (commercial)
(non-commercial)
(developed by your institution)
programmed instructicnal material
(purchased)
(developed by your institution)
movies (commercial
(non~commercial)
(developed by your institution)
slides (commercial)
(nen-commercial)
(developed by your institution)
food models
kitchen facilities (home type)
super market
client's home
cafeteria line (to select allowed foods)

Time allotted to develop educational material
(specify hours or part of hours)

Please check responsibility which applies to your insti-
tution: :

A. Dietitian prescribes diet according to physician's
diagnosis.

B. Dietitian modifies diet to client following phy-
sician's prescribed general diet (Ex.: Diabetic
Diet).

C. Dietitian modifies diet to client following phy-
sician's exact diet order (Ex.: CHO, protein,
fat given in grams).

THANK YOU



QUESTIONNAIRES WERE SENT TO

Virginia
Miss Ann Enzian
Dietetic Internship Director

Virginia Commonwealth University

Medical College of Virginia

Health Sciences Center
1200 East Broad Street
Richmend 23219

Wisconsin
Annette Gormican, Ph.D.
Dietetic Internship Director
University of Wiscensin Center
for Health Sciences
1300 University Avenue
Madisen 53706

Miss Mary K. Waits

Dietetic Internship Director
Milwaukee County Institutions
8731 Watertown Plank Road
Milwaukee 53226

California
Miss Gertrude E. Miller
Dietetic Internship Director
Wadsworth Hospital Center
Dietetic Service 691-120
Los Angeles 90025

Arizona
Mary Ann Kight, Ph.D., R.D.
Dietetic Internship Director
314 Home Econoemics Bldg., Bldg.
Good Samaritan Hospital
The University of Arizona
Tucson 85721

Tennessee
Mrs. Aileen S. Graves
Dietetic Internship Director
Vanderbilt University Hospital
1161 - 21st Avenue South
Nashville 37232

#33
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Texas
Mrs. Eulalia Schmolder, Ph.D.
Dietetic Internship Director
Baylor University Medical Center
3500 Gaston Avenue
Dallas 75246

Mrs. Marilyn B. Haschke

Dietetic Internship Director

The University of Texas and
Dallas County Hospital District

5323 Harry Hines Boulevard

Dallas 75235

Mrs. Louise Bullock

Dietetic Internship Director
Presbyterian Hospital of Dallas
8200 Walnut Hill Lane

Dallas 75230

CPT Roy S. Maize

Dietetic Internship Director
Brooke General Hospital

Ft. Sam Houston 78234

California
Mary Murai, Dr. P.H.
Dietetic Internship Director
University of California
School of Public Health
Earl Warren Hall
Berkeley 94720

Massachusetts
Miss Madge L. Myers
Dietetic Internship Director
Frances Stern Nutrition Center
Tufts-New England Medical Center
Tufts University
185 Harrison Avenue
Boston 02111

Michigan
Miss Elizabeth A. Fox
Dietetic Internship Director
University of Michigan Hospital
1405 East Ann Street
Ann Arbor 48104
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Puerto Rico

Mrs. Clga Zaragoza de Figueroa
Coordinator Nutrition Internship
Community Nutrition Program
Santruce, Puerto Rico 00908

Oklahoma
Miss Mary E. Leidigh
Dietetic Internship Director
Oklahoma State University
Home Economics East 104
Stillwater 74074

Pennsylvania
Miss Eleanor M. Eccleston
Dietetic Internship Director
Institution Food Research & Services
Room 20, Human Development Building
The Pennsylvania State University
University Park 16802

Wisconsin
Mr. Thomas J. Farley, R.D.
Director, Food Service Divisiocn
Milwaukee Board of School Directors
Milwaukee Public Schools
P. 0. Drawer 10K
Milwaukee 53201

Alabama
Mrs. Carol Ann B. Craig
Dietetic Internship Director
University of Alabama Hospitals
and Clinics, The Medical Center
Birmingham 35233

Mrs. Seoleona C. McDonald
Dietetic Internship Director
Tuskegee Institute

Tuskegee Institute 36088

Arkansas
Maxine Hinton, Ph.D.
Dietetic Internship Director
University of Arkansas Medical Center
4301 West Markham Street
Little Rock 72201

Califoernia
Kathieen Zoiber, Ph.D.
Program Director
School of Allied Health Professions
Loma Linda University
Loma Linda 92354
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Mrs. Pauline E. Schatz, R.D.

