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SYNOPSIS................................

The contribution of nutrition in preventing dis-
ease, prolonging life, and promoting health through
organiZed community effort is well recognized. While
many gains have been made in public health nutri-
tion, it is clear that the American population con-

tinues to exhibit nutrition problems. Rene Dubos

has said that no community will find it possible
to deal simultaneously with all of the health prob-
lems inherited from the past and with those brought
about by modernization and change. The challenge
lies in deternmining priorities and making difficult
choices in the face of shifting responsibilities among
levels of government, reduced resources, and in-
creased competition.

The purpose of this guide is to help public health
officials appreciate the important role nutrition serv-
ices play in meeting the health needs of their com-
munities. The recommendations for nutrition pro-
grams are sensitive to the social, economic, and
political forces that are shaping the future of public
health. How well public health officials meet the
challenge of providing nutrition services in their
conimmlnities will be a significant factor influencing
the health status of the American population in the
1980s and beyond.

FOREWORD ............................

This document has been prepared for program
planners, administrators, managers, and other pol-
icy personnel in State and local public health
agencies. The purpose of the document is to help
officials in these agencies understand the relation-
ship of nutrition services to the total public health
program so that they can develop appropriate,
comprehensive, and effective nutrition services
that are responisive to the needs of the population.

The material is presented with the understand-
ing that State and local public health agencies
exhibit great diversity in the variety and organi-
zation of public health services. The recommenda-
tions are flexible so that public health officials can
interpret them to suit their own needs. The ob-
jective is to provide information that will assist
public health officials plan and implement nutri-
tion programs that are compatible with the goals
and responsibilities of their agencies, sensitive to
current problems and issues in nutrition, and ade-
quate to promote the nutritional well-being of the
population.

In Part I, "Nutrition Services in Public Health,"
the general characteristics of nutrition services in
public health are described, including the goals,
objectives, and functions of a nutrition program,

responsibilities of State and local public health
agencies for the provision of nutrition services,
and coordination of nutrition services with other
organizations in the community. Part II, "Organi-
zation and Delivery of Nutrition Services," ex-
plains the complementary roles of the public health
nutritionist and other health program personnel
in delivering nutrition services. Alternative models
for organizing nutrition programs are described
along with strategies for financing nutrition serv-
ices and marketing them to different sectors of
the health care delivery system. References cited
in the document and other sources of information
are listed on page 20.
The document is a revision of "Nutrition Prac-

tices: A Guide for Public Health Administrators"
published by the American Public Health Associa-
tion in 1955. Much of the information in that
guide is still relevant; however, in view of new
research on relationships between nutrition and
health, recent legislation affecting the funding and
administration of public health programs, and
other changes in the American social, economic
and political environment, it is necessary to up-
date the original recommendations.

In 1980-81, a position paper on nutrition serv-
ices in public health agencies was developed by
members of the Association of State and Terri-
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PART 1:
Nutrition Services in Public Health

17HE STATE PUBLIC HEALTH agency and its local
counterparts are mandated to promote and protect

the health of the public. It has long been recognized
that nutrition services are essential to enable public
health agencies to fulfill their mission. Noting that
good nutrition is one of the most potent influences
for a healthy life, public health experts at the 1946
Milbank Conference concluded that nutrition war-

rants a prominent place in medicine and should be a

primary responsibility of public health departments
(1). The intervening years have brought many

changes in the practice of public health nutrition,
but experience gained from nearly half a century in
delivering nutrition services supports the validity of
recommendations made by the early pioneers in
public health. In view of rapid and significant so-

cietal, environmental, and other changes which im-
pact on public health services, it is essential that
State and local public health agencies assess their
progress in order to continue the development of
public health nutrition services and advance the
health and well-being of the population.

Present and Future Issues

Americans who fail to obtain a diet optimal for
health can be found at every socioeconomic level.
The consequences of poor nutrition are evident from
the fact that 6 of the 10 leading causes of death in
the United States have been linked to diet. Nutri-
tion problems of the American public are reflected
in:

! the large number of women who have poor out-
comes of pregnancy,

* the excessive infant mortality and impaired growth
and development associated with low birth weight,

* the high prevalence of obesity with attendant risks
for hypertension and diabetes,
* widespread dental disease in all segments of the
population,
* increased frailty and premature institutionalization
among older adults,
* premature death and disability due to cancer and
heart disease.

The public health system has demonstrated its
capability of alleviating major disease conditions in

earlier eras; however, many of the health problems
confronting the nation in the 1980s do not lend
themselves to traditional solutions. They require
new approaches which take into account the tech-
nological, social, and demographic trends in Ameri-
can society. For example:

* Rapidly changing technology and environmental
pollution are causing public concern about the safe-
ty of the food supply.
* The growing number of working mothers is shift-
ing nutrition and health supervision of the nation's
children to persons outside the family unit.

* Greater longevity is creating a need for health
promotion and preventive health services for young-
er adults and a demand for supportive health and
social services for aged persons.

Meeting the challenges posed by these conditions
requires shifts in priorities for health care spending
and manpower distribution as well as innovative
approaches to health care delivery. Currently, the
largest portion of the nation's health care dollars
is spent to treat illnesses in hospitals, nursing homes,
and other institutions. Treatment programs will al-
ways be necessary, but in order to attack current
health problems, greater attention must be paid to
health promotion, disease prevention, and rehabili-
tation components.

