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Executive Summary

Background

1)

2)

3)

4)

The remit of the SACN is risk assessment. Its@will cover scientific aspects
of nutrition and health with specific reference to:

Nutrient content of individual foods and advicedet as a whole including the
definition of a balanced diet, and the nutritiostatus of people;

Monitoring and surveillance of the above;

Nutritional issues which affect wider public hegtblicy issues including
conditions where nutritional status is one of a hanof risk factors (e.g.
cardiovascular disease, cancer, osteoporosis aploésity);

Nutrition of vulnerable groups (e.g. infants and &iderly) and health inequality
issues;

Research requirements for the above.

Thus issues related to the ability to monitor amday the nutritional status of the
population in relation to the promotion of healthd how this might best be
achieved from a technical perspective fall with iheader purview of the
Committee. In the assessment of risk it is impurthat the data and information
available from research is relevant and carried@athigh standard by people
with the relevant competence.

SACN receives regular reports on the relevant aietsvof the Departments of
Health and the Food Standards Agency. One impoctarsideration that has
been raised regularly is the extent to which irgations that have been planned
or are ongoing have adequate systems in builtffecteve monitoring and
evaluation. It is clear that the resource and lodipato carry out monitoring and
evaluation of use to risk assessment and henceydolimulation is weak. In part
this weakness is a clear reflection of inadequatelrers of suitable trained staff
with the relevant skills and competencies.

At an early stage SACN formalised its approacth&oweighing of evidence, and
recognised that although all forms of evidence &hoantribute to a balanced
interpretation, greater emphasis needs to be govenme forms of evidence than
others, eg human versus non-human investigatiBrperience shows that
nutritional interventions are often complex and tdirhensional. The standard
approach of randomised controlled trials may bétdichin their ability to
adequately address interventions of this kind.s iy be because of inadequate
power, or that there is increasing need to move fstudies which test the
efficacy of interventions under model conditionghe effectiveness of
interventions as an integral part of the healtlivdey system. Increasingly it is
becoming clear that there is the need to devele@Hility to conduct community
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5)

6)

7)

based interventions and utilise the informationegated from these studies in the
assessment of risk and the definition of policyiam. To achieve this requires a
stronger technical ability in relevant monitoringdeevaluation.

For the PSA for obesity to be achieved will req@fiective interaction across
primary, secondary and tertiary care, together wiehability to embrace public
health considerations and to act inter-sectordfigffective, "joined-up”
activities are to be developed there will be ameasing need to ensure that
standardised approaches are used across settimgh, sut across different care
groups, and embrace a wide range of people witardif) levels of skill and
competencies.

In practice, there are no formally identified sys$g structures or processes
through which the totality of nutritional care islavered for the protection of
health, disease prevention and the treatment ebdes Nor are there adequate
systems in place to regulate the knowledge and etenpies in nutrition across
the health workforce. This poses a serious rigkéchealth of the population,
and incurs substantial direct and indirect finahoosts.

This risk to health is best exemplified in thrempipal areas of concern.

» Following an analysis of the evidence generateolidin the National Diet
& Nutrition Surveys, it is clear that a substanpabportion of the
population make imprudent food choices. Theirdatd the pattern of
foods they consume are associated with an increadedf poor
micronutrient intake and biochemical evidence ofnomutrient
deficiency.

* The burden of ill-health arising from the increapeevalence of obesity
in children and adults are related directly to pdietary choices and
inadequate levels of physical activity. One consage of the rise in
obesity is a substantial increase in risk of cofrbties such as
cardiovascular disease, diabetes and cancer.nidkss clear that the
failure of the protection of health through appraf@ public health
interventions impacts directly by increasing thets@associated with
clinical care.

» There is a high demand placed on healthcare res®argsing from
malnutrition-related disease. There is an impdonm&ed to introduce
appropriate screening in order to be able to pepictvention and care
for those at greatest risk such as the elderly.

8) The responsibility for addressing these problensh&sed across a wide range of

health professionals. However, the training, krealgle and competency in
nutrition for those charged with the responsibitifydelivering care are poor and
not adequate for the needs of delivering the sersédely and competently.
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9) There is a need to establish a process throughwhéeprofessional

responsibilities of those deemed to be competentirition are formally
recognised and regularised. This is of criticgbamiance for those for whom
nutrition is a core component of their professigmaictice as well as for those
within the wider health workforce who access nignitas a part of their
responsibilities. This process must take into antthe expectations of those for
whom nutrition-related aspects of care are provaedithose who are charged
with the responsibility of developing and manading delivery of care in both
the community and hospital setting.

10)As a first step, there is the need to establisteays which are standardised across

all professional groups. These systems shouldrertkat all the professional
groupings that make up the health workforce are@ppately competent to meet
the demands of the service for the delivery ofitiatr related care to acceptable
standards, for individuals, groups of individuasd entire populations.

Review of current situation.

11)In this report we have assessed the opportunitthiodevelopment of effective

capacity within the nutrition workforce. We hawyiewed the extent to which a
shared knowledge base underpins competency impttigation of nutrition in
protecting the health of the population and forrttenagement of those whose
nutritional status is compromised due to ill-healEurther, the report seeks to
identify standards for training and practice favgl health workers whose
activities most obviously impact on the deliverynotritional aspects of care.
There is an emphasis on the need to develop Pdbhtth Nutrition as critical to
the protection of public health.

Key Findings

Although the Core Curriculum explicitly underpireettraining of nutritionists

and that of doctors at basic, higher and specia#isting, particularly that
associated with nutrition support and the nutrgilazare of children, the extent to
which this learning is incorporated and deliverathim the overall portfolio of
learning is highly variable. The Core Curriculunedmot explicitly underpin
standards for education in nursing, midwifery, eliies, dentistry or pharmacy.
Some, but not all, normative nutrition competenewese evident in the Skills for
Health National Database of Standards, particuthdycompetencies required for
the promotion of nutritional health and the primargvention of nutrition-related
disorders.

Professional and occupational standards diffehén’levels’ of competency and
in turn differ from the levels of learning outcomsed in the National
Qualifications Frameworks or NHS Knowledge & SkHsamework.

There are numerous and varied job titles used @isetlwvho are responsible for the
delivery of nutrition-related aspects of care retileg the marked diversity of
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roles within the workforce and the lack of standsation in training, skills and
function. Furthermore voluntarily registered nudnit professionals and other
nutrition-related occupations are not includedh@ NHS census surveys. This
lack of clarity or uniformity impedes the strateggsessment of workforce
capacity.

» There is evidence of a lack of strategic capacititiw the nutrition workforce in
terms of public health. There is a considerablapmed potential as more than
half of new nutrition graduates do not enter thekfarce.

12)Based upon this analysis, it can be concludedamatdiscussions relating to
workforce development must address the followisgés.

* The extent to which the Core Curriculum (the sdechl18 bullet points’) serves as
the foundation for nutrition training across albfassional groups.

* The extent to which the nutrition-related knowledgel the competencies required to
deliver care have been clearly identified and comigated to those who develop,
manage, deliver and examine professional trainifigs applies both for those for
whom nutrition is core to their practice, and thed® access nutrition from within
other specialties.

* How this training would reflect a tiered systemudreasing skill level and
sophistication within pathways for career developtwehich recognises the
responsibilities of the deepening of understandingwledge and skills as an
individual passes through higher levels of resgalitsi and with higher degrees of
specialisation.

Conclusions

* There is a need to define the nutrition-related pet@ncies for each level of
occupational and professional groups within thekface and for Government
to state their requirements to steer the developofenaining for competency,
as promised in Delivering Choosing Health — Impngvihe Workforce.

e There is a need to devise a programme for traimirige application of
nutritional knowledge and understanding and inchve health professional
competencies (as stated in the NHS KSFs) to ejogetentering the workforce
at graduate levels.

* The regulated professions must ensure that ref@nchbccountability is clearly
stated in the database of standards, possibly tepéixg the work on standards
undertaken within Skills for Health, in partnerskh the nutrition professions
in order to fill the gaps in existing standardsefiect care pathways for nutrition
health promotion and primary, secondary and tgrmartrition health prevention
for any setting or patient group.

» Measurable standards for competency must be deffiraddnclude attitudes and
practical professional competencies, as well asvienge, and that are fit for
purpose.
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* There is a need to define the systems and strigctuitBin which those
responsible for delivering nutrition-related asgauftcare operate, especially
within public health. Such action is timely givdretstage of the Agenda for
Change job evaluations of the health improvemenkisoce, the progress of
Modernising Medical Careers and the proposal tox@peategory of registration
on the UKVRPHS for public health nutrition as araof specialist practice.

* The development of training will require resourt@gnhance the skills of the
existing workforce and to enable the initial traigiof those joining the
workforce, in a way that is comparable with or greged within schemes for
training other health professionals, especiallygeeralist public health
specialists, public health nurses, community phaistsand public health
environmental officers.

* There is a need to identify ways to organise, m@@nd develop all categories of
nutrition workers as part of a plan to invest ia ttelivery of health care and at
the same time, to unify and strengthen the voidd@hutrition professionals for
health benefit, for example through the Nutritioofessions Confederation
(NPC).

Recommendations and Proposed Future Steps in the dtess

13)It is recommended that the immediate challengedoleezsed in each of the following
six complementary areas:

The demand for nutrition-related activities — the ptential.
What are the areas in which nutrition may be exqet contribute to the protection of
health or the prevention and treatment of disease?

Identified needs for nutrition-related activities —the expectation.

How are these demands prioritised in the commigsipprocess within short,
intermediate and longer-term expectations of ttdtheare strategy? What targets, PSA
or LSA have been set?

