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CHAPTER I 

INTRODUCTION 

At the American Dietetic Association Convention in 

October 1972, in New Orleans, current changes in the role 

of dietitians were discussed. The role of dietitians has 

been expanding from traditional hospital dietetics to the 

broader challenge of service dealing with nutrition problems 

wherever they appear, whether in the community, industry, 

government, ecology, the consumer, or elsewhere. 

New trends in applied nutrition and food systems 

management are evidence of the professional dietitian's 

role. Cabot (1) discussed some of the newer applications: 

new approaches to the delivery of nutrition 
services in the community 

community diet counseling 

community involvement for improving dietary 
care for outpatients, and 

nutrition programs in mental health 

Statement of the Problem 

Many factors have contributed to the new trends in the 

role of the dietitian in the delivery of health care. These 

factors include the following: 

the widespread concern of the population 
concerning obesity (2) 

the enactment of Federal legislation relative to 
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health insurance for the aged, and the increase 
in the size and number of nursing homes and 
related facilities {3) 

greater demand for nutrition education programs 
with an ever increasing number of teenage 
parents {4) 

a shift in the nutritional responsibility for 
the family, from the mother, to the father, 
and to the children themselves, due to the 
increasing number of working mothers with young 
children {4) 

the increased incidence of chronic disease and 
disability requiring diet therapy rather than 
communicable diseases {4) 

the increasing number of youngsters in the 
United States living in poverty. The number 
is estimated to be between 17 and 23 million {4) 

due to legislative action, more money has been 
available for the construction and operation of 
a variety of facilities to serve deprived groups 
which include mental retardation centers, low-cost 
public housing, and others {4) 

the changing patterns in medical care that is 
leading to greater use of auxiliary community 
services such as nursing homes, home care programs, 
meals-on-wheels programs, and more preventive 
services being based in the hospital {4) 

modified diets are prescribed for an increasing 
number of people. The lack of proper methods of 
distribution of modified diet foods to the general 
public and outpatients has been stressed {5) 

programs of the Administration on Aging to combat 
undernutrition and malnutrition among older 
Americans {6) 

increasing food and labor costs, while the supply 
of skilled food preparation workers dwindles, 
increases the difficulty of maintaining high 
standards of food quality, satisfied employees, 
and at the same time control food service costs (7) 
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Duval {8) stated ~hat the inclusion of nutrition as a 

component of health care may contribute to relieve the 

strain on the nation's health care delivery system, decrease 

the high costs of medical care, and ultimately improve the 

mental, physical, and social well-being of the citizens of 

this country. 

Purpose of the Study 

The purpose of this study is to determine if the 

dietitians and internists in Dallas have explored the new 

avenues of dietetic service outside the hospital as a 

component of the health care delivery system; and to 

determine the evaluation of dietitians and internists 

as to which of the three following services they would 

consider to be most beneficial, intermediately so, and 

least beneficial to the community. These are: 

the establishment of a dietetic restaurant and a 
facility for take-home dietetic foods in a 
concentrated business district 

the establishment of a dietary consultant service 
for nursing homes and related facilities, day
care centers, and outpatients, and 

the establishment of a central food production 
facility in the metropolitan area to provide meals 
to hospitals, nursing homes, day-care centers, 
and to a :Heals-on-Wheels program. 

Objectives 

to determine the opinion of dietitians and 
internists as to which of the three services 
previously listed would be most beneficial to 
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the community 

to ascertain if medical health care professionals 
utilize dietitians in the Dallas area in health 
care programs as suggested by recent legislation 

to determine if the internists in Dallas are 
aware and are utilizing the dietary services 
available to them and their patients 

to determine the opinion of the internists as to 
how well the dietitians are promoting and meeting 
the demands for their services by the health care 
delivery system 

to ascertain if the professional dietary staff of 
hospitals in the community are getting involved 
in community nutrition programs 

Basic Assumptions 

that the opinions of those attending the pro
fessional meetings at which the questionnaires 
were distributed, represent the opinion of the 
dietitians and internists of Dallas 

that because of the nature of their medical 
practice, internists usually use the service of 
a dietitian more often than physicians in other 
specialties 

that the questionnaire method is the best tool 
to obtain the information required to achieve the 
purposed objectives. 
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CHAPTER II 

REVIEW OF LITERATURE 

The American Dietetic Association Position Paper 

on The Nutrition Component of Health Services Delivery 

Systems (9), states that evidence continues to show that 

Americans who fail to attain a diet optimal for health 

can be found at every socio-economic level. The reasons 

are many and difficult to describe, but the impact on 

the health of the nation is seen. The increased risk of 

complications of pregnancy in the poorly nourished mother, 

and in the chance that her infant may be of low birth weight 

with accompanying risk of retarded physical and mental 

development, are currently publicized. The high incidence 

of overweight and underweight in school-age children and 

adults, and the weakening state of the elderly that are 

malnourished continue to attract attention. Reports of 

dental disease, and the high incidence of chronic illnesses 

that require dietary treatment, monitoring, and follow up 

are prominent in the medical literature. 

Mayer (9) in support of the Position Paper stated that 

the emphasis on health care must be shifted from the purely 

curative efforts to prevention and rehabilitation. He re

affirmed that nutrition should assume more importance than 

in the past. In terms of monetary value, as well as in 

terms of human suffering, one can well argue that every 
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dollar spent on nutrition education may save tens of 

dollars in later medical care. 

Dietetic Restaurant and 

Take-Home Dietetic Food Facilities 

Mayer (10) stated, "While it is no longer fashionable 

to look down on people because of the color of their skin, 

it is unfortunately very fashionable to look down on the 

obese as weak-willed individuals." Furthermore, the 

affluence of the American populace can be blamed for its 

overweight state. Contemporary food management could do 

much to keep the obese in his calorie control program by 

offering low-calorie meals on their menus. 

Dwyer and Mayer (2) stated that data from such sources 

as the study of the Society of Actuaries, Build and Blood 

Pressure Study of 1959, and the National Health survey of 

1965 indicate that there are substantial numbers of over

weight and obese persons in all age groups within the 

population of the United States. The data also suggests 

that increased risks for a number of chronic diseases are 

associated with overweight and'obesity. To decrease 

these risks, they stated, efforts to control weight seem 

desirable for a large percentage of the population. To 

explore attitudes toward weight and dieting behavior in 

the population at large, the authors initiated a study 

using information from national opinion polls, conducted in 
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1950 and 1956 by the American Institute of Public Opinion, 

and in 1966 by the Elmo Roper Company. All three surveys 

reported data obtained from national stratified samples 

7 

of the population. Results of the surveys in the discussion 

are presented in Table 1. 

Table 1: Attitudes toward body weight and dieting 

Men Women 

'50 '56 '6 6 'SO '56 '66 

Wanted to weigh less 21 

On weight reduction regimen 7 

22 

7 

36 

6 

44 

14 

45 

14 

It was found that concern about overweight permeated 

42 

14 

the entire socio-economic class structure. This concern 

seemed to be more prevalent in both sexes among the better 

as contrasted to the less educated people. The same 

relationship was found with income levels. The studies 

conducted in 1959 and 1965, suggested that men tended to be 

more obese than women, and that the latter group was more 

concerned about overweight, also illustrated in Table 1. 

The authors suggested that factors associated with sex, 

education, and socio-economic status play a role in 

recognition of overweight and efforts to combat it. The 

study also revealed that certain groups among the obese 



failed to recognize their overweight status, which 

suggested that nutrition education is necessary in helping 

them to recognize the problem. A survey conducted by the 

Gallup Organization, Inc. in 1972 showed that 79 million 

Americans are overweight, and that approximately half that 

number spend about one billion dollars a year trying to do 

something about it (11). It was anticioated that the 
~ 

expenditures would approach 10 billion dollars by 1975. 

