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WORKFORCE DEMAND STUDY
Results and Recommendations
Dietetics Workforce Demand Study Task Force
Supplement: An Introduction
Susan H. Laramee, MS, RD, LDN, FADA; Margaret Tate, MS, RD
You can and should shape your own
future; because if you don’t some-
body else surely will—Joel Barker,
Futurist and Expert in the Concept
of Paradigm Shifts

U
NDERSTANDING THE FUTURE
of the dietetics profession and
the role of dietetics practitio-
ners during the next decade
demands an in-depth under-

standing of the factors in the environment
driving the profession. To effectively meet
these challenges, dietetics practitioners
will be required to use available data to un-
derstand future needs and to make changes.
To achieve these goals, the Dietetics Work-
force Demand Study Task Force (Figure 1),
appointed by the Commission on Dietetic
Registration, has completed a comprehen-
sive review and future projections based on
Task Force members’ best understanding of
the profession in 2011. In the more than 30
years since the first, and only, dietetics
workforce demand study was conducted
and published, the profession has grown
steadily and consistently in each decade,
with dietetic practitioners continuing to ex-
pand the roles within various sectors of di-
etetics practice and variety of practice set-
tings (Figure 2).

In the 21st century, the Academy of Nu-
trition and Dietetics will need to continue
to rapidly identify future trends for the
practice development, education, and cre-
dentialing needs of dietetics practitioners
and the clients they serve. Understanding
the workforce allows the Academy to better
align its strategy and resources to ade-
quately support the dietetics practitioner
and develop new practitioners to achieve
the profession’s goals and position the pro-
fession to meet future demands. Many have
visions of the future that include the recog-
nition, rewards, and respect for the profes-
sion that dietetics practitioners so richly de-
serve. To reach this vision, the Academy is
challenged by the need to confront three

Statement of Potential Conflict of Interest
and Funding/Support: See page S9.

Copyright © 2012 by the Academy of Nu-
trition and Dietetics
2212-2672/$36.00
doi: 10.1016/j.jand.2011.11.015
© 2012 by the Academy of Nutrition and Dietetics.
major goals: increase entrants into the pro-
fession; learn to work effectively, proac-
tively, and, when appropriate, in partner-
ship with competitors; and support
dietetics practitioners in the development
and advancement of career skills and com-
petencies that meet the demands of society
and the workplace.

This Supplement reports the work of
the Dietetics Workforce Demand Study
Task Force during the period 2009-2011.
A major component of the work has in-
cluded an extensive examination of the
factors influencing workforce supply and
demand, and this Supplement presents
articles that are based on these factors and
that support the work of the Task Force.

FUTURE CHANGES DRIVING
DIETETIC WORKFORCE SUPPLY
AND DEMAND: FUTURE SCAN
2011 TO 2021
The Future Scan identifies the 10 change
drivers anticipated to have the greatest
impact on the dietetics profession’s work-
force supply and demand and presents
the research supporting each driver. Driv-
ers with the highest anticipated impact
are aging of the population and profes-
sion, workforce education and entry to
the profession, interdisciplinary teaming,
and population risk factors and nutrition
initiatives that will increase demand.

Figure 1. Commission on Dietetic Regi
Task Force, 2011-2012.
JOURNAL OF THE ACA
FOUR FUTURES FOR DIETETICS
WORKFORCE SUPPLY AND
DEMAND: 2011-2021
SCENARIOS
Using four scenarios that depict a range of
different supply to demand ratios (namely,
Underprepared for the Future, Preferred Fu-
ture, Feared Future, and Overproduced Fu-
ture) this article illustrates the critical
changes and choices that lie ahead for the
profession. The scenarios were used to ex-
plore how the future might unfold and to
explore the critical choices that will be
needed during the next decade.

POPULATION RISK FACTORS
AND TRENDS IN HEALTH CARE
AND PUBLIC POLICY
This article provides the technical, in-
depth background for understanding
population risk factors that will affect the
dietetics profession in the coming decade,
the current workforce, and the antici-
pated shifting intervention approaches
and changing practice roles.

FRAMEWORK FOR ANALYZING
SUPPLY AND DEMAND FOR
SPECIALIST AND ADVANCED
PRACTICE REGISTERED DIETITIANS
Based on a review of how registered dieti-

ion Dietetics Workforce Demand Study
strat
tians (RDs) are currently practicing in spe-
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cialist roles and the opportunities for ad-
vanced practice, this article provides
current supply information and opportu-
nities for dietetics practitioners to de-
velop future practice roles.

AN OVERVIEW OF THE
INTENTIONS OF HEALTH CARE
REFORM
This article presents a summary of health
care reform legislation and describes its
impact on the dietetics profession so far,
and its implications for the future.

DIETETICS TRENDS AS
REFLECTED IN VARIOUS
PRIMARY RESEARCH PROJECTS:
1995-2011
This analysis of 12 research projects (eg,
dietetics practice audits, compensation
and benefits surveys, and member-needs
assessments) conducted in the past 16
years presents trends related to work-
force supply and demand.

Figure 2. Roles of dietetics practitioners
Delegates: Final Report of the Phase 2 Fu
S8 JOURNAL OF THE ACADEMY OF NUTRITIO
DIETETICS SUPPLY AND
DEMAND: 2010-2020
QUANTITATIVE REPORT
Conducted by the Lewin Group, this re-
port is a review of the supply and demand
drivers with projections for the workforce
supply and demand for the next decade.
Mathematical modeling—one that can be
used by the Academy moving forward—
was used to develop the projections.

While considering the future and the
changes that will affect the dietetics pro-
fession, it is clear that both RDs and di-
etetic technicians, registered, may need to
make substantial changes in their practice
in order to remain on the cutting edge.
The world is moving at lightning speed,
and the success of dietetics practitioners
will depend on how fast we can reinvent
ourselves to maintain our relevance. The
goal is to position the profession to thrive
in this rapidly changing environment—to
create opportunities out of the challenges
that dietetics practitioners will encoun-
ter. Dietetics practitioners need to be the

arious practice sectors. Source: American
Practice and Education Task Force. July
N AND DIETETICS
change agent that steers the profession in
the direction of a desirable future. To cre-
ate this desired future will require a
shared responsibility between the Acad-
emy and the individual members.

Experts have defined the characteristics
that individuals need to succeed in a con-
tinually changing setting, whether at
home or work. Adaptability and risk tak-
ing will be essential. The profession will
no longer be able to afford the luxury of
expecting perfection—perfection paraly-
sis will get the profession nowhere. In-
stead, dietetics practitioners will need to
learn to move quickly then reassess to de-
termine if additional changes are needed.
Future success will also require the accep-
tance of ambiguity, uncertainty, and con-
tinued change. In addition, dietetics prac-
titioners will need to be resilient and
flexible, as the ability to “go with the flow”
will be imperative for a winning tomor-
row. Dietetics practitioners come from a
science-based educational background,
so some of the characteristics or qualities
for successfully navigating change are

tetic Association. Report to the House of
008 (unpublished).
in v Die
ture 15, 2
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WORKFORCE DEMAND STUDY
outside the comfort zone for many dietet-
ics practitioners, but maintenance of
technical expertise is essential through-
out development of the skills and charac-
teristics necessary for the new tomorrow.

Ten years from now, professional prac-
tice in dietetics might be very different
from what it is today. Dietetics practitio-
ners will need to become lifelong learners
and continually be in the process of par-
ticipating in focused training or retooling.
Members of the profession have the tech-
nical nutrition expertise, but additional
skills—including interpersonal skills, leader-
ship, interdisciplinary team skills, and
communication—will be needed for the
workplace of tomorrow. Dietetics practi-

tioners must be able to maximize oppor-

March 2012 Suppl 1 Volume 112 Number 3
tunities by influencing change at all orga-
nizational levels, which will necessitate
the development of business skills, in-
cluding management and administration,
to demonstrate value by measuring cost-
effectiveness. Communicating the worth
of dietetics practitioners using business
language will be imperative to influence
people in leadership positions, such as
policy makers and administrators.

Employers will continue to move away
from hiring based on credentials to hiring
based on skills, and dietetics practitioners
will need to demonstrate that they pos-
sess those skills. Dietetics practitioners
will also need to broaden their perspec-
tive and begin looking at and understand-

ing the larger health care or foodservice

JOURNAL OF THE ACAD
environment that affects them. In other
words, they will need to begin seeing the
world from a much larger, more holistic
viewpoint than just food and nutrition
alone.

While reading this Supplement, readers
are encouraged to consider how the next
decade will affect the profession and what
their role will be in the future of nutrition
and dietetics. Each RD and dietetic techni-
cian, registered has the ability to shape
the future by supporting entry of new
professionals into the profession, strategi-
cally dealing with competition, and con-
tinuing development of the technical and
business skills and competencies needed

to succeed.
AUTHOR INFORMATION
S. H. Laramee is recruitment manager, clinical, Talent Acquisition–Human Resources, Sodexo, Rockport, MA, and chair of the Dietetics Workforce
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WORKFORCE DEMAND STUDY
Results and Recommendations
Future Changes Driving Dietetics Workforce Supply
and Demand: Future Scan 2012-2022
Marsha Rhea, MPA, CAE; Craig Bettles, MA

EXECUTIVE SUMMARY
The dietetics profession faces many workforce challenges and opportunities to ensure that registered dietitians (RDs) and dietetic technicians, registered
(DTRs) are at the forefront of health and nutrition. The profession must prepare for new public priorities, changes in population, and the restructuring of how
people learn and work, as well as new advances in science and technology. In September 2010, the Dietetics Workforce Demand Task Force, in consultation
with a panel of thought leaders, identified 10 change drivers that affect dietetics workforce supply and demand. This future scan report provides an overview
of eight of these drivers. Two change drivers—health care reform and population risk factors/nutrition initiatives—are addressed in separate technical
articles. A change matrix has been included at the end of this executive summary. The matrix contains a summary of each change driver and its expected
impact and is designed to present the drivers in the context of a larger, dynamic system of change in the dietetics profession. The impact of any of these
change drivers individually and collectively in a dynamic system is uncertain. The outcome of any change driver is also uncertain. The dietetics profession
faces many choices within each change driver to meet the workforce challenges and seize the opportunities for leadership and growth.
J Acad Nutr Diet. 2012;112(suppl 1):S10-S24.
T
HE DIETETICS WORKFORCE
Demand Study Task Force
commissioned this future scan,
as well as a series of technical
articles to inform its workforce

projections. Signature i, LLC—with assis-
tance from Trend Spot Consulting—de-
signed and facilitated a 1-day workshop
on September 27, 2010, with 14 thought
leaders offering diverse perspectives on
the future of the field. Through analysis
and prioritization, the thought leaders
(Textbox) narrowed the possible trends
and issues shaping the profession to 10
change drivers. After facilitating this ses-
sion, futurists Marsha Rhea from Signa-
ture i, LLC and Craig Bettles from Trend
Spot Consulting researched eight of the
change drivers. This futures scan is the
synthesis of a wide-ranging literature
scan using futurist methodologies to

Meets Learning Need Codes 1000, 1040, 4080,
4190, and 6000. To take the Continuing
Professional Education quiz for this article, log
in to www.eatright.org, click the “My Profile”
link under your name at the top of the
homepage, select “Journal Quiz” from the
menu on your myAcademy page, click
“Journal Article Quiz” on the next page, and
then click the “Additional Journal CPE Articles”
button to view a list of available quizzes, from
which you may select the quiz for this article.

Statement of Potential Conflict of Interest
and Funding/Support: See page S24.

Copyright © 2012 by the Academy of Nu-
trition and Dietetics
2212-2672/$36.00
doi: 10.1016/j.jand.2011.12.008
S10 JOURNAL OF THE ACADEMY OF NUTRITI
identify and analyze changes and their
implications.

HOW TO READ THIS
FUTURES SCAN
This futures scan has been designed to
serve two purposes: to help the profes-
sion explore the future, and to support the
Dietetics Workforce Demand Task Force
in creating scenarios to use in modeling
workforce supply and demand projec-
tions. Each change driver opens with a
narrative image of the future that comes
from the futures scan research and meets
the standards of plausibility and probabil-
ity. However, it is not intended to present
a view of the expected future, but rather
to demonstrate implications for work-
force supply and demand.

Each section presents a Figure that con-
tains a summary statement of that change
driver, lists some of the workforce chal-
lenges and opportunities, and then closes
with a statement assessing the impact on
the dietetics workforce. How much of an
impact each change driver will have on
supply and demand is indexed as low,
middle, or high. This is a subjective index
that is a first step toward a quantitative
estimate of the relative influence each
change driver should have in modeling di-
etetics workforce supply and demand.

A future research directions section fol-
lows for each change driver. These short
summaries explain key or provocative
findings from the futures scan. Selected
references are included for those who
want to read more about these trends, is-
sues, and developments.

Change Drivers Matrix
The change driver matrix (Figure 1) offers
an at-a-glance view of the change drivers
ON AND DIETETICS © 2
and makes it easier to consider how they
might interact with one another in a sce-
nario view of workforce supply and de-
mand.

Aging Population Drives
Opportunities and Challenges
Figure 2 summarizes the dietetics workforce
implications of an aging population.

The US Census Bureau has projected
that the elderly population, those aged 65
years and older, will grow by �36% be-
tween 2000 and 2020. Keeping this grow-
ing population healthy and involved in
and contributing to society is a key chal-
lenge for the future and an opportunity for
the dietetics profession.

The “Baby Boomers”—a generation
whose 65th birthday celebrations started
in 2011—are the leading edge of a rapidly
aging America. The Boomers are not only
the largest generation to enter retirement,
they are also the most educated, wealthi-
est, and most diverse generation to enter
retirement. For both personal and finan-
cial reasons, many members of this gener-
ation will remain active in the workforce
and their communities after retirement.

Keeping elderly workers engaged is also a
priority for many organizations. Older work-
ershavevaluableskillsandexperiencebutare
looking for more flexibility in work arrange-
ments as they get older. This desire will lead
to expansions of flex-scheduling, phased re-
tirement, mentorship programs, and com-
pany wellness programs.

Keeping the Boomers active and in-
volved will require better health and well-
ness programs. Aging dramatically in-
creases the risk of preventable chronic
diseases and disability. Much of this can
be prevented with better nutrition com-
bined with physical and mental activity.
012 by the Academy of Nutrition and Dietetics.
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a b c
Figure 1. Change drivers matrix. H�high; M�medium; L�low.
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WORKFORCE DEMAND STUDY
ThegrowthofBoomers,combinedwiththe
need to keep them active and involved, will
create opportunities for a range of geriatric
care specialties focused on prevention.

Future Directions Research
The Aging of America. The aging of Amer-
ica is rapidly forcing industries across the
country to develop new ways to keep older
Americans ingoodhealthastheyvolunteer in
the community and are involved in the work-
force. The US Census Bureau projects that the
elderly population, those aged 65 years and
older, will grow by an estimated 120% by
2050.Themajorityofthoseindividualswillbe
interestedinleavingtheworkforceoraltering
their work lives, prompting organizations
across the country to develop new ways to
keep talented and knowledgeable older
workers on their payrolls (1). The problem is
most acute in the health professions, where a
rapidly aging workforce is encountering in-
creased demand from an aging population. In
the dietetics profession, based on historical
workforce data, dietetics expects to experi-
ence a rate of attrition (dietetics practitioners
who leave the workforce for reasons of emi-
gration,extendedleave,retirement,ordeath)
of2%to5%,whichwillhaveanimpactonsup-
ply (2). Some of the methods used by busi-
nesses to keep older Americans engaged in
the workforce include flex-scheduling,
phased retirement, tailored benefit packages,
mentorshipprograms,supportservicesforel-
derly workers, and wellness programs (2).

The “New Older” American. Greater re-
sources and higher educational attainment
throughout their lifetimes will likely mean
that retiring Baby Boomers will be in better
overall health, will work or volunteer in their
communities longer, and will demand better
geriatric care in their retirement. In 2011, the
first of the Baby Boomers (those born be-

Figure 2. Aging population implicatio
technician, registered.
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tween 1946 and 1964) will turn 65 and begin
to leave the workforce. The Baby Boomers,
particularly those born earlier, were the most
educated generation in American history. Ac-
cording to Census Bureau data, 43% of men
and 40% of women aged 55 to 64 years have
attained some type of college degree. Corre-
spondingly, the Baby Boomers are also one of
the wealthiest generations to enter retire-
ment. However, Baby Boomers also have a
smaller pool of potential family caregivers
than current older people because of smaller
family sizes and higher divorce rates (3).

The Needs of the “Oldest Old.” Greater
longevity because of better nutrition, safety,
and medical care means that the “oldest
old”—those aged 85 years and older—have
become the fastest growing cohort among
age groups. According to Census Bureau pro-
jections, the population of this group is ex-
pected to grow by 377% by the year 2050.
These individuals are the most frequent per-
capitausersofhealthcareservices.Theyoften
suffer from multiple chronic diseases and re-
ceive aggressive end-of-life care (4-6).

Healthy Aging. Keeping the growing gen-
erationofelderlypeoplehealthyandinvolved
is vital to adapting to the aging of America.
Older people are at higher risk for a variety of
preventable chronic health problems, includ-
ingcertaintypesofcancer,cardiovasculardis-
ease, diabetes, and osteoporosis. According to
researchpublishedintheNewEnglandJournal
ofMedicine, almost75%ofelderlypeoplehave
at least one chronic illness, and roughly 50%
have at least two chronic illnesses. Even more
alarming is the rise in disability. Recent re-
search conducted by The Rand Corporation
shows substantial increases in disability
among those aged 50 to 64 years. Increases in
the disability of the population will likely lead

RD�registered dietitian; DTR�dietetic
to higher levels of unemployment, underem-
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ployment, and need for home care in the fu-
ture (7).

Registered dietitians (RDs) can play a vital
roleinpreventingchronicdiseaseanddisabil-
ity in elderly patients and clients by providing
good nutrition counseling as part of a com-
prehensive health and wellness program.
Such programs, focused on improving diet
and increasing mental and physical activity,
cangreatlylowertheincidenceofchronicdis-
ease and disability. Unfortunately, the US
health care system is primarily focused on
treating disease rather than preventing it. The
Centers for Disease Control and Prevention
estimates that 75% of the nation’s health care
spending—approximately $5,300 per person
in the United States each year—is spent on
chronic disease. Only approximately 3% is
spent on public health and primary preven-
tion activities, compared with approximately
84% allocated to some form of care from phy-
sician services to hospital care to prescription
drugs, according to the Kaiser Family Founda-
tion (8).

Population and Workforce
Diversity Challenges Profession
to Change
Figure 3 summarizes the dietetics workforce
implications of population and workforce
diversity.

Global migration is reshaping the future of
America. High rates of immigration during
the last 20 years have led to vibrant immi-
grant communities across the United States.
Although the bleak US job market has slowed
down immigration in the last 2 years, these
communities remain some of the fastest
growing in the United States, and children of
recent immigrants are the fastest growing
segment of the US population.

However, many of these growing com-
munities suffer from poor health related to
diet, exercise, and social and environmental
conditions. These groups need programs
that target behavior change in schools, uni-
versities, and community centers. Good
government- and foundation-sponsored
programs that target these points of inter-
action exist, but their reach is limited. Many
of these programs, particularly school and
college foodservice and food programs,
need to be overhauled to improve nutrition
and provide more nutrition counseling to
improve eating habits.

Creating meaningful change in commu-
nities of color requires a high level of cul-
tural competence. Meals are a chance for
family and friends to come together, share
stories, and build bonds of identity and
meaning, and every community has its
own cultural approaches to food and nu-
trition. Professions that wish to make a
meaningful impact in culturally diverse
communities will need to embrace diver-
sity at all levels (including racial, ethnic,
and sex). For many professions, this will
require improving cultural competency,
raising awareness, and actively recruiting
ns. a
new members from these communities.
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Future Directions Research
America Becoming More Diverse. The
US Census Bureau forecasts that by 2050,
minority populations will outnumber non-
Hispanic whites because of a combination
of population growth and immigration. The
Urban Institute observes that children in
immigrant families (87% of whom are US
citizens) are the fastest growing segment of
the nation’s youth population. An analysis of
black and Hispanic households performed by
the US Department of Agriculture between
1999and2005showedthatthesehouseholds
experiencedfoodinsecurityatfarhigherrates
than the national average and food insecurity
impacts children in these households the
hardest. Hunger is linked to decreased school
performance and behavioral problems. These
problems can persist later in life, leading to
decreased economic production and a lower
quality of life. Community- and school-based
food programs, which are an important area
of growth for RDs, are a vital component of
health and nutrition in underserved commu-
nities,especiallyinculturallydiversecommu-
nities (9).

Inequity and Impact of the Obesity
Epidemic. Obesity is growing across the
United States, but it is impacting commu-
nities of color the hardest. The Brookings
Institute recently estimated that obesity
cost the US economy �$215 billion annu-
ally in premature death, medical costs,
and lost productivity. Even more alarming
is the growing trend of obesity among
children. The number of adolescents who
are overweight has tripled since 1980 and
is disproportionately impacting commu-
nities of color. According to the US De-
partment of Health and Human Services,

Figure 3. Population and workforce div
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roughly 16% of all adolescents aged 6 to 19
years are overweight, compared to 22% of
Mexican-American children and 20% of
African-American children (10).

Community Assistance Nutrition Pro-
grams Vital. The prolonged economic re-
cession has increased the importance of
nutrition assistance programs adminis-
tered by the federal government. The Sup-
plemental Nutrition Assistance Program,
also known as the Food Stamp Program,
now serves more than 1 in 8 Americans. In
2008, according to the Food and Nutrition
Service, the number of people eligible for,
and the number of participants in, the
Supplemental Nutrition Assistance Pro-
gram increased by 5% and 7%, respec-
tively. Increases in participation rates
have been driven by increased outreach to
low-income families and engagement of
community partners by state agencies.
Unfortunately, many of these outreach
programs are endangered by recent state
budget shortfalls and the end of federal
economic stimulus funds (11-13).

The Special Supplemental Nutrition
Program for Women, Infants, and Chil-
dren (WIC) provides supplemental foods,
nutrition education, and health care refer-
rals to low-income women, infants, and
children up to 5 years of age who are at
nutritional risk. The WIC program has ex-
perienced considerable growth in partici-
pation: In 2010, according to the Food and
Nutrition Service, the average monthly
participation in the WIC program com-
prised 9.1 million individuals. Like the
Supplemental Nutrition Assistance Pro-
gram, the WIC program is vulnerable to
budget reductions as the federal fiscal

implications.
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year 2012 and future year’s budgets are
debated in the US Congress (11-13).

There has also been growth in the need
for the National School Lunch Program,
the National School Breakfast Program,
and other food programs for children. Na-
tional School Lunch Program provides one
third of the energy a child needs during
the day and, according to the US Depart-
ment of Agriculture, is often the most nu-
tritious meal of the day for the 19 million
children who receive free or reduced-
price lunches. Both the participation rate
of the program and the number of chil-
dren receiving free lunches have in-
creased steadily in the last decade, partic-
ularly among minority students (11-13).

Dietetics Practitioner Diversity Gap.
The growing diversity of the nation is not
matched by diversity in the dietetics pro-
fession and this can affect quality of care.
Recent data obtained by Readex Research
estimate that 84% of RDs and 81% of DTRs
are non-Hispanic white, compared with
74% of the entire US population. There is
also a considerable sex gap in the profes-
sion. Within the profession, 96% of RDs
and 95% of DTRs are women. Population
diversity at the student level largely mir-
rors the larger body of the profession,
with slight increases in Hispanic students
(2). Numerous studies have shown a cor-
relation between increased diversity and
quality of care in culturally diverse com-
munities.

Workforce Education Meets Job
Market Demands
Figure 4 summarizes the dietetics workforce
implications of workforce education.

More diverse and older students are
more likely to opt for professional and ca-
reer education that fast-tracks them into
employment. Institutions and alternative
education providers that can meet the
needs of these nontraditional students are
thriving. They are using online education
and creative scheduling to make learning
more convenient and flexible.

Continuing education now supports
people as they pursue serial careers. “Earn
while you learn” takes on new meaning,
as most people will have to study for their
next occupation even as they pursue their
current career. Companies that can pro-
vide diverse, cutting-edge training will
have a strong recruiting advantage over
competitors that offer fewer opportuni-
ties to improve their workers’ skills and
knowledge.

In the health care professions, students
are migrating to either 2-year programs
or advanced degrees to prepare for em-
ployment opportunities. Interprofessio-
nal learning is gaining momentum as in-
stitutions change to educate health care
professions to work as a team. Students in
many fields are interested in interdisci-
plinary learning to improve their employ-
ersity
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ability in a fast-changing, team-oriented
world.

Colleges and universities are adjusting
to new standards and measures for out-
comes assessment. Accountability for re-
sults comes through accreditation, stu-
dent financial aid requirements, and
third-party rating sources. After a decade
of public and personal austerity and job
insecurity, students will demand a proven
return on their financial investment in
postsecondary education.

Future Directions Research
Older and More Diverse Student Pop-
ulation. In 2007, the percentage of Amer-
ican college students who were minori-
ties was 32%. The National Center for
Education Statistics estimates that by
2020, the resident population will be 64%
non-Hispanic white, 13% black, 17% His-
panic, and �6% Asian/Pacific Islanders. By
2050, the US Census Bureau says �53%
will be non-Hispanic white; 16% will be
black; 23% will be Hispanic origin; 10%
will be Asian and Pacific Islander; and
about 1% will be American Indian, Eskimo,
and Aleut (14,15).

A Chronicle Research Service survey of
college and universities found only ap-
proximately half of the 121 responding
institutions believe that in 2020 their en-
rollments will be primarily made up of
traditional-age, full-time students. The
enrollment of nontraditional-age stu-
dents in postsecondary education in
2007-2008 (the last data available at the
time of publication) was 19.1% students
between the ages of 25 and 39 years and
4.7% students between 40 and 64 years
(16). Student population trends indicate
an increasing number of low-income high
school graduates who will need financial
assistance or have to combine college ed-

Figure 4. Workforce education implicat
ucation with employment (17).
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College Affordability Critical to Stu-
dents. Any workforce initiative to entice
more students into a particular career
must factor in what it could cost to secure
education for that field. According to the
College Board, most undergraduates en-
roll at institutions where tuition and fees
are relatively low. Of all degree-seeking
undergraduates in the academic year
2008-2009, more than 41% are seeking as-
sociate degrees in public community col-
leges, where tuition and fees averaged
$2,713 in the 2010-2011 academic year.
An additional 36% are enrolled at in-state,
public, 4-year institutions, where tuition
and fees averaged $7,605 in 2010-2011.
On average, full-time students who en-
rolled in public 4-year colleges and uni-
versities received approximately $6,100
and students in 2-year public colleges re-
ceived $3,400 in grants from all sources
and tax benefits in 2010-2011 (18).

Rapid Growth of Online Education. In
2007, roughly 1 million students in grades
9 through 12 were enrolled in online
courses—a number 22 times greater than
in 2000, but still representing only ap-
proximately 1% percent of all education
courses nationally. Christensen and Horn
(19) suggest that in approximately 6
years, 10% of all courses will be computer-
based, and by 2019, approximately 50% of
courses will be delivered online. The shift
to online education is growing not only in
the formal education system, but also in
professional development and continuing
education required for certification. Ap-
proximately 1.8 million students are en-
rolled in degree and certificate programs
in for-profit colleges that rely extensively
on online learning (19).

Students Want à la Carte Convenience.
More students will attend classes online,
ON AND DIETETICS
study part-time, take courses from multi-
ple universities, and stop and start their
college education. Students will demand
more options for taking courses to make it
easier for them to do what they want
when they want to do it (17).

Bifurcation of Health Care Professions.
Analysis of National Center for Education
Statistics and American Medical Associa-
tion data show a small increase in associ-
ates of the arts degrees for allied health
professions and a large increase in mas-
ter- and doctoral-level degrees. This bi-
furcation may be occurring because the
job market favors specialized skills at
lower costs, while the professions seek
more advanced degrees to boost salaries
and prestige. Collier found that advanced
degrees do not deter student interest in a
health professions career (20).

Transformative Learning for Health
Care. The Commission on Education of
Health Professionals for the 21st Century
calls for a new century of transformative
professional education involving three
fundamental shifts, that is, from seeking
professional credentials to seeking core
competencies for effective teamwork in
health systems; from institutions adopt-
ing their own educational models to cre-
ative adaptation of global resources to ad-
dress local priorities; and from isolated to
collaborative education and health sys-
tems throughout the world. The Commis-
sion on Education of Health Professionals
for the 21st Century proposes these core
competencies for all health professions:
patient-centered care, interdisciplinary
teams, evidence-based practice, continu-
ous quality improvement, use of new
informatics, and integration of public
health.

In fact, the Commission on Education of
Health Professionals for the 21st Century
posits that these core competencies can
become objective criteria for reclassifying
the role and scope of health professionals.
Instruction should be reformed to pro-
mote interprofessional and transprofes-
sional education that breaks down silos
and enhances collaborative learning and
teaming. Educational institutions should
exploit the power of information technol-
ogy for instruction reform, faculty devel-
opment, and access to global resources
through networks, alliances, and consor-
tia (21).

Incorporating team-based learning ac-
ross the disciplines into education for
health professions has long been viewed
as desirable, although widespread imple-
mentation has not become a reality (22).
The Institute of Medicine in 2009 called
for redesigning continuing education for
the health professions to bring health pro-
fessionals from different disciplines to-
gether in carefully tailored learning envi-
ronments. This change would align
learning with team-based health care de-
March 2012 Suppl 1 Volume 112 Number 3
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livery. Continuing professional develop-
ment would stretch beyond the classroom
to the point of care (23).

Outcomes Assessment and Accou-
ntability. Assessment of learning out-
comes provides external accountability
and fosters internal efforts to improve.
Accreditation agencies, certification orga-
nizations, and licensing boards spur most
assessment of learning outcomes now, al-
though the federal government is taking a
greater interest as its financial role in
higher education increases. Some stu-
dents may use third-party assessments in
choosing a school, but other factors like
accessibility and cost are more important
to students (24).

Interdisciplinary Teaming Drives
Innovation
Figure 5 summarizes the dietetics workforce
implications of interdisciplinary teaming.

The innovators in health care, science,
business, and government programs are
using interdisciplinary teams to manage
complexity and solve tough challenges.
Dietetics practitioners will have many
more opportunities to have their knowl-
edge and skills become part of the solu-
tion in health care, public health, research,
and industry.

Many professions will find it increas-
ingly difficult to draw hard lines around
their work scope and competencies to ex-
clude others. Instead, they will be asked to
accept a more fluid and collaborative en-
vironment that relies on and rewards suc-
cessful teaming.

Health care is reorganizing around the
concept of high-functioning teams to ad-
dress problems. The medical home and
chronic care models depend on coordi-
nated care teams. Health promotion and
prevention initiatives rely on interdisci-

Figure 5. Interdisciplinary team implica
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plinary strategies to create healthy com-
munities and individuals.

Interdisciplinary teams are essential to
scientific research and product develop-
ment. Corporations are trading their
cross-functional teams for more ad-hoc
connections to expertise inside and out-
side their enterprise that can swarm to
problems, solve them, and quickly dis-
band.

Dietetics practitioners with sufficient
interdisciplinary literacy and leadership
skills are joining and leading teams where
nutrition plays an integral role. They are
on the frontlines of chronic-disease man-
agement. They are helping food research
and development teams reformulate
more healthful products and are planning
efforts to organize communities for active
living and healthful eating.

Future Directions Research
Team-Based Care Vital in Complex
Situations. Teams already dominate ac-
tual practice in increasingly complex
health settings. A study in 12 Pennsylva-
nia hospitals found that a multidisci-
plinary team could get results similar to
those of specially trained physicians for
patients in intensive care units. The re-
searchers speculated this outcome is pos-
sible because multidisciplinary teams fa-
cilitate the implementation of best
practices, including the application of ev-
idence-based treatments, potentially ad-
verse drug indications identified by phar-
macists, and application of respiratory
therapy and nurse-driven protocols to re-
duce ventilation time and shorten the
length of intensive care unit stay (25).

Medical Homes Coordinate Patient-
Centered Care. The health care reform
law includes a number of provisions pro-

.

moting the use of “patient-centered med-
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ical homes,” a concept strongly endorsed
by the Institute of Medicine and several
physician groups. A medical home coordi-
nates “caring and continuous healing
relationships centered around patient
needs and values.” Medical homes will
dramatically improve care for people with
one or more chronic diseases and are an
important element in a related care model
called the “chronic care model.” Under
these approaches, each patient has an on-
going relationship with a personal physi-
cian who leads a team of patient care pro-
viders responsible for providing all the
patient’s health care needs and, when
necessary, arranging for appropriate care
with other qualified physicians. Nutrition
therapy and counseling could be an im-
portant aspect of the medical home and
chronic care models (26).

The US Department of Veterans Affairs
(VA) is undertaking a transformation to
have at least 80% of its clinics using the
medical home model by 2012. Among the
core features of the VA transformation are
team-based care that emphasizes conti-
nuity; a bigger role for nurses in coordi-
nating care; e-mail, secure messaging,
and other alternative forms of contact
with patients; and more attention on be-
havioral health issues. The VA follows sev-
eral smaller-scale efforts by systems such
as Kaiser Permanente and Group Health
Cooperative. The VA’s nationwide experi-
ment is viewed as a critical test of how to
adapt the concept in diverse settings. RDs
are expected to have a key role on these
teams (27).

The Centers for Medicare and Medicaid
(CMS) has established a new innovation
center to provide a seamless care experi-
ence, better health, and lower costs. CMS
is undertaking demonstration projects of
the medical home concept for primary
care in eight states, an initiative to provide
more coordination of care in health clin-
ics, and a new state plan option that coor-
dinates care for patients with at least two
chronic conditions (28).

Accountable Care Organizations Rep-
resent Another Reform Innovation. Un-
der the health care reform law, CMS will
authorize accountable care organizations
in 2012. Accountable care organizations
are networks of physicians and other pro-
viders who work together to improve the
quality of health care services and reduce
costs for a defined patient population. Al-
though reimbursement will still be man-
aged on a fee-for-service basis, account-
able care organizations will receive part of
any savings as an incentive to deliver in-
tegrated care. Kaiser Permanente, Mayo
Clinic, and the Cleveland Clinic are trail-
blazers in accountable care. CMS hopes to
expand the concept beyond hospitals to

physician networks (29).
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Task Competencies Blur Roles and
Scopes. The Commission on Education of
Health Professionals for the 21st Century
observed that “the walls between task
competencies for different professions
are porous, allowing for task shifting and
task sharing to produce practical health
outputs that would not be possible with
sealed competencies.” Health care profes-
sional education needs to do a better job
in both team-based learning and interpro-
fessional education. Team-based learning
is an instructional approach aimed at pre-
paring students for effective, collaborative
work within a cohesive group. Interprofes-
sional education involves students of two or
more professions learning together—espe-
cially about each other’s roles—by interact-
ing with each other within a common edu-
cational agenda (21).

Community-Based Health Requires
Collaborative Teams. Engaging the com-
munity to change health behaviors requires
collaboration with health departments,
employers, community leaders, and medi-
cal care providers. This team can include
nonphysician clinicians—including dietet-
ics practitioners, pharmacists, social work-
ers, case workers, and occupational or phys-
ical therapists—to help patients focus on
exercise and healthful eating habits beyond
the clinical setting. Potential care for people
with chronic diseases could include reim-
bursed group visits, patient-directed self-
management teaching, case management,
and educational home visits (30).

RDs Contribute to Interdisciplinary
Research. Major health issues and scien-
tific challenges often require interdisciplin-
ary teams. The National Institutes of Health
has an interdisciplinary research program
as part of its current roadmap to build
bridges between the biological sciences and
the behavioral and social sciences. Three of
the new multidisciplinary research pro-
grams—at the University of North Carolina
at Chapel Hill, the University of Texas
Southwestern Medical Center in Dallas, and
the University of Washington—are bring-
ing together investigators to address the
nation’s obesity epidemic. These research
efforts span nutrition, biomedicine, ge-
netics, psychology, epidemiology, health
behavior, public health, urban planning,
economics, and public policy (31).

In clinical care, nutrition clinical scien-
tists and RDs with research training can
lead and play a key role in these teams and
help accelerate knowledge translation
and transfer to practice. These interdisci-
plinary research teams are also working
in the food and pharmaceutical industries.
RDs play an important role in reviewing
and translating the science for policy and
marketing purposes. By participating in
these research teams, RDs contribute
their expertise, and develop the knowl-
edge to ensure nutrition has a recognized
role in creating and maintaining health
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(32). Although doctoral-level researchers
and scientists are currently more likely to
participate in these interdisciplinary re-
search teams, all dietetics practitioners
have the potential to make important
contributions to this continuous flow of
learning between research and practice.

Swarming Teams for Chaotic Envir-
onments. Gartner says that by 2020, a
new form of teaming, called “swarming”
will help organizations adapt to work that
is less routine and characterized by in-
creased volatility and hyperconnected-
ness. Gartner defines swarming as “a
work style characterized by a flurry of col-
lective activity by anyone and everyone
conceivably available and able to add
value. Swarms form quickly, attacking a
problem or opportunity and then quickly
dissipating. Swarming is an agile response
to an observed increase in ad-hoc action
requirements, as ad-hoc activities con-
tinue to displace structured, bureaucratic
situations.” For example, in the future, di-
etetics practitioners might be part of
swarms of experts targeting specific pub-
lic health challenges or trying to improve
a hospital’s outcomes for a particular pa-
tient segment or innovating on a new
product line for the food industry. Individ-
uals in a swarm may only know one an-
other through weak links. People will nav-
igate their personal, professional, and
social networks to survive and exploit
swarms for business benefit. Hypercon-
nectedness will lead to a push for more
work to occur in both formal and informal
relationships across enterprise boundar-
ies (33).

Generalists Gain an Edge on
Specialists
Figure 6 summarizes the dietetics workforce
implications of generalist and specialist ca-

Figure 6. Generalist and specialist caree
reer paths.
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Career security and growth depends most
on continued learning and a willingness to
help organizations adapt and change. New
entrants to the dietetics profession will need
to be broadly educated for careers that will
morph many times to meet new demands for
food and nutrition expertise.

Employers of all types want to hire po-
tential leaders who can innovate, solve
problems, and organize diverse individu-
als into results-oriented teams. People
with a career portfolio of different work
experiences and project knowledge are
more attractive candidates to prospective
employers than those who have followed
a defined career pathway. With old roles
and boundary lines blurring in every field,
organizations need people who have
proven they can learn deeply and quickly
and become specialists and change agents
for the moment in the latest opportunity.

Core knowledge and skills are still nec-
essary to enter the dietetics profession.
RDs with the business acumen to develop
and improve programs and services and
lead teams of people are the ones who as-
cend the career ladder. They serve in ex-
ecutive and director positions and assume
major responsibility for the success of
their organizations.

A small number of specialists do thrive
as on-call experts and researchers. They
deliver their advanced knowledge to
other practitioners and organizations
through such channels as consultancies,
centers of excellence, expert systems, and
telemedicine.

Future Directions Research
Experience and Increased Responsibil-
ity Valued More than Specialization.
The Academy illustrates dietetics educa-
tion and career progression in its career
development “double helix” diagram
guide (34) as moving through stages from
novice to beginner, competent, proficient,

th implications.
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advanced practice, and expert. This dou-
ble helix diagram affirms that as dietetics
practitioners gain knowledge and skills,
they advance in their career. The Acade-
my’s compensation data suggest that pur-
suing a focus area as a specialization is not
a proven path to financial success. Spe-
cialization is not common among RDs and
is rarely rewarded by increased compen-
sation. In 2009, only 19% of RDs special-
ized in focus areas. Only a few of those
employed in these focus areas earned
substantially more than a general practi-
tioner. For example, a clinical RD special-
izing in cardiac nutrition earned $21.11/h,
less than the generalist clinical RD who
earned $21.75/h. RDs specializing in on-
cology did only slightly better at $21.91/h.
The best-paid focus area was the pediat-
ric/neonatal RD at $22.85/h. However, the
best-paid RD was a generalist working as
an outpatient RD at $23.72/h (2).

As with most professions, the most highly
paid RDs are executives and directors man-
aging large budgets and supervising many
employees. Wages are trending upward for
RDs with a professional focus in weight
management, diabetes, and pediatrics.
However, the greatest wage growth is in re-
search, sales, and public relations and mar-
keting; the latter two occupations are likely
generalists in dietetics who have honed
very specialized business skills through
practice (2).