Characterising the service provision requirements the shape of the required
workforce.

What are the systems, structures, processes naedagdport the delivery of these
services? What knowledge, skills and competencese@eded within the workforce in
order to meet these needs?

Current competence and capacity of the workforce.

Does the existing workforce possess the necessawl&dge, skills and competencies
and standards of performance to meet these neeitisintterms of core professionals and
those who access nutrition from within their owofpssional discipline?

Analysis of service delivery — the fit between supypand demand.
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What is the extent, nature and implications of amgmatch or shortfall between the
capacity and competencies of the existing workfairee that required to meet the service
expectation?

Characterising the workforce improvement programme.

What are the implications for training - in ternfsstandards of performance and
competencies - both of the existing workforce drasé entering the workforce? In terms
of the core professionals, what will they bringtthabody else can do, is more cost
effective or bring added value to the activitieotifers? Who should have responsibility
for the delivery of training and audit/regulatiohservice delivery?

1. INTRODUCTION

14)The terms of reference for the Scientific Advis@gymmittee on Nutrition (SACN)
have been set and the remit of the SACN is risksssaent. Its advice covers
scientific aspects of nutrition and health with@pe reference to:

« Nutrient content of individual foods and advicedet as a whole including the
definition of a balanced diet, and the nutritiosttus of people;

« Monitoring and surveillance of the above;

« Nutritional issues which affect wider public hegttblicy issues including
conditions where nutritional status is one of a hanof risk factors (e.qg.
cardiovascular disease, cancer, osteoporosis anloésity);

+ Nutrition of vulnerable groups (e.g. infants and #iderly) and health inequality
issues;

+ Research requirements for the above.

15) Thus issues related to the ability to monitor amdey the nutritional status of the
population in relation to the promotion of heakihd how this might best be
achieved from a technical perspective fall with bheader purview of the
Committee. In the assessment of risk it is impdrtaat the data and information
available from research is relevant and carried@athigh standard by people
with the relevant competence.

16) SACN receives regular reports on the relevant dietsvof the Departments of
Health, the Food Standards Agency and other govemhbodies. One important
consideration that has been raised regularly igxtent to which planned or
ongoing interventions have, as an integral patheir conduct, adequate systems
for effective monitoring and evaluation. It is @&lehat the resource and
capability to carry out monitoring and evaluatidruse to risk assessment and
hence policy formulation is weak. In part this Weass is a clear reflection of
inadequate numbers of suitable trained staff Wighrelevant skills and
competencies.
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17) At an early stage SACN formalised its approactheoweighing of evidence, and
recognised that although all forms of evidence &hoantribute to a balanced
interpretation, greater emphasis needs to be govenme forms of evidence than
others, eg human versus non-human investigatiBrperience shows that
nutritional interventions are often complex and tdirhensional. The standard
approach of randomised controlled trials may bétdichin their ability to
adequately address interventions of this kind.s iy be because of inadequate
power, or that there is increasing need to move fstudies which test the
efficacy of interventions under model conditionghe effectiveness of
interventions as an integral part of the healtlivdey system. Increasingly it is
becoming clear that there is the need to devele@hility to conduct community
based interventions and utilise the informationegated from these studies in the
assessment of risk and the definition of policyiam. To achieve this requires a
stronger technical ability in relevant monitoringdeevaluation.

18) The year on year increase in the prevalence ofityissecognised as the most
serious burgeoning problem with wide implicatioosliealth and disease. For
the PSA for obesity to be achieved will requirezefive interaction across
primary, secondary and tertiary care, together wighability to embrace public
health considerations and to act inter-sectordfigffective, "joined-up"
activities are to be developed there will be amaasing need to ensure that
standardised approaches are used across settitiysy @cross different care
groups, and embracing a wide range of people witerohg levels of skill and
competencies.

19)In practice, there are no formally identified sys$e structures or processes
through which the totality of nutritional care islivered for the protection of
health, disease prevention and the treatment ebdes Nor are there adequate
systems in place to regulate the knowledge and etenpies in nutrition across
the health workforce. This poses a serious rigkédhealth of the population,
and incurs substantial direct and indirect finahcosts.

20) The Government Public Service Agreement (PSA) basity serves to
emphasise the serious nature of the immediatetisityand the need to develop a
capability to improve the health of the populatidfhowever, there are wider
nutrition-related risks to health, best exemplifiedhree principal areas of
concern.

» Following an analysis of the evidence generatealidin the National Diet
& Nutrition Surveys, it is clear that a substanpabportion of the
population make imprudent food choices. Theirggetid the pattern of
foods they consume are associated with an increadedf poor
micronutrient intake and biochemical evidence ofnomutrient
deficiency.
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» The burden of ill-health arising from the increapeevalence of obesity
in children and adults are related directly to pdietary choices and
inadequate levels of physical activity. One consage of the rise in
obesity is a substantial increase in risk of cohrtbties such as
cardiovascular disease, diabetes and cancer.nidkes clear that the
failure of the protection of health through appraf® public health
interventions impacts directly by increasing thets@associated with
clinical care.

» There is a high demand placed on healthcare res®argsing from
malnutrition-related disease. There is an impamaed to introduce
appropriate screening in order to be able to pepictvention and care
for those at greatest risk such as the elderly.

21) The responsibility for addressing these problensh&sed across a wide range of
health professionals. However, the training, kremlge and competency in
nutrition for those charged with the responsibitifydelivering care are poor and
not adequate for the needs of delivering the sersately and competently.

22)There is a need to establish a process throughhvthéprofessional
responsibilities of those deemed to be competentintion are formally
recognised and regularised. This is of criticgbamiance for those for whom
nutrition is a core component of their professiguraictice as well as for those
within the wider health workforce who access nignitas a part of their
responsibilities. This process must take into antthe expectations of those for
whom nutrition-related aspects of care are proviaed those who are charged
with the responsibility of developing and manadiing delivery of care in both
the community and hospital setting.

23) As a first step, there is the need to establistesys which are standardised across
all professional groups. These systems shouldrerkat all the professional
groupings that make up the health workforce are@ppately competent to meet
the demands of the service for the delivery ofitiatr related care to acceptable
standards, for individuals, groups of individuasd entire populations.

Scope of the Report

24) In this report we have assessed the opportunitthieodevelopment of effective
capacity within the nutrition workforce. We hawviewed the extent to which a
shared knowledge base underpins competency imptileation of nutrition in
protecting the health of the population and forrtrenagement of those whose
nutritional status is compromised due to ill-healEurther, the report seeks to
identify standards for training and practice favgh health workers whose
activities most obviously impact on the deliverynotritional aspects of care.
There is an emphasis on the need to develop Pdbhtth Nutrition as critical to
the protection of public health.
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25) 1t is considered that the key group of health psienals that needs to be
developed in order to achieve a competent workftocéhe promotion of health
and the prevention of nutrition related diseagbaesPublic Health Nutritionist.
The report contains an analysis of the job degonptand national job profiles in
public health nutrition building on recent reseantépping of the nutrition
workforce. This analysis serves to contextualigepitoblem, and a comparison is
drawn with an American model of how public healthrition might best be
organised for the delivery of effective services.

26) Proposals are made for the elements of a plarmédévelopment of the nutrition
workforce through initial training and in-servigaining. This plan explicitly
recognises different levels of competence and respibities and allows for
structured career development. The basis forttaising builds on integrating a
common nutrition framework for competency and cégaand the standards for
public health within the National Health Servicegydwledge and Skills
Framework.

Background

27)“The Government’s health strategy aims to imprdwehealth of everyone and
the health of the worst off in particular”. In 2Déhe Chief Medical Officer
published the results of a project to strengther‘Bublic Health Function”,
within which was set out a programme in suppothefimplementation of the
NHSPlan (Department of Health, 2000). The five themetdied as being
essential for a successful public health functrauded “an increase in capacity
and capabilities of the public health function,sas health protection”.

28) This report on the Public Health Function (Deparitred Health, 2001) has led to
the development of national standards for spetsaisealthwork UK, 2001).
There is a UK Voluntary Register for Public Heapecialists, with identified
funding to support public health through top uprireg, and national standards
for public health practice (Skills for Health, 2004 There is the need to
determine how Public Health Nutrition and the Publealth Nutrition Function
fit within this broader national agenda.

29) Human nutrition embraces a range of consideratidnsh are fundamental to the
achievement and maintenance of health, embracegrtiount and quality of
food consumed and the extent and nature of phyaatality. Normal growth
and development is absolutely dependent upon staetory nutritional state, as
is the capacity to withstand a range of environ@lesttessors. Therefore, the
Public Health Nutrition Function should be seemasntegral subset of the wider
Public Health Function.
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30) The importance of diet and nutrition for the welligeand health of the public is
explicitly recognised by Government policies in gexh of the countries of the
United Kingdom. If better health is to be achieVadthe population and if the
risk factors that are significant determinants airtality and morbidity within the
society are to be improved there will need to b@gomehanges in the pattern of
dietary consumption and levels of physical actiatyoss society and most
particularly in those most vulnerable (Departmédrttiealth, 2005 a,b,c; Scottish
Executive, 2003 & 2004; Food Standards Agency, wa@94). The government
white paper on “Choosing Health” identifies a Pal3ervice Agreement to halt
the annual increase in childhood obesity by 20R0rther, there are
commitments to tackle obesity in adults, substdptiaduce mortality rates from
heart disease, diabetes, cancer and stroke, amddlorate health inequalities
that include the widening disparities in diet andrition.

