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This report documents the response of the Irish Nutrition and Dietetic Institute 

( INDI) to the Health Strategy document, "Shaping a Healthier Future - A strategy for 

effective healthcare in the 1990'sW, Department of Health, 1994. It outlines proposals 

. for the development of a more effective Irish nutritioddietetic service and identifies how 

this service can best be integrated with the Health Strategy document and contribute to 

the overall strategy for healthcare. 

The nutritioddietetic service is analysed in terms to correspond with those 

identified in the Health Strategy document, namely the Services, the Framework, the 
1 - 

Participants and the Action Plan. This analysis is set out in sections 2 to 5 and 
/ - 

recommendations for developing and improving the service are included at the end of 

each section. Costings of the recommendations are included as Appendices. 
. . 

The recommended nutritioddietetic Services comprise the following : 

* a clinical hospital service - the need to achieve the recommended staffing 

levels is a priority, particularly in the general and regional hospitals, in order to facilitate 

access to the service and to improve the qualip of patient care. 

* a community health promotion service - the need to establish community 

nutritionists/dietitians in each health authority is urgent in order to increase the range of 

services which can be provided. 

* a clinical community service - this section of the service for general 

practitioners, special hospitals and domicilialy visits is very much in the embryonic 

stage of development. Methods of best practice need to be pilot tested to determine the 

most appropriate and effective means of providing this service. 

The Framework deals with the concepts of health gain, social gain, equity and 

eligibility. It also addresses the management/organisational structure and recommends 

the establishment of : 

* consultant nutritionistldietitian ( clinical service ) in the Department of Health, 

* clinical nutritioddietetic advisory committee, 

* nutritioddietetic service co-ordinators in each health authority, 

* nutritionists/dietitians in the Public Health departments. 

I 

In the section on the Participants, the main areas for concern are the lack of I 

resources for the undergraduate training of nutritionistsldietitians and the absence of 

statutory registration for clinical nutritionists/dietitians. 
I 



In the final section the Action Plan focuses on the areas that are relevant to the 

nutritioddietetic service and details the recommendations to enable the targets in the 

Four-Year Action Plan 1994-1997 of the Health Strategy document to be reached. 

Areas requiring particular emphasis and special attention are nutritioddietetic services to 

the mentally handicapped, the elderly and those in low socio-economic groups. 

The data and the information available to the INDI to date provides a solid basis 

for forward planning for the development of a nutritionldietetic service. This report 

represents the current perspective of the INDI and will hopefully provide a platform for 

further discussion. To this end, the INDi welcomes input from other health 

professions and the Department of Health. It is the intention of the INDI to continue to 

refine this process to facilitate the continued development of the nutritioddietetic 

service. 



Appoint community nutritionistsldietitians to achieve the risk reduction tar: 

outlined in the Health Promotion section of'the Health Strategy. 

Secure the establishment of one community nutritionisvdietitian per He: 

Authority as a first step in developing a team of commu~ 

nutritionists/dietitians. 

Educate Programme Managers on the role of the community nutritioniddieti 

by developing appropriate marketing strategies. 

I Develop a Food and Nutrition Policy for each Health Authority in line with 

National "Food and Nutrition .Policy for Ireland : Recommendations of 

Nu5ition Advisory Board" to promote healthy eating and provide a rr 

supportive environment for behavioural change. 

Set up an appropriate structure to facilitate regular communication between 

community nutritionistldietitian, the Health Promotion Officer and 

Programme Manager of Community Care. 

Advocate that Health Promotion is ultimately made the responsibility of 

person in each Health Authority. 

Support the development of a regional Health Promotion service to allow 

planning and evaluation of service at regional level. 

7 
Maintain a national nutrition surveillance system. 
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To address the concerns regarding the most appropriate and effective 

for promoting healthy eating, the INDI recommends the : 

&j Development and evaluation of a wider range of nutrition education materials. 

fi. ~ncouragement of regular liaison with media to promote accurate, consistent 

advice to the public. 

@ Identification of the hazards associated with the practical interpretation of 

Healthy Eating guidelines and the exercising of caution in giving over simplified 

advice. 