Uncertain Value of Advanced Degrees.
Advanced degrees or training in other health
care professions appear to expand graduates’
job scope or functions beyond that of entry-
level professionals and increase their level of
practiceautonomy.Advancedpracticenurses
earn higher salaries than registered nurses.
However, RDs who completed entry-level or
postprofessional masters’ degrees did not re-
port greater marketability for more positions.
Health care professionals with advanced de-
grees tend to have higher self-esteem and at-
tain a higher profile within the profession as
writers, researchers, and leaders (35).

Employers Value Generalist Skills.
Workforce skills surveys routinely report
that employers want a variety of basic skills,
such as reading and writing, critical think-
ing, problem-solving, teamwork, profes-
sionalism, and leadership. Employers are
adding emerging priorities to their wish list,
such as innovation and creativity, cultural
competency, and digital literacy (36,37).
The Commission on Dietetic Registration
has conducted employer surveys that also
attest to a preference for professionalism,
management, and leadership skills.

Broad Education Increases Career Flex-
ibility. Career counselors advise young
people to become broadly educated and
versatile to keep their career options open
in a fast-changing world. Workforce pro-
jections are unreliable; tomorrow’s high-
demand occupations can quickly become
March 2012 Suppl 1 Volume 112 Number 3
oversupplied or out of date. The most use-
ful skill is to know how to learn for the
multiple careers people are likely to have
in a lifetime. The more broadly educated
people are, the more options they will
have when it comes to choosing and
changing careers. The best career strategy
is to choose employers who offer substan-
tial education benefits and professional
development (38).

Multidisciplinary and Multidimen-
sional Jobs Grow. Some employers
search for people with hybrid careers who
have combined the expertise of two dis-
tinct careers to address new challenges.
They provide a multidisciplinary outlook
in such fields as consulting, technology
development, and research and develop-
ment (39). Winterfeldt and colleagues
(40) sum up future demand for multidis-
ciplinary knowledge in dietetics nicely as
follows:

Dietetic jobs will evolve from being
narrowly defined and task-oriented
to more multidisciplinary and multi-
dimensional roles; nothing will be
permanent . . . . Members of the pro-
fession will have to bring a generalist
mindset to the practice area. Job flex-
ibility will be a reality as profession-
als move in and out of careers and
organizations many times through-
out their lives.
[Dietetics is a] generalist profession
with the capability of easily moving
into multidisciplinary and multi-
functional careers . . . . The new
healthcare environment will see di-
etetic professionals managing multi-
ple departments or providing trans-
disciplinary health services, in which
nutrition is only part of the practice
role. In the future, it will not be un-
common to see food and nutrition ex-
perts earn dual degrees in medicine,
pharmacy, nursing, physical therapy,
law or hotel and restaurant
management.

Change Agent Skills for Health Sys-
tems. Commission on Education of Health
Professionals for the 21st Century recom-
mends health professionals strive to ac-
quire competencies and undertake func-
tions beyond their purely technical
tasks—such as teamwork, ethical conduct,
critical analysis, coping with uncertainty,
scientific inquiry, anticipating and plan-
ning for the future, and most importantly
leadership of effective health systems.
The commission advocates for transfor-
mative learning that develops leadership
attributes and produces “enlightened
change agents” who can address local
challenges and innovate with their col-
leagues and communities to achieve

health and well-being (21).
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Technology Transforms Nutrition
Counseling
Figure 7 summarizes the dietetics workforce
implications of technology transformations.

A radically different landscape for the
delivery of nutrition information and
counseling is technologically feasible in
fewer than 10 years.

The technology will exist to wirelessly
capture nutrition and physical activity
data in health records contained on
smartphones. Customers at restaurants
could electronically access a full range of
nutrition information, and food products
could contain radiofrequency identifica-
tion tags that can be easily scanned to in-
put nutrition information. Unobtrusive
armbands will be available to capture
daily activity and energy expenditures
and customers will have access to soft-
ware that uses expert systems to help
them develop and adhere to their own
health and nutrition goals.

What is not clear is whether people will
embrace these new technologies, aban-
don privacy concerns to gain these bene-
fits, or adopt the lifestyle changes they
will encourage.

Researchers will also be able to aggre-
gate health data to develop nutrition in-
formation and recommendations for en-
tire communities. To address privacy
concerns, nutrition data collected by cus-
tomers from their wireless devices could
be stripped of any personal identifiers and
combined with health data from personal
health records. The results could be linked
to changes in public policy or the physical
environment, such as the addition of new
bike lanes in a community.

New methods of delivery, from social
media to virtual worlds, will allow health
care providers to reach and interact with
patients in different cities or even coun-
tries. Health providers will interact with
patients on multiple levels, from simple
“tweets” to online videos.

Future Directions Research
Future Role of Health and Nutrition
Information. Proactive patients are cur-
rently using the Internet to access infor-
mation about health and nutrition and us-
ing that information to make better
decisions about their health. Missing from
this vast array of Web resources are ex-
pert systems that deliver health informa-
tion directly to patients when and where
they need it—but this is changing. Soft-
ware companies are working on new tools
designed to capture real-time informa-
tion and refining it based on the profiles of
individual users. These systems could eas-
ily merge with existing expert systems
that mimic expert knowledge and judg-
ment, creating systems that bridge the
health knowledge and literacy gap be-
tween patients and health care providers.
Increasingly, this information will be
available at a moment’s notice on the In-
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ternet and on mobile devices like smart-
phones (41,42).

The Evolution of a Virtual Nutrition
Coach. One deterrent to using online
tools for tracking nutrition and physical
activity is that they rely heavily on users
to input data. These systems appeal to
highly motivated users, such as profes-
sional athletes or those suffering severe
health problems. However, studies of av-
erage users have shown poor adherence
and not much linkage between the use of
the tools and changes in physical activity
or diet.

That outcome may change as physical
hyperlinks make it easier for anyone to
capture real-time information in any eat-
ing situation (43). For example, a smart-
phone could use global positioning sys-
tems, a type of physical hyperlink, to
access nutritional information on menus
items when a customer steps into a store.
When the customer makes a purchase,
the phone could automatically track the
nutritional value of purchased items us-
ing credit card data. Consumers could
then run applications on their smart-
phones to track this information in com-
parison with personal health goals.

Eventually, a virtual nutrition coach
that provides real-time nutrition counsel-
ing could emerge. The coach would draw
on the patient’s health information as
well as nutrition information about foods
consumed—all accessed through physical
hyperlinks. Expert systems inside the vir-
tual nutrition coach would mimic the
knowledge base of health care providers

Figure 7. Technology transformations im
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to provide nutrition counseling and life
coaching.

Government Support for Informatics.
Many experts are counting on the broader
implementation of informatics to reduce
medical errors, reduce health expenses,
and improve food safety and nutrition.
The 2009 American Recovery and Rein-
vestment Act included $30 billion in fund-
ing and incentives to encourage the adop-
tion of health information systems. The
food safety bill that was signed into law by
President Obama in January 2011 beefs up
regulations for food safety, provides more
funding for enforcement, and speedier
surveillance of potential outbreaks. Im-
proved informatics systems for food pro-
ducers and regulators will be needed to
meet many of the food safety and record-
keeping requirements established in the
bill (44).

Informatics can also be used in public
health to detect and intervene to create
healthy communities. One of the immedi-
ate goals of the government is to develop
an interoperable national health informa-
tion infrastructure. Information captured
from patients could then be used to con-
duct long-range outcomes research on pa-
tients from the community level to the
national level (45). In the future, informa-
tion on diet, exercise, and health from
personal and home health monitoring
will be included in these records. (More
information on health monitoring is pre-
sented in the section of this article about
the evolution of personalized nutrition).
RDs could use this information to evaluate

ations.
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the impact of new public health policies
and changes in the physical environment
of a community.

Delivering Care through Virtual Worlds
and Social Media. Virtual worlds and so-
cial media may soon become another av-
enue in which dietetics practitioners in-
teract and provide nutrition counseling to
patients. Currently, virtual worlds such as
Second Life are mostly used for entertain-
ment, but some large companies have be-
gun to invest time and money in utilizing
virtual worlds in how they conduct busi-
ness. For example, IBM (Armonk, NY) is
heavily invested in such programs, put-
ting more than $10 million into virtual
worlds to reach customers and even con-
duct virtual meetings. Virtual worlds are
just one part of a larger expansion of social
media that can be used to reach custom-
ers and encourage behavior change. Lead-
ing businesses and health care providers
are using online Web portals to set up vis-
its and track data. Video visits and online
chats can be captured and recorded for fu-
ture reference. Instant messaging or
tweets can be used to give reminders
about healthful eating. Patients can join
patient groups that provide knowledge,
support, and encouragement for partici-
pants. All of these tools help provide a
web of support to improve health and en-
courage behavior change (46).

Personalized Nutrition Evolves
Figure 8 summarizes the dietetics workforce
implications of personalized nutrition.

Advances in science and technology are
transforming health care from a system
focused on the treatment of disease to a
system that stresses prediction and pre-
vention. Nutrition counseling will be a key
component of this shift, opening new op-
portunities for dietetics practitioners. RDs
with expertise in preventing life-threat-
ening genetic metabolic disorders
through nutrition intervention and coun-
seling will lead the way.

The human genome project has opened
up new fields of medicine devoted to pre-
dicting and preventing disease. However,
this progress is likely just the early stages
in a long discovery process, as researchers
continue to explore the molecular path-
ways inside the cell. Researchers are also
developing a more holistic understanding
of biological systems through the field of
systems biology that should lead to more
effective tests and treatments for disease.

Patients and health care providers will
also have the ability to monitor health
both in the home and in the community.
There are already wireless devices, placed
in the home, that are able to track weight
loss, energy expenditure, and a wide
range of molecules in the blood, such as
blood sugar. Future devices will be able to
wirelessly monitor a wider range of
health indicators and track this informa-
tion in a personal health record.
plic
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Wireless home and community monitor-
ing, combined with privacy protections,
will build a strong scientific base for con-
ducting outcomes research. Better out-
comes data should shift the focus of health
care reimbursement to prevention, includ-
ing lifestyle and nutrition counseling.

Future Directions Research
Emerging Health Monitoring Tech-
nology. New health monitoring technol-
ogies will improve outcomes research and
could illuminate the value of preventive
care and nutrition counseling, opening up
reimbursement for these services. A num-
ber of technologies for monitoring health
from sophisticated blood glucose moni-
tors to the humble bathroom scale already
exist in the home. Technology developers
are using recent advances in wireless net-
working and computing power to create
newer, smarter versions of these old de-
vices. They are also expanding the ability
to collect health data with new devices
such as floors that monitor for falls, mat-
tress pads that monitor sleep patterns,
and air monitors that check for pollutants,
among many others.

Health-monitoring technology will
likely move slowly into specific popula-
tions at high risk for expensive diet- and
lifestyle-related illnesses mainly due to
the limitations of current health-monitor-
ing technology. First, many of these tech-
nologies are new and expensive. Second,
collecting and monitoring the data re-
quires a large time commitment from
both the patient and the health provider.
Third, there are legitimate concerns about
data privacy. Technology developers are
well aware of these concerns and are

Figure 8. Personalized nutrition implica
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working to develop solutions, such as
technology that is easier to use, better
protocols, and data security and collection
programs that automatically use the data
to spot concerning health problems (47).

Evolution of Genomics in Dietetics. In
the near future, it will be commonplace
for patients to be fully screened for a
range of genetic disorders, creating new
demand for advanced practice RDs. Ad-
vances in genetic testing have led to the
early diagnosis of numerous nutrition-re-
lated disorders, creating a unique and rap-
idly growing group of advanced practice
RDs. These RDs use genetic testing, usu-
ally of newborns, to identify serious ge-
netic metabolic disorders, such as phe-
nylketonuria. Early testing combined
with nutrition intervention and counsel-
ing can prevent serious, debilitating, and
life-threatening disability. However, sev-
eral hundred genetic metabolic disorders
remain for which screening tests do not
currently exist. Testing for these disorders
is likely to expand as the price of genome
sequencing falls. Cheaper sequencing will
lead to a wider range of testing for genetic
disorders and a broader range of knowl-
edge that can be used to develop new tests
and therapies (48).

New Opportunities Created by Sys-
tems Biology. Systems biology will cre-
ate new opportunities for dietetics practi-
tioners. Systems biology is an emerging
field that draws heavily on the advances
of computer technology and what are
loosely termed the -omic sciences, such as
genomics, proteomics, transcriptomics,
glycomics, and metabolomics. Systems

.

JOURNAL OF THE ACADE
biology seeks to create a more holistic un-
derstanding of biological processes,
which will lead to rich, complex under-
standing of the emergent properties of bi-
ological systems (49). The -omic sciences
are related fields of study that look at the
role of molecules and molecular mecha-
nisms inside and outside the cell. Under-
standing the emergent properties of bio-
logical systems will create a better
understanding of the environment’s role
in the creation of disease and help re-
searchers develop new tests for metabolic
disorders as well as new options for treat-
ment (50). Many of these treatments will
require intensive nutrition counseling,
creating new opportunities for RDs and
potentially new fields of advanced prac-
tice dietetics (51).

Personalized Health and Nutrition Out-
comes. Researchers, with appropriate
safeguards for privacy and data security,
can use data collected from genetic test-
ing and health-monitoring technology to
identify new ways to prevent disease,
provide new interventions, and monitor
patient outcomes. In many cases, these re-
searchers are finding the best way to pre-
vent disease is through nutrition inter-
vention combined with lifestyle changes.
This is hardly news for many patients or
health providers, but the ability to iden-
tify high-risk groups early combined with
the ability to collect data for outcomes re-
search could dramatically alter the way
the health care system works. Treatment
plans, including nutrition and lifestyle
changes, can be personalized to the indi-
vidual patient, leading to less waste in the
system, fewer dangerous and unnecessary
procedures, and fewer complications from
inappropriate medications. Better out-
comes research will also open up reim-
bursement for lifestyle and nutrition coun-
seling to prevent expensive chronic
diseases. In this new health care system, the
focus will shift from the often expensive
tasks of treating disease to predicting and
preventing disease before it happens (52).

Food Industry Transforms for
Public Priorities
Figure 9 summarizes the dietetics workforce im-
plications of food industry priorities.

Moreconsumersareinterestedinhealthful
and ethical eating. They expect to know
wheretheirfoodcomesfrom,therouteittook
to get it to their table, and what it will do for
their health. Food companies from produc-
tion to consumption must now answer to
consumer preferences and government de-
mands to support public health and environ-
mental priorities.

Companies are reworking and reposi-
tioning their food products and services to
meet these new demands. They are work-
ing to build public trust and competitive
advantage through the nutritional value
and environmental impact of their prod-
tions
MY OF NUTRITION AND DIETETICS S19
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ucts. Price, convenience, and marketing
still make or break food businesses, but
consumers are less willing to give up
these advantages at the expense of health,
safety, and sustainability.

People are still living hectic lives but
they have different expectations even of
what fast food should be. Once engaged in
asking the right questions about their re-
lationship with food, more consumers are
interested in the source, quality, and vari-
ety of the food they eat.

Food is recognized as a key indicator of
quality of life and consumed as a celebra-
tion of health and good living. People are
becoming fascinated by the culinary arts
and seek more knowledge and experience
in nutrition planning and food prepara-
tion. This rediscovery of the joy of cooking
is happening in homes, restaurants, and
other dining experiences.

Future Directions Research

RDs Better Compensated in Foodser-
vice and Manufacturing. Only approxi-
mately 1 in 5 RDs is working in foodservice
management, business, or consulting, ac-
cording to an analysis of surveys (2). The
best-paid RDs are executives in any field; in
2009, among the subsequent top nine posi-
tions with regard to salary, six were in non-
clinical care positions, such as public rela-
tions and marketing, research and
development, director of food and nutrition
services, sales representative, school food-
service, and manager of nutrition commu-
nications. The best wages are found in phar-
maceutical and food manufacturing,
distributing and retailing, and contract food
management (2).

Figure 9. Food industry priorities implic
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Long-Term Eating Preferences Difficult
to Forecast. Estimating demand for di-
etetics practitioners requires a good un-
derstanding of future patterns in food
consumption. Demographics and eco-
nomic studies can provide some clues to
what future eating preferences might be.
However, these studies assume future se-
niors will eat like today’s seniors do and
ethnic populations will retain cultural tra-
ditions in future generations.

However, there are some changes in eating
patterns that can be expected, creating op-
portunities for dietetics practitioners. An ag-
ing population is more likely to eat at home,
driving demand for in-home delivery of pre-
pared foods. Growth in per-capita income
and education levels will drive demand for
quality and diversity over quantity. Higher
education levels, higher income levels, and
trend toward healthy aging could lead to a
growing preference for varied diets featuring
more fruits, vegetables, and fish. All of these
changes in eating patterns are likely to shift
the food system to become more service-ori-
ented, creating opportunities for dietitians
working in the foodservice industry (53).

Multinational Food Companies Adopt
Public Health Priorities. Major multina-
tional food companies are signing onto
global compacts to address obesity, diabe-
tes, and chronic diseases. For example,
PepsiCo (Purchase, NY) is reformulating
and revising its products to encourage
healthful eating. Leading companies are
also realizing the importance of collabo-
ration with their consumers and public
groups to prevent chronic disease (54).
The Dow Jones Sustainability Index and
the Global Reporting Initiative provide in-
dependent monitoring and incentives to
urge food manufacturers, distributors,

s.
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and retailers to participate in socially re-
sponsible practices.

Food Safety, Quality, and Sustainabil-
ity Linked. Ensuring food safety and qual-
ity and reducing environmental impacts
are all related operational challenges for
food producers, processors, distributors,
and retailers. The food service sector is
lagging behind the food retail sector in op-
erations research to achieve food safety,
quality, and sustainability. Hazardous
analysis critical control point systems
provide a structured way to identify food-
safety risks. This system has been adapted
to include nutritional control points to
protect product quality. More research is
needed in the dynamic process of quality
change and nutritional values. Any assess-
ment of sustainability in the food industry
must consider life-cycle assessments across
the entire supply chain from product devel-
opment to consumption (55).

Job Opportunities from Food Labeling
Law. A new requirement in the health
care reform law mandates restaurants
post kilocalorie counts for menu items. A
number of prominent US cities such as
New York, NY; San Francisco, CA; Seattle,
WA; Philadelphia, PA; and Portland, OR,
have already mandated menu labeling in
fast-food restaurants; however, the fed-
eral mandate is meant to override the
patchwork of varying laws in municipali-
ties across the country. This could be a
near-term employment boost for RDs
skilled in nutrient analysis and may, over
time, encourage more restaurant owners
and chefs to partner with RDs skilled in
the culinary arts (56).

Industrialized Food System Backlash. A
series of recent popular books and documen-
taries have warned consumers about large-
scale agricultural and food corporations. They
arguethatUScornsubsidieshavecontributed
to poor diets and that concentrated animal
feeding operations threaten food safety and
the environment. Many consumers and food
businesses are rejecting the industrial way of
producing food and transitioning to local and
regional producers for better-quality food.
Restaurants and catering services, including
some fast-food restaurants, have been instru-
mental in the local food movement (57).

Global Challenge of Food Security and
Sustainability. Food prices are climbing
globally, threatening the food security of
even prosperous nations. Food consump-
tion in the developing world is growing.
Rising oil and energy prices make food
more expensive to produce and process.
Farmland is being converted to house
growing populations in residential com-
munities and support economic develop-
ment. Climate change is expected to dis-
rupt growing seasons. Global water
shortages threaten the food supply. Fish-
eries are declining and collapsing (58).
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Linking food recommendations to envi-
ronmental and health outcomes will be
required to ensure food security for the
future. However, corporate decision mak-
ers and makers of public policy are in-
volved in a vigorous debate as to what
truly sustainable food recommendations
should include (58). Does a sustainable
diet minimize water, energy, pesticides,
and carbon emission? Should it also pro-
mote humane treatment of animals and
economic opportunity for poor farmers?

Europe is currently leading the move-
ment to incorporate environmental sus-
tainability into food policies. For example,
the Barilla Center for Food and Nutrition
in Italy has proposed a double food pyra-
mid for the European Union that illus-
trates that foods with higher recom-
mended consumption levels also have a
lower environmental impact (59).

CONCLUSIONS
Future scanning is a systematic approach to
identifyingandanalyzingchange,whichis in-
herently never static. The eight change driv-
ers in this future scan report are an assess-
ment of how the world is changing in ways
that could influence dietetics workforce sup-
ply and demand. Another group of experts
making a similar assessment at a future date
maychooseanentirelydifferentsetofchange
drivers, and their assessment could lead to
different insights, scenarios, and assumptions
about workforce supply and demand. Future
scanning should be a continuous study of key
trends and issues to discover the change driv-
ers that could have the greatest impact on the
future. The most valuable outcome of future
scanning, however, is not scoring the likely
impact of different trends and issues; it is an-
ticipating the future challenges and opportu-
nities that arise from these changes.
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Four Futures for Dietetics Workforce Supply and
Demand: 2012-2022 Scenarios
Marsha Rhea, MPA, CAE; Craig Bettles, MA

EXECUTIVE SUMMARY
The four future views of dietetics workforce supply and demand that will be discussed in this paper illustrate the critical changes and choices ahead for the
profession if registered dietitians and dietetic technicians, registered want vital roles in nutrition, food, and health. These scenarios were built using a
four-quadrant approach based on workforce supply and demand. This yielded four views: a preferred future of high supply, high demand; an underprepared
future of low supply, high demand; an overproduced future of high supply, low demand, and a feared future of low supply, low demand. These scenarios are
not projections about the future; rather, they are designed to help the profession prepare for the future. Registered dietitian leaders participating in a
scenario workshop judged either the overproduced or underprepared scenarios to be the most likely future and the preferred future to be the most
challenging for the profession.
J Acad Nutr Diet. 2012;112(suppl 1):S25-S34.

T
HE FOUR FUTURE VIEWS OF
dietetics workforce supply and
demand that will be discussed in
this article illustrate the critical
changes and choices ahead for

the profession if registered dietitians
(RDs) and dietetic technicians, registered
(DTRs) want vital roles in nutrition, food,
and health. The Commission on Dietetic
Registration commissioned the develop-
ment of these scenarios to better under-
stand and analyze how different change
drivers can interact together in a dynamic
system to increase or decrease future
workforce supply and market demand.
Although workforce supply and demand
in a market economy can be volatile, wise
leadership and stewardship can smooth
out the rough transitions and guide this
profession to a preferred future.

The Dietetics Workforce Demand Task
Force directed this futures research and
scenario process with the assistance of fu-
turists Marsha Rhea and Craig Bettles. The
scenario development process collected
the best thinking from leaders within and
outside the Academy of Nutrition and Di-
etetics. In the first step in this futuring
process, a panel of thought leaders helped
identify 10 change drivers for in-depth re-
search. (See “Future Changes Driving
Workforce Supply and Demand: Future
Scan 2012-2022” in this Supplement.)
This future scan was shared with 31 lead-
ers, including representatives of the Di-
etetics Workforce Demand Study Task

Force, authors of the technical papers that
examined supply and demand issues for
this task force, Academy staff, and consul-
tants in a 1-day scenario workshop held
January 27, 2011. The leaders worked sys-
tematically in teams to sketch out the sce-
narios and discuss the implications of the
four future views. The consultants then
fully developed these scenarios, which are
presented in this report. (The Sidebar pro-
vides a description of the methodology
and the Text Box presents a list of scenario
workshop participants.)

WHAT ARE SCENARIOS?
Scenarios are alternative descriptions or
stories that describe how the future might
unfold. They are designed to systemati-
cally explore future challenges and op-
portunities and aid in strategy develop-
ment. Scenarios are not predictions of the
future; rather, they envision possibilities
and encourage people to think about how
to navigate successfully across different
circumstances that might be encoun-
tered.

These scenarios are delivered in present
tense because they are conceived as if
they are written at the time they are oc-
curring and describe what one would see.

The scenarios developed in this report
are designed to examine supply and de-
mand for RDs and DTRs during a 10-year
time frame. The scenarios serve the fol-
lowing three purposes:

• create an integrated view of fu-
ture possibilities for the next
decade;

• challenge current assumptions
and aid in learning; and

• provide leaders with insights
about the choices they face in
seeking a preferred future.

THE FOUR-QUADRANT
APPROACH
These scenarios were built using a four-
quadrant approach, as shown in Figure 1.
Supply was placed on the horizontal axis
and demand on the vertical axis. This
framework created the following four dif-
ferent zones:

1. Underprepared Future: The un-
derprepared scenario looks at a
future where RDs and DTRs expe-
rience high demand for their ser-
vices, but supply of qualified prac-
titioners does not meet demand.

2. Preferred Future: The Preferred
Future scenario envisions a future
where demand and supply for RDs
and DTRs are both increasing.

3. Feared Future: In the Feared Fu-
ture scenario, both demand and
supply for RDs and DTRs de-
creases.

4. Overproduced Future: This sce-
nario looks at a future where de-
mand for dietetics services is de-
creasing while the supply of RDs
and DTRs looking for work re-
mains high.

These scenarios are designed to look
specifically at how the drivers of supply
and demand could work together to cre-
ate a new future for the profession. They
are snapshots of the future rather than an
economic projection. An economic model
of supply and demand seeks equilibrium
creating either a rise or a decrease in the
cost of dietetics services and practitioners
entering or leaving the field.

SCENARIO ELEMENTS
Each scenario team first selected five
change drivers that would be instrumen-
tal in creating an alternative view of the
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future. Figure 2 shows the distribution of
the top five change drivers across the sce-
narios. Three teams selected the same
three drivers as critical to the profession’s
future, they are aging population, popula-

tion and workforce diversity, and prolifer-
ation of interdisciplinary teams. By con-
trast, no team identified personalized nu-
trition as a key driver. The authors took
the liberty of inserting elements of the
other change drivers into the scenario
narratives where appropriate.

The teams were asked to describe
what might happen in society and
within the profession in the span of a
decade. The authors fleshed out partici-
pants’ stories and worked to make each
scenario even more distinctive, using
the implications for the profession elic-
ited from the workshop discussion. The
authors proposed possible indicators of
change that might signal that the
changes in a particular scenario are un-
folding, and they used their professional
judgment to craft strategic questions for
the profession to respond to the chal-
lenges in each scenario. The probability
rating that appears atop each scenario is
an assessment by the workshop partici-
pants of how likely these scenarios are.
The participants gave both the preferred
and feared future scenarios a low prob-
ability rating, while both the underpre-
pared and overproduced scenarios were
viewed as highly probable.

READING THE SCENARIOS
Each of the scenarios tells a different story
about changing conditions and their effect
on workforce supply and demand. How
might the profession respond and evolve
to each scenario? The profession is suc-
cessful in each scenario when it is pursu-
ing a strategy that is diverse, inclusive,
and expansive. Where the scope narrows
and RDs and DTRs miss opportunities,
workforce supply and demand suffer. Two
of the critical storylines playing out across
the scenarios are how well the education
system responds and adapts to changing
market conditions and how well the pro-
fession positions itself on interdisciplin-
ary teams.

Following are four possible futures for
dietetics workforce supply and demand:

• Can-do diverse dietitian (Pre-
ferred Future): Dietetics practi-
tioners grow in number and di-
versity of thought, experience,
and background expands. RDs
and DTRs seek out leadership po-
sitions that allow them to affect
policy and create opportunities
in education, prevention, food
management, and health care.
RDs and DTRs become valued
members of interdisciplinary

Figure 1. Four-quadrant approach to
supply and demand of registered dieti-
tians (RDs) and dietetic technicians, reg-
istered (DTRs).

Figure 2. Potential impact of change drivers on future scenarios for registered dietitians (RDs) and dietetic technicians, registered
(DTRs).
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care teams bringing a broad
background and specialized
knowledge about food and nutri-
tion to address population risk
factors.

• Value-deficient registered “di-
nosaur” (Feared Future): RDs
and DTRs are unable to adapt to
external forces and prove their
value in the changing health
care and business environment
over the next decade. Although
many RDs have chosen the se-
curity of clinical nutrition,
tightening constraints in health
care are undermining the regu-
lations and policies that protect
their scope of practice. Poor em-
ployment prospects turn off
young, diverse dietetics practi-
tioners who choose other fields
that offer more reward and ad-
vancement.

• Expiration-date dietetics
practitioner (Underprepared
Future): An aging population,
changes in the food industry,
and health care reform boost
the demand for nutrition ser-
vices. However, too few RDs and
DTRs have the up-to-date
knowledge and skills to meet
these opportunities. Competi-
tors of dietetics practitioners,
regardless of credential status,
are filling roles that RDs and
DTRs could and should fill.

• Misplaced and displaced dietet-
ics practitioner (Overproduced
Future): During the next decade,
dietetics education programs
overproduce credentialed dietet-
ics practitioners who are unable
to demonstrate value, connect
with people of different cultures,
and succeed in emerging and
growing practice settings. New
technologies automate the time-
consuming parts of the RD and
DTR scope of practice, especially
in clinical nutrition and tradi-
tional foodservice.

CAN-DO DIVERSE DIETETICS
PRACTITIONER SCENARIO:
PREFERRED FUTURE
The following description of society and
the profession in 2022 depicts how the
can-do diverse dietetics practitioner sce-
nario (Figure 3) could play out.

Society 2022
Policy makers realize the importance of
addressing the root causes of poor health
and seek those with broad experience
with food and nutrition. New regulations
and taxes are passed to improve the trans-
parency of menus and penalize overpro-
cessed and unhealthful foods. Budgets are
increased for food and nutrition educa-

tion programs in schools and underserved
communities.

Increased immigration forces health
professionals to develop high levels of
cultural competency, especially in the
areas of food and nutrition. Second- and
third-generation immigrants use their
knowledge and love of food to find new
and more healthful ways to prepare tra-
ditional dishes. They are supported by a
larger cultural shift that focuses on the
sustainability of food from the farm to
the table to its interaction with the
body.

A larger elderly population combined
with growing obesity leads to a higher
number of patients suffering from mul-
tiple chronic diseases. These patients
drive higher health care costs, forcing
the health care system to focus on pre-
vention. Payment systems are changed
to encourage health care teams that can
prevent and manage chronic diseases
through diet and lifestyle changes.

Profession 2022
Leaders in the profession work relentlessly
to ensure that preparatory and continuing
education programs are relevant to the
marketplace and develop RDs and DTRs for
dynamic and changing careers. Young and
mid-career dietetics practitioners are en-

couraged to develop a diverse skill set. RDs
and DTRs develop lateral thinking and other
problem-solving skills that strengthen their
ability to offer food and nutrition solutions
in a wide range of situations. Students are
encouraged to pursue dual degrees that
allow them to focus on business skills, or-
ganizational management, public health,
foreign languages, and other relevant ar-
eas. Through frequent interactions with
diverse communities, the profession at-
tracts more diverse students into the pro-
fession.

In schools and community care centers,
dietetics practitioners become the focal
point for improving health and nutrition.
They use their knowledge of food and nu-
trition to build food programs that meet
the distinctive needs of the communities
they serve. Realizing that this knowledge
is never enough, RDs and DTRs work tire-
lessly to update their managerial and
team-building skills to collaborate with
other leaders in their organizations and
communities.

Businesses in the food industry come
under increased pressure from customers
and policy makers to be more transparent
and provide better nutrition. They seek
RDs who combine strong nutrition knowl-
edge with managerial skills and high lev-
els of cultural competency. This growing
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Figure 3. Depiction of the can-do diverse dietetics practitioner scenario.
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Figure 4. Depiction of the value-deficit registered “dinosaur” scenario.
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area of the profession works with busi-
nesses to improve the nutritional value of
food, produce detailed nutritional infor-
mation for consumers, and help busi-
nesses comply with new regulations and
taxes designed to improve nutrition and
food safety.

RDs assume leadership and problem-
solving roles in interdisciplinary care
teams focused on preventing and treat-
ing chronic diseases. DTRs also experi-
ence demand growth as the health care
industry seeks extenders able to manage
larger volumes of nutrition information
and manage automated systems for
tracking nutrition and health. Many RDs
and DTRs are continuously learning how
to identify and lead new opportunities
to use healthful food, sound nutrition,
and prevention and wellness programs
to transform individuals, organizations,
and society.

Implications of this scenario include the
following:

• Academy members actively
help develop public policy and
look to improve the health of
society through better health
and nutrition.

• The education system is nim-
ble and operates as a contin-
uum to prepare and update the
profession’s knowledge and
skills to meet the changing de-
mands of a competitive work-
place.

• Greater flexibility and oppor-
tunities encourage profession-
als with diverse skill sets to
enter the field.

• Diversity of the workforce in-
creases and better reflects the
population the profession
serves.

Indicators of change will include the
following:

• Increase in public policies de-
signed to improve food quality
or discourage unhealthful food
with taxes.

• Pressure for change and reform
of food provided in institutions
from schools to nursing homes.

• Extension and reform of commu-
nity food programs and greater
resources devoted to coordi-
nated public health strategies to
address chronic diseases and
promote wellness.

• Movement by the Centers for
Medicare and Medicaid Services
to implement payment reforms,
including medical homes, ac-
countable care organizations,
bundling of payments, and capi-
tation payments for services.

Sidebar: Methodology for the Future Futures Scenario Development

This project employed a thorough futures scanning and scenario development methodology to critically assess future changes and
their implications for dietetics workforce supply and demand. The Workforce Demand Study Task Force from its outset began
exploring possible forces of change. The task force designed a project that used an array of technical authors to define and study the
current conditions and commissioned Signature i, LLC to conduct a futures research project to systematically study the future. Marsha
Rhea, president of Signature i, LLC and Craig Bettles, president of Trend Spot Consulting, collaborated in this futures research and
designed and facilitated the thought leaders panel to identify the change drivers and the scenario workshop to frame the scenarios.

The Task Force began the futures research component of the Dietetics Workforce Demand Study with an expert panel of 14 thought
leaders from inside and outside the profession for a 1-day workshop in September 2010 to scout and identify key drivers of change.
Rhea and Bettles researched 8 of the 10 change drivers, forecasting their likely direction over the next 10 years and analyzing their
potential implications for the profession. Two other change drivers—population risk factors and health care reform—were researched
in separate articles and included in brief as part of the project’s futures research. This scan was used to prepare the scenario workshop
participants for their work.

The 31 workshop participants were guided through a series of exercises designed to frame four alternative views of the future using
a four-quadrant approach. Supply was placed on the horizontal axis and demand on the vertical axis. This framework created four
different zones:
1. Underprepared Future: The Underprepared scenario looks at a future where RDs and DTRs experience high demand for their

services, but supply of qualified practitioners does not meet demand.
2. Preferred Future: The Preferred Future scenario envisions a future where demand and supply for RDs and DTRs are both

increasing.
3. Feared Future: In the Feared Future scenario, both demand and supply for RDs and DTRs decreases.
4. Overproduced Future: This scenario looks at a future where demand for dietetics services is decreasing while the supply of RDs

and DTRs looking for work remains high.
The workshop participants were each assigned to teams to develop scenarios for one of the four quadrants (Figure 2). For each

scenario, the workshop participants first selected five change drivers that would be instrumental in creating their alternative view of
the future.

The scenario teams were asked to describe what might happen in society and the profession in the span of a decade. They gave each
scenario a preliminary probability rating of high, medium, or low to assess how likely these scenarios are. Following a world cafÊ
format, members of the different scenario teams rotated into discussions with each scenario team leader and scribe to probe and
improve all the scenarios.

In a final exercise in the workshop, all participants rated the scenarios for their probability and preferability. They gave both the
preferred and feared future scenarios a low probability rating, while both the underprepared and overproduced scenarios were
viewed as highly probable. They also identified the preferred future as the most challenging for the profession.

After the workshop, Rhea and Bettles fleshed out their stories to make each scenario even more distinctive and formatted the
workshop learning around each scenario as it appears in this report. They drew the implications for the profession out of the scenario
workshop discussion. The authors proposed possible indicators of change that might signal the changes in a particular scenario are
unfolding. They used their professional judgment to craft strategic questions for the profession to answer to respond to the challenges
in each scenario.

The creation of these scenarios is just one step in an ongoing process designed to help the profession prepare for the future. These
scenarios informed the Workforce Demand Task Force as it developed an in-depth analytical projection of supply and demand for RDs
and DTRs. The Lewin Group, a national health care and human services consulting firm, modeled these projections. The technical
papers, future scan, scenarios, and workforce modeling projections are all essential components of the Dietetics Workforce Demand
Study. Collectively, they are powerful tools to inform and guide the profession in making wise choices about the future of dietetics
workforce supply and demand and can inspire the profession’s vision for the future.
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Strategic Questions
• How can the profession secure

more influence in public policy
discussions?

• What beliefs, behaviors, and
skills will RDs and DTRs need to
develop to play a leading role on
interdisciplinary teams?

• How can the profession better
reach out to diverse communi-
ties to encourage them to con-
sider dietetics as a career?

• Can the dietetics education sys-
tem be responsive to emerging
opportunities and changing
conditions in the marketplace?

VALUE-DEFICIT REGISTERED
DINOSAUR: FEARED FUTURE
The following description of society and
the profession in 2022 depicts how the
value-deficit registered dinosaur scenario
(Figure 4) could play out.

Society 2022
Tight budgets by federal, state, and local
governments force deep spending cuts in
the programs that directly affect health
and nutrition. The cuts are driven by a
sluggish economy and an aging popula-
tion that puts large strains on health care
budgets and retirement plans.

Health care reform is blocked in the
courts and underfunded by federal and
state governments. A fragmented fee-for-
service model remains as the dominant
system for health care services. Hospitals
and physicians are tempted to seek profit
through expensive procedures and tech-
nology. Policy makers tinker with pay-
ment systems in an attempt to control
costs rather than pass meaningful health
care reform. Prevention programs are de-
funded and many care providers leave
health care altogether.

Food insecurity and chronic disease be-
come a national disgrace. Community
food and education programs are cut,
leading to higher rates of food insecurity
and poorer diet in underserved communi-
ties. Federal food programs are also cut,
thereby rolling back improvements in the
availability and quality of food available in
schools.

Profession 2022
RDs are seen as insular and are unable to
demonstrate the value of nutrition coun-
seling. As a result, legislation and policy
protect very little of the RD scope of prac-
tice. The profession is too comfortable
with the status quo and does not fight
against changes that harm both the pro-
fession and society.

Dietetics education remains clinically
focused, despite shrinking opportunities
in the health care arena. Young dietetics
practitioners are not taught the business
skills they need to succeed in the market-

place or the soft skills needed to effec-
tively team with other care providers in
clinical settings. RDs retain a deep knowl-
edge base in clinical nutrition, but they
prefer performing patient assessments
rather than acquiring the soft skills to
change patient and client behaviors and
integrate into interdisciplinary teams.

Young, dynamic, and diverse future
professionals are turned off by a profes-
sion that has forfeited its essential and ap-
pealing connection to food. Older dietet-
ics practitioners retire from the food
industry, leaving too few RDs to shape
market trends in food and nutrition.
Those interested in food pursue culinary
and hospitality degrees that will position
them for business success in the food in-
dustry.

Qualified students interested in the sci-
ence of nutrition opt for careers as doc-
tors, physician assistants, and nurse prac-
titioners, where they can better use their
nutrition knowledge to provide primary
care. They develop a concentration in the
basics of food nutrition through online
courses. Others with an aptitude for tech-
nology work directly on the technology
systems that help patients manage their
nutrition intake. Although the number of
nontraditional students needing a fast
and sure route to jobs is growing, they
choose other fields that offer accelerated
education and more secure employment.

Competition from other providers of
nutritional services is fierce across all
practice areas. Demand for RDs drops as
the competition takes over different prac-
tice areas. Continuing-education oppor-
tunities for mid-career professionals are
sparse, making the bulk of the profession
vulnerable to competition. Prospective
RDs discover the extent of discourage-
ment among current RDs and steer clear
of this dying profession.

Both society and the health care system
suffer as discouraged RDs and DTRs exit the
workforce. The mass media becomes the
dominant source of nutrition information
and other providers, with less grounding in
nutrition science, are filling the void in nu-
trition and dietetics care.

Implications of this scenario include the
following:

• New technologies for managing
diet lead to de-emphasis on
larger population risk factors,
endangering the long-term
health of the country.

• Food programs and the food in-
dustry suffer from poor nutri-
tion as a result of budget cuts
and the retirement of experi-
enced RDs and DTRs.

• New students choose other ed-
ucation programs that either fo-
cus on clinical care or food
rather than trying to incorpo-
rate both through a dietetics
education.

Indicators of change will include the
following:

• Changes in health care payment
systems that attempt to cut out
ancillary providers, including
RDs and DTRs.

• High numbers of retirement
among RDs and DTRs, particu-
larly in foodservice and the food
industry.

• Continued budget cuts in food
programs at the federal, state,
and local level, particularly for
schools, vulnerable popula-
tions, and communities.