31) The subsequent document “Delivering Choosing Healtludes a supporting
strategy within which the need to develop the worgdé and its competence is
identified (Department of Health, 2005a, 2005b,2)@2005e). Public Health
Nutritionists are not identified explicitly as hagi any specific role to play. At
the present time dietitians are the primary spestisdcognised as having
responsibilities for delivering nutrition relateergices. However, it is
acknowledged that there are too few dietitians é@tthe current needs. Further,
the competence of dietitians does not embracedieedy of public health,
which is properly the responsibility of public héahutritionists. In addition to
the considerations related to diet and nutritioecggdists, delivering public health
will require much broader inter-professional workismmong all the members of
the health workforce.

32) The inexorable rise in the prevalence of obesitgces the difficulties in its
prevention and treatment. National Institute ftiniCal Excellence is in the
process of preparing guidelines for the prevendiod treatment of obesity, which
are currently available for public consultation (¥, 2006a). The Department of
Health has prepared interim guidance for the priémermf obesity in adults and
children, and guidelines in anticipation of theafineport from NICE, expected in
2007. Haughton et al (1998) found that in the &bhiBtates of America there was
the need to build capacity to meet the challengéiseocontemporary public
health agenda, such as tackling obesity and ite@didities such as heart
disease, diabetes and cancer (Griffiths & Dark 5200here is also a need for
timely detection and intervention in obese patisvith co-morbidities.

33) The direct costs of treating obesity are largeneged in 1998 to be £9.4 million,
with the costs of treating the co-morbidities befag 0 million. Unchecked, it is
estimated that the costs would rise to £3.6 billior8010 (Wanless, 2004).
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34) There is substantial malnutrition in some vulnegadroups in the community that
leads to worsening undernutrition before during aftelr hospital admission.
There is the need to break this cycle (Malnutridatvisory Group, 2003;
Stratton et al, 2003). There are persistent problef undernutrition in the
vulnerable, such as the elderly, infirm, the disadaged and socially excluded
with the lowest income (Allison, 1999; Malnutritigkdvisory Group, 2003;

Royal College of Physicians, 2002). NICE has poeduguidelines for the
identification and treatment of undernutrition (N\C2006b).

35) The cost savings associated with the implementatidiCE guidelines on
nutritional support in adults is estimated to berach as £7.8 billion per year
(Elia et al, 2005; NICE, 2006).

36) In common with all other countries, the UK expedes the double burden of
malnutrition, obesity and undernutrition (Stand@®gmmittee on Nutrition of the
United Nations System, 2006). Both are more pestan the most
disadvantaged groups in society. At both ende®fEpectrum of malnutrition,
the immediate effects of poor nutrition and thesamuences of nutritional risk
require attention. This attention has to be apdbeth at the level of individual
care and also in relation to population based amtres. Individual care should
not be seen as being dissociated from populatipnoapghes as both are intrinsic
to the provision of holistic ‘joined up’ care. dbapproaches of this kind are
already used in care pathways that straddle prins@&gondary and tertiary health
care settings. Recognition of this perspectiveldi@nable the public health
nutrition workforce to be identified as, and fuctimost effectively as, an
integral part of the wider health workforce.

37) Improving nutrition related health services anddbasequent improvements in
nutritional health make sound economic sense Haufuil benefit is only likely to
be achieved within a “fully engaged” scenario (sl 2004). As indicated by
Wanless, achieving better health could only berd#d if clients and patients are
enabled to act in partnership with health profesai® For this partnership to
become a reality requires a workforce that is tlpatient centred and works
inter-professionally when this is in the best iat#s of individual client/patients
or populations.

38) There is the need to plan and deliver a diversgaa nutrition services. Both
the planning and delivery require specific nutnabcompetence in the
professional and support workforce. These serwgksnclude the ability to
effectively communicate nutrition and health infatmn. Against this
background, it is necessary to consider the extewhich England and the
United Kingdom as a whole have the capacity to rteeexpanding needs for
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nutrition-related health care and services. Culyethe competent human
resources required to achieve these objectivegrassly inadequate.

Inadequacies in the Delivery of Services in Publielealth Nutrition

39) There is an acknowledged shortage of dietitianschvied the British Dietetic
Association and Nutrition Society(2002) to publihnt Professional
Development Guidelines. This document encourdgegemployment of
nutritionists within the Nutrition and Dietetic Dapments of the NHS,
appointment to new posts and programmes such asStant, and in new areas
such as local government and NGO-based commurotywork. Advice from
the Health Development Agency on the implementatiotihe National Service
Framework for coronary heart disease, includedhtes to protect funds for
primary prevention: a service that would be deleby Registered Dietitians or
Registered Public Health Nutritionists.

40) The inadequacy continues and no effort has beem noacbrrect the situation. In
2004, the Nutrition Society commissioned a reparthe understanding and
awareness of health professionals and others ottponsibilities and roles of
Nutrition Health Professionals (www.nutritionsogietrg.uk. There was
insufficient opportunity for access to and adviaai dietitians in the primary
care setting. Similarly, it was found that there ®o few dietitians in the public
health workforce in Hampshire and the Isle of Witghineet the immediate needs
(Jackson, 2005).

41) On the basis of this evidence it can be conclutatithere is insufficient capacity
within nutrition to deliver health and to meet tigng expectations which are
implicit within policies such as Sure Start, Hegltart, and Five a Day. The
added demands imposed by the need to addressethitechallenge of preventing
obesity, implementing DFES inspections of schoahisieand enabling
communities, workers and consumers, to choose anfd@d for health, can not
possibly be met without serious consideration beingn to the need to support
effective expansion of real capacity within theritisin workforce.

Workforce planning

42)1t is generally recognised that modern workforanping and development is a
fundamental aspect of the process for meeting ¢leeof effective health care.
Within this context there has been a major revisibtihe regulations which
govern the practice of all health professionalstaBlished professions have new
regulators. For example, allied health professamesregulated by the Health
Professions Council, and nurses and midwives byNuksing and Midwifery
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Council. The objective is to strengthen publictpation at a time of greater
choice and greater diversity of health service jlens.

43) The health workforce has increased in size, fléigyand capacity. The
expansion in numbers of health professionals ifledtwithin the NHS Plan, the
Agenda for Change and the related NHS KnowledgeSkilts Framework (KSF)
(Department of Health, 2004b and 2005e), seekdmpte career development
and staff retention while ensuring there is a Igghlity, client centred health
workforce. For example, the situation which obsaior doctors within
Modernising Medical Careers (Department of HedldQ4c; National Health
Service, 2005).

44) Following the report from the Chief Medical Officer2001 on Protecting the
Public Health Function, standards have been s¢h&8pecialist Practice of
Public Health (Healthwork UK, 2001) and for the ®i@e of Public Health
(Skills for Health, 2003). A Voluntary Register Bliblic Health Specialists was
established in 2003, providing the opportunityregistration for professionals
who were not medically qualified. On Jurfé2D06 the register opened to
individuals who demonstrate higher levels of acbieent in defined areas of
specialist practice, which include public healthrition.

45) There has never been formal consideration giveéhaémumber and types of
nutrition health workers that would be requiredrteet the normative needs of
the health service. There has never been a natienaus survey of the public
health nutrition workforce in the UK. There hawv@ebeen an estimate of the
numbers and nature of the workforce required tdkensafe choice of effective
nutritional services in the food and health mapkate. Therefore the needs are
not clear.

46) There is no consensus on what constitutes theitiontmworkforce”. The
Nutrition Society recently commissioned researclctvinepresented the first
attempt to map the primary nutrition workforce:ttlsathose who are qualified in
nutrition and involved directly in delivering a pessional nutrition service
(Nutrition Society, 2006). This information provila basis against which
different roles and functions might be identifiathd how they might best be co-
ordinated. It can be used as the basis from wioigtart planning for a modern
nutrition workforce and to develop a strategy thiage the ambitions identified
within “Choosing Health” and related policies iretlevolved administrations.
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2. REVIEW OF THE CURRENT WORKFORCE FOR THE DELIVER Y OF
NUTRITION-RELATED SERVICES.

2.1 Introduction

47)In order to provide some background informatiomfrehich to start formal
consideration of the needs for workforce developmaenhave provided a first
level review of the considerations needed for sgyatdevelopment and planning
purposes. Here, we seek to address the natuine @fdrkforce that will be
required to meet the needs for delivering an effectervice in Public Health
Nutrition.

48) To meet this aim, the following were considered:

» areview of the key concepts of workforce planningyrder to clarify the
language used to describe the nutrition workforce;

» areview of the extent to which the Nutrition C&@werriculum
(Department of Health, 1994) is a common nutrifiamework
underpinning the training for health professioralioctors, nurses,
midwives, dietitians and voluntarily registeredrnitidnists;

» areview and scoping of normative nutrition compeés in the National
Occupational and other Standards for the healtlkfoare and in
professional standards for competency (performafiocejoctors, nurses,
midwives, dietitians and voluntarily registerednitignists;

» acomparison of descriptions of jobs for publicltreautrition workforce
and a comparison of nutrition capacity in the UKl &iSA.

2.2 The Concept of Workforce Capacity

49) The Report of the Chief Medical Officer’s Projeat3trengthen the Public Health
Function was published in 2001. It set out theadlrfsamework within which
public health should contribute directly to impnogithe wellbeing of the
population.

50) A successful public health function requires a eaofjprofessional staff working
together to plan, coordinate, supervise and el delivery of services.
These are the professionals who are ultimatelylateble for the health of the
patients/ clients. Thus, they are essential fergitotection of public health and,
essential to ensure the ongoing implementationgsf standards of health care,
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safe and effective prevention of illness and proomodf wellness. Public Health
Nutrition is a fundamental and integral compondrgublic health and therefore
the Public Health Nutrition Function can be defimeda critically relevant subset
of the Public Health Function. In order to be ableealise the full potential for
the Public Health Nutrition Function will requirensorkforce that is competent in
nutrition: the nutrition workforce.