The food service industry has badly neglected that segment 

of the population that has real health problems: the 

diabetic, the businessman with an ulcer, and the over

weight worker who must eat away from horne (12). 

In 1970 the operation of dietetic restaurants was 

reported in Kansas City, Missouri (13). The Calorie-

Counter Restaurant located downtown served a wide variety 

of low-calorie items at breakfast and lunch. The calorie 

value of food items was displayed. The seating capacity of 

the establishment was 70, but future units will have at 

least 100 seats. The concept can be best implemented in 

downtown business locations, but can be adapted to a free 

standing or shopping center location. Individuals without 

an apparent weight problem patronized the facility more 

frequently than those who would be expected to control 

their weight. The majority of the customers were business

men from the surrounding office buildings, between the ages 
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of 30 and 50 years of age. In an attempt to obtain some 

recent operational data, Abrams (14),·President of Calorie 

Counter Restaurants, stated that while the organization 

felt the dietetic restaurant idea would be successful, they 

were forced to convert the facility to a sandwich shop in 

1972 due to rising overhead costs. Nevertheless, he main

tained, that at the right time and with proper management, 

the concept could be successful if the public first 

received some nutrition education. He stated, "It was 

difficult to convince people that we did not serve goat's 

milk or carrot juice, but regular food." 

A similar operation in New Haven, Connecticut, The 

Thin Man Food Shoppes Inc. operates several low-calorie 

restaurants (15). The first was opened in downtowQ New 

Haven in 1969. This site attracts the overweight individual 

for lunch, but the facility remains with little activity 

the rest of the day; 85% of sales were made between 11:00 

a.m. and 1:30 p.m. The company has opened two other sites 
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in Pennsylvania at luxurious shopping malls. The restaurants 

offer both the regular and low~calorie items, and a take

home low-calorie food counter is also operated at these 

facilities. The sales volume of the downtown New Haven 

location was about $400 per day. The owners expect the 

volume of sales at the mall locations to be six times greater 

than the New Haven location, since there business is spread 



throughout the day. 

Recently, Pan American World Airways began offering 

a choice between the regular meal and a low-calorie meal 

on several of its international flights from New York (16). 

Blair (17) stated that weight control is far more 

than a fad, that it is a concern for appearance and a 

safeguard to health. 

10 

Hegsted (5) has predicted that the need for appropriate 

therapeutic diets will increase in the future as diagnostic 

methods of diet therapy which are based on the education of 

the individual patient to acquire the ability to select 

and prepare his own food, are not satisfactory. New 

systems for the preparation and delivery of appropriate 

diets are needed which will simplify the well known problem 

of the physician in providing dietary prescriptions, and 

of the patient in adhering to the prescribed diet. 

When diets are prescribed, people often must return 

to older methods of food preparation, and have to dispense 

with the conveniences that are today's way of life. Hegsted 

emphasized that being on a special diet is a boring, 

frustrating business, and requires much self-discipline. 

It is exactly in these circumstances, where convenience and 

dietary counseling are required to make a diet work but are 

rarely available. He stated that dietary treatment often 
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turns out to be worse than the disease itself, and there

fore, more effective methods of delivery must be devised. 

Distribution of therapeutic diets would be difficult and 

expensive, but with the new technological advances, obvious

ly not impossible. He suggested several delivery systems 

such as: the supermarket, the specialty store, or an 

extension of the hospital dietary service, or whichever will 

be the most appropriate method of distribution. 

From the cited evidence, obviously these facilities 

would make the task of following a restricted dietary 

regimen less burdensome on individuals. However, the 

nutrition professionals must get involved in order to 

supply dependable products. They must also educate the 

public on sound nutrition principles, as well as adding 

the professional touch necessary to insure that the cos

tumers will have confidence in the services being provided. 

Dietary Counseling Services 

in the Community 

The incorporation of the services of dietitians and 

nutritionists in the nation's health care delivery system 

has been given more emphasis in recent years than ever 

before. These services are being provided; while 

additional ones are being planned for the near future at a 

number of different institutions. 

Bouton and Meredith (18) feel that when a physician 
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prescribes a diet for a patient, the regimen must be closely 

followed if any benefit is to be derived from it. They 

suggested that if prolonged dietary restriction is necessary, 

the patient should be thoroughly instructed regarding the 

purpose and basic principles involved. Some physicians 

with a large practice cannot give adequate time and 

attention to these details; therefore, the services of a 

dietitian could assist him with this part of patient 

education. Obviously, a personalized dietary regimen that 

would cause a minimum of change would be more acceptable 

to the patient and his family than one far out of the 

family food pattern. 

To determine the extent to which physicians would 

use a nutrition service established by the public ~ealth 

department, a pilot study was conducted in Schnectady, N.Y., 

with an essentially urban population of slightly more than 

160,000 inhabitants. All internists and general practi

tioners were visited by the nutritionist to discuss the 

details of the service, types of materials to be used, 

and methods of referral and reporting to the physician. No 

fee was charged, and patients were not seen without a · 

physician's referral. After the program had been in 

operation for several months, results showed that the 

service was not being used as much as anticipated. At the 

end of one year, an evaluation indicated that of the 93 



physicians who were offered the service, only 35 had 

referred a total of 78 patients for the year. A 

questionnaire was prepared to determine the reason for the 

lack of utilization of the service. The returned 

questionnaires indicated that 28 of the physicians had 

checked the statement that the service had slipped their 

mind. However, many checked the statement that they had 

had no patients who needed this type of service. Bouton 

and Meredith (18) stated, "It is highly probable that no 

physician could practice general medicine for an entire 
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year without having a single patient who needed additional 

detailed dietary instruction." They stipulated that the 

service was not utilized simply because physicians were not 

as accustomed to·think in terms of services of a nutritionist 

outside of a hospital as they were of those services 

rendered by a laboratory or a public health nurse. In 

addition, they felt that the primary reasons stemmed from 

a lack of awareness on the part of the physicians as to 

the kind of problems the patients encounter, and the type 

of help they need in following.a restrictive dietary 

regimen. The service was finally discontinued. 

Prior to 1960 (19), when the idea of organized diet 

counseling services originated, none of the voluntary 

community health agencies or visiting nurse associations 

had a staff nutritionist with the exception of Red Cross 



chapters. Not all of the larger hospitals had well 

qualified dietary staffs, and few of the smaller hospitals, 

nursing homes, or county hospitals employed dietitians. 

14 

In New Jersey, several agencies conducted the diet counseling 

services; these were visiting nurse agencies, hospital out

patient departments, a university health service, and a 

county heart association. However, in 1960, the first 

independent diet counseling service was established; it 

is still operating and is now financially self-supporting. 

Melick (20) reports that in the Bergin County Health Depart

ment, New Jersey, the fee for the diet counseling is $5.00, 

for those that can pay, and no charge is made for subsequent 

visits. One of the tools used to encourage physicians to 

use the service was to supply them with pads of referral 

forms which give ·addresses and directions to the diet 

counseling service location. The physician writes the 

dietary prescription for the patient on the referral form, 

and gives it to the patient. The patient in turn makes an 

appointment with the diet counseling service, and gives the 

referral form to the nutritionist at the time of the session. 

After the counseling session, a written report is submitted 

to the physician on the patient's expected progress, and 

scheduled return visits. 

In Philadelphia (21) a diet counseling service was 

established in 1967 by the committee on nutrition and 
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metabolism of the Philadelphia Medical Society. It was 

sponsored by the Heart Association of Southeast Pennsylvania 

and the Delaware Valley Diabetes Association. Individual and 

group instruction on modified diet for patients of private 

physicians is given by qualified dietitians, whose salaries 

are paid from fees charged in accordance with the patient's 

ability to pay. This program is an attempt to alleviate the 

patient's difficulties in maintaining dietary programs at 

home. Although dietary services are usually available at 

the hospital for patients of staff physicians, diet therapy 

is often interrupted upon discharge of the patient. 

