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ABSTRACT 
 
Public health nutrition workforce development is a capacity building 

strategy identified as a priority in the Australian National Public Health 

Nutrition Strategy (Eat Well Australia). Systematic and scholarly approaches 

to workforce development that enhance the capacity of the health system and 

the broader community to effectively address public health nutrition issues, 

are limited in Australia. The associated lack of intelligence and a range of 

methodological difficulties similar to those encountered in broader public 

health workforce research, provide the need for, and motivation for, this 

study. The specific objectives of this study relate to the development of 

workforce development intelligence that: 

• Fills gaps in the knowledge base to inform effective workforce 

development 

• Provides baseline data (benchmarks) for ongoing workforce 

development planning, evaluation, monitoring and surveillance, and 

• Contributes to international scholarship regarding public health 

nutrition workforce development, and  

• Enables the development of a strategic framework for workforce 

development planning in the national context. 

 

The case study research strategy used in this study involved an emergent, 

multi-method design involving methodological triangulation of data and 

consensus development. The focus of inquiry was based on a problem-based 

conceptual framework developed to identify intelligence needs for workforce 

development strategy planning.  Quantitative and qualitative data were 

collected using five different methods including literature review, interviews 

with advanced-level public health nutritionists in Australia, a national public 

health nutrition workforce survey, an analysis of position descriptions and 
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consensus assessment and development via a Delphi survey of an 

international expert panel.  

 

The collection, analysis and interpretation of data in this study focused on 

developing an intelligence base on six main issues pertinent to public health 

nutrition workforce development, including: 

 Definitions of public health nutrition 

 Workforce size and composition 

 Workforce practices 

 Core workforce functions needed 

 Competencies required for effective public health nutrition practice, 

and 

 Continuing competency development needs. 

  

Data from these multiple methods were used to describe and interpret the 

determinants of workforce capacity, assisted by triangular analysis. This 

analysis identified a range of determinants limiting the capacity of the 

Australian public health nutrition workforce including; 

 A small designated specialist public health nutrition workforce 

 Workforce instability associated with unsecured funding and staff 

turnover 

 Limited collaboration and partnership building practices by the 

existing workforce 

 Disorganisation of the workforce in terms of location, accountability, 

service mandates and support 

 Workforce practices are not consistent with the required work 

 Limited access to, and use of, public health nutrition intelligence 

 A workforce practice culture that does not promote research and 

dissemination 

 A lack of practice improvement and learning systems 

 Limited access to public health nutrition mentors 
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 Limited incentives for practice excellence 

 An absence of consensus about the required work and competencies 

required for effective public health nutrition practice 

 Barriers to continuing competency development and  

 Inadequate workforce preparation.    

 

This interpretive analysis provided the basis for developing a strategic 

framework that addresses workforce quantity, quality and performance 

concerns, based on workforce development strategy categories including: 

 Building human resource infrastructure (quantity) 

 Organisational systems and policy (performance) 

 Intelligence support (performance) 

 Learning systems (quality) and 

 Workforce preparation. 

 

This research has also provided data that can for the basis of tools such as 

definitions, core function statements, position descriptions and competency 

standards to assist public health nutrition workforce development in 

Australia and internationally.  
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GLOSSARY 
 

Intelligence Information from various sources that can guide effective 
and systematic strategy development and problem 
resolution. Intelligence-based approaches build on evidence-
based knowledge to include information collected from 
methods outside the discipline specific and quantitative 
methods. 
 

Capacity building Defined as an approach to the development of sustainable 
skills, structures, resources and commitment to health 
improvement in health and other sectors to prolong and 
multiply health gains. It increases the range of people, 
organisations and communities who are able to address 
health problems, and in particular, problems that arise out of 
social inequity and social exclusion (NSWHealth 2001). 
 

Workforce 
development 

Refers to the strategic investment of resources by 
organisations and communities in activities that reach and 
maintain a critical mass of human resources, develop 
organisational environments that enable and promote 
effective practises and enhance the competency of the 
workforce for more effective public health nutrition effort 
that achieves public health outcomes. The primary outcome 
of public health nutrition workforce development should be 
improvements in the public health that result from the 
enhanced capacity of the workforce to effect the 
determinants of health. Enhancing workforce capacity 
therefore is the primary aim of workforce development. 

Workforce capacity Defined as the ability of the workforce to effectively address 
public health nutrition issues, in the population it serves. 
 

The designated 
public health 
nutrition workforce 

 Those workers employed specifically to provide a 
preventive nutrition service and/or provide organisational 
leadership in this field with organisational mandates for 
public health nutrition type work and dedicate a significant 
proportion, if not most, of their time to public health 
nutrition practice. 
 

Core functions Core functions were defined as those being absolutely 
necessary, the absence of which would imply gaps in public 
health capacity (NPHP 2000) 
 

Cross- cutting 
competencies 
 

Competencies consistent across fields and jurisdictions 
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Public health 
nutrition 
competencies 

those skills, knowledge, experiences and attitudes required 
to effectively address public health nutrition issues in the 
course of this work. 
 

Essential 
competencies 

Defined as competencies without which public health 
nutrition practice effectiveness is limited. 
 

White literature Literature reviewed included peer-reviewed journal 
publications (white literature) sourced via library and 
electronic database searches  
 

Grey literature non-peer reviewed but scholarly and technical literature 
(grey literature), mostly from government publishing and 
internet sources. 
 

 

 xx



CHAPTER 1 

INTRODUCTION 

1.1   Preamble 
1.2 A disclosure of initial observations and assumptions 

1.2.1    A lack of information means that workforce development in 
                    public health nutrition lacks focus  

1.2.2 Definitions are important for workforce development 
1.2.3 What is the public health nutrition workforce 
1.2.4 Current practices need to change to increase workforce capacity 
1.2.5 What work is needed from the public health nutrition 

workforce 
1.2.6 A need for competency frameworks for effective public health 

nutrition practice 
1.2.7 Workforce development strategies need to address the 

determinants of workforce capacity 
1.3   Purpose of the study  
1.4   Significance of the study 
1.5   Thesis structure 
 

1.1 Preamble 

The research reported in this thesis acts on a mandate provided by the ten 

year national strategic plan for public health nutrition (Eat Well Australia) 

released by the Commonwealth Government through the National Public 

Health Partnership in 2001 (SIGNAL 2001). In particular, it addresses 

workforce development as an identified action area of the national strategy, 

under its capacity building priority. 

 

Recognition of the need for population-based and preventive approaches to 

address nutrition and health problems is not a new development. Preventive 

service modalities in nutrition have developed alongside (and in response to) 

the health promotion movement and its frameworks (World Health 

Organisation 1986; Word Health Organisation 1997a) and the broader public 

health movement.  These preventive approaches have evolved to look 

beyond biological risk factors that affect health and to seek to understand the 

impact of environmental, social and behavioural factors, and the interactions 
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of these factors. The ecological model of health, that emphasises the linkages 

and relationships amongst multiple factors (or determinants) affecting 

health, is now recognised as a critical framework for public health practice, 

education and development (Gebbie et al  2002). 

 

1.2  A disclosure of initial observations and assumptions 
 

It is accepted (and important to acknowledge) that the perspective of the 

researcher based on their experiences and knowledge of the phenomenon (in 

this case public health nutrition workforce development) will influence the 

research process. Open disclosure of these perspectives (reflexivity) is 

therefore an important credibility consideration for the interpretation of the 

data presented. The researchers perspective is important when interpreting 

data from different sources applied to a specific context. Consistent with the 

interpretative and constructivist research paradigm used in this study, it is 

understood and acknowledged that the researcher influences the research 

process and that the researcher and his/her experiences are both a research 

instrument and a source of data (Cohen et al  2000; Guba and Lincoln 1994). 

Consequently, the first person will be used when appropriate to indicate 

where the researcher has influenced the process. In addition, the next section 

will explore the assumptions and pre-understandings I have that have 

underpinned this work. 

 

The background and intensity of my experiences relative to the topic of 

public health nutrition workforce development are summarised as follows: 

• A career path over 15 years that has led from clinical dietetic practice to 

further training in public health and a practice focus (‘specialisation’) in 

public health nutrition 

• For the past 6 years, involved in nutrition workforce development as 

lead academic in the Griffith University Master of Nutrition and 
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Dietetics, including curriculum design and practice program 

development and evaluation (Hughes  2002a). 

• A research interest in the public health nutrition workforce and practice 

(Hughes and Somerset 1997; Hughes 1998; Hughes 2002b), including 

experience consulting to state and national public health nutrition 

workforce development specific initiatives (Campbell et al 1997; 

Hughes and Woods 2002a; Hughes and Woods 2002b; Hughes and 

Woods  2002c). 

 

The following section (1.2.1-1.2.7) therefore, presents my initial observations 

and position based on this experience and a preliminary review of 

knowledge gained from this earlier work. It serves to provide a basis for later 

data collection and analysis consistent with an emergent study design.  

 

1.2.1 A lack of information means that workforce development in public 
health nutrition lacks focus 

 
The primary outcome of public health nutrition workforce development 

should be improvements in the public health that result from the enhanced 

capacity of the workforce to affect the determinants of health. Enhancing 

workforce capacity therefore is the primary aim of workforce development. 

 

One of the initial premises relating to workforce development for public 

health nutrition is that effective and efficient workforce development 

requires access to good information. A lack of information about the factors 

(determinants) influencing workforce capacity poses a significant 

impediment to efficient and effective workforce development. This makes 

scholarship investigating these capacity determinants an important source of 

knowledge for workforce development strategy planning. Frameworks for 

information collection are also needed, to conceptualise how this information 

relates to the task of workforce development that leads to an outcome of 

enhanced public health.  
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The United States has a history of public health nutrition workforce 

development and scholarship (Sims and Kohli 1983; Kaufman et al 1986; 

Hess and Haughton 1996; Olmstead-Schafer et al 1996; Haughton et al 1998; 

Dodds and Polhamus 1999) and has a relatively developed public health 

nutrition workforce. Despite widespread acceptance of preventive logic and 

frameworks for health advancement, there is evidence of a relatively recent 

increase in interest and scholarship outside of the United States about how to 

enhance the capacity of health system to address nutrition issues through 

public health nutrition workforce development (Landman 2001).  The 

Nutrition Society in the United Kingdom, for example, has since the late 

1990’s worked toward developing professional recognition of public health 

nutrition as a field of practice distinct from traditional clinical modes of 

practice, requiring a specific competency mix for effective practice (Landman 

et al 1998). This work has complemented other European Union initiatives 

such as the development of a collaborative pan-European masters program 

in public health nutrition (Yngve et al 1999).  

 

In Australia, the limited research conducted over the last ten years suggests 

workforce development in public health nutrition has been sporadic, 

opportunistic, ad hoc and largely uncoordinated at a national level (Steele 

1995; Campbell et al 1997). The lack of public health nutrition workforce 

development information (published or accessible) implies that workforce 

development has also been conducted based on limited sources of 

knowledge. This has contributed to variations in the level of workforce 

development in different states and other jurisdictions. There is a risk that 

investment in workforce development without information about 

determinants of workforce capacity (such as workforce size, composition, 

practices, competency, organisational support etc) will be inefficient and/or 

ineffective.  The need to develop knowledge about the determinants of 
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workforce capacity (workforce intelligence) in Australia is a primary 

motivation for the research presented in this thesis.  

 

Table 1.1 plots the temporal sequence of major public health and public 

health nutrition workforce development scholarship conducted in Australia 

since 1990. Whilst this is a non-exhaustive listing, it illustrates how public 

health nutrition workforce research and debate has paralleled public health 

workforce developments. The limited publication of this work in peer-

reviewed literature limits the accessibility of this work to workforce 

developers. 

 

 5



Table 1.1 Temporal sequence of public health and public health nutrition scholarship in Australia since 1990 
Year Public Health/ Health Promotion Public Health Nutrition 
1990 Public Health Workforce Study (PHAA 1990)  

1991-1993   
1994 Health promotion competencies developed in New South 

Wales(NSWHealth  1994) 
 

1995 Public Health Workforce Education and Training Study (CDHHS 
1995) 

National community and public health nutrition workforce study 
(Steele  1995) 

1996 National Health and Medical Research Council (NHMRC) review of 
health advancement infrastructure(NHMRC  1996) 

National Specialty Program in Public Health and Community 
Nutrition funded by PHERP (1995-1998)(Campbell et al 1997). 

1997 National Public Health partnership (NPHP) paper on factors 
influencing public health workforce investment decisions(NPHP  
1998) 

Public Health Nutrition definitions debate (Ash et al  1997; 
Hughes and Somerset  1997a; Hughes and Somerset  1997b; 
Niall and O'Dea  1997; Tapsell 1997; Yeatman 1997; Hughes and 
Somerset 1998; Mackerras 1998).  

1998  Victorian Branch DAA community nutrition survey (Anthony and 
Cooper  1998) 

1999 Education and training for health promotion: a workforce 
development strategy(Swerrissen and Tilgner  2000) 

 

2000 Delphi Study on public health functions in Australia (NPHP 2000) 
Health Promotion competencies drafted (Precision Consultancy  
2000) 

 

2001 Health promotion workforce development: A snapshot of practice in 
Australia: Draft report. (Hutchins  2002) 

 

2002 Planning framework for the public health workforce:  Discussion 
paper(Riddout et al  2002). 

Victorian Public Health Nutrition Workforce Development Strategy 
research(Hughes and Woods 2002a; Hughes and Woods 2002b; 
Hughes and Woods 2002c) 
Background consultation and workshop on the development of 
Advanced-level training in public health nutrition. 

2003 Population Health Scoping Report lists population health competency 
standards(Human Capitol Alliance  2003) 
National Public Health Education Framework developed 

Australian Public Health Nutrition Academic Collaboration 
(APHNAC) formed. 

Italics indicates grey literature (non-peer reviewed reports)         Bold indicates peer-reviewed literature
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1.2.2 Definitions are important for workforce development 
 
Widespread use of public health nutrition as a term describing a field of 

practice is a relatively recent development in Australia. It is important to 

recognise however that the actual practice of what we now refer to as public 

health nutrition has a long history in Australia and internationally.  

 

Definitions and conceptual frameworks that describe a field of practice for a 

workforce are important because they focus workforce development 

considerations and helps ensure stakeholders such as professional bodies, 

practitioners, employers, educators and the community are consistent in 

their understanding of the field of practice (the work) and the people who do 

this work (the workforce). Agreement about definitions is important for 

workforce development to ensure stakeholders are ‘speaking the same 

language’ when considering how best to develop the workforce to better 

affect public health nutrition outcomes.   

 

It is now over five years since the last paper about definitions for public 

health nutrition was published in the Australian Journal of Nutrition and 

Dietetics (Hughes and Somerset 1997a). This paper attempted to define and 

conceptualise public health nutrition as a field of practice distinct from 

dietetic practice. This paper followed my earlier experience as a practitioner 

developing new public health nutrition services in health departments in 

New South Wales (Hughes 1993) and Queensland (Hughes 1995) in the early 

1990’s. This experience highlighted the lack of awareness amongst resource 

allocators and health service managers about the nature of preventive 

nutrition service delivery and the required workforce. It also highlighted the 

lack of focus or agreement within the nutrition and dietetic profession about 

public health nutrition as a field of practice. These experiences prompted the 

drafting of the definitions paper (Hughes and Somerset 1997a) as a means to 

stimulate debate and help clarify the field.  
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The definitions and framework suggested four main modes of practice 

including clinical dietetics, community dietetics, community nutrition and 

public health nutrition, delineated by features listed in Table 1.2.   

 

Table 1.2 Nutrition service delineation model proposed by Hughes & 
Somerset, 1997 (Hughes and Somerset, 1997a) 

Feature Clinical 
dietetics 

Community 
dietetics 

Community 
nutrition 

Public health 
nutrition 

Setting Hospital Community Community Community 
Reach Individuals Individuals and 

small groups 
Population sub-

groups 
Populations 

Prevention Secondary, tertiary and 
quaternary (palliative care) 

Primary 

Paradigm Illness Wellness 
Key personnel Dietitians and health workers Multi-disciplinary and intersectoral 

Dietitians, nutritionists, health 
promotion practitioners, 

epidemiologists, health planners, 
agricultural scientists, teachers, 

medical practitioners etc. 
Determinant of 
activity 

Health worker referral Community development, needs 
assessment and policy directives 

Outcome 
timeframe 

Short to medium term Medium to long term 

 

The letters that followed this article were a mix of rejection of the model (or 

components of it) (Ash et al 1997; Tapsell 1997; Mackerras 1998) and letters of 

cautious support and/or suggestions for improvement and consideration 

(Niall and O'Dea 1997; Yeatman 1997). A summary of some of the main 

points of contention from this debate is listed in Table 1.3. 
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Table 1.3 Australian public health nutrition definition debate, main 
points of contention   

Need for debate to delineate 
workforce and develop competencies 
specific to public health nutrition 
(Hughes and Somerset 1997a; Niall 
and O'Dea 1997; Yeatman ,1997) 

versus Existing competencies for 
dietitians meet needs of public 
health nutrition workforce (Ash et 
al 1997) 

Definitions and frameworks focusing 
on modes of practice of the 
workforce (Hughes and Somerset 
1997b) 

versus Focusing on individuals or 
professionals (Ash et al 1997; 
Mackerras 1998) 

Dietitians well-placed to build on 
nutrition and dietetic competencies 
to be leaders in public health 
nutrition (Hughes and Somerset 
1997b) 

versus Few dietitians recognised as public 
health nutrition leaders in public 
health peer group (Niall and 
O'Dea 1997) 

Existing dietetic competencies and 
preparation inadequate for public 
health nutrition workforce 
development (Hughes and Somerset 
1997b; Niall and O'Dea 1997) 

versus Existing competencies for 
dietitians meet needs of public 
health nutrition workforce (Ash et 
al  1997) 

Public health nutrition a multi-
disciplinary field of practice (Niall 
and O'Dea 1997; Yeatman 1997; 
Hughes and Somerset 1998) 

versus Public health nutrition a field of 
practice for a professional group 
(dietitians) (Ash et al 1997) 

 

It is no small irony that despite the lack of agreement obvious from this 

debate in Australia, the definitions and framework proposed were adopted 

by the Nutrition Society in the United Kingdom, as evidenced by the 

following quote published in a paper on curriculum design for professional 

development in public health nutrition in Britain. 

 
The public health nutrition development group considered the paper by 
Hughes and Somerset and adopted their definition of public health nutrition, 
a substantive contribution to the philosophy of public health nutrition in 
Britain. There is less clear-cut evidence that other views or debates influenced 
the design of public health nutrition in Britain”(Landman et al  1998). 
 

It is also interesting to note that the Strategic Intergovernmental Nutrition 

Alliance (SIGNAL), which was responsible for drafting the National Public 

Health Nutrition Strategy (Eat Well Australia), drafted a definition of public 

health nutrition that made specific reference to public health nutrition not 

being about individual needs (SIGNAL 2001).  
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Expanding consultation about definitions for public health nutrition is timely 

given the limited debate since 1998, the apparent uptake of the term in 

Australian practice, and the new workforce development initiatives being 

developed and implemented by state health departments in Australia (DHS, 

2002; Lee, 2002). The ability to define public health nutrition in a way that all 

workforce development stakeholders can embrace (i.e. consensus) is an 

important pre-requisite for co-ordinated workforce development. 

 

1.2.3 What is the public health nutrition workforce? 

 
The size and composition of the workforce working to affect public health 

nutrition outcomes are logical determinants of workforce capacity. If the 

public health nutrition workforce is conceptualised as all those who make a 

contribution to changing the determinants of public health nutrition 

problems (such as obesity), the public health nutrition workforce will be 

diverse and similar to the public health workforce. It is accepted that the 

public health workforce is multi-disciplinary, employed across sectors with 

varying degrees of competence and work function (PHAA 1995; Riddout et 

al  2002).  

 

This inclusive workforce composition philosophy however appears partly at 

odds with nutrition workforce realities when considering workforce 

development. The designated public health nutrition workforce (i.e. those 

workers employed specifically to provide a preventive nutrition service 

and/or provide organisational leadership in this field) appears to be 

dominated by a single professional group (dietitians), who have a role in 

facilitating nutrition action in communities, often in collaboration with other 

professional groups, both within and external, to the health sector. This may 

be a reflection of the desirable competency mix of this professional group, 

recruitment preferences of employers or a by-product of workforce evolution 

from clinical nutrition services to preventive service delivery.  
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Whilst the inclusive workforce composition philosophy makes sense in terms 

of practice (i.e. collaborating with others to increase competency mix, 

enhance access to resources and population reach), it is less suited to 

considerations about workforce development because it makes targeting and 

prioritising of workforce development strategies difficult. One way around 

this difficulty has been to categorise the workforce into various tiers, 

accepting that each tier will have different roles, jurisdictions of influence 

and possibly different development needs. The designated community and 

public health nutrition workforce can be considered as one of these 

workforce tiers. 

 

The available information about the designated workforce group (Steele 

1995; Campbell et al 1997) suggests this is a small workforce (less than 300 

nation-wide), with mixed roles (including clinical service provision), variable 

practices and probably under-prepared for effective public health practice. 

This makes this workforce tier a priority for workforce development. 

 

There is even less information available about the roles, work contributions, 

practices and workforce development needs of other constituents of the 

public health nutrition workforce. Many of these constituents such as 

indigenous health workers, health promotion practitioners and community 

nurses have nutrition issues as only one part of a diverse portfolio of work 

activity. None-the-less, the greater size, closer proximity to communities and 

the mix of competencies mean that these workforce groups probably make 

important contributions to public health nutrition action. Similarly, advanced 

level or specialist practitioners such as epidemiologists, academics and 

health planners make different but important contributions and will have 

different development needs. They may also play important roles in 

organisation or systems based workforce development strategies such as 

mentoring, research and development and other evidence-based support.  
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The lack of information about the different public health nutrition workforce 

constituents is an impediment to effective workforce development. 

Consideration of the size of the workforce specialising in public health 

nutrition would suggest that this workforce is too small in number to be 

effective, indicating a need to invest in new positions. Without knowledge 

about how the existing workforce practices and factors influencing the 

effectiveness of practice, increases in worker numbers may lead to more of 

the same rather than better public health outcomes.  

 

1.2.4 Current practices need to change to increase workforce 
capacity 

 
The limited public health nutrition practice scholarship means that there is 

little information to describe the nature, effectiveness and scope of work 

performed in public health nutrition. My own exploration of practice has 

suggested that the existing workforce is using a limited mix of strategies 

based on limited intelligence about the determinants of the issues being 

addressed (Hughes 2000; Hughes 2002b). 

 

The available workforce data from Steele’s unpublished 1995 study of the 

Australian community nutrition workforce indicates workforce practices that 

favour clinical service provision as a result of mixed-roles and limited inter-

sectoral collaboration (Steele 1995). More recent state-specific investigations 

of workforce practices in Victoria indicate that clinical or direct-care services 

dominate and this service orientation limits the capacity of the community-

based nutrition workforce to implement preventive services and programs. 

This limited capacity appears to be due to a lack of organisational mandates 

and support for this service type and a limited preparedness of this 

workforce for public health practice (Hughes and Woods  2002b). 
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1.2.5 What work is needed from the public health nutrition workforce 
 
If the effectiveness of public health workforce development is measured by 

its effect on public health outcomes, it makes sense to consider the work 

required to bring about changes in the nutrition-related determinants of 

public health. This analysis of work required is considered to be a critical 

component of workforce development scholarship, without which workforce 

development efficiency will be compromised. This has been part of the 

rationale for recent attempts to codify the core functions for public health 

practice in Australia (NPHP 2001) and overseas (USDHHS 1995). 

 

Clarification of the work required and assessment of current work practices 

is important to direct workforce development to problem and issue 

resolution, and may require considerable re-orientation of work practices to 

more effectively and directly address the nutrition-related determinants of 

public health. 

 

1.2.6 A need for competency frameworks for effective public health 
nutrition practice 

 

The work of the Specialty Program in Public Health and Community 

Nutrition funded by the Public Health Education and Research Program of 

the Commonwealth in the mid 1990’s identified the need for competencies 

for public health nutrition practice. This opinion has recently been supported 

by research on competencies commissioned by the Dietitian’s Association of 

Australia (Phillips et al 2000b) and the reported intentions of this 

professional body to develop a system of recognition for advanced level 

practice in this field. This follows the development of a registration system 

developed specifically for public health nutrition by the Nutrition Society in 

the United Kingdom, based on competencies(Landman et al 1998; Landman 

2001). 
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Competencies for public health nutrition are important for guiding 

workforce development. This has been demonstrated in the dietetics 

profession in Australia where competencies are used as a basis for course 

accreditation and entry-level professional preparation. Competencies inform 

curriculum design, assessment, recruitment, performance review and 

continuing professional development, all of which are important aspects of 

workforce development. 

 

Personal experiences and some scholarship (Hughes 2002b) suggest that 

competency development in program management, problem/determinant 

analysis, advocacy, grantsmanship and research is required and that these 

are competency units in which the workforce is currently inadequately 

prepared. 

 

1.2.7 Workforce development strategies need to address the determinants 
of workforce capacity 

 

The small size of the designated public health nutrition workforce is an 

obvious determinant limiting workforce capacity. Increasing the size of this 

co-ordinating workforce tier seems justified as a workforce development 

strategy, but only if the growth in size of the workforce involves growth in 

positions with the necessary competency mix, mandates and organisational 

support for preventive services and access to the resources required to 

initiate change, that carry through to improvements in health outcomes.  

 

Workforce development needs to be multi-strategic and organisation or 

systems-focused rather than concentrate the focus on individuals and further 

training. Such a narrow focus (i.e. developing further training for individuals 

rather than developing a system for organisational learning and knowledge 

retention) risks being ineffective because it assumes that an individual’s 

competency is the major determinant of workforce capacity and 
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effectiveness. At present it is difficult to say with confidence that investing in 

further training of the existing public health nutrition workforce in isolation 

of other strategies (such as developing organisational systems that support 

practice) would improve public health outcomes.   

 

Effective workforce development in public health nutrition requires more 

information than is currently available. A major assumption underpinning 

this study is that workforce development based on appropriate information 

and knowledge will be more effective than current approaches. 
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1.3 Purpose of the study 
 
Using a case study approach involving different data collection and analysis 

methods, this study identified, collected and interpreted workforce 

development intelligence data relevant to the Australian public health 

nutrition workforce. This intelligence addressed the research questions listed 

in Table 1.4. 

 
Table 1.4 Research questions addressed in this thesis 
1. How do the various workforce stakeholders define public health nutrition 

as a field of practice? 
2. What is the composition of the public health nutrition workforce and how 

is it delineated? 
3. What is the size and what are the characteristics of the designated public 

health nutrition workforce in Australia? 
4. What are the core functions of public health nutrition? 
5. How does the designated community and public health nutrition 

workforce practice? 
6. What are the expected competency needs of the public health nutrition 

workforce, from the perspective of employers, experts and practitioners? 
7. How well prepared for public health nutrition is the existing workforce? 
8. What are the continuing competency development needs of the existing 

workforce?  
9. What are the factors that currently limit the capacity of the public health 

nutrition workforce and how should they be addressed?  
10. What are the workforce development strategy options and how can they 

be applied to building workforce capacity? 
 
These questions are considered in the context of the conceptual framework 

described in Chapter 3. 
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1.4 Significance of the study 

The significance of this study can be considered relative to the following 

research aims, to: 

• Fill gaps in the knowledge base to inform effective workforce 

development 

• Provide baseline data (benchmarks) for ongoing workforce 

development planning, evaluation, monitoring and surveillance 

• Contribute to international scholarship regarding public health 

nutrition workforce development by beginning a process of developing 

international consensus regarding definitions, core functions and 

competencies, and 

• Enable the development of a strategic framework for workforce 

development planning. 

 

1.4.1 Filling gaps in knowledge to inform effective workforce 
development  

 

Workforce development is itself an important strategy option for public 

health nutrition action because it directly contributes to building societal 

capacity (NSWHealth 2001). The apparent lack of information applied to 

previous workforce development amongst the public health nutrition 

workforce (as implied by the lack of published scholarship) is inconsistent 

with generally accepted standards of public health practice that require 

strategy development based on good information and thorough analysis of 

the issue or problem at hand (NPHP 1999; Gebbie et al 2002). 

 

A number of state health departments in Australia are beginning to act on 

the mandate provided for public health nutrition workforce development 

under the Eat Well Australia (SIGNAL 2001) strategy. Queensland Health 

has recently committed to a major recurrent investment in designated public 

health nutrition positions which is intended to enhance the capacity of the 

health system to address public health nutrition issues (Lee 2002). In an 
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environment with little information about workforce needs (other than 

arguments based on the size, severity and cost of the problem involved) 

there is a risk that workforce growth investments do not achieve the desired 

outcomes as quickly or efficiently as possible. The lack of information about 

the size, practices, competencies and other workforce attributes (both actual 

and desirable) also makes it difficult to evaluate the impact of such 

workforce investments, which is important in an environment that values 

resource allocation efficiency. 

 
 
In 2002, the Victorian Department of Human Services issued tenders for the 

development of public health nutrition workforce development strategy 

(DHS 1998) that emphasised assessment of the continuing professional 

development needs of the workforce rather than more broadly at a systems 

approach to workforce development. This narrow and worker focused 

approach, as opposed to systematic and organisational approach (Kennedy 

and Moore 2001) (refer Chapter 2), is in part a symptom of the lack of 

intelligence available to guide public health workforce development. 