- 
@. Intensify specific nutrition policies and programmes for targeting resources 

towards groupslareas with low health status e.g. travellers, low socio-economic 

groups, the disabled etc. 

a ~ u ~ ~ o r t  the implementation of the following recommendations for the nutrition 

education of health professionals ( GP's, public health nurses etc. ) : 

- emphasise the role of the community nutritionisVdietitian as a resource person 

whose expertise is in giving clinical dietary advice and in nutrition health 

promotion, 

- provide on-going nutrition education and training of health professionals both 

at under- and post- graduate level, 

- agree on an appropriate, defined level of nutrition education and training for 

each group of health professionals, 

- develop care plans and education material for health professionals giving first 

line dietary advice, 

I - evaluate the accuracy and appropriateness of dietary advice given by health ( 
professionals. 

14. Assess the adequacy and suitability of training non-health professionals e.g. 

home economic teachers, home helps etc. to provide nutrition education. 



The emphasis on health promotion is crucial to the Health Strategy. 

Nonetheless, of necessity the larger bulk of resources will continue to be devoted to 

the treatment of illness and the support of those who need ongoing care. This is 

largely carried out in the acute hospital setting. 

In any acute hospital setting, there is a need to provide both an in-patient and 

out-patient clinical nutritioddietetic service. 

In-patient service : The development of a nutrition care plan involves the 

integration of clinical, biochemical, dietary and anthropometric data. It requires : 

- consideration of current clinical status and treatments and their effect on the 

patient, 

- assessment of the patient's nutritional status and requirements, 

- education of the patient andlor carer in the practical management of 

therapeutic diets, 

- evaluation of the outcome, 

- regular review. 

Out-patient service : Patient management at out-patient level provides for 

regular review of the nutrition care plan when the patient returns to the community. 

The importance of an out-patient service for : 

- the follow-up of patients is vital, as education and goals set for nutrition 

while the patient is in hospital must transfer into achievable practical goals 

at home. 

- dealing with changes in treatment which necessitate re-education of 

the patient. 

- assisting in the management of chronic illness e.g. diabetes mellitus, 

coeliac disease which require on-going education in order to encourage 

compliance and motivation for life-long adherence to difficult dietary 

modifications. 

- the provision of an effective out-patient service to avoid or reduce the need 

for ( further ) hospital admissions. 

- helping to improve the quality of life for the patient. 



The INDI carried out a survey in April, 1995 to assess the level of activity in 
. . 

the Irish general hospitals, regional hospitals and tertiary referral centres.. The 

survey included questions on bed numbers, specialities, number and type of out- 

patient clinics, number of clinical nutritionistsldietitians etc. 

General hospitals 

The general hospitals, providing general medical and surgical facilities need 

to have adequate access to a clinical nutritioddietetic service, both for in-patients 

and out-patients. Table 1 (pages 1 1,12) describes the current level of clinical 

nutritionldietetic service available to the general hospitals ( INDI survey, 1995 ). 

Regional hosuitals 

The regional hospitals, providing more specialised services need to have an 

adequate clinical nutritioddietetic service, again both for in-patients m d  out- 

patients. The requirement for clinical nutritioddietetic staff, however, is greater in 

regional hospitals due to the greater in-patient load and the increased work required 

to treat patients in many of the specialities e.g. endocrinology, gastroenterology, 

cardiology etc. Table 2 (page 14) describes the current level of clinical 

nutritionldietetic service available in the regional hospitals ( INDI survey, 1995 ). 

Tertiarv referral centres 

Tertiary referral centres or supra-regional units in the larger regional and 

teaching hospitals provide highly specialised service(s) and help to concentrate 

resources nationally to best effect. These include special wards or units for AIDS, 

bone marrow transplant, burns, renals, cystic fibrosis etc. As with the more 

general specialities above, this service requires a higher clinical nutritionldietetic 

staff : patient ratio (Table 3, page 15 ) ( INDI survey, 1995 ). 
I 



Table 1. CLINICAL N U T R I T I O N ~ D ~ E T E T ~ C  SERVICE IN ACUTE GENERAL 

General Hospital Bed Numbers 

----I- 
Eastern *** 
St. Michael's, Dun 

Laoighre. 

Loughlinstown. 

Naas. 

James Connolly. 

Midland 

Mullingar. 

Portlaoise. 

Mid Western 

St. John's, 

Limerick. 

North Eastern 

Cavan General. 

Dundalk. 

Clinical 

nutritionists1 

dietitians 

(whole-time 

equivalents) 

84** 

145 

96 

336 

198 

149 

9 1 

209 

1 16 

Monaghan. 

Navan. 

North Western 

Letterkenny 

General. 

South Eastern 

Kilkenny. 

Wexford General. 

Clonmel. 