Batchelor et al, (22), reported how nutrition services 

are part of the Model Neighborhood Comprehensive Health 

Care Inc. in Detroit. The nutritionist is involved in many 

activities such as weight reduction programs, individual 

thereapeutic dietary consultation, counseling individuals 

on menu planning with the use of commodities, diabetic 

clinics, home visits to help elderly individuals with 

their food purchasing, or recommending the elderly or 

disabled to a Meals-on-Wheels program at little or no cost 

to the individual, and conducting nutrition education 

training sessions with the nursing staff to help prepare and 

reinforce the nurse's role in dietary counseling. 

In any medical group practice a dietitian can perform 

an essential service, as he can be a key person in saving time 

for the physicians, according to Revell (23}. Revell placed 



a strong emphasis on the need for personalized counseling 

of the patient. The physicians regard the dietitian as a 

specialist, and the diagnosis and any special instructions 

are discussed in detail. Appointments for the dietitian 

are scheduled just as they are for the physicians. The 

dietitian works under a yearly contract with the clinic 

just as do the physicians before they become partners. 

In addition to seeing patients at the clinic, the dietitian 

is also requested to speak to local organizations, thus 

functioning as a public relations person for the clinic. 

16 

Dietitians or nutritionists may also operate private 

diet counseling services. Mac Rae (24) suggested that 

before embarking on such a project, the dietitian must 

determine whether the service would be utilized by,the local 

physicians. Perhaps a personal call to each one should be 

made to discuss the service, fees, materials to be used, 

how the patients will benefit from the service, and so on. 

She recommended that the office be located in an area 

accessible to public transportation, and to a large number 

of physicians. The dietitian who decides to establish such 

a service must be a good teacher, meet people readily, have 

public speaking experience, and perhaps some general office 

training or experience. A knowledge of foreign and cultural 

dietary customs, religious dietary laws, and basic food 

preparation is essential. The challenge to the private 



consulting dietitian is tremendous, but perhaps less 

financially lucrative than other opportunities available 

to dietitians. 
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The dietitian may also be employed by small hospitals 

and nursing homes as a consultant. According to Montag (25), 

the dietary consultant acts in a staff function whose 

objectives should be to provide advise, counsel, and service 

to the food supervisor. The consultant does not direct the 

operation, which is the term that differentiates between a 

line and a staff function. Emerson (26) stated that in lieu 

of a full-time dietitian, the consultant not only plans, 

coordinates, and organizes the food service operation but 

also checks results and makes corrections. However, the 

primary limitation on the consultant is time. The minimum 

amount of dietary consultation required by Medicare is 

eight hours per month; however, the American Dietetic 

Association recommends a minimum of four hours per week. 

A dietary consultant to hospitals and nursing homes should 

have had previous experience in both therapeutic and 

administrative dietetics. Dietary consultants should be 

registered dietitians, but Medicare has approved the 

employment of individuals with a degree in food and nutrition 

without prior experience because of the shortage of qualified 

dietitians. 

Juhas (27) specified that a definite need exists for 



the supervision of dietary and nutrition education programs 

in all day-care centers by qualified dietitians. She feels 

that interpreting nutrition for a full-day program, 

especially for pre-kindergarten age children, is more than 

an extension of the regular school lunch. That meal time 

offers one of the most unique experiences of the day for 

the children is one of her convictions. It is believed 
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that it requires the coordinated efforts of teacher and 

dietitian to make this experience a reality. Someone trained 

in dietetics knows that a meal which may be nutritionally 

adequate might simultaneously be educationally and 

esthetically sterile, especially if it is not consumed. 

The American Dietetic Association Position Paper on Food 

and Nutrition Services in Day-Care Centers (28) states 

that adequate food and nutrition services are urgently 

needed in all day-care centers. 

The legislative progress in day-care legislation was 

reported by Chenoweth (29) in early 1972. Even though no 

new day-care legislation had become law, the Comprehensive 

Child Development Act had pass~d both houses of Congress 

as an amendment to the Economic Oportunity Act of 1971. 

Assuming that day-care will be greatly expanded in the near 

future, the services of many nutritionists and dietitians 

will be required, not only in establishing standards and in 

evaluation, but for consultantion on all aspects of food 
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service in day-care centers. They can also develop training 

programs for food service workers, as well as nutrition 

education programs for staff, children, and parents. The 

possibility of improving the nutrition of not only children 

but also of their families through the day-care center 

nutrition and feeding program presents the dietetic profession 

with a tremendous challenge. The manual prepared by the 

Maternal and Child Care Service of the Department of Health, 

Education, and Welfare on Nutrition and Feeding of Infants 

and Children Under Three in Day-Care, includes recommendations 

for provision of nutrition consultation by a qualified 

nutritionist or dietitian in all day-care centers. 

The services of dietitians are very badly needed in 

nutrition programs for older Americans. According ~o 

Pelcovits (30), 20 million Americans are 65 years of age 

or older, one million live in institutions of various kinds, 

14 million live in communities with relatives or friends, 

and five million live alone. Hundreds of thousands of 

them live in virtual isolation. Pelcovits stated, that a 

link exists between isolation and nutrition. Lonely people 

will not prepare proper meals just for themselves. As they 

fall into poor eating habits, they feel increasingly listless 

and apathetic, and their isolation and desolation are 

intensified to such a degree that they do not reach out for 

social contacts. The problem at hand then, is how to break 



this chain of cause and effect. 

The Administration on Aging initiated a campaign in 

1968 to solve this problem with a two million dollar 

appropriation for a Research and Demonstration Program 

under Title IV of the Older Americans Act. The objective 

was to test techniques and delivery systems, and at the 

same time to foster positive attitudes of self-respect 

and self-reliance that would motivate older persons to 

adopt better dietary habits. To achieve these goals, group 

meals in community settings became the core component of 

20 

the program, and at the same time an array of social and 

health-related services were provided. Throughout the 

United States a variety of facilities such as senior 

citizens centers, community centers, churches, and schools, 

were utilized. The primary requirement was space for social 

activities and dining. Because it was not always possible 

to find facilities with adequate kitchens, meals were 

prepared off-site when necessary to meet one-third of the 

Recommended Dietary Allowances. A few projects experimented 

with home-delivered meals, as an outreach technique, and 

some provided the service for the home-bound or temporarily 

ill. For the 950,000 elderly Americans who are horne or bed

bound, and 2,660,000 who are handicapped and immobile, home

delivered meals often fill the need. 

The evaluation of a nutrition program for older 



Americans in New York was conducted by Holmens (31). Prior 

to implementation, the Office and Demonstrations, Social 

and Rehabilitation Service of the Department of Health 

Education and Welfare had hypothesized that the provision 

of meals and nutrition education would improve the eating 

habits and patterns of program participants. The Admin

istration predicted, based on the previous hypothesis, that 

the participants would improve in a number of dimensions, 
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including the nature and extent of interpersonal activities, 

health care, and general life satisfaction. One hundred 

and fifty participants were interviewed at the time of 

initial involvement, and again one year later. Major 

findings were as follows: 

that the program made a significant impact 
on improvement of food habits, as did the 
characteristics of their total diet 

that insofar as health status was concerned, 
no statistically significant changes occurred. 
However, the women became more oriented toward 
continuing medical care, the older participants 
purchased total Medicare Insurance, and the 
younger tended to obtain additional insurance 

that following the program, participants became 
more involved with others, welcomed social 
interaction, and manifested a more positive 
orientation toward life. 

Weinberg (32), a psychiatrist, emphasized that the 

elderly person's food is not merely a biological necessity, 

but a medium of socialization. It becomes a psychologic-

social interchange, a substitute for love, and even enhances 



it. The social life of adults is built to a great extent 

around the pleasures of food and drink. The American 

Dietetic Association Position Paper on Nutrition and Aging 

(33) states that the planning and implementation of the 

food and nutrition components of programs for the elderly 

should be under the leadership of qualified dietitians. 