Cost Effectiveness of Nutrition Services

Nutrition services have always been considered
an important component of primary, secondary, and
tertiary prevention. Nutrition services were initiated
in public health programs in the 1920s with pas-
sage of the Maternity and Infancy Act. The Social
Security Act in 1935 further expanded nutrition
services in State health agencies. In the 1950s and
1960s Federal funding for specialized programs for
chronic disease, maternal and infant care, child
health, and mental retardation led to a significant
increase in the direct provision of nutrition services
by nutrition personnel. During the 1970s, Federal
initiatives in comprehensive health planning and pri-
mary health care further increased the scope and
coverage of nutrition services (2).

In these programs emphasis was placed on im-
proving the nutritional status of pregnant women,
infants, children, and adults through nutrition screen-
ing and assessment, dietary counseling and treat-
ment, nutrition education, followup, referral, and in
some cases, the direct provision of food. The ra-
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tionale for these services was that improvements in
nutrition contribute to health maintenance, the pre-
vention of developmental disabilities, and the con-
trol of degenerative diseases that require costly
medical treatment. Today, sufficient research evi-
dence has accumulated to show that when nutrition
services are integrated into health care, changes in
diet and nutritional status occur that:

* Improve the birthweight distribution of infants
born to high-risk mothers (3).
* Reduce the prevalence of iron deficiency anemia
(4,5).
* Achieve weight reduction and long-term weight
maintenance (6-9).
* Reduce the rate of dental caries (10,11).
* Reduce serum cholesterol and the incidence of
heart attacks (12-14).
* Improve glucose tolerance in persons with dia-
betes (15-17).
( Reduce blood pressure in
(18,19).

hypertensive patients

The benefits to society, both in terms of enhanced
quality of life and money saved in medical expenses
averted by improvements in nutritional status, far
outweigh the costs of providing nutrition services.
For example, more than half of the deaths in the
United States and nearly one-third of the loss in job
earnings due to illness are attributed to cardio-
vascular disease. The direct costs of all cardio-
vascular diseases in the United States were esti-
mated to be over $35 billion in 1979 (20).
According to data from the Framingham study, if
everyone who is overweight would lose weight, the
incidence of coronary heart disease would be 25
percent lower and the incidence of stroke and con-
gestive heart failure would be reduced by 35 per-
cent (21 ).

Cost savings also have been shown when nutri-
tion services are included in primary health care.

For example, Davidson and co-workers found that
early detection of diabetes, education that included
dietary counseling, and intensive care followup re-
duced the number of patients with severe ketoaci-
dosis by 80 percent and the number of lower
extremity amputations by 50 percent over a period
of 8 years. The estimated savings was more than
$700,000 per year (15).

These and other studies demonstrate that provi-
sion of nutrition services is a cost-effective strategy
for health maintenance. When health officials con-
sider ways to reduce the costs of health care, the
potential impacts of nutrition services should not
be ignored. Further information can be found in
"Costs and Benefits of Nutritional Care" (22).

Goals and Objectives

The goal of all nutrition services is to promote
health by achieving and maintaining optimal nutri-
tional status in the population. To meet this goal,
the public health agency must assure that people
have access to nutrition services that are an integral
part of all health programs. Specific objectives that
are related to identified needs in the community
should be developed based on a population assess-
ment which describes the prevalence of nutrition-
related health problems and identifies the ecological
factors that contribute to them (23,24).
A framework which can be used to establish ob-

jectives for planning in public health nutrition is
provided in "Model Standards for Community Pre-
ventive Health Services" (25). This publication sug-
gests standards for public health services, including
nutrition, which can be used to establish community-
specific objectives for reducing the prevalence of
health problems and to determine the services re-
quired to achieve these reductions.

Functions of Nutrition Programs

The functions of a nutrition program vary ac-
cording to the nature, size, and organization of
State and local public health agencies. Nevertheless,
there is a core of basic functions which every nutri-
tion program should perform. These functions are
leadership, program planning and evaluation, ad-
ministration and management, coordination, con-
sultation, quality assurance, education, direct nutri-
tion care, and applied research.

Leadership. Nutrition program personnel should
provide leadership in the development of health pol-
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icy, legislation, health plans, services, and resources
which impact on the nutritional health of the popu-
lation. Public policymakers, legislators, administra-
tors, care providers, consumers, and the public at
large should be informed about nutrition problems
and needs of all population groups, particularly
those at high risk, in the community. Nutrition per-
sonnel working closely with health officials should
recommend, promote, and monitor health policy,
legislation, regulations, and plans in order to develop
responsive action for nutrition services.

Planning and evaluation. Leadership and direction
should be provided in assessing nutrition needs,
establishing priorities, developing a comprehensive
nutrition plan, and evaluating nutrition services in
health agency programs and in related human serv-
ice agencies. The nutrition program plan should be
developed using the skills of public health personnel
and input from a broad spectrum of community
groups.
The plan for the nutrition program should be

integrated into the agency's total plan for health
services. It should include priorities, measurable ob-
jectives, action strategies, staff and resource require-
ments, quality assurance, and evaluation methods.
Agency data collection and reporting systems should
be developed to evaluate the nutrition program and
to document program activities and outcomes.