What is the nutrition workforce?

51)In characterising the Public Health Workforce, @tgef Medical Officer has

differentiated ‘specialists’ from ‘generalists’.oFnutrition, by analogy,

specialists spend all or most of their time in itiain service delivery whereas

generalists spend some of their time in this afgaarctice. The term specialist

may be problematic insofar as it can imply hiergrchn other contexts, alternate

terms have been coined such as ‘primary’ vs ‘seanndeg Jackson, 2005), or

‘direct’ and ‘indirect’ (Hughes, 2004). Regardlegghe terminology, the sense

is that the relevant workforce can be divided into:

» those health professionals for whom nutrition miitlcore business, and who
are directly involved in providing professional ntibnal services and,

» those health professionals for whom nutrition ie efement of their
responsibilities, whose core practice lies elseeher

» other workers with vocational qualifications in tband health.

52) According to these criteria, nutrition specialistsuld be dietitians, public health
nutritionists and nutritionists, community food Wers with professional
qualifications, nutrition nurse specialists, andiclans who have specialised in
nutrition (clinical nutritionists), because thegall directly involved in providing
professional nutrition services.

53) There are many other types of worker for whom tiatriis an aspect of their
practice at some time, at an operational leveleséhwould include medical
doctors, dentists, nurses, midwives, pharmacistgsiptherapists, speech and
language therapists and others.

54) There are other types of workers for whom an ingodraspect of their core
practice includes aspects related to nutrition sscfeeding and food
provisioning. In its widest sense, the nutritionriforce would include
community food workers, nutrition and dietetic atmsnts, food and health
advisors and other such workers who have vocatiatiaér than academic
qualifications.

55) The literature on aspects of workforce planning degelopment for nutrition is
relatively sparse. For the UK it mainly relatestmsideration of professional
education (eg Landman et al, 1998). There wass@sament of the dietetic
workforce in Northern Ireland in 2003 (DepartmehHealth, Social Services
and Public Safety, 2003). A document from the &bhiNations University/
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International Union of Nutritional Sciences (199 pf particular importance
because it draws upon an approach which is sitaltrat used in the mainstream
planning and development for a public health wartdo This report is an
international consensus statement on strategiaplgrior a public health
nutrition workforce. A series of surveys of theesand nature of the public
health nutrition workforce forms the basis of asggsnts of capacity for the USA
(Dodds & Kaufman, 1991; Haughton & Shaw, 1992; Hdag et al, 1998) and
Australia (Hughes, 2004a). Hughes suggests tledPtilic Health Nutrition
Workforce capacitys the ability to effectively address public healthtrition
issues in the population it serves (Hughes, 2004k refers to the ability of the
workforce to work effectively in terms of its siz;gmpetences and practices, as
well as in the political and organisational cultwsettings or workplaces.

56) Capacity building may be defined as an approat¢haaevelopment of
sustainable skills, structures, resources, and doment to health improvement,
in the health and others sectors such as localrgment, in order to multiply
health gains. It increases the ability of spedigeople, agencies and of
communities to address health problems and therditents of health and
nutrition. Therefore it encompasses the para-psafesals eg the health care
assistants, the dietetic and community assistantsradue course, the accredited
health trainers; and, importantly for the fully eiggd scenario, the population
itself.

The size of the specialist or direct public healtimutrition workforce

57) In characterising the structure of the public Healitrition workforce the UNU/
IUNS (1997) proposed a pyramidal arrangement. |aitgeest group of
professionals comprised ‘implementers’ whose fumctvas at the operational
level to manage community services, local projacis$ programmes. The second
group was planners and trainers, and thirdly tHeyand decision-makers. The
total would be in the region of 110 to 500 professis per 5 million of
population. The detailed number and distributiauld vary according to the
resources available and the complexity of the gnoislto be addressed, but they
cautioned against a simple scaling down of numtzersmaller populations. In
the USA, the benchmark which has been suggested 1swhole time equivalent
per 50,000 population ie 100 per 5 million (Dodd&&ufman, 1991). This
benchmark has been used in Australia (Hughes, 2004)

58) The Specialist Public Workforce in the UK has bdernved by the Faculty of
Public Health using an evidence based standardij2@@roposal accepted by
government. They suggest that there should béPiB%ic Health Specialists per
5 million of population. By definition a Public ldkh Specialist occupies a
senior strategic, managerial or leadership posaiwhis responsible for planning
strategy at the level of Primary Care Trust, regi@nd national levels.
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Competency — common frameworks

59) In addition to identifying the structure of the ntibn workforce, there is the
parallel task of establishing individual competen(aso called skills and
proficiencies). This normative task should idgntife competencies expected of
the nutrition specialist in the practical applioatiof specialist nutrition
knowledge and understanding.

60) Consensus has been reached on the definition dficatgons needed for
specialist professional competency in the science of nutrition at graduate level (to
develop knowledge and understanding of core cosadptutrition), and post-
basic education and/ or training to develop profesd values, as well as
practical (generic and specific) competences. Hewehere has been no attempt
to test whether current benchmarks are fit for eotorary practice in terms of
assessing the extent to which they effectively ibuate to an expansion of
nutrition capacity in the delivery of services.mar considerations apply to the
training of doctors, nurses and other health psabesls.

2.3 Is the Nutrition Core Curriculum a common basedor nutrition knowledge?

61) There has been a longstanding concern that thelkdger and skills of health
professionals in nutrition is not adequate for safd effective practice. In 1994
the Department of Health identified a core curiecn) enunciated as 18 bullet
points, for undergraduate training. The eightegfebpoints were selected to
capture those aspects of nutrition which were cmred necessary for the safe
practice of all health professionals. This cutdaoo was accepted in principle by
the relevant professional groups. If nutritionlliearofessionals were equipped
for inter-professional practice, it would be exgetthat they would share a
common base of nutrition knowledge, which woulddentifiable, such as the
Nutrition Core Curriculum, (Department of Healtl®98). This common base
would serve as the framework for learning and waulderpin preparation for
practice for all nutrition health professionalso ifientify whether the Nutrition
Core Curriculum fulfils the need for a common besgews and analyses were
undertaken.

Method

62) A review was carried out to determine whether mdhrricula for nutrition and
other health professionals there was evident oenaer of the common nutritional
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framework, the 18 bullet points from Nutrition CaZerriculum. The review
included a search of benchmarking statements fetefdcs, Nursing and
Midwifery (Quality Assurance Agency, 2001a, 2002001c, 2001d, 2001e,
2001f, 2002), within the emerging health professitamework; standards for
training consultants prepared by the Royal ColldgePaediatrics and Child
Health; of Physicians for Gastroenterologists, ahBsychiatrists working with
patients with anorexia nervosa; standards for tioeeditation of courses that lead
to eligibility to apply for voluntary registratian Nutrition and Public Health
Nutrition by the Nutrition Society (General Medicabuncil, 2003; Royal
College of Paediatrics and Child Health, 2004, 20R0&yal College of
Physicians, 2002; Royal College of Psychiatrist§52 Nutrition Society, 2003,
2005a, 2005Db).

Findings

Dietetics

63) The Core Curriculum is implicit in the Quality Asamnce Agency (QAA)
Benchmarking Statement for Dietetics but is no¢émefd to or identified as a
source. A systematic understanding of the keyasé# the range of disciplines
underpinning dietetics and a detailed knowledggonfie aspects is required. For
example, sufficient knowledge is required of biaoistry and physiology to
understand how they are integrated in relationutoition and related disease
conditions. Thus, dietitians must know the fundatakmechanisms through
which nutrition contributes to the maintenance @bd health, and what methods
are available to monitor nutritional intake andithienitations. They must have
an understanding of the impact of nutrients oruéallmechanisms, including
gene expression, and the contribution to diet-edlaisease and its management.
They should be familiar with the British diet (QA2ietetics Benchmark, 2001c)

64) There are more domains for knowledge of food, tiatriand diet in the dietetics
benchmark than in the other documents reviewed.Cldre Curriculum has no
epistemological link with dietetics. Although redace is made to epidemiology,
and to the practice of dietetics at population llethee knowledge base is more
consistent with preparation for clinical practiceldor primary prevention with
individuals than with the practice at populationdk judged by contemporary
standards in public health. The practice of pub&ealth nutrition is not included
in the standards required for registration in dieseby the Health Professionals
Council (Standards of Proficiency, Dietitians, 2088ndards of Education and
Training, 2004).

Nutrition and Public Health Nutrition

65) The Core Curriculum explicitly underpins the stamidarequired for nutritionists
(Nutrition Society, 2003, 2005a, 2005b). The 18diypoints are extended in the
statements of subject knowledge. The standardBublic Health Nutritionists
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specify sufficient competency in the core currienlto be able to teach health
professionals, a responsibility which was cleadgntified for nutritionists and
dietetians when the Core Curriculum was first cartded (Nutrition Society,
2005).

Medical Doctors
66) The Core Curriculum explicitly underpins the traigiof medical doctors. An
awareness of the 18 bullet points is expectedaatugtion (Jackson, 1996). This
is set as the criterion for entry into postgraduzeetificate Course in Nutrition
offered by the Intercollegiate Group on Nutritid@GN, Jackson, 2001). During
the ICGN itself an understanding of these 18 buyltents is developed.