The professional dietary staff of hospitals are also 

beginning to get involved in community nutrition programs. 

The activities of the dietary department of Memorial 

Hospital in Springfield, Illinois were described (34). 

The dietitians reached out into the community in a number 

of ways. A special diet program for patients under-

going dialysis at the hospital as well as two other 

satellite locations, dietary counseling for just aQout any

one who asked for it, and a Meals-on-Wheels program for 
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the home-bound was established. Johnson (35) reported that 

at the county hospital in Decorah, Iowa, dietitians play a 

very important role in extending the hospital's service in

to the community. Services on nutrition-related subjects 

are being provided for expecti~g parents, for diabetics, for 

service groups and study clubs, and for the home-bound. 

The involvement of nutrition professionals in 

preventive-curative, and rehabilitative health programs 

in the nation's health care delivery system is possible 

and highly recommended. 



Central Food Production Facilities 

Surveys of food service practices and attitudes in 

hospitals were conducted in 1968 and 1972 (36, 37). The 

results are comparable since the percentage of respondents 

to both surveys were virtually identical. Results showed 

that hospital administrators thought that the principle 

food service problems, in order of importance, were: 

control of food service costs 

more efficient managment of the dietary 
department 

improving food quality. 

However, the number of respondents concerned with improving 
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food quality were fewer in the 197.2 than in the 1966 survey. 

Kotschevar (38) in 1972 stated that finding adequate 

labor and controlling its cost, continues to be the major 

problem of dietary management. He discussed some of the 

results of a manpower survey conducted in 1969 by the 

Manpower Administration of the u.s. Department of Labor 

which indicated that as health care facilities increase 

in size and number, the shortage of food service workers 

increases. These facilities had four per cent less 

workers, as well as seven per cent fewer dietitians than 

were required to operate the dietary departments. The 

greatest demands for workers and dietitians were in Massa

chussetts, Michigan, Ohio, and Texas. In March, 1968, the aver

age wage of cooks and other food service workers was $1.68 per 



hour; almost twice that paid a decade before. With this 

rate of increase, the average wage of these workers, 

including fringe benefits, could reach $4.50 by 1980. The 

turnover among food service workers was 6.6 per cent, 

while the national average for all workers was four per 

cent. In addition, labor in the food service industry 

produced about 47% of the time, as compared to a more 

normal rate of 80 to 85%. Kotschevar (38} suggested 

that health care facilities should study the causes of 

turnover, to lower the rate as much as possible, thereby 

assisting in lowering the labor shortage. He also 

emphasized management's responsibility to implement plans 

and establish conditions that will help workers to improve 

their productivity. 

Avery (39} re-emphasized that the big factor which is 

still out of control in the food service industry is man

power. The requirement for manpower is so great and in 

addition the workers have little skill and training. They 

are often badly paid, have low productivity, and seldom 
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have incentive to improve. Av~ry suggests that some of the 

causes of lack of incentive and job dissatisfaction are a 

feeling of job inferiority, poor working conditions, and 

work that is too hard. He said that management must design 

methods to improve working conditions along with job enrich

ment, and perhaps turnover would be reduced. The ultimate 
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solution is to devise feeding systems that do not require 

as many workers as conventional methods such as commissaries 

and satellite feeding systems. 

Manchester (40), past President of the American. 

Dietetic Association, reported the proceedings of the 

American Health Congress held in Chicago in August 1972. 

and stated that the implications for dietitians in shared 

hospital services were both stated and implied. Specifi

cally, satellite food systems were discussed with direct 

implications for dietitians. Manchester envisioned food 

service provided by a centralized commissary to serve a 

group of satellite facilities in a community, to achieve 

improvement in food quality, and in nutritional care. 

Such a system might serve not only hospitals, but also 

other facilities such as nursing homes, extended care 

facilities, Meals-on-Wheels programs, therapeutic diets 

for outpatients, and meals for schools and other community 

sites. She emphasized that such a system has the potential 

of providing high quality food economically and efficiently, 

as well as expanding nutrition~! care into the community. 

cook {41) described plans to implement a central food 

production system to service Hermann Hospital and all the 

components of the University of Texas Medical System in 

Houston and Galveston. Potentially, the central food 

production system could provide service to other hospitals, 



nursing homes, extended care centers, and to individuals. 

The objectives of the system are to provide high quality 

food service to patients, hospital personnel, and guests 

within established monetary limitations as a vital part of 

organized health care and public relations program, and 
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the maximization of available capital, facilities, supplies., 

and human resources. 

A central food production system consolidates food 

preparation into one central area. The flexibility of the 

system is such, that it is capable of producing food for 

immediate use, for preservation through chilling, and 

freezing for future use. Based on the capacity to provide 

food as needed, high quality can be maintained. From the 

central unit, food is delivered to a number of satellite 

units where the food is heated, plated, garnished, and 

served. In the central food production facility the menu 

is no longer the controlling factor. Rather, planning and 

control is on the basis of unit production, and preparation 

and processing steps are integrated into an overall 

production schedule. Thus, prqduction is scheduled to 

optimize personnel skills, available equipment, quality, 

and volume. The use of automated systems does not imply 

automated patient care. Service will be provided on the 

basis of personal need in a scientific and efficient 

manner. A known fact is that food plays a direct role in 



a time of stress by providing security to the individual, 

and may play a therapeutic role under certain conditions. 

A comprehensive diet reference manual will assure the 

proper fulfillment of the physician's order for each 

patient. The central food production system under 

consideration in Houston will produce up to 50,000 meals 

per day, to serve institutions within a 75 mile radius, 

and will be under the direct supervision of a registered 

dietitian. In the central food production system, the 

manpower requirements, whether professional, skilled, or 

semi-skilled will be reduced. A concomitant benefit will 

be the scheduling of personnel to equal the work-week of 

the other industries. The central food production system 

will be concerned with the preventive, curative and 

rehabilitative aspects of the public it serves. A Meals

on-Wheels program will be part of the system. 

Skarupa (42) reported the implementation of a 

commissary-type kitchen in South Carolina in 1969. The 

project evolved from a regional food study begun in 1968 

by departmental and administrative officials of three 

hospitals in adjacent counties. The system provides for 

preparation of all entrees, vegetables, and special diet 

items served at lunch and supper. Essentially, the system 

consists of vacuum packaging of portioned raw or partially 

cooked foods in a plastic material, and cooking and 
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pasteurizing the package in water to obtain extended shelf 

life while stored under refrigeration; without freezing at 

any time. A pilot operation was begun in June 1968 to serve 

six hospitals and nursing homes in the area. Preliminary 

evaluation of the system indicated definite advantages of 

improved food quality, substantial reduction in meat 

shrinkage, greater assurance that patients received hot 

appetizing food, elimination of under or over-production, 

and provision of better portion control. Labor costs were 

expected to be substantially reduced since production of 

food on a manufacturing basis increased worker productivity. 

Volume purchasing also reduced costs. The space requirement 

for the dietary department was reduced with the use of 

minimal production equipment. 

Koval (43) describes the establishment of a frozen 

food factory for a group of British hospitals as the most 

important hospital food service experiment ever under

taken in England. It is a cen~ralized production kitchen 

and blast freezing system located 40 miles south of London. 

When all five hospitals within.a 20 mile radius begin to be 

serviced by the central facility, approximately 250,000 

meals will be prepared per week. The central kitchen 

operates a continuous food production unit without peak 

and slack periods common to conventional operations. Man

power requirements were reduced, so some of the workers 



have been released to other departments in the hospital. 

Food cost savings have been realized from bulk buying and 

purchase control. A comparison of food costs per patient 

per week showed a drop of more than $0.60; from $3.98 in 

1967 to $3.36 in 1969. 