Administration and management. Recruitment, as-
signment, and supervision of nutrition personnel and
planning for staff development are important dimen-
sions of administration and management. Nutrition
personnel should also participate in decisionmaking
which affects policy, staffing requirements, organi-
zational structure, reporting systems, and other areas
of nutrition program development.

Other administrative activities involve preparing,
allocating, and monitoring the budget and other re-
sources for nutrition services. Existing and potential
funding sources which can be used to develop and
expand the nutrition program need to be pursued.
This requires marketing nutrition to secure sufficient
resources and utilization of services to achieve maxi-
mum cost effectiveness.

Coordinationi. Effective communication and coordi-
nation among nutrition and health personnel must
be developed for all programs within the health
agency as well as with individuals, organizations,
and institutions in the community. Referral mech-
anisms, linkages, and close working relationships

help minimize duplication and assure more effective
use of resources.

Consultation. New scientific information affecting
the delivery of nutrition services accumulates rap-
idly. Expert, indepth technical assistance and pro-
fessional consultation on nutrition and nutrition pro-
gramming should be available to health agency di-
rectors, program administrators, health program
staff, and community agencies so that the content
and methods of delivering nutrition services incor-
porate the latest advances in the field.

Quality assurance. Quality assurance for nutrition
services is one of the most important functions of
the nutrition program. Mechanisms of quality as-
surance include the specification of performance
standards for nutrition programs, professional quali-
fications for nutrition personnel, standards for food
services in group care facilities, and criteria for direct
patient care. All standards used within the health
agency and those developed cooperatively with other
organizations should be reviewed to assure that they
are consistent with current research and accepted
practice. All programs should be assessed period-
ically to determine whether the standards are being
met.

Education. Nutrition education programs should be
planned and conducted in order to disseminate cur-
rent scientific information regarding food, nutrition,
and health to the general public. Inservice training
programs in nutrition for health professionals and
preservice training programs for health care pro-
viders, food service personnel, and paraprofessionals
should be provided so that staff will be competent
to-deliver nutrition services. Nutrition education also
should be made available to other professionals,
such as teachers, who are in a position to influence
the nutrition beliefs and practices of the public.
When appropriate, these programs should use mass
media and other new education methods which
expand audience coverage and involvement.

Direct nutrition care. Provisions should be made to
include nutrition as a component of personal health
care services. Direct nutrition care consists of
screening to identify high risk patients, assessment
of nutritional status, development and implementa-
tion of nutrition care plans, and nutrition counsel-
ing, treatment, followup, and referral to other com-
munity agencies, as appropriate. These services
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should be reflected in a comprehensive nutrition
program plan.

Applied research. Research is defined broadly to
include studies, surveys, and other investigations
which can be used to develop, expand, modify, or
terminate nutrition programs. Applied nutrition re-
search may include studies of intervention strate-
gies, surveillance and monitoring of nutritional
status, epidemiologic investigations, and program
evaluation. Priorities for research studies should be
identified and appropriate methods for investigation
and evaluation developed in collaboration with col-
leagues in nutrition science, epidemiology, biosta-
tistics, and other related fields. Nutrition surveil-
lance programs should use accepted methodology
to identify, evaluate, and monitor target popula-
tions at high risk for nutrition problems. Informa-
tion from applied research studies and ongoing re-
porting systems can be used as a basis for program
planning, documentation of the nutrition program's
activities, and the evaluation of outcomes. This in-
formation helps administrators assess accomplish-
ments of the program and make decisions on the
appropriateness, efficiency, and effectiveness of nu-
trition services.

Relations Between State and Local Agencies

Promoting the nutritional well-being of the public
is a shared responsibility of State and local public
health agencies. The division of responsibilities be-
tween State and local agencies is unique in each
State because the organization of public health serv-
ices varies greatly. Some States have independent
local health departments serving the State's various
political subdivisions; others have local health units
under the administrative direction of the State health
agency; still others have no local health agencies but
may have regional systems for public health.

There also may be unique relationships between
State and local health agencies based on the size
of local units. A few city-county health departments
in major population centers are as large and com-
plex as some State agencies. These departments
have the capabilities to perform many functions of
a State health agency. On the other hand, in sparse-
ly populated areas, the local health department may
need to depend upon the State for most of its
expertise in nutrition programming.

Responsibilities of a State Health Agency

Because the State health agency staff has a com-
prehensive view of the population and usually the

agency has more resources and specialized person-
nel than local agencies, there are certain nutrition-
related activities for which the State health agency
should assume leadership. Major responsibilities of
the State health agency are as follows:

* Set policies and standards for nutrition practices.

* Establish a statewide system for nutrition needs
assessment.

* Stimulate State and local program development.
* Foster interagency cooperation.
* Conduct applied and epidemiologic research.