Strategic Questions
• How can the profession build a

better base of evidence for the
value of dietetics services?

• Where can the profession be
successful in advocating for
food programs that serve poor
and vulnerable populations and
communities?

• How can the profession encour-
age RDs and DTRs to leave fa-
miliar roles and redefine their
role and the future of the pro-
fession?

• Can the profession do a better
job of managing its competitive
position in good and bad times?
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Figure 5. Depiction of the expiration-date dietetics practitioner scenario.
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EXPIRATION-DATE DIETETICS
PRACTITIONER: UNDER-
PREPARED SCENARIO
The following description of society and
the profession in 2022 depicts how the
expiration-date dietetics practitioner sce-
nario (Figure 5) could play out.

Society 2022
The retirement of “Baby Boomers” over
the next decade dramatically changes the
landscape for work and health care across
the United States. Retiring Boomers in-
crease the demand for health care ser-
vices, better nutritional options, and well-
ness services to keep them healthy and
active. These retirements affect every pro-
fession, as retiring Boomers cause labor
shortages and loss of institutional knowl-
edge.

Consumers demand more healthful
food and more transparency of nutrition
information. Food labeling laws and sales
taxes on overly processed and unhealthful
food become more common in cities and
states. These regulatory changes are pro-
moted by state and local governments
looking to improve the health of their
populations and reduce health care infla-
tion.

Health care professions that can dem-
onstrate the value of their prevention ser-
vices—especially in treating and prevent-
ing chronic disease—see growth in a much
more value-oriented health care landscape.
Payment systems are changed to focus
more on prevention and quality of care.
Medical homes and accountable care orga-
nizations become much more prominent.
Evidence-based medicine becomes the cor-
nerstone of these changes and the focal
point for reimbursement of services.

Profession 2022
Demand for nutrition services increases
during the next decade, but there are sev-
eral bottlenecks and other problems that
prevent dietetics practitioners from seiz-
ing opportunities in the marketplace. RDs
and DTRs who have the right skill set are
able in high demand and their rising sala-
ries push up overall compensation in the
profession.

Bottlenecks in the education system
limit the supply of RDs and DTRs. Many
students—especially those unable to find
internships—are discovering that they can
pursue careers in nutrition without be-
coming an RD. Demand for DTRs is also
high, but the relatively low number of
DTR programs limits supply. In response,
many organizations simply retrain other
workers to fill these positions when DTRs
are not available. Other professions, hav-
ing understood their importance, are bet-
ter trained to use the data coordination
and expert decision systems now so ubiq-
uitous in hospitals, food industry, and
public health, because they have updated

their preparatory and professional devel-
opment programs.

Food labeling laws and other regula-
tions increase the demand for profession-
als with business skills, knowledge of
food, and a deep level of nutrition knowl-
edge. Unfortunately, the education sys-
tem rarely prepares entry-level RDs with
the business skills and knowledge of food
necessary to compete for these opportu-
nities. However, students with a deep skill
set in these three areas are able to find
numerous and rewarding opportunities in
the food industry.

Many Baby Boomers and mid-career
professionals from the food, hospitality,
and other industries look to nutrition ser-
vices as a second career. They supplement
their knowledge of food or business skills
with nutrition training. Often they are
able to parlay high demand for nutrition
services into consulting opportunities
that support a phased retirement that
many Baby Boomers value.

The growing size and influence of com-
munities of color also affect the number and
quality of students entering the profession.
A lack of racial diversity in the profession
combined with little outreach to diverse
communities leads to a lack of awareness
about the profession. Instead, these stu-
dents seek other routes to pursue their love
of food and interest in nutrition.

The fastest growing areas in health care
are in gerontology and personalized med-
icine. Evidence-based research continues
to highlight the importance of nutrition
counseling in preventing and treating
chronic disease, especially among the
growing ranks of elderly people. RDs who
specialize in these areas see increased op-
portunities and better financial compen-
sation for their services. Medical homes
and accountable care organizations fur-
ther increase demand for nutrition ser-
vices in clinical care teams, hospitals, and
nursing homes.

Implications of this scenario include the
following:

• Salaries rise for RDs who have
business skills, deep knowledge
of food, or interest in working in

gerontology and personalized
nutrition.

• Increased demand allows stu-
dents to find employment op-
portunities without finding lim-
ited internship opportunities
and becoming registered.

• Mid-career and semi-retired
professionals from other indus-
tries enter the field, although
they often do not pursue regis-
tration.

• New programs for training mid-
career and semi-retired profes-
sionals increase demand for nu-
trition educators, particularly
those in food science.

• The profession remains very
heterogeneous, discouraging
students of color from enter-
ing the profession and limiting
the profession’s growth.

• High demand for DTRs, com-
bined with a small number of
programs, leads to the cre-
ation of new programs.

Indicators of change include the follow-
ing:

• Demographic changes includ-
ing the aging of the population
and increased immigration

• Continued implementation of
health reform law, especially
payment reform that promotes
medical homes and accountable
care organizations.

• Lack of change in curricula of di-
etetics programs, particularly
around the development of
business skills and food knowl-
edge.

• A drop in the number and ap-
propriateness of internships of-
fered, leading to declines in di-
etetics practitioners seeking
registration.

Strategic Questions
• How can the profession manage

its own aging ranks while laying
claim to the opportunity to pro-
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Figure 6. Depiction of the misplaced and displaced dietetics practitioner scenario.
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mote the essential role of nutri-
tion in healthy aging?

• How can the profession encour-
age students to be entrepre-
neurs and provide them with
the business skills they need to
succeed in the food industry?

• Are there alternative pathways
to acquire the required knowl-
edge and experience to become
credentialed in current and
emerging practice areas?

• Should the profession consider
expanding DTR programs to
promote and fulfill the demand
for nutrition services?

MISPLACED AND DISPLACED
DIETETICS PRACTITIONER:
OVERPRODUCED SCENARIO
The following description of society and
the profession in 2022 depicts how the
misplaced and displaced dietitian sce-
nario (Figure 6) could play out.

Society 2022
New technology and public policy im-
prove the health of the nation. Everyday
life is wireless and a wide range of home-
monitoring devices exist to capture and
analyze health information. The country
grows much more diverse as different cul-
tures and ways of understanding food
flourish.

Professionals who succeed in this vi-
brant workforce combine problem-solv-
ing skills, technical skills, and cultural
competency. Routine work is automated
or outsourced to cheaper, less-skilled
workers. The one area where the United
States excels is in creating interdisciplin-
ary teams that can innovate and solve
tough challenges. These teams are in-
creasingly connected across geographic
boundaries using virtual worlds and other
technological tools for collaboration.

The ability to capture health informa-
tion and personalize it for individual
patients revolutionizes health care. Au-
tomated systems capture health inf-
ormation and consumers are empow-
ered to use that information to improve
their health. Policy makers are also able
to use health information from their
communities to implement changes in
the physical environment that directly
improve health.

Increased automation in food planning
and preparation decreases the demand
for low-skilled workers in the food indus-
try. Food businesses need food science
and nutrition advice in new product de-
sign and development as well as in creat-
ing sustainable operations. People also
take pleasure in fine dining and locally
grown and artisan food experiences.

Profession 2022
Dietetics education programs continue to
produce RDs with strong clinical skills de-
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signed to help them compete in a health
care landscape that has largely passed
them by. New software emerges that can
use captured data to provide nutrition
counseling tailored either to the individ-
ual or the community. Wireless home-
monitoring technology captures nutrition
and physical activity data in health re-
cords. Technology providers use this in-
formation to create automated systems
that can generate detailed nutrition as-
sessments and plans. Similar systems are
used to manage menus at facilities from
schools to nursing homes.

The opportunities for RDs and DTRs to
get involved in the development of new
technology are missed by a profession
that is risk-averse and inflexible. Other
practitioners, such as primary care pro-
viders, are much more successful in in-
fluencing the development of new tech-
nology and integrating it in their
practices. They keep track of new sys-
tems for managing nutrition and regu-
larly recommend these systems to their
patients. These systems also make it
easy for the physician and the patient to
monitor progress on meeting nutrition
and physical activity goals.

Vibrant, diverse communities bring
their own unique cultural approach to
food and nutrition, but these new ap-
proaches to food and nutrition are ignored
by the dietetics profession. The profession
is less focused on food and therefore less
interested in learning about new flavors,
ingredients, and styles of food. Other pub-
lic health practitioners with greater cul-
tural competency seize the leadership in
prevention and health promotion.

The dietetics profession is like a
poorly planned city where the supply
and distribution of services and needs
are poorly matched to the diverse needs
of its citizens. There is intense conges-
tion in the hospital sector, where RDs in
clinical practice like other health service
providers concentrate and compete.
Few RDs are interested in meeting nutri-
tion needs in poorer communities. RDs
working in the food industry or other
businesses are so few in number and
their experiences so far removed from
the majority of the profession that they
can seem as mysterious and isolated as
businesses can become when they are
tucked away in remote industrial parks.
And there is a great need for innovation
and creativity to promote vitality and
renewal within the dietetics profession,
just as arts and entertainment districts
help create thriving cities. The dietetics
profession abounds with missed oppor-
tunities to make a greater contribution
to every community’s quality of life.

Implications of this scenario include the
following:

• Consumers and other care pro-
viders use new technology for
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nutrition planning and assess-
ments, eliminating many of the
low-value services of RDs and
DTRs.

• Health and wellness becomes the
domain of other professions that
provide nutrition counseling as
only one of many services.

• New trends and movements
are not utilized by the profes-
sion, as they lack connections
with the communities inno-
vating in food.

• RDs and DTRs compete for
fewer opportunities in what
were once high-demand areas
and they are unable and un-
willing to move to new and
more promising practice set-
tings.

• Overproduction of RDs and
DTRs occurs in clinical practice
settings. If this overproduction
should occur across diverse
roles in dietetics, an oversup-

ply could potentially become a
positive catalyst for creating
new and innovative services.

Indicators of change include the follow-
ing:

• Widespread use of new auto-
mated tools for tracking and
managing diet and the integra-
tion of these technologies in the
practices of competitors

• Decreased diversity in the pro-
fession relative to larger society

• Substantial mismatches be-
tween careers sought and jobs
available

• Lack of any change in the curri-
cula of dietetics education
programs

Strategic Questions
• Which technology companies

are innovating in nutrition
tracking and management and

how can the profession partner
with them?

• Could an oversupply of RDs and
DTRs be turned from a liability
into a strategic asset for creat-
ing workforce demand?

• What role does education play
in creating the conditions for a
mismatch between the knowl-
edge and skills of the dietetics
workforce and marketplace de-
mand?

• What is the future of specialties
and advanced practice in a fast-
changing world where today’s
expertise can be built into to-
morrow’s expert decision
system?

CONCLUSIONS

Scenario Insights about the
Profession’s Future
The most revealing insight from these
scenarios occurred at the end of the sce-
nario workshop. The participants were
asked to pick the scenario outline they
considered the most likely to occur and
the one they considered the most chal-
lenging to the profession. They voted by
placing dots on the four quadrants repre-
senting the scenarios (see Figure 7).

The split between the underprepared
and the overproduced future as the most
likely scenarios highlights an important
challenge for the profession. On the sur-
face, the scenarios are polar opposites and
it would seem odd that they would both
be selected as the most likely scenarios for
the future. The dichotomy reflects an in-
ability on the part of the dietitians to in-
fluence two critical aspects of future de-
mand and supply. Similar to other health

Figure 7. Scenarios deemed most likely
and most challenging by workshop
participants.
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care providers, only some elements of di-
etetics scope of practice are protected by
regulation. Limited ability to protect
scope of practice opens up the profession
to increased competition from other
health care providers. In addition,
changes in health care payment systems
stemming from health care reform are in-
troducing challenges and opportunities that
open the profession to competitive pressures.

The leaders of the profession are con-
cerned that the dietetics education sys-
tem is very averse to change and might be
unable to produce enough RDs and DTRs
with the skills demanded by future em-
ployers. Instead, they could easily pro-
duce too many practitioners with too few
of the right skills to succeed in the future
marketplace. In the final analysis, the pro-
fession can only succeed if it does a better

job of attracting and training diverse, cre-
ative, and skilled dietitians.

RDs and DTRs need a solid evidence
base to demonstrate their value and
unique contribution in different situa-
tions and practice settings. When that
value is in question, they risk being con-
sidered dinosaurs or they are roughed
up in the mismatched worlds of an un-
derprepared or overproduced future.
When this value is demonstrated, it gen-
erates new opportunities and makes de-
fending the scope of practice less important.

By their own frank admission, the
workshop participants found the Pre-
ferred Future the most challenging. The
profession will have to be assertive and
opportunistic to secure positions in a
world where teaming and problem solv-
ing trump competencies and credentials.

Too many in the profession currently see
dietetics as a job rather than a profession.
They are not ready to step up to the grow-
ing opportunities in population-based nu-
trition care and prevention and wellness
initiatives or to claim the leadership roles
envisioned on interdisciplinary teams.
The profession’s efforts to adapt must be
as intensely focused on updating the
knowledge and skills of the more than
80,000 RDs now credentialed as they are
on attracting and educating new entrants
to the profession. After working together
to create the four future views of dietetics
workforce supply and demand, these
leaders expressed a sense of urgency that
the window of opportunity might close
before the profession can see what is
ahead and adapt.
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Population Risk Factors and Trends in Health Care
and Public Policy
Betsy Haughton, EdD, RD, LDN; Jamie Stang, PhD, MPH, RD, LN

EXECUTIVE SUMMARY
Many factors affect the current and future practice of dietetics in the United States. This article provides an overview of the most important population risk
factors and trends in health care and public policy that are anticipated to affect the current dietetics workforce and future of dietetics training and practice.
It concludes with an overview of the state of the current workforce, highlighting the opportunities and challenges it will face in the future. Demographic
shifts in the age and racial/ethnic composition of the US population will be a major determinant of future the dietetics profession because a growing
population of older adults with chronic health conditions will require additional medical nutrition therapy services. Dietetics practitioners will work with
an increasingly diverse population, which will require the ability to adapt existing programs and services to culturally diverse individuals and communities.
Economic factors will affect not only the type, quantity, and quality of food available in homes, but also how health care is delivered, influencing future roles
of registered dietitians (RDs) and dietetic technicians, registered (DTRs). As health care services consume a larger percentage of federal and corporate
expenditures, health care agencies will continue to look for ways to reduce costs. Health promotion and disease prevention efforts will likely play a larger
role in health care services, thus creating many opportunities for RDs and DTRs in preventive care and wellness. Increasingly, dietetics services will be
provided in more diverse settings, such as worksites, community health centers, and home-care agencies. To address population-based health care and
nutrition priorities effectively, dietetics practice will need to focus on appropriate evidence-based intervention approaches and targets. The workforce
needs to be skilled in the delivery of culturally competent interventions across the lifespan, for all population groups, and across all levels of the social-
ecological model for primary, secondary, and tertiary prevention. Because there is an assumption that the dietetics profession will experience rates of
attrition of 2% to 5% based on historical workforce data, an important consideration is that the current dietetics workforce is limited in terms of diversity. An
increasingly diverse population will demand a more diverse dietetic workforce, which will only be achieved through a more focused effort to recruit, train,
and retain practitioners from a variety of racial, ethnic, social, and cultural backgrounds. In addition, the geographic distribution of RDs and DTRs must be
addressed through strategic planning efforts related to dietetics training to provide access to and delivery of services to meet population needs. Further-
more, the health care workforce is projected to bifurcate as a result of growth in demand for the “frontline workforce” that works in direct patient contact.
This bifurcation will require the dietetics profession to consider new practice roles and the level of education and training required for these roles in relation
to how much the health care delivery system is willing and able to pay for services. There are many challenges and opportunities for the dietetics workforce
to address the changing population risk factors and trends in health care and public policy by working toward intervention targets across the social-
ecological model to promote health, prevent disease, and eliminate health disparities. Addressing nutrition-related health needs, including controlling costs
and improving health outcomes, and the demands of a changing population will require careful research and deliberation about new practice roles,
integration in health care teams, workforce supply and demand, and best practices to recruit and retain a diverse workforce.
J Acad Nutr Diet. 2012;112(suppl 1):S35-S46.

T
HERE ARE MANY FACTORS THAT
have an impact on the current and
future practice of dietetics. Demo-
graphic shifts in the US population,
changes in the prevalence rates of

acute and chronic diseases, consumer
trends in health care, changes in eco-

nomic conditions that have an impact on
access to healthful food, and shifts in pub-
lic policy all affect the demand for and uti-
lization of dietetics services. Although it
can be difficult to project future trends,
current data are useful for estimating the
influence of these indicators.

This article, part of a series of technical
articles to guide the dietetics profession
as we move forward to meet the changing
demands for dietetics services, will at-
tempt to gather and evaluate data regard-
ing these factors and determine how they
will affect dietetics training and practice.
This article will also provide a snapshot of
the current dietetics workforce, including
strengths, weaknesses, and gaps.

POPULATION RISK FACTORS

Demographic Trends Affecting
the Practice of Dietetics
In 2009, there were 307 million residents
in the United States, an increase of 26 mil-
lion since 2000 (1). The US Census Bureau
estimates the US population will com-
prise approximately 420 million people
by 2050 (2,3). More than 30% of the
growth in the US population is attributed

to immigration (4); the proportion of res-
idents who were born outside of the
United States increased from 6% to 12%
between 1980 and 2007 (5).

The racial and ethnic distribution in the
United States will continue to change
through the middle of this century. By
2050, it is estimated that 50% of the popu-
lation will be white non-Hispanic, 14%
black, 24% Hispanic, 8% Asian, and 4% other
(3). The shift in the racial and ethnic back-
ground of the US population will require
that dietetics practitioners be knowledge-
able of the health care needs and food-re-
lated customs of people from a variety of
backgrounds, including those from other
parts of the world. Furthermore, differ-
ences in health behaviors and beliefs, tra-
ditional health practices, chronic disease
risk factors and prevalence rates of dis-
ease, disparities in health risk factors and
outcomes, and trends in disability will
have an impact on the demand for and re-
quirements of dietetics services. Dietetics
education and training programs will
need to provide appropriate learning op-
portunities so that dietetics practitioners
are prepared to meet the needs of an in-
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creasingly diverse population of consum-
ers.

The age distribution across the US popu-
lation is also expected to change dramati-
cally over the next few decades. Through
the middle of the century, the percentage of
older Americans—individuals aged 65 years
and older—will increase from 12% to 20% of
the entire population, representing the
largest shift to date in age-related demo-
graphics. Currently, approximately one
quarter of the US population is younger
than age 18 years, a proportion that is pro-
jected to remain largely unchanged
through at least 2050 (1-3). Furthermore,
although people aged 18 to 44 years and
45 to 64 years currently compose approx-
imately 38% and 25% of the population, re-
spectively, by the middle of the century,
these percentages are anticipated to de-
cline to 34% and 22%, respectively.

The changes in percentages of people
aged 65 and older will occur because of
generational changes in birth rates as well
as increased life expectancy. Life expec-
tancy has increased dramatically in the
past century among all racial and ethnic
groups; however, racial and ethnic dis-
parities in life expectancy exist. White
males born in 2006 can expect to live 76
years, whereas their black counterparts
can expect to live 70 years; white fe-
males born in 2006 can expect to live 81
years compared with 77 years for black
females (6,7). Furthermore, although
women have consistently lived longer
than men and continue to do so, the sex
gap in life expectancy has been closing,
and it is anticipated that this trend will
continue during the next few decades.

Longer lifespans and an aging popula-
tion will likely result in increased preva-
lence of chronic diseases more common
among older adults, such as hypertension,
diabetes, end-stage renal disease, some
types of cancer, Alzheimer’s disease, and
dementia and will affect the demand for
dietetics services as these chronic health
conditions frequently dietary interven-
tion. Older adults are also more likely to
be admitted to hospitals and nursing
homes, where dietetics practitioners (reg-
istered dietitians [RDs] and dietetic tech-
nicians, registered [DTRs]) will oversee
their nutrition care.

Home care services for elderly people
also will be in demand as life expectancy
increases, and RDs and DTRs will be
needed to manage the nutrition care of
acutely and chronically ill older adults
and are likely to work as part of a compre-
hensive home health care team.

However, much of this impact on de-
mand is contingent on funding. An in-
creased need does not automatically re-
sult in increased reimbursement.

Socioeconomic Factors Limiting
Access to Healthy Food
Access to food will continue to be an issue
for many Americans. In addition to limita-

tions of daily activity, there is a variety of
reasons why individuals lack access to
healthful foods, including limited access
to food within the community, lack of
housing with food storage and prepara-
tion capabilities, and economic factors
that affect the ability to purchase food.
The proportion of individuals living in
poverty is currently estimated at 14.3%
(8). There are disparities in rates of pov-
erty, however, with 9% of whites, 26% of
blacks, 25% of Hispanics, and 12% of Asian
Americans living in poverty. More than
one in five children lives in poverty, com-
pared with 13% of people aged 18 to 64
years and 9% of adults aged 65 and older.
Among those living below the poverty
line are 7% of working families, 25% of
households affected by unemployment,
and 15% of households affected by layoffs
(9). Compared with individuals living in
higher-income households, individuals
living in poverty are less likely to have ad-
equate access to health care services and
adequate food supplies.

Approximately 15% of the US popula-
tion experienced food insecurity—de-
fined as a reduced quality, variety, or
desirability of diet with little or no indica-
tion of reduced food intake—in 2008
(10,11). Approximately 6% of US residents
reported very low food security, defined
as multiple indications of disrupted eat-
ing patterns and reduced food intake
(10,11). The prevalence of food insecurity
varies greatly, with the highest rates
among families living in poverty, single-
parent families with children, and non-
white households. Individuals and fami-
lies living in large cities or rural areas
experience food insecurity more often
than those living in suburbs or small cities
and towns.

Regional differences exist with food in-
security—it is most common in the South,
moderately common in the Midwest and
West, and least common in the Northeast.
Families and individuals living in poverty
are eligible for food-assistance programs,
such as the Supplemental Nutrition Assis-
tance Program (SNAP); the Special Sup-
plemental Nutrition Program for Women,
Infants, and Children (WIC); Child and
Adult Care Feeding Program; Summer
Food Service Program; and The Emer-
gency Food-assistance Program (12).
Food-assistance program use is common
among food-insecure households, with
55% utilizing the National School Lunch
Program, SNAP, and/or WIC (13). One in
five food-insecure households obtains
food from a food pantry and 3% eat meals
at an emergency food kitchen. All children
can participate in the National School
Breakfast and Lunch Programs; however,
the costs of the meals vary by family in-
come. Similarly, all adults older than 65
years can participate in congregate dining
programs with out-of-pocket costs vary-
ing by income status. As food-assistance
programs continue to grow to meet the

increasing demand of families and indi-
viduals living in poverty, opportunities to
consult with or administer these pro-
grams and services will present for RDs
and DTRs.

Access to an adequate supply of health-
ful foods is an issue that affects people of
all income levels and is of concern to
many dietetics practitioners. Data from
the US Department of Agriculture suggest
that approximately 6% of US households
experience access-related problems that
limit the purchase of the type or quality of
food. Among US households, 3% live from
one-half mile to 1 mile from a supermar-
ket and lack access to a vehicle or other
mode of transportation; 2% live at least 1
mile from a supermarket and do not have
vehicle access (13)—this situation is more
prevalent in low-income rural and urban
areas, the same areas in which food inse-
curity rates are higher.

RDs and DTRs in the community nutri-
tion and public health sectors will con-
tinue to play an important role in the area
of food insecurity and food access. These
roles will include direct service provision;
program management; outreach and
marketing of programs; evaluation of
food and nutrition assistance programs;
and, over the next few decades, adminis-
tration of food and nutrition assistance
programs designed to meet the needs of
the increasingly diverse population.

Trends in Chronic Diseases and
Health Conditions
Overweight and obesity are common
health conditions associated with an in-
creased risk for cardiovascular disease,
stroke, type 2 diabetes, some types of can-
cer, hypertension, osteoarthritis, and gall-
bladder disease (14-18). Currently, 68% of
adults have a body mass index (BMI; cal-
culated as kg/m2) �25 (classified as over-
weight) and 34% are obese, with a BMI
�30 (14). Among adults, 6% have a BMI
�40. Although the prevalence of over-
weight and obesity has increased consid-
erably in the past several decades, recent
data suggest that the rates have remained
more stable in the past 8 years (14).

The incidence of overweight (BMI
�85th percentile but �95th percentile for
age and sex) among US children and ado-
lescents is 32% (19). Seventeen percent of
youth are considered obese (BMI �95th
percentile), and 12% have a BMI �97th
percentile for age and sex. Overweight
and obesity among youth are correlated
with higher rates of hyperlipidemia, hy-
pertension, liver disease, sleep disorders,
orthopedic disorders, and obesity later in
adulthood (20). As with adults, the dra-
matic increase in rates of child and adoles-
cent overweight and obesity seen in the
past 2 decades seems to be leveling off;
however, it is not clear if this trend will
continue long-term (19).

The health care costs associated with
obesity and related comorbid conditions
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are thought to be substantial. A recent
study indicates that health care costs re-
lated to obesity are mounting for private
and public payers (21). Diet and physical
activity are considered the cornerstones
of lifestyle management in preventing
and treating overweight and obesity
among youth and adults (15,20).

Heart disease is currently the leading
cause of death among US adults, followed
by cancer, stroke, chronic lower respira-
tory disorders, accidents (unintentional
injuries), and diabetes (22,23). Age-ad-
justed rates of mortality from cardiovas-
cular disease and stroke have decreased
substantially in the past 50 years; how-
ever, the rates of underlying chronic con-
ditions that contribute to cardiovascular
and cerebrovascular mortality remain
high. Hypertension, a risk factor for both
diseases, is present in 32% of adults aged
45 to 64 years, with 51% of adults aged 65
to 74 years reporting hypertension (22).
Nutrition, physical activity, and weight
management are key elements in the pre-
vention and treatment of hypertension,
heart disease, and stroke (24).

Elevated serum cholesterol levels place
individuals at higher risk for cardiovascu-
lar disease. During the past 2 decades, the
proportion of the US population with high
cholesterol levels declined from 20% to
16%, partly as a result of public education
and screening for hypercholesterolemia
and the introduction of medications to
reduce serum cholesterol levels (22).
Women are more likely to have elevated
cholesterol levels than are men of the
same age. For example, 24% of women
aged 65 years and older have elevated
cholesterol levels compared with 11% of
men in that same age bracket. Medical nu-
trition therapy (MNT) and advice to in-
crease physical activity and reduce intake
of dietary and saturated fat, often pro-
vided by RDs, are considered the first lines
of treatment for hyperlipidemia (24).

Diabetes is a risk factor for cardiovascu-
lar disease and an individual cause of
mortality. The age-adjusted rates of dia-
betes have increased in the past 2 de-
cades. Recent estimates suggest that 11%
of the adult population older than 20
years has diabetes (22,23,25). Rates of di-
abetes increase with age—2.5% of adults
aged 20 to 39 years old, 10% of adults aged
40 to 59 years, and 23% of adults aged 60
and older have diabetes. Rates are higher
among nonwhite populations and among
men of all racial and ethnic backgrounds.

Prediabetes, or impaired glucose toler-
ance, is present in an estimated 7% of US
adolescents and 26% of US adults, or 57
million Americans (25). It is expected that
rates of diabetes and prediabetes will con-
tinue to increase as the population ages.
Other factors that can increase diabetes
rates include high rates of overweight and
obesity among children and adults and in-
creases in the number of nonwhite people

in the United States who are at higher risk
for these conditions.

Approximately one third of cancers are
related to poor nutrition and lack of phys-
ical activity, with up to 20% of cancer mor-
tality related to overweight and obesity
(26). These lifestyle risk factors have been
associated with higher rates of cancer in
the breast, ovaries, endometrium, colon,
kidney, esophagus, pancreas, and gall-
bladder. Being overweight or obese can
increase the likelihood of cancer recur-
rence and decrease survival rates for some
types of cancer. RDs will continue to play
an important role in the treatment of can-
cer using MNT, and RDs and DTRs increas-
ingly will be involved in cancer preven-
tion by providing nutrition education and
lifestyle management, including obesity
prevention and treatment.

A substantial proportion of the US pop-
ulation suffers from a limitation of activ-
ity; that is, reductions in physical, mental,
and emotional well-being that interfere
with the ability to engage in age-appro-
priate daily activities, including the plan-
ning, preparation, and consumption of
meals, related to chronic health condi-
tions (27,28). Currently, 9% of school-aged
children and up to 25% of adults aged 18 to
65 years have a limitation of activity (29).
In adults older than 65 years, the rate of
limitation of activity in the noninstitu-
tionalized population is estimated at 62%.
For older adults, the typical causes are pri-
marily musculoskeletal conditions, fol-
lowed by mental illness, heart disease,
hearing loss, diabetes, pulmonary disease,
and dementia. Among children, learning
disabilities, attention-deficit hyperactiv-
ity disorder, other neuromuscular condi-
tions, speech disorders, and intellectual
disability are the leading causes of activity
limitations. Preterm birth (birth before 37
weeks’ gestation) and low birth weight
(birth weight �2,500 g) are risk factors for
disabilities among children. In the past 4
decades, rates of low birth weight and
very low birth weight (birth weight
�1,500 g) have increased (22). As technol-
ogy to save the lives of premature and
very-low-birth-weight babies advances,
it is expected that rates of disability
among children secondary to these causes
will also increase.

Nutrition services are key components
of treatment for many of the causes of
limitations of activity, such as the follow-
ing:

• Individuals with sight and mus-
culoskeletal disorders often re-
quire specialized education to
enable them to shop for and
prepare food and to feed them-
selves.

• Many of the medications used
to manage symptoms of physi-
cal and mental health-related
chronic conditions that limit
daily activity have implications
for nutritional status requiring

dietary intervention and moni-
toring.

• Schools are mandated to pro-
vide food substitutions or mod-
ifications for children with spe-
cial health care and/or dietary
needs (30).

• Specialized nutrition support is
often required for preterm and
low birth weight babies.

RDs and DTRs will play a vital role in
meeting the needs of individuals with
limitations of activity in home, schools,
and social service and community agen-
cies serving disabled individuals and res-
idential care settings, in addition to more
traditional acute-care facilities.

MNT is a key component in treating
many of the chronic conditions men-
tioned previously; in fact, it is considered
the cornerstone of treatment for diabetes,
hypertension, and cardiovascular disease
(24,31-33). If there is funding, increases in
rates of these chronic conditions should
create more demand for RDs to provide
MNT services in acute-care, ambulatory-
care, and community-based settings.

Lifestyle risk-factor modification and
weight-management services are essen-
tial components of health-promotion and
disease-prevention programs. RDs and
DTRs will play a more frequent role in pro-
viding lifestyle and weight-management
services as part of health-promotion and
disease-prevention efforts within work-
sites, schools, community clinics, health
clubs, social service programs, and other
community settings.

TRENDS IN HEALTH CARE AND
PUBLIC POLICY
Traditionally, health care has been deliv-
ered in acute-care settings through hospi-
tals and hospital-based services. Ad-
vances in health care and industry-wide
implementation of cost-savings strategies
have led to a dramatic change in the deliv-
ery of health care services. Individuals in-
creasingly receive health care services in
ambulatory rather than acute-care facili-
ties. In 1990, there were 1,213,327 hospi-
tal beds available in the United States, but
by 2007, there were 945,199 beds avail-
able (22). Many former hospital-based
services, including renal dialysis, minor
operations, and management of condi-
tions such as newly diagnosed diabetes
are now performed on an outpatient ba-
sis, often in independent facilities that are
not associated with a hospital or other
health care system.

Patients with complex medical condi-
tions, often requiring ongoing MNT ser-
vices, are discharged early from hospitals
with increasing frequency (22). Data from
the National Hospital Discharge Survey
show that the average length of inpatient
hospital stay was 7.3 days in 1980, but
only 4.8 days in 2005 (34), with most pa-
tients spending 3 days or less in a single
visit. More and more often, patients are
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required to seek care in an outpatient set-
ting or in their homes. Thus, RDs will more
commonly provide MNT in smaller and
more specialized facilities within commu-
nity health centers and related organiza-
tions or within the homes of homebound,
ill patients rather than within acute-care
settings.

MNT has been proven cost-effective,
particularly with regard to outpatient nu-
trition services for chronic health condi-
tions such as diabetes, hyperlipidemia,
and hypertension (35,36). (There is evi-
dence for health care cost improvements
from inpatient MNT, but it is not as strong
as the evidence for outpatient nutrition
services.) Home management of complex
medical conditions requiring parenteral
nutrition has been shown to reduce
health care costs by $4,860 to $5,400 per
month (Canadian dollars)* (37). As health
care costs continue to rise, such cost-ef-
fective services offered within homes will
likely increase. Preventive health care ser-
vices will also play an increasingly impor-
tant role.

In 2010, the Patient Protection and Af-
fordable Care Act (HR 3590) became law.
Under this legislation, the next decade ex-
pects to see reforms in the current health
care system designed to expand health
care coverage to most Americans, to re-
duce the growth of health care costs over
time, and to ensure that Americans have
access to affordable health insurance that
meets their lifetime needs (38). Following
are two important aspects of this historic
legislation that will affect the provision of
dietetics and nutrition services in the next
decade (39):

• the reorientation of the health
care system away from acute
disease management and to-
ward a preventive care and
wellness model; and

• the implementation of an im-
proved health care delivery and
payment system that integrates
health care services of multiple
providers through an emphasis on
medical homes and community
health centers.

Funding for public health and preven-
tion services included in the Patient
Protection and Affordable Care Act will
strengthen community-based services
such as employee screenings and well-
ness programs, incentives for employees

who meet health targets (such as weight
loss and improved serum lipid profiles),
and reimbursement for annual well-
ness exams. An emphasis on developing
health-promotion and disease-preven-
tion programs in rural and underserved
areas is included in this new health care
legislation, which might provide ex-
panded roles for RDs, particularly in the
area of annual wellness exams. Rural
health initiatives can also increase the de-
mand for RDs and DTRs to offer telehealth
services, defined by the Academy of Nutri-
tion and Dietetics as follows (40):

. . . the use of electronic information
and telecommunications technolo-
gies to support long-distance clinical
health care, patient and professional
health-related education, public
health, and health administration,
[that] includes both the use of inter-
active, specialized equipment, for
such purposes as health promotion,
disease prevention, diagnosis, con-
sultation, and/or therapy, and non-
interactive (or passive) communica-
tions, over means such as the
Internet, E-mail, or fax lines, for com-
munication of broad-based nutrition
information that does not involve
personalized nutrition recommenda-
tions or interventions.

The Centers for Medicare and Medicaid
Services recognizes RDs as health care pro-
viders who can provide telehealth services
for select medical conditions, including dia-
betes and some forms of kidney disease
(41). Telehealth and other electronic forms
of conveying MNT and/or health-promo-
tion and disease-prevention services will
open avenues for RDs to reach individuals
and groups that might not currently have
access to dietetics services. Dietetics educa-
tion programs will need to teach future
practitioners the skills necessary to adopt
and utilize electronic health communica-
tion technologies.

A mandate for nutrition labeling on se-
lect restaurant menus and vending ma-
chines is also included in the Patient Pro-
tection and Affordable Care Act. This
requirement will provide additional op-
portunities for RDs and DTRs to work with
commercial foodservice operations to an-
alyze recipes, develop more nutrient-
dense foods, and improve menu options
for individuals who wish to eat a healthful
diet away from home.

Intervention Approaches to
Address Population-Based Health
Care and Nutrition Priorities
Addressing these population priorities re-
quires a dietetics workforce that is skilled
in delivering interventions informed by
research across the lifespan; for all popu-
lation groups; and across all levels of the
social-ecological model for primary, sec-
ondary, and tertiary prevention. Although

there are myriad intervention models and
approaches, this article will briefly intro-
duce life-course interventions—comple-
mented by health-equity approaches that
are delivered across the levels of the so-
cial-ecological model—as a conceptual
framework to consider the current dietet-
ics workforce in relation to population
priorities. These interventions will be de-
scribed in this section and are depicted in
the Figure.

Life-Course Theory-Based Interventions.
One way to conceptualize the importance
of nutrition across the life cycle is life-
course theory, which proposes that bio-
logical and behavioral risk and protective
factors determine health trajectories
(42,43). Specifically, optimal health tra-
jectories result when risk factors are re-
duced and protective factors are in-
creased throughout life, but especially
during key developmental periods. Di-
etetics practitioners then, have a role in
healthy aging from preconception on-
ward by timing appropriate and effective
interventions that will have future and
long-term impacts on health (44). These
interventions are to reduce risk factors
and increase protective risk factors during
each critical developmental period and
typically are delivered to individuals,
families, and small groups.

As the overall US population ages, the
dietetics workforce will need knowledge
and skills related to geriatric nutrition and
delivery of services in a variety of access
points, including senior home care with
and without home-delivered meals, as-
sisted living and extended care facilities,
and nursing homes. They also will need to
be skilled not only in chronic disease pre-
vention and treatment, but also in how to
work with elderly people, who might
have limited mobility and might wish to
remain actively engaged in their own food
purchasing, food preparation, and storage
activities. It will not be enough to advise
these individuals regarding “what” and
“how” to eat, as these active seniors will
want and need to prepare and consume
meals consistent with their mobility. At
the same time, as new health technologies
help sustain and extend life, dietetics
practitioners will need skills to help pro-
mote health for young and old, including
those with metabolic disorders, develop-
mental delays, and physical activity limi-
tations.

Health Equity and Social Determinants
of Health Models. Health disparities dis-
proportionately affect particular popula-
tion groups, such as minority popula-
tions, those less educated, and those
living in poverty (45,46). Individuals
within these groups might know what a
healthful diet is, but what they consume
is influenced by social, governmental,
and legal systems that negatively affect
their ability to consume a healthful diet

*This study was performed using
Canadian dollars as the measurement.
The conversion to US dollars would be
$3,738-$4,154 (based on a conversion
factor of $1.3 Canadian:$1 US dollar,
using the average historical Canadian/
American exchange rate data found at
http://research.stlouisfed.org/fred2/
data/EXCAUS.txt on January 10,
2012).

WORKFORCE DEMAND STUDY

S38 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS March 2012 Suppl 1 Volume 112 Number 3



and be physically active—for example,
fresh fruits and vegetables might not be
available or affordable, and neighbor-
hoods might be unsafe for physical ac-
tivity (47,48). If dietetics practitioners
are to help address health disparities to
optimize health trajectories, then they
need knowledge and skills regarding en-
vironmental and policy interventions
that integrate principles of social jus-
tice, human rights, and social capital and
that can focus on the economic and so-
cial barriers that promote or prevent
the procurement, preparation, and con-
sumption of healthful foods (49,50).
These interventions require population-
and system-level knowledge and skills
of dietetics practitioners.

Culturally Competent Interventions
and Systems. One characteristic that life-
course, social determinants of health, and
health-equity interventions have in com-
mon is that they need to be culturally
competent to be accessible to all. Cultural
competence is defined by Cross and col-
leagues (51) as “a set of congruent behav-
iors, attitudes, and policies that come to-
gether in a system, agency, or among
professionals and enable the system,
agency or those professionals to work ef-
fectively in cross-cultural situations.” Ac-
cording to this definition, cultural compe-
tence relates not only to how individual
dietetics practitioners practice and inter-

act with others who are different from
themselves, but also to the means by
which their workplaces make services
culturally accessible to all.

Whether dietetics practitioners are in-
teracting with individual patients or cli-
ents, families, community members, or
other health professionals with whom they
work, they need to have awareness, knowl-
edge, and skills that enable effective cross-
cultural interactions that positively affect
interventions and professional exchan-
ges (52-55). Although individual cultural
competence is important, dietetics practi-
tioners also need the knowledge and skills
to participate in crafting institutional pol-
icies and practices that are culturally
competent and in collecting and using
disparity data that can be applied to de-
sign effective interventions for specific
populations (38,56,57).

Closely aligned with cultural compe-
tence is workforce diversity (58,59),
which is frequently described by demo-
graphic characteristics of the workforce,
such as race and ethnicity, compared with
those of the population served. Although
diversity itself will not make individuals
or organizations culturally competent, it
will help to promote use of nutrition and
health care services by under-repre-
sented groups, who are more likely to
seek services from professionals whom
they see as similar to themselves (58).
Thus, the dietetics and nutrition work-

force needs to be culturally competent as
well as diverse.