Cabot (44) described the Helsinki, Finland, Central 

University Hospital food service facilities. The hospital 

complex consists of six separate facilities with a total 

of 3,253 beds, and serves more than 13,000 meals per day. 

A food production center is responsible for food service 

for the entire complex. Food for patients is portioned 

in bulk, and transported to each patient care area in 

heated carts. 

With increasing food service costs, and shortage of 

suitable manpower, the use of the central food production 

facilities concept will have to be intensified if the 

nutrition needs of the community are to be met. From the 

evidence presented, it seems that food service problems 

are not limited to the United States, and that the central 

food production facility concept is also being utilized in 

countries such as England and Finland. 
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CHAPTER III 

PROCEDURES 

Respondents 

Since the purpose of the study was to investigate 

the involvement of the dietitians in the recently 

identified nutrition programs, dietitians themselves would 

be the best source of information. Furthermore, since 

physicians are the recognized leaders of the health care 

team, their opinions and attitudes toward the value of the 

service of dietitians in these nutrition programs as a 

contribution to the health care delivery system would be of 

value. Those physicians specializing in internal medicine 

were chosen because they normally work more closely with 

dietitians than do physicians in any other specialty (18). 

Locality of the Study 

The City of Dallas was selected as the site for the 

study because of its metropolitan population, and its 

extensive and well known medical facilities. The population 

of the city was 1,248,000 inhabitants as of December 31, 

1968. As of December 1, 1969, 35 hospitals with a total of 

4529 patient beds, and a medical school, were in Dallas (45). 

It was hypothesized that with the existence of various 

professional training programs in many of these institutions, 

a sample of professionals from this environment would be 

30 



highly aware of recent developments in the organization 

and needs of health care delivery systems of large 

population groups. 

Instruments 

Because of the nature of the study, it was decided 

that the optimal method of collecting data would be through 

the use of questionnaires. Therefore, two questionnaires 

were developed; one for the dietitians and one for the 

internists. These were pre-tested among the Food and 

Nutrition faculty and graduate students at Texas Tech 

University. The purpose of the pre-test was to identify 

structural errors, to test the questions for clarity of 

meaning, and to determine whether the questions conveyed 

the intended purpose. The questior.naires given to 

dietitians determined whether the dietitians in Dallas 

were involved in community nutrition programs outside the 

hospital and other institutions; the one for internists 

assessed their opinions as related to the value of the 

involvement of dietitians in these programs to the overall 
. 

health care delivery system in Dallas. Both questionnaires 

were designed to assess the opinions of the respondents as 
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to the relative value and potential success of three proposed 

services in order to determine which would be most beneficial, 

intermediately so, or least beneficial to the health care 



delivery system. 

Answers to all questions in the instruments were not 

included in the statistical analysis of the data. Those 

that were not considered were included to familiarize 

respondents with some of the concepts of the proposed 

dietetic services about which they were subsequently asked 

questions. This procedure would aid respondents to 

carefully define their opinions. Nevertheless, these lead 

questions were used in the discussion section. 

Method of Distribution 

Hillway (46) stated that a disadvantage of the mailed 
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questionnaire lies in the uncertainty of obtaining replies. 

Thus, it was decided that the optimal method of distribution 

and collection of questionnaires was at one of the 

regularly scheduled meetings of the local associations. 

The presidents of the Dallas Dietetic and the Internists 

Associations were contacted to request their permission and 

cooperation in the distribution and collection of question-

naires at one of their regularly scheduled meetings. It 
. 

was hypothesized that individuals who regularly attend 

professional meetings would be those who would have 

probably the most progressive and contemporary viewpoints 

of the facets of health care delivery systems. In addition, 

those who attend meetings regularly, tend to be better 



informed and more interested in developments in their own 

and in related areas of health care de·livery than those 

that abstain from participating in professional activities. 

Statistical Treatment 

Responses to each of the questions were tabulated in 

order to evaluate the data statistically. The Chi Square 

Sign Test was applied to determine the statistical 

significance of the responses (47). 
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CHAPTER IV 

RESULTS AND DISCUSSION 

The results were presented and interpreted in relation 

to the stated objectives of the study. 

Informational data about the respondents are presented 

in Tables 2 and 3. The questionnaires were distributed and 

collected at the February 1973 meetings of both the Dallas 

Dietetic and Dallas Internists Associations. The 1972-73 

membership roster of the Dallas Dietetic Association (48), 

listed 194 dietitians as members, of whom 23% attended the 

meeting and completed the questionnaires. In 1970 (45), 

290 internists were estimated to be practicing in Dallas 

County; 14% of these attended the meeting and completed 

the questionnaire. According to the presidents of both 

organizations these percentages represented the average 

attendance at the monthly meetings. 

Participation of Dietitians in Nutrition Programs 

Outside the Hospital 

At the 1972 meeting of the American Dietetic 

Association recent changes in the expanded role of the 

dietitian in nutrition programs outside the hospital were 

discussed (1). One of the aims of the study was to 

determine if the dietitians in Dallas are participating in 

some of the nutrition programs presently in progress 
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Table 2: Informational data about dietitians 

Type of employment 

Hospital full-time 

Hospital part-time 

Dietary co~sultant 

School-lunch program 

Unemployed 

Dietetic Intern 

Total • • • 

N 

17 

4 

11 

6 

3 

5 
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Registered 

Yes No 

15 2 

4 0 

9 2 

6 0 

2 1 

36 5 

Table 3: Informational data about internists 

Internship 

Yes No 

13 4 

4 0 

7 4 

3 3 

2 1 

29 12 

Nutrition in medical school 

Type of practice 

Individual 

Group 

Total • • • 

N 

21 

20 

41 

Yes 

5 

11 

16 

No 

16 

9 

25 

35 



throughout the United States, and to assess the opinion of 

internists as to the value of these services to the health 

care delivery system. 
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The participation of the Dallas dietitians in nutrition 

programs other than those in traditional hospital or insti

tutional services was evaluated. Interpretation of the data 

revealed that significantly more (P<.OS) dietitians did 

not participate in Programs 2, 4, 6, and 7, than those who 

were active as shown in Table.4. No significant difference 

(P > . OS) was noted among the number of dietitians who 

participated and those who did not, in both Programs 1 and 

S. The number of dietitians participating in nutrition 

programs for the Aging was significantly different (P <.OS) 

from the number who were not involved. 

Evaluation of the opinions of the internists related 

to the value of the participation of dietitians in nutrition 

programs outside the hospital is tabulated in Table S. 

Analysis of the data demonstrated that internists favored 

participation of dietitians in Programs 1, 2, 3, S, and 6, 

but disfavored (P < . OS) partic~pation of dietitians in 

drug abuse and mental health programs. 

Interpretation of the results concerned with the 

participation of Dallas dietitians in nutrition programs 

outside the hospital revealed that these allied health 

professional programs are not utilized as has been suggested 

by researchers and professional leaders whose ideas are 



Table 4: Participation of dietitians ·in nutrition pro
grams outside the hospital or institution 

Relationship 
to program 

Programs Participating inv~~;ed Total 

!.-Outpatient diet 
consultation 26 

2.-In day-care centers · 11 

3.-For the aging 35 

4.-In drug abuse and 
mental health 2 

5.-For expecting parents 16 

6.-Meals-on-Wheels 10 

?.-Speaking engagements 5 

Total • • • 105 

18 

35 

10 

36 

28 

34 

39 

200 

1.113 

11.500* 

12.800* 

28.657* 

2.750 

12.023* 

24. 750* . 