67) The review of the four available documents shovirad the Core Curriculum
explicitly underpins the training of

 Acute Care Nurse Specialists;

» Consultant Gastroenterologists in Nutritional &ar

» Consultant Psychiatrists who manage Anorexia disay

» Consultants in Paediatrics and Child Health

Nurses and Midwives

68) There is no definition of the nutrition discipliyaknowledge required within the
emerging health professions framework, which camcepmmon professional
competences and therefore is similar in scope t® K8Fs. There is limited
reference to nutrition in the knowledge base undeipg nursing and midwifery.
Nutrition is one aspect of the natural and lifeeacies seen as having direct
application to nursing practice with specific cligmoups. Nutrition is seen as
being of relevance explicitly to the needs of worbefore conception, during
pregnancy, in the puerperium, including infant fegcand healthy eating for the
family. There is no indication that a sound knaidge of nutrition is
fundamentally important for nursing practice acribesboard (QAA Nursing
Benchmark, 2001e; QAA Midwifery Benchmark, 2001f)

2.4 Scoping and comparison of the normative nutibn competency in national
standards for health workers

69) This review was undertaken to assess the exterapaicity for intra-professional
as well as inter-professional working in nutritiétar this reviewnormative
nutrition competences were defined as follows: assessment of diet; ofsitey
dietary solutions/ plans; food procurement and ifegdassessing nutritional
status, screening, diagnosis of nutritional riskamditions; intervention;
planning, coordination and /or audit of services.

Methods

70) A search was performed of the Skills for Health srebusing the key words
‘diet’, ‘food’ and ‘weight’ to identify the standds for areas specific to specialist
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and to inter-professional nutrition practice. ThellS for Health website includes
national standards for health workers: that is ddeti Occupational Standards
(NOS) and National Workforce Competences (NWC,ISkir Health, 2005,
www.skillsforhealth.org.uk)

71) The national standards were mapped against statemiecompetency for
selected health professionals: viz dietitiansritianists; nutrition specialist
doctors — paediatricians, gastroenterologists; lgaydsts; and specialist nurses in
acute care through nutrition support, most of wiachin the public domain
though some are in development.

Health Professionals

72) Some, though not all the normative nutrition corepegs are present in the
national database of occupational and workforcedstals, cross-referenced to
the NHS KSFs. There may be more standards inegxistthan was revealed by
this method of searching the very large volumetafidards. Sometimes the
same statements are coded differently. This mgyabiéy because occupational
or professional groups prefer specific to gendatesnents (personal
communication from Skills for Health and from PrifRek D).

Dietetics

73)When admitted to their register, dietitians areested to function autonomously,
within professional boundaries, with limited sugsion, in the areas of
normative competency. “Working as a professiamalietetics: exercise
substantial autonomy in most of the professiontvidies associated with
dietetics: these will cover processes such as sts&gs, planning, execution and
evaluation of safe dietary intervention” (QAA Digbts Benchmark, 2001c).
They have responsibility to guide and direct theknaf others and there is an
explicit list of normative competencies identified.

Nutrition and Public Health Nutrition

74) The Nutrition Society plans to develop standardgp&formance and for training
for voluntarily registered nutritionists and publiealth nutritionists, based upon
research into their occupational roles (Nutritiarci®ty, 2006).

Medical Doctors and Specialist Nurses
75) A review of the current guidance on the curricdadndergraduate medical

students failed to identify any specific referet@@ormative nutrition
competencies.
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76) Review of standards included three specialismsitimutal support for
gastroenterologists, paediatrics and psychiatrysamutie care nursing and
nutritional support.

77)Analysis of Guidelines for the Nutritional Managerhef Anorexia Nervosa
(Royal College of Psychiatrists, 2005) revealedtogder key skills are
necessary to coordinate collaboration with oth@ltherofessionals. For
example, to have the awareness to arrange dietaegsment by a dietitian, to
recognise and prescribe nutritional support by@pr@priate route, if necessary,
seeking advice from the specialists in a nutritesm; and to interpret laboratory
and other investigations into health status aridaiomplications; and to refer
to and act on the advice of dentists, and otherls as speech and language
therapists. These competences require attitudesyledge and understanding,
and practical application of nutrition integratetbi the knowledge base of
psychiatry.

78) The Diploma in Paediatric Nutrition of the Royalllége of Paediatrics and Child
Health (Royal College of Paediatrics and Child #e&004, 2005) includes the
development of competency in personal practice anayith Psychiatrists,
coordination of the inputs of other health professis. This covers all aspects of
assessment and screening and intervention forhyeatd sick individuals and
groups within the population of infants and childr&his includes an ability to
advise mothers about the risks and benefits ohirfeeeding modalities;
complementary feeding; recognising problems witabt feeding and refer;
identify families at risk or in danger and refenr@petency in assessment,
screening and monitoring of growth and developnreritides nutritional and
dietary assessment; diagnosis or risk of undetrarirand obesity; and
recognition of associated clinical complicationsgenunication with others
(mothers and colleagues) about these. Finally,ipttemians are able to refer
mothers to sources of advice and support arounplementary feeding.

Discussion

79) The review found that the Skills for Health natibsi@ndards for health
professionals did not explicitly state all the natime competences in nutrition. If
these gaps are real, it will be important that taeyfilled. Firstly, in order to
meet the challenges of obesity in the forthcomimgrim and NICE guidance and
the NICE guidance expected for Nutrition Supporddults. Otherwise, it is
impossible to assess and monitor the training apdaty development needs of
the nutrition workforce, or to achieve the req@sitter-professional work.

80) If the gaps are apparent and arise from the adukigsof the Skills for Health
web-site, there is a need to raise the profilexgdteng nutrition-related standards.
This would make it easier to identify the normatiedrition competences and use
them in training, and/ or in the development ofgals part of workforce
planning. Improving access to or extending the easfghormative nutrition
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competences could be achieved by working with Skat Health itself or with
relevant independent consultants, such as PrimelR &

81) Scoping Nutrition Training Needs for Health Practiers in Primary Care for the

Government Office for Yorkshire and the Humber mybHiss & Gallagher
(2005) used a reference group of local practitisterdevelop a consensus on
nutrition skills needed for nutrition health seevidelivery. This was the most
detailed study to date of specific skills focused@od and diet services
provision within Primary Care Trusts and for diffey types of client. Hobbiss &
Gallagher’s detailed work should help lay the b&sisadapting relevant National
Occupational Standards (NOSs) and National Wodg@ompetencies (NWCSs).

82) There is a need to work with other professionalshteck whether the normative

competences are included in the standards forgeeofty (performance) and
training of nurses, midwives and newly qualifiecctios as well as the specialist
nurses and specialist doctors included in thisengvi

83) The review made clear that there is no consistentdye way in which different

professions and organisations identify and desatmepetency. “Levels” used in
relation to competency differ from the levels adrieing outcome used in the
National Qualifications Frameworks or the NHS KSFs.

84) There is evidence of a similar concept of hierarchlevel between the acute care

specialist nurse and the consultant gastroentasbloblere, the highest levels of
training is seen to lead to specialist practicdimitvhich there are explicit
responsibilities for leadership in the ‘complexaltnging, demanding,
unpredictable’ situation. This is the sort of ation in which Public Health
Specialists are expected to function.

2.5 Key Findings

Although the Core curriculum explicitly underpirgettraining of nutritionists and
that of doctors at basic, higher and specialigitng, particularly that associated
with nutrition support and the nutritional carecbildren, the extent to which this
learning is incorporated and delivered within therall portfolio of learning is
highly variable. The Core Curriculum does not esiiif underpin standards for
education in nursing, midwifery, dietetics, demsisir pharmacy.

Some, but not all, normative nutrition competeneiese evident in the Skills for
Health National Database of Standards, particuthdycompetencies requires for
the promotion of nutritional health and the primargvention of nutrition-related
disorders.

Professional and occupational standards diffehén’fevels’ of competency and
in turn differ from the levels of learning outcomsed in the National
Qualifications Frameworks or NHS Knowledge & SkHsamework.

There are numerous and varied job titles used disetlwvho are responsible for the
delivery of nutrition-related aspects of care ttedlects the marked diversity of
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roles within the workforce and the lack of standsation in training, skills and
function. Furthermore voluntarily registered nudmt professionals and other
nutrition-related occupations are not includedhi@ NHS census surveys. This
lack of clarity or uniformity impedes the strateggsessment of workforce
capacity.

85) Based upon this analysis, it can be concludedamatdiscussions relating to
workforce development must address the followisges.

* The extent to which the Core Curriculum (the sdechl18 bullet
points’) serves as the foundation for nutritionrtiag across all
professional groups.

* The extent to which the nutrition-related knowledgel competencies
required to deliver care has been clearly idemtiiad communicated
to those who develop, manage, deliver and examwfegsional
training. This applies both for those for whomritign is core to their
practice, and those who access nutrition from witither specialties.

* How this training would reflect a tiered systemrudreasing skill level
and sophistication within pathways for career depelent which
recognises the responsibilities of the deepeningnderstanding,
knowledge and skills as an individual passes thidugher levels of
responsibility and with higher degrees of specidiis.
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3. THE CURRENT WORKFORCE IN RELATION TO THE NEEDS

86) There are a range of staff in nutrition employeditierent grades within the
NHS. There is evidence of a lack of strategic capavithin the nutrition
workforce in terms of public health. There is asiderable untapped potential as
more than half of new nutrition graduates do naeethe workforce (Nutrition
Society, 2006).