Program Director

Department of Home Economics

California State University at
Los Angeles

Los Angeles 90032

Illineis
Mrs. Dorothy Brownold
Acting Director
Curriculum in Medical Dietetics
School of Associated Medical Sciences
University of Illinois at the Medical
Center
P, O. Box 6998
Chicago 60680

Kansas
Mrs. Jean Bottger, R.D.
Program Director
Department of Institutional Management
Kansas State University
Manhattan 66502

Ohio
Miss Frances Fischer
Coordinator, Dietetic Internship
Case Western Reserve University
Cleveland 44106

Miss Georgette Clappison
Dietetic Internship Director
Mt. Sinai Hospital

Cleveland 44106

Miss Marjorie H. Esson

Dietetic Internship Director
University Hospitals of Cleveland
Cleveland 44106

Mrs. Gwen Kline

Dietetic Internship Director

U.S. Veterans Administration Hospital
10701 East Boulevard

Cleveland 44106

Miss Ruth A. Hoon, R.D.
Dietetic Internship Director
Saint Luke's Hospital

11311 Shaker Boulevard
Cleveland 44104
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Miss Marilyn M. Baker
Dietetic Internship Director
Miami Valley Hospital

1 Wyoming Street

Dayton 45409

Texas
Mrs. Patricia H. Calmes
Dietetic Internship Director
U.S. Veterans Administration Hospital
2002 Holcombe Boulevard
Houston 77031

Utah
Mrs. Evelyn Bushey Quinn, R.D.
Dietetic Internship Director
Latter-day Saints Hospital
325 8th Avenue
Salt Lake City 84103

Oklahoma
Mrs. Mary C. Zahasky
Dietetic Internship Director
Department of Nutrition and Dietetics
University of Oklahoma Medical Center
800 Northeast 13th St., P. O. Box 26901
Oklahoma City 73190

Oregon
Miss Ruth L. Mercer
Dietetic Internship Director
University of Oregon Medical
School Hospitals and Clinics
3181 S.W. Sam Jackson Park Road
Portland 97201

Pennsylvania
Mrs. Arlene W. Caggiula, R.D.
Dietetic Internship Director
Shadyside Hospital
5230 Centre Avenue
Pittsburgh 15232

Puerto Rico
Mrs. Leticia Colon de Irizarry
Dietetic Internship Director
Medical Sciences Campus
University of Puerto Rico
University District Hospital
Rio Piedras 00935
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Mrs. Helen K. Draper
Dietetic Internship Director
University of Puerto Rico
Box AX - UPR Station

Rio Piedras 00931

Ohio
Miss Geraldine A. Bosch
Dietetic Internship Director
Cincinnati General Hospital
Cincinnati 452269

Mrs. Mary Schneider, R.D.
Dietetic Internship Director
Good Samaritan Hospital
Clifton & Dixmyth Avenue
Cincinnati 45220

Minnesota

Miss Lorrayne F. Andersen, R.D.
Dietetic Internship Director
University Hospitals
University of Minnesota

Health Sciences Center
412 Union Street, S.E.
Minneapolis 55455

Sister M. Moira Tighe
Dietetic Internship Director
St. Marys Hespital

Rochester 55901

Miss Ellen M. McGarty, R.D.

Dietetic Internship Director

St. Paul-Ramsey Hospital & Medical Center
640 Jackson Street

St. Paul 55101

Missouri
Mrs. Doris Canada, R.D.
Dietetic Internship Director
Barnes Hospital
Barnes Hospital Plaza
St. Louis 63110

Sister M. Maximina Haarmann, S.S.M.
Dietetic Internship Director

St. Louis University

Mother Concordia Hall

6420 Clayten Hall

St. Louis €3117



New York
Miss Grace E. McMahon
Dietetic Internship Director
U.S. Veterans Administration Hospital
130 West Kingsbridge Road
Bronx 10468

Miss Esther Mackereth
Dietetic Internship Director
The New York Hospital

525 East 68th Street

New York 10021

Massachusetts
Miss Lorraine Jacoby
Dietetic Internship Director
Beth Israel Hospital
330 Brookline Avenue
Boston 02115