 
1.4.2 Providing baseline data for ongoing workforce development 

planning, evaluation, monitoring and surveillance 
 
The data reported in this thesis were collected soon after the release of the 

Eat Well Australia strategy in 2001, and as a result provide a baseline for 

later evaluation of the impact and outcomes associated with the capacity 

building objectives of this strategy framework. They also provide needs 

assessment and formative evaluation data to inform workforce development 

strategy design and planning. Nutrition monitoring and surveillance is 

usually restricted to the monitoring and surveillance of nutrition-related 

parameters and indicators such as food habits, breastfeeding rates, 

anthropometric and other measures, but rarely includes assessment and 

monitoring of the capacity to address public health nutrition issues. This is 

probably a reflection of the lack of nationally stated goals or targets specific 
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to the different components of capacity such as the workforce and its 

practice. The data presented in this thesis provide a starting point for 

ongoing monitoring and surveillance, so that workforce capacity (as assessed 

by workforce composition, size, practices, competencies etc) can be tracked 

and enhanced in response to changing capacity needs and nutrition 

priorities. 

 
1.4.3 Contributing to international scholarship regarding public health 

nutrition workforce development. 
 
The research presented in this thesis makes a contribution to the limited 

knowledge developed from international scholarship. The conceptual 

framework for public health nutrition workforce development described in 

Chapter 3 provides a framework for considering workforce development 

that is applicable in any country, and as a result will be of assistance to 

international considerations about workforce research and development. The 

Australian workforce data collated and analysed in this research provide 

country-specific data against which international comparisons can be made, 

and consistencies identified.  Measurement of international consensus on 

definitional descriptors for public health nutrition, core functions and 

competencies for the public health nutrition workforce, provide the first 

attempt to assess and develop consensus about these factors in workforce 

development. As a result, this thesis provides a basis for ongoing debate, 

evolution and development of public health nutrition as a field of practice. 
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1.5 Thesis structure 
 
This chapter has introduced the study, explored the researchers initial 

position based on personal experience of the phenomenon, provided a 

background in which it is set, described the significance of the study and 

delineated its purpose.  

 

Chapter 2 provides a conceptual review of workforce development including 

definitions, its relationship with capacity building and relevance to public 

health nutrition strategy mandates in Australia. The barriers and 

methodological issues relevant to systematic workforce development are also 

described. 

 

Chapter 3 describes a conceptual framework for intelligence-based workforce 

development, which provides the framework for guiding the data collection 

and interpretation in this study.  

 

Chapter 4 describes and provides a rationale for the methodological 

approach to this study, including arguments that support the use of a 

constructivist case study approach using a mix of data generation methods. 

Each method of data generation and analysis is described including details 

relating to the performance of the method and techniques used to enhance 

data trustworthiness.   

 

Chapters 5-10 are presented as independent chapters that present data and 

interpretation on the chapter theme via triangular analysis of data sources.  

Chapter 5 focuses on definitions for public health nutrition, providing a 

context for interpreting workforce development in this field. Chapter 6 

focuses on describing the composition, characteristics, size of and delineation 

of the public health nutrition workforce. Chapter 7 focuses on existing 

workforce practices and Chapter 8 defines desired functions for the public 

health nutrition workforce, including the development of a list of core 

 20



functions based on triangulation of data and international consensus 

measurement. 

 

Chapter 9 explores the development of a competency framework for public 

health nutrition and Chapter 10 addresses continuing competency 

development needs of the current workforce.  

 

Chapter 11 provides a summative discussion interpreting the various data 

collected to theorise about the factors limiting the capacity of the public 

health nutrition workforce in Australia.  

 

Chapter 12 describes a framework for workforce development strategies and 

associated opportunities based on this intelligence.  
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CHAPTER 2 
 

WORKFORCE DEVELOPMENT 

2.1   Preamble 
2.2   Workforce development defined 
2.3   Workforce development as a capacity building initiative 
2.4   A systems approach to workforce development 
2.5 Barriers to public health nutrition workforce development 
2.6  Methodological issues relevant to public health nutrition  
       workforce development scholarship 
 
2.1 Preamble 
 
This chapter reviews the workforce development literature relevant to public 

health to provide a context for this study. In particular it focuses on the 

following lines of inquiry: 

• How is workforce development defined in the public health lexicon? 

• What is the relationship between workforce development and building 

capacity for effective public health action? 

• What are identified in the literature as the methodological and systems 

barriers to public health workforce development and,  

• How do these questions relate to the public health nutrition workforce 

development in Australia. 

 
2.2 Workforce development defined 
 

A clear definition of workforce development is required to provide context 

for this study. A major impediment to progress with workforce development 

is equating public health workforce development with training, rather than 

understanding it as a system for preparedness (Lichtveld et al 2001). 

Workforce development if primarily viewed as a matter for improved 

training and education for workers is unlikely to yield high returns unless 

there are supporting structures present in the workplace to maintain and 
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reinforce the effects of training (Kennedy and Moore 2001). Only limited 

success can be achieved when the focus is upon individual skill acquisition in 

isolation of the environment within which new competencies can be 

implemented (Hutchins 2002). 

 

There are a range of definitions that have been used in the public health field 

in Australia and internationally in the recent past that can be considered as a 

basis for developing a definition of workforce development to provide the 

context for this study.  

 

In 2001 the New South Wales Health Department defined workforce 

development as:  

 

A process initiated within organisations and communities, in response to 
identified strategic priorities of the system, to help ensure that the people 
working within these systems have the abilities and commitment to 
contribute to organisational and community goals (NSWHealth 2001).  

 

A recent public health workforce planning discussion paper commissioned 

by the National Public Health Partnership in Australia (Riddout et al 2002) 

has defined workforce development as: 

 

Strategies that influence the environment affecting the training, work 
practices and careers of public health professionals. 

 
These authors argue that workforce development is a more holistic approach 

than the traditional workforce planning models (that focus on workforce 

supply and demand relative to policy objectives). 

 

A consistent feature of these definitions is the emphasis on the work 

(practices) and the worker (people, abilities, commitment, careers). The 

reference to the work environment in the second definition is consistent with 

public health workforce development scholarship in the United States that 
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argues that the work organisation (or environment) is another critical feature 

of workforce development (Kennedy and Moore 2001; Lichtveld et al 2001). 

 
Both of these workforce definitions tend to focus on the existing workforce in 

terms of its practices and work capacity rather than considering the 

adequacy of workforce size and composition.  Strategies that address the 

adequacy of the supply and distribution of the workforce is traditionally 

referred to as workforce planning, which as a term, seems to have been 

superseded by workforce development in the public health lexicon (Riddout 

et al 2002).  

 
Workforce development in the United States has been described as involving 

three inter-related actions including planning the workforce (a quantity 

concern), training the workforce (a quality concern) and managing the 

workforce (a performance concern) (Filerman  2000).  

 

Health workforce planning in the United Kingdom has taken a more holistic 

approach including a full range of human resource policies including 

education, training, pay, skills mix, recruitment and retention, career 

structure as well as technical supply and demand modelling (DOH 2000; 

Riddout et al  2002). 

 
Building on these definitions, the following definition of workforce 

development is proposed as the basis for public health nutrition workforce 

development in this study.  

   
Workforce development refers to the strategic investment of resources by 
organisations and communities in activities that reach and maintain a 
critical mass of human resources, develop organisational environments that 
enable and promote effective practises and enhance the competency of the 
workforce for more effective public health nutrition effort that achieves public 
health outcomes. 

 
The rationale for the additional emphasis on terms such as strategic 

investment, critical mass and organisational environments is consistent with 
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the more holistic definitions such as that used in the United Kingdom, and 

will be reinforced and justified throughout this study.   

 
 
2.3 Workforce development as a capacity building initiative 
 
Building infrastructure to increase societal capacity to address nutrition 

issues is an important element of public health nutrition practice. 

Infrastructure in this sense includes policy development systems, intelligence 

gathering systems (such as monitoring and surveillance, intervention 

research and evaluation), workforce development and program delivery 

systems that direct and support action to promote, protect and maintain 

population health (NHMRC 1996). Public health capacity is the ability to 

achieve stated public health objectives at various levels with respect to 

ongoing and emerging health problems. The public health workforce is a 

central component of public health capacity (Beaglehole and Dal Poz  2003). 

 

Capacity building is defined as an approach to the development of 

sustainable skills, structures, resources and commitment to health 

improvement in health and other sectors to prolong and multiply health 

gains. It increases the range of people, organisations and communities who 

are able to address health problems, and in particular, problems that arise 

out of social inequity and social exclusion (NSWHealth 2001). Building 

public health capacity is the process of improving the ability of the public 

health workforce to meet its objectives and to perform better (Beaglehole and 

Dal Poz 2003). 

 

In the context of the broad definition of public health as defined by the 

National Public Health Partnership (referring to public health as the 

organised response by society to protect and promote health, and to prevent 

illness, injury and disability) ; capacity building relates to enhancing the 

ability of society to organise efforts to address public health issues. The 
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capacity of society to organise efforts to address nutrition related issues is 

determined by a number of factors, particularly those determined by 

taxpayer or community funded health infrastructure (health departments, 

non-government organisations) and the food industry. The workforce is one 

of several system inputs that comprise the public health infrastructure 

contributing to societal capacity to address public health issues (Kennedy 

and Moore  2001). The health workforce is a major capacity contributor, not 

only in terms of its size, competencies and practices, but also in terms of its 

ability to work effectively in the cultural, organisational and political 

environment of the workplace. 

 

Capacity building strategies include organisational development, resource 

allocation, partnerships and leadership, in addition to workforce 

development (NSWHealth 2001). It has been argued that it is artificial to 

isolate workforce development from these other factors as workforce 

development is often contingent on organisational support, resource 

allocation, leadership and partnerships (Hutchins  2002). One of the priority 

action areas in the national public health nutrition strategy (Eat Well 

Australia) (SIGNAL 2001) focuses on capacity building, with specific 

recognition of workforce development within this action area. The 

underpinning rational is that in concert with other capacity building 

initiatives such as resource allocation, organisational development, 

leadership and partnerships, workforce development can contribute to 

capacity building within communities to address public health nutrition 

issues. 

 

2.4 A systems approach to workforce development 

There is a dearth of literature evaluating workforce development strategies 

in the field of public health that can be used to consider best practice. From 

consultation conducted in a review of the Australian health promotion 

infrastructure in 1996 (NHMRC 1996) a number of key elements of best 
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practice for health promotion workforce development are noted in Table 2.1 

with a commentary about the how these elements have/ or have not been 

applied in Australia. 
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Table 2.1  Features of best practice health promotion workforce development (NHMRC 1996), with Australian analysis.  
Feature Description (What’s needed) Australian analysis (What has been done?) 
1. Quality practice 
 

Equitable, accessible and relevant workforce development 
designed specifically for the workforce, multi-sectoral and 
multi-level training opportunities, culturally appropriate 
and accountable 
 

Public health nutrition workforce development 
has been sporadic, opportunistic, ad hoc, 
largely uncoordinated at a national level (Steele 
1995; Campbell et al 1997) and unequally 
applied across states. Workforce development 
tends to be uni-sectoral (Health). 

2. Infrastructure available 
and organisational 
capacity for workforce 
development 

 

National policy with explicit reference to workforce 
development, agency and management recognition and 
support, capacity of organisations to facilitate and manage 
workforce development 

Eat Well Australia Strategy recognises and 
mandates a need for workforce development 
but there is little evidence for an organisational 
infrastructure developed to facilitate public 
health nutrition workforce development.  

3. Resources that are 
sufficient to ensure 
sustainability 

 

Funding models that facilitate sustainability, adequate 
funding, efficient and cost-effective. 

Funding is largely dependent on state health 
sector budgets, with no known Federal funding 
since the end of the 1990’s for public health 
nutrition workforce development. 

4. Nationally agreed 
competencies defining 
knowledge and skills 

Based on nationally delineated competencies, produces 
measurable changes in knowledge and skills and based on 
future practice as well as contemporary needs 
 

No public health nutrition specific competency 
standards as at end 2003, despite recognition of 
the need for standards. 

5. An effective process of 
delivery 

Using multiple strategies, relevant technologies and flexible 
delivery modes, acknowledging and reinforcing incidental 
learning opportunities, mentoring, adult learning, 
recognition of prior learning and experiential learning 

No process developed as at end 2003. 

6. A style of delivery that is 
matched to the needs of 
the workforce and to the 
demands of the content 

Use of a range of opportunities available in the workplace 
and coordination between providers 

No national coordination or articulation of 
workforce development as at end 2003. 
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These features of best practice reflect a systems approach to workforce 

development recently described and promoted in the United States. The 

systems approach describing the strategic elements for public health 

workforce development is described in Figure 2.1 and Table 2.2. This 

approaches highlights the relationship and interdependencies amongst three 

components of the system of public health practice; the work, the worker, 

and the work setting (Kennedy and Moore  2001).  

 

The systems approach to public health workforce development suggests that 

advancements in workforce competence may require major organisational 

development and redesign efforts in the public health sector. Organisations 

will need to become learning systems. United States scholars suggest that 

creating the organisational capacity to enable knowledge creation and use 

may be the greatest determinant of how public health agencies perform in 

the twenty first century (Kennedy and Moore 2001). 

 
Figure 2.1 Strategic elements for public health workforce development 
 
 

Monitor 
workforce 

composition 

Identify 
competencies/ 

Develop curriculum

Design integrated 
learning system 

Assure 
financial 
support 

Conduct 
evaluation and 

research 

Use incentives to 
assure competency

 
 
 
 
 
 
 
 
 
 

From (Lichtveld et al  2001) 
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Table 2.2 Strategic elements and strategies for public health workforce  
development 

Element Desirable strategies suggested 
Monitor workforce 
composition and project 
future needs 

• Systematic, ongoing monitoring of workforce 
composition using standard definitions.  

• A systematic, nationally consistent, process should 
be developed to forecast future needs and 
recommend changes in workforce composition and 
competency in relation to trends in practice. 

Identify competencies and 
develop related curriculum 

• Includes basic to advanced skill building on cross 
cutting competencies (i.e. competencies consistent 
across fields and jurisdictions) 

Design an integrated learning 
system 

A nationwide delivery system with a unifying structural 
design should have learner centred components including: 
• On-line shopping guides/registration 
• High quality competency based programs 
• Capacity for feedback and competency assessment 

Provide incentives to ensure 
competency 

• A combination of incentives and certification 
• Ability to link financial compensation and career 

paths with continuing professional development 
• Certification linked to eligibility for jobs  
• Performance standards for local agencies that make 

workforce development accountable 
Conduct evaluation and 
research 

• There should be a strong commitment to research on 
workforce development as well as evaluation of the 
life-long learning system 

• Workforce development needs to be informed by 
evidence of needs and intervention effectiveness. 

• A research agenda that links workforce development 
with health outcomes  

Ensuring financial support • Stable and dedicated funding to workforce 
development is needed to develop, coordinate, 
support and evaluate learning programs. 

From (Lichtveld et al  2001) 
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2.5 Barriers to public health nutrition workforce development 
 
Despite recognition of the importance of, and a mandate for, workforce 

development in public health nutrition in Australia, there is a range of 

barriers to systematic attempts to develop the workforce. In particular, there 

is a lack of intelligence that can be used to direct strategic workforce 

development, which is consistent with that found in broader public health 

workforce scholarship (PHAA 1990; CDC/ATSDR 2001; Lichtveld et al 2001; 

Riddout et al 2002). A summary of these barriers is presented in Table 2.3.  

 
Table 2.3   Systematic barriers to public health workforce development  
Barrier 
• Limited approaches to workforce development such as equating workforce 

development with training rather than understanding it as a system for 
preparedness 

• Lack of data enumerating and profiling the public health workforce and its 
continuing education needs 

• Lack of consensus about the basic and cross-cutting competencies or 
curricula needed in public health (nutrition) 

• Lack of an integrated system for life-long learning 
• Inadequate incentives for participation in training and continuing education 
• Absence of a uniform approach to individual, program or system evaluation 
• Financing of workforce training and continuing education is hampered by 

the absence of a coherent policy and funding strategy framework.  
• No national framework for certification /credentialing 
• Limited research to evaluate the relationship among individual competency, 

organisational performance and health outcomes. 
• Limited data exist regarding effective strategies for sustaining workforce 

preparedness and translating research findings into interventions.  
Adapted from (CDC/ATSDR 2001; Lichtveld et al  2001; Hutchins 2002) 
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2.6 Methodological issues relevant to public health nutrition  
workforce development scholarship 

 

Attempts to develop the intelligence data required to progress public health 

workforce development are constrained by a number of methodological 

challenges identified in earlier public health workforce scholarship. These are 

summarised in Table 2.4. The barriers and methodological issues presented 

in Tables 2.3 and 2.4 have relevance to public health nutrition workforce 

development in Australia, and provide a justification for undertaking 

research to develop the information base required for intelligence-based 

workforce development, as presented in this thesis. 
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Table 2.4 Public health (nutrition) workforce study methodological issues and analysis relating to public health nutrition in Australia 
Methodological issues Australian analysis 
Absence of workforce definitions Agreement about how public health nutrition is defined appears 

elusive 
Occupational classifications in use rarely reflect the duties and 
qualifications currently expected of incumbents. 

Variable use of position titles specific to public health nutrition 

Boundaries between public health occupation categories often are not 
delineated, categories are not mutually exclusive and overlap extensively 
with regard to knowledge base, skills and tasks. 

 

Classification systems lack consistency. Some occupations are defined by 
what they do, whilst others defined by where they do it. 

Variable use of community nutrition and public health nutrition to 
describe positions and practice. 

Multi-disciplinary nature of the public health nutrition workforce. Many different health workers participating in public health 
nutrition work. Some recognition that public health nutrition work 
is multi and/or intra-disciplinary. 

Position descriptions lack uniformity across jurisdictions and 
organisations. 

Variability in position descriptions across health services 

No professional licensure or certification requirement providing 
categories for data collection. 

Limited to Dietitian Association of Australia membership (or 
eligibility). 

Variety of roles and responsibilities. Community based nutritionists may have mixed clinical and 
preventive roles, particularly in rural practice (Hughes 1998) 

Differing employers. Variable employers within health sector, some in other sectors. 
Varied skill requirements at different levels and settings.  
Diversity of job titles. May be public health nutritionist, community dietitian, nutrition 

project officer, nutritionist or combinations of these descriptors. 
Limited workforce data collection systems. Limited data collection systems and mostly specific only to 

dietitians (via professional association) 
Limited research data regarding the public health nutrition workforce. Limited to studies of the dietetic workforce 

Adapted from(PHAA 1990; Gebbie and Merrill  2001; USDHHS  2001)
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CHAPTER 3 
 

A CONCEPTUAL FRAMEWORK FOR 
INTELLIGENCE-BASED PUBLIC HEALTH 

NUTRITION WORKFORCE 
DEVELOPMENT 

 
3.1 Preamble 
3.2 The need for a conceptual framework 
3.3 The conceptual framework 
3.4 Framework components 

3.4.1   Problems and priorities- the need for organised action 
3.4.2 Solutions and best buys 
3.4.3 Work needed 
3.4.4 Capacity to do work 
3.4.5 Workforce development needed 

3.5   Conclusions 
 
 
3.1 Preamble 
 
Conceptual frameworks have been described as a loose construction of concepts 

assembled by virtue of their relevance to a common theme. It is possible to use 

these concepts as building blocks for the generation of hypotheses and to reflect 

an understanding or the philosophical assumptions of the designer (Polit and 

Hungler 1999).  This chapter proposes and describes a conceptual framework to 

assist intelligence gathering for workforce development, using a problem-based 

approach. As such it helps identify the intelligence needs for problem-based 

workforce development planning, and serves as a framework to direct the 

research conducted throughout this thesis. 
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3.2 The need for a conceptual framework 

 

As outlined in Chapter 2, public health workforce development scholarship in 

the United States (CDC/ATSDR 2001; Lichtveld et al 2001) has identified a 

range of barriers associated with workforce development that have relevance 

for public health nutrition. Many of these barriers are epistemological and point 

to the need for information from various sources that can guide effective and 

systematic strategy development and problem resolution. Intelligence-based 

approaches attempt to reduce the effect of these limitations by building on 

evidence-based knowledge to include information collected from methods 

outside the discipline specific and quantitative methods. For example, 

intelligence about workforce development may be enhanced by information 

from qualitative methods such as in-depth interviews, organisational review, 

reflective practice and community or stakeholder consultation, when it is 

structured within a clearly defined framework.  

 

Workforce development needs to be considered systematically rather than 

being simply a product of training (Kennedy and Moore 2001). This is 

important because much of the available literature that relates to public health 

nutrition workforce development has focused on training as the basis of 

workforce development (Hess and Haughton 1996; Landman et al 1998; Dodds 

and Polhamus 1999; Yngve et al 1999; Landman  2001)  with limited reference to 

the other capacity building components such as organizational support, 

leadership, resource allocation and  partnerships (NSWHealth 2001).  This 

literature on training for public health nutrition workforce development has 

also been mostly discipline based (Hess and Haughton 1996; Olmstead-Schafer 

et al 1996; Corby 1997; Landman et al 1998) although some authors have argued 

for multi-disciplinary approaches (Rogers and Schlossman, 1997). Pelletier 

(1997) has argued that the disciplinary and interdisciplinary approaches to 

public health nutrition are insufficient for generating effective and sustainable 

solutions and problem–orientated approaches are required. 
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Approaches that emphasise the linkages and relationships amongst multiple 

factors (or determinants) affecting an issue (the ecological model of public health 

practice) is now recognised as a critical framework for public health practice, 

education and development (Gebbie et al 2002). It has applications for 

workforce development. 

 

A framework for workforce development considerations in public health 

nutrition is presented to extend a problem-based approach to workforce 

development for public health nutrition, and explore the related intelligence 

requirements. 

 

3.3 The conceptual framework 

 

The following conceptual framework for workforce development has been 

developed drawing on the peer-reviewed and non-peer reviewed workforce 

development literature (NPHP 2000; CDC/ATSDR 2001; Kennedy and Moore 

2001; Lichtveld et al 2001; NPHP 2001; Hutchins 2002; Riddout et al 2002; 

Ruderman and Grason 2002; Beaglehole and Dol Paz 2003) with particular 

emphasis on identifying workforce development intelligence needs. 

 

This framework, conceptualised in Figure 3.1 and described in Table 3.1, is 

underpinned by the following principles: 

1. Access to knowledge and information is central to the workforce 

development process and is a prerequisite for enabling evaluation of 

strategy effectiveness. 

2. The primary purpose of public health nutrition workforce development 

is to develop capacity to effectively develop and implement solutions 

that address public health nutrition problems  

3. The system is interactive in nature with inter-relationships between 

adjacent components of the system.  

4. Effective workforce development will change the problems and priorities 

(i.e. produce favourable public health nutrition outcomes). 
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The clock-wise direction of this model implies that there is a progression of 

intelligence from each section of the framework that informs later research. For 

example, knowledge of the work needed informs research and considerations 

about the capacity of the workforce needed to perform this work. The cyclical 

nature of the framework reflects the numerous possible starting points for 

strategic investigation of, and investment in, workforce development. It also 

illustrates the ongoing need for the application of different types of intelligence 

information for workforce development planning. 

 

Figure 3.1. Problem-based workforce development intelligence framework 

Workforce 
development 

needed 

Best buys = investments in s
relative to the investment of

 

PHN problems 
 and priorities
Solutions 
and best 
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needed 
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Table 3.1 Description of the workforce development framework with reference to intelligence sources and preliminary analysis 
for Australia 

Stage Rationale Intelligence source examples Preliminary analysis for Australia 
Problems and 
priorities 

A focus on public health (nutrition) problems and priorities 
is required to ensure workforce development investments 
achieve the optimal return and reflect population health 
goals(Ruderman and Grason  2002).  
 

Monitoring and surveillance 
Research  (eg. burden of disease 
studies)  
Community consultation 
Health sector priority rationales 
Expert opinion 

In Australia the national strategic plan for 
public health nutrition (SIGNAL 2001) 
has identified priority issues for public 
health nutrition action and provide a 
basis for focusing workforce efforts. 

Solutions and 
best buys 

Intervention research (formal efforts to design, evaluate and 
improve the effectiveness of public health nutrition 
interventions) can inform investment decisions. Knowledge 
of what works, why and where are important sources of 
intelligence for workforce development as it can inform 
considerations about the work required.  
 

Intervention research 
Determinant analysis 
Reflective practice 
Experiential learning 

There is a limited intervention research 
literature, including effectiveness reviews 
conducted in Australia (VDHS 1998) and 
internationally (HEA 1997; IUHPE 2000). 
Models for determinant analysis (NPHP 
1999) developed to inform portfolio 
development in public health. 

Work needed The work that is needed to implement solutions to address 
identified problems/priorities is commonly referred to as 
core functions. Core functions provide a description of the 
work required. This in turn can be used to compare with 
current work practices and workforce characteristics to 
identify workforce deficits and strengths.  

Core functions (USDHHS 1995; 
NPHP  2001) 
Current practice review 
Employer expectations 

Core functions for public health have 
been developed but there are not specific 
to public health nutrition. Currently 
limited intelligence about workforce 
practices or employers expectations. 

Capacity to do 
work 

The capacity of the workforce to do the work identified 
depends on a combination of workforce size, composition, 
competency mix and support (influenced by and including 
resource allocation, leadership, organizational support and 
access to intelligence). 
 

Workforce enumeration/profiling 
Continuing professional 
development needs assessment 
Organisational and policy 
structure review/analysis 
 

Intelligence limited to studies targeting 
the dietetic workforce (Scott and Binns 
1988; Scott and Binns 1989; Williams 1993; 
Hughes 1998; Meyer et al  2002) and 
unpublished studies of the community 
nutrition workforce (Steele 1995; Anthony 
and Cooper 1998). 

Workforce 
development 
needed 

Information about workforce development strategies and 
evaluation, existing workforce preparation and barriers to 
workforce development are important in developing 
strategic approaches to workforce development. 
  

Competencies literature 
Competency development 
research 
Workforce development 
intervention research 
Practitioner consultation 

Competency literature limited to entry-
level dietetics (Ash and Phillips 2000; 
Phillips et al 2000a; Phillips et al 
2000b).No known workforce 
development literature. 
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3.4 Framework components 
3.4.1 Problems and priorities: The need for organised action 

Diet is widely acknowledged as a major factor affecting population health 

and well-being. Burden of disease studies (Mathers et al 1999; Public Health 

Division 2000) and economic estimates of the cost of diet-related diseases 

(Crowley et al 1992) have been used to illustrate the scale of the diet-related 

disease problem and inform policy and strategy development in Australia. 

The problems identified from these studies reflect those found globally, such 

as spiralling obesity rates, the high burden associated with cardiovascular 

disease, diet-related cancers and diabetes (WCRF/AICR 1997; World Health 

Organisation 1997b). As in many countries, prioritising action in Australia is 

aided by national nutrition strategy development processes that have 

considered priority action areas based on methods such as broad community 

and professional consultation and evidence review (Miller & Stafford 2000; 

SIGNAL 2001). These various sources can assist workforce development by 

identifying which problems the workforce needs to focus on. 

 

3.4.2 Solutions and ‘best buys’ 

 

Problem-based approaches focus on understanding the problem by collecting 

and analysing intelligence about its causes and using this to develop 

solutions. Information about the effectiveness of public health nutrition 

interventions is an important aspect of the intelligence required to optimise 

public health nutrition action. Intervention research (research investigating 

and evaluating interventions and strategies) in Australia is limited, but there 

is much that can be gleaned from international research in nutrition and 

related fields of public health. Campaigns that have been relatively 

successful in dealing with public health problems in the past include those 

targeting smoking, wearing seatbelts, drink-driving and poor immunization 

rates.  Analyses of these campaigns have helped to identify features that may 

provide important leads for public health nutrition interventions (World 
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Health Organisation 1997b). Structural and environmental change and 

legislation including punitive action have been important contributors to 

these successes. There is an accumulating international literature on public 

health nutrition effectiveness (HEA 1997; World Health Organisation 1997b; 

IUHPE 2000). The features of successful interventions highlighted from these 

reviews is summarised in Table 3.2.  

 

Table 3.2 Main features of past successful public health and nutrition 
campaigns 

Feature of Campaign Source 
Investment in understanding the determinants of a 
nutrition problem 

(VDHS 1998; IUHPE 2000)

Community participation is essential  (Nutbeam 2000)

Adequate duration, size and sophistication of 
interventions that recognises the complexity of nutrition-
related problems. 

(HEA 1997; Nutbeam 2000) 

A steady and staged approach (World Health Organisation 

1997b; Nutbeam 2000). 

Investment in thorough intervention planning (HEA 1997; VDHS 1998; 

Nutbeam  2000; Gok  1993)

Legislative action (including punitive action) (World Health Organisation 

1997b; IUHPE  2000) 

Education (World Health Organisation 

1997b; IUHPE  2000; HEA  1997) 

Environmental change (IUHPE 2000; HEA 1997)

Social interaction and support to facilitate change (IUHPE 2000; VDHS 1998) 

Advocacy (World Health Organisation 

1997b; VHHS 1998) 

Intersectoral responsibility and action (World Health Organisation 

1997b; VDHS 1998; NPHP 1999) 

Strategies based on theories of behaviour change (HEA 1997; Nutbeam 2000; Gok 

1993; NPHP  1999) 

Economic incentives to encourage healthy eating (IUHPE  2000)

Attention given to creating the necessary conditions for 
successful implementation of a program. 

(IUHPE  2000)

A bias for action (VDHS  1998)

Adequate Infrastructure to support action (NPHP  1999)

Emphasis on evaluation (NPHP  1999)

 
Identifying effective strategies and interventions can inform workforce 

development planning because it helps isolate the various types of work 

required by the workforce. 
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3.4.3 Work needed 

 

Various attempts have been made to identify the work needed from the 

public health workforce as reflected by core functions or essential services 

(USDHHS 1995; Sapirie 1999; NPHP 2001). Comparison of this core functions 

work between countries indicates considerable similarity in statements about 

the work needed by the public health workforce, such as monitoring and 

surveillance, intervention management (needs assessment, planning, 

implementation, evaluation), policy and legislative measures and public 

health service delivery. Public health core functions have obvious currency 

when considering public health nutrition workforce functions and the work 

these imply. It is however unclear whether broad public health functions 

adequately describe the work needed from the public health nutrition 

workforce in a way that meaningfully assists workforce development. One of 

the challenges therefore, is to identify the specific functions or work required 

of the public health nutrition workforce to inform workforce development 

initiatives.  