87)There has never been a formal consideration oéxkent to which the numbers of
different grades of staff match against the neédiseoservice and how these
might change from time to time. Within the AgeridaChange (AfC) bands are
assigned to post holders which reflect differemele of experience, skill and
responsibility. It would be desirable to have éméire nutrition workforce
characterised within this system of bands, esgdgdla public health nutrition
workforce. In Table 1 the range of different gradé nutrition staff within the
NHS in the UK are summarised (column 1). Eachviadial post holder has
been assigned to a suitable band (column 2). Theegein turn been placed at a
suitable position for the health work force withie NHS (column 3), as
summarised in the Career Framework for Health erskills for Health website.

88)As a relatively new group of health professiontisre is no national profile for a
Public Health Nutritionist in the NHS library of Manal Profiles. This creates
an anomaly in the employment of Public Health Niatnists and the effective
utilisation of their abilities. Attempts have bemade to resolve the problem to
enable local employment. For example, managers adsapted job descriptions
intended for community dietitians or dietetics atsits in the appointment of
nutritionists. As a consequence, for nutritiontbisre are a range of job titles
with varied AfC bands according to the level of théividual employee rather
than the title and responsibilities of the postedent study on the Developing a
Workforce Competent in Nutrition for Hampshire ahd Isle of Wight (Jackson,
2005) noted the diversity within the community itign or public health
nutrition workforce and the lack of standardisatiotraining, skills, function or
title. This lack of clarity or uniformity impedesrategic assessment of workforce
capacity.



11/10/06 SACN/06/36

Table 1 Map of a sample of nutrition posts agdinstCareer Framework for Health
(excluding doctors)

Categories of Nutrition Post AFC band | Notes from Health
Career Framework
AHP Consultant (Public Health/Public |9 SFH “More senior
Health Nutrition) staff”
Food and Health Leads (England); 8 SFH Consultant
Regional Public Health Nutritionists practitioners
(Scotland)
PCT Nutrition Services Manager 7(?) SFH Advanced
practitioners
Senior Public Health Nutritionist/ 7 SFH Senior / specialis
Community Nutrition Assistant practitioners
programme coordinator Post graduate post

experience degree/
professional
development

experience
Sure Start Nutrition Team Leader/ Public6 SFH Practitioners
Health Nutritionist Post graduate degree,
experience
Community Nutritionist 5 Degree
Sure Start Nutritionist/ Community 4 SFH Assistant
Nutritionist Practitioners degree
Dietetic /Nutrition Assistant 3 Senior Healthcare

assistants / techniciang
Foundation degrees
(Diploma)

Community Food Worker 3 National Open Colle
Network (NOCN)
Accredited Health Trainer (?) 2/3 SFH Supportkeos
NOCN

1 SFH Initial entry level
jobs

e

2

Sources

1. The categories among positions for nutritioniste taken from a convenience sample
of Job Descriptions from nutritionists in Hampshirendon, Scotland, Midlands; based
on discussions with public health nutritionistshese areas and in the North West, the
British Dietetic Association and Prime R&D.

2. Skills for Health (2005)
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Who will deliver and how can workforce capacity beplanned?

89)There is the need to know the current numbers @fiapsts employed in the
service, and how this compares with any estimatapécity. As is clear from
the above the critical specialist health professiovhich will be required to
deliver the “Choosing Health” agenda is the PuHkalth Nutritionist. The
problem in estimating capacity is because the Net&uas surveys do not include
voluntarily registered nutrition professionals arber nutrition-related
occupations, it is not possible to obtain a seffiseimbers currently in service, or
the real nature of the service they provide. Symgblere are no nationally held
databases or sources of information about thetimurtnivorkforce (Nutrition
Society, 2006).

90)An estimate of the current employment of nutritgigican be made. In England
in 2004, in the NHS community services, there v &utrition support staff to
1,042 nutrition professional staff. This can benpared with the most recent
survey in USA of 3344 nutrition paraprofessional§530 nutrition professional
staff (Herzog et al, 2003).

91)A survey carried out amongst nutritionists who raembers of the Nutrition
Society, identified 52 public health nutritionigsployed at strategic levels,
(Nutrition Society, 2006). These were either itigraal or local government or
agency (n=50) or Public Health Observatories (n=)is equates to 13 per 5
millions of population.

92)It seems reasonable to expect at least one puddiichhnutritionist for each of the
303 PCTs in England (boards or regions in the dexbtountries). It was
reported in 2002/3, that 280 PCTs had directosubfic health, with a vacancy
rate of 8% or 11% when shared posts were includéere were far fewer public
health nutrition staff in PCTs than public healpesialists in 280 PCTs
(Wanless, 2004).

93)These comparisons demonstrate a severe lack ofibapehe Nutrition Society
(2006) analysed the first destination for employtredrgraduates from Higher
Education Statistical Agency. Of 528 graduate®df4, there were 285 who
were potentially eligible for voluntary registrati@and who would represent the
first entry level for employment in the public higahutrition workforce. By
contrast, there were 23 who were employed in tladtiheervice other than in
dietetics. This implies a severe shortage of gmmite employment
opportunities even for those who might be suitatdined.

94)The situation in the UK can be compared with ind¢ional benchmarks. This
comparison may provide some guide to potentiale®tdr future development of
capacity.
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95)An analysis carried out for the USA provides a hdlpxample to identify the normative
needs for the different categories of Public Heblthrition workforce in the UK (Table
2). Public Health Nutritionists are licensed ie tHSA (regulated at state level in 45
states). An Association of Public Health NutritiDirectors undertakes regular census
surveys of this more highly developed and organgexkforce. Around 90% of those in
Public Health Nnutrition were employed in the Womkriants and Children (WIC)
programme, which would compare with Healthy Stadt §ure Start in England.

96)By analogy with the USA, in England there wouldsteategic Public Health Nutritionists
in government departments and arms length bodigsateo the delivery of Choosing
Health. These would include:

— the Department of Health, and Department of Edanati

— the Office of the Deputy Prime Minister;

- the nine Governments of the Regions, alongsidedregiDirectors of Public Health;

— within the Obesity Programme;

— within other programmes to make strategic contrdng to planning

- implementation, coordination and evaluating keygpammes, or their components

- within the Choosing Health Delivery Plan — Helpi@bildren and Young People to
lead healthy lives;

— Promoting Healthy Active Life amongst older people;

— delivery for communities among the new regionailitées for Food Standards
Agency as well as national level,

- School Fund;

- NICE;

— as well as in larger NGOs such as National ConssiGeuncil, Food Commission
and Sustain.

97)Given their evolving roles and responsibilitiessitikely that there should be a qualified
Public Health Nutritionists in every PCT. At thery least there should be clearly
identified staff with the necessary knowledge akitlssto carry out the tasks directly
related to nutrition. However the NHS is configiliteere will need to be adequate
numbers of suitably trained staff if the currentogions are to have any likelihood of
success.

98)Public Health Nutritionists fulfilling these respshilities will be eligible for admission to
the UK Voluntary Register of Public Health Speati(UKVRPHS) as well as the
Nutrition Society’s voluntary register of Public && Nutritionists. Therefore,
collaboration between these two voluntary registéimuld be encouraged, as a means of
building capacity efficiently, as part of the natab plan outlined in Department of
Health’s Choosing Health - Investing in the worki®(2005e) gaining from support for
the development of the public health function. TH&/RPHS and NS’s (or the
successor body that will hold an independent) alynregister should collaborate to
assess competency and thereby assist with devglapining comparably with the
regulated health professionals.
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Table 2 International comparison of the size ofghblic health workforce.

Category within the Public Health | UNU/IUNS'| USA® | Australig@ | England
Nutrition Workforce (1997) (2003) (2004) | (2005/6)
Numbers per 5xTpopulation
National policy makers and macro 1-5 13.2 Not Not
planners/ decision makers stated stated
Researchers, mid-level planners, 10 - 50 37.1 Not Not
trainers stated stated
Programme implementers “field 200 - 500 99.8 Not Not
level” directly serve and relate to stated stated
communities
All public health nutritionists 111-550 76-172)7 38 41 — 224

1. Excludes support, paraprofessional and operatiautrition staff

2. Calculated from numbers in Survey of the PuHkalth Nutrition Workforce 1999-2000, by
Herzog, McCall & Keir (2003) & the USA (2000) cessior a population of 218 million. The
table shows combined numbers of PHN directors &éhd)assistant directors (3.2); and
combined numbers of clinical nutritionists, pubiliealth nutritionists (25.4) and nutritionists
(79.6). Excluding the clinical nutritionists andtritionists who do not work at individual or
operational population levels, there were 76 perilbon in the public health nutrition
workforce. Support staff, such as nutrition teckari¢ nutrition assistant or nutrition aides
who numbered 3344 (31%) were not included here \ildriforce appears to have increased
from 2,393 full time equivalents reported by Hawghét al (1998).

The proportion of RDs was 42% with 2.4% dietetcht@cians, the same proportion of
dietitians in the public health workforce as in 499

3. Hughes (2004) full-time equivalent numbers o&#dff with roles in public health nutrition,
but not the same categories as in the other sources

4. Nutrition Society (2006) estimated the sizehaf public health nutrition workforce; the higher
number includes all dieticians employed in NHS Engl Community Services and the lower
includes only the designated public health nutitimorkforce identified in surveys and
scoping review by Stockley & Associates in 2005 tfition Society, 2006).

Development of Capacity for Nutrition Workforce

99)In order to deliver an effective service therehis heed to ensure an adequate and
competent workforce. Currently there is lack @irity about the numbers, roles,
responsibilities of those with any training and es@nce in nutrition. The result is
ineffective and inefficient utilisation of the liteid resource that is available currently.
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100) There needs to be better categorisation of statlation to their knowledge,
skills. We suggest the following in the first iaste:

Directors of Public Health Nutritiowho direct a nutrition unit, conduct needs assensiad
prepare comprehensive plans, in state, countyg leity or large voluntary agencies
sometimes with an Assistant Director.