Levels of Prevention. The life-course ap-
proach is consistent with promoting
health and preventing overweight and
obesity and chronic diseases. Primary pre-
vention requires approaches to avert bio-
logical risk factors, such as elevated serum
cholesterol and hypertension, and to in-
crease protective factors, such as access
to safe and affordable, healthful foods.
Examples of primary prevention are en-
vironmental and policy approaches to
increase physical activity, such as
street-scale urban design and land-use
policies (60), policies to support local food
systems, nutrition and calorie labeling in
restaurants and vending machines, policy
interventions about types of foods avail-
able in schools (61,62), worksite wellness
programs to promote healthful eating and
physical activity (63), point-of-decision
prompts to encourage stair use (60), social
support interventions in communities to
increase physical activity (64), and behav-
ioral interventions to reduce screen time
(65).

Secondary prevention requires ap-
proaches to reduce existing risk factors.
These interventions can be delivered with
individuals and small groups, such as
intensive behavioral interventions for
adults with hyperlipidemia (66) and for
sustained weight loss in obese adults (67).

RD & DTR Workforce 

public policy 

community 

pre-conception end of life organizational 

interpersonal 
Population Differences individual 

Tertiary Prevention 
Secondary Prevention 

Primary Prevention 

Population Differences 

Figure. Framework for dietetics practice as prevention and interventions across the social-ecological model to promote health and
eliminate health disparities through the life course. Figure concept courtesy of Shannon Looney, Knoxville, TN.
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Secondary prevention also can be deliv-
ered as targeted media campaigns for
early detection and screening and as nu-
trition education and food-assistance pro-
grams to reduce nutritional risk, such as
that provided through WIC.

Tertiary prevention requires clinical ap-
proaches to treat disease. Examples are
case-management interventions to im-
prove glycemic control in diabetes-man-
agement programs (68), behavioral and
family-based counseling as part of multi-
component pediatric weight-management
programs to treat overweight children
(35,36), and multicomponent coaching and
counseling interventions to reduce and
maintain weight loss (69).

Each of these three prevention levels
requires different knowledge and skill
sets. Primary prevention requires practi-
tioners to consider interventions that
change the wide range of influences on in-
dividual and population behaviors. Sec-
ondary prevention requires practitioners
to consider how to reduce risk factors,
which can be influenced not only by the
environments where people live, work,
and play, but also by how people interact
with each other and what they know
about what constitutes a healthful diet
and how to select, prepare, and consume
it. Tertiary prevention requires practitio-
ners to focus on disease treatment and
then, specifically, to consider how to en-
gage the individual and the family and
caregivers with whom he or she interacts
to control, treat, and ameliorate the dis-
ease through MNT.

Intervention Targets. While primary,
secondary, and tertiary prevention de-
scribe the purpose of nutrition interven-
tions, the social-ecological model concep-
tualizes intervention targets (70,71),
which influence what and how people eat
and how physically active they are. At the
individual level, interventions are de-
signed to change what people know, their
skills, and behaviors, so that they have im-
proved eating and health outcomes; these
intervention strategies increase motivation,
self-efficacy, and behavioral capability. At
the interpersonal level, interventions are
designed to change how people within an
individual’s social network influence that
person’s eating and physical activity; these
intervention strategies include parenting
interventions, buddy programs, and ap-
proaches to change social norms about ap-
propriate food-portion sizes. Interventions
at the individual and interpersonal levels
include nutrition counseling in outpatient
settings and peer group sessions in WIC fa-
cilities or a worksite.

At the institutional/organizational level,
interventions are designed to change the
policies, practices, and environments of
where people go to school, work, and eat
away from home—for example, moving a
school from simple awareness of the need
to change competitive food policies to

adopting new policies that are imple-
mented and institutionalized as standard
practice (72).

Community-level interventions are in-
tended to change the neighborhood and
community environments where people
live—for example, by improving access to
healthful foods and safe places to be phys-
ically active. Example interventions are
participatory research strategies that
engage community members in assess-
ing their neighborhood environments,
including access to healthful and afford-
able food, and then in developing pro-
jects to reduce barriers and take ad-
vantage of opportunities. Policy and
system-level interventions are intended
to change the social structures, policies,
and systems that affect many of the other
intervention targets in the social-ecologi-
cal model; these intervention strategies
include political action, lobbying, and pol-
icy advocacy to reform health care, in-
cluding the role of nutrition and dietetics
and nutrition and menu labeling regulation
development and food-assistance guide-
lines. Community-, policy-, and system-
level interventions focus on population
health.

Research and Practice
The overall dietetics workforce will need
knowledge and skills to participate in pri-
mary, secondary, and tertiary interven-
tions across the life course and target dif-
ferent levels of the social-ecological
model. The knowledge and skills used,
which require critical thinking skills for
analysis and decision making for partici-
pating in activities such as analyzing re-
search publications, will need to be in-
formed by current research. It also is
important to recognize the important role
that some dietetics practitioners will have
in generating and contributing to this re-
search, which can range from the most ba-
sic level (eg, from the genomic, subcellu-
lar, cellular, and multiorgan system
levels) to that of human behaviors related
to eating and physical activity and to that
of environments and policy that influence
these behaviors (eg, levels of the social-
ecological model) (73).

Current Dietetics Workforce: Who
Are They and How Do They
Practice?
In 2008, the Academy of Nutrition and Di-
etetics Foundation and Commission on
Dietetic Registration (CDR) completed a
comprehensive needs assessment of US
dietetics practitioners using a stratified
probability sample (74,75). Results from
this study estimated a total of 75,418 RDs
and 4,027 DTRs at that time. Current data
about this workforce can be considered in
relation to population priorities and used
to estimate future workforce needs to ad-
dress these priorities.

Workforce Diversity
RDs are, as a group, predominantly fe-
male, white/non-Hispanic or Latino, and
in their mid-40s; a substantial proportion
are considering retirement by 2019
(74,75). The proportion of males is very
low among RDs and DTRs (4% of DTRs and
3% of RDs).

DTRs are more diverse with regard to a
number of racial and ethnic indicators.
More DTRs compared with RDs are black
(6% of DTRs vs 2% of RDs), Hispanic or La-
tino (4% vs 3%), or “other” (2% vs 1%), and
fewer are white/non-Hispanic (78% vs
84%) or Asian (3% vs 5%). A striking differ-
ence in the two groups is that DTRs in gen-
eral are older than RDs, with a median age
of 48 years compared to a median age of
45 years among RDs. Only 12% of DTRs,
compared with 25% of RDs, are younger
than 35 years. More than 20% of DTRs and
RDs (23% for both) are 55 years or older,
which is the time frame for considering
early retirement and retiring (74,75). In-
deed, based on historical workforce data,
there is an assumption of an attrition rate (a
percentage that comprises CDR-creden-
tialed dietetics practitioners who will leave
the workforce for reasons of emigration, ex-
tended leave, retirement, or death) of 2% to
5% in dietetics (76). This suggests an aging
workforce comparable to that of the US
population overall and of other health pro-
fessions, including nursing (77).

As a largely female, older, and white/
non-Hispanic workforce, these data sug-
gest that the profession has an important
responsibility to address not only cultural
competence as the nation becomes in-
creasingly more diverse, but also diversity
of the future workforce itself through re-
cruitment and retention strategies to pro-
mote diversity and replacements due to
retirements.

Current and Future Practice Areas
The majority of RDs and DTRs, 48% and
51%, respectively, currently practice in
clinical health care (Table 1). This suggests
that almost half of all RDs and DTRs are
especially involved in tertiary and sec-
ondary prevention and in individual-level
and interpersonal-level interventions re-
lated to clinical health care. It is less clear
how the remaining DTRs and RDs are
practicing relative to the three prevention
levels or the social-ecological model.
However, there is growing emphasis on
the importance of primary prevention
and environmental and policy interven-
tions with regard to their impact on pop-
ulation health—and this translates to an
important role for dietetics practitioners
who are trained with the necessary skill
sets. How dietetics practitioners position
themselves to be part of these interven-
tions might be critical for future practice.

WORKFORCE DEMAND STUDY

S40 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS March 2012 Suppl 1 Volume 112 Number 3



Shifting Intervention Approaches
and Changing Practice Roles
Comprehensive health care reform stipu-
lated in the Patient Protection and Afford-
able Care Act and projections about the
future health care workforce have impli-
cations for the dietetics profession over
the long-term. As noted previously, the
health care reform bill has three goals:

• health insurance coverage for
the uninsured;

• improved affordability and sta-
bility of coverage for those with
health insurance; and

• slow growth of health care costs
(38).

Implementation will shift from a fee-for-
service payment model to preventive, pa-
tient-centered approaches, including the
patient-centered medical home and ac-
countable care organization models, and a
reformed delivery system with more pri-
mary care providers, medical homes, and
community-based health centers (39).

While future dietetics practitioners will
continue to have a role in tertiary preven-
tion, particularly related to chronic disease
management, they clearly have the poten-
tial for expanded roles in primary and sec-
ondary prevention in individual- and inter-
personal-level interventions. As members
of specialized and integrated care teams, di-
etetics practitioners will play an important
role, but they will need to position them-
selves to other team members and to health
insurers as recognized providers of nutri-
tion and dietetics services.

At the same time that health care re-
form is implemented, health care employ-

ers, insurers, and individuals will con-
tinue to look for ways to control health
care costs, particularly related to person-
nel. Health care workforce projections
from the Bureau of Labor Statistics for
2008 to 2018 are for substantial growth in
the “frontline workforce” of health care
personnel with a bachelor’s degree or less
and who will have extensive direct pa-
tient contact [(78-80) (and American Di-
etetic Association. Report to the House of
Delegates: Final Report of the Phase 2 Future
Practice and Education Task Force. July 15,
2008, unpublished; Gilbride J, Parks S,
Dowling R. Framework for analyzing sup-
ply and demand for the dietetics profes-
sion, 2011, unpublished), such as home
health aides and personal and home care
aides. As health care costs increase, indi-
viduals also will seek lower-cost alterna-
tives. For example, elderly adults may
seek home-based care instead of long-
term, institutionalized care. Others may
seek services offered by health educators
or fitness trainers and aerobics instructors
to help them change their diet and be-
come more physically active. This grow-
ing trend of the frontline workforce has
been noted within the public health nutri-
tion workforce through enumeration sur-
veys conducted by the Association of State
and Territorial Public Health Nutrition Di-
rectors since 1985. For example, data
from 1999-2000 and 2006-2007 enumer-
ations suggest a considerable increase in
the proportion of breastfeeding peer
counselors (0.4% vs 12.6%) working with
the WIC program (81). Whereas the Bu-
reau of Labor Statistics projects that RD
and DTR positions will grow at rates of

9.2% and 13.9%, respectively, from 2008 to
2018, these increases are less than that
projected for other sectors of the health
care workforce, such as home health aides
(50.0%), personal and home care aides
(46.0%), recreation and fitness workers
(21.2%), and health educators (18.1%)
(79). These projections suggest an impor-
tant role for dietetics practitioners, who
will remain providers of patient-care ser-
vices, but also might assume increased re-
sponsibilities as consultants and manag-
ers of those in the frontline workforce,
who will have more extensive and ex-
panded direct-care contact.

Related to growth of the frontline work-
force is bifurcation of the health care
workforce (78), as the proportions of per-
sonnel with lower levels of education (as-
sociate’s degree or less) and those with
higher levels of education (graduate de-
gree) increase, but the proportion of staff
with bachelor’s degrees decreases. The
tension of employers trying to control
personnel costs and professional associa-
tions trying to advance their professions
will only continue. It will be important for
the Academy of Nutrition and Dietetics
and CDR to consider what level of educa-
tion and training is appropriate in relation
to how much employers are willing to pay
(78,82,83). What qualifications are required
for future dietetics positions and what will
the market bear for quality, nutrition-re-
lated health outcomes? Currently, survey
findings range from 34% of RDs having an
advanced degree in dietetics, food, nutrition,
orarelatedfield(74,75) touptohalfofallRDs
having any advanced degree (85), whereas
only 1% of DTRs having an advanced degree

Table 1. Primary practice areas for registered dietitians and dietetic technicians, registered, working in the dietetics
profession: 2008 needs assessment compared to new practice areas

Primary practice area (2008)a

Registered
dietitian (%)a

Dietetic technician,
registered (%)a New practice areas (2010)bcd

Clinical, inpatient 21 29 Clinical health care

Clinical, outpatient 17 1

Clinical, long-term care 10 21

Community nutrition 11 8 Health promotion/disease prevention

Food and nutrition management 8 15 Management of food and nutrition services

Consultation/business practice 4 1 NAe

Education/research 8 5 Research

Higher education

Multiple 11 10 NA

Other 4 3 NA

Public policy/advocacy

aSource: Rogers (75).
bSource: American Dietetic Association. Report to the House of Delegates: Final Report of the Phase 2 Future Practice and Education Task Force. July 15, 2008, unpublished.
cSource: Gilbride J, Parks S, Dowling R. Framework for analyzing supply and demand for the dietetics profession. 2011, unpublished.
dSource: Collier (78).
eNA�not applicable.
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Table 2. State-specific ratios of dietetics practitioners per 100,000 population, United States

State

Population Ratio

RDsa DTRsb

n RD per 100,000c Rank State n DTR per 100,000c Rank

North Dakota 356 55.0 1 Maine 105 8.0 1

New Hampshire 480 36.2 2 Ohio 721 6.2 2

Minnesota 1,894 36.0 3 Wisconsin 226 4.0 3

Nebraska 641 35.7 4 Connecticut 107 3.0 4

Massachusetts 2,287 34.7 5 Minnesota 144 2.7 5

Vermont 209 33.6 6 New York 526 2.7 6

Connecticut 1,179 33.5 7 Pennsylvania 230 1.8 7

Wisconsin 1,875 33.2 8 New Hampshire 23 1.7 8

Rhode Island 341 32.4 9 Nebraska 31 1.7 9

Ohio 3,728 32.3 10 New Jersey 143 1.6 10

South Dakota 261 32.1 11 Florida 265 1.4 11

Colorado 1,574 31.3 12 North Dakota 8 1.2 12

Kansas 871 30.9 13 Washington 82 1.2 13

Iowa 925 30.8 14 Missouri 70 1.2 14

Pennsylvania 3,749 29.7 15 Indiana 73 1.1 15

Maryland 1,692 29.7 16 Arizona 74 1.1 16

Washington 1,970 29.6 17 California 405 1.1 17

Montana 283 29.0 18 Illinois 129 1.0 18

New York 5,578 28.5 19 Colorado 47 0.9 19

Idaho 441 28.5 20 Oregon 35 0.9 20

New Jersey 2,437 28.0 21 Massachusetts 56 0.8 21

Delaware 246 27.8 22 Arkansas 24 0.8 22

Michigan 2,738 27.5 23 Virginia 64 0.8 23

Utah 747 26.8 24 Maryland 46 0.8 24

Kentucky 1,150 26.7 25 Vermont 5 0.8 25

Illinois 3,435 26.6 26 Louisiana 30 0.7 26

Maine 349 26.5 27 West Virginia 12 0.7 27

Missouri 1,579 26.4 28 South Dakota 5 0.6 28

Louisiana 1,184 26.4 29 Tennessee 37 0.6 29

North Carolina 2,460 26.2 30 Idaho 9 0.6 30

Hawaii 336 25.9 31 Michigan 57 0.6 31

District of Columbia 153 25.5 32 Rhode Island 6 0.6 32

Tennessee 1,584 25.2 33 North Carolina 47 0.5 33

Alaska 175 25.1 34 Kentucky 21 0.5 34

Indiana 1,600 24.9 35 Texas 119 0.5 35

Oklahoma 911 24.7 36 Nevada 12 0.5 36

Virginia 1,923 24.4 37 Delaware 4 0.5 37

Alabama 1,140 24.2 38 South Carolina 18 0.4 38

Oregon 911 23.8 39 Alabama 17 0.4 39

(continued on following page)
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(74,75). What level of education and creden-
tial is required to address individual and pop-
ulation needs (84)? Training a qualified and
marketable workforce will require educa-
tional institutionsandprogramstohavegoals
and curricula aligned with workforce and
population needs (82).

Location of the Dietetics
Workforce in Relation to
Population Need
The location of dietetics practitioners geo-
graphically and within communities can
affect availability, access, and delivery of
services, which raises additional ques-
tions about the dietetics workforce. Are
there areas where there are shortages in
dietetics services? Within communities
and within facilities and agencies, how
well do the types and numbers of dietetics
practitioners match the needs of individ-
uals and populations served? Answers to
these questions relate to health equity
and quality of care. For example, medi-
cally underserved, minority, and rural
populations typically have more limited
access to health care and higher rates of
chronic disease (86). Shortages of primary
care health professionals have been iden-
tified in �75% of rural counties; many of
these counties have no primary care pro-
vider (87). Similarly, RD shortages in rural
communities also exist (39).

There are limited data and research
available on where dietetics practitioners

are located; whether they practice at the
primary, secondary, or tertiary preven-
tion levels; and how they practice across
the lifespan and across the levels of the
social-ecological model. Moreover, there
are few staffing ratio recommendations
available to interpret the number of peo-
ple served by dietetics practitioners in
these different capacities. The staffing
recommendation used for public health
dietetics practitioners with population/
system responsibilities in support of core
public health functions is 1:50,000 (88),
but this recommendation dates to 1978
and its validity has not been tested.

Currently, the Academy of Nutrition
and Dietetics Research Committee and
Clinical Nutrition Management Dietetic
Practice Group is developing inpatient
staffing models for RDs (89). The WIC pro-
gram also has been involved in research to
develop professional staffing require-
ments for local WIC agencies (90). How-
ever, even with staffing ratio recommen-
dations, it is difficult to determine
workforce shortages and needs because
the distribution of personnel differs
across and within states and within com-
munities and facilities (91).

A gross view of the overall dietetics
workforce across the United States is re-
vealing in this regard. Table 2 shows the
number of RDs and of DTRs per 100,000
population, based on 2009 state popula-
tions and data from CDR (Chris Reidy, CDR
Executive Director, personal communica-

tion, October 2010). The state-specific ra-
tios (expressed per 100,000 people) range
from 55.0 in North Dakota to 16.0 in Ne-
vada—so, in contrast to Nevada, where
there are only 16 RDs for every 100,000
residents, North Dakota, representing the
best ratio of RDs per person, has 55 RDs for
every 100,000 people in need of primary,
secondary, and tertiary prevention, across
the lifespan, and for interventions across
the social-ecological model. These data
demonstrate important state-specific dif-
ferences in available RDs per population
and suggest considerable differences in
the availability of RDs for needed services,
technical assistance/consultation, super-
vision, and management.

Table 2 reveals some additional points
worth noting:

• Among the 10 states with the
best ratio of RDs per 100,000
people, five are in the New Eng-
land region of the United States.

• The ratios of DTRs per 100,000
are even lower than that for
RDs, ranging from the best ra-
tios of 8 DTRs per 100,000 in
Maine to 0.1 DTRs per 100,000
in Hawaii.

• Among the top 10 states for the
best ratios of RDs per population,
six states—New Hampshire, Min-
nesota, Nebraska, Connecticut,
Wisconsin, and Ohio—also have
the best ratios for DTRs.

Table 2. State-specific ratios of dietetics practitioners per 100,000 population, United States (continued)

State

Population Ratio

RDsa DTRsb

n RD per 100,000c Rank State n DTR per 100,000c Rank

Mississippi 698 23.6 40 Kansas 10 0.4 40

Arkansas 679 23.5 41 Oklahoma 13 0.4 41

California 8,416 22.8 42 District of Columbia 2 0.3 42

Wyoming 120 22.0 43 Montana 3 0.3 43

Texas 5,136 20.7 44 Iowa 9 0.3 44

Arizona 1,304 19.8 45 New Mexico 5 0.2 45

New Mexico 397 19.8 46 Georgia 24 0.2 46

Florida 3,644 19.7 46 Mississippi 7 0.2 47

Georgia 1,879 19.1 48 Wyoming 1 0.2 48

South Carolina 870 19.1 49 Alaska 1 0.1 49

West Virginia 310 17.0 50 Utah 3 0.1 50

Nevada 422 16.0 51 Hawaii 1 0.1 51

Puerto Rico 202 5.1 52 Puerto Rico 1 0.0 52

aRD�registered dietitian.
bDTR�dietetic technician, registered.
cBased on personal communication (with Chris Reidy, RD, September 2010) and Readex Research (74).
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• Among the 10 states with the
worst ratios for RDs per popula-
tion, three states—New Mexico,
Georgia, and Wyoming—also have
the worst ratio for DTRs per
population.

There is a paucity of research about why
these ratios exist and what their implica-
tions are, which also suggests another
challenge for the dietetics workforce: un-
derstanding the dietetics infrastructure,
including what it is like (eg, the numbers
and types of nutrition-related personnel,
qualifications, experience, professional
development needs, and how and where
they practice) and its relationship to
health care and health outcomes.

CHALLENGES AND
OPPORTUNITIES
There are clear needs for the current and
future dietetics workforce to address nu-
trition-related chronic disease across pre-
vention levels and across the life-course
by working toward intervention targets
across the social-ecological model to pro-
mote health, prevent disease, and elimi-
nate health disparities. How this labor
force works within the practice areas
identified by Rogers (92) is affected by the
cost of health care and health care reform
to control costs and improve health out-
comes as quality and efficiency of care are
improved (93). Nutrition and dietetics has
an important role in preventive services
and as a therapeutic agent in chronic-
disease management. As the demand for
prevention and health care services in-
creases, members of the dietetics profes-
sion will need to think carefully about
new practice roles, particularly related to
environment and policy interventions
and integration in health care teams, and
work with an increasingly bifurcated
health care workforce, which might re-
quire more consultation and technical as-
sistance. In addition, the profession as a
whole needs to think carefully about how
to promote recruitment and retention of a
diverse and culturally competent work-
force that also is skilled in helping develop
culturally competent systems of care in
the agencies, facilities, and communities
where they work.

It will behoove the profession to con-
sider not only where dietetics practitio-
ners are located, but also what staffing
ratios are appropriate for different inter-
vention targets, such as population/sys-
tem-level interventions and clinical and
ambulatory care interventions. There is a
clear need for research related to the nu-
trition and dietetics workforce to under-
stand the relationship of the workforce
supply with demand and how the work-
force fits with other health care profes-
sionals. The challenges are considerable,
but proactive leadership, willingness to
explore options, and engagement with a
broad spectrum of stakeholders will help
shed light on how to plan for the future.
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Results and Recommendations
Framework for Analyzing Supply and Demand for
Specialist and Advanced Practice Registered
Dietitians
Julie O’Sullivan Maillet, PhD, RD, FADA; Rebecca A. Brody, PhD, RD, LD; Annalynn Skipper, PhD, RD, FADA, LDN; Jessie M. Pavlinac, MS, RD, CSR, LD

EXECUTIVE SUMMARY
The number of credentialed dietetics specialists—approximately 15% of the profession—is proportionately higher than those in other allied health and
nursing professions. Credentialed specialists seem to receive greater compensation earlier in their career, but this advantage neutralizes as length of time
in the profession increases. A larger proportion of younger registered dietitians (RDs) are specialists, which may mean an increase in supply of specialists in
the future. There is considerable interest in creation of health promotion and foodservice management credentials. Consideration should be given to
collaborating with other organizations to explore new models of recognition or credentialing for narrow areas of focus. Creating a methodology that can
differentiate the tasks and approaches to practice that are unique to advanced practitioners compared with specialists has been a challenge. Prior research
has not succeeded in identifying the differences in what advanced practitioners do. Future research to isolate advanced practice must take practice approach
into account. A new, research-based, credential for advanced practitioners is possible, or a recognition program for advanced practice RDs could be
considered. Precise supply and demand for specialty and advanced practice RDs cannot be measured. Thus, in this technical article, the authors share the
available information regarding supply and demand with regard to dietetics specialists and advanced practitioners. It seems there are distinctions among
the various levels of practice and recognition of their value to the profession and to the health of the public.
J Acad Nutr Diet. 2012;112(suppl 1):S47-S55.
T
HE SUPPLY AND DEMAND FOR
specialist and advanced practice
dietitians (RDs) is based on skill
sets within a scope of practice.
Dietetics practice is grounded in

a broad scientific, educational platform
and shaped by historical, environmental,
medical, and social trends. It is within this
wide-ranging framework that focus areas
of specialist and advanced practice di-
etetics have emerged. Though common
among allied health fields, this gradual
process of advancement, is not as well de-
fined in dietetics—especially in the non-
clinical segments—compared with other
health professions.

Since 1975, the Academy of Nutrition
and Dietetics (Academy) has debated and
discussed the value of specialists and ad-
vanced practice RDs, studied the issues,
and implemented new credentials (1). Us-
ing the Standards of Practice/Standards of
Professional Performance as a template,
several groups have published documents
that describe what RDs do at the entry
(generalist), specialty, and advanced lev-
els of practice (2-12) and provide back-
ground information for comparing prac-
tice types.

Statement of Potential Conflict of Interest
and Funding/Support: See page S55.
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The most recent definitions of practice
levels have been established by the Acad-
emy’s Council on Future Practice (13). The
helix in the 2011 Council on Future Prac-
tice report (13) illustrates how practitio-
ners progress from competent to profi-
cient to specialist and advanced/expert.
The key definitions in the Textbox may as-
sist in understanding the definitions, cri-
teria, and distinctions between entry, spe-
cialist and advanced practice RDs and the
various focused areas of practice.

This technical article synthesizes what
is known about dietetics specialists and
advanced practitioners. The status of cre-
dentialing and what is known about sup-
ply and demand are reviewed. The article
concludes with barriers, opportunities,
and implications for addressing the sup-
ply and demand of specialty and advanced
practice dietitians.

AVAILABILITY AND SUPPLY OF
RD AND MULTIDISCIPLINARY
SPECIALIST CREDENTIALS
Many RDs engage in generalist practice, but
some RDs also focus on specific patient pop-
ulations such as geriatrics and pediatrics,
diseases such as cancer or diabetes, and nu-
trition interventions such as nutrition sup-
port. From 2005 to 2010, the number of RDs
earning specialist practice credentials of-
fered by the Commission on Dietetic Regis-
tration (CDR) tripled. Part of this growth
was fueled by the addition of three new cre-
dentials (Table 1). However, the number
(supply) of RDs certified in the more estab-

lished specialties has also increased.

JOURNAL OF THE ACAD
RDs earning specialist practice creden-
tials offered by CDR represent 2.5% of RDs. A
2008 Needs Assessment (14) asked respon-
dents about the value of the market for CDR
credentials and certifications. Approxi-
mately four in 10 RDs responded that CDR
credentials were valued in the market—
specifically, renal (47%), pediatric (48%), on-
cology (44%), gerontological (41%), and
sports nutrition (47%) credentials.

Professional boards other than the CDR—
such as the National Board for Nutrition
Support Certification (15) and the National
Certification Board for Diabetes Educators
(16)—provide credentials for RDs. The Cer-
tified Diabetes Educator (CDE) credential
was launched to standardize practice rela-
tive to patient education across disci-
plines. The Certified Nutrition Support
Clinician credential (CNSC) combined
the Certified Nutrition Support Dieti-
tian, Physician, and Nurse credentials
into a single certification in 2008 and
enabled pharmacists and physician as-
sistants to take the exam in 2009. Cur-
rent numbers of dietetics practioners
and others with these certifications are
in Table 2. Approximately 12.5% of RDs
have credentials in nutrition support
(almost 3,500 certified RDs) and diabe-
tes education (nearly 6,500 RDs). For di-
abetes educators, demand may have
been fueled by the requirement that cer-
tified personnel be available to meet re-
quirements for a certified diabetes cen-
ter. This requirement has not been
established for other specialties, but the
total number of certified diabetes edu-

cators suggests the specialist creden-
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tials within this clinical aspect of the
profession are valued if staffing with
certified personnel is a prerequisite for
reimbursement or a quality indicator.

Approximately 15% of RDs are creden-
tialed as specialists, which is considerably
higher than for other allied health and nurs-
ing professions. The number of RDs certified
in other areas, such as school nutrition and
foodservice, is unknown. The considerable
increase in number of specialists in 2010
over previous years suggests a new demand
for the credentials either by the practitio-
ners themselves or the employers.

FUTURE DEMAND FOR
SPECIALIST CREDENTIALS
Demand for specialist credentials may be
influenced by several factors. In 2008, the
Bureau of Labor Statistics (BLS) estimated
that from 2008 to 2018, there will be a 9%
growth in the employment of RDs and di-
etetics practitioners. The BLS acknowl-
edged in its report that RDs with “special-
ized training, an advanced degree, or

Table 1. Supply of registered dietitian

Specialist area 2005

Pediatric 356

Renal 338

Sports dietetics —

Gerontology —

Oncology —

Totals 694

aSource: Christine Reidy, RD, Executive Director, Commissi

Table 2. Multidisciplinary certifications

Discipline

Certifi
Clinic
Nutri

Dietetics 3,478

Medicine 115

Nursing 84

Pharmacy 32

Physician assistant 2

Other

Total 3,711

aSource: Michelle Spangenburg, MS, RD, Program Director
bCDE Data are from Count by State of Health Care Professi
December 6, 2010.
cThe Board Certified Advanced Diabetes Management cer
(AADE), November 29, 2010.
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certifications beyond the particular State’s
minimum requirement should enjoy the
best job opportunities” (17). The report fur-
ther stated that RDs specializing in renal
and diabetes or gerontology nutrition will
professionally benefit from the growing
number of persons who need such care (17).

According to a 2009 survey of 5,120 RDs
(14), approximately 40% believe there is
market value in board certification. Approx-
imately 37% of those surveyed supported
certification in health promotion; 19%,
food/food protection and foodservice man-
agement and clinical health care; approxi-
mately 12%, public policy; 11%, research;
and 8%, higher education. The survey
showed higher interest in certification
among younger RDs, which bodes well for
increases in certificates and credentials and
suggests that the number of specialists’ cre-
dentials may grow quickly during the next
decade. According to CDR data regarding
age of board-certified specialists, depend-
ing on specialist credential, 29% to 39% of
specialists are aged �35 years and 53% to

cialists certified by the Commission on

Year

2006 2007

384 409

328 380

59 159

— 151

— —

771 1,099

ietetic Registration, November 12, 2010.

specialist and advanced practice by dis

Certificati

utrition Support
Certified
Support Dietitian

Certifie
Diabete
Educato

6,476

0

8,966

780

0

382

16,604

cation, American Society for Parenteral and Enteral Nutritio
olding the Certified Diabetes Educator Credential. http://ww

has recently been redeveloped. Numbers are approximate. S
ON AND DIETETICS
73% are aged �44 years, with the exception
of renal specialists, where only 13% are aged
�35 years and only 40% are aged �44 years.

A key factor that has affected the number
of specialist RDs is the accreditation re-
quirement for health care facilities. As men-
tioned previously, a recognized diabetes
program must retain a certified diabetes ed-
ucator on staff in order to be reimbursed for
services. If this type of accreditation is ap-
plied in other types of health care facilities
or if recognition for other types of programs
is developed as a condition for reimburse-
ment, changes in the number of RDs who
must maintain certification as a job require-
ment may be profound, but unpredictable.

Economics and Specialists
A 2006 study noted that RDs expect addi-
tional salary when they obtain additional
skills (18), and in most cases, RDs with ad-
ditional certificates and education receive
greater compensation than those without
certification (19). At the 50th percentile of
salary grades, RDs with licensure and certi-

tic Registration, 2005-2010a

2009 2010

0 452 547

0 380 443

3 339 415

1 238 320

7 218 370

1 1,627 2,095

e

Board Certified Advanced
Diabetes Managementc

104

0

494

54

0

652

mber 19, 2010.
de.org/documents/statecount0110.pdf. Accessed

Dawn Sherr, American Association of Diabetes Educators
spe Diete

2008

42

37

23

17

14

1,34
for ciplin

on

ed N
iana/
tion

d
s
rb

for Edu n, Nove
onals H w.ncb

tificate ource:
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fication generate more income than those
without licensure and certification. How-
ever, this advantage declines as salaries rise
to the 75th percentile and above. The rea-
son for this trend is unknown.

It is possible that certification is more of-
ten used by RDs as a vehicle to enter a spe-
cialty area of practice. Experienced special-
ists may decide not to recertify as they gain
experience and do not require the external
validation of their specialty knowledge or
are promoted to positions with higher sala-
ries. It is also possible that RDs with the
highest salaries are in management, educa-
tion, and research positions, where certifi-
cations and licensure are not a job require-
ment and are often unavailable.

Employers can affect the demand for spe-
cialty credentialed RDs by developing a lad-
der strategy within the organization. In
2004, the US Department of Defense cre-
ated nonphysician health care provider
boards (that include RDs) with identified
specialist credentials (ie, pediatric, renal,
and metabolic) and allowed for a difference
in pay (20). This pay differential requires
maintenance of the specialty credential. If
more employers took this approach, it is
possible that the market for specialty and
advanced practice would increase. How-
ever, it is difficult to estimate how many
employers have similar programs in place.
Legislation or accreditation programs for
centers treating certain types of patients
could also influence demand and ultimately
increase salaries for specialty dietitians, as it
has for certified diabetes educators. It is un-
known if legislative or accreditation re-
quirements are changing in this direction.

Specialty Certification in Other
Health Professions
AssummarizedinTable3, thenumberofspe-
cialists inotherprofessionsissmallcompared
with the total number of practitioners. As
noted previously, the percentage of RDs who
obtain specialist certification is larger than for
other health professions—approximately 15%
of total RDs. The reason for this is unknown
but could be the breadth of dietetics encour-
ages specialization, or employer demand or
respect for the credential.

ADVANCED PRACTICE
IN DIETETICS
The profession of dietetics has identified ad-
vancedpracticeRDsasdistinctfromspecialist
RDs for many years. Specialist practice is seen
as a step, but not the only route, to advanced
practice.Clearlydefiningadvancedpracticein
a way that is widely understood by all RDs
continues to be a challenge. Determining a
methodology that can differentiate which
skills and practice approaches are unique to
advanced practitioners will continue to be a
complex task until advanced practice is
clearly defined and generally understood by
all RDs. Obtaining support for advanced prac-
tice from all segments of the profession and
March 2012 Suppl 1 Volume 112 Number 3
aligning unique advanced practice skills with
value in the marketplace will also be difficult.

The Academy has investigated, expanded,
and differentiated practice levels for RDs sev-
eral times since first considering the concept
in1972(21).ThefirstexaminationofRDprac-
tice beyond the entry level was the 1989 task
inventory analysis (22), followed by a role de-
lineation study in 1991 (23,24). This research
identified characteristics of advanced-level
practitioners compared with beyond-entry–
level RDs that were used as criteria for ad-
vanced practice RDs (the Fellow of the Amer-
ican Dietetic Association [FADA]).

In the mid-2000s, CDR conducted an
advanced-level dietetics practice audit
(25) that identified advocating for re-
sources and conducting research as com-
ponents of advanced practice. The authors
of the audit concluded that evidence sup-
ports that practice area differentiation ex-
ists in advanced practice dietetics (25).
This study did not support the pursuit of a
broad advanced practice credential but
suggested future studies concentrate on
distinct practice sectors such as clinical
health care and foodservice management.
An advanced practice audit focusing on
clinical nutrition—the largest dietetics
practice segment—is slated for 2012.

In clinical nutrition practice, two advanced
practice models have been proposed. Skipper
andLewis(26)proposedamodelofadvanced
practice in medical nutrition therapy based
on aptitude, attitude, context, expertise, and
approach to describe advanced practice RDs.
Brody and colleagues found that in clinical
nutrition, the following characteristics
emerged as defining advanced-level practice:
providingpatient-centeredcare,usingacom-
prehensive and discriminating approach, ap-
plying advanced knowledge and expertise,
communicating with patients and the health
care team, and using advanced interviewing
and counseling strategies (27). Both studies
are consistent with findings of Bradley and
colleagues (24). Similar studies in nonclinical
settings found distinctions between levels of
practice (28-30). It is probable that employers
have incorporated some advanced practice
characteristics into career ladders, but the
numbers who have done so are unknown.

Advanced Practice Credentials
and Supply
Two advanced credentials in dietetics,
FADA—whereby Fellows met advanced
practice criteria, and completed a written
approach to practice as part of a portfolio to
demonstrate that their respective ap-
proaches to practice were at an advanced
level—and board certified advanced diabe-
tes management (BC-ADM), have been de-
veloped. The BC-ADM credential is offered
by the American Association of Diabetes Ed-
ucators. The FADA credential was initiated
in 1994 but has been inactive since 2002.
More than 350 RDs hold the FADA creden-
tial and approximately 100 hold the BC-
ADM credential. The small number of RDs
who attained either of these advanced prac-
JOURNAL OF THE ACADE
tice credentials raises the issue of if offering
advancedpracticecredentials iseconomically
feasible. Although original FADA projections
anticipated up to 300 applicants annually, ac-
tual applications were in the range of 40 to 50
per year. A 2008 survey of RDs determined
that as many as 33% of respondents to the
2008 Needs Assessment desired advanced
certification, which is projected to be almost
25,000 RDs (14). Yet, it is unknown if these
individuals would actually apply for ad-
vanced practice certification.

Limited data are available to estimate the
supply of advanced practice RDs. Bradley and
colleagues (24) estimated 3.5% to 4.3% of the
RD membership represented advanced prac-
ticeRDsintheearly1990s,andin2010Brody,
using similar criteria to that of Bradley and
colleagues, estimated 9.9% of RDs met the cri-
teria for advanced practice in the clinical
health care area (27). With rounding, a range
of3,000to8,000RDscouldbeadvancedprac-
tice RDs. However, a precise number of RDs
practicing at an advanced level is unknown.

Educational Opportunities
for Specialist and
Advanced Practice RDs
In 2011, 42% of RDs had a master’s of science
or doctoral degree in nutrition and 8% had a
master’s of science or doctoral degree in an-
other field (31). It is unknown if these degrees
were earned in preparation for specialty or
advancedpracticeroles. In fact, little isknown
about how RDs educate themselves for spe-
cialty and advanced practice roles.

Residencies have been proposed to
enhance clinical knowledge and skills.
Although limited residencies are avail-
able in dietetics, most are concentrated
in subspecialty clinical areas such as nu-
trition support, pediatrics, diabetes, and
renal nutrition under the supervision of
an expert-level mentor (32). A few fel-
lowships provide short-term opportunities
for hands-on practice in neonatal nutrition,
pediatric nutrition, and nutrition support,
among others. Although RDs report that they
desire these opportunities (33), institutions
have not consistently made funding available
to develop fellowships or to support RDs who
are accepted into them. An exception is nutri-
tion for children with special health care
needs, where federal funding was used to es-
tablish a few programs. New advanced prac-
ticeresidencyguidelineshavebeenpublished
by the Accreditation Council for Education in
Nutrition and Dietetics (34).

Other routes to advanced practice
may develop; continuing professional
education can support advancement
through selection of activities to pro-
mote career growth such as advanced
degree programs; post-professional cer-
tificate programs in areas such as weight
management, informatics, or health
care management; and professional ac-
tivities, including writing, research,
leadership, and mentorship (35). More
formal education via graduate course-
work and graduate nutrition degrees is
MY OF NUTRITION AND DIETETICS S49
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also available. How relevant these
courses and degrees are to specialist and
advanced practice RDs and the number
of RDs who take advantage of these ed-
ucational opportunities is not known.

An advanced practice education option—
the practice doctorate degree—was sug-
gested by Christie and Kight (36) in 1993 as
a way to elevate the role of the clinical RD.
Despite long-standing support from the

Table 3. Numbers of clinicians creden

Profession Specialty

Pharmacy Pharmaco

Oncology

Psychiatr

Nuclear p

Nutrition

Ambulato

Total

Physical therapy Orthopae

Geriatrics

Pediatrics

Sports

Neurolog

Cardiova

Clinical e

Women’s

Total

Occupational therapy Pediatrics

Physical r

Gerontolo

Mental h

Low visio

Feeding,

Environm

Driving a

Total

Speech pathology Fluency d

Swallowi

Child lan

Total

aN/A�not available.
bBoard certification.
cSpecialty certification.
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profession—and that such degrees are be-
coming more popular in other allied health
professions—the academic community has
been slow to offer practice-based doctoral
degrees in dietetics. Skipper and Lewis (19)
found that RDs were more interested in
these advanced education programs than
employers and educators. The three greatest
advantages of the professional doctorate de-
gree, as identified by clinical RDs, included in-

by specialty in allied health profession

Number
credentia

apy 6,712

rmacy 969

armacy 587

acy 516

ort pharmacy 440

are pharmacy N/Aa

9,224

6,157

1,109

1,011

854

841

r and pulmonary 148

physiology 146

lth 82

10,348

65

ilitationb 19

12
b 10

17

g, and swallowingc 11

l modificationc 6

ommunity mobilityc 3

143

ers 166

d swallowing disorders 127

e 109

402
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creased salary, sense of accomplishment, and
respect from other health care professionals.
Employers were interested in hiring RD grad-
uates of professional doctoral degree pro-
grams but expressed concern about paying
higher salaries. Such advanced practice doc-
torate programs would support competen-
cies or tasks representative of advanced prac-
titioners in the clinical nutrition practice
segment (26).

th specialty certification

Approximate percentage
of the profession credentialed

1%

5.5%

� 1%

� 1%
tialed s wi
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DEMAND
The future demand for RDs may increase for a
number of reasons. According to the BLS, op-
portunities in the following health care-re-
lated labor areas are on the rise: aging, health
disparities, special needs individuals, outpa-
tient, and home care (17). RDs in some of
these areas may need more independence in
practice, thusrequiringhigher-levelskillsand
autonomy, which a specialist and/or ad-
vanced practice RD credential can indicate.
The demand for generalists is addressed else-
where.