 

3.4.4 Capacity to do work 

 

Consideration of the workforces capacity to do the required work should not 

only include analysis of the composition of the workforce (who), 

enumeration (how many), existing practices and competencies but also the 

organisational environment of the workplace. This follows the systems 

approach to workforce development that identifies the worker, the nature of 

the work and the work organisation as components of the system (Kennedy 

and Moore 2001). The workforce’s access to intelligence to inform effective 

practice and the necessary physical infrastructure such as equipment is also 

likely to impact on the workforces capacity to effectively address public 

health nutrition issues. The importance of considering all of these 

determinants of workforce capacity has recently been illustrated in Australia 
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where an assessment of the capacity of the public health nutrition workforce 

in the state of Victoria has shown a designated workforce (community 

dietitians) constrained by service and organisational orientations (clinical 

direct-care emphasis) that have limited population based and preventive 

service delivery (Hughes and Woods 2002b).  

 

3.4.4.1  Workforce composition 

 

The complexity of nutrition problems and the limitations of discipline 

specific knowledge and approaches requires multi-disciplinary cooperation 

and active involvement of the community in solution generation (Pelletier 

1997; Rogers and Schlossman 1997). The public health nutrition workforce 

can be considered as all those who make a contribution to organised efforts 

to protect and promote health through better nutrition. This broad view 

however is logistically problematic for workforce development as it is 

difficult to identify target groups for development, and the limited available 

resources for workforce development require a prioritisation of investment.  

 

In order to address this difficulty of defining the workforce in related areas 

of public health, variations on a multi-tiered workforce model (layered and 

multi-disciplinary) have been proposed in Australia for the public health 

(PHAA 1990; Riddout et al 2002), health promotion (NHMRC 1996) and 

public health nutrition workforces (Campbell et al 1997). Each of these multi-

tier models include a distinction between specialists with specific 

competencies, roles and mandates for work in the area, generalists with 

broad competency bases and who may work in the field of nutrition on a 

part-time or ad hoc basis and other health workers who make variable 

contributions to the work needed. Delineating the various workforce tiers is 

important in a systems approach to workforce development because the 

different contributing work groups will have different development needs. 

Information about the different workforce development needs can inform 
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prioritisation of workforce development strategy investments. A recent 

application of this approach to public health nutrition workforce 

development in Victoria has identified dietitians as an initial priority 

workforce group for development because of the considerable existing 

competencies relevant to public health nutrition, greater access to 

opportunities to apply new competencies in the workplace and the 

leadership and nutrition facilitation role this group plays in the local health 

system (Hughes and Woods  2002c). 

 

3.4.4.2  Workforce Enumeration and Profile 

 

The size of the workforce relevant to the scale of the work needed has 

obvious implications for the capacity of the workforce to implement 

solutions to identified problems. There is general acceptance of the notion of 

a critical mass of human resources required within a workforce (Riddout et 

al 2002). Profiling the public health nutrition workforce is essential in order 

to be able to assess the capacity of the public health nutrition workforce to 

perform nominated core functions (Haughton et al 1998).   

 

This involves more than just counting the workforce, and is currently 

difficult to achieve. Public health workforce development scholarship in the 

United States (Gebbie and Merrill 2001; USDHHS 2001) has outlined some of 

the limitations that hamper the ability to enumerate the public health 

workforce, which are relevant to public health nutrition workforce studies 

(Table 2.4, Chapter 2). 

 

There have been few published studies attempting to profile the 

demographic, educational or practice characteristics of national public health 

nutrition workforces. These studies (Gatchell and Woolcott 1992; Adamson 

and Cowburn 1996; Haughton et al 1998) have been discipline specific (or 

focus on the specialist tier) rather than multi-disciplinary in focus. Further 
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efforts to enumerate and profile the public health nutrition workforce are 

required to support workforce development planning.      

 

3.4.4.3  Current workforce practices 

 

Analysis of the work being undertaken by the workforce is arguably as 

important as analysis of workforce size. In the context of public health 

nutrition, work that focuses on implementing public health nutrition 

functions to address identified problems influences workforce effectiveness. 

This analysis might include reviews of workforce strategy utilization, 

intervention activity as well as specific workforce practice quality assurance 

studies. It is critical to be able to identify determinants of workforce activity 

and practice such as the effects of workforce preparation, competency gaps, 

organisational restrictions on practice and access to intelligence to inform 

problem analysis, solution generation and service delivery. At present, there 

are few studies of this nature in the literature. 

 

3.4.4.4  Workforce preparedness and existing competencies 

 

Training and education received prior to workforce entry contributes 

significantly to workforce preparedness to do the necessary work. There 

have been few attempts to critically assess how efficient the existing 

university and profession-based education system is in preparing the 

workforce for public health nutrition work. In Australia an unpublished 

state-wide survey of the dietetics profession in 1998 (Anthony and Cooper 

1998) reported that only one third of graduates who graduated in the past 10 

years felt confident to practice in community nutrition on graduation and 

only 15% for public health practice. Whilst self-reported confidence may not 

be a valid measure of actual competency or the adequacy of work force 

preparation it does suggest perceived inadequacies in dietetic education 
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and/or the post-basic nature of competencies required for practice in this 

field.  

 

3.4.4.5  Organisational commitment/ mandates for action 

 

The capacity of the workforce to address identified problems can be 

determined by their organizational environment. Without a mandate for 

practicing in a population based and preventive mode, workers may be 

constrained by a lack of management support and the associated resource 

allocations required to undertake the necessary work. Assessment of the 

organizational support of the workforce and the employment context is 

therefore a critical component of workforce development intelligence 

gathering and planning.  

 

3.4.4.6 Access to intelligence to support effective intervention 
management 

 

Workforce practices, resource allocation decisions by practitioners and 

service managers and subsequent workforce effectiveness can be determined 

by access to information that best informs strategic approaches to problem-

resolution. Intelligence from intervention research (which answers questions 

such as which interventions work, when, how and on who?) and research 

that assists determinant analysis are examples. 

 

3.4.4.7  Physical infrastructure 

 

The workforces access to physical infrastructure such as vehicles to reach 

communities, computers and information systems to assist research and 

communication has obvious impacts on workforce capacity, resource 

allocation decisions and priorities. It therefore should be considered when 

investigating the public health nutrition workforce capacity, and the most 

effective workforce development strategies. 
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3.4.5 Workforce development needed  

 

Systems approaches to workforce development in public health have 

previously highlighted the relationships between the work, the worker and 

the work setting (Kennedy and Moore 2001). It is likely that effective 

workforce development requires multiple strategies. 

 

Workforce development strategies should focus on addressing factors that 

limit workforce capacity to solve identified problems. Using the framework 

presented in this chapter, workforce development strategy planning draws 

on the intelligence obtained and considered in the earlier stages of the 

system. This may be complimented by intelligence from early workforce 

development intervention research. This information-base however is 

currently limited, particularly in the field of public health nutrition.  This 

supports a need for further investigation of workforce development strategy 

effectiveness, particularly given the potential limitations of focusing on 

training as a workforce strategy in isolation of other capacity issues 

mentioned in this discussion so far. 

 

New workforce development intervention research is also important given 

the additional investment of resources required for many of the workforce 

development strategies proposed, such as workforce growth (new positions), 

service organization restructuring, extra training and physical infrastructure 

investments. Fund allocation to support workforce development needs to be 

informed by intelligence and these investments need to be evaluated for 

effectiveness. 
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3.5 Conclusions 

 

This framework illustrates the intelligence needs for a systems and problem -

based approach to workforce development. It can be used to identify existing 

gaps in the knowledge required to inform workforce development and focus 

workforce research efforts. The obvious conundrum with identifying 

workforce development intelligence gaps and needs is that it usually 

identifies a need for more work. In scenarios with under-developed 

workforces, finding enough staff with the necessary competencies to conduct 

and sustain the necessary intelligence base will require a mix of work 

prioritization, service re-orientation and greater collaboration between 

practitioners, academics and the communities they serve. The counter-

argument to maintaining the status quo however is that the existing 

investment in the workforce will be less productive or effective without this 

new knowledge. The remainder of this thesis focuses on collecting and 

interpreting data from various sources using different methods to build the 

intelligence against this framework, with particular emphasis on information 

relating to the work needed, the capacity of the workforce and workforce 

development strategies required to build capacity.   

 

The following chapter details the mixed-method approach used in this study 

in order to obtain information from different sources and methods to fill the 

gaps in the intelligence-base as defined by the conceptual model presented in 

this chapter. It details the rational, research objectives and provides 

description of the methods, strategies used to ensure data quality and an 

analysis of how well the method performed against research quality 

standards.  
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4.1 Preamble 
 
This chapter presents the methodological approach used in this study. It 

provides a description and rationale for the use of the case study approach 

using different research methods to explore workforce development issues in 

the field of public health nutrition.  

 

The literature review and description of workforce development scholarship 

relevant to public health nutrition presented in Chapter 2 illustrates that 

there are a number of features of the current knowledge environment that 

justify the use of the mixed-method case study approach applied in this 

study. These features are summarised in Table 4.1. 

 

Table 4.1 Features of public health nutrition workforce development in 
Australia   

• Limited available intelligence about the nature, size, practises, competencies and 
workforce development needs of the workforce 

• There is a lack of clarity about who constitutes the public health nutrition 
workforce 

• The workforce has evolved opportunistically and intuitively rather than 
systematically 

• Workforce development and its outcomes are influenced by a range of 
individual, cultural, political and organisation factors, and  

• There is a complex interplay between workforce stakeholders and these factors 
 

The definitions of workforce development presented in Chapter 2 reinforce a 

view that it is a social capital building strategy that is embedded in the social 

world and is concerned with people (the workers), their practices, beliefs, 

knowledge and relationships (the work). It also involves the effects of 

organisational, cultural and political environments in which the workforce 

operates (work setting). This means that the social organisation and 

interaction of the public health nutrition workforce as a unit of study is 

complex and context relevant.  
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It is my contention therefore, that workforce development research in public 

health nutrition requires interpretation of subjective perspectives from 

stakeholders in the workforce as well as objective assessment of workforce 

development issues. Analysis of the knowledge of workforce development 

and the experiences of people involved in this field is important to provide a 

context to knowledge gained. In doing so, it is likely that a deeper and richer 

understanding of this social organisation will emerge than could be possible 

with a predominantly objective approach.   

 

4.2 Research paradigm 

 

An interpretive research paradigm framework can be described as a basic set 

of beliefs that guides the researchers’ ontological (what is the nature of 

reality?), epistemological (what is the relationship between the inquirer and 

the known?) and methodological approach (how do we gain knowledge?) 

(Guba 1990). Because all research is interpretive and guided by sets of beliefs 

and feelings about the world and how it should be understood and studied 

(Denzin and Lincoln 1994), explicit identification and description of the 

premises underpinning the research approach is required. 

 

In dealing with social research problems for professional practice, and for 

organisational and institution contexts, a traditional hypothesis testing 

approach is not appropriate (Polit and Hungler 1999). This study applies a 

paradigmic mix that is predominantly naturalistic and constructivist in the 

qualitative phase of the study and is complemented by positivist paradigm 

in the quantitative phase. The strategic themes borrowed from the qualitative 

paradigm for the research conducted in this study are summarised in Table 

4.2. 
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Table 4.2 Strategic themes relating to the methodological approach used in this study 
Feature Description Application to this study 
Emergent design 
 

A design that emerges as the researcher makes ongoing decisions 
reflecting what has already been learned and reflects a desire to 
have the inquiry based on the realities and viewpoints of those 
under study and are not known at the start of the study (Lincoln and 
Guba 1985; Polit and Hungler 1999). 

Inquiry started with my reflection on workforce 
development experience and observations, followed 
by qualitative interviews with advanced -level 
practitioners. This informed a research strategy 
involving the use of a mix of research methods that 
collated information informed by the earlier 
qualitative inquiry. 

Inductive Inquiry begins with observations and builds up ideas and more 
general statements and testable hypotheses for later testing (Bowling 
1997). Patterns, themes and categories emerge from the data rather 
than being decided before data collection and analysis. 

Initial qualitative consultation to identify factors 
limiting workforce capacity that were later tested and 
quantified using quantitative research methods. 

Constructivist 
 

That there are multiple and sometimes conflicting social realities. 
Inquiry into these multiple realities is divergent, often raising more 
questions than answers although some level of understanding is 
achieved (Lincoln and Guba 1985). Individual constructions are 
elicited and refined through interaction between the researcher and 
the participants. The influence of the researcher’s values and intent 
in the process is accepted as part of a ‘multi-voice’ construction of 
reality (Guba and Lincoln 1994). 
 

The perspectives of individual practitioners within the 
workforce will differ based their experience. Concepts 
and practices of the public health nutrition workforce 
are socially and experientially constructed concepts 
(i.e. meanings can and do change with time).  

Naturalistic 
 

Studying people in their real life settings, in real world settings and 
study situations as they naturally unfold (Quinn Patton 1990). 
Researchers are the instruments of the research (Lincoln and Guba 
1985) . 

Part of this study focuses on practitioners and their 
experience within the workplace.  

Data analysis in 
the grounded 
theory tradition 
 

An approach to the study of social processes and structures with a 
primary purpose to generate comprehensive explanations of 
phenomena that are grounded in reality. Methods are non-linear in 
nature with simultaneous data collection, analysis and sampling. 
Data analysis often involves constant comparison analysis (Polit 
and Hungler 1999).   

Exploration of issues, experiences and determinants to 
develop theory about factors limiting workforce 
capacity (Chapter 11) leading to identification of 
workforce development needs and strategies (Chapter 
12).  
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Table 4.2 cont. Strategic themes relating to the methodological approach used in this study 
Feature Description Application to this study 
Qualitative data Detailed and thick descriptions using direct quotations capturing 

peoples’ personal perspectives and experiences 
Used in advanced-level practitioner interviews and 
Delphi survey stages of this study. 

Personal contact 
and insight 

The researcher has direct contact with and gets close to the people, 
situation and phenomenon under study. The researchers personal 
experiences and insights are an important part of the inquiry and 
critical to understanding the phenomenon (Quinn Patton 1990). 
Reflexivity recognises researchers are an inescapable part of the 
social world they are researching. They bring their own biographies 
to the research experience. Reflexivity suggests researchers should 
acknowledge and disclose their own selves in the research and 
“hold themselves to the light”(Cohen et al 2000) 

Used in advanced-level practitioner interviews. 
Personal experiences and insights used throughout. 
See disclosure in Chapter 1. 

Design flexibility 
 
 

Adapting inquiry as understanding deepens and/or situations 
change; avoids getting locked into rigid designs and pursues new 
paths to discovery as they emerge (Quinn Patton 1990).. 

Started with Advanced-level practitioner interviews 
which informed the following data collection 
methods. 

Empathic 
neutrality 

The purpose of research is understanding, not advancing personal 
agendas, proving something or advocating. Complete objectivity is 
impossible and pure subjectivity undermines credibility. The 
researcher takes a neutral non-judgemental stance toward content 
that emerges from the research. (Quinn Patton 1990). 

Exploring initial assumptions (Chapter 1) allowed me 
to be aware of alternate views and incorporate rather 
then discard them. 
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This study involves the use of multiple methods under the overarching 

strategy of an interpretative case study.  

 

4.3 Research Strategy 

4.3.1 An Interpretive Case Study  
 

The aim of this study was to describe and explore the characteristics of the 

Australian public health nutrition workforce, including its developmental 

issues. The limited available information and the nature of workforce 

development in this field demanded a research strategy that was in-depth, 

flexible, context based and relevant to those individuals and social 

organisations being studied. This supported the use of a case study research 

design strategy within a research paradigm that seeks to understand and 

interpret the public health nutrition workforce in terms of its actors and the 

‘world they live in’ (Cohen 2000). This research involves a mix of interpretive 

and subjective studies complemented by data collection allowing objective 

analysis.  

 

Case studies have been defined by Yin (Yin 1994) as:  

“ an empirical inquiry that investigates a contemporary phenomenon within 
its real life context, especially when the boundaries between phenomenon and 
context are not clearly evident. As a research strategy it copes with the 
technically distinctive situation in which there may be many more variables 
of interest than data points and relies on multiple sources of evidence, with 
data needing to converge in a triangulating fashion. It also benefits from 
prior development of theoretical propositions to guide data collection and 
analysis”.  
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Some of the features of case studies as described in the social, educational 

and health literature are summarised in Table 4.3. These features make the 

case study research approach particularly suited to an investigation of the 

public health nutrition workforce and its development needs. 

 

Table 4.3 Features of case studies  

Feature 
• Case studies can provide a powerful story or a rich and vivid description of 

events relevant to the case to illustrate a particular social context or 
phenomenon (in this case, workforce development) 

• Case studies blend a description of events with an analysis of them 
• Case studies are in-depth investigations of an entity or bounded system (an 

individual, a professional group, organisation etc)  
• In case studies, the case itself is central to the research (the workforce) 
• Case studies can be a step to action. They begin in a world of action and 

contribute to it. Their insights may be directly interpreted and put to use by 
individuals, organisations and policy makers  

• Case studies investigate and report the complex dynamic and unfolding 
interactions of events, human relationships and other factors in a unique 
instance 

• The focus of case studies is typically in determining the dynamics of why a case 
thinks, behaves or develops in a particular manner 

• Case studies can help clarify concepts and elucidate ways to capture them 
• Case studies utilise multiple sources of evidence and data triangulation to 

identify consistencies and differences in data from different sources 
• Data is typically collected in a naturalistic setting, but may also use 

questionnaires and numerical data. 
• The researcher is integrally involved in the case  
From (Hitchcock and Hughes 1995; Grbich 1999; Polit and Hungler 1999; Cohen et al 
2000; Sturman 1999; Yin 1994; Punch 1998).  
 

The case study is essentially a strategy to develop (the intelligence and) a 

deeper understanding about the issue.  
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Hitchcock and Hughes (1995) help define case studies and their relevance to 

workforce studies by suggesting they: 

• Are set in temporal, geographical, organisational, institutional and other 

contexts that enable boundaries to be drawn around the case (eg. health 

workers in Australia whose work focuses on addressing population 

nutrition issues/problems- the workplace)  

• Can be defined with reference to characteristics defined by individuals or 

groups involved (the workforce: composition and characteristics), and 

• Can be defined by participants roles and functions in the case (work 

functions, roles, practices) (Hitchcock and Hughes 1995). 

 

This approach therefore enables consideration of the systems approach to 

public health workforce development (which delineates and describes the 

interactions between the worker, the work and the workplace), proposed by 

Kennedy and Moore (Kennedy and Moore 2001). 

 

4.3.2 Triangulation 

One of the principal advantages of using a multi-method research approach 

such as in this case study is the opportunity to enhance the trustworthiness 

or validity of the data via the process of methodological triangulation. 

Exclusive reliance on one method may bias or distort the picture of reality 

under investigation (Denzin and Lincoln 1994).  

 

Triangular techniques in the social sciences explain more fully the richness 

and complexity of human behaviour and experience by studying it from 

more than one perspective, making use of both quantitative and qualitative 

data (Cohen et al 2000). It arguably serves a number of purposes, including 

assessment of convergence or confirmation of results across methods 

(Morgan 1998) and in the assessment of concurrent validity (do results from 

method A concur with method B and method C?) (Cohen et al 2000).  
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However, the use of triangulation as a validating procedure is however 

contentious. Razum and Gerardus (1999) argue that: 

 

‘in methodological triangulation, the implicit assumption is that methods 

used are of equal epistemological value and internal validity. Triangulation is 

therefore most useful in situations where contradictory findings are welcome 

as an enrichment and not perceived as a flaw. The primary aim is to deepen 

insight, not formal validation’. 

 

In the following chapters, triangular analysis has been used to identify 

convergence in the information obtained using more than two different 

methods. It served as an important process in identifying consistencies in the 

literature and data collected relating to public health nutrition competencies, 

which formed the basis for the initial competency list used for testing in the 

consensus development phase of this project. 
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4.3.3 Interpretive data analysis using grounded theory tradition 

 

Within the case study research strategy, the approach used to understand the 

workforce development issues identified by the different research methods 

borrows from the grounded theory tradition, in which theory is generated 

inductively from data (Glaser and Strauss 1967; Miles and Hubermann 1994; 

Punch 1998).   

 

In the deductive phase of this study (see Figure 4.1 and Chapter 11), data 

analysis led to the development of theoretical propositions that identified 

and explained factors that limit the capacity of the Australian public health 

nutrition workforce, and identified its development needs. Analysis makes 

use of the constant comparison technique in which knowledge gained is 

constantly compared with data obtained earlier so that shared themes and 

variations can be determined (Polit and Hungler 1999). 

 

This means that data analysis is initially inductive but progresses to 

deductive analysis as the data collection progresses towards theory 

generation (Punch 1998). This is complemented by verification of the 

theoretical propositions as they develop through the study with data from 

other sources (Chapter 11). 

 

4.4 Methodological mix 

 

In the case study approach used, a mix of research methods have been 

applied providing data from different sources and different research 

paradigms. This combined use of research methods from different research 

paradigms has been conducted with an awareness of the potential paradigm 

conflicts associated with such an approach (Morgan 1998), and is motivated 

primarily with a desire to obtain data that is complementary and elaborative.  
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The study design initially utilised a Priority-Sequence Model of qualitative 

and quantitative methods, with equal priority given to the qualitative and 

quantitative stages necessitating the use of a third effort (Delphi technique) 

to connect what was learnt from each (Morgan 1998). The methods of data 

generation and analysis are explained in the following section and the 

temporal sequencing of each of the research methods used is depicted in 

Figure 4.1.  

 

4.4.1 The temporal sequence and emergent design of the study  

 

Consistent with the qualitative research tradition, the study design was 

emergent, commencing with the researcher considering the issues based on 

prior experience and observation. It is accepted in applied social research 

that the knowledge of the researcher (especially when knowledge comes 

from practice and contextual awareness) can be used as a starting point for 

question development (Punch 1998). From this starting point the inquiry was 

extended to consultation with an information rich stakeholder group via 

interviews with advanced level practitioners. Literature review commenced 

following initial interviews and continued up to the consensus development 

phase, and was considered a source of data in its own right. Following, and 

informed by, the qualitative interview study with advanced-level 

practitioners, a national workforce survey was conducted. The workforce 

sample contact database developed in this process provided a means for 

follow-up with practitioners to explore employer expectations via position 

description review. The consensus measurement and development via the 

Delphi technique and the data triangulation enabled deductive interpretation 

of the data. 



Figure 4.1 Research design schematic. 

CONCEPTUAL PHASE DESCRIPTIVE PHASE CONVERGENCE PHASE 

 

 

 

 

 

 

 

 

 

 

  

PERSONAL REFLECTION 
CONCEPTUAL FRAMEWORK

DEVELOPMENT 
EXPLORING KEY STAKEHOLDER O INION 

AND EXPERIENCES 
INDUCTION 

QUANTIFICATION AND  
DESCRIPTION 

 
 
 

INDUCTION 

DATA TRIANGULATION 
CONSENSUS ASSESSMENT AND 

DEVELOPMENT 
 
 

DEDUCTION 

Advanced-level 
practitioner interviews 

National Workforce 
Survey 

Position 
description audit 

Literature review 

Initial 
position  

Delphi study: 
 consensus assessment and 

development 

 

 

P

59



4.5 Methodological rigour 
 
 

Researchers from qualitative and quantitative backgrounds often diverge in 

their approaches to considerations about research quality criteria such as 

reliability and validity (Seale and Silverman 1997). Debate about the 

strengths and weaknesses of the different research paradigms (qualitative 

versus quantitative research) has tended to focus on the limitations of 

qualitative methods because of perceptions that it is anecdotal, biased by 

researcher subjectivity, lacks reproducibility and is not generalisable (Mays 

and Pope 1995). Numerous authors however have questioned the 

appropriateness of direct comparisons between research methods (Lincoln 

and Guba 1985; Quinn Patton 1990; Mays and Pope 1995; Seale and 

Silverman 1997) and maintain that rigour can be achieved in qualitative 

research through a process of systematic and self-conscious research design, 

data collection, interpretation and communication (Mays and Pope 1995). 

The emphasis of rigour and research quality in naturalistic research relates to 

its trustworthiness (Lincoln and Guba 1985). 
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4.5.1 Trustworthiness of data 

 

Lincoln and Guba (1985) assert that the basic issue in relation to 

trustworthiness relates to the following question: 

  

How can the inquirer persuade his or her audiences (including self) that the 
findings of a study are worth paying attention to, worth taking account of?  

 

Comparisons between quantitative and qualitative indicators used to 

describe the alternative approaches to rigour in research have been made in 

Figure 4.2, and are described below.  

 

Lincoln and Guba (1985) suggest four main questions useful in considering 

trustworthiness of research, including: 

• How can one establish confidence in the “truth” of the findings of a 

particular study in the context in which it was carried out? [Truth 

value] 

• How can one determine the extent to which findings have applicability 

in other contexts or with other subjects? [Applicability] 

• How can one determine if the findings of a study would be repeated if 

the study were replicated in the same context? [Consistency] 

• How can one establish the degree to which the findings of a study are 

determined by the subjects and conditions of inquiry and not by the 

biases, motivations and interests of the researcher? [Neutrality]. 
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Figure 4.2 Indicators to describe scientific rigour in research 
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Adapted From (Lincoln and Guba 1985; Quinn Patton 1990; Hamberg et al 1994) 

 

These indicators have been used throughout to consider the credibility and 

trustworthiness of the data obtained and the interpretation performed. The 

different strategies used to optimise trustworthiness are described in the 

following sections. 
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4.6 Literature review  
 
 

In traditional research models, the literature is reviewed (often 

comprehensively) as part of the research planning and question development 

stage. Consistent with interpretive approaches, literature review in this study 

was deliberately delayed until directions emerged from analysis of data from 

the advanced-level practitioner interviews. This served to assist the 

emergence of themes and issues from the data rather than being brought to 

the analysis from the literature. 

 

In this study the literature review process served a number of functions: 

• As a source of intelligence, particularly from relevant international 

studies and in fields parallel to public health nutrition (eg. public 

health, dietetics) 

• As a source of concepts used to assist construction of a conceptual 

framework for intelligence review (described in Chapter 3), and 

• To assist with comparison and verification of data in the triangular 

analysis stages of the study. 

 

Various categories of literature were used in this study, because of the 

limited published literature and the organisational and governmental nature 

of the workforce development scholarship that tends to be disseminated via 

mechanisms outside the peer-reviewed journal process. Literature reviewed 

included peer-reviewed journal publications (white literature) sourced via 

library and electronic database searches and non-peer reviewed but scholarly 

and technical literature (grey literature), mostly from government publishing 

and internet sources.  

 63



4.7 Interviews with Advanced-level public health 
nutritionists 

 
4.7.1 Rationale and Objectives 
 
The emergent design employed in this initial phase of the study, reflected the 

limited workforce development intelligence for public health nutrition in 

Australia. This preliminary study targeted experienced and recognised 

public health nutrition practitioners as a source of perspective, experience 

and opinion about workforce development issues. This stage of the study 

aimed to investigate the attitudes, experiences and beliefs of advanced-level 

public health nutritionists (‘information rich cases’) in Australian health 

bureaucracies and academic institutions with respect to a range of workforce 

development issues that reflect on, and influence, workforce capacity. This 

data about experiences, beliefs and attitudes reflects the lived experience of 

the practitioners interviewed and provided a basis for broader workforce 

intelligence gathering and strategy development, consistent with a systems 

approach to public health workforce development (Kennedy and Moore 

2001).  

 
4.7.2 Method description 
 
4.7.2.1 Subject recruitment  

 

To collate and analyse the attitudes, experiences and beliefs of individuals 

who had extensive experience of the practice and development of the public 

health nutrition workforce, purposive non-probability sampling was used. 

Advanced-level public health nutritionists were identified as senior 

government- level public health nutrition practitioners (SGPHNs) and 

academic public health nutritionists (APHNs) from Australian universities 

with programs in professional nutrition practice (nutrition and dietetics, 

public health nutrition and community nutrition). Advanced-level 

practitioner status therefore was determined by their current position status. 
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Invitations to participate in the study were directed purposively through 

university faculty and professional networks. Snowball sampling (Bowling 

1997) (inviting members of the initial contact source to identify others who 

met the criteria) was used to maximise the sample frame used for 

recruitment and consultation (see Appendix A for interviewee list). 

 
4.7.2.2 Data collection  

 

A series of semi-structured interviews were conducted using a list of open-

ended questions (Table 4.5) used as a basis for guiding discussion. These 

questions were forwarded to interviewees prior to interview to enable 

considered responses. A number of additional and different questions were 

asked of academic public health nutritionists (AcPHN) and senior 

government public health nutritionists (SgPHN) as noted in the Table 4.5. 

 

 Interviews on average lasted about 60 minutes with a range of 45-90 

minutes. Whilst the interview questions provided a structure and general 

sequence to the interview, the discussion was not rigidly limited to these 

questions, allowing for probing and clarification throughout the interview. 

 
 Preliminary questions relating to the personal, work and career attributes of 

the interviewee were asked to establish a context for the interviewees 

responses and to provide data to support the assumption of advanced level 

status. The questions used for this purpose are listed in Table 4.4. 
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Table 4.4 Questions providing information about the interviewees, 
Advanced -Level Public Health Nutritionists interviews  

• What is the title of your  current position: 
• Who do you report to 
• Do you have management responsibility for Staff and/or Budgets? 
• How many years experience have you had in the field of community nutrition/ 

public health nutrition 
• How many years experience have you had teaching community nutrition/ 

public health nutrition [academics only] 
• What are your Qualifications  
 
Persistence with interviews after new themes appeared to be exhausted (data 

saturation) was applied to ensure all opinions were canvassed and identified 

within the limits of this method and the extent of workforce consultation was 

maximised (Polit and Hungler 1999). Interview data were recorded by two 

methods. Written notes of key responses were taken by the interviewer 

(Roger Hughes) and interviews were audio-taped. 
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Table 4.5 Interview questions guide and inquiry logic 
Interview question Inquiry logic Chapter results 

reported in  
• What career path did you take prior to your current role in 

public health nutrition? 
Reflection on individual experiences can provide 
insight of workforce development effectiveness 
and efficiency. 