Ratio of clinica 

nutritionists1 

dietitians : bed 

numbers 

122 

220 

313 

180 

206 

169 

* Source : INDI survey, 1995. 
** Source : Health Statistics, 1992.' 
*** The Special Hospitals in the Eastern Health Authority are dealt with 

separately in Table 9 (page 53). 



General  

Hospital  

Southern  

Bantry, 

Co. Cork. 

Mallow, 

Co. Cork. 

Tralee 

Co. Kerry. 

Mercy Hospital, 

Cork. 

St. Finbarr's, 

Cork. 

South Infirmary, 

Cork. 

Western 

Portiuncula, 

Ballinasloe. 

Castlebar, 

Co. Mayo 

General Hospital, 

Roscommon. 

Bed Numbers Clinical 

nutritionists1 

dietitians 

(whole-time 

equivalents) 

Ratio of clinical 

nutritionists1 

dietitians : bed 

numbers  

* Source : INDI survey, 1995. 
** Source : Health Statistics, 1992.' 
*** The Special Hospitals in the Eastern Health Authority are dealt with 

separately in Table 9 (page 53). 



Hospitals that did participate in the INDI survey 

Eastern : Cherry Orchard, 

Hume Street, 

Peamount, 

St. Mary's, Baldoyle, 

St. Mary's, Cappagh, 

Incorporated Orthopaedic, Clontarf. 

Midland : Tullamore. 

Mid-Westem : Ennis, 

Nenagh. 

North-Westem : Manorhamilton. 

South-Eastem : Cashel, 

Kilcreene, 

Waterford Maternity. 

Southern : Erinville, 

St. Mary's, Gurranebraher. 

Of the above hospitals that did participate in the INDI survey : 

Mullingar General hospital provides an out-patient service ( two sessions per 

month ) to Tullamore General hospital. 

Limerick Regional Hospital provides hospital consultants in the Regional 

Orthopaedic, the Regional Maternity, Ennis General hospital and Nenagh 

General hospital with the option of referring patients to the clinical 

nutritionldietetic out-patient clinics in Limerick Regional. Of necessity, this has 

only been a very limited service. 

None of the other hospitals have any access to a nutritionldietetic service. 



TABLE 2. CLINICAL NUTRITION /D~ETETIC SERVICE IN REGIONAL HOSPITALS, 

Regional Hospital r l  Bed Numbers 

(Total) 

Number of clinical 

nutrition1 dietetic 

specialities 

Clinical 

nutritionists/ 

dietitians (whole- 

tinw equivalents) 

* Source : INDI survey, 1995. 



... . .. 

Centres (Total)  

Eastern 

Beaumont. 62 1 

The Federated : 

- Adelaide 

- Meath 

- National 

Children's. 

Mater. 

180 

275 

9 1 

459 

St. James's. 

Our Lady's, 

Crumlin. 

Temple Street. 

812 

St. Vincent's. 

Number of 

clinical 

nutrition1 

dietetic 

specialities** 

482 

nutritionists1 

dietitians 

(whole-time 

equivalents) 

x Source : INDI survey, 1995. 

" List of clinical nutritionldietetic specialities - Bums, Cardiology 

( + Cardiothoracic Surgery ), Cystic Fibrosis, Detoxification unit, Eating disorders, 

Endocrinology ( + Diabetology ), Ear, nose and throat surgery, Gastroenterology, 

Acute Gerontology, Gastro-intestinal surgery, Hepatology, HIVIAIDS, Intensive 

Care Units ( Medical, Surgical, Coronary, Neurosurgery, Neonatal ), Maxilo- 

Facial, Neurosurgery ( + Spinalmead Injury ), OncologyMaematology 

( + Radiotherapy ), Paediatrics ( + Neonatology ), Renal Medicine ( + Dialysis ), 

Transplant units ( Renal, Hepatic and Bone Marrow ). 



Note : In interpreting Tables 2 and 3 (pages 14,15), care must be exercised as the . . 
rlumber of clinical nutritioddietetic specialities per hospital is not necessarily an 

indication of the level of nutritioddietetic activity. Complete and accurate bed 

numbers for the clinical nutritioddietetic specialities in the regional hospitals and the' 

tertiary referral centres are not available. 

Recommendations for minimum ratios of clinical nutritionistsldietitians to 

patient beds in both general and paediatric hospitals were made by the INDI to the 

Department of Health in 1988 ( Appendix 4, page 107 ). In brief, the 

recommendations are - 
I clinical nutritionistldietitian : 150 Long stay geriatriclpsychiatric beds. 