An aging population is likely to increase
demand for specialists in geriatric nutrition,
for example. However, narrowing this dis-
cussion to specialists and advanced practi-
tioners limits what can be said about de-
mand. We anticipate growing demand for
specialists and advanced practice RDs based
on the following:

• Projected increases in health
problems associated with aging,
diabetes, and obesity will aug-
ment the need for RDs with spe-
cialized knowledge and skills in
these areas of practice.

• CDEs and other specialists will be

Definition of Focus Area of
Practice Registered Dietitia

Focus Area of Dietetics Practice
Definition: Defined area of dietetics pra
Rationale: The term focus area relates to
Specialist
Definition: A practitioner who demonst
attainment of a credential.
Rationale: The term specialist requires a
Criteria for Specialist
1. Designated education
2. Designated experience
3. Characteristics

• The appropriate skills, knowled
Advanced Practice
Definition: A practitioner who demon
characteristics that include leadership a
geted outcomes.
Rationale: The term advanced practice i
Professional Performance in the various
Criteria for Advanced Practice
1. Education (minimum)

• Master’s or higher degree from
2. Experience (minimum)

• �8 years as an RD (based on Bra
• The continuation of advanced p
• Commission on Dietetic Regist

education.
• Ethics guide the practitioner’s d

3. Credentials
• Possesses an advanced practice

in Advanced Diabetes Managem
4. Characteristics

• Exhibits and demonstrates the s
• Evidence of ongoing developme

aUsed with permission, Council on Fut
needed in increasing numbers so
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that specialized treatment cen-
ters may maintain accreditation.

• Interest in the health benefits, al-
lergies, and sensitivities associ-
ated with foods may expand the
need for RDs who specialize in
food composition; furthermore,
better diagnostic tests may pro-
vide early identification of the
need for lifestyle changes, includ-
ing nutrition.

• A 2009 Institute of Medicine re-
port, Redesigning Continuing Edu-
cation in the Health Professions,
suggests that, with an emphasis
on improved care and better con-
tinuing education, interprofes-
sional continuing education,
broad-base professional devel-
opment, and assessment of com-
petency models will be devel-
oped to improve patient care and
safety in the future (37). These
types of programs may lead to
more multidisciplinary creden-
tials and more demand for certi-
fied professionals. Dietetics spe-
cialists may continue to expand

tetics Practice and Criteria
(RDs)a

that requires focused knowledge, skills, a
a practitioner specializes in a specific are

additional knowledge, skills, and experien

ential.

d/or behaviors are exhibited and demons

s a high level of skills, knowledge, and
sion and demonstrates effectiveness in p

used after a careful review of the Acade
s areas of dietetics practice and the literat

regionally accredited institution or an equ

[24]).
e and/or management in a focus area of p

n Professional Development Portfolio lea

on-making process.

ntial, if available. Currently the following

, knowledge, and/or behaviors of an advan
d willingness to explore/experience new

ractice of the Academy of Nutrition and D
their scope of practice in areas
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such as medication manage-
ment, feeding tube placements
and evaluation, waived point-of-
care laboratory testing, and phys-
ical assessment to help coordi-
nate care in disease-specific
areas. This expansion in scope
could lead to increased profes-
sional opportunities for these
specialists.

Another market for advanced practitio-
ners is in food and nutrition policy related
to water and food safety issues, applied food
and nutrition research regarding the alter-
ing food supply and impact of food on
health, and food and nutrition systems with
regard to the high proportion of individuals
being fed via institutional settings such as
schools and assisted living. In higher educa-
tion, the need for faculty prepared at ad-
vanced levels, especially at the doctoral
level, continues to be high.

BARRIERS AND ISSUES
REGARDING SPECIALIST AND
ADVANCED PRACTICE RDs
In a meta analysis (38) of 14 qualitative
studies on barriers and enablers to role de-

Specialist and Advanced

perience.
practice.

a focus area of dietetics practice by the

d.

viors. This individual exhibits a set of
ng, evaluating, and communicating tar-

Standards of Practice and Standards of
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velopment of specialist and advanced nurs-
ing roles, barriers included role ambiguity,
lack of professional autonomy, perceived
ambivalence of professional regulatory
bodies in relation to the role of specialists

Figure. Potential credentials for register
S52 JOURNAL OF THE ACADEMY OF NUTRITI
and advanced practitioners, lack of educa-
tional standards, and low pay. Many of
these barriers are more pronounced in di-
etetics, affecting the entire profession as
well as the specialists and advanced practi-

ietitians (RDs) in various practice segme
ON AND DIETETICS
tioners because of the fluidity of the scope
of practice with different licensures, certifi-
cations, and state variability, along with the
lack of research on specialist and advanced
practice RDs in many areas. According to

for combining jobs.
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data collected by CDR (personal communi-
cation, November 2010), RDs’ primary rea-
son for not applying for board certification
as specialists is that such specialized cre-
dentials are not generally required by em-
ployers. With regard to pursuing advanced
practice, in other studies, RDs have cited the
time to obtain additional education and
money for tuition—and, depending on the
employer, the lack of tuition assistance—as
barriers (18,39,40).

The Council on Future Practice’s recom-
mendation to use the word “specialist”
only to describe RDs with a credential re-
sults in ambiguity as to how to describe
RDs practicing in areas where the cohort
is too small for creation of a credential to
be practical. Delineating the focus area of
RDs in narrow practice segments without
a credential needs to be considered—es-

Figure. Potential credentials for reg
March 2012 Suppl 1 Volume 112 Number 3
pecially among health professionals who
refer patients or clients to RDs. The move
from a focused area of practice to recogni-
tion as a specialist via a credential re-
quires a reasonable pool of practitioners
to justify the cost of the development and
maintenance of the credential. Currently
CDR subsidizes the cost of the five special-
ist boards as a means to advance the pro-
fession by providing RDs with the oppor-
tunity to demonstrate competence in a
specialty area of practice.

Distinguishing the RD credential from
other food, health, and wellness creden-
tials and professional titles is difficult
enough for the general public, especially
considering that multiple health profes-
sions include nutrition services and coun-
seling as part of the scope of work, includ-
ing nurses and nurse practitioners, dental

ed dietitians (RDs) in various practice se
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hygienists and dentists, pharmacists, phy-
sician assistants, and physicians (40). The
lack of licensure and regulation in some
states and wide variation in employment
titles further confuses which profession-
als are the most knowledgeable to provide
nutrition information. It may need to be
the responsibility of health care providers
to educate consumers about why a spe-
cialist is needed.

Two popular specialist credentials, the
CDE and CNSC, are not available exclu-
sively to RDs. It is possible but unknown
whether nurses, pharmacists, and other
health professionals who hold these cer-
tificates are performing roles associated
with the RD profession, thus reducing the
demand for RDs in some areas. These mul-
tidisciplinary certifications may also con-
fuse administrators and others with hir-

nts for combining jobs (continued).
ister gme
MY OF NUTRITION AND DIETETICS S53



WORKFORCE DEMAND STUDY
ing authority as to whether an RD with a
CDE or CNSC certification is needed on
staff rather than another professional
with the same certification.

Demand for these multidisciplinary
credentials has increased over time be-
cause of shortages among other health
care professionals, especially nurses and
pharmacists. Markets for RDs with spe-
cialist credentials have also been influ-
enced by accreditation standards and the
economy. Although many companies pre-
fer hiring credentialed staff and promote
their available specialists as a marketing
tool, these positions are often viewed as
“value added” and the number of such po-
sitions available is directly influenced by
changes in referral patterns and econom-
ics.

In the nursing and social work profes-
sions, the tasks performed at the ad-
vanced practice level are distinct and may
be defined by law and, as a result, entry-
level professionals are reluctant to violate
their scope of practice and encroach on
advanced practice roles. Within dietetics,
there is a clear need for greater regulation
to further delineate specialist and ad-
vanced practice roles. The long-standing
acceptance of RDs as entry-level experts
and the relative newness of the Standards
of Practice and Standards of Professional
Performance—combined with the ab-
sence of a legislated scope of practice in
many states—have been barriers to
clearly outlining specialist and advanced
practice RDs roles.

The research on advanced practice sug-
gests that the clearest distinction be-
tween advanced practice RDs and other
RDs is approach to practice (24,26). The
practice may be similar in terms of tasks
performed (eg, assess and diagnose), but
the approach to advanced practice ap-
pears to be distinct from entry-level prac-
tice. Research is needed to define ad-
vanced practice broadly and demonstrate
the value of advanced practitioners to in-
ternal and external stakeholders. Without
documented outcomes of what advanced
practice RDs can offer employers, pa-
tients, and the profession, formalization
and recognition of the role will be chal-
lenged.

There also is a need to define when RDs
should refer patients and clients to an RD
working in a focused area, a specialist, or
advanced practice RDs. Distinctions be-
tween individual scope of practice clarify
for RDs when they should consider an ac-
tivity to be beyond their skill set. In the
dietetics community, unlike in the physi-
cian community, clear distinctions in
scope of practice have not been defined
and institutionalized. Thus, it is essential
that individual dietetics practitioners use
the scope of practice framework to per-
form a personal assessment to determine
their own scope of practice until such dis-
tinctions are established. Specialists and
experts will have to delegate more tasks
S54 JOURNAL OF THE ACADEMY OF NUTRITI
related to routine care to subordinate RDs
and DTRs if they want significant compen-
sation differences.

Employment Issues
Within health care institutions, the deci-
sion to identify specialist credentials as
preferred rather than required is often
driven by the lack of individuals with the
credential to fill open positions. This lim-
itation impedes salary distinctions across
the career ladder. That RDs at any level are
often perceived as assisting rather than
leading the nutrition care process may af-
fect the career ladder as well. Many state
and federal regulations require that a li-
censed, independent practitioner write
the diet order, but this requirement may
reduce the perceived value of having spe-
cialists and experts in dietetics. Health
care teams need to learn the value of RD
specialists and advanced practice RDs in
prescribing diets and assisting clients in
translating the prescription into practice.
Unfortunately, federal and state regula-
tions may impede this progress. Efforts to
reduce tensions between regulatory re-
strictions and ability to practice at the
highest level of dietetics scope of practice
are essential.

IMPLICATIONS FOR THE
PROFESSION
Despite the barriers identified here, the
profession of dietetics needs to promote
recognition of specialist and advanced
practice RDs for the health of the public,
for the advancement of the discipline, and
to attract and retain RDs. Because of
health care reform and a shift in the pub-
lic’s focus to healthful eating, RDs at all
practice levels have rich opportunities. The
Figure lists potential credentials that could
augment the career potential of an RD, di-
vided by the employment sectors suggested
by the Council on Future Practice (13).

The field of dietetics needs a clear dis-
tinction between competent entry-level
practice and practice at the specialist and
advanced practice levels. Within the pro-
fession, one step is to define competen-
cies that are beyond the scope of the en-
try-level RD graduates of programs
accredited by the Accreditation Council
for Education in Nutrition and Dietetics;
the second step is to conduct practice
audits to validate the differences in
practice. Formalized mechanisms are
necessary to identify specialist and ad-
vanced practice RDs—not just for the
purposes of referral but to serve as men-
tors to developing RDs.

CONCLUSIONS
It is impossible to assess market demand
for advanced practitioners until advanced
practice in dietetics is defined. There is a
need to nurture a balance between mar-
ket demand and a focus on advanced-
level practice. The Academy continues to
ON AND DIETETICS
place a high priority on the ongoing work
related to defining advanced practice.
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WORKFORCE DEMAND STUDY
Results and Recommendations
An Overview of the Intentions of
Health Care Reform
Pepin Andrew Tuma, JD

EXECUTIVE SUMMARY
If upheld as constitutional, the Patient Protection and Affordable Care Act that passed in 2010 promises to change health care delivery systems in the
United States, partly by shifting focus from disease treatment to disease prevention. Registered dietitians (RDs) have already taken an active role in
health care areas that stand to be directly affected by provisions in the health care reform bill. However, nutrition’s vital role in preventing diseases
and conditions potentially could translate to additional opportunities for RDs as a result of this reform. Specific dietetics-related areas targeted by
health care reform include medical nutrition therapy for chronic conditions and employee wellness incentive programs. However, dietetics practi-
tioners are not necessarily established in the language of the bill as the essential providers of specific services or as reimbursable practitioners. Thus,
although it is possible health care reform could affect demand—and, in turn, supply— of RDs, the actual effect of this legislation is difficult to predict.
J Acad Nutr Diet. 2012;112(suppl 1):S56-S63.
T
HE PATIENT PROTECTION AND
Affordable Care Act that passed
in 2010 (1) consists of two
separate but closely related
pieces of legislation (henceforth

referred to as Acts). On March 21, 2010,
the US House of Representatives agreed to
the version of health care reform that the
US Senate passed on Christmas Eve 2009;
President Barack Obama signed this
jointly approved bill into law on March
22, 2010. Then, on March 23, 2010, the
House and Senate approved a second
measure (2) amending certain portions of
the jointly passed bill, which President
Obama signed that same day. These Acts are
intended to achieve three main goals (3):

• provide coverage for 32 million
uninsured Americans;

• improve affordability and sta-
bility of insurance for those who
already have it; and

• slow the growth of health care
costs to reduce the federal bud-
get deficit.

Passage of the Acts put the United
States on the path of a new health care
paradigm that may have substantial im-
plications for the supply and demand of
dietetics practitioners. Under the new
framework, health care will begin to shift
away from the current fee-for-service
payment model to one focused on preven-
tive care and wellness; a patient-centered
approach to treating multiple chronic dis-
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eases; and a reformed delivery system
that includes more primary care provid-
ers, medical homes, and community-
based health centers. As the Academy of
Nutrition and Dietetics (Academy) and
policymakers understand, these changes
are vitally necessary to achieving the Acts’
related goals of improving affordability
and stability of insurance for those who
already have it and slowing the growth of
health care costs and reducing the federal
budget deficit.

The next stage of health care reform will
be defined by legal and constitutional
challenges to the Acts, ongoing fiscal con-
straints, and through the process of the
Acts’ implementation through state and
federal rulemaking and state legislation.
Irrespective of the initial constitutional
challenges, there is broad agreement
among experts and policymakers that the
paradigm shift toward prevention and a
reformed delivery system are critical
components of substantive health care re-
form. The implementation stage began al-
most immediately following passage of
the Acts and will continue for more than a
decade. In many ways, this phase of the
legislative enactment process is the most
important for ensuring that registered di-
etitians (RDs) and dietetic technicians,
registered (DTRs) play an integral role in
the provision of health care pursuant to
the Acts.

RDs have already played a role in many
areas related to issues brought up by
health care reform, including testifying
before Congress regarding nutrition-re-
lated health care issues and advocating for
cost-effective and quality-effective care,
consulting restaurants regarding compli-
ance with menu labeling requirements,
working to ensure a role in accountable
care organizations (ACOs) and patient-

centered medical homes (PCMHs), and
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providing the best and often the most
cost-efficient medical nutrition therapy
services (it is worth noting that the Acts
seek to expand these services for addi-
tional chronic conditions). To fit within a
reformed delivery model, however, RDs
must be able to demonstrate their cost-
and clinical effectiveness relative to other
providers. Even as the shifting paradigm
brings more focus to precisely the benefi-
cial disease prevention and management
work that RDs do, it is a big unknown at
this time exactly how and the extent to
which the Acts, if constitutionally upheld,
will translate into new opportunities—
and jobs—for RDs.

AN OVERVIEW OF THE
INTENTIONS OF HEALTH CARE
REFORM

Preventive Care and Wellness in
Health Care Reform
In the United States, 45% of the population
has one or more chronic conditions, in-
cluding obesity and diabetes, and 75%
percent of aggregate health care spending
goes to treating patients with chronic dis-
ease (4). However, although the vast
majority of these chronic diseases are pre-
ventable, �1% of total health care spend-
ing in 2009 went toward prevention (4).
Furthermore, in the 2009 American Recov-
ery and Reinvestment Act, better known as
the economic stimulus package, the largest
fraction of the stimulus funds—one sixth or
$122 billion—went to the US Department of
Health and Human Services, but �1% of
that, approximately $1 billion was allocated
for prevention and wellness (5). Neverthe-
less, advocates for preventive care claimed
even this small percentage as a historic vic-
tory, particularly the $650 million dedi-

cated to chronic disease prevention, and
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sustained increases in funding are antici-
pated (5) within a positive implementation
scenario.

The Acts include numerous large and
small grants and initiatives that, taken to-
gether, reflect the government’s genuine
shift in focus—a shift that is likely to affect
the practices of many health care profes-
sionals, as well. For example, the Acts
were slated to provide substantial seed
money (up to $50 million in grants in fis-
cal 2010) to clinics “managed by advanced
practice nurses, [which] provide services
to underserved or vulnerable populations
without regard for insurance or income,
and [are] affiliated with a university of an-
other qualified health center” (6). RDs and
DTRs will have the opportunity to compete
for new preventive and wellness funds and
in the best-case scenario would receive sig-
nificantly increased referrals for nutrition
and preventive care through private insur-
ers and government. Shifts in demand for
RDs as a result of the Acts can occur on the
micro level as well: In the case of RDs, the
Acts allow sufficient general wellness in-
centives (averaging $940 to $2,350 annually
for employee-only coverage) for employees
who meet an employer’s specified health
targets (eg, targets related to weight, cho-
lesterol, or tobacco use); employers could
hire RDs to help them meet the targets and
still net a substantial portion of the incen-
tive if successful (7).

Sidebar: Background on Ru

There is a complex regulatory process
reform and thereby determine the deta
interim final, and final. Usually an agen
drafting a regulation, a process taking
consider, the urgency to get regulation
expensive, the agency may refer the pro
President, for review and a cost analys

At this point, the proposed rule, and
Register (www.federalregister.gov), the
ments, meeting notices, and other event

A unique feature of the rulemaking p
other member-based associations, the
based on position papers, evidence an
also welcome. The Academy’s commen
tions.

The comment process often become
analyses often follow—sometimes the
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for an agency to receive thousands of c
is often driven by data.

At the conclusion of the comment p
Although it is not obligated to include i
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with a brief period for comments, gene

Final agency rules are included as pa
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packaged food products and Centers f
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The Figure includes rulemaking details
for those provisions in the Acts where RDs
are specifically included or contemplated,
including (if available) the agency charged
with authority and any set deadlines, and
the Sidebar briefly explains the rulemaking
process overall. See the Text Box for a list of
online and Academy resources that help to
explain implementation and application of
health care reform.

Preventive care and wellness efforts
will be directed in large part toward at-
tacking the growing obesity epidemic,
one of the most significant health care
problems in the United States and the
etiology of many comorbid conditions.
Although the Acts specifically support a
potentially expanded role for medical
nutrition therapy, expanded coverage of
basic nutrition services for seniors has
not been emphasized with regard to
health care reform. Despite recent ef-
forts by the Centers for Medicare and
Medicaid Services to expand coverage
for certain additional preventive ser-
vices, it remains unclear whether RDs
will be specifically named as directly re-
imbursable providers.

Preventive medicine is also of major con-
cern among the pediatric population; al-
most one third of children in the United
States aged 10 to 17 years were overweight
as of 2007, and roughly half of those chil-
dren qualified as obese (obesity rates rose in
36 states since a sampling performed in

aking
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aces a statutory deadline (ranging from
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2003) (8). However, despite new initiatives
by private insurers and government pro-
grams from Medicaid to the State Children’s
Health Insurance Program that routinely
emphasize childhood preventive medicine,
fewer than one half of children and adoles-
cents receive the level of recommended
preventive care for illnesses and conditions,
including diabetes (9).

The Acts specifically emphasize preven-
tive care for diabetes for the following two
reasons (10):

• The prevalence of the costly epi-
demic is growing parallel to in-
creases in obesity; it doubled be-
tween 1986 and 2006 to be
present in 24 million Americans
and cost the United States $174
billion in 2007.

• According to the US Department
of Health and Human Services, “if
the disease is caught in the pre-
diabetes stage, initiating lifestyle
changes can reduce the risk of de-
veloping diabetes by 58%.”

The government’s shift in focus to pre-
ventive care raises important questions
for a profession that is generally described
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Figure. Dietetics-relevant provisions of US health care reform and implementation dates. aPatient Protection & Affordable Care Act
(1) with amendments from The Health Care Education and Reconciliation Act of 2010 (2). bRDs�registered dietitians. cCenters for
Medicare and Medicaid Services.
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Text Box: Online and Academy Resources for Understanding Health Care Reform

Implementation Resources
A number of particularly useful independent resources (eg, think tanks, universities, foundations, journalistic enterprises, and

governmental and quasi-governmental entities) have created and constantly maintain impressive repositories of information, critical
analyses, and other detail about implementation often offered in an extremely approachable format:

Health Reform GPS
http://www.healthreformgps.org/
Health Reform GPS was established by the Robert Wood Johnson Foundation and the George Washington University School of

Public Health and Health Services to provide information about health reform implementation.
Navigating the Implementation Process: Reform Overview
Health Reform GPS
http://healthreformgps.org/wp-content/plugins/as-pdf/generate.php?post�211
This document from Health Reform GPS presents a short overview of the health care reform law, with a separate section on

immediate reforms.
Health Reform Implementation Time Line
The Kaiser Family Foundation
http://healthreform.kff.org/timeline.aspx
This in-depth timeline separates the provisions of the Patient Protection and Affordable Care Act into subsections and tracks the

implementation of health reform between 2010 and 2018. Subsections include insurance reform, Medicare, Medicaid, prescription
drugs, prevention and wellness, tax changes, workforce, and quality improvement.

Near-Term Changes in Health Insurance
Health Affairs and Robert Wood Johnson Foundation
http://www.rwjf.org/files/research/62628.pdf
This health policy brief focuses on reforms to the private insurance market for 2010 and 2011, providing an implementation

timeline. (Last updated May 4, 2010.)
Health Insurance Reform and Your State: The Case for Change
US Department of Health and Human Services
http://healthreform.gov/healthcarestatus.html
This interactive Web site features a map of the United States that allows users to read about the health reform changes that have

been implemented to date or are pending in each state.
State Decision-Making in Implementing National Health Reform
National Governor’s Association
http://www.nga.org/Files/pdf/1003HEALTHSUMMITDECISIONMAKING.PDF
This comprehensive discussion draft written before health care reform was enacted outlines the major challenges states will face

as a result of its passage. The draft is intended to help states better formulate solutions for the difficult decisions they may face.
State Actions to Implement Federal Health Reform
National Conference of State Legislatures
http://www.ncsl.org/?tabid�20231
This document consists of a state-by-state table outlining health reform implementation efforts via legislation and via governors’ executive

orders. Among state efforts are the creation of task forces, the appointment of officials for health reform implementations, and proposals of
legislation to alter or oppose federal actions.

New Rules For States in Health Reform Implementation
Alan Weil and Raymond Scheppach
http://content.healthaffairs.org/content/29/6/1178.full
This 5-page article published in June 2010 stresses the importance for states to have a thorough knowledge of reform and detailed vision for

implementation to ensure not only that residents obtain affordable coverage and the best access to health care coverage, but also that the state
takes full advantage of multiple opportunities to obtain federal funding. (Subscription required.)

Implementing State Health Reform: Lessons for Policymakers
G.Volk and A. Jacobs
http://www.rwjf.org/healthpolicy/product.jsp?id�59668
This article, published April 7, 2010, identifies the key questions that must be considered by policymakers during the process of implementing

health care reform and provides a set of related considerations—particularly what must happen operationally before and after implementation.
General Online Resources with Updated/Changing Content
Academy of Nutrition and Dietetics: http://www.eatright.org/healthcarereform/
The Alliance for Health Reform: http://www.allhealth.org/
The Robert Wood Johnson Foundation: http://www.rwjf.org/healthpolicy/
The Kaiser Family Foundation: http://healthreform.kff.org/
The Commonwealth Fund: http://www.commonwealthfund.org/
Academy Publications and Journal of the Academy of Nutrition and Dietetics articles
Position of the American Dietetic Association: The roles of registered dietitians and dietetic technicians, registered in health

promotion and disease prevention. Available at: http://www.eatright.org/About/Content.aspx?id�8385.
Academy of Nutrition and Dietetics Resources for Health Practitioners: RDs in the Medical Home Model of Care (provides detailed

information for RDs about positioning oneself as an integral part of the medical home team. Available at http://www.eatright.org/
HealthProfessionals/content.aspx?id�7057.

Peregrin T. Next on the menu: Labeling law could mean new career opportunities for RDs. J Am Diet Assoc. 2010;110(8):1144-1147.
Stein K. A national approach to restaurant menu labeling: The Patient Protection and Affordable Health Care Act, section 4205. J Am

Diet Assoc. 2010;110(9):1280.
Stein K. Nutrition beyond the numbers: Counseling clients on nutrient value interpretation. J Am Diet Assoc. 2010;110(12):1800.
Stein K. It all adds up: Nutrition analysis software can open the door to professional opportunities. J Am Diet Assoc. 2011;111(2):214.
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of “A” or “B”*) by the US Preventive Ser-
vices Task Force (USPSTF) (after it has
completed its review process and assessed
the available evidence). The USPSTF’s pub-
lished methods seemingly favor random-
ized clinical trials, a method that many
health care providers argue is too restrictive
for evaluating evidence and may “inadver-
tently exclude many important findings
and fail to support further relevant re-
search” (11). As clinical practice—particu-
larly among pediatrics—shifts from its focus
on curing disease and infections to promot-
ing health and reducing risks, Sege and De
Vos (11) assert the following:

The tools used to gather evidence and
measure the effects of health care in-
terventions have not kept pace. Thus,
the evidence supporting new, effec-
tive public-health-based approaches
to child health promotion has not
been given sufficient weight in the
formulation of guidelines for care
and reimbursement. Unless the exist-
ing evidence framework is modern-
ized and broadened, health care re-
form efforts that promote evidence-
based care may inadvertently limit
the use of effective interventions and
may undermine advances in child
health.

Recognizing this unique situation, the
Acts cover “evidence-informed preventive
care and screenings” for “infants, children,
and adolescents” as provided in the com-
prehensive guidelines supported by the
Health Resources and Services Administra-
tion. As a result, it is critical to develop and
collect data and outcomes that present em-
pirical evidence that will drive demand for
RD-provided nutrition care services.

*The US Preventive Services Task
Force has five classifications for recom-
mendations of health care services (A, B,
C, D, or I) based on strength of evidence
and magnitude of net benefit. A rating
of A indicates a strong recommendation
and that there is good evidence that the
service improves health outcomes and
benefits substantially outweigh the po-
tential risks; a rating of B indicates a
recommendation for the service and
that there is fair evidence that the ser-
vice improves health outcomes and
benefits outweigh risks. (Source:
Grade definitions: Strength of recom-
mendations. US Preventive Services
Task Force Web site. http://www.
uspreventiveservicestaskforce.org/
3rduspstf/ratings.htm. Accessed July 1,
2011.)
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Health Disparities and Access to
Care
Recognizing existing health disparities and
the fact that prevention is not a cure-all
(given that millions are unaware they have
diabetes and millions more fail to get nec-
essary care to stay healthy once diagnosed),
the Acts expand access to coverage, im-
prove quality of health care delivery, and
make efforts to address disparities by in-
vesting in data collection and research
about disparities and by focusing on cul-
tural competency for health care providers
(10). RDs are highly qualified health care
professionals who could help meet the
growth in demand for obesity-related pre-
ventive services that could be produced by
the Acts incentivizing paradigm.

Health disparities arise in the context of
delivery systems. Minority and rural pop-
ulations often experience the following:

• limited access to and the inabil-
ity to afford health care;

• limited access to qualified
health care professionals, par-
ticularly primary care provid-
ers; and

• higher-than-average rates of
chronic disease.

Although rural and minority populations
experience many similar disparity rates
(and, to be sure, rural areas often include
substantial minority populations), the short
supply of health care professionals is partic-
ularly acute in rural counties: 77% of rural
counties have a primary care health profes-
sional shortage, and 10% of rural counties
have zero primary care physicians (12). Of
the 65 million Americans in communities
with primary care provider shortages, 50
million live in rural areas (13).

The short supply of RDs in rural America
is similarly problematic. Compounding the
health professional shortage is the fact that
rural residents are among the least healthy
overall, with “rates of chronic disease such
as diabetes, heart disease, high blood pres-
sure and obesity that are greater than urban
or suburban populations” (12). The Acts
provide opportunity to better align the ex-
isting and anticipated demand of under-
served populations with supply.

The Acts mandate free preventive ser-
vices (eliminating out of pocket costs for
covered preventive care for everyone) to
help curb chronic disease and provide for
technologies, including telehealth, that
allow health professionals like physician
specialists and RDs to remotely perform
tasks that generalists or allied health pro-
fessionals may be technically or legally
unqualified to perform (12). Because both
community health centers and the Na-
tional Health Services Corps serve as a
vital health care safety net for rural
and minority communities (providing
preventive and primary health care services
to 17 million people at more than 7,500
sites nationwide), the Acts set aside $11 bil-
lion over 5 years for health center expan-
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sion initiatives (12). The future of commu-
nity health center expansion is uncertain in
the current political and fiscal environment,
however, with the Obama Administration
using some of the set-aside funds to keep
centers operational at existing levels (14).
These facilities and populations will con-
tinue to demand the services of RDs and
DTRs whether provided remotely or while
physically present, but funding shortages
may preclude that demand from being met.

To assist those who lack access to pro-
viders or the ability to afford coverage, the
Acts include two Medicaid-related mech-
anisms: the expansion of Medicaid to
cover approximately 16 million addi-
tional people with incomes below 133% of
the federal poverty level, and an increase
in 2013 and 2014 in the historically low
reimbursement rates for Medicaid that is
intended to result in a significantly in-
creased supply of providers willing to ac-
cept Medicaid (12). The expansion of
Medicaid could result in significant op-
portunities for Academy members if state
and federal regulators see the demon-
strated value and benefit of having an RD
provide the following particular services
covered by Medicaid under the Acts:

• Medicaid will cover preventive
services recommended by USP-
STF, including “intensive nutri-
tion behavioral counseling” for
adults with “other diet-related
chronic diseases,” an as-yet un-
defined phrase that could po-
tentially include millions of
beneficiaries who traditionally
and disproportionately experi-
ence chronic diseases related to
overnutrition and undernutri-
tion;

• all preventive services will be
free to Medicaid beneficiaries to
avoid the possibility that copay-
ments or other cost-sharing
might dissuade them from ob-
taining preventive care; and

• home- and community-based
waiver services help people re-
main in their homes and commu-
nities, rather than be institution-
alized. These waivers allow an
alternative to placing Medicaid-
eligible individuals in hospitals,
nursing facilities, or intermediate
care facilities for the develop-
mentally disabled, and provide
services that are not covered, or
are limited, under the traditional
Medicaid program.

Delivery System Reform
According to Health Reform GPS, “A core
purpose of the health reform law is to ad-
vance reforms in health care delivery
through innovations in payment, technol-
ogy, and other tools that have been shown
to improve quality and reduce unneces-
sary or harmful spending. The primary
policy engine for accomplishing health
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system change is the expanded authority
given to the Secretary of Health and Hu-
man Services to undertake major pilot
programs in health care delivery and or-
ganization that can be ‘scaled up’ as evi-
dence of their impact emerges” (15).

Furthermore, the Commonwealth Fund
notes (16):

Health reform will increase invest-
ments in primary care while testing
innovative payment methods de-
signed to reward high quality and
value. The creation of a Center for
Medicare and Medicaid Innovation
will provide a platform for develop-
ing new approaches to paying for
health care to encourage greater
quality and efficiency. Currently,
providers are paid more for provid-
ing more services, more complicated
procedures, and more expensive
care. The long-run viability of the
health care system depends on pay-
ing for and providing care in a way
that yields value for the resources
spent.
For example, instead of paying pro-
viders according to the current fee-
for-service model, Medicare and
other payers may pay according to
how well providers manage the care
and health of their patients with
chronic illnesses, like diabetes. Or
they may start “bundling” payments
for hospital procedures—instead of
separate payments to hospitals and
doctors involved in a patient’s care, a
single reimbursement would cover
an entire hospital stay for a medical
procedure.
Under these payment approaches,
providers demonstrating superior
patient outcomes and prudent use of
resources would be rewarded. Those
who provide unnecessary, duplica-
tive, or avoidable services may not
fare as well, and might strive to im-
prove their care.

Thus, health care delivery is expected to
change dramatically as a result of health
care reform—but it is an open question at
this stage as to how this change will influ-
ence demand for RDs or DTRs. RDs looking
to enhance professional opportunities
and increase demand for nutrition ser-
vices will likely benefit from focusing on
demonstrating beneficial, cost-effective
affects on patient outcomes under new
payment approaches.

The PCMH and ACO models may pro-
vide new opportunities for dietetics prac-
titioners to work with other health care
professionals in a frontline patient-man-
agement role. Pharmacists, physicians,
nurses, and others in multidisciplinary
teams are shown to be effective in fighting
patients’ chronic conditions, when each
performs specialized tasks in collabora-
tion with the others. Specialization and
March 2012 Suppl 1 Volume 112 Number 3
integrated care teams are the keys to the
success of the PCMH model (17):

[H]ealth centers often rely on physi-
cians to perform care management
functions that could be effectively
performed by another member of the
care team, such as a nurse or medical
assistant. Recent studies have dem-
onstrated the importance of provid-
ing care management services that
are well integrated with the patient’s
regular source of care. Using team
members within the practice to pro-
vide clinical care management, care
coordination, and patient self-man-
agement services frees up providers’
time, enables staff to work at the
highest level their licensure or certi-
fication allows, and improves health
outcomes for patients.

Although the Acts make RDs eligible for
payment as part of a medical home team,
they do not require that RDs are included
on health care teams. Thus, the onus is on
RDs to use effective outcomes data to con-
vince PCMH teams that they can bring a
high level of effective services to patients
more efficiently than the team can pro-
vide without them. Similarly, the Acts
identify RDs as possible, but not required,
providers of home health services for a
demonstration program. Opportunities to
optimally increase demand for RD-pro-
vided services will require funding, im-
plementation strategy, and recognition of
the value of and need for nutrition ser-
vices in these new models.

The PCMH and ACO models have ap-
plicability for those in the social safety
net, and experts are examining how
“[p]ublic hospitals and clinics, federally
qualified health centers, rural health
centers, and free clinics for the medi-
cally underserved— collectively referred
to as safety net health centers or practic-
es—regularly deliver on some aspects of
the medical home model” (17). These
safety net health centers will be crucial
in delivering access to health care in un-
derserved populations. Many of these
centers are health care clinics collocated
in schools to enhance care coordination
and “integrate behavioral health and
specialty care into care delivery.” The
Acts include grants to encourage their
development and identify nutrition
counseling by nonspecified providers as
an optional service (17).

Marketplace and Industry for
Dietetics Practitioners
Although much of health care reform rel-
evant to RDs and DTRs involves clinical
practice, the paradigm shift directly af-
fects RDs and DTRs working in virtually all
other areas. Health care reform clearly
creates a demand for professionals quali-
fied to provide nutrition services, but reg-
ulations will determine qualifications and
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eligibility. Even before passage of the
Acts, the Bureau of Labor Statistics (BLS)
anticipated a 9.2% growth rate in the
number of “dietitians and nutritionists”
between 2008 (60,000 employed) and
2018 (66,000 anticipated to be employed)
(18). However, given growth and net re-
placements, the BLS anticipates a total of
26,000 job openings for “dietitians and
nutritionists” in 2018 (18). Workforce ca-
pacity remains a concern, however, and
the Commission on Dietetic Registration
has been actively studying the issue.

Within the marketplace for dietetics
practitioners, clinical practice remains the
largest practice area as well as one of the
least well compensated. Nonclinical RDs
and clinical RDs both have competitors in
the marketplace for nutrition-related ser-
vices; however, clinical RDs in heavily
regulated facilities generally are pro-
tected from a serious competitive threat.
The marketplace in which nonclinical RDs
operate is substantially less regulated,
and these RDs face competition in supply-
ing nutrition services from traditional
health care providers, nontraditional and
holistic health care providers, and other
professionals, including personal trainers.
In growth areas such as prevention and
wellness, client consulting, and private
practice, an array of competitors is al-
ready supplying would-be clients with
personalized health education and nutri-
tion counseling where it is profitable and
legal for them to do so.

The Academy is acutely aware of the
competition RDs and DTRs face and the
likelihood that health care reform may
increase competitive supply in some
practice areas. The Academy is actively
engaged in developing new strategies
for succeeding in this competitive envi-
ronment and in ensuring that only gen-
uinely qualified and licensed RDs prac-
tice dietetics in states that require
licensure.

Competition and Rulemaking
The extent to which competition is pres-
ent and the type of professional with
whom RDs will compete depends on a
number of factors, including the follow-
ing:

• any applicable regulations or
state laws limiting the eligibil-
ity of non-RDs to provide the
nutrition services;

• the entity or individual paying
for the services; and

• supply, specifically whether the
number and capacity of avail-
able RDs in the area are suffi-
cient to meet the entirety of the
demand.

As government funding for preventive
care and wellness increases and private
insurers continue expanding coverage to
include additional reimbursements for
visits to dietetics practitioners, it is rea-
sonable to expect growth in the number
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of health care professionals willing to pro-
vide nutrition counseling.

RDs will likely face hearty competition
in growth practice areas from other pro-
fessionals; it is possible that the creden-
tials required of these professionals may
be less rigorous academically and experi-
entially than those of RDs. Each state will
make draft regulations during the health
care reform implementation phase to set
eligibility standards for each of the ser-
vices detailed previously that will effec-
tively define RDs’ and DTRs’ competition
for years to come.

HEALTH CARE REFORM AND
ADVOCACY FOR RDs
Nutrition is expected to be included as a
component of preventive services and as
a therapeutic agent in the management
of chronic disease, and there are likely to
be additional opportunities for the pro-
fession as a result of health care reform.
There are a number of important factors
that could complicate members’ ability
to seize these potential opportunities:

• The Acts’ inclusion of nutrition
does not specifically include
RDs or DTRs, and it remains un-
clear whether the provision of
these services will be required
from RDs or from other health
professionals.

• The Acts merely authorize the
creation of the new programs
and policies and, thus, only may
increase demand for services
provided by RDs and DTRs. The
Acts do not appropriate (ie, ac-
tually fund) the monies neces-
sary to carry out most of the
new programs, and do not guar-
antee that any enhanced pro-
fessional roles or new opportu-
nities are reserved specifically
for RDs or DTRs.

• Competitors are engaged in ag-
gressive advocacy efforts
that—in the absence of a coun-
tervailing RD presence—may
result in RDs being undervalued
and omitted from state pro-
grams and delivery of services.

• The Supreme Court may over-
turn the Acts in whole or in part,
and it is unclear the extent to
which legislative efforts to delay
and defund initiatives and imple-
mentation will be successful.

Health care reform has the potential to
increase demand for RDs, but this out-
come is not a given. So, although health
care reform’s focus on nutrition and pre-
ventive care will likely benefit the profes-
sion to some extent, RDs can be assured of
far greater benefits by advocating for state
and federal regulations that specifically
identify RDs and DTRs as capable provid-
ers of particular services and positioning
themselves as essential components of
the coordinated health care team.
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CONCLUSIONS
Health care reform will affect nearly all
Americans, especially those covered by
Medicare and Medicaid, and it is sure to
have a profound influence on health care
providers. This reform will be especially
true for RDs in instances where federal
and state statutes and regulations may pit
RDs in competition for reimbursements
and eligibility standards with other pro-
viders. RDs know that their body of
knowledge, training, and skills are unique
in the delivery of health care. Further-
more, they know the importance of shar-
ing this expertise with agency officials
whose regulations will shape the care
given the patients they treat.

A number of experts are questioning
states’ capacities for implementing health
care reform and expanding their Medicaid
programs, and RDs are almost certain to
see notable variance among states in the
manner and extent of implementation
(16).