Chapter 10: CCD needs 

• How would you describe your current work roles? Describe the nature of work are advanced-level 
public health nutritionists are performing. 

Chapter 8: Core 
functions 

• How would you describe the composition of the Australian 
public health nutrition workforce? 

Who advanced level practitioners include when 
considering the public health nutrition 
workforce. 

Chapter 6: 
Composition 

• What do you consider are the core functions of the public 
health nutrition workforce? 

What advanced level practitioners consider to be 
defining functions of the public health nutrition 
workforce. 

Chapter 8: Core 
functions 
 

• What competencies (skills, knowledge and attitudes) would 
you identify as being necessary for effective public health 
nutrition practice? 

What advanced level practitioners consider to be 
defining competencies of the public health 
nutrition workforce. 

Chapter 9: 
Competencies 

• Do you think competencies for public health nutrition are 
different to those for generic public health? 

What advanced level practitioners think based 
on their experiences. 

Chapter 9: 
Competencies 

• What were the events/ experiences that contributed most to 
your own PHN competency development? [Landmarks] 

Reflection on individual experiences can provide 
insight of workforce development effectiveness 
and efficiency. 

Chapter 9: 
Competencies 

• How effective do you think the public health nutrition 
workforce currently is in addressing public health nutrition 
issues? 

What advanced level practitioners think based 
on their experiences. 

Chapter 11: Capacity 

• What initiatives are needed to increase the PHN workforces’ 
effectiveness? 

What initiatives are needed to increase public 
health nutrition workforces’ effectiveness? 

Chapter 11: Capacity 

• What are the major barriers to effective public health 
nutrition workforce development? 

What advanced level practitioners think based 
on their experiences. 

Chapter 11: Capacity 
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Table 4.5 Interview questions guide and inquiry logic (continued) 
Interview question Inquiry logic Chapter results 

reported in  
• How would you rate your state workforce’s existing capacity 

to implement the EWA strategy? 
 

Opinions about existing workforce capacity 
reflects workforce development needs. 

Chapter 6: 
Composition 

• What limits your current capacity?  [SNOs only] Opinions about existing workforce capacity 
reflects workforce development needs. 

Chapter 6: 
Composition 

• Based on your experience what is the most efficient way to 
develop the public health nutrition workforce in Australia 

 Chapter 9:
Competencies 

  

• What role did dietetic training play in developing your 
public health nutrition competencies? [Prompted if not 
mentioned in earlier question] 

    Chapter 10: CCD
needs 

• If a student asked you how best to become a competent 
public health nutritionist, what advice would you give? 
[Academics only} 

Academics opinions about competency 
development can inform enhancement of 
workforce preparation. 

Chapter 10: CCD 
needs 

• Best way to teach public health nutrition competencies? 
[Academics only} 

Academics opinions about competency 
development can inform enhancement of 
workforce preparation. 

Chapter 10: CCD 
needs 

EWA= Eat Well Australia : National Public Health Nutrition Strategy, CCD= Continuing competency development 
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4.7.2.3 Analysis 

 

Audio-taped interviews were transcribed verbatim. Data analysis followed 

the interactive model described by Miles and Huberman (Miles and 

Hubermann 1994; Punch 1998) which describes data analysis as a concurrent 

stream of activity involving data display, reduction, and 

verification/conclusion making. Following each interview, the interviewer 

re-read and added to the notes taken during the interview to provide a back-

up to the transcripts produced from the audio-tape and to highlight points of 

interest in the discussion. Both records of the interview data (notes and 

transcripts) were read and re-read numerous times in order to develop 

response categories for sorting (coding) the data thematically, as described 

by Seidman (Seidman 1998) and consistent with the qualitative analysis 

referred to as editing analysis style (Polit and Hungler 1999). Interview 

transcripts were then sorted using the response categories to sort the 

discussion by themes. Narrative that reflected key themes was kept virtually 

intact (minimally edited) and selectively used to illustrate consistencies and 

differences in response themes in the results presentation (presented in bold 

italics throughout Chapters 6-10).  Key themes were then considered in the 

context of the inquiry logic depicted in Table 4.5.  

 

The process of content analysis involved continually reflecting on three 

sources of knowledge: the inquiry logic guiding the study, the evolving 

understanding of the issues gained over time and engagement with 

participants and the apparent commonalities and contradictions found as 

new sources of data were pursued. This analytical process is consistent with 

that described by Miles and Huberman (1994). Where considered useful, 

enumeration of key response themes was conducted to illustrate the 

consistency or variation in response themes.  
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4.7.3 Strategies used to ensure data quality 

 

A number of specific strategies were employed in this stage of the study 

based on the literature addressing the rigour of qualitative research (Lincoln 

and Guba 1985; Quinn Patton 1990; Mays and Pope 1995). These are 

summarised below. 

 

4.7.3.1 Prolonged engagement and emersion of the researcher in the data 

 

The interviews conducted in this stage of the study occurred over a period of 

months during which interviews were scheduled, conducted, transcribed, 

analysed and interpreted in an ongoing basis. This emersion of the candidate 

in the data for an extended period enabled sufficient time to identify 

commonalities, patterns and reflect on the assumptions identified as the 

initial stage of the inquiry. This strategy aimed to increase the probability 

that findings produced would be credible (Lincoln and Guba 1985). 

 

4.7.3.2 Triangular analysis 

 

Two types of triangulation were used in this stage of the study to increase 

the credibility and confirmability of the data and its analysis. Methodological 

triangulation was used in the later phase of the study where data from 

different methods was used to develop an understanding of the factors 

effecting the capacity of the public health nutrition workforce (Chapter 11). 

More than twelve months following the interviews, a re-reading of the 

interview transcripts and response categorisation and sorting was conducted 

to verify the original analysis. This secondary analysis confirmed the original 

categorisation and coding of data. This strategy of repeated analysis to 

confirm original interpretations is referred to as time triangulation (Polit and 

Hungler 1999).   
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4.7.3.3 Minimising researcher effects 

 

The effect of my own views and the proximity (closeness) to the interviewees 

(having worked in public health nutrition practice in Australia with many of 

the interviewees for over 10 years) have been countered by: 

• A clear exposition of the methods, analysis and assumptions 

• Attention to and reporting of narrative presenting different views (fair 

dealing) and  

• Sensitivity to the ways the researcher and process shape data collection 

(Mays and Pope 2000).  

None-the-less, readers should be aware that this form of qualitative research 

is interpretive and represents just one interpretation of the data, which may 

be influenced by the attitudes and experiences disclosed in Chapter 1.   

 
4.7.3.4 Transferability 
 
 

The aim of qualitative research is not statistical representativeness of the 

sample used in order to generalise, but to gain an understanding of the issue 

or phenomenon that is transferable to other groups or sections of the 

workforce. In this stage of the study, purposive sampling and detailed 

descriptions of advanced-level practitioners responses about their own 

experiences, observations and attitudes relevant to public health nutrition 

workforce development provides information transferable to other groups 

(eg. less advanced-level practitioners and future students).  
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4.7.4 Performance 
 

4.7.4.1 Participant characteristics 

 

A total of 41 advanced level public health nutritionists (26 AcPHNs and 15 

SgPHNs) were interviewed representing all Australian states and its two 

territories. Staff representing all but 2 of the 11 universities with professional 

nutrition and dietetic, community and public health nutrition programs were 

recruited and participated in this interview process. All but one of the 

designated SgPHNs was interviewed. Table 4.6 summarises some of the 

characteristics of advanced-level practitioners participating in the interview 

process. 

 
Table 4.6  Interviewee sample characteristics summary 
 Academic 

PHNs 
n=26 

Government 
PHNs 
n=15 

• Number of academic qualifications [range] 3.4 [2-5] 3.2 [2-4] 
• Number with Doctorate level qualification 16 2 
• Number currently doing Doctorate level 

qualification 
4 1 

• Number with Master of Public Health  6 6 
• Number currently doing Master of Public 

Health  
2 3 

• Mean years of experience in community and 
public health nutrition practice 

16 13.4 

• Number with 10 or more years experience in 
community and public health nutrition practice 

20 14 

 
This sample was highly qualified in nutrition and/or dietetics, with most 

(33/41) having more than 2 qualifications and over half (23/41) having had 

completed or currently participating in doctoratal studies. More than one-

quarter (11/41) had completed a combination of dietetic training followed by 

a Master of Public Health (Table 4.6). The sample was dominated (37/41) by 

practitioners with dietetic qualifications as their entry-level professional 

qualification. This sample was similarly highly experienced with most 
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(34/41) having greater than 10 years experience in community and public 

health nutrition practice.  

 

Participant characteristics therefore confirm the assumptions that 

interviewees were advanced-level practitioners, at least in terms of 

qualification and work experience. The characteristics of interviewees typify 

recruitment criteria and career paths associated with senior-level 

employment in health departments and academia.  

 

4.7.4.2 Interview redundancy and theme capture 

 

There was generally a high level of within-group and between group 

(AcPHN and SgPHN) consistency in responses obtained with a quick 

reduction in new response themes becoming apparent after ten interviews in 

both groups. The onset of interview redundancy or theoretical saturation (ie. 

no new themes introduced) experienced within group and across academic 

and government employed groups after the first ten interviews in each group 

suggests adequate sample extensiveness and that the range of responses 

achieved and the key themes identified were adequately captured (Sobal 

2001). The relative homogenicity of the interviewees in terms of their 

professional backgrounds may also explain this finding. 
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4.7.5 Limitations 

 

Advanced-level Public Health Nutritionist is a title adapted from workforce 

studies in the United States (Dodds and Polhamus 1999). The assumption 

that academic and senior–level government public health nutritionists 

accessed by virtue of their position are advanced-level practitioners requires 

some scrutiny. Advanced-level practitioner status implies high level 

competencies and work performance but it is possible that a practitioner may 

achieve a position of this type without either of these requirements. The 

characteristics of the interviewees’ and my personal knowledge of the work 

and professional standing of the interviewees, reduces the risk of this 

potential limitation. 

 
 
Recruitment for this series of interviews did not extend beyond academics 

involved specifically in professional nutrition and dietetic preparation 

programs such as dietetics, community nutrition and public health nutrition. 

It should be noted that there was only one academic program at the time of 

this stage of the study specifically focusing on public health nutrition, so the 

academic profile of respondents tends to be based on AcPHNs in faculties 

delivering nutrition and dietetic programs. It is recognised that a range of 

academics other than those included in this study have an important role and 

make important contributions to public health nutrition including 

epidemiology and health promotion. 
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 4.8 National Workforce Survey 
 
4.8.1 Rationale and Objectives 
 
The ability to plan strategically for a systems approach to workforce 

development is limited without intelligence about the size and composition 

of the current workforce contributing to public health nutrition effort. 

Planning for future workforce needs is similarly dependent on knowledge of 

the existing workforce composition, size, characteristics, work settings and 

competency, all of which contribute to the workforces capacity for effective 

action (Haughton et al 1998; USDHHS 2001).  Workforce composition data 

are recognised as a critical component of the intelligence needed for strategic 

workforce development (Gebbie and Merrill 2001). 

 

Enumerating and profiling the public health nutrition workforce is 

complicated by a range of methodological concerns that have been identified 

and discussed in Chapter 2. One possible organising principle suggested to 

investigate and enumerate the public health workforce has been to do so 

based on position titles (Gebbie and Merrill 2001).  Application of this 

method to public health nutrition workforce enumeration in Australia 

depends on knowledge of the range of job titles that may be employed by the 

designated public health nutrition workforce. Experience from earlier 

investigations of the Australian public health nutrition workforce (Steele 

1995; Campbell et al 1997) suggest that variable position nomenclature is 

used, including titles such as community nutritionist or dietitian, nutrition 

promotion officer, nutrition project officer or public health nutritionist. This 

reflects the lack of clarity about the workforce and the work required in this 

field in Australia. One of the purposes of this thesis is to enhance the clarity 

of how public health nutrition is defined (Chapter 5) and how the practice of 

public health nutrition is codified (Chapter 8). 

 

 75



There has been considerable recent focus on efforts to enumerate and profile 

the public health workforce in order to plan for workforce development, led 

by workforce scholarship in the United States (Kennedy, Spears et al. 1999; 

Gebbie 2000; Gebbie and Merrill 2001; Kennedy and Moore 2001). There have 

been only a few specific studies published that describe national public 

health workforce’s specialising in nutrition in the United States (Kaufman et 

al 1986; Haughton et al 1998), Canada (Gatchell and Woolcott 1992) and 

Britain (Adamson and Cowburn 1996). In Australia the available information 

about the public health nutrition workforce is found in grey literature 

(unpublished reports) (Steele 1995) or has to be interpreted from workforce 

studies in the nutrition and dietetic field. Workforce studies in nutrition and 

dietetics in Australia (Scott and Binns 1988; Scott and Binns 1989; Williams 

1993; Hughes 1998; Meyer et al 2002) are limited in their specific reference to 

public health nutrition practice. Specific reference to this professional group 

in isolation risks ignoring the often multi-disciplinary nature of public health 

nutrition work. This difficulty further highlights the need for clear 

definitions and workforce delineation in this field. 

 

This phase of the study aimed to conduct a cross-sectional survey of the 

national workforce of practitioners in designated community and public 

health nutrition positions (representing the specialist workforce tier) to 

contributing to baseline data to inform workforce development planning, 

evaluation and monitoring. 
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4.8.2  Method description 
 
A cross-sectional survey using an e-mail or mail-delivered questionnaire was 

used to obtain workforce data for the three-month period between 

November 2001 and February 2002. 

 

4.8.2.1 Sampling 

 

With the assistance of State health department public health nutrition  

coordinators, state and territory network contact databases were used in all 

states (except for Victoria), the Australian Capital Territory and the Northern 

Territory to develop a national workforce sample frame. Questionnaires with 

an invitation to copy and send-on (i.e. snowball sampling which uses word of 

mouth and existing networks to locate people who fit certain criteria (Grbich 

1999)) to other known public health nutritionists were distributed to this 

whole sample. Victoria had no existing public health nutrition contact 

database so a mail-delivered questionnaire to all members of the Victorian 

branch of the Dietitians Association of Australia was used for this workforce 

sub-population as a basis for further self-selection and snowball sampling. 

Database contacts consisted of a mix of designated public health 

nutritionists, community nutritionists, dietitians, health promotion 

practitioners and other nutrition related workers in health departments, non-

government organisations and other organisations. This snowballing 

technique identified a total sample frame of 276 practitioners nation-wide. 

All questionnaires included a cover letter inviting respondents to complete 

the questionnaire and return either by email or via reply paid post within a 

two week time frame. Follow-up emails were distributed to non-respondents 

after this time to encourage participation. No attempt was made to collect 

information from non-respondents. Only one respondent replied that they 

were unwilling to complete the questionnaire. The survey was conducted 

over the December 2001- February 2002 period. 
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The differences in State and Territory health department structures and the 

variable networks developed in each state influenced the sample frame 

construction, particularly in Victoria, which relied on a profession specific 

network (Dietitian’s Association of Australia) as a basis for snowball 

sampling.  The sample was self-selecting in that individuals had volunteered 

to be part of a public health nutrition network or in the case of Victoria had 

responded to a questionnaire specifically requesting responses from 

practitioners working in community and public health nutrition. 

 

4.8.2.2 Instrument 

 

A 238-item questionnaire (Appendix B) was developed modelled on the 1995 

national community nutrition workforce survey developed by Steele (Steele 

1995). This instrument included a mix of closed and open-ended questions 

investigating the demographic and educational profile of respondents, self- 

reported roles and practices, training needs and attitudes about competency 

requirements for effective public health nutrition practice.  

 

4.8.2.3 Data handling and analysis 

 

All questionnaire data were entered onto SPSS software (Version 10, SPSS 

Inc. Chicago, 2001) for storage and analysis. Data were cleaned using a 

process of descriptive data analysis to identify data entry errors. Data entry 

errors identified were amended following a re-check of the original 

questionnaire.  

 

To assess differences in responses between practitioners in this sample based 

on reported position type, respondents were categorized as being public 

health nutrition-type (PHN-type) positions if they reported the nature of 

their position to be designated public health nutritionists, nutrition project 

officers in health promotion teams and nutrition project officers on project 
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grants (n=90). All other positions (n=150) in the respondent sample were 

categorized as Dietitian-type positions based on the self-reported nature of 

their position. The assumption with this categorisation was that self-reported 

nature of positions of the PHN –type would be more likely to practice in a 

preventive and population mode than those of the dietitian-type category. 

This categorisation was informed by the candidate’s experience of the 

workforce and its practice. 

 

Table 4.7 summarises the statistical procedures used to analyse questionnaire 

data. Descriptive statistics were used to compare response distributions for 

all closed-ended questions. Responses from questions with open-ended 

response options were sorted into response category themes and counted to 

identify common response themes. Chi-squared (χ2) analysis was used to 

compare response distributions for multiple response scale questions by 

position category (PHN-type vs Dietetic-type positions). It was also used to 

compare response distributions for utility of dietetic training ratings by years 

experience (categorized as < 6 years or > 6 years). A p-value of <0.05 was 

used as a significance cut-off. Table 4.7 summarises the statistical procedures 

used on each questionnaire item. 
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Table 4.7 Summary of questionnaire item format and statistical procedures performed, National Workforce Survey 
  Question 

no* 
Questionnaire item Response format Statistical procedures 

Workforce profile 
1 Age Closed ended multi-choice 

[5 age range categories] 
Frequency distribution 

2 Gender Closed ended multi-choice  
[Male or female categories] 

Frequency distribution 

4  Title Open-ended script Scripted responses categorised and counted in 
frequency distribution 

11 Nature of position Closed ended multi-choice  
[13 response categories, including 
other] 

Frequency distribution  
Categorised as PHN-type and dietetic type categories 
based on response to nature of position 

6  Employer Closed ended multi-choice [6 
employer categories] 

Frequency distribution 

17 Population serviced Closed ended multi-choice 
 [8 response categories, including 
other] 

Frequency distribution 

12 Number of years experience working 
in community nutrition/public 
health nutrition 

Open ended Descriptive statistics 
4 response categories for frequency distribution  

12 Hours of work per week Open ended Descriptives 
Analysis of Variance (ANOVA) by state of origin 

10 What is the source of funding for 
your position 

Closed ended multi-choice 
 [6 response categories, including 
other] 

Descriptive statistics 

*See Appendix B 
 
 

 81



Table 4.7 Summary of questionnaire item format and statistical procedures performed, National Workforce Survey (continued) 
   Question 

no* 
Questionnaire item Response format Statistical procedures

Workforce profile 
13 Which of the following best 

describes your work status 
Closed ended multi-choice- more 
than one response allowed for 
those with more than 1 position 
[10 employment status categories]  

Frequency distribution 

13 How long do you expect to stay in 
your current (main ) position? 

Closed ended multi-choice 
[5 response categories including 
unsure] 

Frequency distribution 
χ2 analysis (PHN vs dietitian-type positions) 
χ2 analysis (>6 years vs >6 years experience). 

14 Rate your level of satisfaction with 
the following: 
• The current level of awareness 

amongst other health workers of 
your role 

• Your current salary 
• Your autonomy to make decisions 

about how you practice 
• Career opportunities 
• Continuing professional 

development opportunities 
• Your access to resources for 

intervention 
• Access to professional support 
• Access to information (intelligence) 

to inform planning and practice 
 

Closed ended multi-choice 
[5 response categories including 
very low, low, average, high, very 
high] 

Frequency distribution 
χ2 analysis (PHN vs dietitian-type positions) 
χ2 analysis (>6 years vs >6 years experience). 

*See Appendix B 
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Table 4.7 Summary of questionnaire item format and statistical procedures performed, National Workforce Survey (continued) 
   Question 

no* 
Questionnaire item Response format Statistical procedures

Workforce profile 
22 Rate the capacity of your 

state/territory workforce’s capacity 
to implement the Eat Well Australia 
strategy.  

Closed ended multi-choice 
[5 response categories] 

Frequency distribution 
Likert scale categories collapsed from 5 to 3  
χ2 analysis by state and nature of position category 
(PHN-type vs Dietitian-type) 

25 What qualifications have you 
completed 

Open ended Categorised into 8 qualification categories and 
frequency distribution 

Practices and functions 

18 What are the 3 or 4 major 
roles/activities of your current 
position? 

Open ended Categorised into 36 different role categories and 
frequency distribution. 

21 To what extent does your role 
involve collaboration /networking 
with other health professionals, other 
agencies and other sectors 

Close ended [4 point frequency 
scale 1=never,2=rarely, 
3=occassionally, 4=often] 7 listed 
sectors, 9 different professional 
groups, room for other 

Frequency distribution 

24 On average, how often would you be 
involved in the following activities? 

Close ended [6 point frequency 
scale 1=never,2=less than monthly, 
3=monthly, 4=weekly, 5=2-3 times 
per week, 6=daily], 23 listed 
activities and room for other 

Frequency distribution 
Frequency scores were calculated by multiplying the 
proportion of respondents in each frequency category 
with the following ratings and summing (never=0, 
occasionally=0.5, monthly=1, weekly=4, 2-3 
times/wk=10, daily=30). 
Frequency score means compared by position 
category (PHN vs dietitian-type) using independent 
sample t-test. 

*See Appendix B 
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Table 4.7 Summary of questionnaire item format and statistical procedures performed, National Workforce Survey (continued) 
   Question 

no* 
Questionnaire item Response format Statistical procedures

Competencies 
28 Rate on the following scale the 

adequacy of your nutrition and 
dietetic training in preparing you for 
public health nutrition practice 

5 point scale [1=very
inadequate,2=inadequate, 
3=nuetral, 4=adequate, 5=very 
adequate] 

  Frequency distribution 

27 In your opinion, what are the 
advantages /disadvantages that 
nutrition and dietetric training 
provides for public health nutrition 
practice? [Dietetic graduates only]} 

Open ended. Responses categorised into 20 advantage categories 
and 16 disadvantage categories and frequency 
distribution . 
Effect of Years of experience (<6 yrs vs > 6yrs ) 
analysed using χ2 analysis 

16 Thinking about your own experience 
throughout your career, rate how 
important the following factors have 
been in your own professional 
development. 

7 factors listed including other, 5 
point response scale [1=very low 
importance,3=average 
importance,5=very high
importance] 

 

Frequency distribution, likert sclae collapsed to 3 
categories (Very low-low, average, high-very high) 
and χ2 analysis by position category (PHN vs 
Dietitian-type) 

33 Rate the importance of competency 
in each  area for effective public 
health nutrition practice. 

38 competency areas listed 
including other, 5 point response 
scale [1=not at all, 2=low, 3=mid 
range, 4=important, 5=very 
important] 

Frequency distribution 
Likert scale collapsed from 5 to 3 for χ2 analysis by 
position category (PHN vs Dietitian-type) 

34 Rate the confidence you have in your 
own ability and skills in the 
following competency areas 

38 competency areas listed 
including other, 6 point response 
scale [1=expert, 2=high/proficient, 
3=adequate for practice,4=below 
ideal, very low/novice] 

Frequency distribution 
Likert scale collapsed from 5 to 3 for χ2 analysis by 
position category (PHN vs Dietitian-type) 

*See Appendix B 
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Table 4.7 Summary of questionnaire item format and statistical procedures performed, National Workforce Survey (continued) 
   Question 

no* 
Questionnaire item Response format Statistical procedures

Continuing competency development 
29 What are your intentions regarding 

doing further professional training? 
5 point scale [1=no intentions, 
2=may do within next 5 years, 
3=planning to commence in next 2 
years, 4=enrolling within next 12 
months, 5= currently enrolled] 

Frequency distribution 
χ2 analysis by position category (PHN vs Dietitian-
type) 

30 If you intend to do further 
professional training, what area are 
you intending to train in? 

Open ended Categorised into 6 response categories 
Frequency distribution 

31 Which of the following options 
would make further training more 
feasible for you? 

10 options listed, including other 
Respondents could tick more than 
one response 

Frequency distribution 

32 Which of the following do you think 
are barriers or incentives to you 
further developing your skills in 
public health nutrition? 

18 factors listed including other, 5 
point response scale [1=major 
barrier, 
2=barrier,3=unsure/neither, 
4=incentive, 5=major incentive  
 

Frequency distribution 
Likert scale collapsed from 5 to 3 for χ2 analysis by 
position category (PHN vs Dietitian-type) 

35 Rate the extent to which you need 
further training in the following 
areas. 

38 competency areas listed 
including other, 5 point response 
scale [1=definitely don’t need 
training, 2=don’t need training,, 
3=Unsure, 4=need training, 5= 
definitely need training] 

Frequency distribution 
Likert scale collapsed from 5 to 3 for χ2 analysis by 
position category (PHN vs Dietitian-type) and years 
of experience category (<6 yrs vs > 6yrs ). 

*See Appendix B 
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4.8.3 Strategies used to ensure data quality 
 
4.8.3.1 Sampling 

 

In this stage of the study, the generalisability of the data obtained from 

survey respondents was dependent on optimising sample frame capture and 

response rate. This meant identifying as much as possible the entire current 

workforce and maximising the participation (completion and return) of those 

sampled in the survey process. Sample frame construction in this study was 

limited by many of the methodological issues presented in Chapter 2- 

Workforce Development. The lack of an existing national public health 

nutrition contact database to act as a sample frame, necessitated the use of 

snowball sampling to build on available workforce contacts at a State and 

Territory level. Reminder mail-outs of the questionnaire after the original 

mail-out to non-respondents were used to enhance response rates.   

 

4.8.3.2 Pilot testing 

 

The credibility of the data obtained from the self-administered questionnaire 

depends on a correct interpretation of the questions being posed. Question 

ambiguity will compromise the validity of the data. An initial review of the 

questionnaire was conducted by two of the State Health Public Health 

Nutrition Co-ordinators (Amanda Lee [QLD] and Christina Pollard [WA]) 

and one of the academic public health nutritionists (Shawn Somerset [QLD]). 

To further identify and eliminate question ambiguities in the questionnaire 

amongst the target group, pilot testing of the whole questionnaire was 

conducted amongst 39 public health nutritionists based in Western Australia. 

Post-questionnaire completion group debriefing was used to assess 

questionnaire ambiguity.  No changes were required based on this 

consultation process and the data obtained from this process were 

subsequently included in the overall analysis.  
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4.8.3.3 Test re-test 

Because the statistical comparisons relied on the reliability of self-reported 

variables such as years of experience and responses to a question about the 

nature of their position, test re-test analysis was performed to assess the 

temporal stability of responses to these questions amongst a sample of the 

Western Australian pilot group. Nine public health nutritionists chosen at 

random from the Western Australian pilot were re-issued questionnaires for 

re-testing one month following the initial pilot and theire responses to these 

questions were compared.  

 
4.8.4 Performance 
 

4.8.4.1 Sample capture and response rates 

 

The existing public health nutrition workforce contact databases yielded 

contact details for 191 individuals. Snowball sampling identified another 85 

individuals, which corresponded to sample frame enhancement of 45%.  A 

total of 240 useable questionnaires were returned from a total sample frame 

estimate of 276. This represents a response rate of 87%  (Table 4.8).  

 

Table 4.8 Sample frame capture and response rates by state, National 
Public Health Nutrition workforce Survey 

 

N
T 
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Sample frame capture          
Total sample estimate* 12 61 35 27 8 40 80 16 276 

Number of respondents 11 49 25 26 6 39 71 13 240 
Response rate % 92 80 69 96 75 97 87 81 87 

All percents rounded to nearest integer unless noted 
*Total sample estimate based on sample frame generated by established contact lists and 
snowball sampling. 
** ACT includes Food Standards Australia New Zealand (FSANZ) workforce 
No significant difference in response rate by state or territory compared to sample frame 
estimate (χ2 Goodness of Fit, χ2 =2.309, p=0.941) 
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The response rate achieved using the predominantly email delivered 

questionnaire at 87% provided an adequate representation of the known 

public health nutrition workforce, with a low risk of response bias. Response 

rates, relative to state and territory sample estimates were not significantly 

different using χ2 Goodness of fit analysis, limiting the effect of over or 

under-representation of practitioners from certain states in the data.  This 

response rate compared favourably to results from other questionnaire-based 

studies of similar workforce groups with response rates ranging from 27%-

76% (Steele 1995; Adamson and Cowburn 1996; Hess and Haughton 1996; 

Olmstead-Schafer et al 1996; Corby 1997; Dodds and Polhamus 1999; Story et 

al 2000; Story et al 2002). 

 

The lack of information systems required at a national level to accurately 

enumerate the specialist tier of the public nutrition workforce and the 45% 

improvement on the sample frame from existing networks justified the 

snowballing recruitment technique. 

 

4.8.4.2 Reliability of self-reports  

 

Comparisons of the self-reported years of experience in the test-retest group 

showed six out of nine reporting the same amount, one had increased by six 

months, another up by one year and the other down by a year. This suggests 

the reliability of estimates of years of experience practicing in community 

and/or public health nutrition varied by no more than 1 year. Eight of nine 

reported the same response to the question asking respondents to nominate 

the description that best describes the nature of their position. The one 

respondent that had changed their response had changed their job between 

surveys. This suggests the reliability of self- reports relating to the nature of 

their position was good. 
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4.8.5 Limitations 

 

The sampling method that relied on use of existing contacts in State and 

Territory public health nutrition networks as a basis for snowball sampling 

limited sampling to those practitioners who already belong to public health 

nutrition networks as a result of their position, interests or recognition as a 

public health nutrition contributor. Individuals identified by snowballing 

represent practitioners recognised by the existing network contacts as public 

health nutrition practitioners. These characteristics therefore limit the 

description of this sample to the designated public health nutrition 

workforce as identified by state and territory health department networks. 