I clinical nutritionistldietitian : 100 General medicallsurgical beds. 

1 clinical nutritionistldietitian : 20 - 50 beds in a dietetic specialty. 

These ratios have not been accepted by the hospital boards and many 

hospitals are operating far below this recommended minimum. Applying these 

recommendations to the current level of nutritionldietetic service in a regional and a I 

general hospital illustrates the inadequacy of service. The regional University City 
i 

Hospital in Cork has 260 general medical and surgical beds, 316 beds for dietetic i 
I 

specialities and no long stay geriatriclpsychiatric beds. The current staffing level is 1 
I 

3 clinical nutritionistsldietitians. If the minimum recommended staffing level was to I 

be achieved, this would mean an increase from 3 to 10.13 whole-time equivalents. 

The James Connolly Memorial Hospital, Blanchardstown has 189 general medical 

and surgical beds, 37 beds for dietetic specialities and 110 long stay 

geriatriclpsychiatric beds. The current staffing level is 0.5 clinical 

nutritionistsldietitians. If the recommended staffing level was to be achieved in this 

general hospital, this would mean an increase from 0.5 to 3.36 whole-time 

equivalents. 

The Clinical Budgeting Sub-committee of the INDI are currently preparing 

more detailed staffing recommendations. The time required to see each patient type 

is being examined. This information is crucial for effective patient care and will 

help provide a formula whereby based on the specific workload in any given 

hospital, it will be possible to estimate the level of dietetic service required to cater 

for this workload. 

Currently in the United Kingdom there are on average 3 clinical 

nutritionists/dietitians working for the National Health Service for every 100,000 of 



the population. The National Health Service has begun to recognise the inadequacy 

of this level of service and plans to increase the number of nutritionistsldietitians by 

23% by 1997. ' 

As can be seen in Table 4 (page 18), the United Kingdom has 1.7 times the 

number of clinical and community nutritionistsldietitians per head of the population 

as Ireland. Assuming they achieve their projected estimate of increased 

requirement, the United Kingdom will have over twice the number of clinical and 

community nutritionists/dietitians per head of the population as Ireland. To achieve 

an equivalent service in Ireland to that currently ( 1993 ) in the United Kingdom, the 

number of posts in Ireland would have to increase from 72 to 122 wholetime 

equivalents. To achieve an equivalent service in Ireland to the pro-iected service for 

the United Kingdom ( 23% increase by 1997 ), the number of posts in Ireland 

would have to increase from 72 to 150 whole-time equivalents. 



TABLE 4. COMPARISON OF NUTRITION~DIETETIC SERVICE BETWEEN IRELAND 
AND THE UNITED KINGDOM.* 

* Source : Department of Health ( SM13) Annual Census of National Health 

Service Non Medical Manpower, 1994 and Joint Manpower Initiative Staffing 

Survey.' 



* Source : Department of Health, 1993.9 

Profession 

Nutritionistsldietitians 

Speech Therapists 

Occupational Therapists 

Physiotherapists 

In view of the current emphasis on disease prevention in the Health Strategy 

it is important to highlight that nutritionists/dietitians are the only paramedical 

profession with a rehabilitative and preventative role. Other paramedics tend to be 

solely rehabilitative in their function. 

Estimated costing for improving the nutritionldietetic service in the general 

hospitals, regional hospitals and tertiary referral centres are included in Appendix 3. 

Clinical & 

Community Posts 

(whole-time 

equivalents) 

72.12 

205.77 

239.93 

484.70 

"A central aspect of the Health Strategy is to reorient the health 

service towards a health promotion approach. The target is t o  

develop health promotion programmes in school, community,  

workplace and health service settinps." 

Ratio 

(WTE per head of the 

population) 

1 :48,846 

1:17,134 

1 : 14,698 

1:7,274 

The identification of the hospital as one of the key areas in a settings 

approach ( as opposed to a topic-based approach ) to health promotion, has led to 

the development of the International WHO Network of Health Promoting Hospitals. 

This network stresses the necessity to reorient the existing health services towards 

health, as well as to illness and is set to use the European Pilot Hospital Project as 

its strategy to develop hospitals as health promoting organisations. 

The European Pilot Hospital Project links together twenty European 

hospitals from twelve countries over a four year period from 1993 to 1996. Ireland 

is represented by James Connolly Memorial Hospital, Blanchardstown, Dublin. 