The State health agency should set policies and
standards for nutrition practices. These may cover
topics such as food safety, dietary recommenda-
tions, standards for nutrition screening and assess-
ment, personnel standards, policies for institutional
food service, and protocols for nutrition care. When
there is potential controversy over certain recom-
mendations (for example, diet in relation to heart
disease prevention) the State health agency has a
responsibility to clarify the issues for health pro-
fessionals and the general public by evaluating the
various claims and making policy statements.
The State health agency must work cooperatively

with local agencies to develop a continuing system
to collect and analyze data for nutrition needs as-
sessment. The agency can use these data to monitor
statewide trends, develop programs, and provide re-
ports to local health agencies.
A nutrition surveillance system is an important

tool for needs assessment. An ultimate goal of
nutrition surveillance is to aggregate local data into
a comprehensive system. The system enables the
agency to describe and monitor the nutritional status
of the State's population and assess the effects of
different factors on the scope and prevalence of
nutrition problems. Further information about the
goals of a nutrition surveillance system can be found
in the "Joint Implementation Plan for a Comprehen-
sive National Nutrition Monitoring System" (26).

The State health agency should evaluate the pro-
grams it administers to assure that each has an
appropriately defined nutrition component. Nutri-
tion services should be available to all population
groups-infants, children, adults, and the aged. A
single program targeted only at a limited segment
of the population, such as high risk mothers and
children in need of food assistance or the elderly in
nursing homes, does not constitute a comprehensive
public health nutrition program. Efforts must be
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made to include appropriate nutrition services in
health promotion and risk reduction, family planning,
maternal, child, and adolescent health, crippled chil-
dren's services, chronic disease control, communi-
cable disease control, aging, dental health, environ-
mental health, and primary health care.

The State health agency has a major role in
stimulating and supporting the development of nu-
trition services at the local level. The State health
agency may do this by providing consultation, tech-
nical assistance, or continuing education for local
health agency staff, by helping to recruit qualified
personnel for local nutrition programs, and by lo-
cating, providing, or directing funds for local nutri-
tion services.

The State health agency should foster communi-
cation among Federal, State, and local agencies that
are involved in nutrition. The State agency can
serve as a conduit of information needed for inter-
agency cooperation and the coordination of nutri-
tion services. Coordination of services by the State
health agency prevents duplication and maximizes
the use of resources at all levels of government.

Finally, in order to advance the quality of nutri-
tion services and to expand knowledge about rela-
tionships between diet, nutrition, and health, the
State health agency may conduct applied research
or participate in epidemiologic investigations.

Responsibilities of a Local Health Agency

Because local health personnel are closer to their
communities than personnel in the State health
agency, they are in the best position to design and
deliver direct nutrition services as part of the total
health program. The major responsibilities of a local
health agency are as follows:

* Develop a nutrition program plan based on local
nutrition needs.
* Provide direct nutrition services and consultation.
* Organize community support for nutrition pro-
grams.
* Evaluate the effectiveness of nutrition programs
and services.

The local health agency should determine nutri-
tion problems that exist in the community. For
example, local agency personnel should identify com-
munity food resources and dietary practices. They
should know how local statistics such as perinatal
mortality or the teenage fertility rate compare with
other areas in the State and whether certain sub-

groups of the population, such as children or older
adults, exhibit health problems that require special
nutritional intervention. These are some of the fac-
tors that determine the types of nutrition services
and the level of effort required to solve specific
community nutrition problems. Sources of infor-
mation include surveillance data, local vital statis-
tics, patient records, quality assurance reports, and
special studies.

The local health agency should have a plan which
specifies needs, objectives, and resources for com-
munity nutrition services. These services include
nutrition- education for the general public, nutri-
tion services in primary care, and technical as-
sistance, consultation, and training for health pro-
fessionals and community groups. The methods of
delivering nutrition services should be planned after
considering how existing community resources can
be used most efficiently.
To implement the nutrition program, a suppor-

tive network must be developed through organizing
various groups in the community. The local health
agency must determine which approaches to the
solution of nutrition problems are most feasible. A
variety of people, including consumers, who are in-
terested in nutrition issues should be involved in
needs assessment and program planning.

Finally, local health agencies have a responsibility
to collect adequate data to evaluate the effectiveness
of their nutrition services and to share appropriate
data with the State health agency in order to facili-
tate statewide planning and evaluation.

Joint State-Local Responsibilities

State and local health agencies share joint re-
sponsibility for establishing a mutually satisfactory
communication system for exchanging information
on current programs and developing action plans to
meet identified needs. Examples of information that
can be shared include protocols and standards for
nutrition care, innovative nutrition education meth-
ods and materials, and data on program effective-
ness. Open channels of communication prevent
costly duplication of effort and help to establish
uniform quality in the delivery of nutrition services.

In addition to simple exchange of information,
some situations require statewide planning and co-
ordination in order to present clear, consistent, and
effective nutrition messages to policymakers, other
health professionals, and the public. For example,
it may be beneficial for State and local agencies to
collaborate on the development of nutrition educa-
tion materials and staff inservice training programs.
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It also may be necessary to coordinate State and
local review of proposals for legislation or regula-
tions affecting nutrition services.

Usually, the State health agency takes leadership
in facilitating communication and coordination, but
local health personnel also have an important role
in bringing issues to the attention of State staff and
participating in task forces or committees to work
on mutually identified problems.

Cooperation in Community Nutrition

The broad spectrum of nutrition needs of the
population can rarely be addressed solely by the
public health agency, but rather it requires a com-
bined effort of public organizations and the private
sector working cooperatively to provide appropriate
services. Pooled resources and activities are neces-
sary to develop an effective statewide public health
nutrition program.