 

Public health nutrition workforce contributors such as indigenous nutrition 

workers and academic public health nutritionists were therefore likely to be 

under-represented in this sample, because they were not identified by or 

actively involved in existing public health nutrition networks. 
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4.9 Position Description Audit (PDA) 

 
4.9.1 Rationale and Objectives 
 
The methodologies used in developing dietetic competencies in Australia 

have focused on functional analysis, critical incident debriefing and 

professional consultations (Ash S et al 1992). The perspectives of employers 

appear not to have been specifically canvassed in the context of competency 

standards and workforce development, which raises questions about 

whether the competency standards provide the architecture for workforce 

development that matches employer needs and expectations.  Most of the 

recent Australian literature (Tapsell and de Groot 1999; Phillips, et al 2000a; 

Phillips et al 2000b) relating to dietetic competencies reflect practitioner or 

academic views rather than employer or organisational expectations. 

 

There have been few published studies of employer expectations of the 

nutrition and dietetic workforce functions or competency requirements. One 

American study surveyed employers to rate graduate dietitians 

competencies against entry-level graduate competency standards, but did 

not specifically investigate what employers expect in terms of roles or 

competencies (Karp and Lawrence 1999).  

 

Position descriptions represent a codification of the employers’ expectations 

about functions, competencies and credentials, and as such are important 

instruments to guide workforce development through recruitment, role and 

function articulation, and performance review (Mona 1991; Santo 1998). They 

also provide an organizational mandate for a particular type of practice. 

Given this role, job description analysis offers an alternative and 

complementary methodology for supporting or validating existing methods 

of competency development. 
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The importance of the organisational/employer expectation has recently 

been demonstrated in a study of the Victorian public health nutrition 

workforce, where community-based dietitians reported being limited in their 

capacity to perform public health nutrition roles because position 

descriptions and organizational expectations did not provide support for 

services that were not clinical in nature (Hughes and Woods 2002).  Position 

descriptions that are out of touch with the realities of practice and the 

problem resolution required in this field may therefore limit workforce 

effectiveness.  

 

This phase of the study was undertaken to review the roles and 

responsibilities and key selection criteria of a sample of the Australian public 

health nutrition workforce to assess employers expectations of  the functions 

and competency requirements of this workforce. 

 
4.9.2 Method description 
 

4.9.2.1 Sampling 

 

Respondents to the National Public Health Nutrition Workforce Survey 

described earlier, were contacted via email with a request to forward a copy 

of existing position descriptions (i.e. occupied position descriptions) for 

inclusion in the review. Position descriptions for positions advertised in the 

February 2002-August 2002 period were also obtained. Nomenclature-based 

inclusion criteria were applied. Position descriptions included in the analysis 

had position titles of Community Nutritionist/Dietitian, Public Health 

Nutritionists, Dietitian/Nutritionists in community based settings and 

Nutrition Project Worker. All positions with Clinical Dietetic titles based in 

hospital settings were excluded. Positions that were replicas of others were 

excluded so that like position descriptions were included in the analysis only 

once.   
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4.9.2.2 Analysis 

 

Job descriptions were categorised into entry-level and advanced-level 

nutrition positions, following a review of the position level, reporting 

arrangements and title. Advanced-level positions were delineated from 

entry-level positions by use of senior or specialist type classifications or titles.  

This categorisation allowed comparisons to be made between employer 

expectations of entry and senior-level public health and community nutrition 

positions. For each job description, a number of position description 

components were descriptively examined; including title nomenclature, 

reporting arrangements, employing organisation/sector, duties (roles and 

responsibilities) and key selection criteria  (competency and credential 

expectations).    

 

Qualitative content analysis was conducted on duty statements and key 

selection criteria using a three-stage process including category development 

(coding), sorting and tallying. Common categories of duty and selection 

criteria statements were developed following an initial reading of each of the 

documents with reference to existing literature (Pelletier 1997; Rogers and 

Schlossman 1997). Duty statements and selection criteria were then sorted 

into these categories using a constant comparison technique that involved 

initial sorting of statements into categories followed by ongoing 

consideration of categories during the sorting process (Bowling 1997; Polit 

and Hungler 1999).  

 

Using a 20% cut off point (selection criteria listed in more than 20% or one in 

five of position descriptions), the most commonly listed key selection criteria 

for both junior and senior positions were determined and ranked in 

descending order of commonality.  
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The purpose of this analytical method was to identify patterns, 

commonalities and relationships in an inductive manner, consistent with 

qualitative research paradigms.   

 
 
4.9.3 Performance 
 

A total of 64 position descriptions were obtained, including four position 

descriptions with clinical dietetic titles and 14 replicate position descriptions, 

which were excluded from the analysis. This left a total of 46 position 

descriptions for analysis comprised of 17 advanced level and 29 entry-level 

positions. This sample consisted of 35 existing  (occupied) positions and 11 

new (advertised) positions.  Table 4.9 summarises the characteristics of the 46 

different position descriptions included in this analysis. 

 

χ2 Goodness of Fit tests, used to compare the representation of State and 

Territories in position descriptions obtained, showed there was a significant 

difference in number of position descriptions reviewed by state or territory 

compared to workforce sample frame estimates in the national workforce 

survey (χ2 Goodness of Fit, χ2 =281.5, p>0.001). The sample of position 

descriptions was over-represented by positions from Queensland, New 

South Wales and the Northern Territory. 
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Table 4.9  Position description characteristics summary , total number  
[number of advanced level position descriptions] 

 ACT    NSW QLDNT SA VicTas WA Total
No of position descriptions 1[1]        17[5] 4[1] 10[6] 6[1] 2[1] 3[0] 3[2] 46[17] 

Namenclature          
Public Health Nutritionists         

         
         

        
        
        

2 7[6] 1 10[6] 
Community Nutritionists 2 1 3[0] 

Community Dietitian/ Nutritionist 4[1] 2 1 1 1 2 11[1] 
Dietitian/Nutritionist 1[1]

 
3 3 1 8[1] 

Other 6[4] 1 2 2[1] [1] [2] 14[9] 
Level  

Junior         
         

        

0 12 3 4 5 1 3 1 29 
Senior 1 5 1 6 1 1 0 2 17 

Responsible to  
Manager Nutrition type servicesA         

        
         

        
        

1 1 3[1] 1 1 [1] 8[2] 
Manager Public health type servicesB 7[3] 2 [5] 2 [1] 17[9] 

Management Committee  1 1[1] 
Other managerC 1[1] 2[2] 1[1] 2 6[1] [1] 1 1 15[5] 

Employer  
Public Health Units/Teams  [2] 3[1] 8[6]  1  3[2] 17[11] 

Community Health 1[1]
 

        
        

pital  1       

[1] 1 2 5 3 13[2] 
NGOS [2] 1[1] [1] 5[4] 

Hos 1[0] 
AManager nutrition type services includes PHN directors, community nutrition coordinators (have nutrition credentials 
BManager public health type services includes public health, health promotion, health development, community health (not nutrition credential) 
COther manager includes allied health manager, project officers 
There was a significant difference in number of position descriptions reviewed by state or territory compared to workforce sample frame 
estimates in the national workforce survey (χ2 Goodness of Fit, χ2 =281.5, p>0.001) 
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4.9.4 Limitations 

 

There are a number of quality criteria that can be applied to the qualitative 

document analysis method used in this study, including: authenticity, 

credibility, representativeness and meaning (Holloway and Wheeler 1996). 

Given that all the position descriptions analysed in this study were official 

documents from health organizations used to recruit nutrition professionals, 

there appears to be no issues relating to document authenticity.  

 

The first limitation of this method relating to credibility relates to an 

assumption that whoever drafts the position description has good 

knowledge of the practice and competency needs of a community and 

population-based nutritionist. Given that most of the positions reviewed 

reported to managers who were not nutrition specialists, it is probable that 

position descriptions may be generalised towards public/community health 

functions or modelled on existing dietetic positions, rather than being 

specific to public health nutrition.  

 

The credibility of this method would be low if it were used to assess actual or 

needed worker functions. If the purpose of reviewing organisational 

expectations in terms of duty statements and selection criteria was to assess 

how these expressed expectations reflect the current organisational 

environment of the workplace and effect workforce development, limitations 

relating to credibility would be less significant. The expectation expressed 

that over a quarter of entry-level positions in this sample provided direct-

care clinical services reinforces earlier studies amongst the Victorian public 

health nutrition workforce. This study identified this requirement as a major 

barrier to developing the capacity of the workforce to develop public health 

nutrition services (Hughes and Woods 2003b).    
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The second credibility limitation was that position descriptions may have 

been out-dated. The reported rapid turnover of the designated community 

and public health nutrition workforce in Australia (Steele 1995) [also see 

Chapter 6], and the associated position description review, probably reduced 

the impact of out-dating.  The collation of newly advertised positions in the 6 

month study period also reduces the effect of out-dating. 

 

Given that the number of position descriptions sourced from the known 

public health nutrition workforce represents less than 25% of all positions, 

caution should be applied to generalising results to the total workforce. The 

over-representation of New South Wales and Queensland-based health 

department position descriptions, for example, may bias the analysis in 

favour of employer expectations in those states.  

 

The lack of position descriptions from nutritionists employed in the food 

industry also limits generalisability of results to this workforce sector. None-

the-less, the transferability of the findings (how qualitative findings can be 

applied to other situations or populations) to workforce development 

considerations at a national or state level (such as workforce function review, 

recruitment and continuing professional development) is likely to be good.   

 

The underlying premise of this study was that position descriptions reflect a 

codification of the employing organisations expectations about work 

functions, competencies and credentials and these expectations have a 

significant role in workforce development. The meaning of findings in this 

study based on this premise is considerable.  
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4.10 Delphi Study 

 
4.10.1 Rationale and Objectives 
 
As the terminal study method used in this case study, the Delphi technique 

was used as a consensus development process following the qualitative-

quantitative data collections in earlier phases of the study. The use of this 

method served two functions: 

 

1. To connect and verify data from earlier data collection methods, and 

2. To assess and develop consensus amongst an international panel of 

public health nutrition experts with respect to opinions about the 

composition, function and competency needs of the public health 

nutrition workforce.   

 
4.9.2 Method description 
 
The Delphi technique is a consensus method that has been used widely in 

health research in areas such as health service needs assessment and 

prioritisation, education and training, and in developing areas of practice 

(Jones and Hunter 1995). It was initially developed as a forecasting tool in the 

1950’s (Duffield 1993). As a method it has received considerable attention as 

a topic of methodological review and description (Murphy et al 1998; Rowe 

and Wright 1999). 

 

The aim is to determine the extent to which experts agree about a given issue 

and the technique can be applied to both the measurement and development 

of consensus (Jones and Hunter 1995). It is a method defined by four main 

features including anonymity of participants, iteration via several rounds of 

questionnaires, controlled feedback between rounds and the use of statistical 

group response (Grbich 1999; Rowe and Wright 1999).  
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The Delphi technique consists of a series of rounds in which a group of 

individuals (usually experts) are presented with information in the form of 

statements or summaries and asked to make judgements or supply 

comments on the items presented. Consensus occurs because the views of the 

participants converge through a process of informed decision-making 

(Duffield 1993). The logic behind the Delphi method is partly statistical, that 

combined numerical estimates of participants views would in general lead to 

more reliable estimates than those obtained from a single person (Murphy et 

al 1998). In practice, the method can be used to assess the extent of agreement 

(consensus measurement) and to resolve disagreement (consensus 

development) (Jones and Hunter 1995).  

 

As a research method it has a number of advantages that make it a useful 

methodology in the context of this study. Firstly, it is intended for use in 

judgement and forecasting in situations were there is a lack of appropriate 

historical or technical data which necessitates some form of human 

judgmental input (Rowe and Wright 1999). It is also a relatively efficient and 

effective method for combining the expertise of a group of experts to obtain 

information for planning and prediction purposes (Polit and Hungler 1999). 

One of the major limitations of the method is when consensus amongst a 

panel is considered the “correct” answer, because there is a danger of 

deriving collective ignorance rather than wisdom (Jones and Hunter 1995).  

The effect of this limitation can be minimised by purposive sampling of 

genuine experts (Murphy et al 1998) and matching results with observable 

events (Polit and Hungler 1999). Variations of the Delphi technique are 

commonly used in health research (Murphy et al 1998). This study was 

modified from the traditional Delphi technique by using mostly structured 

rather than open-ended questions in response to information, provided from 

a review of the issues imbedded in the first questionnaire round. The 

procedures used in this study are depicted in Figure 4.3 and described 

below. 
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Figure 4.3 The International Public Health Nutrition Workforce  
Development Delphi Technique Process  

 
 
 

Expert sample 
identification 
and invitation 

Round 1 
Delphi 

[with literature 
summary] 

 

 

24 panellists (65% of initial invitations) complete Round 1. 
Responses to Round 1 questions summarised and consensus
rule of >83% agreement applied (>20 out of 24 agreement),
by: 
• Definition descriptors 
• Core functions 
• Competency ratings (Round 1) 
Methodological issues reviewed based on feedback. 

Definition of 
problem/issue  

18 Members of the EU Public Health Nutrition Network,  
5 public health nutrition academics from the United States, 
14 peer-nominated public health nutrition exemplars from 
Australia- invited to participate (37 total) 

 

 

Round 2 
Delphi 

[with Round 1
summary] 
 

Round 3 
Delphi 

[with Round 2
summary] 
Reporting and expert pane
What level of consensus/agreement is there regarding the
composition, functions and competency requirements of the
public health nutrition workforce? 
Literature summary prepared to guide Round 1. 
23 panellists (92% Round 1 respondents ) complete Round 2,
including new panellist from South Africa. 
Questions focus on rating competencies for 3 defined
workforce categories (Specialists, Managers, front line staff) 
Responses to Round 2 competency rating summarised to
assess agreement and compare ratings of competency level
required in each workforce category 
Methodological issues reviewed based on feedback. 
20 panellists from original 24 in Round 1 completed (83%
completing 3 rounds) 
Established consensus regarding the rating of competencies
[essential, marginal, non essential] for designated
(“specialist”) public health nutritionists- using iteration from
Round 1 responses. >80% agreement rule used (>16/20) 
l feedback 
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4.10.2.1 Selection of panel members 
 
 

Experts in public health nutrition workforce development were identified 

with the assistance of two recognised public health nutrition experts from 

Europe (Agneta Yngve) and the United States (Betsy Haughton).  

 

Invitations to participate in the Delphi group process were extended to a 

total of 37 public health nutrition experts in the European Union (EU), the 

United States of America (USA) and Australia. The sampling objective was to 

engage leaders in public health nutrition practice and/or education and 

training from various countries in the Delphi process. The sampling of a 

homogeneous group was purposive because the study aimed to define 

common ground and maximise areas of agreement. This approach is 

consistent with findings and recommendations from a recent systematic 

review of consensus development methods in health guideline development 

(Murphy, Black et al. 1998).   

 

EU experts were sampled from the existing EU Master of Public Health 

Nutrition (EMPHN) network which consists of academics and practitioners 

representing 17 EU countries/universities. Experts invited from the USA 

included 5 senior academic/practitioner public health nutritionists with an 

established scholarship publication record in public health workforce 

development. Fifteen of the most commonly nominated public health 

nutrition leaders from Australia, identified in earlier qualitative consultation 

amongst advanced-level public health nutritionists (see earlier description in 

this section), were also invited to participate. After the first Round 

questionnaire, two additional experts from Africa and South America were 

nominated by panellists and invitations were forwarded for inclusion in 

further rounds. 
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4.10.2.2 The questionnaires 

 

Three different tools were developed and used at different rounds in this 

study (See Appendix C) based on the earlier literature review and qualitative 

consultation phases of this study. The purpose of each tool is summarised in 

Table 4.10. 

 
Table 4.10 Summary of Delphi questionnaire purpose and structure used 

in Rounds 1-3 
Round Questionnaire structure Purpose 

1 Questions embedded in background 
literature summary. Mix of 4 and 5 
point scales assessing agreement or 
importance with statements and 
definition descriptors, functions, 
competencies. Some open-ended 
questions.  
[See appendix C] 
 

To assess what level of 
consensus/agreement there was 
regarding the composition, 
functions and competency 
requirements of the public health 
nutrition workforce? 
 

2 Questionnaire with Round 1 results 
embedded asking panellists to rate pre-
defined level of competency required by  
pre-defined workforce categories. 
[See appendix C] 
 

To compare competency 
proficiency expectations of experts 
amongst different workforce 
groups 

3 Questions from Round 1 relating to 
competencies repeated with group 
results from Round 1 embedded 
[See appendix C] 
 

To assess changes in consensus 
level for competencies required by 
specialist/designated public health 
nutritionist workforce category 

 
4.10.2.3 Questionnaire and feedback distribution 
 
All questionnaires, associated literature and feedback summaries were 

forwarded to panellists by email. Responses were similarly returned to the 

researcher using this technology.  

 

4.10.2.4 Data analysis 

 

Responses to questions were entered onto the statistical analysis computer 

software for storage and analysis. Descriptive statistics were used to provide 

frequency of response distributions for data display and analysis. 

 102



4.10.2.5 Defining consensus 

 

There is no agreed standard as to how to measure consensus (Rowe and 

Wright 1999).  Empirically, consensus is determined by measuring the 

variance in responses of Delphi panellists over rounds, with a reduction in 

variance being taken to indicate greater consensus has been achieved (Rowe 

and Wright 1999) . 

 

The simplest method of judging expert group agreement or level of 

consensus is to present the response distribution for each question item and 

apply pre-defined consensus rules. This was the approach used in this study. 

Assessment of agreement amongst expert panellists in this study was based 

on consensus cut-offs of >83% agreement in Round 1 and >80% in Round 3. 

These different cut-offs were used because of the mathematical nuances of 

different respondent sizes between rounds (i.e. >20/24 in Round 1 and 

>16/20 in Round 3). These cut-offs represent a large majority of agreement. 

 

In the second round of this process a >65% agreement cut-off was applied to 

assess agreement about the competency ratings for three different workforce 

groups. Individual level ratings (i.e. basic, intermediate, advanced) were 

based on >65% (14 or more of 23) agreeing with the rating.  Split ratings 

(basic-intermediate) based on responses distributed so that no one rating 

achieved 65% agreement, but combined responses had >65% agreement (i.e. 

a basic-intermediate rating implies that >65% of respondents rated that 

competency as basic or intermediate). 
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4.10.3  Strategies used to ensure data quality 
 

4.10.3.1 Effort in follow-up  

 

To limit the effect of non-response bias associated with attrition from the 

Delphi process over rounds, considerable effort was made to follow-up 

expert panellists using email. The electronic delivery, completion and return 

process of data collection was used to limit respondent burden and facilitate 

ease of reply and follow-up. 

 

4.10.3.2 Peer review of survey tools prior to distribution 

 

Before each survey round, feedback reports and questions were reviewed by 

an academic colleague (Shawn Somerset) for question ambiguities, and 

clarity of feedback information.  

 

4.10.3.3 Ongoing attention to panel feedback and clarification 
between rounds 

 

Delphi participants were invited to report difficulties encountered in the 

Delphi process to consider the limitations and performance of the method 

from their perspective. In response to some of the difficulties reported in the 

iterative process, a number of assumptions and questionnaire wording were 

clarified (reported in 4.9.4 below). 
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4.10.4  Performance 

 

4.10.4.1 Response rates and panel participation over 3 rounds 

 

From the initial sample frame (n=37), 24 experts agreed to participate in 

Round 1 (representing a participation rate of 65% of initial invitees), 23 

participated in Round 2 (92% of Round 1 participants) and 20 (83% of Round 

1 participants) in Round 3. Twenty participated in all three rounds of the 

delphi process. The panel composition was homogenous in the sense that 

panellists were public health nutrition leaders in practice and/or education 

and training in their respective countries (see Appendix A: Panelists table).  

 

4.10.4.2 Ambiguities and clarification 

 

There were a number of comments made by panellists in rounds 1 and 2 of 

the Delphi process that are summarised as follows. 

 

In round 1 a number of respondents reported difficulty answering the broad 

question asking them to rate against a list of functions those considered 

essential. This was due to the difficulty in deciding at what level of influence 

or jurisdiction public health nutrition functions could be applied   and 

whether functions related to individual practitioners or to the broader 

workforce. This difficulty appeared related to the difference between Public 

Health Nutrition as a field of practice for the workforce versus the Public 

Health Nutritionist as a practitioner. This is illustrated in the following 

response: 

 

“I think the issue is that public health nutrition broadly covers the entire 
gamut.  However, when I think of a public health nutritionist, I think of 
someone who focuses on communities and systems and, occasionally, 
individual and family-based interventions.  So, the question becomes what is 
the umbrella term for all of these personnel.  Is it community nutrition?  Is it 
public health nutrition?  I use public health nutrition personnel to include all 
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of the personnel, but public health nutritionist to mean the 
population/systems-focused person.” 

 

Those that indicated they had difficulty with this question tended answer for 

the workforce, rather than the individual. 

 

There were some specific wording problems identified in the Round 1 survey 

that needed to be changed to more appropriately reflect public health 

nutrition functions. These were replaced as suggested in Rounds 2 and 3. 

Comments of this nature are illustrated by the following responses: 

 

“The choice of active verbs made this almost impossible to answer at times. 
How can one person ‘control’ misinformation, advertising? ‘Produce’ safe 
water supplies? ‘Enact’ health legislation? ‘Enforce’ legislation?” 
 
“I had difficulty with some wording eg ‘controlling’ – not really possible so 
my interpretation was ‘addressing’, and ‘equal access’ – a PHN function 
would be to respond appropriately to need which recognises that different 
(unequal) access is needed for some groups.” 

 

In Round 2 a few of the expert panel (3 of 23) reported difficulties with the 

Round 2 questionnaire, particularly because of the apparent ambiguity with 

the workforce categories specified (ie. Specialist, Manager, Front Line). The 

use of the term specialist was ambiguous for some. The following responses 

illustrate these difficulties. 

 
“I found the whole rationale very difficult, especially for the specialist 
category”.  

 
“I found the survey difficult to complete because the practitioner categories 
are very diverse (therefore I don’t know who I am answering for and didn’t 
feel I could select a single type of person who fitted into each category.” 

 
 
Based on this feedback assumptions for round 3 were clarified for panellists 

as follows. 
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The Round 3 questionnaire focuses specifically on individuals with 
designated roles and functions reflecting competency and proficiency in the 
practice of public health nutrition, often with a title reflecting that role. May 
include practitioners or academics actively engaged in, leading and/or 
facilitating public health nutrition efforts/services. An individual with a 
minimum set of required competencies for effective public health nutrition 
practice. 
 
Examples:  
USA : A public health nutritionist working on WIC programs 
Australia: A community nutritionist working in a regional health 
promotion team or a public health nutritionist in a public health unit. 
Europe: As above or an academic working with local government to develop 
programs to address nutrition problems like food insecurity, low 
breastfeeding rates etc.   
 

A few panellists raised a question about the context of the competencies 

being rated. 

  
“It isn’t clear to me whether these should be minimum suggested 
competencies, or things that would be nice. I have tried to complete them as 
things that should be minimum under current circumstances.” 
 
“Surely the competencies needed (for all three categories) depend almost 
entirely on their job responsibilities. I think it needs rethinking” 

 

Based on this feedback assumptions for round 3 were clarified for panellists 

as follows. 

 
 Ratings on competencies in Round 3 are to be categorised as:  
 
• ESSENTIAL: without which public health nutrition practice effectiveness is 

limited 
• MARGINAL : competencies that are required occasionally or in specific 

contexts or roles only 
• NOT RELEVANT: Competencies that are not considered relevant for most 

situations 
 
Assumptions for Round 3 
 
• That competencies rated as essential are minimum standards that form the 

architecture for workforce development in curricula, position descriptions etc. 
The emphasis is on building workforce capacity rather than accepting current 
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limitations- so responses should be future orientated and based on 
competencies needed for effective public health nutrition problem resolution.  

 
Two respondents in Round 2 specifically noted that they were not familiar 

with the term cultural competency (more often called multi-cultural 

competency). For the purpose of clarity it was defined in Round 3 as:   

 
Awareness, knowledge and skills that enable a system, agency, or professional 
to work effectively in cross-cultural situations (Harris-David and 
Haughton  2000).  

 
Because competencies have been traditionally developed for a particular 

professional or work group as standards for workforce development 

(training, performance review, recruitment etc), one of the conceptual 

difficulties with assessing the importance of competencies relevant to public 

health nutrition in these rounds related to a question of “are we referring to 

an individual practitioner or the broader workforce or work group?” This 

difference is important because of the suggested differences in jurisdiction 

and level of influence and practice that individuals may operate in, which 

may in turn influence competency needs and applications. Examples of 

comments offered by panellists included: 

 

“I had problems filling this in, because have approached from a policy and 
practice perspective, but can see that difference competencies would be 
expected from other settings, (a research perspective for example).  Also 
depends whether a PHN position is more strategic or more operational in 
perspective.” 

 
“I think they are (almost) all attributes needed by PHN in the broadest sense. 
One issue is that competency in some areas may only be needed by a few 
people in the country”. 
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4.10.5  Limitations 

 

The size and composition of the expert panel in this study may limit the 

generalisability of results obtained. The panellists in this survey were 

characterised by their leadership status in public health nutrition at a 

national and international level and all were either active scholars, 

practitioners and/or educators in the field of public health nutrition. As a 

result, the opinions expressed through this survey process are worth noting, 

but may not necessarily represent opinions of other public health nutrition 

experts in countries not represented, such as countries with developing 

economies.  

 

Whilst reliability has been shown to be maximised with panel size in excess 

of 12 experts little is known about how expert panel representativeness 

effects results in consensus development techniques (Murphy et al 1998). It is 

possible that increasing the expert panel size or the inclusion of public health 

nutrition experts from other countries or from other related fields such as 

epidemiology may have altered the level of agreement obtained. Similarly, a 

greater proportional representation of panellists from the USA may have 

produced different levels of agreement. Whilst this study demonstrates a 

good level of agreement amongst public health nutrition experts in this 

sample, further testing of this competency set amongst a broader sample of 

public health nutrition and other experts is required before it can be 

generalised internationally.  

 

There is no agreed standard as to how to measure consensus (Rowe and 

Wright 1999).  Empirically, consensus is determined by measuring the 

variance in responses of Delphi panellists over rounds, with a reduction in 

variance being taken to indicate greater consensus has been achieved(Rowe 

and Wright 1999). Other methods have been used including counting group 

response shifts less than or equal to 10% of group between rounds as 
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indicating stability of agreement (consensus) (Duffield 1993). The use of 

arbitrary agreement response cut-offs of >80% of panellists representing 

consensus in this study requires scrutiny. Increasing cut-offs to >90% 

representing consensus would have resulted in 5 less competencies being 

rated as essential competencies at consensus proportions (36 vs. 41). 

Irrespective of which cut-off is applied, the large number of competency 

units rated by all panellists as essential (n=21) indicates a high degree of 

agreement amongst panellists with competency units identified in earlier 

scholarship and suggestions offered during this study.    
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The following chapters provide the results and interpretation of data 

obtained from the various methods under six main topics of inquiry, 

including: 

Chapter 5 Definitions of public health nutrition 
 

Chapter 6 Composition and enumeration of the public health 
nutrition workforce 
 

Chapter 7 Workforce practices 

 
Chapter 8 Core functions for effective public health nutrition 

practice 
 

Chapter 9 Competencies 

 
Chapter 10  Competency development needs 

 

Chapters 11 and 12 provide an interpretation of this data in the context of 

developing a theory/ model grounded in the data obtained from different 

stages of the study, and to develop a framework for workforce development 

planning. 
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CHAPTER 5 
 

DEFINING PUBLIC HEALTH NUTRITION 
 

5.1 Preamble 
5.2 Literature review 
5.3 International expert panel agreement 

5.3.1   Having a consensus definition is important 
5.3.2 Reference to physical activity in definitions of public health 

                   nutrition 
5.3.3   Definitional descriptors 

5.4   Conclusions 
 
 
5.1 Preamble 
 
Defining a field of practice is important as it provides a context for 

considering the type of work and worker involved, and as a result helps 

clarify investigations relevant to workforce development. 

 

In this Chapter, results from a review of the literature and the first round of 

the consensus development Delphi study are presented. Further Delphi 

rounds involving iteration with expert panellists specifically addressing 

definitions were not attempted because of the high levels of agreement 

obtained after one survey round. As a result the methodology (in isolation) 

described here is best described as a cross-sectional survey of experts. Four 

items from the Round 1 questionnaire related to definitions. The first 

involved a likert scale used to rate panellists perception of the importance of 

20 different descriptors extracted from definitions isolated in the literature 

review (refer Appendix C). 

 

This investigation was undertaken in order to assess the level of international 

agreement regarding the key descriptors used to define the field of public 

health nutrition.  
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5.2 Literature review 
 
During the last decade there has been various attempts in the international 

literature to define public health nutrition as a field of nutrition practice 

distinct from the well established professional practice of clinical nutrition 

and dietetics (Hughes and Somerset 1997; Rogers and Schlossman 1997; 

Landman et al 1998; Yngve et al 1999; Johnson et al 2001). This literature has 

developed from considerable effort and debate amongst professionals and 

organisations in response to health service policy shifts consistent with the 

public health, health promotion and primary health care movements. It has 

also been in response to efforts to raise the awareness of public health 

nutrition as a distinct profession or mode of practice delineated from clinical 

practice paradigms (Hughes and Somerset 1997; Landman et al 1998). 

 

Public health nutrition as a field of practice is not a recent development for 

the health workforce dealing with nutrition problems. Population based 

approaches have been a mainstay of nutrition work for decades in many 

countries. There is however evidence that public health nutrition workforce 

development is increasingly becoming a focus of effort world-wide 

(Landman 2001).  