Miss Louise Hatch

Dietetic Internship Director
Massachusetts General Hospital
Fruit Street

Boston 02114

Miss E. Jane Deckert
Dietetic Internship Director
Peter Bent Brigham Hospital
721 Huntington Avenue

Boston 02115

Michigan
Mrs. Mary Smardzewski
Dietetic Internship Director
Harper Hospital
3825 Brush Street
Detreit 48201

Mrs. Irene Ellias

Dietetic Internship Director
Henry Ford Hospital

2799 West Grand Blvd.
Detroit 48202

Nebraska
Mrs. Anne Suguitan
Dietetic Internship Director
ARA Hospital Food Management
Creighton Memorial St. Joseph Hospital
2305 South 10th Street
Omaha 68108
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New Jersey
Mrs, Dorothy A. Addario
Dietetic Internship Director
Perth Amboy General Hospital
530 New Brunswick Avenue
Perth Amboy 08861

Califernia
Miss Phyllis Lufkin
Dietetic Internship Director
Highland General Hospital
1411 East 31st Street
Oakland 94602

Mrs. Mildred S. Smith

Dietetic Internship Director
Mercy Hospital & Medical Center
4077 rifth Avenue

San Diego 92103

Miss Henrietta Henderson

Dietetic Internship Director
University of California Hospitals
San Francisco 94122

MAJ Theodocia E. Meier
Dietetic Internship Director
Letterman General Hospital
Box 436

San Francisco 94129

Connecticut
Doris Johnson, Ph.D.
Dietetic Internship Director
Yale-New Haven Hospital
Yale~-New Haven Medical Center
New Haven 06504

District of Columbia
Mrs. Mildred S. Bunton, R.D.
Dietetic Internship Director
Freedman's Hospital-Howard University
Sixth and Bryant Streets, NW
Washington 20001

Colonel Filomena R. Manor

Chief, Medical Foed Service Division
& Director, Dietetic Internship

Malcolm Grow USAF Medical Center

Andrews AFB

Washington 20331
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LTC Jeanne P. Sanford, Ph.D.
Dietetic Internship Director
Walter Reed General Hospital
Washington 20012

Illinois
Miss Mary Lou Longmire
Dietetic Internship Director
Cook County Hospital
1825 West Harrison Street
Chicago 606612

Mrs. Mary Castellanos

Coordinator of Dietetic Internship

Rush-Presbyterian-St. Luke's
Medical Center

1753 West Congress Parkway

Chicageo 60612

Miss Mary C. Martin

Dietetic Internship Director

U.S. Veterans Administration Hospital
Hines 60141

Mrs. Mei-Ling Lin

Dietetic Internship Director
St. Francis Hospital

530 N.E. Glen 0Oak Avenue
Peoria 61603

Indiana
Miss Arlene Wilson
Dietetic Internship Director
Indiana University Medical Center
1100 W. Michigan
Indianapolis 46202

Miss Nancy F. Yarber
Dietetic Internship Director
Methodist Hospital

1604 North Capitol Avenue
Indianapolis 46202

Iowa
Mrs. Eleonora B. Sanders
Dietetic Internship Director
University of Iowa Hospitals
Nutrition Departmen.-General Hospital
University Hospitals
Iowa City 52240



Kansas
Miss Doris Spragg, R.D.
Dietetic¢ Internship Director
University of Kansas Medical Center
Rainbow Bivd. at 39th Street
Kansas City 66103

California
Eleancr Eckstein, Ph.D.
Coordinateor, Dietetic Programs
Virginia McMaster, Ph.D.
Supervisor, Dietetic Internship
Department of Nutritienal Science
University of California
Berkeley 94720

Colorado
Gertrude Blaker, Ph.D.
Dietetic Internship Director
209 Home Economics Annex
Colorade State University
Fort Collins 80521

Connecticut
Miss Lucia Quigg
Dietetic Internship Director
Aetna Life & Casualty
151 Farmington Avenue
Hartford 06115

Nebraska
Marie E. Knickrehm, Ph.D.
Dietetic Internship Director
University of Nebraska
105 Food and Nutrition, East Campus
Lincoln 68503

New York
Miss Charlotte E. Ludwig
Dietetic Internship Director
New York State Dept. of Mental Hyciene
Nutrition Service Internship
Hudson River State Hospital, Branch "B"
Poughkeepsie 12601