* Significant at the .OS level with 1 d.f., x2 > 3.8415 

44 

46 

45 

38 

44 

44 

44 

305 
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reported. Only about one third of the potential participantions 

in these programs are being supplied by the 46 dietitians 

who responded in this study. A.ccording to the Task Force 

on Health Manpower (49), an explanation for this lack of 

participation might be that dietitians and other allied 

health professionals have not received the optimal training 

to prepare them to assume these new tasks in the health 

care delivery system. 
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Table 5: Internists' opinion of the participation of 
dietitians in nutrition programs outside the hospital or 
institution 

Participation 

Programs Favored Disfavored x2 Total 

!.-Outpatient diet 
consultation 33 8 14.048* 41 

2.-In day-care center 28 6 12.970* 34 

3.-For the aging 27 9 8.027* 36 

4.-In drug abuse and 
mental health 8 25 7.757* 33 

5.-For expecting parents 24 9 5.939* 33 

6.-Meals-on-Wheels 32 5 18.270* 37 

* See Table 4 

Even though the general concensus among internists 

was favorable toward the participation of dietitians in all 

the Programs listed in Table 5 except those related to drug 

abuse and mental health, the utilization of these services 

has not been encouraging. Bouton and Meredith (18) found 

in a study that when physicians were offered the services 

of the public health nutritionist for outpatient dietary 

consultation, they were glad of the implementation of the 

service. However, within a year the service had to be 

discontinued due to lack of utilization. Possibly, the 

dietitians in Dallas have not embarked on new avenues of 
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dietetic service because of personal or local experience 

similar to the one just discussed. 

Perry (50) stated that many health planners agree that 

not until the capabilities and responsibilities of each 

allied health profession are understood, appreciated, and 

utilized by the medical and dental community will a true 

system of health care develop in this country. However, he 

emphasized that this level of understanding and utilization 

of the services of allied health professions by physicians 

and dentists will not just happen, but that it must be 

taught as an integral part of the medical and dental 

educational curricula. 

The inclusion of nutrition courses in the medical 
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school curricula has been a matter of debate over the years. 

Internists in this study were asked whether nutrition courses 

had been part of their medical school training. Even though 

no significant difference (P > . 05) was observed between 

the number of positive and negative responses, 60% of the 

respondents had not been taught nutrition during their 

medical school educational program. Therefore, as Bouton 

and Meredith (18) stated, the lack of utilization of 

nutrition or dietetic services by the physicians in 

their study may have been due, in part, to the lack of 

understanding on the part of the internists of the value 

of properly planned and administered nutrition services. 



Evaluation of Three Proposed Dietary Services 

In recent years, with the increasing awareness among 

the public of nutritional deficiencies as well as obesity, 

Federal health legislation, and an ever increasing shortage 

of health manpower, new challenges have developed for the 

dietetic profession. 

The second objective of this study was to determine 

the opinions of dietitians and internists as to which of 

the three following services would be considered most 

beneficial, intermediately so, or least beneficial to the 

health care delivery system in Dallas: 

the establishment of a dietetic restaurant and 
a facility for take-home dietetic foods in a 
concentrated business district 

the establishment of a dietary consultant service 
for nursing homes and related facilities, day
care centers, and outpatients, and 

the establishment of a central food production 
facility in the metropolitan area to provide 
meals to hospitals, nursing homes, day-care 
centers, and to a Meals-on-Wheels program. 

The dietitians ranked the three proposed dietary 

services as summarized in Table 6. Analysis of data 

indicated a significant difference {P <.OS) in the number 

of respondents that chose the dietary consultant service 
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as the service which would be most beneficial to the health 

care delivery system. No significant difference (P>.OS) 

was shown in the scores attained by the services considered 

to be of intermediate benefit. As for the third or least 



beneficial service, the dietary consultant service was 

given the lowest score. No significant difference 

(P>.OS) was noted in the results related to the dietetic 

- restaurant and take-home dietetic food facility and the 

central food facility. The top scores attained by each 

of the ranks were compared, and there was no significant 

difference (P> .OS) among them. Therefore, no conclusion 

can be made as to which of the services the dietitians 

considered to be the most, the intermediate, or the least 

beneficial service to the health care delivery system. 

Table 6: Summary of dietitians' evaluation of the three 
proposed dietary services 

Service 1st 2nd 3rd . Total 

Dietetic restaurant and 7 13 21 41 
take-home dietetic food 
facility 

Dietary consultant service 27* 11 3* 41 

Central food facility 7 17 17 41 

* See Table 4 

The rating attained by each of the three proposed 
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dietary services as perceived by the internists are summarized 

in Table 7. There was no significant difference (P> .OS) 

between the scores achieved by the dietetic restaurant and 

take-home dietetic food facilities, nor between the dietetic 
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restaurant and take-horne dietetic food facility and the 

central food facility, but a significant difference (P<.OS) 

was noted for the number of internists that considered the 

dietary consultant service the most beneficial service when 

compared to the central food facility. No significant 

difference (P> .OS) was noted among the scores attained by 

the services considered as the intermediate one. As for 

the least beneficial service, the scores secured by the 

dietetic restaurant and take-horne dietetic food facility and 

the dietary consultant service, and by the central food 

facility and the dietetic restaurant and take-horne dietetic 

food facility did not differ significantly (P> .05); however, 

a significant difference (P<.OS) was identified among the 

number of internists that considered the central food 

facility as the least beneficial service when compared to 

the dietary consultant service. When the top numerical 

scores attained by each rank were compared, no significant 

difference (P> .05) was observed. Therefore, no conclusive 

statement can be made as to which of the three services the 

internists considered to be the most, the intermediate, 

and the least beneficial to the health care delivery system 

of Dallas. 

The top scores attained by each of the three proposed 

dietary services as evaluated by both groups of respondents 

were compared, and are presented in Table 8. Analysis of 



Table 7: Summary of internists' evaluation of the three 
proposed dietary services 

Service 1st 2nd 3rd Total 

Dietetic restaurant and 
take-home dietetic food 
facility 

Dietary consultant service 

Central food facility 

* See Table 4 

10 15 

20* 10 

6 11 

11 36 

6* 36 

19 36 

the data revealed that no significant difference (P > . OS) 

occurred among the highest scores attained by each of the 

services. Therefore, the statement may be made that 

dietitians and internists did not disagree in the order 

of importance in which the three dietary services would 

benefit the health care delivery system in Dallas. 

Table 8: Top ranks attained by each dietary service 

Service Dietitians Internists* 

Dietetic restaurant and 21 15 
take-home dietetic food 
facility 

Dietary consultant service 27 20 

Central food facility 17 19 

* See Table 4 
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The statistical analysis supported no statement based 

on the data as to which of the services was considered to 
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be the most beneficial, the intermediate, or least beneficial 

to the health care delivery system. However, the following 

generalizations are based on the highest numerical scores 

attained by each of the services as shown in Table 8. 

The dietetic consultant service was considered to be 

the most beneficial service by both groups of respondents. 

The dietitians considered the dietetic restaurant and take

home dietetic food facility as the intermediate, and the 

central food facility as the least beneficial of the 

services. The internists regarded the central food 

facility as the intermediate, and the dietetic restaurant 

and take-home dietetic food facility as the least peneficial 

of the services. Discussion of replies to related questions 

in both questionnaires will follow. 

Dietitians were asked whether they considered dietary 

consulting a stimulating aspect of the dietetic profession. 