 

In the late 1990’s the Nutrition Society in the United Kingdom identified the 

need for a definition of public health nutrition to make explicit the broad 

vision, intention, character and commitment to popular service values 

included in the definition (Landman et al 1998). Statements that define a field 

of practice or a type of work are important in workforce development 

because they help describe the work needed and in turn provide direction 

about the type of worker and/or the competency mix required for that work. 

Definitions serve as a statement of intent, philosophy and method important 

for the communication of what the field entails. This has implications for 

marketing, development of professional identity and systems-based 

workforce development. 
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Table 5.1 lists the definitions found in the international literature since 1997 

and includes the definition adopted by national public health nutrition 

strategy in Australia (SIGNAL 2001). This definition goes to the effort of 

specifically defining what public health nutrition is not (i.e. “rather than the 

specific needs of individuals”) in order to delineate public health nutrition 

from clinical modes of service. Close assessment of the descriptors used in 

each definition identifies a number of consistencies, suggesting that there is a 

developing consensus internationally about how public health nutrition as a 

field of practice is defined.  
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Table 5.1  Definitions for public health nutrition suggested in the literature since 1997 

Authors (country) Year Definition 
Hughes and Somerset 
(Australia) 

1997 PHN is the art and science of promoting population health status via sustainable improvements in the food and 
nutrition system. Based upon public health principles, it is a set of comprehensive and collaborative activities, 
ecological in perspective and intersectoral in scope, including environmental, educational, economic, technical and 
legislative measures (Hughes and Somerset 1997). 

Rogers (USA) 1997 The term ‘public nutrition’ has been defined as a new field encompassing the range of factors known to influence 
nutrition in populations, including diet and health, social, cultural, and behavioural factors; and the economic and 
political context. Like public health, public nutrition would focus on problem solving in a real-world setting, 
making its definition an applied field of study whose success is measured in terms of effectiveness in improving 
nutrition situations (Rogers and Schlossman 1997). 

 
Nutrition Society 
Landman et al 
(United Kingdom) 

1998 Public health nutrition focuses on the promotion of good health through nutrition and the primary prevention of 
diet-related illness in the population. The emphasis is on the maintenance of wellness in the whole population 
(Landman, Buttriss et al. 1998). 

 
Yngve et al,  
(EU) 

1999 Public health nutrition focuses on the promotion of good health through nutrition and physical activity and in the 
prevention of related illness in the population (Yngve et al 1999). 
 

Johnson et al (USA)  2001 Public health nutrition practice includes an array of services and activities to assure conditions in which people can 
achieve and maintain nutritional health, including surveillance and monitoring nutrition-related health status and 
risk factors, community or population based assessment, program planning and evaluation, leadership in 
community/ population interventions that collaborate across disciplines, programs and agencies, and leadership in 
addressing the access and quality issues around direct nutrition services to populations (Johnson et al 2001) 

 
Strategic 
InterGovernmental 
Nutrition Alliance 
(Australia) 

2001 Public health nutrition focuses on issues affecting the whole population rather than the specific dietary needs of 
individuals. The impact of food production, distribution and consumption on the nutritional status and health of 
particular population groups is taken into account, together with the knowledge, skills, attitudes and behaviours in 
the broader community  (SIGNAL 2001). 
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5.3 International expert panel agreement (Round 1 Delphi 
Study) 

 
5.3.1 Having a definition is important 
 
All but one of the expert group in the Round 1 Delphi survey agreed that 

having a consensus definition for public health nutrition to consistently 

describe the field is important. 

 

A number commented on the preference for a brief definition rather than a 

longer, more descriptive one. This tended to be influenced by considerations 

about what the definition was to be used for (i.e. to succinctly describe the 

field to others). Feedback from panellists related to this point is presented in 

italics below. 

 

“If the definition is very broad, as in the first Australian example, I feel it 
losses some of its focus and can be interpreted in many different ways.  I feel 
at this stage we need to be able to describe public health nutrition clearly and 
simply so that others can quickly grasp what are about- what we offer that is 
unique from a public health or health promotion etc.  We have to consider and 
be careful that we give the impression that we are unique in what we do – 
otherwise why not be a sub group of public health, and not bother with a 
separate identity”.  

 
“Agreement about what something means is important so people understand 
each other easily, but the definition doesn’t have to be comprehensive (and 
this might be counter productive). It should identify ‘defining characteristics’ 
but not be restrictive in the sense of putting a fence around what a public 
health nutrition does and doesn’t do”. 

 

Table 5.2 presents the response distribution for agreement ratings against a 

statement relating to the importance of a consensus definition. 
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Table 5.2 Response distributions for agreement questions relating to 
public health nutrition definitions, frequency of responses 
(n=24), First Round Delphi Survey 
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Having a consensus definition for public health 
nutrition to consistently describe the field is 
important  

 
13 

 
10 

 
1 

 
0 
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Public health nutrition as a field of practice should 
include a focus on physical activity as well as 
nutrition 

 
8 

 
10 

 
4 

 
2 

 
0 

 
 
5.3.2 Reference to physical activity in definitions of public health 

nutrition 
 
The majority of experts (18/24) supported the inclusion of a specific 

reference to physical activity in a definition of public health nutrition, 

although the response distribution against the 83% consensus rule (>20/24 

agreement) limits a consensus claim. Comments offered by the expert panel 

pointed to the implied inclusion of physical activity in considerations about 

public health nutrition but also to the need to explicitly communicate the 

importance of physical activity in public health nutrition. An alternative 

suggested might be to consider physical activity as part of the energy balance 

equation so important in public health nutrition world-wide. Some of the 

feedback offered is presented below. 

 

“I would favour including physical activity if possible because it is so 
commonly linked, but it is strictly a different discipline”.  
 
“Physical activity is clearly important in more affluent populations, and 
obese people in developing countries. In many under-nourished populations, 
reducing physical work e.g. pregnant women in developing Countries, is 
important for nutritional health. Perhaps addressing energy expenditure 
would be a way around it”. 
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“It is my view that physical activity is implicit in nutrition- particularly if 
one is considering energy balance and obesity/ undernutrition related 
problems as key issue of relevance. However, I accept that if people do not 
understand this link, then physical activity should always be mentioned, but 
should always be linked to nutrition”.  

 

One respondent commented that the Nutrition Society in the United 

Kingdom was about to revise its definition to include reference to physical 

activity. 

 

5.3.3 Definitional descriptors  

 
Table 5.3 presents the response distributions for each descriptor listed in the 

round 1 delphi survey instrument (Appendix C), with descriptors reaching 

the consensus rule (>83% agreement) in bold.  Almost all of the descriptors 

listed (except treatment) were rated as important by the majority of 

respondents. 

 
 

The lack of clear agreement about the list of descriptors that focused on 

methods (collaboration, education, political etc) seems to be a result of the 

implied meaning of “applies public health principles”.   

 

“I think it’s sufficient to say public health principles/health promotion 
emphasis without listing all the methods (eg education, policy etc)”.  

 118



Table 5.3 Importance ratings for descriptors of how panellists  
would define the field of public health nutrition.  
(highlighted descriptors meet consensus rule >83% rate as important-
very important)  

Descriptor 
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Population based 1,2,3,4,5,7 23 1 0 0 0 
Applies public health principles 1 17 4 3 0 0 
Primary prevention  3 15 7 1 1 0 
Focus on health promotion 3,4 14 9 0 1 0 
Intersectoral action 1,5 13 6 3 1 0 
Food and nutrition systems focus 1,7 12 10 0 1 0 
Environmental 1 12 9 2 1 0 
Political 1,2 12 9 2 1 0 
Collaboration  1,5 11 7 4 1 0 
Organised efforts * 11 8 3 1 0 
Wellness maintenance 3 10 10 3 1 0 
Education 1,7 8 12 3 1 0 
Economic 1,2 7 12 3 1 0 
Leadership 5 7 10 3 3 0 
Specifically includes physical activity 
with in the definition 

4 6 8 7 3 0 

Behaviour change 2,7 6 13 4 1 0 
Technical 1 5 8 10 1 0 
Problem-orientated 2 5 10 5 3 1 
Secondary prevention * 4 9 7 3 1 
Treatment * 1 2 7 10 4 

* Not from earlier definitions but included by author to test agreement/disagreement 
Reference numbers: 1=(Hughes and Somerset 1997),2=(Rogers and Schlossman 1997),3= 
(Landman et al 1998), 4=(Yngve et al 1999), 5=(Johnson et al 2001), 6=(Landman et al 1998), 
7=(SIGNAL 2001) 
 
 
Descriptors that were suggested by panellists to be added, included: 

• Solution-orientated rather than problem-orientated 

• Social and cultural aspects 

• Advocacy (although it was thought that this was implied) 

• Disease prevention as a single descriptor rather than primary and 

secondary prevention as separate descriptors, and 

• Interventions based on systems, communities and organisations. 
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5.4 Discussion 

 
There are arguments for and against having a consistent definition for public 

health nutrition. The idea has been criticised in the professional debate in 

Australia (Niall and O'Dea 1997; Coveney 1998; Hughes and Somerset 1998; 

Mackerras 1998) because of a fear of restricting practice and the 

conceptualisation of the field. Given the evolving nature of public health 

nutrition in some countries including Australia, this criticism holds some 

currency and is not easily dismissed. 

 

The consensus from this expert group however is that agreement and 

consistency in how we define public health nutrition is important. It is 

possible to avoid the constraints of word-for-word agreement on definitions 

by adopting key descriptors such as those supported by the expert panel in 

this study, as the building blocks of definitions that are developed in 

different countries or by different organisations. This means that there is 

consistency in intent and description of public health nutrition, rather than a 

single definition that may not fit the reality and needs of the workforce in 

different countries or in languages other than English.  

 

Agreement about descriptors provides flexibility in marketing and 

communicating the field. For example, inclusion of the longer list of 

descriptors in definitions may be important for communicating what public 

health nutrition is to those who are not familiar with public health principles 

or approaches. For audiences familiar with public health, more succinct 

definitions can be constructed.  

 

Agreement about the approach used by Yngve et al (1999) in Europe to 

explicitly include physical activity in definitions of public health nutrition is 

less clear cut, however there is support, and indeed a strong logic, for a 

recognition of the synergies and inclusion of physical activity alongside 
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nutrition, as the focus of change in the field of public health nutrition. This 

has obvious implications for workforce development in public health 

nutrition, which will need to build on physical activity related competencies 

in the workforce. 

 

Consistency and clarity in how we define the field of public health nutrition 

is of importance and interest to workforce developers and practitioners 

involved in education and training. Definitional ambiguity can constrain 

public health nutrition workforce development. Different conceptualisations 

of what the work of public health nutrition entails may lead to the 

development of different curricula, competency expectations and training. 

For example, inclusion of direct patient care in the conceptualisation of 

public health nutrition , would require training to include development of 

clinical care-related competencies. This example highlights the importance of 

definitional clarity for workforce development in this field.  

 

This process has identified a high degree of agreement about the descriptors 

that can be used to help define the field of public health nutrition. One 

interpretation of how these consensus descriptors can be used in a definition 

of public health nutrition is as follows: 

 

Public health nutrition involves practice that is population based, focused on 
health promotion, primary prevention and wellness maintenance, has a food 
and nutrition systems focus, applies public health principles and involves 
educational, socio-cultural, environmental and political strategy dimensions. 

 

Given the role of definitions in describing and providing a context for 

deliberations about practices and workforce development, it is important 

that definitions need to change with the needs of the workforce and as the 

field evolves. The descriptors highlighted provide definitional building 

blocks to assist consistent communication and description of public health 

nutrition.  
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CHAPTER 6 
 

WORKFORCE COMPOSITION, 
CHARACTERISTICS AND 

ENUMERATION 
 

6.1 Preamble 
6.2 Literature review 
6.3 Advanced-level practitioner interview data 
6.4 Data from position description analysis 
6.5 National workforce survey: Enumeration and Profiling 

6.5.1   Demographics and employment characteristics of the workforce 
6.5.2 Nature of positions and position nomenclature 
6.5.3 Projected workforce need calculations 
6.5.4 Qualifications 
6.5.5 Satisfaction with aspects of the work environment 
6.5.6 Workforce turnover projections 

6.6   Perceptions of existing workforce capacity  
6.7   International consensus from Round 1 Delphi survey 
6.8   Discussion 
 
6.1 Preamble 
 
This chapter presents data that addresses the research questions listed in 

Table 6.1. Data to address these questions has been collected from the 

following intelligence development methods: 

• Literature review 

• Interview data from advanced-level public health nutritionists 

• Position description audit  

• National workforce survey, and 

• International Delphi survey (Round 1).  

 

Triangulation of data from these methods in the discussion has been used to 

identify consistencies and variations in the data.  
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Table 6.1 Research questions relating to workforce composition, 
characteristics and enumeration. 

• How is the public health nutrition workforce conceptualised? 
• What professional or worker groups are considered as constituents of 

the public health nutrition workforce? 
• Which of these constituent groups are considered workforce leaders? 
• What worker characteristics are expected by employers? 
• What is the size and profile of the designated population-based nutrition 

workforce? 
 
 
6.2 Literature review 
 
The public health nutrition workforce is an integral component of national 

public health infrastructure that underpins the capacity of society to address 

population level nutrition issues. Considerations about the composition of 

the public health nutrition workforce and approaches to interdisciplinary 

collaboration and effort has been identified as critical features of effective 

training, workforce development and intervention (Rogers and Schlossman 

1997). A combination of factors such as workforce size and composition, level 

of collaboration, and pre-employment preparation will impact on the 

capacity of the workforce to effectively address population nutrition 

problems. This makes research that investigates the impact of these factors 

on workforce capacity an important component of systematic and strategic 

workforce development. 

 

There has been considerable recent focus on efforts to enumerate and profile 

the public health workforce in order to plan for workforce development, led 

by workforce scholarship in the United States (Kennedy et al 1999; Gebbie 

2000; Gebbie and Merrill 2001; Kennedy and Moore 2001). A few specific 

studies describe national public health workforce’s specialising in nutrition; 

in the United States (Kaufman et al 1986; Haughton et al 1998), Canada 

(Gatchell and Woolcott 1992)  and Britain (Adamson and Cowburn 1996) 

(Summarised in Table 6.2).  
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In Australia the available information about the public health nutrition 

workforce is found in grey literature (unpublished reports) (Steele 1995; 

Anthony and Cooper 1998) or has to be interpreted from workforce studies 

in the nutrition and dietetic and public health fields. Workforce studies in 

nutrition and dietetics in Australia (Scott and Binns 1988; Scott and Binns 

1989; Williams 1993; Hughes 1998; AIHW 2000; Meyer et al 2002) are limited 

in their specific reference to public health nutrition practice. The available 

public health workforce data in Australia (PHAA 1990; PHAA 1995) is 

similarly limited by its non-specificity to the public health nutrition 

workforce. 

 

The ability to address the capacity development objectives of the national 

public health nutrition strategy (Eat Well Australia) (SIGNAL 2001) is 

difficult without an understanding of the size and composition of the current 

workforce contributing to public health nutrition effort. Planning for future 

workforce needs is similarly dependent on knowledge of the existing 

workforce composition, size, characteristics, work settings and competency, 

all of which contribute to the workforce’s capacity for effective action 

(Haughton et al 1998; USDHHS 2001; Walters et al 2002).  Workforce 

composition data is recognised as a critical component of the intelligence 

needed for strategic workforce development (Gebbie and Merrill 2001). 

 

Enumerating and profiling the public health nutrition workforce is 

complicated by a range of methodological concerns that have been presented 

in Chapter 2. Inadequate workforce delineation, the multi-disciplinary nature 

of the workforce, variable position descriptions and roles and responsibilities 

are some of the limitations identified that complicate public health nutrition 

workforce composition analysis, enumeration and profiling. 

 

Previous attempts to conceptualise the composition of the public health, 

health promotion and public health nutrition workforces in Australia (PHAA 
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1990; NHMRC 1996; Campbell et al 1997) have resulted in the recognition of 

multiple workforce tiers that consistently delineate between specialist and 

generalist categories. There is a developing consensus, at least in Australia, 

that the public health workforce can be categorised into a number of 

workforce categories or tiers, with different development needs, roles and 

functions, but all part of the collective capacity of the workforce (PHAA 1990; 

Campbell et al 1997; Walters et al 2002).  Most of the available literature 

profiling the public health nutrition workforce has been discipline specific, 

focusing on a professional group within the rather than a multi-disciplinary 

group (see Table 6.2). Focusing on the tier of the workforce with designated 

responsibilities for public health nutrition work as a first step in workforce 

enumeration is however justified given the difficulties associated with 

workforce enumeration listed in Chapter 2. 

 

As illustrated in Table 6.2, the workforce enumeration studies conducted to 

date have identified a number of consistencies in this workforce profile, 

including: being predominantly female, dietetic qualified, most with at least 

5 years experience and variable use of public health nutritionist as a title. 
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Table 6.2 Summary of community and public health nutrition workforce enumeration and profiling studies 
   Author/source Date of

publication 
Country Sample size  

(response rate) 
Study design Summary of workforce profile 

(Gatchell and 
Woolcott 1992) 

1992 Canada  153
(78%) 

Self-administered mail 
delivered questionnaire. 
Sampling via health 
department contacts. 

• 98% female 
• >80% dietetics qualifications, 
• 83% employed full-time,  
• mean time in field of 6 .75 years, 
• 98% with public health nutrition title, 
• 42% sole positions,  
• 80% servicing population over 50,000. 

(Adamson and 
Cowburn 1996) 

1996  United
Kingdom 

361 
(73%) 

Self-administered mail 
delivered questionnaire. 
Sampling from 
Community Nutrition 
Group of the British 
Dietetic Association. 

• 100% dietetic qualifications 
• 59% employed full-time, 
• Mean time working in community 

dietetics 5.2 years 

(Haughton et al 
1998) 

1998 USA 7,550 Census survey of public 
health nutrition 
personnel in all state and 
local health agencies. 

• 40% registered dietitians 
• 46% worked less than 5 years in public 

health nutrition 
• 66% involved in direct care services 
• 90% employed full-time 
• Nutritionist most common position 

classification 
(Steele 1995) 1995 Australia 166 

(76.5%) 
Self-administered mail 
delivered questionnaire. 
Sampling via health 
department contact list 
cross-referenced with 
Dietitians Association of 
Australia records. 

• 93% female, 61% >35 years 
• 87% dietetic qualifications 
• 42% worked less than 5 years in 

community nutrition 
• 60% employed full-time 
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6.3 Advanced- level practitioner interview data 
 
When advanced-level practitioners were asked to describe the composition 

of the public health nutrition workforce, a range of health professionals were 

identified as constituents of the workforce (Table 6.3). It was apparent that 

most advanced-level public health nutritionists (ALPHNs) interviewed 

recognised the multi-disciplinary nature of the public health nutrition 

workforce, and that a broad and inclusive view of the workforce composition 

was evident. Some ALPHNs had difficulty defining the workforce because of 

a lack of professional structure or delineation, as illustrated by the following 

responses. This reinforces the difficulty associated with a lack of workforce 

delineation in this field. 

 

““It is a disparate workforce with no real professional structure” 
 
 “I could include anyone that does nutrition as part of their work” 
 
“All those that identify themselves that way” 
 
“PHN is a prime example of a cross- disciplinary workforce” 
 

Having a population and prevention focus and being employed with public 

funds was suggested as defining criteria. The broad initial description of a 

multi-disciplinary workforce in principle became discipline specific once 

asked to nominate specific workforce constituents. Dietitians and 

nutritionists were the most commonly identified workforce group (Table 

6.3). Recognition of the importance of the ‘specialist tier’ of the workforce 

with experience and higher qualifications in public health was consistent 

amongst ALPHN responses. The term ‘specialist’ was applied in this 

discussion in the following sense. Workers in the specialist tier had 

designated public health nutrition roles and/or titles and had advanced-level 

competencies in this field. This was supported by comments about the need 

for a leadership group in the workforce with high-level competencies to 

facilitate action.  
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“People who are leaders with competencies in public health nutrition…by 
that I mean public health and nutrition competencies…this role tends to be 
taken by dietitians who have experience or have upskilled in health promotion 
or public health. If I think about good examples nationally you think about 
public health nutritionists who are recognised as a specialist and supporting 
a team of a wide range of different health workers, and others outside the 
health system like teachers…providing the leadership, technical know-how 
and value-adding to nutrition work” 

 

“The workforce is potentially very broad…but it is a fallacy to expect that 
non-specialists would embrace nutrition as their priority” 

 
Table 6.3 Workforce and professional groups considered by ALPHNs as 

constituents of the public health nutrition workforce, 
nomination frequency  

 Number of ALPHN 
nominations 

Dietitians 24 
Designated Public Health Nutritionists 21 
Health Promotion Officers 18 
Community Nutritionists 16 
Academics 9 
Food Industry Nutritionists  8 
Non Government Organisation Nutritionists 7 
Aboriginal Health workers 7 
Nurses 7 
Managers 2 

 

 
Health promoters, aboriginal health workers, academics and nurses were 

also commonly considered as important components of the workforce, as 

supported by the following examples.  

 
“In some areas …such as rural areas…it’s the non-nutritionists who are 
doing most of the nutrition program implementation…and in many 
instances they are the best ones to be doing this” 

 
“There are a range of health workers such as nurses, GPs, aboriginal health 
workers …who do lots of bits and pieces of work in nutrition but do not 
necessarily have it as their primary role.”  
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6.4 Data from position description analysis  
 
One of the organising principles suggested to investigate and enumerate the 

public health workforce has been to do so based on position titles (Gebbie 

and Merrill 2001). Application of this method to public health nutrition 

workforce enumeration in Australia depends on knowledge of the range of 

job titles that may be employed by the designated public health nutrition 

workforce. Experience from earlier investigations of the Australian public 

health nutrition workforce (Steele 1995; Campbell et al 1997) suggest that 

variable position nomenclature is used, including titles such as community 

nutritionist or dietitian, nutrition promotion officer, nutrition project officer 

or public health nutritionist. 

 

Titles used by position descriptions analysed (n=46) generally included some 

combination of community, nutrition, dietetics and public health descriptors. 

Senior-level positions tended to be more likely to be labelled public health 

nutritionists, with entry-level positions most likely to be labelled a 

combination of community nutritionist or dietitian. Queensland-based 

employers were the most consistent users of the title public health 

nutritionist.   

 

Most of the positions descriptions reported accountability to a health service 

manager (without nutrition specialisation) in the public or community health 

sector. Senior-level positions were most likely employed in public health 

units whereas entry-level positions were mostly located in community health 

services. Most of the position descriptions from the non-government health 

sector (e.g. Heart Foundation, Cancer Councils, Australian Nutrition 

Foundation) were classified as advanced or senior-level positions. 

 

 130



The analysis of selection criteria used in position descriptions collected or 

advertised during the study period, were considered to represent a proxy of 

employers expectations about the workers credentials. 

 
All of the position descriptions had tertiary qualifications as a requirement of 

employment. The entry-level positions, which operated mostly in a 

community nutrition setting, tended to require dietetic qualifications (25 of 

29 cases, 22 as essential). Other nutrition qualifications or related tertiary 

qualifications were listed as alternatives in only 2 position descriptions. 

Eligibility for Dietititians Association of Australia (DAA) membership was a 

common requirement (16 of 29) amongst entry- level positions and nine 

required accredited practicing dietitian (APD) status.  

 

Senior-level positions required dietetic qualifications (5 of 17 cases), 

eligibility for DAA membership (4 of 17 cases) and APD status (1of 17), less 

often. The most commonly listed credential for senior-level positions was 

tertiary qualifications in public health, health promotion or public health 

nutrition (16 of 17 cases, 5 cases as essential). This credential was the most 

common (8 of 29) credential classified amongst entry-level positions as 

desirable.  

 
This provides further evidence of the dominant role of dietetic qualified 

practitioners in the contemporary public health nutrition workforce, due in 

no small part to the human resource policies of employers (i.e. stipulating 

dietetic qualifications in staff recruitment). 
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6.5 National Workforce Survey: Enumeration and Profiling 
  
6.5.1 Demographics and employment characteristics 
 
The gender distribution of the national workforce sample (n=240) was 

predominantly female with only 12 male respondents nation-wide (Table 

6.4). Just over half (51%) of respondents were 35 years or younger and an 

equal proportion (52%) had five years or less work experience in community 

or public health nutrition practice. Victoria’s workforce reported working 

less mean hours per week than the other states (ANOVA, p<0.001). Almost a 

quarter of the national workforce was in temporary or casual positions with 

considerable variation in proportion of the workforce in such positions by 

state. State health departments are the largest employers of this sample 

(n=180) with non-government organizations employing 20 or less nation-

wide (Table 6.5). The large proportion of funding for workforce positions 

was from state health departments (76%) with commonwealth government 

sources accounting for 10% nationally. Most of the workforce nominated that 

they served populations smaller than state populations.  

 
6.5.2 Nature of positions and position nomenclature 
 
Less than 20% of this sample reported the nature of their position to be 

specifically as a public health nutritionist (n=43), with the largest position 

category being community nutritionists based in community health services 

(34%) (Table 6.6). There were numerous position titles reported amongst this 

workforce sample but almost all were descriptive of nutrition specific work. 

Dietitian/Nutritionist was the most common position title with over a 

quarter of the sample nominating this as their work title. Community 

dietitian and nutrition project officer titles were the next most common 

position titles used. Position nomenclature tended to reflect the 

organisational or health service setting in which the position resided. The 

titles community nutritionist and public health nutritionist were used only 
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amongst a small proportion of the workforce (less than 20 respondents for 

each title). 

 133





Table 6.4 State by state analysis of sample demography and employment characteristics, National Workforce Survey 
         NT NSW QLD SA Tas WA Vic ACT** Total 

Sample frame capture          
Total sample estimate*          12 61 35 27 8 40 80 16 276

Number of respondents 11 49 25 26 6 39 71 13 240 
Percent of national sample estimate 4.6 20.4 10.4 10.8 2.5 16.3 29.6 5.4 100 

Response rate % 92         80 69 96 75 97 87 81 87
Demography          

Gender: % female (n=240) 91 96 96 92 100 100 93 92 95 
Age category (%, n=240)          

> 25 yrs           
          
          
          

           
         

18 12 16 15 0 23 6 8 13
26-35 yrs 46 43 32 35 50 33 34 54 38
36-45 yrs 9 33 36 31 33 21 31 31 29
46-55 yrs 27 8 16 19 17 21 20 8 17

>55 yrs 0 4 0 0 0 3 10 0 4
PHN work experience*** (mean years, 
n=232) 

5.6 6.7 6.5 9.2 6.9 6.6 8.2 6.8 7.3

Years experience of PHN work (n=232)          n[%] 

<2 yrs           
           

          

         

2 8 7 2 1 8 11 2 41 [18%]
2-5 yrs 6 19 5 10 2 14 19 4 79 [34%]
6-9yrs 2 8 5 4 2 9 14 2 46 [20%]

10 yrs or > 1 13 8 10 1 8 22 3 66 [28%] 
Employment characteristics (n=240) 

Mean hours worked per week# 38         33 34 34 29 34 28 32 34
Permanent full-time (%) 64         51 40 54 17 49 47 69 49
Permanent part-time (%) 0         16 24 19 17 20 34 23 23

Temporary or casual positions (soft) (%) 36         30 32 23 66 23 7 8 22
All percents rounded to nearest integer unless noted 
*Total sample estimate based on sample frame generated by established contact lists and snowball sampling. 
** ACT includes Food Standards Australia New Zealand (FSANZ) workforce 
*** Years of experience in community or public health nutrition practice 
NB: No significant difference in response distribution by state compared to sample estimates (χ2 Goodness-of-fit, χ2=2.309,p=0.941) 
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Table 6.5 Employer and population served, National Workforce Survey 

    NT NSW QLD SA    Tas WA Vic ACT* Total 
Employing organisation   no [%] 
{n=238} 

         

State health department          
         

          
          
          
          

         

11
 

42 22 24 4 29 46 2 180 [76%]
Commonwealth Department Health 0 0 0 0 0 1 7 11 19 [8%]

Non Government Organisation 0 5 2 1 2 5 5 0 20 [8%]
Other State government department 0 0 0 0 0 2 0 0 2 [1%]

University 0 1 0 1 0 2 5 0 10  [4%]
Other 0 1 0 0 0 0 6 0 7  [3%]

Main population served   no [%] 
{n=227} 

National population          
          
           
          

          
          
          

0 2 0 0 0 1 6 11* 20 [12%]
State-wide population 3 4 7 6 5 9 4 0 38 [17%]

Regional/zonal population 3 18 8 6 0 8 18 0 61 [27%]
Regional/provincial city 0 6 3 2 0 1 6 1 19 [8%]
Town or cluster of towns 1 8 3 4 0 5 20 1 41 [18%] 

Rural area 2 10 2 4 1 8 10 0 37 [16%]
Remote area 3 0 0 0 0 0 1 0 4 [2%]

Other 0 1 2 0 0 2 2 0 18 [8%]
* Includes 11 FSANZ staff serving bi-national population of Australia and New Zealand 
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Table 6.6  Reported nature of position, percent of workforce by state and nationally, National Workforce Survey. 
        NT NSW QLD SA Tas WA Vic ACT* Total 

Nature of position  
 

         
[n] 

PHN in regional/zonal public health 
unit 

9 8 24 0 0 10 0 0 [15] 7% 

PHN in non-government organisation 0 6 8 4 0 10 0 0 [10] 4% 
PHN in state health department 36 6 4 4 33 10 4 0 [18] 8% 

Community dietitian/nutritionist in 
community health service/centre 

9         

         

43 20 50 33 15 44 15 [81] 34%

Community dietitian/nutritionist in 
hospital 

0 12 8 0 0 3 7 0 [14] 6%

Project officer in health promotion team 0 12 8 12 0 16 4 0 [20] 8% 
Regional dietitian/nutritionist          

         
18 0 8 19 0 13 9 0 [16] 7%

Hospital based dietitian with 
community role 

0 4 4 4 0 13 10 0 [13] 5%

Nutritionist in academic institution 0 2 4 4 0 5 11 0 [11] 5% 
Nutritionist in nutrition project grant 9 4 4 4 33 0 6 0 [11] 5% 