Florida
Mrs. Ann P. Emerson
Dietetic Internship Director
J. Hillis Miller Health Center
P. O, Box 190
University of Flecrida
Gainesville 326061
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Georgia
Mrs. Susan McNair
Acting Director, Dietetic Internship
Woodruff Medical Center of Emory
Cox Hall
Atlanta 30322

Missouri
Christine P, Weaver, Ph.D.
Educational Director
Medical Dietetic Pregram
University of Missouri-Columbia
W130 Medical Center
Columbia 65201

New York
Miss Martha E. Reddout
Coordinator
Clinical Dietetic Program
State University College of Buffalo
1300 Elmwood Avenue
Buffalo 14222

Ohio
Ann Molleson, Ph.D.
Program Director
College of Medicine
School of Allied Medical Professions
1583 Perry Street
Columbus 43210

Kentucky
Mrs. Brian Ann Arnett
Dietetic Internship Director
University of Kentucky Medical Center
800 Rose Street, H-36
Lexington 40506

Louisiana
Mrs, Mary Jane Hilmoe
Dietetic Internship Director
Touro Infirmary
1401 Foucher Street
New Orleans 70115

Director
Heart Association of Southeastern Pennsylvania
Philadelphia



Norma M. Macrae
Dietary Consultant
Seattle, Washington

Nadeene Brunini, Nutrition Consultant
Heart & Circulatery Disease Program
New Jersey State Department of Health
Trenton, New Jersey

Faith Mcbuffle
University of Alabama
Tuscaloesa, Alabama

Director of Dietetics
Straub Medical Clinic
Honolulu, Hawaii
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APPENDIX B
TABLE VIII

EXISTING PROFESSIONAL STAFFING PATTERNS IN DIETETIC CLINICS
WITH EDUCATIONAL LEVEL AND RESPONSIBILITY

Total
Institu- Education Levels? Man-hours/
tion Code I 2 3 ! 5 6 Duties® wk./Clinic

1 1 1 40
2 2 8 16
3 1 1 1 56
4 1 1 3 60
5 1 8 20
6 1 6 40
7¢ 1 1 3 120
8 1 8 40
9 1 1 40
10 1 6 1 271
11 1 3 40
12 1l 2 32
13 2 1 1 88
14 1 8 40
15 1 8 40
16 1 8 30
17 1 1 40
18 1 3 20
19 1 1 8 34
204 2 1 3 2 8 120
21 2 2 1 111
22 1 1 1 80
23 2 2 36
24 2 2 2 7 144
25 1 9 40
26 1 4 40
27 3 1 120
28 1 9 40
29 1 1 40
30 4 1 1 156
31 1 1 1 80
32 1 7 40
33 2 1 46
34 1 1 1 41
35 1 3 40
36 1 1 40
37 1 2 40
38 1 5 40
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TABLE VIII (Continued)

Qrducational Levels and hours worked in Dietetic
Clinic are:

1. Bachelor's degree with no internship or preplanned
American Dietetic Asscciation (ADA) experience;
full time

2. Bachelor's degree with preplanned ADA experience;

full time

. Bachelor's degree with ADA internship; part-time

Bachelor's degree with ADA internship; full-time

Master's degree; part-time

. Master's degree; full-time.

3
4
5
6

Pal1l pietetic Clinics Instructed outpatients and pro-
vided supervision for dietetic students. The numbers stated
under Duties defines other responsibilities:

1. No additional responsibility
. Departmental responsibility
. Inpatient responsibility
. Emergency department diet instructions
. Student health instructions
. Supervision of students other than dietetic
students,
7. Instructions for employees on modified diets
8. Combination of 2 and 3
9. Combination of 3 and 4.

Cone educational level not stated.

dTotal hours not stated.



TABLE IX

COMMUNITY RESPONSIBILITIES
OF DIETETIC CLINIC

STAFFsa
Dietetic
ClinicsP
Responsibility No. Time
Speeches before groups 1 10 Hrs./Wk.
5 1-3 Hrs./Mo.
1 8 Hrs./Mo.
1 6 Hrs./Yr.
14 No time stated
Participation in Public
Health Clinics 2 2 Hrs./Wk.
: 1 16 Hrs./Wk
2 2-3 Hrs./Mo.
2 No time stated
Other responsibilities 1 4 Hrs./Wk.
1 6 Hrs./Mo.
10 No time stated

dsample varied.

brespondents to the individual questions.