Of those dietitians who presently were or had been 

consultants, 80% replied posit~vely. Data revealed that 

in Dallas one dietary consultant service is exclusively set 

up for outpatient diet instructions. The internists were 

asked whether dietitians had contacted them to offer their 

services for counseling patients, 66% replied that they 

had been contacted. Of these, 18% checked the statement 



in th~ questionnaire that they use the service extensively, 

22% anticipated using the service in the near future, 44% 

did not anticipate using the service, and 15% checked the 

statement that the availability of the service had slipped 

their mind. Of those internists that had utilized the 

service, 50% checked the statement that the service was 

very valuable, while the remaining had found that they 

could obtain similar results by advising patients them

selves. The latter statement indicates that perhaps out

patient dietary consultants need to evaluate their services 

to determine what they should do to convince physicians of 

the value of their services in patient education. Of those 

who had not been previously contacted, 33% checked the 

statement that they would like to be contacted, 25% checked 

that a service of this type would be of no value to their 

practice, and 42% checked that they use the services of 

the hospital dietitian. Bouton and Meredith (18) stated 

that they could not perceive how any general practicioner 

or internist could operate a practice without having a 

single patient who needed addi~ional and detailed dietary 

instruction. They concluded in their study that the use 

of nutrition services outside the hospital are not 
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utilized by physicians simply because they are not accustomed 

to having these services provided as they are of those 

of the laboratory and of the public health nurses. As 



previously stated, perhaps, physicians and dentists during 

their professional training need to be made aware of the 

manner in which the services of dietitians and other allied 

health professionals can contribute to an efficient health 

care delivery system. In addition, dietary consultants 

could develop and distribute items such as dietary 

prescription pads among physicians to remind them of 

their services, and at the same time provide them with a 

practical communicational tool for the services required 

as suggested by Melick (20). 
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Both groups of respondents were asked whether the 

employment of a full-time dietitian rather than a consultant, 

would be more beneficial to the patients and to the insti

tution with which they were affiliated. Of both groups, 

73% replied in the affirmative. This is a clear indication 

that the minimum requirements of four hours per month by 

Medicare, and the 16 hours minimum per month recommended 

by the American Dietetic Association are not sufficient 

to meet the needs of the patients or of the institutions 

as reported by Emerson (26). 

Dietitians considered the dietetic restaurant and take

home dietetic food facility to be the second most beneficial 

dietary service, whereas internists rated it as the least 

beneficial service. Both groups replied affirmatively that 

they would recommend the use of a dietetic restaurant and 



the take-home dietetic food facility to their patients 

who must remain on modified diets. He·gsted (5) suggested 

that health professionals replied to these questions 

affirmatively because of their increasing awareness of the 

difficulty the patients encounter outside the hospital 

following a restrictive dietary regimen. The homemaker has 

a, burden of interpreting and preparing the restricted meals 

required with little knowledge or understanding of the 

complex problems involved. The burden is increased by the 

very limited availability of ready-to-eat dietetic foods. 

However, the experience at the Calorie-Counter Restaurant 

in Kansas City (14) showed that overweight individuals 

tended not to patronize the dietetic restaurant. Never

theless, the facility was found to be of value to those 

who desired to maintain their ideal weight by remaining on 

a calorie-controlled nutritionally adequate diet. 

Dietitians considered the central food facility as 
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the least beneficial service; the internists as the inter

mediate one. The dietitians were asked several questions, 

based on information from their institution concerning some 

of the prevalent problems in food service operations. These 

problems were identified by a survey in 1972 {37), and dis

cussed by Kotschevar {38) and Avery {39). Of the dietitians, 

93% replied that controlling food service costs was a major 

problem; 65% stressed the problem of high turnover of food 
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service workers; and 85% indicated that they had an on-the

job training program in progress in their institution. Of 

the dietitians 54% expressed the opinion that the establish

ment of a central food facility to furnish ready-prepared 

food products would be beneficial to their institution. 

Such a facility would aid in solving some of the problems 

of food production cost and labor. However, 37% supported 

no such opinion, and nine per cent stated that they did not 

know. The responses to this question did not correspond 

with those on the questions related to cost and labor 

problems. Such disagreement would imply that dietitians 

are not aware of the growing problems in food service manage

ment, or have not thought of alternate solutions. Further

more, some dietitians may not be following the new develop

ments in community food service systems. 

Of the internists affiliated with nursing homes and 

related facilities·, 60% replied that they would be more 

confident if the foods served to their patients were 

prepared at a central food facility under the supervision 

of a dietitian rather than foo~s prepared at a nursing 

home under the occasional supervision of a dietary 

consultant. However, 40% did not support such opinion. 

These physicians would not be expected to be aware of the 

problems being encountered by the dietary department of 

these facilities unless they were involved in administration. 



A central food facility according to Cook (41) would 

consolidate food preparation into one central area. Under 

the central food production system the menu is no longer 

the controlling factor but planning and control is on the 

basis of unit production, and preparation and processing 

are integrated into an overall production schedule. The 

flexibility of the system can be such, that it can produce 

food for immediate use, for delayed service by preservation 

through chilling and for future use by freezing. This 
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system can promote savings in food costs by purchasing and 

processing at peak availability periods. In addition, under a 

central food production system, the manpower requirements, 

at all levels of skill and performance will be reduced. 

Since the menu is no longer the production control factor, 

personnel can be scheduled to match the work-week of other 

industries which is a great motivational factor for personnel. 

Concomitantly, the central food production system can 

contribute to the preventive, curative, and rehabilitative 

aspects of the public. Cook plans to incorporate a Meals

on-Wheels program as part of tne central food production 

system. 

The internists were asked whether they were basically 

satisfied with the contribution of the Dallas dietitians in 

general to the total health care of patients in the community. 

The response was mixed, but analysis revealed a significantly 



larger number (P<.OS) of internists were satisfied with 

the services than those who were not.· 
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CHAPTER V 

SUMMARY AND CONCLUSIONS 

The aim of the study was to investigate the reaction 

of the dietitians and internists in Dallas to the explor

ation of the new avenues of dietetic service outside the 

hospital, and to determine the reaction of dietitians and 

internists as to which of three proposed dietary services 

they would consider the most beneficial, intermediate, or 

the least beneficial to the health care delivery system 

in Dallas. 

Pre-tested questionnaires were distributed and collected 

at the February 1973 meeting of the Dallas Dietetic 

Association and the Dallas Internists Association. 

Analysis of the data revealed a significant difference 

(P <.OS) in the number of dietitians who did not participate 

in nutrition programs in day-care centers, drug abuse 

and mental health programs, Meals-on-Wheels program~. 

and speaking engagements to service organizations and 

the number who did participate. No significant difference 

(P> .OS) was shown in the number of dietitians not 

participating in outpatient diet consultation, and programs 

for expecting parents and the number that did. However, 

the analysis revealed that a significant number (P<.OS) 

of dietitians participate in programs for the Aging. Of 

the 30S potential participations in dietetic services with 
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which 46 dietitians could be involved, only about one third 

of these services were performed as was shown in Table 4. 

The majority of internists favored the participation of 

dietitians (P<.OS) in all dietetic services except in 

drug abuse and mental health programs. 

Interpretation of the data concerning the degree of 

benefit provided by each of the three proposed dietary 

services to the health care delivery system, demonstrated 

that both dietitians and internists considered the dietary 

consultant service as the most beneficial. However, no 

conclusion could be made as to which of the other two 

services was considered more or less beneficial to the 

health care delivery system of Dallas. The maximum scores 

assigned to each service by the dietitians and internists 

showed no significant difference (P>.OS) Thus, the two 

groups of respondents did not differ in their viewpoint 

about the sequence of rank assigned to the three proposed 

dietary services. 
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Internists stated that they were basically satisfied 

with the services being provided by the dietitians in Dallas. 
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APPENDIX A: QUESTIONNAIRE FOR DIETITIANS 

For each statement or question please circle the answer 

which best expresses your reaction or opinion. 

1. Would the establishment of a dietetic restaurant in 

a concentrated business district be beneficial to patients 

in general who must remain on modified diets? 

Yes Limited Value No Don't Know 

2. Would the establishment of a dietetic restaurant 

in these areas encourage overweight people to remain on 

nutritionally balanced diets rather than crash diets? 

Yes Limited Extent No Don't Know 

3. Would you recommend the use of a dietetic 

restaurant to your patients who must remain on restricted 

diets when eating out? 

Yes Perhaps No Don't Know 

4. To the best of your knowledge, would overweight, 

diabetic, or hypertensive patients patronize a dietetic 

restaurant? 

Yes Maybe No Don't Know 

s. would you recommend to your patients to purchase 

take-home dietetic foods which would comply with the 

requirements of the prescribed dietary regimen? 