Nutritionists working with food 
industry 

0         

         

0 0 0 0 0 3 0 [2] 1% 

Other 18 2 8 0 0 5 1 85 [19] 8%
*Includes 11 FSANZ staff serving bi-national population of Australia and New Zealand 
Shaded rows represent position types classified as PHN-type positions
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6.5.3 Projected workforce need calculations 
 

Table 6.7 presents data and calculations used to estimate current workforce 

full-time equivalent (FTE) positions dedicated to public health nutrition 

practice. These calculations estimate there were approximately 150 FTE 

designated public health nutrition positions nationwide at the time of the 

survey using assumptions about the proportion of time dedicating to public 

health nutrition practice (practice assumption fraction in Table 6.7). Using the 

FTE position to head of population ratios developed in the United States 

(Dodds and Kaufman 1991) and a national population of 20 million, the 

projected FTE public health nutrition workforce size needed is 400 FTE. This 

suggests the current workforce is less than 40% (37%) of projected need. 
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Table 6.7 Calculations of adjusted national full-time equivalent positions dedicated to public health nutrition practice, 
November 2001-February 2002 

Adjustment stage A B C D E F 
Nature of position (% of state 
workforce) 

Number  Mean hours
worked 

FTE 
positions 

(38 hrs/wk 
=FT) 

Practice 
assumption 

fraction 

FTE 
dedicated to 

PHN 
practice 

Total FTE 
adjusted by 

response rate 
(/.87) 

PHN in regional/zonal public health 
unit 

15      33.0 13.0 1.0 13.0 14.9

PHN in non-government organisation 10 36.1 9.5 1.0 9.5 10.9 
PHN in state health department 18 36.2 17.1 1.0 17.1 19.7 

Community dietitian/nutritionist in 
community health service/centre 

81      30.3 64.6 0.5 32.3 37.1

Community dietitian/nutritionist in 
hospital 

14      31.7 11.7 0.5 5.9 6.8

Project officer in health promotion team 20 33.9 17.8 1.0 17.8 20.5 
Regional dietitian/nutritionist       16 34.3 14.4 0.5 7.2 8.3

Hospital based dietitian with 
community role 

13      32.8 11.2 0.5 5.6 6.4

Nutritionist in academic institution 11 31.6 9.1 0.5 4.6 5.3 
Nutritionist in nutrition project grant       11 27.3 7.9 1.0 7.9 9.1

Nutritionists working with food 
industry 

2      31.0 1.6 1.0 1.6 1.8

Other       19 33.0 16.5 0.5 8.3 9.5
TOTALS      239A 194.4 130.8 150

A1 missing response (total response sample =240) 
A= number of responses by nature of position, B= mean number of hours worked, C= FTE positions (AxB/38), D=assumed proportion of work dedicated to 
public health nutrition practice, E=FTE dedicated to public health nutrition practice (CxD), F= Total FTE for national workforce adjusting for response 
rate(E/0.87) 
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6.5.4 Qualifications 
 
The large majority (75%) of cases in this study had entry-level dietetic 

qualifications (Table 6.8). Eighty-six percent of dietetics-qualified 

practitioners had entry-level dietetic qualifications as their highest 

qualification. There is a small national pool (n=9) of doctorate level qualified 

practitioners in this sample and only 17 nationally with Master of Public 

Health qualifications. Of the 31 dietetic qualified practitioners who had 

completed higher degree research or public health qualifications, most had 

completed public health coursework (14 Master of Public Health, 10 

Graduate Diplomas in Health Promotion).   
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Table 6.8  Qualifications summary of the public health nutrition workforce, by state and nationally 
       NT NSW QLD SA Tas WA Vic   ACT Total

Proportion (%) of state workforce with 
entry level dietetic qualification* 

[number] 

 
64 

 
[7] 

 
73 

 
[36] 

 
84 

 
[21] 

 
61 

 
[16] 

 
83 

 
[5] 

 
79 

 
[31] 

 
76 

 
[54] 

 
38 

 
[5] 

 
73 

 
[175] 

Highest Qualification (number)          
Certificate          

          
          
          
          
          

0 1 2 1 0 0 2 0 6
Diploma/Graduate Diploma*** 2 21 8 6 4 31 26 4 102

Bachelors 0 10 1 8 0 0 1 2 22
Masters (Nut & Diet-) 1 12 4 8 6 4 0 34 65

Masters other 4 4 8 0 0 3 2 1 22**
Doctorate 0 0 0 2 0 1 4 2 9

* Entry-level qualification in dietetics includes BND, MND and Grad Dip N&D. Pre 1980 graduates not included in this count.  
** Includes 17 MPH qualifications 
*** Usually have undergraduate science degree or similar as pre-requisite for this qualification
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6.5.5 Satisfaction with aspects of the work environment 
 
Table 6.9 presents data from a question in the National Workforce Survey 

asking respondents to rate their level of satisfaction with aspects of their 

work environment. 

 
Table 6.9 Public health nutrition workforce satisfaction ratings 

regarding their work environment, National Workforce Survey, 
response distribution (percent)  

Factor n VL L A H VH 
The current level of awareness amongst 
other health workers of your role 

232 3 17 52 24 4 

Your current salary 237 2 10 57 29 3 
Your autonomy to make decisions 
about how you practice 

231 0 6 21 53 21 

Career opportunities 235 7 25 41 24 4 
Continuing professional development 
opportunities 

236 5 16 40 30 9 

Your access to resources for 
intervention 

225 10 18 44 23 5 

Access to professional support 237 4 20 38 33 6 
Access to information (intelligence) to 
inform planning and practice*P 

237 1 17 36 38 8 

Satisfaction rating scale: VL=Very low, L=Low, A=Average, H=High, VH=Very High 
Values rounded to nearest integer 
*P Significant different in rating distribution between PHN-type positions and Dietitian-type 
positions (χ2=23.6, p>0.001), PHN-type positions more likely to rate satisfaction higher (68% 
vs. 35% rating as high or very high) 
No significant difference is distributions by years of experience 
 
 
The autonomy of practitioners working in public health nutrition was 

reported as the most satisfying feature of their work environment (74% high-

very high satisfaction). A lack of career opportunities (32% very low-low 

satisfaction), continuing professional development opportunities (21% very 

low-low satisfaction), access to resources (28% very low-low satisfaction) and 

professional support (24% very low-low satisfaction) rated as the factors the 

workforce was least satisfied with.  
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6.5.6 Workforce turnover projections 
 
Over one third (35%) of the respondents reported that they expected to 

change jobs in the next 2 years and 21% were unsure about their intentions 

regarding their current job. Less than one fifth (18%) expected to be in their 

current job for another 5 years or more. Practitioners with greater than or 

equal to 6 years experience working in community or public health nutrition 

were more likely to report they intended to stay in their current position for 

longer periods (χ2, p<0.0001). 
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6.6 Perceptions of existing workforce capacity  
 
6.6.1    Designated workforce perceptions  

 

When asked in the National Workforce Survey to rate the existing capacity of 

their state/territory workforce to effectively address priority issues of the Eat 

Well Australia strategy, 39% of respondents rated it as very limited to 

limited, 35% average and 18% good-very good. Eight percent had not heard 

of the Eat Well Australia Strategy at the time of the survey. Respondents 

from the smaller states and territories (Tasmania, Northern Territory, 

Australian Capital Territory) tended to rate workforce capacity higher (χ2, 

p<0.001) than the more populous states such as Victoria, New South Wales 

and Queensland. Respondents from designated public health nutrition 

positions with state or national level jurisdictions tended to rate capacity 

higher than other positions (χ2, p<0.003). 

 
6.6.2 Advanced-level public health nutritionists perceptions 
 
The fifteen advanced-level public health nutritionists working in state and 

territory government positions were asked at interview to comment on the 

capacity of their state/territory workforce to implement the Eat Well 

Australia strategy.  

 

There was an almost universal response that the existing workforce capacity 

was limited, some going so far as to estimate the proportion of full capacity 

currently available. These estimates ranged between 20-30% of the capacity 

needed.  The most common theme explaining this limited capacity related to 

workforce size.  

 

“Our capacity isn’t very good at the moment because of the small size of the 
workforce…I’d rate our capacity at present at about 2 out of 10”  
 
“Capacity is relative…if we had more positions we could do more” 
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One interviewee commented that the work needed to implement the national 

strategy was considerable and uncosted, which meant capacity was very 

limited.  

 
“I think its a drop in the ocean.  I mean the menu of options within “Eat Well 
Australia” you can chose from is enormous.  You can put any one of those 
very small actions out of that and use our entire workforce to do that, and 
you still would have more to do ….but that doesn’t mean that I don’t 
necessarily think it’s a reasonable strategy.  It’s an uncosted, unworkable 
strategy to a point… but it’s actually at least identified where the best buys 
are.”   

 

A common response was that the major area of workforce deficit was in the 

local community nutrition workforce, resulting in limited localised 

coordination of public health nutrition effort. The need for existing 

workforce reorientation was commonly identified as a strategy response to 

increasing capacity. This was not prompted by a specific question at this 

point and volunteered by interviewers in discussion about capacity. This is 

reflected in the following quotes. 

 

“Increasing the size of the workforce without reorientation of practice won’t 
necessarily increase capacity for public health nutrition…we would just get 
more outpatient clinics” 
 
“ Existing capacity is limited by the practices and structures within which 
the community nutrition workforce operates…for many it is very difficult to 
step outside the outpatient clinic format because of funding and service 
arrangements” 
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6.7   International consensus from the Round 1 Delphi Survey 

 
International panellists reported strong agreement that the public health 

nutrition workforce had numerous levels or tiers, was multi-disciplinary and 

included workers from various sectors (such as health, local government, 

education, industry etc). The following response illustrates this view.  

 
“I cannot see how a classical nutritionist or dietitian can deal with the whole 
issue of public health nutrition on his/her own, even with public health 
nutrition specialization. He/she will always need others with a background in 
physiology, behaviour change, marketing or public health.“ 

 
 
This reflected in the consensus position (>83% agreement) that workforce 

development should be multi-disciplinary in focus (Table 6.10). 

 
Table 6.10 Round 1 Delphi Survey expert panel agreement ratings 

regarding propositions about public health nutrition workforce 
composition and development (n=24) 

 
Proposition 

St
ro

ng
ly

 
ag
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e 

A
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ee
 

N
eu
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al

 

D
is
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e 
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ly

 
di
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ee
 

Workforce development for public health 
nutrition should be multi-disciplinary in its focus  
 

 
14 

 
7 

 
2 

 
1 

 
0 

The public health nutrition workforce needs a 
specialist workforce tier to lead and facilitate 
coordinated action  
 

 
21 

 
3 

 
0 

 
0 

 
0 

Public health nutrition workforce development 
should focus on developing a recognised 
professional group with a specialist role in the 
health system 
 

 
11 

 
8 

 
5 

 
0 

 
0 

The public health nutrition workforce should 
only consider those workers employed by public 
funds (eg. Tax funded health services, non-
government agencies, not for profit) 

 
0 

 
7 

 
5 

 
8 

 
4 
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The field of public health nutrition was considered by some of the panel to be 

a forum for multiple workforce players to act on the various levels of a 

nutrition issue/problem, making the workforce composition by nature quite 

diverse.  

 
 “I feel that there should be overlapping workforces from those in academia, 
who are engaged in generating the evidence upon which action is developed to 
address problems to the practitioners engaged in delivering the action.  I feel 
that this should include those working in industry as well as government, 
non-government organisations, lobby groups etc.  It seems to me much more 
appropriate for public health nutrition to be a forum for all those that have an 
influence on all steps from evidence to action, but that have as a common core 
an understanding about nutrition.”   

 

One of the United States based experts commented that public health 

nutrition was a continuum of care, including direct care modes of practice. 

This inclusion of direct-care was at odds with the more common delineation 

of public health nutrition as being different to clinical care. The following 

explanation reflects public health nutrition service structures in the United 

States. 

  
“The public health nutrition workforce in the US includes those who focus on 
a continuum ranging from direct care/personal health and nutrition services 
to those that have a population-based/systems focus. Those with a 
population/systems-focus have specialization in nutrition and public health, 
while those in direct care will have specialization in nutrition or are technical 
support personnel for those with the specialization.” 

 
There was a large range of different professional groups suggested. Public 

Health Nutritionists, Community Nutritionists and Dietitians were 

consistently nominated by the expert panellists. This reflected the consensus 

(Table 6.9) that the public health nutrition workforce needs a specialist 

workforce tier to lead and facilitate coordinated action. Facilitation of 

nutrition activity by the specialist tier was a common theme of the responses. 
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“The specialist PHN is like a catalyst for nutrition action because they have 
the competencies to develop solutions to problems and mobilise action. 
Without this group in the health system nutrition issues don’t get the 
attention and quality action required.” 

 
“I think, there is a key role in the way the core PHN professional inter-relates 
to other professional groups, those nearer the coal face- so a few highly skilled 
people (DrPHN) train a bigger group of people (MsPHN) who train and 
organise a bigger group of people who deliver the service on the ground- the 
ground level may be practice nurses or non nutrition people- but people who 
come into contact with large numbers of people.”   

 
“The composition of the PHN workforce is broad but I think that there are a 
distinct group of professionals i.e. nutritionists who will take the lead. 
Therefore a bureaucrat in the Dept of Agriculture can participate in a PHN 
intervention but it will be the PHNist who will define the policy and foster 
the intersectoral collaboration.” 

 
There where two alternative three-tiered workforce models suggested and 

these are presented in Table 6.11. 
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Table 6.11 Alternative multi-disciplinary workforce tier models suggested by expert panellist, Round 1 Delphi survey. 
 

SERVICE MANAGEMENT MODEL SYSTEMS MODEL 
Tier category Disciplines/professions included Tier category Disciplines/professions included 
1. Managers  Including Public Health Directors, Public 

Health Nutritionists 
 

1. Advocacy  including consumer groups, health related 
non-government organisations, professional 
associations, food industry marketers, 
individual practitioners 
 

2. Service   
   Deliverers 

Including Dietitians, Nutritionists, Home 
Economists 
 

2. Government  including Health workers (nutritionists, 
epidemiologists, medical, health promoters, 
education  (teachers), Agriculture (extension 
specialists), Trade (policy specialists) 
 

3. Nutrition   
    Intervention 
   Supporters 

Nurses, Health Educators, Social workers 3. Government/ 
    Advocacy  
    interface  

Universities (researchers and educators) 

 
 
These two models of multi-disciplinary workforces differed in that they positioned public health nutritionists differently 

(Service Management Model= as managers, Systems Model= at any level) and varied in their focus (service delivery versus 

level of influence in the food and nutrition system). 
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The concept of a hierarchical tiered workforce with specialists overseeing 

generalists however presented problems for some of the group. 

 
“I acknowledge an important position for a specialist tier, but don’t know 
that the implication of a hierarchy applies well – for example, generalist 
(managers etc) should also be listed above a public health nutrition specialist 
– which reflects how public health nutrition specialists need to advocate and 
facilitate upwards and downwards (and side to side – you do the hokey pokey 
and you turn yourself about….)” 

 
Development of a recognised professional group with a specialist public 

health nutrition role was widely supported. 

 
“This is a big issue I think- is it essential to have a core in nutrition, or can 
public health nutrition people come form different core discipline groups?  In 
Europe we have not resolved this (at least I do not think), but argue that we 
train people to end up at the right skills level.  The above applies to the core of 
professional public health nutrition.” 

 
There was disagreement about including practitioners operating outside the 

public sector (i.e. food industry) in the public health nutrition workforce 

structure.  More tended to favour inclusion rather than exclusion (Table 

6.10). 

 

“The food industry is profit driven but it strongly influences population 
nutritional health intentionally or unintentionally so it must be seen as part 
of ‘organised effort”.  
 
“Ideally, it should be primarily, academic, NGO and government positions. 
Currently, in practice this is not clearly defined and under-resourced by 
government. In the absence –the role has been ‘taken over’ to a large degree 
by private sector interests and practitioners and organisations aligned with 
private sector interests, who tend to have more resources to set and dominate 
agendas and decision-making”.  
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6.8 Discussion 
 
Triangular analyses of the data obtained from the different data collection 

strategies identify consistencies, which are discussed in the following section. 

 
6.8.1 A multi-disciplinary workforce 
 
Conceptualisations of public health nutrition workforce composition in the 

literature and amongst advanced-level practitioners in Australia and 

overseas are that it is multi-disciplinary with many contributors. This 

conceptualisation includes a view that there are multiple workforce tiers 

with each tier having different roles, competency needs and mandates for 

public health nutrition action. Despite this multi-disciplinary view, most of 

the scholarship and discussion tended to focus on the designated public 

health nutritionist tier of the workforce, being the tier with specific 

responsibility (and competencies) for facilitating organised effort to address 

public health nutrition issues in populations.  

 

6.8.2 The importance of developing a public health nutrition specialist 

 

The literature, Delphi surveys and advanced-level practitioner interviews all 

produced a common theme that supported the development and recognition 

of a public health nutrition specialist, who had advanced-level competencies 

in public health nutrition and provided leadership within and outside the 

workforce.  

 

Use of the term specialist workforce can be ambiguous as it may imply either 

advanced-level competency or special mandates for dedicated public health 

nutrition work (as opposed to generalists). Public health workforce studies in 

Australia in 1990 suggested the specialists role was to teach, guide and 

support practitioners and generalist workers, most likely working in senior 

positions in academia, health departments, the private sector as consultants 

and specialist units. They are highly qualified usually at doctorate level. 
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Estimates of the specialist public health nutrition workforce in 1990 

suggested as few as 10-15 specialists nationally (PHAA 1990).  If the specialist 

workforce is defined this way, the small pool of doctorate level qualified 

practitioners and senior technocratic positions identified in this study tend to 

comply with this estimate. The use of the term ‘designated’ workforce may 

be a better method of categorising the workforce with organisational 

mandates for public health nutrition type work, and dedicate a significant 

proportion, if not most, of their time to public health nutrition practice. 

 

The importance of the specialist tended to relate to the need for a catalyst or 

facilitator of action (leadership and advocacy), supported by a competency 

set that enabled appropriate analysis of the needs and problems in the 

community and development of strategies and capacity within the 

community to effectively address these problems. 

 

6.8.3 Practitioners with dietetic training and practice backgrounds, 
working in community health, dominate the designated workforce 
tier    

 
The literature and the national workforce survey results illustrate that 

dietitians are the predominant professional group occupying the designated 

public health nutrition workforce tier in Australian, the United, States, 

Canada and the United Kingdom. This is a reflection of the specific training 

dietitians receive in nutrition, a historical evolution of dietetic practice from 

curative to preventive modes of practice and existing employment 

stipulations that usually require dietetic qualifications.  

 
6.8.4 Other key workforce constituents include individual-care dietitians, 

health promotion officers, academics, managers, nurses and home 
economists. 

 
The agreed diversity of the public health nutrition workforces’ composition 

presents a challenge for workforce development. This relates to the different 

competencies, development needs and extent of involvement in public health 
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nutrition practice evident in each group, resulting in the need for a wider 

range of workforce development strategies to develop the capacity of these 

workforce groups than a more specific or targeted approach. This may be 

one of the reasons why dietitians have been consistently identified as a 

professional group in the context of public health nutrition workforce 

development.    

 
6.8.5 The size of the designated public health nutrition workforce is 

relatively small, with many working part-time or in temporary 
positions and few dedicated to population based preventive work. 

 
This attempt at enumerating the designated public health nutrition 

workforce tier indicates Australia has a small workforce (<300) of 

nutritionists working in community and public health nutrition, which 

includes a small designated public health nutrition workforce (~50). 

Estimates of the full-time equivalent workforce size and comparison to 

projected need suggest the designated Australian public health nutrition 

workforce is seriously under-resourced (~37% of projected need for FTE 

public health nutrition positions). This estimate is well below that calculated 

for the United States workforce at 55% for 1998 (Dodds and Kaufman 1991). 

The assumptions used to calculate the existing Australian workforce are 

overly optimistic and most likely over-estimate the proportion of time 

dedicated to public health nutrition practice. Steele’s 1994/5 study of the 

community nutrition workforce indicated 45% reporting to spend less than 

50% of their work time dedicated to community nutrition work (Steele 1995). 

This assessment of limited workforce capacity is reinforced by self-reported 

assessments of limited home state workforce capacity to implement the 

national public health nutrition strategy, by practitioners in the national 

workforce survey.   
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6.8.6 The existing designated public health nutrition workforce consists 
mainly of women.  

 
The predominance of females in this workforce exceeds the distributions 

found in earlier Australian dietetic workforce studies (Scott and Binns 1988; 

Williams 1993; Meyer et al 2002) making this workforce one of the most 

unisex workforces in Australia. This gender distribution is consistent with 

similar international profiling studies (Gatchell and Woolcott 1992). The 

greater representation of older age group categories in this study compared 

to dietetic workforce studies (Meyer et al 2002) reflects the reported tendency 

of dietitians who currently practice in public health nutrition to practice in a 

clinical context before moving into community and public health nutrition 

(refer Chapter 10). It may also be a reflection of the trend observed by Meyers 

at al (Meyer et al 2002) of an ageing of the dietetics workforce since the mid 

1980’s.  

 
6.8.7 The composition of the designated workforce tier is fluid, with 

considerable turnover 
 

Workforce turnover projections based on reported intentions in the National 

Workforce Survey suggest the designated workforce is dynamic and whose 

composition may change considerably over a 5-year period. This indicates a 

need for regular workforce monitoring so that intelligence about workforce 

development stays current. This reported turnover may be a result of gender-

related movements in and out of the workforce (such as time off to have 

families). It may also reflect a level of dissatisfaction associated with lack of 

career opportunities in this field and professional isolation resulting from a 

lack of professional support.  The stability of this workforce sample is limited 

by the high proportion of casual and temporary (soft) positions. This has 

obvious implications for workforce development efforts and reinforces the 

importance of strategic workforce development initiatives such as assuring 

financial support (eg. increasing permanent salaries budgets), flexible work 

arrangements to reduce workforce wastage (Scott and Binns 1988) and 
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providing incentives for workforce development (CDC/ATSDR 2001) (eg. 

career structures and remuneration that recognise specialisation).  

 

6.8.8 The educational profile of the existing workforce suggest there is a 
need for more advanced-level public health nutrition specific 
competency development 

 

The educational profile of this workforce sample highlights some important 

issues for workforce development. As this workforce is largely composed of 

entry-level qualified dietitians with no higher qualifications in research or 

public health, this means that for many, competency development prior to 

workforce entry is via dietetic education programs and post-entry 

competency development is through experiential learning in the workplace. 

This is consistent with reported competency development pathways reported 

by advanced-level public health nutritionists in interviews (reported in 

Chapter 10) and makes dietetic education program review an important 

component of assessments of workforce preparedness. The small proportion 

of practitioners with post-basic qualifications in this workforce sample also 

indicates a need to investigate barriers to, and needs for, continuing 

professional development and advanced level competency development as 

conducted in other countries (Hess and Haughton 1996; Olmstead-Schafer et 

al 1996; Dodds and Polhamus 1999) (refer to Chapter 10). 

 
6.8.9 Inconsistent use of a common nomenclature for population-based 

and preventive nutrition practitioners (such as public health 
nutritionist) 

 
The inconsistent use of a common nomenclature for population-based and 

preventive nutrition practitioners (such as public health nutritionist), 

evidenced from titles used in position descriptions and reported by 

practitioners in the national workforce survey, poses a number of issues for 

workforce development. The most important relates to the need to 

consistently market public health nutrition as a field of practice and to 

develop an awareness and appreciation of preventive service delivery 
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distinct from clinical practise. Use of the title public health nutritionist to 

specify a practitioner with a mandate and competency profile for population-

based and preventive practice is now increasingly used internationally 

(Gatchell and Woolcott 1992; Haughton et al 1998; Dodds and Polhamus 

1999).   

 
Figure 6.1 presents a suggested decision flow chart that can be used to 

delineate different workforce tiers within the Australian public health 

nutrition workforce, modelled on workforce mapping in the public health 

workforce in the United Kingdom (Walters et al 2002). This flow chart is 

suggested as a basis for future workforce study sampling and delineation.  

 
The workforce size and composition attributes discussed have an impact on 

the capacity of the workforce to effectively address public health nutrition 

issues, and this is discussed further in Chapter 11. The following chapter 

presents data from studies of the contemporary practices of the Australian 

public health nutrition workforce. 

 

 156



Figure 6.1 Decision flow chart for delineating the different public health 
nutrition workforce tiers   
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CHAPTER 7 
 

PUBLIC HEALTH NUTRITION 
WORKFORCE PRACTICES IN 

AUSTRALIA 
 

7.1 Preamble 
7.2 Literature review 
7.3 Data on current workforce practices 

7.3.1    Frequency of work activity from the national workforce survey 
7.3.2 Collaboration with others  
7.3.3 Reported strengths and weaknesses of current services 
7.3.4 Strategy utilisation and focus from the national workforce 

survey 
7.3.5 Academic public health nutrition work profiles from 

advanced- level practitioner interviews  
7.4    Discussion 
 
 
7.1 Preamble 

 
In the context of the conceptual framework for intelligence based public 

health nutrition workforce development described in Chapter 2, public 

health nutrition workforce functions reflect the required work for effective 

public health nutrition practice. Addressing the question “what are the work 

functions of the public health nutrition workforce?“ can be approached from 

two temporally different perspectives. The first is to explore contemporary 

workforce practises and this will be the focus of this chapter. The second is to 

explore the work functions considered to be needed, which is the focus of 

Chapter 8.  
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7.2 Literature review 
 
7.2.1 Current Workforce practises 
 
Practice studies in the international literature have been limited to workforce 

studies in the United Kingdom (Adamson and Cowburn 1996) and the 

United States (Haughton et al 1998). In Australia, three studies have been 

undertaken that provide some intelligence about workforce practices (Steele 

1995; Anthony and Cooper 1998; Hughes 1998).  

 

In the only known national survey of the community-based nutrition 

workforce conducted in Australia prior to the workforce survey conducted in 

this case study (refer Chapter 4), Steele (1995) surveyed self-reported work 

practises of 166 community nutritionists in 1995 (response rate 76.5%). The 

most commonly nominated roles of this sample (>30% nominating role) were 

educating community members, nutrition program planning and 

implementation, training others in nutrition and one-to-one dietary 

counselling. The most common settings for work activities at that time were 

food services and schools.  

 

In a state-level survey of community nutrition special interest group, 

members of the Victorian Branch of the Dietitians Association of Australia in 

1998 (Anthony and Cooper 1998), reported work practices that reflected 

clinical service provision and was defined more by what was not being done 

than by what was. Functions such as breastfeeding promotion, policy 

development, government consultation, research and needs assessment were 

reported to be rarely undertaken. The main barriers to undertaking these 

public health nutrition work functions related to a lack of organisational 

mandates for preventive service delivery (not supported by job descriptions),  

resource limitations, high demands and expectations that favoured 

providing clinical services (Anthony and Cooper 1998). 
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Estimates of the amount of time spent practising community and public 

health nutrition from two of these studies (Anthony and Cooper 1998; 

Hughes 1998) suggest the community-based nutrition and dietetic workforce 

in Australia spent on average less than one day in a working week in 

community and public health nutrition practice, with the rest allocated to 

clinical dietetics, administrative or food service management work. Although 

it is difficult to assess the validity of self-reported activity in public health 

nutrition work because of variable awareness of what work this entails, this 

limited reported investment of human resources in public health nutrition 

practice suggests a small capacity to effectively act on public health nutrition 

issues. 

 

Workforce practices are a factor affecting human resource contributions to 

the structural capacity of the public health system (Handler et al 2001) and 

are potentially very significant. A large workforce that practices in a way that 

is inconsistent with disease prevention (eg. one-on-one dietary counselling 

for obesity) may have low overall effectiveness in disease prevention, 

because of limited population reach and or efficacy.  

 

7.2.2. Academic public health nutrition practice 

 

In Chapter 6, academics were identified as a constituent of the workforce 

important for public health nutrition workforce development. The 

importance of academics in the context of public health nutrition workforce 

capacity and development is based on the attributes and functions of this 

section of the workforce. Academic public health nutritionists tend to be 

highly qualified in their field of practice, are highly experienced, have 

established leadership skills, make critical contributions to workforce 

development through teaching and contribute significantly to creating new 

knowledge that informs practice through research. These attributes reflect 

the career path that usually precedes academic appointments, which includes 
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higher degree studies, extended experience or performance in practice and 

application to research and/or professional leadership. The academic 

workforce group has a major role, not only in workforce development 

through teaching and learning but also by expanding new knowledge 

through research. 

 

Academic public health practice has been described in the United States 

literature as a new, and often misunderstood, field of scholarship that seeks 

to bring together the pragmatic needs of the practitioner and the academic 

quest to advance knowledge. It is the applied, interdisciplinary pursuit of 

scholarship in the field of public health. The defining characteristics being its 

primary relevance from applied understanding and its reliance on 

interdisciplinary problem-solving (Wright et al 2000a).  

 
Criteria of excellence in academic public health nutrition practice, like other 

sections of academia, are still grounded on the traditional academic 

paradigm of research, teaching and service. This paradigm is being 

challenged and modified by the Association of Schools of Public Health 

(ASPH) in the United States (Wright et al 2000a) to include four dimensions 

of scholarship, each with relevance to the academic public health 

nutritionists contribution to workforce capacity. These include, 

• the scholarship of discovery (generation of new knowledge),  

• scholarship of teaching (knowledge transmission and creating 

environments for learning),  

• the scholarship of integration (exploring the meanings and contexts of 

discoveries), and 

• the scholarship of application (application of theory, discoveries and new 

knowledge to practice) (Wright et al 2000a). 