The main focus of the Pilot Hospital Project are health promoting activities which . it . 

is hoped will demonstrate the positive benefits of health promoting concepts within 

the hospital environment, thus producing a wide variety of documented and 

evaluated experiences for concrete health promotion programmes. 

The Health Promotion Unit in Ireland is anxious that the Irish Network of 

Health Promoting Hospitals be expanded to allow the experience of the pilot 

hospital to be made available to a~l 'hos~i ta ls . '~  



. All acute hospitals should provide an in-patient and out-patient clinical 

nutritionldietetic service. 

. Access to a clinical nutritionldietetic service for general hospitals might be more 

easily obtained by providing geographic cover e.g. clinical nutritionistldietitian 

in Waterford providing a service to Clonmel. 

. Mir~inzrtr?i staffing recommendations for the acute hospitals need to be 

implemented, in order to ensure a quality service. 

. The need for a higher ratio of clinical nutritionists/dietitians:patients in acute 

hospitals with clinical nutritioddietetic specialities needs to be catered for. 

. Resources should be allocated for the clinical audit of services for both in- 

patients and out-patients. 

. The drive for Health Promotion in the hospital setting needs to be supported by : 

- providing adequate staffing levels to allow nutritionistsldietitians to 

participate in Health Promotion in the hospital setting, 

- expanding the Irish Network of Health Promoting Hospitals. 



. Determine the most appropriate and effective means of providing a clinica 

service in the community, based on local needs and priorities : 

-clinical nutritionisVdietitian ( acutelspecial hospital ) with a community 

attachment, or 

-community nutritionisvdietitian ( health promotion emphasis ),or 

- community nutritionistldietitian ( clinical service emphasis ). 

Implement this service; on a phased basis if necessary. 

. Compare the effectiveness of community nutritionistsldietitians with a specific 

focus versus the present generic community nutritionistsldietitians. The focu! 

could be health promotion or clinical work, or an even more specific focus ir 

terms of health promotion project or type of clinical work. 

. Assess the limited access for GP's and Special hospitals to clinica 

nutritionldietetic community services and submit this information to the Boarc 

of each Health Authority. 

. Implement the proposals outlined above for the strengthening of linkage? 

between : 

- GP's and clinical nutritionists/dietitians, 

- all health professionals and community nutritionistsldietitians ( health 

promotion emphasis ), 

- nutritionists/dietitians and the wider environment. 



5 .  Plan to provide a greater level of clinical nutritionldietetic service to GP's ( in a 

health authorities ) either in general practices, health centres, out-patier 

departments or day care centres of hospitals. 

5. Aim to improve any existing nutritionldietetic service in GP practice units by : 

- developing protocols for referral to the clinical nutritionistldietitian, 

- implementation of standard care plans for the regular review of 

patients e.g. diabetics, coeliacs, home nutritional support etc., 

- selective targeting of the more "at risk" subgroups of obese and 

hyperlipidemic patients, 

- group review visits for certain obese patients, 

- greater nutrition education of GP's and practice nurses. 

7. Plan to provide a clinical service to Special hospitals : 

- clinical nutritionisVdietitian ( acutelspecial hospital ) with a community 

attachment, or 

- community nutritionisVdietitian ( health promotion emphasis ),or 

- community nutritionisVdietitian ( clinical service emphasis ). 

Models of best practice would need to be pilot tested. 

8. Plan to provide a domiciliary service for specified patients. Draw up tt 

necessary protocols for referral. 

9. Research the current service care plans for those on home nutritional suppo 

and make appropriate recommendations. 



3.1.1 MANAGEMENT STRUCTURE. 

Recommended management structure for clinical and community 

nutritiontdietetic posts. 

In the diagrams which follow, the unbroken lines represent executive 

responsibility and the broken lines represent functional responsibility. Executive 

responsibility is a line management responsibility for the staff who report directly to 

the manager. Functional responsibility is a responsibility for a particular function or 

discipline which relates to staff in other parts of the organisation who cany out the 

function or the discipline but who do not report directly to the manager who has this 

responsibility. 

Figure 4(a). For clinical post ( Acute h o s ~ i t a l  ) .  



Figure 4(b). For communitv post ( Health promotion emphasis ) .  



Figure 4(c). For communitv ~ o s t  - ( Clinical service emphasis : 

GP's. Special hospitals. domiciliary visits ) .  

Health . .. 

, . . . . .  

I . . 