The regulatory process is of paramount
importance to RDs. It is where the details
of statutes are set, including such impor-
tant considerations as which providers
may participate in health care delivery
and the circumstances of that participa-
tion. Examples of the future regulations
under health care reform that could
broadly affect dietetics practitioners in-
clude:

• determining funding and grants
for nutrition programs;

• setting parameters for various
health care demonstration and
pilot programs often by Centers
for Medicare and Medicaid Ser-
vices (including the Patient-
Centered Medical Home Proj-
ect, which was scheduled for
implementation in 2010);

• identifying which practitioners
will provide services in health
care programs, which is espe-
cially important because federal
regulations often list RDs as
providers, whereas federal stat-
utes usually present only rec-
ommendations as to who the
providers should be; and

• setting Medicare standards for a
referral process and reimburse-
ment rates.

Yet the full influence of health care re-
form on RDs and DTRs cannot be pro-
jected, particularly in terms of supply and
demand. Although the BLS predicted a
9.2% rate of growth in the profession be-
tween 2008 and 2018, these figures were
calculated before health care reform
legislation was passed and, thus, do not
reflect the extent to which this legisla-
tion will affect future growth, supply,
and demand. Although the total effect
remains to be seen, advocacy on behalf
of the profession may be members’
greatest tool at this time toward ensur-
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ing that they, too, benefit from the
changes that come with health care re-
form.
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WORKFORCE DEMAND STUDY
Results and Recommendations
Dietetics Trends as Reflected in Various Primary
Research Projects, 1995-2011
Dick Rogers

EXECUTIVE SUMMARY
At the behest of the Commission on Dietetic Registration (CDR) Workforce Demand Task Force, a retrospective examination and reanalysis of 12 primary
research projects (sponsored by CDR and/or the Academy of Nutrition and Dietetics between 1995 and 2011) was undertaken to identify trends in supply
of and demand for registered dietitians (RDs) and dietetic technicians, registered (DTRs). The analysis suggests that supply of RDs (and possibly DTRs) lags
slightly behind demand—although, in the case of DTRs, that does not necessarily imply that demand is growing (supply was shrinking throughout most of
the study period). The population of both groups is aging, and the number of RDs and DTRs reporting expected retirement in the near future is sure to affect
supply/demand relationships. Neither group reflects the US population as a whole in terms of either sex or racial/ethnic diversity, and the trend lines in these
areas are essentially flat. RD practice is seen to be moving incrementally toward the clinical arena, in inpatient and (increasingly) outpatient settings. The
proportion of RDs in clinical long-term-care, as well as in food/nutrition management and consultation/business practice, is decreasing; a longer-term trend
away from foodservice is noted. There is small growth in both the prevalence and the compensation of clinical specialists in areas like renal, pediatrics, and
weight management at the expense of more general clinical practitioners. In a trend likely related to the increase in clinical practice, RD positions are
gradually losing managerial responsibility. DTRs have experienced a similar phenomenon. For almost all RD positions in the clinical arena, registration as an
RD is a requirement for employment, suggesting that clinical employment should continue to grow along with the increasing health care demand from an
aging population. The DTR credential is not required at similarly high rates. A major supply issue is the relative shortage of DTRs in certain parts of the
country, particularly the South. Major effects from the June 2009 inauguration of the Pathway III route to registration as a DTR have been noted.
J Acad Nutr Diet. 2012;112(suppl 1):S64-S74.
T
O BETTER UNDERSTAND AND
proactively shape the dynamic
profession of dietetics, in 2009
the Commission on Dietetic
Registration (CDR), the cred-

entialing arm of the Academy of Nutrition
and Dietetics (Academy), created a Work-
force Demand Task Force, charged with
developing and executing a comprehen-
sive and systematic study of workforce
supply and demand.

As part of that charge, the Task Force
commissioned a number of technical arti-
cles designed to provide background in-
formation and support development of
the actual demand models. The purpose of
this technical article is to assemble and
analyze existing and ongoing Academy/
CDR research statistics to identify and in-
terpret trends related to supply and de-
mand for dietetics practitioners and the
credentials.

This article first reviews findings re-
lated to registered dietitians (RDs), then
presents a similar review for dietetic tech-
nicians, registered (DTRs).
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and Funding/Support: See page S74.

Copyright © 2012 by the Academy of Nu-
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SCOPE
Some of the primary research undertaken
by CDR and the Academy in recent years
has focused on limited segments of the di-
etetics profession. For this article, only
primary research studies representing all
credentialed professionals (whether
Academy members or not) were of princi-
pal interest.

Four research streams were reviewed
and, in most cases, reanalyzed:

• Dietetics Practice Audits con-
ducted by CDR in 1995 (1), 2000
(2), 2005 (3), and 2010 (4) (the
latter two representing only
credentialed professionals in
their first 5 years following reg-
istration);

• Needs Assessments conducted
by the Academy and CDR in
2004 (5) and 2008 (6);

• An RD Employment Survey con-
ducted by CDR in 2008 (Rogers D,
TeleconferencePresentationtothe
Commission on Dietetic Registra-
tion, August 12, 2008); and

• Compensation and Benefits Sur-
veys of the Dietetics Profession
conducted by the Academy and
CDR in 2002 (7), 2005 (8), 2007 (9),
2009 (10), and 2011 (11).

See the Text Box for details regarding
each study used in this examination.

LIMITATIONS
All of the studies examined were con-
ducted to achieve unique objectives; none
was conducted to support demand esti-
ON AND DIETETICS © 2
mation or modeling. Furthermore, none
was primarily intended to track trends in
RD or DTR employment. Although some
key questions are repeated from survey to
survey, changes in phrasing and context
from one to the next complicate trend
identification.

These studies represent the supply side
of the supply and demand equation; all
data were provided by dietetics profes-
sionals, not their employers. Further-
more, the studies typically did not repre-
sent dietetics students or nonregistered
professionals (ie, competitors) in great
detail, if at all. Although understanding
the dynamics of these two groups will ul-
timately be critical to the Task Force
charge, this article does not comment on
them.

Most of the data examined were col-
lected before the recession of 2008-2009.
What look like longer-term trend lines in
the preceding decade may bend in en-
tirely new directions in the aftermath of
this economic reality. Only one study ex-
amined (the 2011 Compensation Survey
[11]) measured the post-recession period,
and it is impossible to know whether
anomalous results represent an unsettled
environment, random variability, or a
new normal.

Finally, the usual caveats should be con-
sidered as to the representativeness of
sample survey data and the margins of er-
ror associated with survey estimates.

The findings presented here are inter-
pretations of noisy, often inconclusive
trend directions, rather than rigorously
012 by the Academy of Nutrition and Dietetics.
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Text Box. Studies Reviewed for the Analysis of Dietetics Trends

Readex Research was involved in data collection and tabulation (and often other services) for all the studies referenced in this
technical paper. Details regarding each study are presented as follows.

1995 Audit: Commission on Dietetic Registration (CDR) 1995 Dietetics Practice Audit (1)
Objective: Practice analysis to update and validate exam content for the registered dietitian (RD) and dietetic technician, registered
(DTR) credentials.
Sample: Domestic RDs and DTRs stratified by years registered.
Response: 3,761 RDs (68% response rate) and 783 DTRs (60%); 4,544 total.
Data collection: Mail survey.
Reanalysis: Data weighted to population proportions, analyzed by 1-5 and 6� cohorts.

2000 Audit: CDR 2000 Dietetics Practice Audit (2)
Objective: Practice analysis to update and validate exam content for the RD and DTR credentials.
Sample: Domestic RDs and DTRs stratified by years registered.
Response: 2,533 RDs (65% response rate) and 748 DTRs (58%); 3,281 total.
Data collection: Mail survey.
Reanalysis: Data weighted to population proportions, analyzed by 1-5 and 6� cohorts.

2005 Audit: CDR 2005 Entry-Level Dietetics Practice Audit (3)
Objective: Practice analysis to update and validate exam content for the RD and DTR credentials.
Sample: Domestic RDs and DTRs in first 5 years of registration, stratified by years registered.
Response: 2,541 RDs (64% response rate) and 522 DTRs (56%); 3,063 total.
Data collection: Mail survey.
Reanalysis: Data reanalyzed for newer registrants (years 1-5)—audit analysis based on entry level defined as years 1-3.

2010 Audit: CDR 2010 Entry-Level Dietetics Practice Audit (4)
Objective: Practice analysis to update and validate exam content for the RD and DTR credentials.
Sample: Domestic RDs and DTRs in first 5 years of registration, stratified by years registered.
Response: 3,172 RDs (74% response rate) and 586 DTRs (69%); 3,758 total.
Data collection: Mixed-mode (mail and Internet) survey.
Reanalysis: Data reanalyzed for newer registrants (years 1-5)—audit analysis based on entry level defined as years 1-3.

2004 Needs: ADA/ADAF/CDR 2004 Needs Assessment (5)
Objective: Needs assessment undertaken by American Dietetic Association (ADA), the ADA Foundation (ADAF), and CDR to better
understand the practice and career issues facing dietetics professionals; to learn where each organization is successful in support-
ing them; and to identify ways in which practitioners, students, and the profession as a whole might be better served.
Sample: Stratified to represent domestic RDs and DTRs (regardless of ADA membership status); non-credentialed practitioners
(ADA non-credentialed members, unregistered but registration-eligible practitioners), and dietetics students (ADA members).
Response: 7,886 individuals (66% response rate).
Data collection: Mail survey.
Reanalysis: Data re-analyzed to focus solely on RDs and DTRs years 1-5 and 6�.

2008 Needs: ADA/CDR 2008 Needs Assessment (6)
Objective: Needs assessment undertaken by ADA and CDR to better understand the practice and career issues facing dietetics
professionals; to learn where each organization is successful in supporting them; and to identify ways in which practitioners,
students, and the profession as a whole might be better served.
Sample: Stratified to represent domestic RDs and DTRs (regardless of ADA membership status); non-credentialed practitioners
(ADA non-credentialed members, unregistered but registration-eligible practitioners), and dietetics students (ADA members).
Response: 6,955 individuals (58% response rate).
Data collection: Mixed-mode (mail and Internet) survey.
Reanalysis: Data reanalyzed to focus solely on RDs and DTRs years 1-5 and 6�.

2008 RD: CDR 2008 RD Employment Survey
Objective: To learn the extent to which non-RDs influence decisions to hire, promote, and reward RDs, as well as to develop
additional employment data across the population of all RDs (entry-level and beyond).
Sample: Domestic RDs stratified by years since registration and practice area.
Response: 2,874 RDs (60% response rate).
Data collection: Mail survey.
Reanalysis: Data reanalyzed for RDs years 1-5 and 6�.
Reference: Rogers D. Teleconference Presentation to the Commission on Dietetic Registration, August 12, 2008.

2002 Comp: ADA 2002 Compensation and Benefits Survey (7)
Objective: To develop reliable and comprehensive data on compensation and benefits levels for dietetics professionals.
Sample: Stratified to represent ADA domestic Active members (RDs, DTRs, non-credentialed persons; no retirees) plus nonmember
RDs and DTRs.
Response: 13,694 individuals (46% response rate).
Data collection: Mail survey.
Reanalysis: Data re-analyzed to focus solely on RDs and DTRs years 1-5 and 6�.

(continued)
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tested (or testable) hypotheses. They are
offered to provide perspective for the Task
Force’s deliberations and do not purport
to be definitive.

FINDINGS FOR RDs

Growing Demand for RDs May Be
Outpacing Supply
From 1995 to 2010 (the latest date for an
official count), the CDR Registry grew from
59,269 RDs to 81,645—an annualized rate of
�2.2% per year. For the period 2002-2009,
which included four measurements in the
Compensation Survey series, that annual-
ized rate was �1.8% per year.

Not all RDs are necessarily working in
dietetics at any given time. A number of

ds (continued)
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Table 2. Percentage of practicing registered dietitians working full time and
mean number of hours worked per year, 2002-2011

Compensation and
Benefits Surveys n Full-time (%) Mean (h/y)

2002 (7) 8,621 68 1,744

2005 (8) 8,017 70 1,776

2007 (9) 7,768 71 1,786

2009 (10) 6,587 73 1,824

2011 (11) 6,291 77 1,847
Text Box. Studies Reviewed for the Analysis of Dietetics Tren

2005 Comp: ADA/CDR Compensation and Benefits Survey of the Dietetics Profession 2
Objective: To develop reliable and comprehensive data on compensation and benefits leve
Sample: Stratified to represent ADA domestic Active members (RDs, DTRs, non-credentiale
RDs and DTRs.
Response: 12,016 individuals (40% response rate).
Data collection: Mail survey.
Reanalysis: Data reanalyzed to focus solely on RDs and DTRs years 1-5 and 6�.

2007 Comp: ADA/CDR Compensation and Benefits Survey of the Dietetics Profession 2
Objective: To develop reliable and comprehensive data on compensation and benefits leve
Sample: Stratified to represent ADA domestic Active members (RDs, DTRs, non-credentiale
RDs and DTRs.
Response: 11,861 individuals (40% response rate).
Data collection: Mail survey.
Reanalysis: Data reanalyzed to focus solely on RDs and DTRs years 1-5 and 6�.

2009 Comp: ADA Compensation and Benefits Survey of the Dietetics Profession 2009 (
Objective: To develop reliable and comprehensive data on compensation and benefits leve
Sample: Stratified to represent ADA domestic Active members (RDs, DTRs, non-credentiale
RDs and DTRs.
Response: 9,556 individuals (32% response rate).
Data collection: Mixed-mode (mail and Internet) survey.
Reanalysis: Data reanalyzed to focus solely on RDs and DTRs years 1-5 and 6�.

2011 Comp: ADA Compensation and Benefits Survey of the Dietetics Profession 2011 (
Objective: To develop reliable and comprehensive data on compensation and benefits leve
Sample: Stratified to represent ADA domestic Active members (RDs, DTRs, non-credentiale
RDs and DTRs.
Response: 8,853 individuals (30% response rate).
Data collection: Mixed-mode (mail and Internet) survey.
Reanalysis: Data reanalyzed to focus solely on RDs and DTRs years 1-5 and 6�.
Table 1. Employment status of registered dietitians, 1995-2008

Source n
Working in
dietetics (%)

Workin
dietetic

1995 Audit (1) 3,761 75 6

2000 Audit (2) 2,533 69 9

2004 Needs Assessment (5) 5,085 77 6

2008 Needs Assessment (6) 5,120 78 8

2008 RD Employment Surveya 2,874 77 9

a
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studies estimated this fraction using the
key construct of “practitioner”; that is,
one who is currently employed or self-
employed in a dietetics-related position,
as is noted in the 2002 Compensation and
Benefits Survey (7):

A dietetics-related position is consid-
ered to be any position that requires
or makes use of your education,
training, and/or experience in dietet-
ics or nutrition, including situations
outside of “traditional” dietetics
practice.

The most reliable estimates of practitio-
ner prevalence are found in the two early
Practice Audits (1995 [1] and 2000 [2]),
the two most recent Needs Assessments
(5,6), and the 2008 RD Employment Sur-
vey (Rogers D, Teleconference Presenta-
tion to the Commission on Dietetic Regis-
tration. August 12, 2008). With the
exception of the 2000 Audit, they are con-
sistent in the range of 75% to 78% (see
Table 1).

Registry growth translates into dietetics
employment/self-employment growth,
given the more or less constant rate of 77%
practicing. (Note that in four surveys from
2004 through 2011, somewhere between

Table 3. Percentage of registered diet

Source

1995 Audit (1)

2000 Audit (2)

2002 Compensation and Benefits Surv

2004 Needs Assessment (5)

2005 Compensation and Benefits Surv

2007 Compensation and Benefits Surv

2008 Needs Assessment (6)

2009 Compensation and Benefits Surv

2011 Compensation and Benefits Surv

aFor 2002 Compensation and Benefits Survey, n�9,220 pr

Table 4. Expected retirement year
of practicing registered dietitians
registered �6 y, 2008

Expected
retirement
year

2008 Needs
Assessment (6)
(n�3,715) (%)

Before 2015 14

2015-2019a 17

2020-2024b 15

a25% expect to retire by 2017.
b50% expect to retire by 2023
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5% and 7% of those registered indicated
they have permanently left the profes-
sion, accounting for approximately one
third of nonpractitioners).

Evidence suggestive that marketplace
demand might be somewhat higher than
reflected in Registry growth includes re-
cent growth in the percentage of practi-
tioners employed full time and in the es-
timated number of hours worked per year
(see Table 2).

Finally, the median hourly wage earned
by all practicing RDs rose from $22.00 in
2002 (7) to $27.24 in 2009 (10)—a 23.8%
gain, during a time when the Consumer
Price Index rose by 18.6%. Faster-than-in-
flation wage growth supports a hypothe-
sis that supply is not quite keeping up
with demand. However, the 2011 Com-
pensation Survey (11)—the first con-
ducted after the 2008-2009 recession—
shows this trend line reversing, where the
2-year gain in median RD wages was only
2.3% (to $27.88), compared to a Consumer
Price Index increase of 5.5%.

The RD Population Has Been
Aging/Retirements May Soon
Affect Supply
As the Registry has grown in numbers, the
proportion of professionals in their first 5
years of registration slid steadily from
1995 to 2009. Conversely, measures of age
crept upward. Both of these results sug-
gest a dynamic where older professionals
continue in the profession (ie, do not re-
tire), whereas new additions swell the to-
tals (see Table 3).

The increase in mean age might be ex-
plained by the secular phenomenon of
young adults delaying entry to the work-
force, but the mean age for those in their
first 5 years of registration—30 to 31
years—stayed remarkably steady from
2002 to 2011 (7-11).

The 2008 Needs Assessment (6) asked
respondents to estimate the year in which
they expect to retire from paid dietetics

s registered up to 5 years, percentage a

n
Registere
1-5 y (%)

3,761 19

2,533 19

7) 11,607 18

5,085 15

) 10,209 16

) 10,212 15

5,120 14

0) 8,337 14

1) 7,646 20

g registered dietitians for percent aged �50 y and mean age
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employment/self-employment. The re-
sults for RDs registered �6 years (an esti-
mated 86% of all RDs at the time) are so-
bering (see Table 4).

If these self-reported estimates prove
correct, half of all veteran RDs (registered
�6 years) will retire from the profession
by 2023, which could have a profound ef-
fect on the supply/demand balance.
(There are no data available showing ef-
fects, if any, of the 2008-2009 recession on
retirement plans.)

Stagnating Diversity in the
Profession May Put RDs Out of
Synch with Populations Served
The population of the United States con-
tinues to grow in racial and ethnic diver-
sity, but RDs remain overwhelmingly
white and female. Measurement issues
(eg, changing response categories and dif-
fering populations) preclude strict com-
parisons, but the Compensation Surveys
(7-11) show essentially no change from
2002 to 2011 in the percentage of RDs
who are men (�3%), Asian (�5%), black
(�2%), and Hispanic (�3%).

This is true not only for RDs as a whole,
but also for the most recent registrants
(first 5 years), a group where increasing
diversity might especially be expected.

RD Practice Inching toward
Inpatient and Outpatient Clinical
Nutrition Care
RD practitioner employment by sector
has stayed remarkably steady from 2002
to 2011 (as measured by the Compensa-
tion and Benefits Surveys [7-11]): approx-
imately 10% self-employed, 30% in for-
profit organizations, 40% in not-for-profit
organizations, and 20% in government.
Employment trends are harder to discern
in terms of setting and practice area, pri-
marily because of inconsistency in catego-
ries measured, and the reality that many

�50 y, and mean age, 1995-2011

Age
>50 y (%)

Mean
age (y)

— —

— —

25 42.4

— —

31 43.3

36 44.3

40 44.8

41 45.3

42 45.2
itian ged

d

eya (

ey (8

ey (9

ey (1

ey (1
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practitioners may actually participate in
multiple categories.

Perhaps the best measure regarding
practice area is found in practitioners’
self-identification of the positions they
hold. The five Compensation and Benefits
Surveys (7-11) (as well as several of the
others) asked respondents to review a list
of 59 standard positions (with brief defi-
nitions) and select the one position that
most closely matches their own (regard-
less of actual title). In most surveys, up-
wards of 95% of responding practitioners
selected one of the standard titles (the re-
mainder answered “other,” or did not re-
spond to that question). These positions
are grouped into seven practice areas as
shown in Table 5.

The short-term (2002-2011) declines
seen for clinical nutrition–long-term care
and food and nutrition management are
both reflective of a longer-term trend not
easily exemplified in available statistics:
the declining involvement of RDs in food-
service. Long-term care is one of the few
practice settings that still combines clini-
cal with foodservice responsibilities; its
proportion dropped 2.4 points in 9 years.
Positions in food and nutrition manage-
ment fell 1.1 points during that same pe-
riod. In another measure, among only the
newest registrants, involvement with
“foodservices” was 22% in 1995 (1)
(where multiple answers were allowed);
in response to a related (but not identical)
question in 2010, positions in “foodser-
vice” were down to 16% (4).

On the other hand, the areas of clinical
nutrition–acute care/inpatient and ambu-
latory care (outpatient) grew by 1.8 and
3.4 points, respectively, between 2002
and 2011. These two practice areas also
posted gains in median wage between
2002 and 2011 that were higher than in
any other area except for management:
specifically, the results were �30.1% for

, 2002-2011

and
ition
agement

Consultation
and
business

Education
and
research

™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™3

10.7 6.3

9.9 6.6

9.9 5.5

7.4 6.4

7.3 6.7

�3.4 �0.4
Table 5. Practice areas of primary positions reported by practicing registered dietitians

Compensation
and Benefits
Survey n

Practice Area

Clinical
nutrition,
acute care/
inpatient

Clinical
nutrition,
ambulatory
care

Clinical
nutrition,
long-term
care Community

Food
nutr
man

4™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™% ™™™™™™™™™

2002 (7) 8,621 28.1 13.7 11.8 11.4 13.9

2005 (8) 8,017 29.3 14.0 10.9 11.6 13.2

2007 (9) 7,768 30.3 15.3 10.5 11.3 12.9

2009 (10) 6,587 30.1 17.5 9.2 11.4 12.6

2011 (11) 6,291 29.8 17.0 9.4 11.7 12.8

Difference
2002-2011 (%)

�1.8 �3.4 �2.4 �0.3 �1.1
Table 6. Percentages of practicing registered dietitians reporting managerial,
supervisory, and budgetary responsibilities, 2002-2011

Compensation and
Benefits Survey n

Responsibility Level

Executive, director,
manager, supervisor,
coordinator

Directly or
indirectly
supervise others

Manage a
budget

4™™™™™™™™™™™™™™™™™™™™™™% ™™™™™™™™™™™™™™™™™3

2002 (7) 9,220 44 48 27

2005 (8) 8,475 41 46 26

2007 (9) 8,364 42 43 24

2009 (10) 7,129 40 43 25

2011 (11) 6,704 40 43 25
Table 7. Percentage of positions requiring the registered dietitian (RD)
credential by practice area of primary position, for RDs employed in dietetics,
2008

Practice area

2008 RD Employment Surveya

n
Positions requiring
RD credential (%)

Clinical nutrition, acute care/inpatient 404 98

Clinical nutrition, ambulatory care 246 97

Clinical nutrition, long-term care 195 91

Community 359 66

Food and nutrition management 273 72

Consultation and business 172 52

Education and research 246 64

a
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acute care/inpatient, and �28.1% for am-
bulatory care. (The decline noted in the
consultation and business practice area
results from declines in essentially three
positions: private practice dietitian, con-
sultant, and sales representative, which
may be related to the 2008-2009 reces-
sion, with almost the entire loss recorded
in the 2009 statistics.)

RD Positions Becoming Marginally
Less Managerial
In a trend likely related to the growth in
clinical practice, there is a slight decline in
the proportion of practicing RDs reporting
managerial, supervisory, and budgetary
responsibilities in the 2002-2009 period
(although 2011 results leveled off) (see
Table 6).

Among the newest RDs (those regis-
tered up to 5 years), supervisory respon-
sibility dropped from 41% in 2002 (7) to
32% in 2011 (11).

Regulation Underpins Clinical
Employment Growth
The 2008 RD Employment Survey (Rogers
D, Teleconference Presentation to the
Commission on Dietetic Registration. Au-
gust 12, 2008) represented all RDs who
are employed in dietetics (omitting those
who are self-employed). For 82% of the
positions that employed RDs reported,
registration as an RD is a job requirement.
(For 29%, both the RD credential and a
state dietetics license or certification are
required; for 53%, only the RD credential
is required.) Using the same practice area
categories presented in Table 5, that sur-
vey found that virtually all employment in
the clinical arena requires registration
(see Table 7).

In other surveys, the proportion of po-
sitions reported as requiring the RD cre-
dential has stayed fairly steady over time,

ns (RDs), 2002-2011

Outpatient
dietitian,
specialist–
renal

Outpatient
dietitian,
specialist–weight
management

™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™3

2.8 0.6

2.8 0.8

3.0 1.1

3.7 1.6

3.7 1.4

�0.9 �0.9
Table 8. Percentage of positions held by practicing registered dietitians (RDs)
that require the RD credential, 2000-2011

Source n
Positions requiring
advanced degree (%)

2000 Audit (2)

Among all practicing RDs 1,651 83

Among practicing RDs registered 1-5 y 384 83

2005 Compa (8)

Among all practicing RDs 8,475 81

Among practicing RDs registered 1-5 y 1,473 85

2005 Audit (3)

Among all practicing RDs — —

Among practicing RDs registered 1-5 y 2,312 84

2007 Comp (9)

Among all practicing RDs 8,364 83

Among practicing RDs registered 1-5 y 1,360 86

2009 Comp (10)

Among all practicing RDs 7,129 83

Among practicing RDs registered 1-5 y 1,095 87

2010 Audit (4)

Among all practicing RDs — —

Among practicing RDs registered 1-5 y 2,883 83

2011 Comp (11)

Among all practicing RDs 6,704 84

Among practicing RDs registered 1-5 y 1,396 85

a

Table 9. Prevalence of selected primary positions held by practicing registered dietitia

Compensation
and Benefits
Surveys n

Primary Position

Clinical
dietitian

Clinical
dietitian,
long-term
care

Clinical
dietitian,
specialist–
renal

Pediatric/
neonatal
dietitian

4™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™% ™™™™™

2002 (7) 8,621 16.5 11.8 2.5 1.9

2005 (8) 8,017 16.8 10.8 2.7 2.2

2007 (9) 7,768 16.7 10.4 3.1 2.3

2009 (10) 6,587 15.5 9.0 3.2 2.5

2011 (11) 6,291 14.8 9.3 3.4 2.6

Difference
2002-2011 (%)

�1.6 �2.5 �0.9 �0.7
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both for RD practitioners as a whole, and
for those newest to the profession (see Ta-
ble 8).

Registration requirement rates have
stayed more or less constant as RD em-
ployment has grown, indicating that
those types of positions have grown apace
with RD supply. Given the concentration
of those positions in the clinical arena, one
might see growing health care usage by an
aging American population as a driver of
both past and future demand for such po-
sitions.

Clinical Specialization Is Gradually
Growing
From 2002 to 2011, four positions on the
standard list exhibited modest growth in
prevalence; all four are specializations in
clinical acute care or ambulatory care set-
tings. The proportions of RDs holding the
unspecialized positions of “clinical dieti-
tian” and “clinical dietitian, long-term
care” declined (see Table 9).

Specialists in diabetes care (both inpa-
tient and outpatient), oncology, and
weight management experienced among
the highest percentage gains in median
hourly wage between 2002 and 2011, an-
other possible indication of this trend in
demand for specialization. Also sugges-
tive of higher demand for clinical special-
ization are the results from the 2011 Com-
pensation and Benefits Survey (11) that
show a positive median wage differential
for RDs who hold CDR “certified specialist
in . . .” credentials (see Table 10).

Table 10. Median hourly wage
reported by practicing registered
dietitians (RDs) holding Commission
on Dietetic Registration specialty
certifications, 2011

Certified
specialist area

2011
Compensation

and Benefits
Survey (11)

n
Median
wage ($/h)

Sports dietetics 42 31.25

Gerontological
nutrition

48 31.13

Renal nutrition 77 29.81

Pediatric
nutrition

83 29.72

Oncology
nutrition

55 28.72

All RDs 6,291 27.88
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Rising Education Levels May
Outpace Clinical Opportunities
RDs seem to strongly value educational
attainment, and a longer-term trend
shows that the proportion of those hold-
ing advanced degrees has risen for RDs
as a whole and, more recently, for those
newest to the profession (see Table 11).

But examination of median hourly
wages in the 2011 Compensation and
Benefits Survey (11) shows relatively lit-
tle differentiation in pay between those
with a bachelor’s degree and those with a
master’s degree for the most prevalent
clinical positions (see Table 12).

In these studies, there is little evidence
of strong marketplace demand for ad-

Table 11. Percentage of registered die
(master’s or higher), 1995-2011

Source

1995 Audita (1)

Among all RDs

Among RDs registered 1-5 y

2000 Audita (2)

Among all RDs

Among RDs registered 1-5 y

2002 Compab (7)

Among all RDs

Among RDs registered 1-5 y

2005 Comp (8)

Among all RDs

Among RDs registered 1-5 y

2005 Audit (3)

Among all RDs

Among RDs registered 1-5 y

2007 Comp (9)

Among all RDs

Among RDs registered 1-5 y

2009 Comp (10)

Among all RDs

Among RDs registered 1-5 y

2010 Audit (4)

Among all RDs

Among RDs registered 1-5 y

2011 Comp (11)

Among all RDs

Among RDs registered 1-5 y

aBased on practicing RDs.
bComp�Compensation and Benefits Survey.
vanced educational attainment, at least in

ON AND DIETETICS
the clinical area (where more than half of
all RDs work).

FINDINGS FOR DTRS
The examination of DTRs is of necessity
somewhat less extensive than that of
RDs—in part because there has been
somewhat less research focus on DTRs,
and in larger part because their small
numbers relative to RDs preclude in-
depth analysis in most samples. The CDR
Registry listed 4,239 DTRs in 2010, com-
pared with 81,645 RDs.

Pathway III May Change
Everything
When this article was initially drafted, it
was limited to studies conducted through

ns (RDs) holding advanced degrees

Advanced degree (%)

,837 42

636 34

,651 45

384 32

,220 48

,880 34

,209 49

,593 33

—

,541 33

,212 49

,494 33

,337 51

,188 40

—

,172 40

,646 50

,504 40
titia

n

2

1

9

1

10

1

—

2

10

1

8

1

—

3

7

1

March 2012 Suppl 1 Volume 112 Number 3



WORKFORCE DEMAND STUDY
2010, and a number of findings regarding
RDs were more or less echoed in the re-
view of DTRs. However, as shown in the
2011 Compensation and Benefits Survey
(11), the June 2009 implementation of the
Pathway III route to registration as a DTR
appears to have disrupted many of those
trend lines. Official 2011 Registry counts
are not available at this writing, but the
population sampled for the Compensa-
tion and Benefits Survey rose from 3,916
DTRs in 2009 (10) to 4,122 in 2011 (11),

Table 12. Median hourly wages repor
highest educational attainment, for se

Position title

Clinical dietitian

Clinical dietitian, specialist–renal

Pediatric/neonatal dietitian

Nutrition support dietitian

Outpatient dietitian, general

Outpatient dietitian, specialist–diabete

Outpatient dietitian, specialist–renal

Clinical dietitian, long-term care

Table 13. Percentage of dietetic techn
full time, and mean number of hours

Source

Compensation and Benefits Survey 2

All DTRs

Practicing DTRsa

Compensation and Benefits Survey 2

All DTRs

Practicing DTRsa

Compensation and Benefits Survey 2

All DTRs

Practicing DTRsa

Compensation and Benefits Survey 2

All DTRs

Practicing DTRsa

Compensation and Benefits Survey 2

All DTRs

Practicing DTRsa

aPracticing�working in dietetics.
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representing a 5.3% gain that reverses a
decade-long decline.

Finding: Supply/Demand Balance
Is Now in Question
From 2002 to 2009, the Compensation
and Benefits Surveys (7-11) suggested a
potential shortage of DTRs, supported by
evidence similar to that discussed previ-
ously regarding RDs:

y practicing registered dietitians with a
d positions, 2011 (11)

With a Bachelor’s
Degree

Median wage
($/h) n

M
($

24.04 608 25

26.92 128 28

25.00 82 25

26.44 85 29

26.94 136 28

27.40 157 28

27.02 146 27

26.92 381 27

s, registered (DTRs) working in dietetic
ed per year, 2002-2011

n Working in di

4™™™™™™™™™™

(7)

1,892 79

1,397 —

(8)

1,548 80

1,115 —

(9)

1,424 82

1,057 —

(10)

1,054 83

780 —

(11)

843 80

759 —
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• the proportion of DTRs in prac-
tice was higher than for RDs and
appeared to be rising;

• the proportion of DTRs working
full time climbed; and

• the mean hours worked per
year grew with each succeeding
study.

With 2011 data reflecting the addition
of new Pathway III registrants, all those
trends reversed, leaving the DTR supply/

helor’s or master’s degree as their

ith a Master’s
Degree

Difference
($/h)

n wage
n

336 1.44

84 1.53

81 0.96

81 2.77

133 1.57

107 1.45

83 �0.02

215 0.96

rcentage of practicing DTRs working

cs Full time Mean h/y

% ™™™™™™™™™™™™™3

— —

75 1,853

— —

80 1,892

— —

81 1,907

— —

84% 1,920

— —

82 1,906
ted b bac
lecte

W

edia
/h)

.48

.45

.96

.21

.51

s .85

.00

.88
ician s, pe
work

eteti

™™™™

002

005

007

009

011
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demand balance uncertain going forward
(see Table 13).

A sobering 41% of DTRs not currently
working in dietetics indicated in their
responses to the 2011 Compensation
and Benefits Survey (11) that they were
not working in the field because they
could not find dietetics-related employ-
ment.

Among DTRs newest to the profession
(registered up to 5 years, and thus in-
cluding the entire cohort of Pathway III

Table 14. Geographic distributions of
(DTRs) by census region, 2011

Census region Un

4

Northeast 18

Midwest 22

South 37

West 23

Table 15. Percentage of dietetic techn
2000-2011

Source

2000 Audita (2)

2002 Compensation and Benefits Surv

2004 Needs Assessment (5)

2005 Compensation and Benefits Surv

2007 Compensation and Benefits Surv

2008 Needs Assessment (6)

2009 Compensation and Benefits Surv

2011 Compensation and Benefits Surv

aFor 2000 Audit, percentage registered up to 4 y.
bFor 2002 Compensation and Benefits Survey, n�1,498 p

Table 16. Expected retirement year
of practicing dietetic technicians,
registered, 2008

Expected
retirement
year

2008 Needs
Assessment (6)
(n�669) (%)

Before 2015 13

2015-2019a 15

2020-2024b 15

a25% expect to retire by 2017.
b50% expect to retire by 2023.
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registrants), the percentage working in
dietetics plummeted from 80% as shown
in the 2009 Compensation and Benefits
Survey (10) to 72% in 2011 (11). The per-
centage who work full time dropped
from 79% in 2009 to 74% in 2011, and the
average hours worked per year dropped
from 1,921 to 1,813 (down 6%). Among
those not working in dietetics, 57% indi-
cated that it was because they could not
find dietetics-related employment.
These statistics suggest that the in-
creased supply of DTRs created resulting
from the Pathway III option is not (or not
yet) fully demanded by the marketplace.

Geographic Imbalance Creates
Scarcity in Some Areas
Unlike RDs, whose geographic distribu-
tion in the United States more or less
mirrors the distribution of the popula-
tion as a whole, DTR availability (accord-
ing to the most current Compensation
and Benefits Survey) differs materially
from one Census Region to the next (see
Table 14).

The low level of DTR availability vis a vis
population and RDs in the South (and to a
lesser extent the West) would seem to un-
dermine the possibilities for creating

US population, registered dietitians (RD

States

2011 C

RDs (n�7,

™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™

19

28

32

21

s, registered (DTRs) registered up to 5

n
Registere
1-5 y (%)

748 21

) 1,892b 23

1,314 16

) 1,548 17

) 1,424 17

700 14

0) 1,054 13

1) 1,053 26

g DTRs for % age �50 y and mean age.
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many of the RD/DTR partnerships that
were envisioned when the DTR credential
was developed.

The new Pathway III—which grants the
DTR credential to individuals with a bach-
elor’s degree without a supervised prac-
tice requirement—is seen to be having a
major influence on DTRs’ educational at-
tainment: in 1995, 16% reported having a
bachelor’s degree or higher (1), which
climbed to 28% by 2009 (10), and jumped
again to 36% in 2011 (11). Among the
newest registrants (first 5 years), the pro-
portion with at least a bachelor’s degree
jumped from 24% in 2000 (2) to 55% in
2011 (11).

Older Age of DTRs May Result in
More Impending Retirements
From 2000 to 2009, the aging of the DTR
population was somewhat more ad-
vanced than the aging of RDs, with the
proportion of new registrants in the Reg-
istry declining, whereas the percentage of
DTRs aged 50 years or older and mean age
both rose. As was noted among RDs, the
results of the 2011 Compensation and
Benefits Survey alter those trends (al-
though, on average, DTRs are still some-
what older than RDs) (see Table 15).

d dietetic technicians, registered

ensation and Benefits Survey (11)

DTRs (n�1,053)

™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™™3

26

39

17

18

rcentage aged �50 y, and mean age,

Age
>50 y (%)

Mean
age (y)

— —

27b 43.8b

— —

33 45.3

38 46.3

44 47.4

46 47.9

45 46.7
the s), an

ited

omp

646)

™™™™ % ™
ician y, pe

d

ey (7

ey (8

ey (9

ey (1

ey (1
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Overall DTR response to the retire-
ment question in the 2008 Needs As-
sessment (6) looked a lot like the re-
sponse of veteran RDs: Whereas half of
veteran RDs expected to retire by 2023,
half of all DTRs expected to do so (see
Table 16).

As noted previously, effects of the 2008-

Table 17. Employment sector of pract

Compensation and
Benefits Survey n

2002 (7) 1,49

2005 (8) 1,23

2007 (9) 1,17

2009 (10) 87

2011 (11) 84

Difference 2002-2009 (%)

Difference 2009-2011 (%)

Table 18. Percentages of practicing d
managerial, supervisory, and budgetar

Compensation
and Benefits
Surveys n

Executive,
manager, s
coordinato

4™™™™™™™™

2002 (7) 1,498 45

2005 (8) 1,236 43

2007 (9) 1,170 42

2009 (10) 875 42

2011 (11) 843 39

Table 19. Percentage of positions hel
registered (DTRs) that require the DTR

Source n

2000 Practice Audit (2) 511

Compensation and
Benefits Surveys

2005 (8) 1,236

2007 (9) 1,170

2009 (10) 875

2011 (11) 843
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2009 recession on retirement plans are
not known.

Stagnating Diversity May
Hinder DTRs
DTRs appear to be minimally more di-
verse than RDs with regard to sex and

dietetic technicians, registered, 2002-2

Self-employed For-profit

4™™™™™™™™™™™™™™™™™™™™™™™™™™™™™

2 32

2 30

2 29

2 26

2 29

— �6

— �3

c technicians, registered, reporting
ponsibilities, 2002-2011

Responsibility Level

tor,
visor,

Directly or
indirectly
supervise others

Manage a
budget

™™™™™™™™™™% ™™™™™™™™™™™™™™™™™™3

51 24

48 24

47 21

47 23

44 23

practicing dietetic technicians,
ential, 2000-2011

Among all practicing DTRs (%)

56

54

56

56

52
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race/ethnicity (although the statistics are
somewhat less reliable), but, as with RDs,
there was little change in those measures
in the 2002-2011 period, and there is little
difference between newer registrants and
veteran DTRs in 2011.

DTR Practice May Be Moving
Modestly Toward Government
Employment
Whereas RD employment by sector was
seen to be steady from 2002 to 2009, DTRs
showed a notable decrease in the propor-
tion employed by for-profit organiza-
tions; conversely, there were increases in
positions in the not-for-profit and gov-
ernment sectors. As with other findings
for DTRs, the 2011 data are anomalous to
the trend lines (see Table 17).

Government employment is the only
definitive trend in DTR employment from
2002 to 2011, up four points in that time
period. In a related statistic, DTRs report
material growth in the prevalence of
employment as nutritionists in the Spe-
cial Supplemental Nutrition Program for
Women, Infants and Children, up 1.6
points (to 8.6%) over the 9-year period.
Finally, the proportion of DTRs working
in the “community” practice area rose
from 9% to 14% from 2002 to 2011,
whereas the proportion in “food and nu-
trition management” positions dropped
from 26% to 22% (7-11).