Public health shares common priorities for pro-
moting nutritional health with private health care
providers, voluntary health agencies, the food indus-
try, consumer groups, and professional organiza-
tions. By working together, the combined expertise
within the public and private sectors can be di-
rected at promoting food choice options and lifestyle
factors that support sound nutritional health.

Nutrition councils composed of consumers and
providers or interagency nutrition committees can
be effective mechanisms for developing coordina-
tion among multiple organizations and consumer
groups. These groups may address both broad issues
and specific needs at a State or community level.

The following are examples of how the public
health agency can work with other public agencies
and the private sector to develop a comprehensive
nutrition program.

Licensing and other regulatory activities. The legal
authority of a State health agency includes promul-
gation or enforcement (or both), of regulations
designed to protect the population. Examples in-
clude the licensing of health care facilities, penal
institutions, and group or family care homes. These
regulations should assure the safety, nutritional ade-
quacy, and acceptability of food as well as the pro-
vision of appropriate nutrition services for health
promotion, treatment, and rehabilitation. Responsi-
bility for licensing regulations may be shared by
other government agencies such as mental health
and social services. The State health agency should
promote a consistent minimum nutrition component
for all segments of the public regardless of the
agency administering the program. Public health nu-
trition personnel should collaborate on the develop-
ment of standards, provide inservice education for
licensing staff and facility personnel, and consult in
problem areas.

Food availability. The availability and accessibility
of safe food is fundamental to the public's health.
Food assistance programs such as food stamps, the
Women Infants and Children Program (WIC),
school nutrition programs, congregate meals for
seniors, community food banks, and direct marketing
of agricultural commodities assist families in meeting
this basic nutritional need. The educational compo-
nent of WIC and programs such as Cooperative Ex-
tension's Expanded Food and Nutrition Education
Program also assist low-income families to acquire
nutrition knowledge and improve skills in food
shopping and food preparation. The public health
agency should use these programs as sources of re-
ferral and should collaborate with them on outreach,
education, and other components.

Nutrition education. Nutrition information and edu-
cation are continuing needs of persons who use
public health services and the population at large.
The public health agency occupies a unique position
because it is a scientifically sound source of health
information for all segments of the public. Public
health agencies can serve as a catalyst for estab-
lishing and promoting accurate nutrition education
programs and materials in collaboration with other
government and voluntary agencies, professional as-
sociations, universities, and human services pro-
viders. Joint activities multiply the impact of any
one agency and use resources in the most efficient
manner.
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The private health care sector. Public health nutri-
tion personnel should work with professional asso-
ciations to enhance and expand the delivery of
quality nutrition services. Joint development with
professional groups of nutrition standards of care,
policies, and protocols are appropriate activities of
the public health nutrition staff. They may collab-
orate with medical associations and nursing, dietetic,
and other health professional groups. Promotion
of such standards may occur through publication in
journals, presentations at continuing education pro-
grams and preservice education classes, or develop-
ment of professional reference materials.
The public health nutrition staff should also work

with the private medical sector to expand basic nu-
trition services and to assure the availability of
nutrition counseling and other services to patients.
Public health agencies often can make contractual
arrangements for nutrition services with physicians
in private or group practice. Providing nutrition
services on a fee-for-service basis can also expand
the availability of quality nutrition care.

Ambulatory health care. Provision of nutrition serv-
ices in ambulatory health care settings such as
health maintenance organizations, hospital outpa-
tient departments, home health agencies, community
health centers, and free-standing clinics advances
public health objectives for health promotion and
disease prevention. Nutrition services also contribute
to significant cost savings by reducing the need for
expensive inpatient treatment. Public health nutri-
tion personnel should be knowledgeable about the
nutrition services available in these ambulatory care
settings. Nutrition information, professional con-
sultation, and technical assistance should be pro-
vided to the administrative staff and ambulatory
health care team to develop the process and ca-
pacity for nutrition screening and assessment, well-
ness promotion, and nutrition intervention services.

Professional training. Public health nutrition staff
should assist educational programs that prepare
health professionals to incorporate community nu-
trition experiences into didactic and clinical instruc-
tion. The agency nutrition personnel can provide
field experience opportunities for students in coordi-
nated undergraduate dietetics programs, dietetic in-
ternships, medical clerkships, and graduate programs
in nutrition nursing and other allied health fields.
In turn, colleges and universities can assist the pub-
lic health agency to conduct inservice education pro-
grams. Official health agencies also may be involved

in applied research studies and surveys conducted
by colleges and universities within the State.

PART 11:
Organization and Delivery
of Nutrition Services

Almost every member of the health agency staff
contributes in some way to the provision of nutrition
services. It is necessary, however, to designate one
individual to assume primary responsibility for the
nutrition program. The public health nutritionist has
specialized education and experience in the applica-
tion of nutrition science to public health and thus is
uniquely qualified to perform those functions in the
agency that require nutrition expertise.