3.1.2 HEALTH AUTHORITIES. 

The Health Authorities "will be responsible for  providing, directly 

o r  indirectly, all health and  personal social services in their 

functional areas." Policy functions of each Health Authority will be carried out 

directly by the Board while operational functions will be delegated to the 

Management team. The Boards of the authorities will : 

* Decide on a multi-annual strategic plan based on the identified needs of its 

population and take into account statutory requirements and national policy 

guidelines. 

* Determine, at the beginning of each year, the level of services to be provided 

within the expenditure limits set by the allocation. 

* Agree and submit to the Minister a budget for those services within the 

expenditure limits determined by the allocation. 

The INDI is anxious to ensure that nutritionistsldietitians can have 

representation on the Boards and Management teams in the different Health 

Authorities or have an effective input to decision making to ensure that 

recommendations for the improvement of the nutritioddietetic service are given due 

consideration. Currently Nutrition Health Promotion is included as part of the 

Health Strategy and the Health Promotion Strategy plans. Provision for a similar 

structure for a clinical nutritioddietetic service now needs to be considered. A 

"Clinical NutritionIDietetic Framework For Action," similar to that for Nutrition 

Health Promotion ' is required. 

The INDI proposes that the appointment of nutritiontdietetic service co- 

ordinators would facilitate the planning and supervision of the implementation of the 

Clinical NutritiodDietetic Framework For Action and the Nutrition Health 

Promotion Framework For Action. For example in the Eastem Health Authority, 

the nutritioddietetic service co-ordinators could be responsible for co-ordinating the 

work of the : 

community nutritionistsldietitians ( health promotion emphasis ), 

community nutritionists/dietitians ( clinical service emphasis ) e. g. home 

nutritional support, 

community nutritionistsldietitians with specific remits e.g. the mentally 

handicapped, the elderly, 

clinical nutritionistsldietitians ( hospitals ). 



Figure 5. Recommended management structure for nutritionldietetic 

seivices ( PHASE I ). 

Consultant nutritionistldietitian Consultant nutritionistldietitian 

( health promotion ) 

I 
( clinical service ) 

: . .'. ' '7 Unit - . , :  ,, :. ". '..'.;..". .~ 
<:;?.in [tie ie+. of H ~ l t h , .  . . .  . . .  *- .. :_.... ... .^. . . . . . . .  

4 
Community nutritionists/dietitians 

( health promotion emphasis ) 

.+ . 
Community nutrit~on~stsl dietitians 

( clinical service emphasis ) and 

clinical nutritionistsldietitians 

( hospital ) 



Figure 5. Recommended management structure for nutritionldietetic 

services ( PHASE I1 ). 

Consultant nutritionistsldietitians 

( health promotion ) 

Consultant nutritionistsldietitians 

( clinical service ) 

t 
Clinical NutritionfDietetic 

Advisory Committee 

t 

- * . . < . . . . . . .-. 7 - . . ;  7 . 
. . Health Authority:". 7 '  ....-.- +'.!?. D\.--:>.. .:.'.:.;.i:..*.: 

Nutritioflietetic Service Co-ordinator 

Community nutritionistsldietitians Community nutritionists1 dietitians 

( health promotion emphasis ) ( clinical service emphasis ) and 

clinical nutritionistsldietitians 

( hospital ) 



NUMBER O F  HOSPITAL ( ACUTE AND SPECIAL ) CLINICAL 
N U T R ~ ~ ' ~ O N ~ S T S / D I E T ~ T ~ A N S  PER HEALTH AUTHORITY, IRELAND, 1995.* 

Health 
Authority 

Eastern 

Midland 

I 

Mid-Western 

North-Eastern 

* Source : INDI survey, 1995. 

Clinical Posts, 
1 9 9 5  

( Whole-Time 
Equivalents ) 

50.4 1 

1.17 

2 

, North-Western 

South-Eastem 

Southern 

Western 

Ireland 

3.96 

Population, 
1 9 9 1  

( Central 
Statistics 
Office ) 

1,245,225 

202,984 

3 10,728 

3 

4.5 

7.5 

5.07 

7 7 . 6 1  

Ratio 
( WTE per 

head of 
population ) 

1 : 24,702 

1 : 173,491 

1 : 155,364 

300,183 1 : 75,804 

208,174 

383,188 

532,263 

342,974 

3 , 5 2 5 , 7 1 9  

1 : 69,391 

1 : 85,153 

1 : 70,968 

1 : 67,648 

1 : 45,429 



~ i e w  of the fact that the current state of nutritionldietetics is underdeveloped, th 

fession is anxious to ensure a planned approach to the provision of a mor 

litable and higher quality service. Steps in this planned approach would include 

Establishing and evaluating options for the provision of a nutritioddieteti 

service and determining the most effective and appropriate option for eac 

individual situation. 