DTR Positions Becoming
Somewhat Less Managerial
As with RDs, there has been a slow diminu-
tion in DTRs’ managerial, supervisory, and
budgetary responsibilities (see Table 18).

Among the newest DTRs, supervisory
responsibility dropped from 52% in 2002
to 38% in 2011 (11).

Registration Benefits DTRs Less
than RDs
Most recently, 84% of the positions held
by RDs have required the RD credential as

Not-for-profit Government

% ™™™™™™™™™™™™™™™™™™™™™™™™™™™™™3

48 16

49 17

48 17

50 19

46 20

�2 �3

�4 �1
icing 011

™™™

8

6

0

5

3

ieteti
y res

direc
uper
r

™™™™
d by
cred
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a condition of employment. For DTRs, that
figure hovered at around 56% for 9 years,
but it fell 4 points according to the 2011
data (11) (see Table 19).

Even in the two biggest clinical practice
areas for DTRs—inpatient and long-term
care—only approximately two thirds of
the positions require the DTR credential
(it is near 100% for RDs in those areas).
This lower percentage among DTR posi-
tions suggests there may be less of a firm
correlation between future health care
growth and DTR employment in clinical
areas.

CONCLUSIONS
None of the trends highlighted in this dis-
cussion is of earth-shaking magnitude, yet
they may be helpful to the Task Force in its
efforts to predict the profession’s future.
However, past performance is no guaran-
tee of future results; trends may flatten or
reverse as the world changes. For this

and other reasons, these interpretations

S74 JOURNAL OF THE ACADEMY OF NUTRITI
should be considered as just one voice in
that important conversation.
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Dietetics Supply and Demand: 2010-2020
Roderick S. Hooker, PhD, MBA; James H. Williams; Jesleen Papneja, DDS, MHIS; Namrata Sen, MHSA; Paul Hogan, MS

EXECUTIVE SUMMARY
The Academy of Nutrition and Dietetics, in conjunction with the Commission on Dietetic Registration (CDR), invited The Lewin Group to undertake an
analysis of the dietetics workforce. The purpose of the workforce study was to develop a model that can project the supply and demand for both registered
dietitians (RDs) and dietetic technicians, registered (DTRs) (collectively referred to as CDR-credentialed dietetics practitioners) as the result of various key
drivers of change. The research team was asked to quantify key market factors where possible and to project likely paths for the evolution of workforce
supply and demand, as well as to assess the implications of the findings. This article drew on the survey research conducted by Readex Research and futurist
organizations such as Signature i and Trend Spot Consulting. Furthermore, members of the Dietetics Workforce Demand Task Force were a source of
institutional and clinical information relevant to the credentialed dietetics workforce—including their opinions and judgment of the current state of the
health care market for dietetic services, its future state, and factors affecting it, which were useful and were integrated with the objective sources of data. The
model is flexible and accommodates the variation in how RDs and DTRs function in diverse practice areas. For purposes of this study and model, the dietetics
workforce is composed of RDs and DTRs. This report presents the results of this workforce study and the methodology used to calculate the projected
dietetics workforce supply and demand. The projections are based on historical trends and estimated future changes. Key findings of the study included the
following:

• The average age of all CDR-credentialed dietetics practitioners in baseline supply (2010) is 44 years; approximately 96% are women.
• Approximately 55% of CDR-credentialed dietetics practitioners work in clinical dietetics.
• The annual growth rate of supply of CDR-credentialed dietetics practitioners declined from 3% in the early 1990s to 1.5% by 2010.
• The net supply of CDR-credentialed dietetics practitioners is projected to grow by 1.1% annually.
• Approximately 75% of the demand for the dietetics workforce will be met by the 2020 supply of CDR-credentialed dietetics practitioners.
• The aging population, health care reform, increased prevalence of certain conditions (including obesity), and growth in the food industry are key

factors affecting the demand.

J Acad Nutr Diet. 2012;112(suppl 1):S75-S91.

T
HE ACADEMY OF NUTRITION
and Dietetics (Academy), in
conjunction with the Dietetics
Workforce Demand Task Force
and the Commission on Dietetic

Registration (CDR), invited The Lewin
Group to undertake an analysis of the di-
etetics workforce.

The purpose of the workforce study was
to develop a model that can project the
supply and demand of both registered di-
etitians (RDs) and dietetic technicians,
registered (DTRs) (collectively referred to
as CDR-credentialed dietetics practitio-
ners) as the result of various key drivers of
change. The research team was asked to
quantify key market factors where possi-
ble and to project likely paths for the evo-
lution of workforce supply and demand,
as well as to assess the implications of the
findings.

The realm of the dietetics workforce,
composed of RDs and DTRs, is hereafter
collectively referred to as CDR-creden-
tialed dietetics practitioners.

The dietetics workforce is defined as
those professionals who are formally

trained and registered as CDR-creden-
tialed dietetics practitioners. By this defi-
nition, there were 81,645 RDs and 4,239
DTRs in 2010 (1). The authors estimate
there were 277 RDs/DTRs per million in
the population. A majority (96%) is
women and 51% are aged 45 years or
older. The implication is that a significant
proportion of the workforce will be retir-
ing during the next 15 years.

This projection model estimates changes
in both RD and DTR supply and demand.
The essence of the interactive model is to
illustrate mathematically and graphically
the economic components of CDR-cre-
dentialed dietetics practitioners in Amer-
ican society. The model is flexible and ac-
commodates diverse practice settings;
job futures; and components of demand,
both current and anticipated. Drivers of
change were incorporated where as-
sumptions were reasonable. Technical ar-
ticles introduced by CDR’s Workforce De-
mand Task Force aided the research team
in its work and modeling efforts. A scenar-
io-planning workshop and monthly con-
ferences with the task force provided
guidance in understanding some of the
trends and assumptions needed for the
model.

The baseline projection of supply for
the CDR-credentialed dietetics workforce
and demand for dietetics services. The
shortfall between the projected demand
for dietetics services and supply of the di-
etetics workforce increases steadily

across the decade. Demand, driven by
both demographic and economic factors,
is projected to grow substantially across
the 2010-2020 period and is not specific
to the credentialed workforce. This study
projects an annual increase in demand for
all dietetics services of �3% for the same
period. If current supply factors and limi-
tations persist, there will be a shortfall be-
tween demand for services and the capac-
ity of the dietetics workforce. By 2020, a
projected shortfall of approximately
18,000 full-time workers (or more) may
exist.

Supply will grow more slowly—increas-
ing approximately 1% annually—using es-
timates of current growth of new gradu-
ates and assumptions of losses to the
workforce as a result of retirement.
Higher earnings in the profession will in-
fluence retirement rates and weekly
hours in the long run. Transitions from
one practice sector to another are ex-
pected in response to different demand
influences and economic incentives.

The baseline supply and demand pro-
jection is the sum of projections in the fol-
lowing six practice areas (see Table 1):

• clinical nutrition–inpatient and
outpatient;

• clinical nutrition–long-term care;
• community nutrition;
• food and nutrition management;
• consultation and business; and
• education and research.
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These practice areas are useful for un-
derstanding the job diversity of the CDR-
credentialed dietetics workforce and ana-
lyzing the separate factors that drive
demand for dietetics services. The supply
of dietetics practitioners to fulfill posi-
tions in specific practice areas is based on
historical growth and practice specific
proportions of the CDR-credentialed di-
etetics workforce. The projection of de-
mand for dietetic services is based on fac-
tors and change drivers specific to the job
roles within each practice area. Of these,
the largest growth in demand is expected
in the clinical nutrition practice areas. The
demand for the inpatient and outpatient
practice area is likely to increase more
than 42% by 2020. In addition to the high-
est growth, many clinical work settings
require that dietetics practitioners be cre-
dentialed as an RD, which limits competi-
tion from noncredentialed professionals.
Despite a decreasing number of occupied
beds, the long-term–care practice area is
expected to grow by approximately 36%
because of the aging of the population.
Food and nutrition management has
emerged as the fastest-growing nonclini-
cal practice area. This area is projected to
expand by approximately 35% by 2020.
Education and research, however, is ex-
pected to be the slowest-growing practice
area for the dietetics workforce.

The projected increases in demand re-
sult from population growth, increases in
the elderly population, and increases in
per-capita income. Under the Patient Pro-
tection and Affordable Care Act, beginning
in 2014, an additional 30 million people
may eventually be insured. The assump-
tion is that increased demand for health
services will influence the demand for di-
etetic services significantly. The task force
agreed that although excess demand for
CDR-credentialed dietetics practitioners
may result in higher incomes during the
next decade, proactive steps should be
taken to ensure an adequate supply for
the demand forces. Some improvement
will occur in the efficient delivery of ser-
vices, improved outcomes of care using
comparative effectiveness research meth-
odologies, and understanding the behav-
ior of the members of the dietetics profes-
sion.

The dietetics workforce may find other
practitioners providing dietetics and nu-
trition services with increasing frequency.
Leaders in the dietetics profession should
consider expanding programs and intern-
ships to produce competitive practitio-
ners. Additional and more refined data on
the activity of this workforce will improve
the sensitivity of the model.

DEFINING DIETETICS, RDs,
and DTRs
The definition of dietetics—as approved
by the Academy in 2010—is the integra-
tion, application and communication of
principles derived from food, nutrition,

social, business, and basic sciences, to
achieve and maintain optimal nutritional
status of individuals through the develop-
ment, provision, and management of ef-
fective food and nutrition services in a va-
riety of settings.

CDR defines an RD as an individual who
has completed the minimum of a bacca-
laureate degree granted by a US regionally
accredited college or university, or foreign
equivalent; has met current minimum ac-
ademic requirements with successful
completion of a Didactic Program in Di-
etetics (DPD) accredited by the Commis-
sion on Accreditation for Dietetics Educa-
tion (CADE) of the Academy; has
successfully completed a supervised prac-
tice program accredited by CADE; and has
successfully completed the registration ex-
amination for dietitians. To maintain RD
status, the RD must comply with the Profes-
sional Development Portfolio recertifica-
tion requirements (that is, accrue 75 units
of approved continuing professional educa-
tion every 5 years).

CDR defines the DTR as an individual
who has met the requirements through
one of the following three routes to be-
come a DTR:

• completed a minimum of an as-
sociate’s degree granted by a US
regionally accredited college or
university, or foreign equiva-
lent and successfully completed
a Dietetic Technician Program
accredited by CADE);

• completed the minimum of a
baccalaureate degree granted by
a US regionally accredited college
or university, or foreign equiva-
lent; met current academic re-
quirements (DPD) as accredited by
CADE; and successfully completed
a supervised practice program
under the auspices of a Dietetic
Technician Program as accred-
ited by CADE; or

• completed a minimum of a bac-
calaureate degree granted by a US
regionally accredited college/uni-
versity, or foreign equivalent and
successfully completed a Didac-

tic Program in Dietetics as ac-
credited by CADE.

In all three routes, the individual must
successfully complete the registration ex-
amination for dietetic technicians. To
maintain DTR status, a DTR must comply
with Professional Development Portfolio
recertification requirements (accrue 50
hours of approved continuing profes-
sional education every 5 years).

LITERATURE REVIEW
The Lewin Group, with guidance from the
task force, undertook a comprehensive
literature search to support this work-
force study. The purpose of the literature
review was to provide background on the
existing and possible future workforce
environment, as well as setting the st-
age for the dietetics workforce analysis.
The literature review builds on the re-
search conducted between 1965 and
1995, results of which were supplied by
the Academy. This literature review is an
enhancement to that prior work. This re-
view was aimed at providing answers to
the following research questions:

• What does the existing stock of
the dietetics workforce look
like?

• What are the prominent supply
issues of the dietetics work-
force?

• What are the prominent de-
mand issues of the dietetics
workforce?

• How are the roles of RDs and
DTRs changing?

The search identified 42 documents and
reports in PubMed, the Cumulative Index
to Nursing and Allied Health Literature,
and Google Scholar. These documents
helped identify the issues affecting the di-
etetics workforce and guided the develop-
ment of the demand model by defining
the demand factors.

The literature review provided input to
the mathematical model. An Excel-based
model (version 11.5, 2004, Microsoft
Corp, Redmond, WA) was created to

Table 1. Practice areas of dietetics ranked by expected demand growth

Practice area rank

Expected
demand
growth (%)

Full-time
employment
shortfall estimate (n)

Clinical nutrition–inpatient and outpatient 42 10,000�

Clinical nutrition–long-term care 36 1,900

Food and nutrition management 35 1,200

Community nutrition 34 2,900

Consultation and business 28 900

Education and research 24 400
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provide estimates of supply and demand
for CDR-credentialed dietetics practitio-
ners at baseline and projected out 10
years. Year 2010 is used as the baseline
year. Findings from the literature review
were used to describe the baseline sup-
ply and demand as well as the factors
affecting supply and demand of the di-
etetics workforce. The literature review
also informed the model about new and
emerging roles of the CDR-credentialed
dietetics workforce.

SUPPLY AND DEMAND
The Academy is responsible for advocacy
of RDs and DTRs. To this end, one strategy
was to commission Readex Research to pro-
duce biannual Compensation and Benefits
Surveys. These surveys collect information
on compensation levels and benefits pro-
vided to dietetics professionals. Readex Re-
search conducts other studies and analyses
based on eligibility, employment, practice
levels, and Academy membership. Find-
ings from these studies have informed the
model presented in this article with re-
spect to factors affecting supply and de-
mand.

Modeling Supply
The effective supply of CDR-credentialed
dietetics practitioners between 2010 and
2020 will depend on the number com-
pleting an education and credentialing
process, the number retiring or depart-
ing the dietitian workforce, and the
number of working hours that the work-
force supplies to dietetics services on an
annual basis. Baseline projections begin
with various assumptions. In this model,
we assume the number of graduates en-
tering the dietetics workforce remains
at the current levels within age and sex
categories. However, because the demo-
graphic composition of the population
shifts over time to an older workforce,
average hours of work per practitioner
declines.

Supply projections of the dietetics
workforce use an inventory model frame-
work (see Figure 1). The projection starts
with the number of active CDR-creden-
tialed dietetics practitioners in the base
year (ie, 2010) and adds new entrants into
the workforce as new graduates of dietet-
ics programs enter the workforce. Supply

consists of employed and self-employed
CDR-credentialed dietetics practitioners.
The attrition (subtraction) aspect of the
model consists of CDR-credentialed di-
etetics practitioners who leave the
workforce for reasons of emigration, ex-
tended leave, retirement, or death. The
baseline projection makes assumptions
about supply.

• Baseline counts: The number
of CDR-credentialed dietetics
practitioners is estimated to be
the number of full-time equiva-
lents (FTEs) in 2010 who are
registered and currently work-
ing.

• New entrants: The number of
CDR-credentialed dietetics prac-
titioners completing registra-
tion and internship has in-
creased since 1991, but the
number of CDR-credentialed di-
etetics practitioners entering
the workforce has remained rel-
atively constant. The expert
panel noted that the supply of
RDs will be positively affected
with the establishment of the
new Individualized Supervised
Practice Pathways in 2011.
These new pathways will ad-
dress the current shortage of su-
pervised practice opportunities
for DPD graduates and individu-
als with doctoral degrees. This is
projected to increase the number
of registration-eligible dietitians
(Christine M. Reidy, RD, execu-
tive director, Commission on Di-
etetic Registration, oral commu-
nication, August 2011).

• Attrition rates: Attrition rates are
estimated based on historical
trendsregistrydataandnewlycre-
dentialed dietetics practitioners.

Supply scenarios include a baseline
number of new graduates, active supply,
and attrition patterns (Table 2). Alternate
supply scenarios introduce changes in the
capacity of US schools to train and register
new dietetics practitioners and changes in
retirement. Attrition rates (ie, retirement,
death, and disability rate) for CDR-cre-
dentialed dietetics practitioners are based
on historical attrition rates of the health-
related workforce.

The active supply identified in this
study draws on a 2008 age distribution.
Registry data from CDR-provided esti-
mates of the total number of CDR-regis-
tered dietetics professionals. Active sup-
ply was derived as a weighted proportion
(81%) of registered professionals who in-
dicated dietetics-related employment in
Academy surveys (2-4). A ratio of active
supply to FTE was calculated using infor-
mation on the weighted average number
of working hours of the respondents in
the 2005 and 2010 Dietetics Practice Au-
dit Surveys (5,6). The rate of change based
on historical data, emergence of the third
education pathway (the opportunity for
DPD graduates to take a registration exam
to become a DTR), and current estimates
of new entrants were all used to develop
projections of annual entrants.

Active supply was also distributed
across professional practice areas using
Compensation and Benefits Surveys for
the years 2002-2009. In contrast, FTE sup-
ply was allocated to practice areas based
on the 2010 Dietetics Practice Audit Sur-
vey (5). Consequently, active supply and
FTE supply are distributed differently, dis-
playing the tendency that this workforce
has to work in multiple practice areas. Be-
cause the proportion of CDR-credentialed
dietetics practitioners in each practice
area is expected to change over time, the
authors drew on historical trends to proj-
ect the active practitioners and FTEs in
these practice areas.

Baseline Supply Characteristics
Trends in Supply of CDR-Credentialed
Dietetics Practitioners. This section pro-
vides a description of the size and distri-
bution of the dietetics workforce in 2010.
It is important to understand the charac-
teristics of the 2010 supply of CDR-cre-
dentialed dietetics practitioners in the ac-
tive workforce because projections are
based on the active supply in 2010.

There were 85,884 RDs/DTRs—or 28

Diete�cs
Workforce Supply

Year = Y

Diete�cs
Workforce Supply

Year = Y+1

A�ri�on (re�rement,
death, and disability)

CDR-creden�aled diete�cs
prac��oners remain ac�ve

New graduates who
pass registry exam

Figure 1. Conceptual framework for estimating supply of dietetics workforce.

Table 2. Supply drivers that
influence the number of dietetics
practitioners in the workforce

Supply drivers 2010 baseline

Active supply 69,442ab

New entrantsc RDs � 2,800c

DTRs � 300c

Attrition 2% to 5%d

aThis number represents approximately 81% of the
2010 registry.
bSource: Commission on Dietetic Registration.
cNew entrants to the field of dietetics refers to
individuals who are newly credentialed.
dAssumptions based on historical attrition rates of the
health care workforce.
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RDs/DTRs per 100,000 persons—in 2010.
As shown in Figure 2, the supply of CDR-
credentialed dietetics practitioners per
100,000 persons increased from 22 in
1991 to 27 in 2010, representing a 23%
change in the supply per 100,000 persons.
During the past 2 decades, the growth in
the supply of RDs has been relatively con-
stant (7) (and data provided by CDR staff,
February 2011).

Characteristics of the Current Dietetics
Workforce. The mean age of the current
dietetics workforce is 44 years; the me-
dian age is 45 years. More than half of the
dietetics workforce is between 20 and 45
years of age, 46% are aged 46 to 64 years,
and 3% are aged �65 years (see Figure 3).
Furthermore, adding to the concerns re-
garding an aging workforce, �17% of CDR-

credentialed dietetics practitioners are in
the 50 to 54 years age group. Less than 1%
remains in the workforce by age 70 years.
A significant proportion of the dietetics
workforce aged �45 years translates to a
significant proportion of the workforce
retiring during the next 15 years (4,8)
(and data provided by CDR staff, February
2011).

Three quarters of the active dietetics
workforce works full-time (35 or more
h/wk) and the remainder is part-time
(modeled as 20 h/wk on average). Almost
95% of the registered dietetics workforce
in 2009 was composed of RDs. Figure 4
shows the historical trends of the CDR-
credentialed dietetics workforce. From
Academy registry data (provided by CDR
staff, February 2011) the percentage of
DTRs in the total dietetics practitioner

workforce in 2010 was calculated to
be 5%.

In 2009, the dietetics workforce con-
sisted of 80,116 registered members. Of
these, 51,094 were members of the Acad-
emy and 29,022 were nonmembers (2).

Approximately half of RDs held ad-
vanced degrees in 2010 (1); some also
maintain credentials for specializations,
such as pediatric or renal nutrition, nutri-
tion support, and diabetes education (9).
DTRs often partner with RDs to screen,
evaluate, educate, and manage patients
and monitor their progress to prevent dis-
eases such as diabetes and obesity.

Studies on compensation differences
for RDs based on sex show that women,
despite their significant majority of the
workforce, do not have equity on the RD
pay scale (10). A median wage gap of
$4,965 was observed between male and
female RDs, with men obtaining the
higher salaries. The authors theorize that
salary parity will enable more women to
remain in the workforce for longer peri-
ods of time (11). Figure 5 illustrates some
of the factors that govern the wage gap
(approximately 10%) between male and
female RDs.

Historical surveys identify a chronic un-
derrepresentation of men within the di-
etetics workforce and as of 2010, 96% of
RDs/DTRs were women. This study of
wages did not control for the difference in
the hours of work or total workweeks.
Historically, men work more hours
throughout their career than women. Re-
searchers suggest trends can be changed if
internship opportunities are increased,
remuneration and prestige of the profes-
sion is raised, scholarship programs are
enhanced, and investments are made
through innovative advertising that can
reach minorities (12).

In 2010, RDs’ salaries in general were
found to be 40% to 45% less than salaries of
other nonphysician health professionals.
Incomes range from $47,000 (clinical in-
patient nutritionists) to $69,000 (food and
nutrition management) for CDR-creden-
tialed dietetics practitioners. Nonphysi-
cian professionals reimbursed at a higher
rate than RDs in 2010 included audiolo-
gists, occupational therapists, physical
therapists, and speech therapists (13).
Figure 6 illustrates wage disparity be-
tween RDs and four other health provid-
ers.

It is possible that RDs’ salaries are at the
lowest end of the spectrum because �50%
of RDs are in supervisory roles and only
one-quarter have any budgetary author-
ity. Higher salaries may be tied to man-
agement and leadership positions. These
positions require excellent communica-
tion skills, being well versed and comfort-
able with technology, experience in
budgeting and financial management,
high-order decision making, problem-
solving skills, and the ability to expertly
manage human resource issues (14). Di-

Figure 2. Trends in the supply of registered dietitians (RDs) and dietetic technicians,
registered (DTRs). ADA�American Dietetic Association (now called Academy of Nu-
trition and Dietetics).

Figure 3. Distribution of Commission on Dietetic Registration (CDR)-credentialed
dietetics practitioners in baseline supply by age group. Source: 2010 American
Dietetic Association (ADA) Registration Data, and 2008 ADA Needs Assessment (ADA
now called Academy of Nutrition and Dietetics).
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etetics education programs should aim to
equip students with these skills.

The scope of management roles of RDs
has expanded to foodservice directors in
hospitals, which usually report to hospital
executives. One study evaluated compe-
tencies required for RDs to assume posi-
tions of directors in hospitals; it was
found that additional competency devel-
opment was needed to prepare more RDs
to assume the role of hospital foodservice
directors (15).

Additional management skills include
better knowledge of coding practices, pat-
terns of reimbursement and clinical prac-
tice that will enhance the role of RDs in
the workplace. This is important as Cur-
rent Procedural Terminology (CPT) codes
are available for medical nutrition ther-
apy (MNT) services, and usage of CPT
codes has led to enhanced coverage in
various settings like Medicare and com-
mercial payers, including managed care,
which leads to better reimbursement
strategies.

Distribution of CDR-Credentialed Di-
etetics Practitioners across Practice
Areas. The dietetics workforce is distrib-
uted across several practice areas. The
clinical nutrition practice area consists of
clinical inpatient, clinical outpatient, and
long-term care. Figure 7 shows that the
proportion of CDR-credentialed dietetics
practitioners in each of the practice areas
has remained relatively constant from
2002 to 2009. The proportion of outpa-
tient clinical practitioners has increased
slightly and the proportions of practitio-
ners in long-term care and consultation
and business have declined.

Supply Factors
The supply of dietetics practitioners is the
annual number of entrants to the dietitian
workforce added to those who remain in
the workforce (the stock). The stock, in
turn, fluctuates depending on a wide set
of factors, including economic climate,
stagnation of salary, and incentives.

Trends in Registration. The overall trend
of dietetics practitioners obtaining CDR
credentials has increased since 1991, de-
spite a historical decline in dietetic tech-
nicians pursuing registration. Although
the stock of DTRs has fluctuated, it has de-
clined substantially from 1998 to 2009
(Figure 8). Newly credentialed DTRs de-
creased by 75% from 1995 to 2008. The
task force suggested that the decline in
the stock and entrants may be the result of
signaling from employers that registra-
tion is a fading job requirement. Data from
the Compensation and Benefits Survey
show that 16% of jobs held by DTRs did not
require registration in 2005 compared
with �19% in 2009 (2,16).

A rise in both the stock and entrants
into the DTR workforce was observed in
2010. The inauguration of a third registra-
tion pathway in 2009 has allowed DPD
students to take the registration exam to
become DTRs. This new pathway helps re-
lieve the bottleneck of graduates trying to
acquire a dietetics internship by provid-
ing an alternative route to registration for
those desiring to work in a practice area
that requires registration. Figure 9 illus-
trates the pathways for registration.

RDs represent a majority (95%) of em-
ployed CDR-credentialed dietetics practi-
tioners. Since 1991, the number of dietet-
ics practitioners holding the RD credential
has increased by an average annual rate of
2.3%. RDs make up the majority of the reg-
istered dietetics workforce and are pre-
dicted to comprise �90% of the workforce
as the number of RDs grows. In part, the
high proportion of RDs is the result of em-
ployer demand for the registration cre-
dential. Almost all RDs reported that their
credential was required or preferred by
their employer.

Figure 10 shows the age distribution of
entrants to the field of dietetics. A major-
ity of the new entrants are younger than
30 years.

The literature reviewed suggests that
most dietetics practitioners make this
career decision while in college (17).
Various influencing factors include an
interest in nutrition, job enjoyment, and
the opportunity to work in a diverse en-
vironment. Studies suggest—and the
task force reinforced the notion—that
recruitment strategies should target
high school and college students and
that RDs should be invited by the coun-
seling staff at these schools as guest lec-
turers to talk about dietetics as a career.

Attrition Rates. For modeling purposes,
as CDR-credentialed dietetics practitio-
ners (and other health professionals) in-
tend to retire earlier or later than histor-
ical trends show, we used annual
attrition rates of 2%, 3.5%, and 5%. (Also
for the purpose of the model, we defined
attrition as any CDR-credentialed di-
etetics practitioners departing an em-
ployment role in dietetics. This relaxed

Figure 4. Historical trends in the registered workforce. (American Dietetic Association
now called Academy of Nutrition and Dietetics.)

Figure 5. Breakdown of mean pay for registered dietitians by sex (11).
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definition includes loss due to death, ill-
ness, retirement, inactive status, not
qualified, and emigration.) The three at-
trition rates provide comparative analy-
sis. The research team recognizes that
the Academy has surveyed members
about “intent to retire.” Intent to retire
survey research has some limitations in
validity and reliability. Anticipated re-
tirement age is not a reliable predictor of
actual retirement age until practitioners
are nearing retirement, as many factors
influence the decision to retire (eg, eco-
nomic bust/boom, family, health, and
practice viability).

Unlike other health professionals,
CDR-credentialed dietetics practitio-
ners become inactive at an earlier age.
Although only 1% of all active CDR-cre-
dentialed dietetics practitioners are
aged �70 years, there is a tendency for
retired RDs to maintain membership be-
yond retirement (Figure 11). The follow-
ing model assumes all practitioners as
retired by age 70.

Hours of Work and Visit Capacity. To
approximate FTE supply, we employed
an estimate of active supply and an esti-
mate of FTEs per active CDR-creden-
tialed dietetics practitioner using the
2010 Practice Audit Survey (5) to esti-
mate FTE per active practitioner by prac-
tice area. For this study, FTE is defined as
32 or more hours per week. Among re-
spondents, 74% were full-time workers
and the rest worked part-time (reported
by the task force to be 20 hours/week on
average, with a range from 8 to 31
hours). For each active dietetics practi-
tioner in the registered workforce, a
mean of 27.5 h/wk are worked, account-
ing for full-time and part-time practitio-
ners. The following calculation was used
to develop the total FTE supply for the
dietetics workforce for each of the prac-
tice areas:

FTE Supply �

Active Supply � �
Total FTEs

Employed Practitioners�
Demand
Modeling Demand. The demand was
projected for all dietetics practitioners,
both credentialed and noncredentialed.
Demand was estimated separately for
each of the practice areas using different
parameters. The sum total of the de-
mand across the practice areas is the
overall demand for dietetics and nutri-
tion services.

Modeling Demand for Clinical Inpa-
tient and Outpatient Practice Areas.
Projections for the clinical inpatient and
outpatient practice areas were based on
historical use of dietetics services (ie,

Figure 6. Difference in wages of four types of nonphysician providers in 2010.
RDs�registered dietitians. Source: reference (13).

Figure 7. Distribution of credentialed dietetics workforce by practice areas. Sources:
references (1-4).

Figure 8. Trends in the supply of dietetic technician, registered (DTR) active supply
and entrants (1991-2010). Source: American Dietetic Association Registry Data, 2011
(now called Academy of Nutrition and Dietetics).
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market-based demand) for inpatient
and outpatient settings. To develop
these estimates, a calculation of the di-

etetics practitioner to age-specific pop-
ulation ratios was based on use of ser-
vices. Next, the authors applied these

ratios to age-specific population projec-
tions to project the demand for dietetics
services. The National Center for Health
Statistics (NCHS) databases of the Na-
tional Ambulatory Medical Care Ser-
vices, the National Hospital Ambulatory
Care Services, and the Healthcare Cost &
Utilization Project were analyzed across
3 years to arrive at patient age-specific
referral rates and use of dietetics ser-
vices (collectively referred to as NCHS
databases). Because NCHS does not pro-
vide information on the types of dietetic
services provided by CDR-credentialed
dietetics practitioners, we also analyzed
the Medicare Physician Supplier Service
File for 2007-2008 to arrive at the type
and distribution of services provided by
CDR-credentialed dietetics practitio-
ners. These estimates of use of dietetics
services were converted to the time re-
quired to complete these visits based on
description of the CPT codes (ie, 60 min-
utes for the initial assessment and 30
minutes for reassessment). The total
time required to complete these visits
was converted to the demand of RDs’
FTE.

We modeled three demand scenarios.
A “low” scenario is based on the current
FTE supply of CDR-credentialed dietet-
ics practitioners—approximately 64% of
the dietetics services were provided by
CDR-credentialed dietetics practitio-
ners in 2010. In the moderate baseline
projection, based on the change in the
number of dietetics services from the
Medicare Physician Supplier Service File
from 2005 to 2008, we assumed a 1.3%
annual growth rate of services provided
by CDR-credentialed dietetics practitio-
ners from 2010 to 2020. As a result, by
2020, approximately 74% of dietetic ser-
vices are expected to be provided by
CDR-credentialed dietetics practitio-
ners. In the “high” scenario, we assumed
that the CDR-credentialed dietetics
workforce has the capability to provide
all dietetics services, both clinical and
nonclinical (18).

Modeling Demand for CDR-Creden-
tialed Dietetics Practitioners in Other
Practice Areas. For practice areas other
than clinical inpatient and outpatient,
we projected the demand based on his-
torical trends of ratios for the number of
CDR-credentialed dietetics practitio-
ners to target population, practitioners
to specific institutions, and practitioners
to dollar amount. For example, ratios of
practitioners to elderly populations for
long-term care were calculated. These
ratios were developed by using the most
recent historical data (Y1Tn) and the US
population or program participants
from the same year (P1Tn). Derived ra-
tios were used to project the demand in
practice areas based on the changes in
the number and composition of the tar-

Figure 9. New entrants in dietetics workforce (2010). RD�registered dietitian.
DTR�dietetic technician, registered.

Figure 10. Age distribution by dietetic program. Sources: references (1,2,4).

Figure 11. Age distribution of active Commission on Dietetic Registration (CDR)-
credentialed dietetics practitioners age 50 and older. RD�registered dietitian.
DTR�dietetic technician, registered.
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Figure 12. Demand drivers by practice areas. aRates of change per population. bDue to tremendous program growth over the last 10
years, there is anticipation that the number of participants will plateau. cOther program costs include funds for program evaluation.
(American Dietetic Association now called Academy of Nutrition and Dietetics.)
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get population, institutions, and/or
funds.*

For example, the historical propor-
tions of long-term– care facility (LF) per
elderly population (defined as 65�
years of age) (EP) was determined from
2000-2010 as follows:

YT1 �
EPT1

LFT1

. . . YTn �
EPTn

LFTn

Then, historical trends were calculated
and annualized using the following com-
pound formula:

Annual ���YTn

YT1

� 1
(n)

� 1

It is assumed that supply and demand
are at equilibrium in 2010. Using this as-
sumption, the baseline scenario is then
projected by incorporating population
growth and historical trends. Figure 12
displays the historical trends incorpo-
rated in the Lewin model and the data
sources that were used to calculate
those trends (based on Lewin Group
analyses of the National Ambulatory
Medical Care Survey, National Hospital
Ambulatory Medical Care Survey, and
Healthcare Cost and Utilization Project
for 2007-2009).

Limitations of the Demand Model. Un-
like many other health professionals, di-
etetics practitioners provide services to
a wide range of industries, large and
small. Consequently, the dietetics de-
mand drivers are as specific or as broad
as those industries. Practice areas such as
consultation and business encompass
broader industry demand drivers such as
US corporate management payrolls. These
practice areas are particularly challenging
due to the assortment of jobs within them.
Furthermore, corporate firms may hire di-
etetics practitioners who contribute to pro-
duction more readily than those who pro-
vide wellness programs for employees.

Change drivers in this demand model have
differenteffectsondieteticsdepartmentstaff-

*To project demand in the practice
areas of food and nutrition manage-
ment and business and consultation,
industry sales and payrolls are as-
sumed as major drivers. To determine
the effect of industry growth on di-
etetics workforce, the real change in
purchasing power was determined. To
capture real economic growth in US
foodservice and corporate manage-
ment, fund-based estimates were used
and inflation was accounted for by
employing the Fisher Equation:
r�i��, where r�real rate of return,
i�nominal rate of return, and
��inflation rate.

Figure 13. Relative utilization of clinical dietetics services by age cohorts in 2008.
(Based on Lewin Group analyses of the National Ambulatory Medical Care Survey,
National Hospital Ambulatory Medical Care Survey, and Healthcare Cost and Utiliza-
tion Project for 2007-2009; and on Lewin Group analysis of the Medicare Physician
Supplier Service File for 2007-2008.)

Figure 14. Distribution of medical nutrition therapy (MNT) to Medicare population.
Source: reference (19).

Figure 15. Efficacy of medical nutrition therapy (MNT) vs usual care (UC) for choles-
terol and saturated fat levels. LDL�low-density lipoprotein. Source: reference (19).
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ing across practice areas and settings. Staffing
models used by organizations remain some-
what vague because there are knowledge
gapsinunderstandinghowtheychangeinin-
dustries such as health care, foodservice, and
business. For instance, a long-term–care fa-
cility may obtain expertise in dietetics by
hiring new staff or part-time consultants or
outsourcing foodservice all together. The
limitations in the model are, therefore, the
result of these data limitations and knowl-
edge gaps.

Demand Side Assumptions. Baseline
demand projections make the following
assumptions.

• Demand: In 2010, supply of
CDR-credentialed dietetics
practitioners was in equilib-
rium with demand for dietetics
services.

• Demographics: Population de-
mographics will change as pro-
jected by the US Census Bureau.
The Census estimates project an
approximate 80% increase in
the population older than age
65 years.

• Demand by practice areas: De-
mand is disaggregated to re-
flect the demand for all dietet-
ics practitioners by practice

areas. Demand by practice
area not only reflects clinical
patterns of care but also
growth in demand in other
practice areas due to increased
funding and number of rele-
vant institutions.

Baseline Demand Characteristics
We examined the services currently
provided by CDR-credentialed dietetics
practitioners. The first part of this sec-
tion provides an overview of services
provided by CDR-credentialed dietetics
practitioners in clinical practice areas
and assesses demand for dietetic ser-
vices in clinical practice areas. The sec-
ond part of this section discusses mar-
ket-based demand.

Overview of Dietetic Services. Figure 13
represents the number of visits to a di-
etetics practitioner per 100,000 persons
by age group in 2008. The use of dietet-
ics services by the elderly population is
three times that of the rest of the popu-
lation. However, the age cohort with the
greatest utilization of services per capita
is that consisting of newborns through
age 4 years. Although not anticipated, an
increase in the birthrate would have the
most significant affect on the use of di-
etetics-related services.

Because the NCHS data did not pro-
vide information on the types of dietet-
ics services provided by CDR-creden-
tialed dietetics practitioners, the
Medicare Physician Supplier Service File
for 2007-2008 were also analyzed to
identify the type and distribution of ser-
vices provided by dietetics practitio-
ners.

Figure 14 displays the distribution of
Medicare services by CDR-credentialed
dietetics practitioners in 2009. MNT ser-
vices, a covered benefit under Medicare
reimbursement, comprise the largest pro-
portion of dietetic services.

Medicare commenced reimbursement
for nutrition counseling for diabetes and re-
nal disease in 2002. MNT is a popular
method of providing nutrition guidance be-
cause it is cost effective and an RD is able to
review and analyze the medical and nutri-
otion-related history of patients in addition
to laboratory values and anthropometric
measurements(19).Somestatesprovidecov-
erage for MNT services, especially for obesity,
through their managed care programs (20).
Studies comparing usual care provided by
physicians to MNT services provided by RDs
showthatMNTservicesprovidedbyRDspro-
duce better lipid, diet, physical activity, and
weight outcomes. Figure 15 shows the effi-
cacy of MNT services with various outcomes.

Market-Based Demand. The estimates of
demand for dietetics services are based on
market conditions that reflect underlying
epidemiologic conditions or “need.” These
market conditions represent the market

Figure 16. Age distribution of US insured population before and after the health care
reform (projected).

Figure 17. Projection for US population older than 65 years of age. Source: reference
(7).
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dynamics that lead to changes in demand
for dietetics services. Obesity is a highly
prevalent diet-related risk and may lead
to an increase in health care costs when
combined with other disorders. Obesity
can be treated by monitoring diet and reg-
ular exercise. One study showed that di-
etetics practitioner-led weight manage-
ment and nutrition programs—especially
for persons with diabetes who have a high
risk of obesity—are cost effective (21).
Other research identifies that improving
access to RDs or certified nutritionists
help in the treatment of obesity (20). The
task force identified the diseases that in-
fluence demand as a group of chronic dis-
eases such as renal disease, diabetes,
heart disease, and cancer.

In the mid-1990s, the expansion of the
home care market and the role of RDs as
case managers in the holistic approach to
health care further influenced demand
(22). By 2008, the demand for dietetics-
related services was largely divided into
the practice areas identified in Table 1.

The task force redefined these practice
sectors based on its analysis of the de-
mand for the dietetics workforce.

Demand Factors
Change in many areas will influence de-
mand for RDs over the next decade. These
areas include demographic trends, in-
crease in prevalence of chronic condi-
tions, economic growth, policy changes
related to health insurance, and techno-
logical innovation.

There are many influences on demand
such as access to care and insurance cov-
erage. Two main influential areas of de-
mand are demographic trends and prev-
alence of chronic conditions.

Demographic Trends. The US popula-
tion is projected to increase in all age
groups over the next 20 years; however,
growth in the number of people aged

�65 years is expected to be most rapid.
Between 2010 and 2020, growth in the
population between the ages of 65 to 84
years is approximately 3.3% annually as
the baby boomers begin to turn 65 years
old. As noted previously, the use of ser-
vices provided by CDR-credentialed di-
etetics practitioners by the population
�65 years is approximately three times
higher than that of the rest of the popu-
lation. Therefore, as the population ages,
the need for services provided by such
practitioners will increase. Lewin’s anal-
yses of the census data, National Ambu-
latory Medical Care Survey, National
Hospital Ambulatory Medical Care Sur-
vey, and Healthcare Cost and Utilization
Project estimated that the number of di-
etetics-related services demanded by
the age cohort of 65 to 74 years in inpa-
tient and outpatient settings is expected
to rise approximately 50% by 2020.

Increase in Prevalence of Chronic
Conditions. The prevalence of chronic
conditions and diseases with significant
dietetics-related consequences that re-
quire advice and direction of care by RDs
provides the backdrop for the study
(based on National Ambulatory Medical
Care Survey, National Hospital Ambula-
tory Medical Care Survey, and Health-
care Cost and Utilization Project data).
The American population can anticipate
an increase in obesity and the preva-
lence of conditions related to obesity,
such as metabolic syndrome and diabe-
tes, and the secondary effect of diabetes-
related conditions affecting various or-
gans. Such effects will have some
predictability and a large element of un-
predictability. As the population increases
and ages, and nutrition factors become
more relevant to the everyday lives of
Americans, the demand for services will
grow. The population is expected to grow

from 310 million in 2010 to 341 million by
2020 (7).