Role of the Public Health Nutritionist

The following are the nutritionist's functions:
* providing leadership in nutrition needs assessment,
* working with health officials to develop nutrition
policy and program requirements,
* determining the adequacy of nutrition services in
relation to agency goals and objectives,
* providing overall direction for the planning, man-
agement, and evaluation of the nutrition program.
* coordinating nutrition activities in programs that
cut across administrative units in the department,
* providing expert technical assistance, consultation,
and education in nutrition to agency staff,
* providing or arranging for direct service to clients
with special, complex nutrition problems,
* working with other State and local agencies to de-
velop interagency relationships and conduct joint
educational, service, or research programs related to
nutrition.

Nutritionists employed in State health agencies pri-
marily provide technical assistance and consultation
to key administrative and professional staff in the
agency, to administrators and staff of local health
agencies, and to personnel in other State and local
agencies, organizations and institutions. In some State
agencies, public health nutritionists also provide or
contract for the direct delivery of nutrition services
to the public.
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At the local level, public health nutritionists act as
specialists in categorical programs serving defined
populations or as generalists responsible for provid-
ing a broad array of services in assigned geographic
areas.
The role of the public health nutritionist is defined

further in "Personnel in Public Health Nutrition for
the 1980's" (27). This document describes the
duties and qualifications of public health nutritionists
who work alone or as part of a larger staff as di-
rectors, supervisors, consultants, or providers of di-
rect nutrition care. Organizational models for the
delivery of public health nutrition services, staffing
considerations, and guidelines for education and
training also are specified.

Contributions of Other Staff

Many staff members of a public health agency
participate in nutrition services. How well each per-
son carries out this function depends upon his or
her nutrition knowledge and skills, understanding of
the nature of the public health nutrition program,
and attitude towards providing nutrition services.

The chief administrator or director of the agency
is responsible for assuring that current nutrition
services are adequate and that improvements are
made in the nutrition component of health agency
programs where necessary. Administrators should
obtain assistance from a qualified public health
nutritionist when assessing the quality of nutrition
services in the agency. Unit directors and managers
also can assist the chief administrator by identifying
the nutrition problems and needs of clients served
by their programs, describing the resources cur-
rently allocated to nutrition services, and offering
recommendations on how nutrition services in their
programs can be strengthened. Health planners and
persons responsible for health manpower and re-
source development should be included along with
qualified public health nutritionists in decisionmak-
ing that affects the organization and staffing of
nutrition programs.

Various other public health personnel can par-
ticipate in the provision of nutrition services de-
pending on the nature of the services, the level of
expertise required, and the availability of training
and adequate supervision. When determining how
nutrition services should be organized, the need for
a public health nutritionist should be assessed and
the contributions that can be made by physicians,
dentists, nurses, health educators, therapists, social
workers, statisticians, and paraprofessionals should
be considered.

As principal members of the health care team,
physicians, physician assistants, and nurse practi-
tioners are responsible for the diagnosis of health
problems and the coordination of patient care. These
health professionals should support policies and
clinical protocols that make nutrition screening and
assessment, intervention, and followup an integral
service in all clinics administered by the health
agency.
The dentist and dental hygienist contribute to

nutrition education efforts aimed at improving the
dental health of children and adults. In treatment
programs and dental health education programs con-
ducted in the community, they can provide informa-
tion about the role of diet in the prevention of
dental disease.

The public health nurse is in a prime position
to perform nutrition screening, referral, and follow-
up since the nurse often has the most direct and
continuing contact with families served by the health
agency. The nurse may also work closely with com-
munity agencies such as schools and day care cen-
ters, hospitals, nursing homes, and senior citizens'
centers. The nurse can stimulate an awareness of
the need for nutrition services in these agencies and
help them obtain appropriate consultation.

Health educators organize community efforts to
promote healthful practices and effective utilization
of health programs. Currently, the efforts of many
health educators are focused on health promotion-
risk reduction programs which seek to alter lifestyle
characteristics, including dietary habits, that are as-
sociated with chronic disease. Since health educators
plan community education programs, they have
many opportunities to extend nutrition information
to the public. Some health educators are skilled in
the various media approaches to public communi-
cation and can use the techniques of community
organization to promote nutrition messages.

Physical therapists, occupational therapists, speech
therapists, and psychologists often work with handi-
capped children and adults whose physical or mental
disabilities may impair their ability to eat properly.
Therapists are concerned both with the mechanical
problems of eating and the consequences of poor
food intake on normal growth and development.
The therapist who works with families of handi-
capped persons can evaluate feeding skills and offer
advice on feeding problems.
The medical social worker or family caseworker

helps families solve problems related to the home
care of patients or placement of patients in com-
munity care facilities. Sometimes they must help
families contend with budget problems that affect
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their ability to secure adequate food supplies. Social
workers can provide counseling on money manage-
ment and can refer families to food assistance pro-
grams in the community. They can also anticipate
the need for special nutrition services, such as home
delivered meals or counseling for therapeutic diets,
and arrange appropriate referrals.

Statisticians and epidemiologists can make im-
portant contributions to the development of a nutri-
tion program and to the performance of program
evaluation. Because they possess indepth knowledge
of statistics and epidemiologic research methods,
they may be able to help design information systems
which can be used to prepare management reports
on nutrition program activities and design studies
to assess the impact of nutrition services on health
outcomes.