Encouraging the establishment and analysis of national and local informatio 

systems. 

Prioritising process evaluation, outcome evaluation and auditing to ensure th: 

these become an integral part of a nutritionist's/dietitian's function. 

Being actively involved in the discussions for the development of programme 

for clinical audit. 

Focusing research in nutritioddietetics on the measurement of outcome and cos 

effectiveness. 

Appointing nutritionistsldietitians in the national and regional Public Healtl 

Departments with responsibility for the planning and evaluation of th' 

nutritionldietetic service. 



Input into Boards and Management teams of Health Authorities with : 

- nutritionldietetic service plans based on identified needs and Health Strategy 

guidelines, 

- budget proposals. 

Establish a consultant clinical nutritionistldietitian in the Department of Health a: 

a first step in addressing the area of clinical nutritionldietetics. Suggest thc 

possibility of starting with a principal nutritionistldietitian on a one day release 

from the hospital. 

Work towards the establishment of a Clinical Nutrition/Dietetic Advisor) 

Committee in the Department of Health to advise on all clinical matters. 

Implement the recommended management structure for communit) 

nutritionistsldietitians ( health promotion emphasis ) communit) 

nutritionistsldietitians ( clinical service emphasis ), clinical nutritionistsldietitian! 

in hospitals and nutritionistsldietitians in regional Public Health departments anc 

in the Department of Health. 

Devise proposals for eligibility criteria and rules governing charges. 

Provide cover under the General Medical Service and Voluntary Healtt 

Insurance i.e. public and private patients, for a clinical nutritioddietetic service 

( community and hospital ). 

Review of the referral system. 

- Validate screening tools for assessment of nutritional status for use in hospital! 

as a filter for referrals to the clinical nutritioddietetic service. 

-Encourage the transfer of referrals from hospitals to the community and vice 

versa to link services. 



Individual "Recommendation Sections" at the close of each chapter give more 

details of the specific proposals on the Services, the Framework, the Participants and 

the Action Plan. The principal recommendations are summarised below. The INDI is 

satisfied that it is feasible, cost-effective and necessary to implement these 

recommendations wilhin the specified time-frame. 

A : Communitv Health Promotion 

+ Secure the appointment of one community nutritionist/dietitkin in  each Health 

Authority by 1995, as a first step in developing the community service. Funding 

for a two year period for each of these posts is already available within the Health 

Promotion's budget as outlined in the "Nutrition Health Promotion Framework For 

Action". The Eastern, Southern and Mid-Westem Health Authorities should 

immediately request that these community posts be sanctioned. 

+ Establish a team of community nutritionistsldietitians per Health Authority with a 

ratio of one per 150,000 of the population to promote healthy nutrition and to 

achieve the risk reduction targets outlined in the Health Promotion section of the 

Health Strategy. 

The cost differential of £698,789 over a 5-year period for the development of the 

community nutritionhealth promotion service is detailed in Appendix 3 (page 97). 

The implementation plan (pages 103-106) outlines the phased introduction of these 

posts over this period. 



o Secure the filling of the post of Nutrition Advisor to the Elderly in the Eastern 

Health Authority which has remained vacant for the last three years. 

+ Develop specific nutrition policies and programmes for targeting resources towards 

groups/areas with low health status e.g. travellers, low socio-economic groups. 

o Formulate national policies on Food and Nutrition, Infant Feeding and Catering in 

Institutions. 

o Develop nutrition education programmes for health professionals 

B : Acute Hospital Service 

o Provide access to a clinical nutritionldietetic service ( both in-patient and out- 

patient ) for those hospitals that are currently without a service. Access to the 

service for the smaller general hospitals might be more easily obtained by providing 

geographic cover e.g. the clinical nutritionistldietitian in Waterford General Hospital 

providing a service to Clonmel General Hospital. 

+ Ensure that the recommended minimum staffing levels in all general hospitals are 

realised. 

6 Ensure the provision of quality care for patients by achieving the recommended 

minimum staffing levels in all regional hospitals and tertiary referral centres taking 

account of the increased nutritionldietetic workload with certain specialities. 

The cost differential of £2,174,717 over a 5-year period for securing the extra posts 

in the acute hospital service is detailed in Appendix 3 (pages 93-95). The 

implementation plan (pages 103-106) outlines the phased introduction of these posts 

over this period. 