Public Health Nutrition Supervisovghose duties include overseeing the work of public
health nutrition staff, training, evaluating, coimraing and reporting.

Public Health Nutritionistdas formal specialist training employed by stabeinty, or local
agency assesses community’s nutrition needs, aplng direct and evaluate interventions to
promote health and prevent disease.

Clinical Nutritionistsplan and deliver services for the ill and healthyignts and clients in

the USA. In the UK this role is fulfilled by dieitns but it is unclear to what extent it aims to
coordinate individual care and secondary preverdigropulation level, as would be
necessary to coordinate the primary and secondaweption of undernutrition and of the
obese with co-morbidities, in the community andedacilities with hospital care.

Nutritionistsprovide nutrition education to the public and dineatritional care in health and
disease throughout the life span. In the UK this ®fulfilled by the (community) dietitian.

Nutrition Techniciangire paraprofessionals, who, closely supervisedrytrtionist works
in clinics to provide education, using prescribeokt@cols for screening, record keeping and
outreach. In the UK this role is occupied by Dietétssistant or Nutrition Assistant.

Nutrition Assistant or Aiden auxiliary worker from the community trained @e job. In the
UK there are Community Food Workers and Food araltH&dvisers in this kind of role
whose numbers will be swollen by the new Accredidedlth Trainers.
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5. CONCLUSIONS

* There is a need to define the nutrition-related met@ncies for each level of
occupational and professional groups within thekfmce and for Government to state
their requirements to steer the development ohitngifor competency, as promised in
Delivering Choosing Health — Improving the Workferc

» There is a need to devise a programme for traimrtlge application of nutritional
knowledge and understanding and in the core hpattfessional competencies (as stated
in the NHS KSFs) to equip those entering the waddat graduate levels.

* The regulated professions must ensure that ref@ncibccountability is clearly stated in
the database of standards, possibly by extendengrtink on standards undertaken within
Skills for Health, in partnership with the nutritiprofessions in order to fill the gaps in
existing standards to reflect care pathways foritmr health promotion and primary,
secondary and tertiary nutrition health preventamany setting or patient group.

* Measurable standards for competency must be defiraddnclude attitudes and practical
professional competencies, as well as knowledgetletdare fit for purpose.

* There is a need to define the systems and strigcivitkein which those responsible for
delivering nutrition-related aspects of care opgraspecially within public health. Such
action is timely given the stage of the AgendaGbange job evaluations of the health
improvement workforce, the progress of Modernisuedical Careers and the proposal
to open a category of registration on the UKVRPHISpublic health nutrition as an area
of specialist practice.

* The development of training will require resourtesip-skill the existing workforce and
to enable the initial training of those joining therkforce, in a way that is comparable
with or integrated within schemes for training athealth professionals, especially the
generalist public health specialists, public healibses, community pharmacists and
public health environmental officers.

* There is a need to identify ways to organise, ime@nd develop all categories of
nutrition workers as part of a plan to invest ia ttelivery of health care and at the same
time, strengthen the NPC’s unified voice for thériion professions to benefit health.
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6. RECOMMENDATIONS AND PROPOSALS FOR FUTURE STEPS

101) If the immediate challenge is to be addressed &ffdy, it is recommended that
the there is the need to take consistent and doaisdl action as a priority. We have
identified six areas in which action is requirdeach of these six areas is distinct in itself
but each area carries complementarities to the.othbas to be emphasised that action
is required in all six areas and there needs tobedination to bring coherence across
the areas. We have presumed a model in whichebe for professional support is
determined by the demand for effective and religklwice delivery.

1. The demand for nutrition-related activitiese potential.
What are the areas in which nutrition may be exguetd contribute to the protection
of health or the prevention and treatment of dis@as

2. ldentified needs for nutrition-related actiggi— the expectation.
How are these demands prioritised in the commigsioprocess within short,
intermediate and longer-term expectations of ttetheare strategy? What targets,
PSA or LSA have been set?

3. Characterising the service provision requireimerthe shape of the required workforce.
What are the systems, structures, processes neededport the delivery of these
services? What knowledge, skills and competences@eded within the workforce
in order to meet these needs?

4. Current competence and capacity of the workforc
Does the existing workforce possess the necessanwylikdge, skills and
competencies and standards of performance to mmest heeds, both in terms of core
professionals and those who access nutrition fratmmtheir own professional
discipline?

5. Analysis of service delivery — the fit betwesarpply and demand.
What is the extent, nature and implications of amgmatch or shortfall between the
capacity and competencies of the existing workfae that required to meet the
service expectation?

6. Characterising the workforce improvement progree.
What are the implications for training - in ternfsstandards of performance and
competencies - both of the existing workforce dmasé entering the workforce? In
terms of the core professionals, what will theygrihat nobody else can do, is more
cost effective or bring added value to the actgitdof others? Who should have
responsibility for the delivery of training and d@egulation of service delivery?
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ANNEX 1

Professor Alan Jackson
Institute of Human Nutrition
University of Southampton
Southampton General Hospital
Tremona Road

Southampton

S016 6TD

16™ August 2006

Dear Professor Jackson

Nutrition Professions Confederation Minutes 12.7.06and Briefing Paper — The
Nutrition Workforce for Achieving Public Health Com petency, Training and
Capacity Development — The BDA Response

Thank you for sending the above document to the B&@2A.omment. It was unfortunate
that we did not have a representative availablattend the meeting on the tr12u|y,
however, this was due to a decision on my part éouse a more appropriate
representative from the BDA for the NPC, and somernal communication issues
created by a change in staff at the BDA. | apdedor not having a presence at the
meeting.

Firstly can | correct the minute of the meetingthé 12" July when our previous
representative, Anne Pridgeon has been allocateditle of President of the British
Dietetic Association. A more accurate term woudd“Brofessional Representative” and
I would be grateful for this amendment to be reedtd

I would be grateful if the secretariat could ndtattany future correspondence regards
the NPC should be directed to myself at the BDAce# or on email to my PA, Nula
Marnell onn.marnell@bda.uk.corand not to Mrs Anne Pridgeon as previously advised

There are a number of comments | would like to makethe NPC in general, its
direction and constitution and the briefing papéick you presented to this group at the
meeting on the 2July. For ease of reading | will concentrate loa general comments
and issues regarding the NPC initially and therwigieofeedback on the briefing paper.

Nutrition Professions Confederation
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The BDA supports joint working between those growpgch make up the NPC. We can
see the value in the nutrition scientists and thpyséessions who work in implementing
nutrition science into practice within the healtmonunity, working together to raise the
profile of our associations and groups, promotelsecent vision for nutrition and public
health and to support a greater knowledge and stadeling of nutrition and it's
application to human health within the health pssfens. However, we have a number
of concerns about the structure, mode of operatimhthe current work of the NPC:

1. The BDA is confused by the constant referemcéhé work of the NPC being an
“activity of SACN”. | am unable to see the releearof the current agenda of the NPC to
the terms of reference of SACN as a scientific solyi body. Despite reading all the
papers which have been tabled at the NPC, | ameanaf the key drivers for the
creation of the NPC. Clarity on this issue wouddve to support a clear vision for the
NPC'’s purpose and help to derive a set of termeference for the NPC which, in the
view of the BDA, is clearly needed.

Clarity needs also to be given to the Constitubbithe NPC, including the election of a
Chair, the bodies who are part of the confederadionth who sign up to it's purpose and
function and a clear set of ground rules for decishaking.

| would be very grateful for early considerationtbése fundamental issues if we are to
support the work of what could be an influentiablposupporting a unified voice for the
bone fide nutrition scientists and professionals.

2. There is frequent reference in the minutes @thér documents of the need for the
SACN to be able to undertake risk assessmentsaetyir There is inference that such
risk assessments are not easily made at preseribdaek of evaluation and other data
from Government agencies and others. These refeseserve to illustrate the need to be
clear about the Terms of Reference and purposeediNPC as this should have a distinct
function to that of SACN. In addition it is notedr if the requirement for accurate risk
assessment is about the risk to the public of ganformed/knowledgeable health staff

regards nutrition or the risk to SACN of not haviagsufficient evidence base of

evaluation of nutrition interventions to make effee recommendations. Indeed, it could
be both of these and | would welcome clarity os thiatter.

3. It would be helpful, and indeed | feel is @i, to the constitutional position of the
NPC, that the relationship between the NPC memiganisations and the FSA and DH
observers is clarified. The BDA has concerns alibat current role of the FSA as
secretariat to a body which is neither a functibthe FSA nor a function of government.
We believe the secretariat for the NPC needs tcedoom within the member bodies and
the NPC should have independence from governmetieb@nd other agencies. This
would not preclude the NPC inviting government esgintatives and agencies to observe
at meetings, and contribute to discussion, as g@piate.

4. One of the potential reasons for poor attenelaatcthe last meeting was because
meeting dates are not planned far enough in advatids crucial to the success of the
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NPC that any meeting date in January/February 20@6tified to member bodies now,
to allow planning of diaries and commitments. kedi¢he NPC should have a calendar of
its events which is transparent to all member ®die

5. As with other Confederation or Federal bod@svhich the BDA belongs, it seems
reasonable to suggest the need for the NPC todmmisie development of a strategy and
clear work plan to which all members organisatioas sign up and support. Such a
work plan needs to be developed by all member Isodied through a system of
transparent prioritisation. It is not clear t@ tBDA if the NPC has any clear plan and
this is of concern to us as a member organisatidhis would serve to develop the
“agenda” for the NPC and ensure shared ownershgsathe member organisations.