Aides and other support personnel may be re-
cruited from the target population and therefore are
familiar with cultural values. They can be trained to
provide a variety of supportive services in the nu-
trition program which augment the skills of the pro-
fessional staff. With appropriate supervision, com-
munity nutrition aides or dietetic technicians can
perform some aspects of dietary assessment, teach
classes on basic nutrition, food buying, and food
preparation, and assist with community outreach
and referral.

Placement of Nutrition Services

The best administrative placement of nutrition
personnel depends on the organization of the health
department, its management philosophy, legislative
mandates, funding sources, priorities, programs, and
services. Many arrangements are possible but, re-
gardless of the model chosen, all nutrition programs
should have three qualities:

1. clear assignment of authority and responsibility
for leadership in planning, policymaking, inter- and
intra-agency coordination, and evaluation,
2. adequate funding to allow development and im-
plementation of planned services to target popula-
tions,
3. a staff of qualified public health personnel to
carry out the nutrition program.

Administrative placement of all nutrition person-
nel in a central nutrition unit provides a focal point
for planning and implementing a comprehensive
nutrition program. Nutrition personnel can be de-
ployed to assist as needed with each program that

has the potential to develop a nutrition component.
Assistance may include conducting a community
needs assessment, developing appropriate cost-effec-
tive program plans, and consulting on the imple-
mentation of services. A central unit also makes it
easier to establish uniform standards, data collec-
tion systems, recruitment procedures, and continu-
ing education in nutrition.

In health agencies organized by categorical pro-
grams, the specialized nutrition personnel may func-
tion more effectively as members of the program
team. However, this structure may make it difficult
to conduct nutrition activities in units that are not
large enough to budget a full- or part-time nutri-
tionist. Categorical placement also contributes to
fragmentation and inconsistency, rather than co-
ordination of nutrition services. In agencies choos-
ing the decentralized program design, the chief ad-
ministrator should designate a chief or lead nutri-
tion cordinator who is responsible for integration
and coordination of agency-wide nutrition pro-
gramming and services, quality assurance of the
nutrition component of all agency programs, and
technical guidance to all nutrition personnel (27).

Marketing Public Health Nutrition Services

The 1980s represent a time of transition in health
care policy and service delivery. Instability in the
economy has produced resource constraints that
have increased the emphasis on short-term cost
containment strategies. Medical and social aspects of
health policy-quality, access, and equity-are now
dominated by issues of benefits relative to costs.
Increasingly, there will be a need to evaluate the
efficiency as well as the short- and long-term effec-
tiveness of health programs. State and local health
authorities will be confronted more directly with the
need to set priorities based on the reality of financial
constraints and changing views among the public
about the functions of a health agency and the role
of government in the delivery of health care.
To compete successfully for a fair share of the

health care dollar within this political and financial
climate, public health nutrition services must be
marketed effectively. Documentation of the demand
and effectiveness of public health nutrition services
can provide an objective framework for developing
a marketing strategy. The marketing message may
be directed at decisionmakers within the agency or
outside it to government officials, organizations, pri-
vate practitioners, and the public who are potential
consumers of public health nutrition services.
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A marketing strategy contains three essential com-
ponents:

1. preliminary research or the marketing audit,

2. a marketing plan based on the best marketing
mix,

3. followup research to monitor and evaluate the
success of the marketing plan.

The preliminary marketing audit is an investiga-
tion of the current status of nutrition services. It
includes the following questions:

* Who are the target consumers of nutrition serv-
ices, and how many are being reached?
* How are nutrition services funded?
* What proportion of the agency's resources is being
spent on the nutrition program?
* How do people perceive the benefits of nutrition
services?
* What services do consumers really want and need?
* What organizational arrangement can maximize
the quality and scope of nutrition services and the
effective use of health care resources?

Data gathered to answer these questions are ana-
lyzed to determine the appropriate marketing mix to
include in the marketing plan. Consideration is given
to the following four elements:

Product What is being sold? How does it compare
with other similar services? What are the
positive and negative aspects?

Position Where does the product stand in the
marketplace? Who are prescnt and po-
tential consumers? Do consumers want
the services? What percentage of poten-
tial consumers should be reached?

Price What does the product cost? How does
this cost compare with other products that
are in competition? Is price a big factor?
Are alternative forms of payment pos-
sible?

Promotion Who is hearing the message? What mes-
sage do they receive? What percentage
is responding favorably and unfavorably?
What causes the positive or negative re-
sponse? Who is not hearing the message
at all?

Determining the appropriate mix is a continuing
process. Modifications are made in the marketing
plan as more information is obtained about each of
the four elements. Targeting the marketing plan for
implementation involves public relations, advertis-
ing, and promotion along with necessary followup
to determine how well the marketing plan is working.
When the marketing process is applied to public

health nutrition, strategies for marketing nutrition
services become apparent. Consumers will create an
increased demand for public health nutrition services
when they appreciate the relationship between nutri-
tion and health. The product offered in public health
nutrition programs is unique because it gives con-
sumers the opportunity to obtain nutrition services
as part of comprehensive health care. The multi-
disciplinary approach, which includes nutrition serv-
ices, has been shown to be a cost-effective means of
producing short- and long-term health benefits.
Many groups who could potentially benefit from

nutrition services currently are not being reached.
Health promotion activities in particular should be
expanded to serve a broader segment of the popu-
lation. The marketing of nutrition services needs to
include a mix of low, middle, and upper income
consumers to maintain a financially viable system
and to accommodate economic, political, and social
considerations. Services must be packaged to facili-
tate understanding of their value by potential con-
sumers and to create a market demand for the
product. A more aggressive approach in advertising
the benefits of nutrition services to potential con-4
sumers must be adopted by all public health per-
sonnel.