Additional factors that influence de-
mand are economic growth, technological
advances, health insurance status, and the
effects of growth in population and per-
capita income.

Economic Growth. Continued income
growth in the United States will result in
increased demand for dietetics-related ser-
vices. Typically, as income increases, de-
mand rises for goods and services that indi-
viduals value. Given the increase in
consumer value for dietetics services, the
demand for CDR-credentialed dietetics
practitioners will increase as incomes rise.

Technological Advances. With the in-
crease in technological advances and con-
sumer awareness, consumers are likely to
obtain nutrition advice and guidance
without individual dietetic consultation.

Insurance Status. As a result of the antic-
ipated implementation of the health care
reform laws by 2014, the number of unin-
sured persons in the US population will
decline from 50 million to 22 million, ac-
cording to a letter from House Speaker
Nancy Pelosi from the Congressional Bud-
get Office on March 20, 2010. However,
the largest decline in the number of unin-
sured will occur in the 18 to 24 years age
cohort. Compared to other age cohorts,
the 18 to 24 years cohort has relatively
low use of dietetic services. Figure 16
shows the age distribution of US insured
population before and after implementa-
tion of health care reform.

Future Demand. Future demand for the
services of dietetics practitioners is a
function of the prevalence of conditions
and the number of institutions needing
dietetics services (eg, schools, industries,
long-term–care facilities, federal ser-

Figure 18. Demand factors and their impact on practice areas. aLTC�long-term care.
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vices, and other agencies). The two largest
anticipated drivers of demand are popula-
tion growth (particularly the aging of the
population as it grows) and the growth in
real per-capita income. Figure 17 displays
estimates of the population of elderly in-
dividuals in the United States and the an-
nual rate of change from 2000-2020.

Based on the estimates of growing de-
mand, the clinical (ie, inpatient, outpa-
tient, and long-term care), community
nutrition, and food and nutrition manage-
ment practice areas are expected to be

most affected, followed by the education
and research and consultation and busi-
ness sectors. The clinical practice areas
will be affected positively by an increased
use by older populations that are greater
in number and policy changes resulting
from health care reform. The demand for
community nutrition services will be in-
fluenced by the estimated change in the
number of school-aged children, adult in-
mates, and participants in public nutrition
programs (eg, Head Start; the Special Sup-
plemental Program for Women, Infants,

and Children; and Supplemental Nutri-
tion Assistance Program). Foodservice in-
dustry sales will have an influence on food
and nutrition management. Enrollment in
academic dietetics programs and govern-
ment funding of dietetics-related re-
search programs will affect the education
and research practice sectors. Figure 18
shows the practice areas that will be most
affected by factors affecting demand.

Overall, these factors suggest that de-
mand will increase above the projected
increases related to demographic trends.
Trends in lifestyle, income, insurance sta-
tus, and technological advances will likely
have a substantial positive influence on
demand over the next decade.

PROJECTIONS OF THE SUPPLY
AND DEMAND
This section presents estimates of the
supply of CDR-credentialed dietetics
practitioners and demand for dietetics
services from 2010 through 2020. First,
this section will present a baseline set of
assumptions and projections based on the
assumptions. After discussion of the base-
line, alternative scenarios are presented.

The projections are designed to accom-
plish the following three things:

• to illustrate how the workforce
model can be applied;

• to provide some insight into the
factors that are likely to have
important effects on future de-
mand and supply, as well as fac-
tors that may be less impor-
tant—that is, they are intended
to provide a sensitivity analysis
of factors affecting the future
workforce market environ-
ment; and

• toprovideanoverallassessmentof
the current and future market de-
mand and supply over the next
decade.

Figure 19 shows the various compo-
nents of the supply and demand projec-
tions, including the key inputs, the mod-
eling process, key factors, and modeling
scenarios.

Theresearchteamandthetaskforcerecog-
nize that two major factors affect the forecast
accuracy of projections. First, the model must
be able to reflect, relatively well, the effect on
demandand/orsupplyofanticipatedchanges
in the health care marketplace. In the case of
this study, then, the model must be able to
reflect the effects of changes in growth in in-
surance coverage and household incomes,
the effects of an aging population on demand,
andsoforth.Second,thescenariosconsidered
must capture the future path of variables or
factors affecting demand and supply. The
changes in insurance coverage and income
growth, as well as changes in competing pro-
viders and disease incidence, must be cor-
rectly anticipated.

The first aspect of forecast accuracy de-
pends on the richness and reliability of the
data along with the appropriateness of

Figure 19. Components of supply and demand projections. aRD�registered dietitian.

Figure 20. Supply and demand projections using baseline assumptions for 2010-
2020. FTE�full-time equivalents.
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methods for applying these data to cap-
ture the relationship between demand
and/or supply factors. It also rests on the
assumption that relations measured in
the past will be preserved in the future;
that is, the measured effects are stable
over time. The second aspect of forecast
accuracy has a component of judgment as
well as science. By drawing on sources of
information and judgment, including the
task force members and our own experi-
ence, some of the scenarios can be formu-
lated. As noted previously, the data avail-
able for estimating the effects of demand
drivers for smaller health professions are
often less than ideal. Furthermore, al-
though the predictions have the appear-
ance of accuracy, there are too many vari-
ables and related uncertainties to achieve

such precision for forecasts far into the fu-
ture.

Baseline Scenario
The baseline projection of supply and
demand for CDR-credentialed dietetics
practitioners is shown in Figure 20. De-
mand, driven by both demographic and
economic factors, grows by 40% over the
2010-2020 period. FTE supply also grows,
but more slowly, at 7% during the same
period. Assuming baseline equilibrium
between supply and demand in 2010, the
baseline projection shows that the short-
age of CDR-credentialed dietetics practi-
tioners will grow to 22% with only 78% of
the supply of CDR-credentialed dietetics

practitioners meeting the demand in
2020 (Figure 20).

There will be adjustments to the excess
demand on the supply side. Higher earn-
ings in the profession will increase the de-
mand for internship positions. If intern-
ships are expanded, they are likely to be
filled. In addition, higher earnings may
encourage some CDR-credentialed dietet-
ics practitioners to delay retirement and
others to expand work hours. Both of
these factors will work to reduce excess
demand.

In addition, excess demand is likely to
encourage more practice efficiencies such
as group counseling and business models
of care for corporations. Since RDs’ time
will become more valuable, methods for
using their time in institutions are likely
to become more common. One RD per
moderate-sized school district may be ad-
equate to meet the needs of the school-
age population. Optimal ratios of RD to
schools or school districts may be mea-
sures to reduce excess demand. Organiza-
tions may choose to place RDs at higher
levels in the organization to broaden their
influence or RDs may be shared among or-
ganizations. If organizations choose to
employ a single RD who provides services
for multiple school districts, the ratio of
RD to school-age children will decrease in
response to demand in excess of supply.

Although market factors are likely to
mitigate the level of excess demand, the
level predicted in these models suggests
that proactive interventions on the part of
the dietetics community are warranted.

Figure 21 displays the baseline results
of the model by practice area. The blue
line with circular data points in each ex-
hibit indicates baseline demand and the
red curve with square data points indi-
cates baseline supply. Across all practice
areas, there is excess demand over supply.
The shortage of CDR-credentialed dietet-
ics practitioners is substantially higher in
the clinical inpatient and outpatient
arena, where registration is often a re-
quirement to practice. This might be a fu-
ture consequence of the increase in the
number of insured individuals resulting
from health care reform.

In addition, as seen in Figure 21, market
demand is expected to exceed the capac-
ity of the dietetics workforce in food and
nutrition management, business/consul-
tation, and education and research. Food
and nutrition management will be the
fastest-growing nonclinical practice area
as demand is projected to increase by 35%
over 10 years.

Alternative Scenarios
In the baseline scenarios, we assumed the
demand factors based on historical trends
and made a very conservative assumption
about the level of per-capita personal in-
come growth that would be observed dur-
ing the next 20 years. In this section, the
authors performed sensitivity analysis of

Figure 21. Demand and supply projections by practice areas. FTE�full-time
equivalents.
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baseline projections to include an alterna-
tive scenario of “high” and “low” projec-
tions. As shown in Figure 22, the alterna-

tive demand projections are based on
increasing reliance on CDR-credentialed
dietetics practitioners for clinical dietetics

services, aging, and change in funding for
community nutrition and education/re-
search, as well as consumer empower-
ment.

Given the increasing reliance on CDR-
credentialed dietetics practitioners for
nutrition counseling, we assumed that pa-
tients and consumers would shift the di-
etetics-related services that are currently
provided by other practitioners to CDR-
credentialed dietetics practitioners—for
instance, RDs have a defining role in pro-
viding nutrition counseling to patients
with diabetes. This need alone is likely to
have the greatest affect on the demand for
clinical nutrition services.

The projections for alternative supply
scenarios are primarily based on the attri-
tion rates. As shown in Figure 23, for the
baseline and alternative scenarios, the au-
thors assumed a 2% and 5% attrition rate
for “high” and “low” scenarios, respec-
tively. With a constrained “low” supply
estimate, the supply of the CDR-creden-
tialed dietetics practitioners declines to
56,400, whereas with a “high” supply es-
timate, the supply of the CDR-creden-
tialed dietetics practitioners increases to
72,000.

Based on the assumptions regarding the
demand and supply of the dietetics work-
force mentioned previously, Figure 24
shows the “high” estimates of supply and
demand for the dietetics workforce from
2010 to 2020. The discrepancy between
the supply and demand of the dietetics
workforce is more pronounced under this
“high” scenario compared with the base-
line projection. The larger shortfall be-
tween supply and demand for the “high”
stems from an assumption that CDR-cre-
dentialed dietetics practitioners should
be able to meet the demand for all dietetic
services. In other words, the “high” sce-
nario displays what competing work-
forces are also supplying, particularly in
the clinical practice areas. Only three
quarters of the demand would be met by
the supply of the dietetics workforce by
2020.

Figure 22. Assumptions regarding demand for dietetics workforce for alternative projection scenarios.

Figure 23. Supply projections of dietetics workforce for baseline and alternative
scenarios for 2010 to 2020.

Figure 24. Demand and supply projections of dietitian workforce under “high”
scenarios. FTE�full-time equivalents.
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The “low” scenario (Figure 25) is similar
to the baseline projection in that supply
and demand are assumed to be in equilib-
rium in 2010. In 2010, CDR-credentialed
dietetics practitioners provided approxi-
mately 64% of dietetics-related services,
both clinical and nonclinical. The “low”
scenario assumes that the CDR-creden-
tialed dietetics workforce will provide the
same level of service, 64% of demand, for
the next 10 years. With these assump-
tions, the shortfall between supply and
demand is slightly higher than the base-
line projection.

DISCUSSION
The findings of the dietetics projection
model indicate excess demand for the ser-
vices of CDR-credentialed dietetics practi-
tioners in the United States. Several fac-
tors are producing this excess. First, the
population is both growing and aging. Be-
cause the prevalence rate of diet- and nu-
trition-related conditions are higher for
older individuals in the population, the
demand for dietetics services grows more
than aggregate population. Second, de-
mand increases with per-capita income
growth. A modest assumption of a 1% rate
of growth (during the past 2 decades in
income) has a significant effect on de-
mand. Third, a large number of CDR-cre-
dentialed dietetics practitioners are baby
boomers. Those RDs aged �50 years will
leave the workforce or may reduce work
hours over the next decade.

Higher earnings in the profession are
probable under increasing demand sce-
narios. If internships are expanded, they
are likely to be filled. In addition, higher
earnings may encourage some CDR-cre-
dentialed dietetics practitioners to delay
retirement and others to expand work
hours. Both of these factors will reduce
excess demand for expanding supply. The
authors suggest that excess demand is
likely to lead to higher productivity. Be-
cause an RD’s time will become more
valuable, strategies to effectively use an

RD’s time will become more common. For
instance, optimal ratios of RD/DTR to
school district populations may be mea-
sures to reduce excess demand.

Market factors are likely to increase de-
mand of dietetics services beginning mid-
decade. This is largely due to the epidemi-
ology of the population, which is trending
toward increasing obesity and chronic
disease, health care reform, and the ex-
pansion of health care services to 22 mil-
lion to 50 million people. Such excess de-
mand is likely to further encourage
practice efficiencies such as group prac-
tices, group education sessions, and im-
proved technology in delivering services.
However, excess demand opens up op-
portunities for noncredentialed dietetics
practitioners—such as naturopathic phy-
sicians, athletic trainers, nurses, and other
health professionals—to provide dietet-
ics-related services. State-level regulatory
policies do not appear to have the desired
effect on constraining services to one
health profession, as desired.

The increased demand for dietetics ser-
vices can be partially met if a higher pro-
portion of the RDs and DTRs enter the
workforce. As of 2010, 76% of the RDs/
DTRs were actively working as dietetics
practitioners.

Although some strategies of efficiency
are likely to mitigate the level of excess
demand observed during the next decade,
the level of excess demand predicted in
these models suggest that proactive inter-
ventions on the part of the RD community
may be warranted. These interventions
include the following:

• expanding the number of in-
ternship positions;

• targeting (and marketing) high
school counselors, students,
and college/university students
about the future of the dietetics
profession;

• inaugurating a longitudinal co-
hort study of CDR-credentialed
dietetics practitioners with pe-

riodic brief surveys to under-
stand workforce behavior and
influences of different work set-
tings; oversampling men for
these surveys may identify fac-
tors useful for recruiting pur-
poses;

• disseminating information about
practice efficiency methods and
providing support to CDR-cre-
dentialed dietetics practitioners
undertaking practice efficiency
improvements;

• disseminating information on
best practices, including infor-
mation on optimal lengths of fol-
low-up and use of information
technology to encourage appro-
priate follow-up appointments;

• conducting comparative effec-
tiveness research on optimal use
of RDs in various practice sectors;
and

• creating professional growth op-
portunities for CDR-credentialed
dietetics practitioners in each of
the practice areas.

CONCLUSIONS
The supply of dietetics practitioners is ex-
pected to increase by at least 7% during
the 2010-2020 decade, consistent with
growth in many health profession sectors.
Employment growth is predicted because
of an increasing emphasis on disease pre-
vention through improved dietary habits.
A growing and aging population will in-
crease demand for counseling and treat-
ment in hospitals, residential care facili-
ties, schools, prisons, community health
programs, and home health care agencies.
Employment opportunities in the food in-
dustry are expected to grow as a result of
increasing population awareness of the
importance of diet in overall health and
well-being, along with increases in those
eligible for dietetics services. An increased
public awareness of obesity and diabetes
contributes to this demand. Employment
opportunities may be in competition from
substitutes for RDs. Specialization in renal
and diabetes nutrition or gerontologic
care may benefit from the growing num-
ber of persons with diabetes and the aging
of the population.

It appears that the annual demand for di-
etetics services will outstrip the supply of
CDR-credentialed dietetics practitioners
throughout the decade. If supply factors and
limitations persist, there will be a shortfall
between demand for services and the ca-
pacity of the dietetics-related workforce. By
2020, a projected shortfall of approximately
18,000 full-time workers may exist. It is im-
portant to identify the gaps in supply and
demand by practice areas. The excess de-
mand for CDR-credentialed dietetics practi-
tioners could result in demand-driven sup-
ply. However, practice areas, such as clinical
inpatient and outpatient, also have the low-
est average income for CDR-credentialed
dietetics practitioners. Excess demand for

Figure 25. Demand and supply projections of dietitian workforce under “low”
scenarios. FTE�full-time equivalents.
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CDR-credentialed dietetics practitioners
may result in higher incomes over the next
10 years.

Taking proactive steps to produce more
efficient services, improve quality of care,
and developing adequate practices for the
number of clients seen is essential for
maintaining high levels of productivity
and job satisfaction in the dietetics com-
munity while providing the best quality of
care for all citizens. Furthermore, leaders
in the dietetics profession should consider
expanding opportunities to enter the pro-
fession to help mitigate the shortfall.

References
1. Rogers D. Dietetics trends as reflected in

various primary research projects, 1995-
2011. J. Acad Nutr Diet. 2012;112(3 suppl
1):S64-S74.

2. Ward B. Compensation & Benefits Survey
2009: Despite overall downturn in econ-
omy, RD and DTR salaries rise. J Am Diet.
Assoc. 2010;110(1):25-35.

3. Rogers D. Compensation & Benefits Survey
2007: Above-average pay gains seen for
registered dietitians. J Am Diet. Assoc.
2008;108(4):416-427.

4. Rogers D. Report on the American Dietetic
Association/Commission on Dietetic Reg-
istration 2008 Needs Assessment. J Am
Diet. Assoc. 2009;109(7):1283-1293.

5. Ward B, Rogers D, Mueller C, Touger-
Decker R, Sauer KL. Entry-level dietetics
practice today: Results from the 2010
Commission on Dietetic Registration En-
try-Level Dietetics Practice Audit. J Am
Diet. Assoc. 2011;111(6):914-941.

6. Rogers D, Fish JA. Entry-level dietetics
practice today: Results from the 2005
Commission on Dietetic Registration En-
try-Level Dietetics Practice Audit. J Am
Diet Assoc. 2006;106(8):957-964.

7. US national population projections 2008.
US Census Bureau Web site. http://www.
census.gov/population/www/projections/
2008projections.html. Accessed April 2,
2011.

8. 2009 Annual Report: Commission on Ac-
creditation for Dietetics Education.Chi-
cago, IL: American Dietetic Association;
2010.

9. Qualifications of a registered dietitian.
American Dietetic Association Web site.
http://www.eatright.org/HealthProfessionals/
content.aspx?id�6857. Accessed November
30, 2011.

10. Pollard P, Taylor M, Daher N, Davis N. Sex
differences in health care: The compensa-
tion experience of registered dietitians.
Health Care Manag (Frederick). 2008;
27(3):259-268.

11. Pollard P, Taylor M, Daher N. Gender-
based wage differentials among regis-
tered dietitians. Health Care Manag (Fred-
erick). 2007;26(1):52-63.

12. Greenwald HP, Davis RA. Minority recruit-
ment and retention in dietetics: Issues and
interventions. J Am Diet Assoc. 2000;
100(8):961-966.

13. Physician Compensation and Production
Survey: 2011 Report Based on 2010 Data.
Englewood, CO: Medical Group Manage-
ment Association; 2011.

14. Gould RA, Canter D. Management matters.
J Am Diet Assoc. 2008;108(11):1834-1836.

15. Gregoire MB, Sames K, Dowling RA, Laf-
ferty LJ. Are registered dietitians ade-
quately prepared to be hospital foodser-
vice directors? J Am Diet Assoc. 2005;
105(8):1215-1221.

16. Rogers D. Dietetics salaries on the rise. J
Am Diet Assoc. 2006;106(2):296-305.

17. Kobel KA. Influences on the selection of di-
etetics as a career. J Am Diet Assoc. 1997;
97(3):254-257.

18. Damler R. Experience under the Healthy
Indiana Plan: The short-term cost chal-
lenges of expanding coverage to the unin-
sured. Milliman Health Reform Briefing
Paper. http://publications.milliman.com/
research/health-rr/pdfs/experience-under-
healthy-indiana.pdf. Accessed November
30, 2011.

19. Pavlinac J. Medical nutrition therapy
(MNT): Reimbursement for nutrition in-
tervention in chronic kidney disease and
its impact on the renal care community.
Dial Transplant. 2001;30(9):584-585,
614.

20. Tsai AG, Mansukani S, Cucchiara A, Schaf-
fer M. Availability of nutrition services for
Medicaid recipients in the northeastern
United States: Lack of uniformity and the
positive effect of managed care. Am J
Manag Care. 2003;9(12):817-821.

21. Wolf AM, Siadaty M, Yaeger B, et al. Effects
of lifestyle intervention on health care
costs: Improving Control with Activity
and Nutrition (ICAN). J Am Diet Assoc.
2007;107(8):1365-1373.

22. Arensberg MB, Schiller MR. Dietitians in
home care: A survey of current practice. J
Am Diet Assoc. 1996;96(4):347-353.

AUTHOR INFORMATION
R. S. Hooker is a senior director, J. Williams is a senior research analyst, J. Papneja is a research consultant, N. Sen is a senior consultant, and P. Hogan
is a senior vice president and practice director, Federal National Security and Emergency Preparedness, The Lewin Group, Falls Church, VA.
Address correspondence to: Roderick S. Hooker, PhD, The Lewin Group, 3130 Fairview Park Dr, Ste 500, Falls Church, VA 22042. E-mail:
rod.hooker@lewin.com

STATEMENT OF POTENTIAL CONFLICT OF INTEREST:
No potential conflict of interest was reported by the authors.

FUNDING/SUPPORT:
Publication of this article was supported by the Commission on Dietetic Registration as part of the Dietetics Workforce Demand Study. The
Lewin Group, an independent contractor, was funded in development of this article as a work for hire.

WORKFORCE DEMAND STUDY

S90 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS March 2012 Suppl 1 Volume 112 Number 3



Additional Resources

• Research supports need for RDs (registered dietitians). Health Care Food Nutr Focus.1997;13(5):1, 8.
• Bellman JC, Nestor LM. Clinical specialization programs for dietitians: A needs assessment. J Can Diet Assoc. 1995;56(4):196-199.
• Chima CS, Pollack HA. Position of the American Dietetic Association: Nutrition services in managed care. J Am Diet Assoc.

2002;102(10):1471-1478.
• Claes N, Jacobs N. The PreCardio-study protocol—A randomized clinical trial of a multidisciplinary electronic cardiovascular

prevention programme. BMC Cardiovasc Disord. 2002;Sept 4 (7):27.
• Compher C, Colaizzo T. Staffing patterns in hospital clinical dietetics and nutrition support: A survey conducted by the Dietitians

in Nutrition Support dietetic practice group. J Am Diet.Assoc. 1992;92(7):807-812.
• Daly A, Michael P, Johnson EQ, et al. Diabetes white paper: Defining the delivery of nutrition services in Medicare medical

nutrition therapy vs Medicare diabetes self-management training programs. J Am Diet Assoc. 2009;109(3):528-539.
• Davison K. Primary health care, mental health, and the dietitian’s role. Can J Diet Pract Res. 2006;(suppl):S47-S53.
• Dechamps A, Gatta B, Bourdel-Marchasson I, Tabarin A, Roger P. Pilot study of a 10-week multidisciplinary Tai Chi intervention

in sedentary obese women. Clin J Sport Med. 2009;19(1):49-53.
• Delahanty LM, Sonnenberg LM, Hayden D, Nathan DM. Clinical and cost outcomes of medical nutrition therapy for hypercholes-

terolemia: A controlled trial. J Am Diet Assoc. 2001;101(9):1012-1023.
• Fuhrman MP, Galvin TA, Ireton-Jones CS, Thorpe J. Practice paper of the American Dietetic Association: Home care—Opportuni-

ties for food and nutrition professionals. J Am Diet Assoc. 2009;109(6):1092-1100.
• Goulet J, Lamarche B, Lemieux S. A nutritional intervention promoting a Mediterranean food pattern does not affect total daily

dietary cost in North American women in free-living conditions. J Nutr. 2008;138(1):54-59.
• Haughton B, Story M, Keir B. Profile of public health nutrition personnel: Challenges for population/system-focused roles and

state-level monitoring. J Am Diet Assoc. 1998;98(6):664-670.
• Hickerson M, Gregoire MB. Characteristics of the nutrition provider in corporate and hospital wellness programs. J Am Diet Assoc.

1992;92(3):339-341.
• Hofsteenge GH, Chinapaw MJ, Weijs PJ, van Tulder MW, Delemarre-van de Waal HA. Go4it; study design of a randomised

controlled trial and economic evaluation of a multidisciplinary group intervention for obese adolescents for prevention of
diabetes mellitus type 2. BMC Public Health. 2008;8:410.

• Ley SJ, Metcalf PA, Scragg RK, Swinburn BA. Long-term effects of a reduced fat diet intervention on cardiovascular disease risk
factors in individuals with glucose intolerance. Diabetes Res Clin Pract. 2004;63(2):103-112.

• Loushine SK, Vaden AG. Entry-level dietitians’ salaries and benefits: Comparisons with those of other selected health care
professionals. J Am Diet.Assoc. 1985;85(10):1322-1327.

• Manning CK, Vickery CE. Disengagement and work constraints are deterrents to participation in continuing professional educa-
tion among registered dietitians. J Am Diet Assoc. 2000;100(12):1540-1542.

• McGehee MM, Johnson EQ, Rasmussen HM, et al. Benefits and costs of medical nutrition therapy by registered dietitians for
patients with hypercholesterolemia. Massachusetts Dietetic Association. J Am Diet Assoc. 1995;(95):1041-1043.

• Myers EF, Barnhill G, Bryk J. Clinical privileges: Missing piece of the puzzle for clinical standards that elevate responsibilities and
salaries for registered dietitians? J Am Diet Assoc. 2002;102(1):123-132.

• Ockenga J, Freudenreich M, Zakonsky R. Nutritional assessment and management in hospitalised patients: Implication for
DRG-based reimbursement and health care quality. Clin Nutr 2005;24(6):913-919.

• Patrick S. What went right? The story of US Medicare medical nutrition therapy. Nestle Nutr Workshop Ser Clin Perform.Pro-
gramme. 2009;12:137-158.

• Sikand G, Kashyap ML, Wong ND, Hsu JC. Dietitian intervention improves lipid values and saves medication costs in men with
combined hyperlipidemia and a history of niacin noncompliance. J Am Diet Assoc. 2002;100(2):218-224.

• Smiciklas-Wright H, Sims LS, McLaughlin MD. Post-baccalaureate activities of community nutrition graduates. J Am Diet Assoc.
1981;79(1):44-50.

• Sowinski SA, Shepherd SK, Dowling RA. Value-added services that increase physicians’ intent to refer patients to an outpatient
nutrition clinic. J Am Diet Assoc. 1994;94(5):529-532, 535.

• Steyn NP, Mbhenyane XG. Workforce development in South Africa with a focus on public health nutrition. Public Health Nutr.
2008;11(8):792-800.

• Szybinski Z. Polish Multicenter Study on Diabetes Epidemiology (PMSDE)–1998-2000 [in Polish]. Pol Arch Med Wewn. 2001;
106(3):751-758.

• White JV, Ayoob KT, Benedict MA, et al. Registered dietitians’ coding practices and patterns of code use. J Am Diet Assoc. 2008;
108(7):1242-1248.

• Witt J, Brauer P, Dietrich L. Estimation of human resource needs and cost of adding registered dietitians to primary care networks.
Can. J Diet.Pract Res. 2006;(suppl):S30-S38.

WORKFORCE DEMAND STUDY

March 2012 Suppl 1 Volume 112 Number 3 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS S91



WORKFORCE DEMAND STUDY
Results and Recommendations
Implications of the Dietetics Workforce Demand
Study
Nora Nyland, PhD, RD, CD; Linda Lafferty, PhD, RD, FADA, LDN
T
HE2-YEARDIETETICSWORKFORCE
Demand Study included extensive
literature reviews, futuristic vis-
ioning with expert opinion, public
policy examination, analysis of

numerous research surveys, and data-based
modeling. So what do all of these documents
and data reveal? Although all analysts ap-
proached workforce demand using different
methodologies and perspectives, some com-
monthemesemergedandaresummarizedin
the Sidebar. The following narrative ad-
dresses the supply and demand factors and
next steps that the Dietetics Workforce De-
mand Study Task Force believes are impor-
tant and that will immediately influence the
future workforce supply and the profession.

SUPPLY/DEMAND FACTORS

Change
Probably the most compelling theme is
that change is constant. It arises simulta-
neously from multiple sources and offers
dietetics practitioners both challenges
and opportunities.

Demographic Shifts and
Population Risk Factors
There are dramatic demographic shifts
underway in the age and racial/ethnic
composition of the US population, affect-
ing both the practice of dietetics and the
dietetics workforce. The aging population
increases the need for preventive care,
wellness, and chronic-disease manage-
ment. An aging population and increased
cultural diversity will push dietetics prac-
titioners to adapt existing programs and
services as well as create new services. In
addition, the incidence of overweight and
obesity, which are associated with in-
creased risk for chronic diseases such as
cardiovascular disease and diabetes, will
have a major impact on the dietetics pro-
fession.

The aging of registered dietitians (RDs)
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also affects the profession. With an aver-
age member age of 47 years, the lack of
sufficient practitioners with the experi-
ence needed to fill positions opened by
pending retirements will result in de-
mand exceeding supply, especially in up-
per-level positions.

Legislation
Although the implementation details of
the 2010 Patient Protection and Affordable
Care Act have yet to be finalized, health
care reform is a reality. Currently, nutri-
tion services provided by RDs are not spe-
cifically mandated in the act. However,
the opportunity exists to enhance profes-
sional presence and the provision of those
services. Demonstrating the cost-effec-
tive benefits of RD services on patient and
client outcomes will be critical.

Bifurcation of Health Care Labor
Force
The trend of the health care labor force to
bifurcate between technically prepared
and advanced-level practitioners results
in a practice model where advanced-level
practitioners direct a cadre of health care
providers with a technical or basic level of
training. This model increases demand for
practitioners at both ends of the educa-
tion spectrum and gives impetus to the
Academy of Nutrition and Dietetics em-
phasis on defining, recognizing, and sup-
porting multiple levels of practice in a va-
riety of practice areas.

Change Agents
On the whole, RDs have maintained only
basic business skills, while medical nutri-
tion skills have expanded. The resulting
benefit is that the public has been pro-
tected by ensuring, through credentialing
and/or licensure, that RDs are the provid-
ers of medical nutrition therapy in most
states. However, the detriment is that the
majority of dietetics practitioners serve in
staff rather than leadership/management
positions. As a result, leadership of food
and nutrition services is often filled by
other disciplines.

Interdisciplinary Teams
Interdisciplinary teaming offers chal-
lenges and opportunities for all medical
ON AND DIETETICS © 2
professionals. The ability to cooperatively
focus the expertise of diverse disciplines
on the desired outcome for the patient,
client, or project is critical. This trend of-
fers opportunities to demonstrate exper-
tise, effectiveness, and leadership. Rigor-
ous scientific training positions RDs to be
highly valued members of a medical inter-
disciplinary team. With additional leader-
ship and business skills, RDs could lead
these teams in many settings.

Advanced Practice
The percent of RDs who hold specialist
credentials (15%) is higher than practitio-
ners in other allied health and nursing
professions, but differentiating specialist
practice and advanced practice activities
from general practice activities has been
difficult. RDs who hold specialist creden-
tials report personal benefits, but employ-
ers have yet to value and demand practi-
tioners with specialist credentials in large
numbers. There is currently no advanced
practice credential (a different designa-
tion than specialist) available from the
Academy, but this issue is being studied.
Although recognition of both specialist
and advanced practice skills will be im-
portant in the future, the future scan pub-
lished in this Supplement also indicates
that skilled generalists will have impor-
tant roles to play in a fast-changing envi-
ronment.

Increased Competition
Competition for dietetics roles and jobs
comes from several sources. Included in
these ranks are practitioners academi-
cally prepared in other health-related
professions whose scopes of practice blur
into the dietetics practitioner’s role. In ad-
dition, graduates of Didactic Programs in
Dietetics who do not complete dietetic in-
ternships to become credentialed profes-
sionals often want to work in the dietetics
profession. Another source of competition
is individuals without academic prepara-
tion or credentials but who identify them-
selves as nutrition and health experts.

Demand that Exceeds Supply
The current projection is that by 2020,
only 75% of the demand for dietetics prac-
titioners will be met, unless the supply in-
creases dramatically. This is both sobering
012 by the Academy of Nutrition and Dietetics.
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and exciting news. The supply/demand
gap might provide already credentialed
dietetics practitioners with economic ad-
vantages in the short-term. However, this
also provides competitors with opportu-
nities for market positions. If RDs and di-
etetic technicians, registered, do not meet
employment demand, competitors will
fill the nonregulated positions and eco-
nomic advantages for dietetics practitio-
ners will quickly erode.

NEXT STEPS
Strategically managing the supply of di-
etetics practitioners to meet the demand
is critical. Identification of factors affect-
ing supply and demand prepares both the
profession and individuals to thrive in a
changing environment.

Demographic Changes
Although cultural diversity is rising, the
profession remains overwhelmingly white.
Recruiting students from other racial and
ethnic groups is increasingly important to
meet the needs of all individuals who may
require or seek out dietetics services.

Population Risk Factors and
Legislation
Research on the outcomes of dietetics ser-
vices in a variety of settings will provide
evidence needed to influence legislation
that protects the public and ensures the
role of the RD/DTR in disease prevention
and treatment. Developing even better
counseling skills will enable dietetics
practitioners to effectively affect health
outcomes.

Bifurcation of Labor Force and
Practice Levels
Defining, credentialing, and supporting
advanced practice levels will be essential
in meeting the demands for dietetics ser-
vices created by bifurcation between
technical and advanced practitioners in
the health care labor force. The profession
must expedite efforts to accomplish this
while also attending to the small supply of
DTRs.

Change Agents
Dietetics practitioners should regain the
management and foodservice practice
sectors by enhancing business skills.
“Business” is the language of employers,
and all RDs and DTRs must acquire busi-
ness skills to remain viable in the future
work environment. From its inception as a
profession, dietetics practitioners have
been educated to improve the nutrition
status of institution-bound people
through the food prepared and served.
Improving nutrition status and food
safety by managing food and nutrition
services is an important role for which di-
etetics practitioners are uniquely pre-
pared.
Sidebar: Dietetics Workforce Demand Study Summary

Themes

• Strategically manage the projected gap between supply and demand
• Position the profession to meet anticipated priority changes:

• Aging within the population and the profession
• Diversity within the population and the profession
• Population risk factors and the prevalence of obesity and chronic diseases
• Health care financing

• Align dietetics workforce with the trend of health care professions to bifurcate
between 2-year degrees and advanced practice degrees and marketplace factors
that promote multiple levels of practice

• Strategically plan for increased competition resulting from supply/demand gap
• Enhance RD/DTR competency related to roles as leaders, change agents, and in-

fluencers
• Resolve issues related to definition of, recognition of, and support for advanced

practitioners
• Prepare practitioners to effectively lead or serve on multidisciplinary teams

Research Needed to Inform Future Practice

• Continually monitor/update workforce demand projections and periodically re-
view assumptions and projections

• Determine RD/DTR interest/competency in practicing in growth areas, such as
aging

• Assess geographic distribution of RD/DTR
• Conduct cohort study to assess RD/DTR career paths and levels of practice
• Explore telemedicine opportunities and impact on supply/demand
• Delineate roles and emerging opportunities for RD, DTR, and Didactic Program in

Dietetics (DPD) graduates
• Determine impact on RD/DTR of projected bifurcation of health care workforce

and related market factors
• Assess market/employer/practitioner interest in advanced and specialty dietetic

practitioners
• Identify competencies needed to effectively lead/serve on interdisciplinary teams
• Quantify value of dietetics services through outcomes research
• Identify staffing ratios and practice efficiencies
• Project number and practice settings of RDs and DTRs in different levels of care
• Workforce outlook assessment of dietetics educators
• Determine support needed for RDs re-entering practice
• Identify factors influencing market demand and individual practice preferences

for full-time and part-time RD employment
• Assess RD/DTR working conditions/environment
• Describe consumer and health care consumer trends
• Develop research guidelines to ensure comparability among studies examining

dietetics workforce supply and demand, assessments of practice, and RD and DTR
surveys

• Evaluate effectiveness of the Professional Development Portfolio (PDP) process

Professional Development/Credentialing Considerations

• Provide opportunities and education to explore emerging dietetics practice sec-
tors

• Consider market importance of business skills for all practitioners and offer sup-
porting education

• Ensure technological competence of dietetics practitioners
• Develop measures, models, and strategies to assure effective and efficient prac-

tice
• Seek and embrace opportunities to acquire executive level vision and skills
• Align professional development guidelines with future practice challenges
• Explore advisability of establishing continuing education priorities/mandates
• Continue support of career development at different levels of practice

Possible Strategy and Advocacy Actions

• Advocate for training support for RDs working with underserved population seg-
ments

• Take a global perspective on workforce recruitment and opportunities
• Establish a systematic way to identify and adapt to scientific developments,

technology
(continued)
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Because leaders and managers make
decisions that influence the employment
environment of others, dietetics practitio-
ners need to be included in their ranks. In
addition, compensation is linked to the
management of risk, resources, and reve-
nues. Failure to qualify for or accept man-
agement/leadership roles will negatively
affect the profession. Without dietetics
practitioners in the board room, advocacy
for their competencies and services is de-
creased.

Interdisciplinary Teams
With the trend toward an interdisciplin-
ary team approach to the provision of

Sidebar: Dietetics Workforc
(continued)

• Promote the appeal of work/family b
tive RDs

• Pursue full employment of existing
• Offer avenues for successful retoolin
• Recognize the importance of culture

supply and demand

Next Steps

• Strategically manage supply to mee
• Maintain/expand practice sec
• Retain and fully employ activ

RDs
• Recruit prospective students
• Be proactive about competitio
• Remain relevant and advance
• Cultivate multiple levels of p

• Acquire business skills to effectively
• Recognize the shared responsibility

zation, and profession for research, c
relevance

• Regularly project manpower deman
oped for this project)

• Promote use of this information amo
strategic planning and developing a
medical services, RDs and DTRs must be
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competent to work effectively in this en-
vironment. Respect for the expertise of
others and the ability to communicate
clearly and negotiate rationally are among
the critical skills needed to ensure suc-
cess.

Competition Increases
If the model for demand is accurate, the
projected supply of RDs and DTRs will not
meet the projected demand in 2020.
Therefore, it is imperative that strategies
be devised to manage supply and de-
mand, influence legislation, and interface
with competitors to ensure the safety of

emand Study Summary

ce and flexibility to employers, prospec-

o meet demand
career re-entry
ge in strategically managing workforce

and
where RDs and DTRs serve

and support career re-entry of inactive

an interest in food and nutrition
d collaboration with other professionals
tice to meet future challenges
e to meet marketplace demands
rface with and/or lead decision makers
een the individual practitioner, organi-

re, and identity to ensure future practice

d supply (using the Lewin model devel-

adership of organized Academy units in
l program of work
the public.

ON AND DIETETICS
The dietetics education structure cre-
ates some competition in the form of the
Didactic Program in Dietetics (DPD) grad-
uate who does not have the opportunity
to complete supervised practice require-
ments. Many efforts have been made to
resolve this issue, including the Commis-
sion on Dietetic Registration’s DTR Path-
way 3, which allows DPD graduates to
take the DTR examination. In addition, in
September 2011, the Commission on Ac-
creditation of Dietetics Education intro-
duced Individual Supervised Practice Pro-
grams, with the goal of adding 200 new
supervised practice positions by Fall 2012.
Academy leadership continues to focus on
ameliorating this issue.

Professional Career Development
The education and training of dietetics
practitioners sets the foundation for the
career, but it is only the foundation. Indi-
vidual practitioners must take responsi-
bility for their own progression and devel-
opment. The Professional Development
Portfolio should include plans that
stretch, grow, and increase value for the
RD or DTR.

Shared Responsibility
Thriving in the future requires participa-
tion of the Academy, the profession, and
the individual. Professionals can ignore
the changing environment at their peril—
or, they can respond to and influence that
environment to position RDs and DTRs as
the unequivocal food and nutrition ex-
perts who substantially affect the health
and wellness of individuals and popula-
tions in a variety of settings. The Academy
of Nutrition and Dietetics leadership will
move the profession toward its preferred
future. However, each practitioner has an
individual responsibility to seek, create,
and seize opportunities to advance his or
her career, demonstrate value, and deliver

excellent service.
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Learn more and register at www.eatright.org/ppw. 

April 15 – 17 Crystal Gateway Marriott Hotel Arlington, VA
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    ATTEND TODAY!
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The Academy of Nutrition and Dietetics’ premier policy and advocacy training—the Public Policy 

Workshop (PPW)—is the must-attend event for 2012!  Join nearly 500 of your colleagues and friends

April 15–17 and become the voice of nutrition that Congress trusts. Sessions will benefit both advocacy
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reimbursement are incorporated into PPW
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Hill and members of Congress.

Learn how you can impact the future of 

dietetics by attending PPW 2012.

Don’t take our word for it…listen to what 
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ever changing public policy landscape.”

“The peer-to-peer learning and networking with

member grassroots policy leaders was invaluable.”

“The speakers and workshop presenters

were right on target; they shared a wealth of 

knowledge and experiences.”
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