The Nutrition Workforce for Achieving Public Health Competency, Training and
Capacity Development

The BDA express deep concerns about the contethisoflocument and the rational for
the creation of it. The document makes an attampmbnsider the workforce needs to
deliver a complete public health nutrition functiand programme across the UK and the
BDA would support the creation of a joint visiorr tbis aspirational aim. However, as it
stands at present, the document fails to considercurrent pressures and planning
processes in the health service and the wider p@aictor partner agencies concerned
with public health. The document naively suggeabkts main reason for this are an
inadequately trained workforce and the lack of ttgument of a public health nutrition
workforce. While the workforce dimension is one thle reasons for the current
underdevelopment of nutrition health improvememigpammes, other reasons have been
ignored including the health and public sector plag and financial allocation process
and the divergence of pressures on the health rsectparticular to deliver on many
targets, not just those with a relevance to puidialth nutrition.

In general terms there is a total lack of acknogéadent and misrepresentation of the
current roles of Dietitians within the documentat8ments are made which are clearly at
odds with our professional practice roles suchthe tompetence of dietitians does not
embrace the delivery of public health, which isgady the responsibility of public
health nutritionists” (page 10).

Indeed the whole document, while masquerading asogforce plan to deliver

improvement in the health of the population, indtéacuses on promoting the role of
nutritionist and public health nutritionists as th&viour of the nutritional health of the
population. It pigeon holes the role of the Dietd?rofession almost exclusively into
clinical practice which is a misinterpretation betcurrent role of our profession. The
BDA is happy to provide many examples of Dietitiamso are working at all levels in

the field of public health, including at generdlishduate level, specialist level,
strategic/leadership levels and in Consultant ral@ess the UK. The development of
support worker roles in Dietetic services also emgasses delivery of lower level public
health nutrition practice. The table outlining tpetential career for a “nutrition
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workforce” on page 25 and page 29 ignores theiagisbles of Dietitians at all levels of
the career pathway in the delivery of public healthrition functions or strategy. The
structure takes no account of the existing wellraf roles of the Nutrition and Dietetic
Services Leader or other dietetic professional ledels in each Trust in England, and
equivalent in the home countries. Indeed it isn@s$ting to note the reference to an AHP
Consultant in Public Health Nutrition — a role whilby nature of being an Allied Health
Professional can only be filled by a RegisteredtiDa®. There is one post in the UK
with this title and is it is filled by a Dietitiaworking at a strategic level to direct and
drive public health nutrition across the health idoarea. The BDA can also provide
other examples of dietitians work in other simiales at health authority or PCT level.

We accept there is a lack of uniformity acrossliliein access and development of these
services, however it must be recognised, such dprment is subject to the planning
processes in each health community/area, and telly seithin the gift of professional
groups. It is with regret the authors of this doemt have failed to acknowledge the
development of the dietetic profession in recerdryeas we have benefited from the
strategic support of documents such as the “Sbofdiet Action Plan” (1996) which
recommended “health boards should consider appgirublic health nutritionists or
suitably experienced dietitians” to assist in detyof this plan. It is clear the dual and
complementary role of dietitians and public healthritionists had been made clear in
Scottish health policy in the mid 90’s. The BDAIlibee the focus of the NPC in
workforce planning should be on promoting the bimedf existing models of public
health nutrition leadership (which exist in mangioms in the UK) and in expanding this
model across all regions. On page 4 of the refherauthors suggest the importance of
establishing systems which standardise competetrossathe professional groups at a
level appropriate to their role in nutrition. Wewd support work to define competence
in a role (whether that be a Public Health Nutnisd or Public Health Dietitian) as
opposed to the professional qualification and bemlkgd.

The BDA have supported the development of the rofesutritionist and public health
nutritionists aspart of the public health workforce. However, we shese roles as
complementary to the existing function of dietisanYour paper marginalises the role of
Dietitians and indeed, others in the nutritionadltie of our nation. While it outlines at
the beginning the variation in training and edwwatof the broad nutrition workforce
(including nurses, medics etc.), it does not attetopsupport the standardisation of a
national approach to the wider workforce competancyutrition and proposed no long
term solutions to this, other than the proliferatiof the roles of nutritionists. The
creation of a workforce of nutritionists will notqvide the total solution to the wider
workforce educational needs. The document takeacsount of the current status of
training for nutrition graduates, who undertakeueation” in nutrition science but do not
consistently on a UK wide level receive “professibtraining” in nutrition practice.
There is little point in promoting a workforce wilas yet has still to standardise their
undergraduate training in professional practicésski

Page 16 refers to the potential of a nutrition vimree is broader terms, however, the
authors refer to nutrition specialists/primary rign workers as those who spend “most
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of their time nutrition service delivery”. The &ots include nutrition nurses and medics
who have specialised in nutrition within this terfhe BDA find this definition difficult

to accept. Primary or specialist nutrition workestsould be those with a primary
graduate qualification in nutrition science witliting in the practice of this science.
This would narrow the definition to what we wouldnemonly refer to as nutritionists,
public health nutritionists and dietitians. Alhetr components of the nutrition workforce
are either non-specialists/secondary nutrition woskwho have a specialist interest in
nutrition but form part of another professional ypo(e.g. nurses, medics, pharmacists
etc.) or form part of the support worker workforegich would include dietetic
assistants, food workers and nutritional assistanteng others. The level of training
and expertise at each of these three levels canbihelefined by whether the practitioner
works in public health, clinical practice or in hareas.

While it is accepted some medics will train to ayspecialist level in nutrition and may

become specialist or primary nutrition workerssths rare and most practising medical
professionals rightly rely on dietitians to provitfe nutrition expertise they need within
the wider multi-disciplinary team. A potential medds provided in the table below

however, this list is not exhaustive and providacety for illustration;

Specialist/Primary | Secondary/generalist Support worker
Public health | Dietitians Medics trained in Dietetic Assistants
nutrition Nutritionists public health Nutrition Assistants
Public health nutrition Public health
nutritionists Public health nurses | assistants
Public health
specialists
Health Promotion
Specialists
Clinical nutrition Dietitians Medics trained inDietetic Assistants
clinical nutrition Therapy Assistants|
Nutrition Nurses Care Assistants
Clinical pharmacists
trained in nutrition

One positive outcome from the paper is the cleadn® support standardisation of
nutrition training in the non specialist/generalistalth service workforce and in
particular the support worker workforce. Unforttelg, the document does not suggest a
clear way forward in this crucial area. The NP@ldausefully concentrate their efforts
in this arena and create a common framework fat thi

The document at times confuses the reader by llgifiacussing on public health and
primary health improvement in the nutrition fieldtithen draws in further complexity by
including reference to malnutrition screening amglementation of the NICE guidelines
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for Nutrition Support in England and Wales. Theésea need to be clear about the
competency and scope of practice of the existind) @otential public health nutrition
workforce, as some of this blurs the boundaries witnical nutrition. This is very
clearly a complex area requiring greater cliniogbextise developed through under and
post graduate dietetic training (and in the casenetlical staff and nurses etc. post
graduate education in the field of nutrition) aadhot a suitable field for nutritionists and
public health nutritionists to practice within dte their lack of clinical training and
knowledge.

There is frequent reference to the “Core Currictilunowever, the BDA can find no
reference to this on the Dept. of Health websii@ iamould appear the document is now
12 years old. The BDA can find no evidence thatdletetic profession signed up to this
document. While we support the value in such audmnt, we feel the time is right to
review any core nutrition curriculum and developl aip to date framework based on the
perspectives of all NPC members. It would be Udefws if the authors of the original
core curriculum could be established and the asigihthe document made clear to the
BDA.

On page 3 of the Executive Summary there is amtatethat the “training, knowledge
and competency in nutrition for those charged il responsibility of delivering care
are poor and not adequate for the needs of deliy¢hie service safely and competently”.
The BDA would disagree with this statement, as ibéets and their assistants are clearly
trained in the “delivery of nutritional care” asrpaf the multi-disciplinary team. Other
nutrition based workers may not have such skilld imadeed we would agree, there is a
need to develop the knowledge and skill of the widmlth workforce.

On page 12 the authors state there is a “shorthgestitians”, however while this may
have been the case in the late 90’s, it is notsszedy the situation now. There has been
a 50% increase in the commissioned training plémedietitians and the courses remain
very popular and over subscribed. However, pubéctor funding constraints have
limited further growth for dietetics in the nutati workforce and we believe such
funding constraints in the public sector to be gfia importance to the development of
roles for nutritionists etc. While the BDA will ntinue to promote the role of the
Dietitian in the nutrition and health workforce, wan no longer claim a shortage, based
on the funding available to provide jobs for ouadpates. It is important this is
acknowledged, as workforce planning for any growtthe nutrition workforce will need
to take established planning mechanisms and afidityanto account.

The conclusions and recommendations are more pirggri®wever, they do not clearly
reflect the proposals with the body of the documéritey do provide some questions for
wider debate which is clearly required for a comsssnto be reached which meets the
perspectives of all the member organisations tivan the NPC.

Finally, the length of the document is not helpfilhere are areas of duplication and the
wordiness of the text may not help us in promoting aims to the wider world. The
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BDA would suggest future documents concentrate henkiey facts, which should be
developed by all stakeholder organisations.

I look forward to receiving the clarity the BDA groses is required on the constitution of
the NPC and to ensuring future drafts of this doentnor future documents, more clearly
resemble the wider perspectives of member bodiesgare our continued support of the
NPC in the future.

I look forward to hearing from you.

Yours sincerely

WW,

Judith Catherwood
Honorary Chairman