Yes Maybe No Don't Know 
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Based on your knowledge, what is your reaction to the 

following: 

6. Are dietary consultants being employed in day-care 

centers in Dallas? 

Yes Some Are No Don't Know 

7. Are physicians in group practice contracting the 

services of a dietitian for dietary instructions? 

Yes Some Are No Don't Know 

8. Are there any dietary consultant services 

exclusively for outpatient dietary consultation? 

Yes How many? No Don't Know --
9. Are dietitians in Dallas involved in programs of 

nutrition for the aging? 

Yes Some Are No Don't Know 

10. Is there a Meals-on-Wheels program in operation 

in Dallas? 

Yes No Don't Know 

11. Would the employment of a full-time dietitian 

rather than using the services of a dietary consultant be 

more beneficial to the patients and the institution for 

which you are a consultant? 

Yes Perhaps No Not a 
consultant 

12. Are there sufficient dietary consultants in Dallas 

to meet the demands of the Health Care Delivery System? 

Yes Limited Extent No Don't Know 
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13. Do you consider dietary consulting a stimulating 

aspect of the dietetic profession? 

Yes No Not a 
consultant 

Based on information from the institution where you 

are employed, answer the following: 

14. Is controlling food service costs a major problem? 

Yes Somewhat No Don't Know 

15. Is there a high turnover of food service workers? 

Yes No Don't Know 
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16. Are there usually vacant positions for food service 

workers? 

Yes Occasionally No Don't Know 

17. Is there an on-the-job training program in progress? 

Yes No 

18. Circle the term that best describes the food 

production system used: 

Conventional 

Combination of 
the two 

Convenience 

Central Production 
Serving Satellite Units 

. 
19. Would the establishment of a central food facility 

to furnish ready-prepared foods be beneficial to your 

organization in solving some of your problems of food 

production and labor? 

Yes Perhaps No Don't Know 



20. Is the professional dietetic staff of your 

organization involved in any of the following? Please 

circle the appropriate answer for each statement. 

a. Outpatient diet instructions 

b. Well-bay clinics 

c. Drug abuse and mental health 

d. Nutrition programs for expecting 
parents 

e. Speaking engagements to service 
organizations 

f. Meals-on-Wheels program 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

21. In summation, rank the following services as to 

how you would anticipate their use by the Health Care 

Delivery System. 

1st 2nd 

1st 2nd 

1st 2nd 

3rd 

3rd 

3rd 

Dietetic restaurant and a 
facility for take-home 
dietetic foods 

Dietary consultant service 

Central food facility to serve 
satellite units 

None of the above 

Please answer the following biographical questions: 

a. Do you have a BS degree in Food and Nutrition? Yes No 
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b. Have you completed a dietetic internship? Yes No 

c. Are you a member of ADA? Yes No 

d. Are you a registered dietitian? Yes No 

e. Have you been a full-time dietitian? Yes No 



f. Have you worked with another ADA member? 

g. Please indicate the type of organization in 
which you are presently employed: 

Hospital Nursing Home Day-care 

School Public Health Other 

Yes No 

Industry 

-----------------
h. Please indicate your present employment status: 

Full-time Part-time Unemployed 
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APPENDIX B: QUESTIONNAIRE FOR INTERNISTS 

For each statement or question please circle the answer 

which expresses your reaction: 

1. Would the establishment of a dietetic restaurant in 

a concentrated business district be beneficial to patients 

in general who must remain on modified diets? 

Yes Limited Value No Don't Know 

2. Would the establishment of a dietetic restaurant 

in these areas encourage overweight people to remain on 

nutritionally balanced reducing diets rather than crash 

diets? 

Yes Limited Extent No Don't Know 

3. Would you recommend the use of a dietetic 

restaurant to your patients who must remain on a restricted 

diet? 

Yes Perhaps No Don't Know 

4. To the best of your knowledge, would overweight, 

diabetic, or hypertensive patients patronize a dietetic 

restaurant? 

Yes Maybe No Don't Know 

5. Would you recommend to your patients that they 

purchase take-home dietetic foods which would comply with 

the requirements of a prescribed dietary regimen? 

Yes Perhaps No Don't Know 
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6. Do you prescribe restricted dietary regimens to 

your patients? 

Often Very Seldom No Have no need 
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for Diet Therapy 

7. In your estimation, would the services of a 

dietitian be helpful to you in patient education? 

Very valuable Of Some Value 

Of No Value 

Of Minimum 
Value 

8. Which of the following is (are) your present 

primary source{s) of dietary information? 

a. hospital dietitian 

b. public health nutritionist 

c. dietitian in private practice 

d. literature from manufacturers 

e. none of the above 

f. other ---------------------------
9. Have you been contacted by a dietitian who offered 

her (his) services for counseling your patients? 

Yes No 

a. If the answer to No. 9 is yes please circle the number 

of the statement that most closely identifies your practice: 

1. I use the dietary consultant service extensively. 

2. I anticipate using the service in the near future. 

3. I do not anticipate using the service. 

4. The availability of the service had slipped my 

mind. 
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b. If you have used the services of a dietary consultant, 

please circle the number corresponding to one of the 

following statements: 

1. I found the service very valuable to my patients; 

it saved me a great deal of time. 

2. I will not refer another patient in the future; 

dissatisfied with the results. 

3. I have found that I can obtain similar results 

by advising patients myself. 

c. If the answer to No. 9 is No, circle the number of 

the most applicable statement: 

1. I would like to be contacted, and would consider 

a dietary service of this type very helpful to 

my practice. 

2. I feel a service of this type would be of no 

help to my practice. 

3. I use hhe services of a hospital dietitian 

10. This question for group practicioners only: Are 

you presently utilizing the services of a dietitian for 

patient education? 

Yes Looking for One Have Had One 

11. Do you have patients in nursing homes and/or small 

hospitals? 

Yes, I Do No, I Don't 



a. If yes, do you hear complaints from the patients 

and staff about dietary services and the quality of the 

food served? 

Weekly Monthly Seldom Never 

b. Are you apprehensive about the accuracy with which 

the dietary prescriptions for your patients are followed 

by the dietary department? 

Always Sometimes No 

c. Is a part-time dietary consultant on the staff of 

this facility? 

Yes No Don't Know 

1. If a part-time dietary consultant is on the 

staff, would the employment of a full-time dietitian be 

more beneficial to the patients and the institution? 

Yes Perhaps No Don't Know 

12. Would you be confident that your patients would 

receive the proper diets if these were prepared under the 

supervision of a dietitian at a central food facility? 

Yes Not Necessarily No 

13. Would you consider the s~rvices of dietitians 

beneficial to the Dallas Health Care Delivery System in the 

following situations? 

a. Nutrition programs for expecting parents 

b. Drug abuse and mental health programs 

c. Meals-on-Wheels programs for the aging 
and disabled 

Yes No 

Yes No 

Yes No 
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d. Nutrition education programs and services for 
the aging 

e. Supervision of nutrition education and food 
preparation in day-care centers for preschool 
children 

Yes No 

Yes No 

14. Are you basically satisfied with the contribution 

of dietitians in general in the total health care of 

patients in the community? 

Very Much Somewhat Not Very Helpful 

15. In summation, rank the following services as to how 

you would anticipate their use by the Health Care Delivery 

System: 

1st 

1st 

1st 

2nd 

2nd 

2nd 

3rd 

3rd 

3rd 

Dietetic restaurant and a facility 
for take-home dietetic foods 

Dietary Consultant Service 

Central food facility to serve 
satellite units 

None of them 

Please answer the following biographical questions: 
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a. What year did you graduate from Medical School? __________ _ 

b. Type of Medical Practice: 

Individual Group Hospital Staff Other ------
c. Did you have any nutrition courses in Medical School? 

Yes No 
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APPENDIX C: SCORE SHEET 

Question 

Number Responses 

I 
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