TABLE X

TIME FOR DIET INSTRUCTIONS AT THE DIETETIC CLINIC AT
THE UNIVERSITY OF TENNESSEE MEMORIAL

RESEARCH CENTER AND
HOSPITAL

---- Follow—up

Initial Visit
Avg. Time Avﬁ%lﬂﬁﬁﬁf
Diet Visits {min.) Visits {min.)
Diabetic Diets:
800 Calorie ADA 1 25
900 Calorie ADA i 65 2 23
1000 Calorie ADA 48 37 12 13
1000 Calorie ADA
No Salt 3 38
1000 Calorie ADA
500 mg. NAb 1 55
1200 Calorie ADA 33 37 6 i3
1200 Calorie ADA
Bland 1 40
1200 Calorie ADA
Low Na 2 72 1 20
1400 Calorie ADA
2 gm. Na 1 50
1500 Calorie ADA 19 36 3 13
1500 Calorie ADA
Type IV 2 40
1600 Calorie ADA 2 35
1800 Calorie ADA
2 gm., Na 4 35
2000 Calorie ADA 1 25
Other Diets:
Low Protein, Low
Fat, High CHOC 2 30 2 15
20 gm. Protein,
500 gm. Na 1 65
50 gm. Protein 1 100
High Protein,
Loow CHO 1 55
High Potassium 2 20
Type II 1 55
Low Residue 4 38




TABLE X (continued)
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Initial Visit Follow-up
Avg. Time Time
Diet Visits . (min.) Visits (min.)
Other Diets (Continued):
High Residue 2 25 1 15
Bland Low Na 1 35
Bland IV, 2 mg. Na 1 40
Bland IV 18 29
Bland Low Fat 1 30
Bland I 4 meals 1 40
1l gm. Na 4 25 2 10
2 gm. Na 4 42 1 20
Bland II 1 35
Reduction Diets:
800 Calorie 19 42 6 17
800 Calorie
Low Na 2 45 1 10
800 Calorie
Bland 1 50 2 15
800 Calorie
Bland IV 1 40
800 Calorie
Low Fat 1 35
900 Calorie 1 50
1000 Calorie
Reduction 30 36 14 13
1000 Calorie
1l gm. Na 3 38
1000 Calorie
Bland IV 5 34 1 15
1000 Calorie
Low Na 1 30
1000 Calorie
Low Fat 1 60 1 10
1200 Calorie
Reduction 33 38 16 11
1200 Calorie Soft 1 60
1200 Calorie Bland 1 30
1200 Calorie
Low Na 1 35 1 20
1200 Calorie
1l gm. Na 1 30
1200 Calorie
2 gm. Na 1l 35




TABLE X (continued)

Initial Visit Follow-Up
Avg. Time Avg., Time
Diet Visits {min.) Visits (Min.)

Reduction Diets (Continued):

1200 Calorie

Bland IV 1 45 1 10
1200 Calorie
6 Feedings 1 35

1200 Calorie Low

CHO, High Pro-

tein, 6 Feed-

ings 1 30 1 10
1200 Calorie Low

Na, High Potas-

sium 1 50
1400 Calorie
Low Na 1 30
1500 Calorie 6 41 3 11
1500 Calorie
Low CHO 1 30
1500 Calorie
Bland IV 1l 30
1500 Calorie
Low Na 2 60 1 10
1800 Calorie 2 28
1800 Calorie
6 Feedings 1 25
1800 Calorie
Low Fat 1 30
TOTAL DIETS 286 37 78 13

8January 15, 1973 to May 15, 1973
bNa (Sodium)
CCHO (Carbohydrates)
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Katherine Hooper Benson was born in Robbinsville,
North Carolina. 1In 1948 she entered The University of
Tennessee, College of Home Economics and was graduated in
1951 with a major in Institution Management. She accepted
a dietary internship at the Indiana University Medical
Center which was completed August, 1952.

Since that time she has held positions as dietitian
in Florence, Alabama and Greenville, Mississippi; and as a
consultant dietitian in Blytheville, Arkansas and Knoxville,
Tennessee,

She will complete requirements for a Master of Sci-
ence Degree with a major in Food Systems Administration in
August, 1973. She is a registered member of The American
Dietetic Association.

She is married to Narsh Dewayne Benson and they have
three children: Narsh Dewayne, II, Amy Elizabeth, and Sarah

Hooper.
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