4 Address the problem of malnutrition in the acute hospital setting by pilot testing the 

effectiveness of methods that aid its earlier detection and treatment. 



C : Clinical Communitv Service 

v Provide GP's with access to a clinical nutritioddietetic service for their patients in 

general practices, health centres and hospital out-patient departmentslday care 

centres. Funding for the provision of this service would need to be agreed. GP's 

with practices near hospitals could refer directly into the local hospital, while 

community nutritionists/dietitians could provide a' nutritioddietetic service in 

outlying clinics for those GP's with practices located further from the hospital. 

The cost differential of £539625 over a 5-year period for providing GP's with 

access to a clinical nutritioddietetic service is detailed in Appendix 3 (page 98). The 

implementation plan (pages 103-106) outlines the phased introduction of these posts 

over this period. 

+ Assess the effectiveness of nutritionistsldietitians providing a service to GP's in  the 

Western ( Galway ), North-Western ( Letterkenny & Sligo ) and South-Eastern 

( Tipperary ) Health Authorities. 

+ Provide Special Hospitals with access to a clinical nutritioddietetic service. Models 

of best practice urgently need to be pilot tested. Assuming an increase in the 

staffing levels in the community setting, it is envisaged that community 

nutritionistsldietitians would largely be able to provide this service to Special 

Hospitals. 

+ In the Eastem Health Authority, however, because of its high concentration of 

Special Hospitals, it is more appropriate to provide community 

nutritionists/dietitians with a clinical service emphasis specifically for Special 

Hospitals. 

The cost differential of £338566 over a 5-year period for providing Special 

Hospitals in the Eastern Health Authority with access to a nutritioddietetic service is 

detailed in Appendix 3, (page 96). The implementation plan (pages 103-106) 

outlines the phased introduction of these posts over this period. 



o Secure pilot-posts and projects for the provision of a service to the mentally 

handicapped. 

o Develop a domiciliary nutritionldietetic service for specified patients. 

+ Secure the nutritioddietetic pilot-post sanctioned for home nutritional support in the 

Eastern Health Authority. 

+ Establish a national registry of patients on Home Nutritional Support. 

A : Orpanisational and management structure 

+ Appoint a NutritiodDietetic Service Co-ordinator in each Health Authority area to : 

1) Develop a "Clinical NutritionDietetic Framework For Action" and supervise its 

implementation. 

2) Co-ordinate the clinical hospital, clinical community and the community health 

promotion services at regional level. 

3) Develop proposals for the nutritioddietetic service based on identified needs, taking 

account of Health Strategy guidelines and budgets, for Boards and Management 

teams in each Health Authority. 

+ Work towards the establishment of a Clinical NutritiodDietetic Advisory Committee 

in the Department of Health to advise on all clinical matters in hospital and 

community settings. 



B : Health gain and Social gain 

4 Establish and evaluate options for the provision of a nutritioddietetic service and 

determine the most effective and appropriate option for each individual situation. 

4 Focus nutritionldietetic research on the measurement of efficacy and cost- 

effectiveness. 

+ Participate in the development of programmes for clinical audit, 

4 Appoint nutritionistsldietitians in the Public Health Departments with responsibility 

for the planning and evaluation of the nutritionJdietetic service. 

A : Student trainin5 

+ Obtain the commitment from the Education Authorities and the Department of 

Health to increase the resources and the manpower ( clinical tutors ) necessary to 

ensure a continued high standard of training. 

B : Statutory reoistration 

4 Secure statutory registration for nutritionists/dietitians by establishing a Council for 

Professions Supplementary to Medicine with separate boards for designated health 

and social professions, one of which would be a Nutritiomietetic Board. 



o Prioritise the following areas, in terms of specific nutrition policies, community. 

nutrition programmes ind provision of access to a clinical nutritioddietetic service : 

- Low socio-economic groups. 

-Women's health. 

- Travellers' health. 

- I11 and dependent elderly. 

- Mentally handicapped 

The current annual cost for the provision of the nutritionldietetic service in Ireland is 

f 1.5 million in 1994 prices. The estimated annual cost of implementing the 

recommendations in this report amounts to £3.75 million, increasing the cost for the 

provision of the nutritionldietetic service in Ireland by the year 2000 to a total of 

£5.25 million in 1994 prices ( Appendix 3, page 99 ). The implementation plan 

(pages 103-106) outlines the phased introduction of these posts over a 5-year 

period. 