Financing Public Health Nutrition Services

The marketing strategy includes an assessment of
how public health nutrition services are funded. The
budget for nutrition programs should provide ade-
quate funds to support program activities in addi-
tion to the base salaries of nutrition personnel and
support staff. The dynamic nature of health care
financing is expected to pose a continuing challenge
for public health officials. To provide a financial
basis that is adequate to support the level of nutri-
tion services required to meet existing needs, re-
sources may have to be obtained from multiple
funding streams. Some of the funding mechanisms
which should be considered follow:

Block grants. Nutrition should be acknowledged as a
basic health care service. Consolidation of several
separate categorical health programs into block
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grants could allow more flexibility in the use of Fed-
eral funds for this purpose. Block grants can be
tapped to support nutrition services as part of com-
munity and social services; preventive health serv-
ices; maternal and child health services; alcohol
abuse, drug abuse, mental health services; and pri-
mary health care.

General fund. There is a need to allocate some funds
for basic or generic components of the nutrition
program such as administration, supervision, nutri-
tion surveillance, and program evaluation. Line ap-
propriations from the State, county, or city general
fund can cover a portion of these costs.

Fee-for-service. Efforts to expand nutrition services
to currently underserved groups may require the
establishment of a sliding fee schedule for nutri-
tional assessment, nutrition education, and counsel-
ing visits in primary care clinics and home health
agencies. Fees may also be charged to the general
public for certain nutrition services in health pro-
motion programs such as dietary analysis, blood
chemistry, and nutrition education. Community
agencies that use the public health nutritionist for
consultation may be charged a standard or hourly
fee for this service.

Third party reimbursement. Nutrition care services
in primary health care may be subcontracted to a
local hospital, outpatient department, home health
agency, health department, or private practice. Some
third party insurance carriers will pay for outpatient
nutrition counseling when it is ordered by a physi-
cian and provided by a registered dietitian. Fee-for-
service schedules must be established in order to
obtain reimbursement.

Voluntary health agencies. The health department
may co-sponsor programs for nutritional risk screen-
ing, patient counseling, and public or professional
education with voluntary health agencies such as the
March of Dimes Birth Defects Foundation and af-
filiates of the American Heart Association and the
American Diabetes Association. Voluntary health
agencies may also support the development and
reproduction of nutrition literature and audiovisual
materials for the public or for use in professional
inservice training.

Government, foundation, and industry grants. Funds
for special projects can sometimes be obtained from
government agencies such as the Department of
Health and Human Services or the Department of

Agriculture and from private foundations or indus-
try. Grant proposals may be submitted to support
public education campaigns, pilot projects in the
community, special research studies, and program
evaluation.

Contracts. The health department may enter into
contracts with agencies and organizations such as
Crippled Children's Services, Headstart programs,
juvenile detention homes, and others. Nutrition serv-
ices contracts also may be encouraged with industry
and union health care programs, health maintenance
organizations, independent practice associations, and
other organized group practice clinics.

Multi-contractual funding. Agencies that cannot af-
ford a full-time nutritionist or have programs that
call for part-time consultation may be able to share
personnel with other State, local, or private organi-
zations. For example a county health department
might share a public health nutritionist with a com-
munity clinic or a health maintenance organization.
The services can be arranged through interagency
agreements which specify shared salary responsi-
bilities or reciprocal in-kind payments.

Volunteers. Voluntarism is an emerging public pol-
icy trend in the 1980s. The voluntary approach
implies that health and social service agencies should
rely more upon their local constituencies as sources
of support. Volunteers may be recruited from the
community to work on special nutrition projects or
may be trained to perform some supportive func-
tions such as nutrition screening and outreach.

Keeping abreast of potential funding sources re-
quires the diligent attention of health agency per-
sonnel. The public health nutritionist must take some
responsibility for seeking funds to support nutrition
services. Usually, the planning and finance person-
nel can help determine mechanisms that are feasible
in the agency.
The key to success in developing financial sup-

port for nutrition services is to remain flexible. A
variety of funding resources can be integrated to
support nutrition services. A comprehensive, coordi-
nated program can result provided that personnel
are assigned according to program priorities, and
that they are not unduly restricted by categorical
requirements. This flexibility does not preclude strict
cost accounting by each funding source, but rather
it allows the agency to take maximum advantage of
available resources.
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In addition to taking a flexible stance in the utili-
zation of available resources, public health person-
nel need to support efforts to expand sources of
funding for nutrition services. Advocacy must con-
tinue at the Federal, State, and local levels to build
public awareness of the contribution of nutrition
services and research to the quality of life. Enhanc-
ing the public's understanding of the importance of
nutrition services is essential to develop a constitu-
ency for support of legislation and other measures
that will make nutrition services a more viable com-
ponent of health programs. Such measures are nec-
essary to reach underserved populations and to
demonstrate the benefits and cost effectiveness of
nutrition services provided by qualified public health
nutrition personnel.
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