 
Investigation of academic public health nutrition practice therefore can 

provide insights to assist with the assessment of workforce capacity and 

associated development. 
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7.3 Data about current workforce practices from the National 
Workforce Survey 

 
7.3.1 Frequency of work related activity from the National Workforce 

Survey 
 
Estimates of the frequency of work-related activity can provide information 

to assist the assessment of current workforce functions. Respondents to the 

National Workforce Survey (n=240) completed a question asking them to 

rate on a 5-point likert scale the frequency of involvement in a list of 

activities presented in Table 7.1. Frequency scores were calculated by 

multiplying the proportion of respondents in each frequency category with 

the following weightings and summing (never=0, occasionally=0.5, 

monthly=1, weekly=4, 2-3 times/wk=10, daily=30). The mathematics of this 

calculation being based on the approximate number of times a work function 

would be performed each month (i.e. daily= 30 times/month, weekly= 4 

times/month). These frequency scores were used to rank the functions in 

terms of group activity.  

 

Frequency scores and response distributions (Table 7.1) demonstrate that this 

workforce sample reports most frequently being involved in limited 

population reach service provision such as responding to individual requests 

for information, clinical one-on-one dietetic services, small group activities 

with clients with health problems and implementing community wide 

nutrition education campaigns. This reflects the dominance of community 

nutritionists and dietitians in this sample who regularly provide direct-care 

and other clinical services. Comparison of mean frequency scores for 

functions by position category (PHN-type vs. Dietitian-type; Table 7.1) 

identified significant differences for all activities listed bar nutrition 

monitoring and surveillance, supporting state-wide or national media 

campaigns, student training and/or supervision and nutrition training for 

non-health staff. Each of these where reported to be infrequent activities 

amongst this workforce sample. 
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Table 7.1 Frequency distribution (percent) and scores for self-reported 
involvement in practice activities  

 n Frequency 
score* 

Never Monthly 
Or less ** 

Weekly 
or more 

*** 

daily 

• Responding to individual requests for 
information and adviceD 

230 2154 5 29 71 18 

• Clinical one on one roleD 235 2103 39 51 49 22 
• Implementing /coordinating community 

wide nutrition education programsP 
231 1094 28 75 25 12 

• Implementing /coordinating community 
programs re food supply/access issuesP 

230 699 50 83 17 7 

• Research 229 552 38 88 12 5 
• Small group activity with clients with 

health problemD 
230 428 35 67 33 0 

• Project evaluationP 231 403 12 84 16 5 
• Policy development (eg. local 

government or food service) P 
229 363 37 91 9 3 

• Supporting statewide or national media 
campaigns 

229 338 28 92 8 1 

• Developing and updating organisation’s 
strategic and /or business plansP 

230 323 20 92 8 2 

• Small group activity with general 
communityD 

231 281 24 85 15 0 

• Participation in development / review of 
national or state food and nutrition 
related legislation or policy 

230 262 42 93 7 2 

• Nutrition monitoring and surveillance 229 237 48 88 12 5 
• Food supply monitoring and 

surveillanceP 
231 237 63 95 5 2 

• Student training and/or supervision 230 230 23 95 5 1 
• Consulting to nursing homes or other 

food service 
229 202 42 92 8 0 

• Proactive media liaison / advocacyP 231 180 23 94 6 0 
• Training other health professionals 

addressing clients nutrition needs 
229 170 17 96 4 0 

• Seeking funding for projectsP 231 155 23 97 3 0 
• Present research to professional forums 

(eg. conferences, seminars) P 
229 137 38 97 3 0 

• Nutrition training for non-health staff 
(eg. day centre staff) 

230 131 28 97 3 0 

• Training other health professionals in 
developing community programs 

230 129 43 98 2 0 

• Submission writing to ANZFA on food 
regulation issuesP 

225 28 75 99 1 0 

* Frequency score calculated by multiplying the proportion of respondents in each frequency 
category with the following ratings and summing (never=0, occasionally=0.5, monthly=1, 
weekly=4, 2-3 times/wk=10, daily=30). 
** Monthly or less created by collapsing monthly with less than monthly and never 
*** Weekly or more created by collapsing weekly with 2-3 days/wk 
DStatistically different frequency score for activity by workforce category (T-test, p<0.05), 
dietitian-type positions statistically more frequently involved in activity.  
PStatistically different frequency score for activity by workforce category (T-test, p<0.05), 
PHN-type positions statistically more frequently involved in activity. 
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7.3.2 Collaboration with others 

 

Self-reported extent of collaboration data from the National Workforce 

Survey is presented in Table 7.2. Community organisations, other state 

government departments and non-government organisations were most 

often nominated as collaborating sectors and health promotion/public 

health, community nurses and general practitioners the most often 

nominated collaborating professional groups. There was no significant 

difference in response distribution for frequency of collaboration between 

PHN-type and Dietetic-type positions for Private industry and professional 

associations. PHN-type positions were more likely to report more frequent 

collaboration with all other groups than dietitian-type positions, except for 

general practitioners, which were more regularly reported in collaboration 

with dietitian-type positions (χ2, p<0.05). 
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Table 7.2 Extent of collaboration with other sectors and health  
professionals  (Percent of responses) 

Other sectors Never Rarely Occasionally Often 

• Community organisationsP 
(eg. Nursing Mothers Association) 

4 12 40 42 

• Other state Government 
departments (e.g. education)P 

8 21 35 33 

• Non Government Health 
Organisations(e.g. Heart 
Foundation) P 

3 22 42 30 

• UniversitiesP 14 30 36 18 
• Local governmentP 14 27 39 16 
• Private industry (eg. food 

industry) 
18 35 28 13 

• Professional associations(eg. 
DAA, PHAA) 

10 32 42 12 

Other professionals Never Rarely Occasionally Often 

• Health promotion staffP 6 9 28 55 
• Community health nursesP 8 17 28 44 
• General practitionersD 12 21 26 37 
• Public health staffP 10 22 27 35 
• Indigenous health workersP 26 26 23 22 
• Researchers/ academicsP 23 26 31 16 
• TeachersP 17 30 34 15 
• Environmental health officersP 28 30 27 11 
• EpidemiologistsP 40 31 14 10 
Percents rounded to nearest integer 
DStatistically different frequency of collaboration rating by workforce category (χ2, p<0.05), 
dietitian-type positions statistically more frequently involved in activity.  
PStatistically different frequency of collaboration rating by workforce category (χ2, p<0.05), 
PHN-type positions statistically more frequently involved in activity. 
 
7.3.2 Reported strengths and weaknesses of current services 
 
Practitioners perceptions of the strengths and weaknesses of their existing 

service (partly a product of their practises and organisation), provides 

further data relevant to the review of workforce practises (Table 7.3). The 

availability (or lack thereof) of financial and human resources were rated as 

the major weaknesses (>70% rating as a weakness or major weakness). 

Strength ratings tended to focus on community linkages, the skills of the 

workforce and multi-disciplinary planning and collaboration. 
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Table 7.3 Strengths and weaknesses of existing services, practitioners ratings distributions, National Workforce Survey 
(percent) 

 n WeaknessMajor 
weakness 

    Neither
weakness 

or strength 

Strength Major
strength 

Differences by workforce 
category 

Profile (community awareness of 
services/expertise) 

208      7 28 29 28 8  

Human resources available 212      42 31 15 9 4  
Financial resources availableE 215      43 34 17 5 1 χ2=12.6, p=0.013  
Skills of workforce 213      2 17 15 47 18  
Community linkages P 210      2 14 21 47 16 χ2=10.6, p=0.03 
Community participation in programs 212      5 18 31 36 10  
Multi-disciplinary planning and 
collaboration 

213      5 16 25 37 17  

Focus on education/awareness 210      3 11 34 42 10  
Focus on environmental change P 210      12 23 37 24 4 χ2=20.8, p=0.001  
Planning P 210      5 18 28 38 11 χ2=19.2, p=0.001 
Coordination 208      7 24 30 32 8  
Availability of local data 208      10 24 39 25 3  
Links with other sectors 209      4 18 29 39 10  
Management support 210      12 19 26 31 11  
Targeting of disadvantaged groups 212      2 22 32 29 15  
Support from other health staff 210      3 16 32 41 8  
 P PHN-type practitioners more likely to rate as major strength than Dietitian-type positions 
E Practitioners with >6 yrs experience more likely to rate as major weakness than practitioners with < 6 yrs experience
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7.3.4 Strategy focus and utilisation from the national workforce survey 

 

Respondents to the national workforce survey were invited to provide 

descriptive titles to projects that they had been involved in during the past 12 

months and instructed to check off against listed strategy and setting 

response categories for each project (refer questionnaire in Appendix B and 

response categories in Table 7.4). This question sought to identify self-

reported strategy utilisation and settings use as an indicator of workforce 

practice. 

   
7.3.3.1  Strategy focus 

A comparison of the main intervention category, as determined by the 

interventions descriptive title, and Eat Well Australia (EWA) national public 

health nutrition strategy priorities is depicted in Table 7.4. The largest 

proportion (almost half) of reported intervention activity focused on issues 

outside of the EWA priority areas. Maternal and child nutrition interventions 

and those focusing on vulnerable groups were the most common 

intervention categories consistent with the EWA strategy.  
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Table 7.4 Summary of main project focus using Eat Well Australia 
(SIGNAL 2001) priority categories, as categorised by project 
descriptive title. 

Intervention priority 
category 

Category inclusions Number Percent 

Other Other refers to interventions that are 
clinical in nature (eg. diabetes groups, 
outpatient education) and/or do not fit 
within the stated EWA priority categories 

213 45.0 

Maternal and Child 
Nutrition 

Interventions specifically targeting 
mothers, breastfeeding, infants and 
children (including schools).  

72 15.3 

Vulnerable groups Interventions targeting vulnerable groups 
such as the indigenous Australians, 
socioeconomically disadvantaged, ethnic 
minorities.  

57 12.1 

Food supply Interventions such as those focusing on 
school canteen, takeaway food or other 
food supply outlets or systems 

40 8.5 

Promoting healthy 
weight 

Interventions addressing obesity 
prevention, weight management and 
disordered eating. 

28 5.9 

Fruit and vegetable 
promotion 

Interventions specifically focusing on 
vegetable and fruit promotion. 

21 4.5 

Monitoring and 
evaluation 

Activity such as growth monitoring, food 
supply assessment and intervention 
evaluation  

19 4.1 

Workforce 
development 

Activity such as health worker training 
and continuing professional development 

17 3.6 

Communication Activity including network development, 
newsletters, media use and information 
dissemination 

16 3.4 

Research and 
development 

Projects and initiatives that are research 
or intervention development based, 
including formative research and needs 
assessment. 

5 1.1 

Total  472 100 
Multiple responses allowed, 142 respondents 
 
 
7.3.3.2  Strategy utilisation and intervention setting 

A summary of intervention strategy use and settings for intervention as 

reported by respondents (n=142) is listed in Table 7.5. There was a mean 

(+standard deviation) of 3.35 (+ 2.12) different strategies nominated for each 

intervention and 1.55 (+1.5) different settings per intervention. Group 

education and partnership development were the predominant strategies 

being used in interventions reported by this workforce sample. Although 
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research and evaluation was an infrequent intervention category as 

categorised by project descriptive title, it was reported as a strategy used in 

over one third of interventions. This suggests that research and evaluation 

are considered more a component of interventions than stand alone 

strategies. Hospitals, primary schools and the home were the most frequently 

utilised settings for nutrition interventions amongst this sample. 

 
Table 7.5 Reported strategy utilisation and settings for intervention 

activity, National Workforce Survey   
Strategy category Number Percent of all 

responses 
Percent of 

interventions 
 Group education 265 16.8 57.9 
 Partnership development 239 15.1 52.2 
 Research and evaluation 165 10.4 36.0 
 Network development 151 9.6 33.0 
 Community development 129 8.2 28.2 
 Workforce development 124 7.8 27.1 
 Policy processes 105 6.6 22.9 
 Reorientating health services 100 6.3 21.8 
 Organisational development 91 5.8 19.9 
 Food supply change 89 5.6 19.4 
 Mass media use 75 4.7 16.4 
 Social marketing 47 3.0 10.3 

Total 1580 100  
Setting category Number Percent of all 

responses 
Percent of 

interventions 
 Hospitals/ health services 181 24.8 45.0 
 Primary school 84 11.5 20.9 
 The home 72 9.8 17.9 
 Supermarkets 70 9.6 17.4 
 Childcare 57 7.8 14.2 
 Worksites 50 6.8 12.4 
 Foodservice 47 6.4 11.7 
 Secondary school 43 5.9 10.7 
 Local government 42 5.7 10.4 
 Food industry 36 4.9 9.0 
 Businesses 31 4.2 7.7 
 University 18 2.5 4.5 

Total 731 100  
N=142 
Multiple responses allowed 
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7.3.4 Academic public health nutrition work profiles  
 

In the advanced-level public health nutrition interview process, 26 academics 

were interviewed and asked to describe their current work practises and the 

attributes of excellence in academic practice. 

   
7.3.4.1  Academic work practices 

 

Academic practice was reported to include included a mix of academic 

administration, teaching, research and student supervision, professional 

activities such as advisory committee and professional association work, 

consultancies (including project management), planning and coordination 

and grantsmanship. 

 

Most respondents identified a considerable proportion of their work 

involving academic administration (ranging between 40-50% for most 

interviewees) This included activities such as coordination and management, 

committee work, meetings and generic administration relating to teaching 

and research. A number of interviewees commented that this was due to 

under-resourcing of nutrition and dietetic programs at school and faculty 

level and a lack of awareness of the organisation associated with professional 

training programs.  

 

“ I rarely get my emails and basic phone calls completed before lunch-time” 

 

When asked to estimate their work time allocation to the three major 

academic activities (teaching, research and service) the most common 

response was 40% in teaching and between 10-20% in research. Only one of 

the academics (n=26) interviewed estimated that they would spend more 

than 20% of their work time in research. Most commented that their service 

activity, such as work for professional bodies, was usually done in their own 

time.  
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Many of the academics interviewed expressed frustration with their 

excessive teaching and administrative loads that limited research activity. 

Time restrictions meant that few academics reported investing time in 

grantsmanship (preparing funding submissions for research) (3/26) and 

research/practice consultancies (6/26). Many academics reported they were 

researching through their students rather than in their own right, because of 

the lack of opportunity to spend time dedicated to personal research. 

 

“The frustrating thing about my workload is that I have little time to write 
up practice based research that I do in the consultancy work I do for health 
departments, which means much of the learning from this work doesn’t get 
disseminated to inform better practice” 
 
“The only time I get to write-up research and apply for research funding is 
when I take sabbatical” 
 
 

This workload has also forced academics to change teaching and learning 

methods. 

 

“In order survive the demand for teaching across a range of subjects we have 
resorted to modulising aspects of teaching” 
 

 
7.3.4.2 Attitudes about excellence in academic practice 
 
Research performance was identified most commonly as the feature of 

excellence in academic PHN practice. This included research funding 

success, quality in research, publication and communication. Teaching 

scholarship (leading to graduate outcomes such as good graduate 

employment uptake and instilling passion in students) was also identified as 

common performance criteria. Table 7.6 summarises the main themes 

relating to nominated attributes of excellence in academic public health 

nutrition practice. 
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Table 7.6 Attributes of excellence in academic public health nutrition  
practice, common themes summary from advanced-level public 
health nutritionist interviews 

• Professional leadership – “pushing the boundaries of practice” 
• Research performance and effective grantsmanship 
• Publication, communication and dissemination 
• Influencing practice through applied research and evaluation 
• Teaching scholarship- teaching innovation, instilling passion and 

producing graduate outcomes such as good graduate employment uptake 
• Influencing decision making – through committees, research 

dissemination, advocacy 
 
Research performance was reported to be the most important, if not over-

emphasised, academic performance criterion. Most reported that this was a 

function of the academic system that traditionally favours research 

performance in terms of publications and research funding. A few academics 

agreed that research performance was important but it needed to be assessed 

more on the quality and effect of this research on practice or public health 

outcomes, rather than just publication numbers. 

 
“Certainly not publication numbers, but on health outcomes of populations 
with which you are working” 
 
“Publishing…but in decent international journals...I’m sick of seeing mickey 
mouse stuff that are clearly an effort to boost publication numbers” 
 

A common comment relating to research performance related to the 

importance of practical applications of research in public health nutrition. 

 

“Public health nutrition academics should be constructing monitoring and 
surveillance so that practitioners and the like know were to target their 
dollars” 
 
“ There is little reward in the University system for engaging in project work 
in nutrition that is not investigative research…. and that is a issue for the 
valuing of public health nutrition academic work” 
 
“When I get to do research it is usually associated with evaluating public 
health nutrition interventions and asking questions like ‘what strategies work 
and why’…I actually think this is an important academic role, but I’m yet to 
see if it is recognised in my faculty of laboratory researchers as quality 
research” 
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The interface between academics and practice was considered important, not 

only for teaching but also for making research activity relevant to public 

health nutrition practice. 

 

“Researchers and practitioners often have very different perspectives and talk 
different languages….so there is a need for academics to stay involved in the 
practical and the pragmatic world through involvement in public health 
nutrition practice ” 
 

“to have credibility as an academic...you have to have had experience with 
doing public health nutrition stuff…not just resting on your laurels…being 
current requires involvement in practice” 
 

“I’ve always thought academic should be challenging practice and pushing 
horizons of knowledge that inform practice” 
 

Influencing decision-making via research, communication, advocacy and 

general leadership was a consistent performance measure identified. 

 

“An area like public health nutrition provides an opportunity for academics 
to influence action down the track-through research, advice and contributions 
to decision making via committees” 

 
There was also a perception expressed that teaching excellence was under-

valued in the university system. 

 
“I think academia has always been biased towards rewarding research rather 
than teaching or community service…but that seems to be changing….with 
the increasing pressure to take more and more students for revenues” 

 

Participation in academic, professional and public debate was considered 

only by a few interviewees.  

 

“There is very little professional debate in the nutrition 
professions….academics need to participate and if need be, initiate and 
irritate for debate” 
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7.4 Discussion 

 
7.4.1 Practices differ between practitioners in the designated public health 

nutritionist workforce tier. 
 
Although relatively homogenous in terms of entry-level qualifications in 

dietetics (see Chapter 6), the workforce sample in this study demonstrates 

significant differences between PHN-type and dietetic-type positions in 

terms of self-reported frequency of practice activity and extent of 

collaboration. This suggests two categories of practitioner within the 

designated public health nutrition workforce, in terms of current practices. In 

the PHN-type practitioner groups, practice is characterized by an emphasis 

on community intervention planning, evaluation, research, capacity building 

via community up-skilling and collaboration outside of the health sector. In 

contrast, the community dietetic-type practitioner groups practice is 

characterised by community based direct care, counselling, education and 

program development with collaboration more within health sector. This 

delineation reflects the different organizational environments of the different 

workforce groups, with PHN-type positions more likely to be employed in 

non-government organisations and public health units and dietetic-type 

positions working in community health services. This delineation however is 

not clear-cut, with many community dietitians reporting they participate in a 

range of public health-type work in their mixed-service roles. Data from this 

study suggests the majority of practitioners in this sample are practicing a 

hybrid of direct-care and public health, with much of the effort applied in 

direct-care and limited reach activities. 

 

7.4.2 A small workforce dedicated to practicing public health nutrition 
 
If public health nutrition practice is delineated by its emphasis on 

population-based problem resolution through intervention development, 

community building and other functions consistent with public health 
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practice (NPHP 2001), then it appears that in reality, there is a very small 

national workforce practicing predominantly in this way.  

 
7.4.3 What influences the type of practices reported? 
 
It is likely that practices are influenced by a range of intrinsic and extrinsic 

factors. Intrinsic factors may include individual confidence in competencies, 

actual competency levels, personal preferences for the type of work 

conducted or personality traits. For example, it is unlikely that an individual 

practitioner who has low level confidence and competence in media 

advocacy will voluntarily seek out that type of work or strategy as a solution 

to a local problem. This National Workforce Survey has not provided specific 

data that can be used to help explain why practitioners practise in the way 

they report. Chapter 10 however includes data from investigations of the 

utility of dietetic training in public health nutrition competency development 

that suggest dietetic preparation has inadequately prepared the dietetic 

graduate who begins public health nutrition work. Questions about the 

adequacy of competency development of the public health nutrition 

workforce in pre-employment training has previously been asked by United 

States researchers (Haughton et al 1992), but there is yet to be any formal 

debate about how well dietetic education prepares graduates for public 

health nutrition practice in Australia. 

 

Extrinsic factors may include limited financial and human resources, the 

organizational environment in which practitioners work, the related 

mandates they have for preventive practice or the ease of access they have to 

mentors or professional development opportunities. The deleterious impact 

of not having organizational mandates or structures to work in a preventive 

manner on the work practices of community based nutritionists has recently 

been observed in Victoria (Hughes and Woods 2002). Further research that 

focuses on these ‘practice influencers’ is required in order to reorient practice 

and service towards public health nutrition. 
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7.4.4 The academic public health nutrition group’s contribution to better 

practice appears constrained by under-resourcing  
 

Given the large proportion of nutrition practitioners with higher degrees 

being university based, it is not unreasonable to suggest that much of the 

public health nutrition research capacity resides in this workforce group 

(refer Chapter 6). This is further reinforced when one considers the research 

supervision role of academic public health nutritionists that ultimately 

contributes not only to research outputs but research competency 

development. 

 

This capacity for research in public health nutrition however appears to be 

constrained by large teaching and administrative roles amongst academics. 

Limitations on time to invest in grantsmanship, publication and research 

dissemination have potential to constrain the contribution public health 

nutrition academics can make to population level nutrition problem 

resolution. 

 

7.4.5 Standards of excellence in academic public health nutrition practice 
should be multi-dimensional 

 
There is a degree of dissonance about what defines excellence in academic 

public health nutrition practice. Research performance is recognised as the 

most valued academic performance criteria in the academic sector, however 

most argue that excellence in teaching, ability to influence decision making 

(policy) and practice leadership should also be considered equally, 

particularly given the dominance of workloads associated with teaching and 

administration. This view is consistent with recently published US criteria 

for assessing excellence in academic public health practice (Wright et al 

2000a).  
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The data presented in this chapter on practices of the current workforce 

provide intelligence that can contribute to the analysis of determinants 

affecting workforce capacity. The reported emphasis on clinical and limited 

reach practice activity, limited collaboration outside of the health sector by 

the majority of the existing designated public health nutrition workforce and 

limited range of strategy utilisation in interventions provide insights that 

suggest a need for practice re-orientation and improvement. It appears that 

the academic workforce group’s ability to contribute to public health 

nutrition workforce capacity is constrained by limitations associated with 

existing workloads and academic culture.  

 
Chapter 8 presents data from investigations relating to the work considered 

to be needed from the public health nutrition workforce. 
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CHAPTER 8 
 

CORE FUNCTIONS FOR PUBLIC HEALTH 
NUTRITION 

 
8.1 Preamble 
8.2    Literature review 

8.2.1   Core or essential functions 
8.3    Data on current workforce functions 
         8.3.1    Nominated roles and functions from the National Workforce 
                     Survey  
8.4    Data on core function expectations 

8.4.1    Advanced-level practitioner opinions from interviews 
8.4.2    Employer expectations from position description audits 

8.5    International consensus on core functions for public health nutrition 
8.6    A proposed set of core functions for the public health nutrition  

workforce 
8.7   A comparison of actual workforce functions and practices and core  
        function expectations  
8.8   Conclusions 
 
 
8.1 Preamble 

 
Following on from Chapter 7, which focused on current workforce practices, 

this chapter considers the desired or required workforce functions in the 

context of developing current and future workforce capacity. This chapter 

presents the background literature and intelligence gained from different 

methods, leading to the development of a list of proposed core functions for 

public health nutrition from triangular analysis. Based on these core 

functions, a comparison of actual workforce functions, practices and core 

function expectations is made to inform workforce development planning. 
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8.2 Literature review 
 

8.2.1 Core or essential functions 

Recent scholarship has produced agreement on the core functions for public 

health practice that provide a basis for reviewing and re-orientating nutrition 

workforce practices. Attempts to define public health functions have be 

made nationally (NPHP 2000) and internationally (USDHHS 1995; Sapirie 

1999) in order to define public health practice and work requirements. The 

nomenclature used in these efforts has varied. The World Health 

Organisation and United States scholars have codified “essential” public 

health functions using different methods and meaning different things. The 

WHO used the term “essential “ to indicate functions (minimum standards) 

which ensure that the public health system has the capacity to respond to 

emerging and priority needs, proceeding from concerns about rapid changes 

to health systems around the world. The United States definition of 

‘essential’ refers to practices that must be undertaken to ensure that public 

health functions are being performed (NPHP 2000).  

 

The National Public Health Partnership has undertaken a process of 

consensus development and modification of this earlier international work to 

develop Australia specific core functions for public health. In this work, core 

functions were defined as those being absolutely necessary, the absence of 

which would imply gaps in public health capacity (NPHP 2000). A Delphi 

Survey study method to develop consensus was completed amongst 235 

public health experts in Australia involving two rounds of questionnaires 

(NPHP 2000). From this project a list of core functions, differentiated by 

reference to established or emerging practice, for public health in Australia 

have been developed (NPHP 2001). The essential and core functions for 

public health proposed by these earlier works are listed in Table 8.1. Whilst 

there are numerous similarities in these function lists in terms of content, 

they vary in presentation. 
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Table 8.1 Comparison of Public Health Core/Essential functions from international literature 
US Essential Public Health Services/Functions 

(USDHHS 1995) 
WHO Essential Public health 

Functions (NPHP 2000) 
Public Health Core functions for Australia   

(NPHP 2001) 
• Monitor health status to identify community 

health problems 
• Monitor the health situation • Assess, analyse and communicate population health 

needs and community expectations 
• Diagnose and investigate health problems 

and health hazards in the community 
• Prevention , surveillance and 

control of communicable and 
non-communicable diseases 

• Prevent and control communicable and non-
communicable diseases and injuries through risk factor 
reduction, education, screening, immunization and 
other interventions. 

• Enforce laws and regulations that protect 
health and ensure safety 

• Health promotion • Promote and support healthy lifestyles and behaviours 
through action with individuals, families, communities 
and wider society. 

• Inform, educate and empower people about 
health issues 

• Public health legislation and 
regulations 

• Promote, develop and support healthy public policy, 
including legislation, regulation and fiscal measures. 

• Mobilise community partnerships to identify 
and solve health problems 

• Public health management • Plan fund and evaluate health gain and capacity 
building programs design to achieve measurable 
improvements in health status, and to strengthen skills, 
competencies , systems and infrastructure. 

• Link people to needed personal health 
services and assure the provision of health 
care when otherwise unavailable 

• Specific public health services • Strengthen communities and build social capital 
through consultation, participation and empowerment. 

• Evaluate effectiveness, accessibility, and 
quality of personal and population –based 
health services 

• Protecting the environment • Promote, support and initiate actions which ensure safe 
and healthy environments. 

• Assure a competent public health and 
personal health care workforce 

 • Promote, develop and support healthy growth and 
development throughout all life-stages. 

• Develop policies and plans that support 
individual and community health efforts 

• Personal health care for 
vulnerable and high risk groups 

• Promote, develop and support actions to improve health 
status of Aboriginal and Torres Strait Islander people 
and other vulnerable groups 

• Research for new insights and innovative 
solutions to health problems 

• Occupational health  
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8.3 Data about current workforce functions 
 
8.3.1 Nominated roles and functions from the National Workforce Survey 
 
Respondents to the National Workforce Survey (n=240) were asked to 

nominate up to four major work functions and these were categorized to 

identify self-reported roles and functions of the contemporary workforce. 

Direct comparison of the percent of respondents reporting roles between 

PHN-type and Dietetic-type positions for the complete list of roles indicates 

that PHN-type positions were more than twice as likely to nominate roles 

such as evaluation and monitoring (24% vs 7%), nutrition education resource 

development (30% vs 7%), program management (47% vs 22%), policy 

development (24% vs 3%), advocacy (19% vs 3%) and providing technical 

advice (16% vs 2%). Dietitian-type positions were more than twice as likely 

to nominate group nutrition education (49% vs 12%), patient education (51% 

vs 4%) and other clinical dietetics services (22% vs 5%) than PHN-type 

positions. 

 

A listing of the proportion of respondents role category nominations by 

position type is listed in Table 8.2. As a whole workforce sample, the most 

common reported functions were limited population reach activities such as 

individual patient education, group nutrition education, clinical dietetic 

service provision (other than education) and project management (all 

nominated by >20% respondents). Amongst the total sample, the most 

commonly repeated main roles/functions (in >15% of all cases) were group 

nutrition education, one-on-one patient education, project management, 

health professional education and provision of clinical dietetic services (other 

than nutrition education). 
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Table 8.2 Most commonly nominated roles/functions by position type category, National Workforce Survey 
Total sample (n=237) PHN type positions (n=74) Dietitian type positions (n=163) 

  
Count 

Percent 
of 

cases 

  Percent 
of cases Count 

 
 

 
Count 

Percent 
of cases 

Group nutrition education 89 38 Project management 35 47 Patient education 83 51 
Patient education 85 36 Nutrition education 

resource development 
22 30 Group nutrition education 80 49 

Project management 70 30 Health professional 
education 

19 26 Clinical dietetics services 
(other than patient education) 

36  22

Health professional education 49 21 Evaluation and monitoring 18 24 Project management 35 22 
Clinical dietetics services 
(other than patient education) 

37 16 Policy development 18 24 Health professional education 30 18 

Nutrition education resource 
development 

33        14 Advocacy 14 19 Health promotion 28 17

Workforce education –other 
sectors 

33 14 Technical advise 12 16 Workforce education –other 
sectors 

22  14

Evaluation and monitoring 30 13 Workforce education –other 
sectors  

11     15 Research 17 10

Policy development 29 13 Research 11 15 Tertiary education 14 9 
Health promotion 29 12 Statewide program 

management 
10    14 Networking 13 8

Research       28 12 Networking 10 14 Increasing community
awareness 

 12 7

Advocacy        26 11 Managing staff 9 12 Advocacy 12 7
Networking 23 10 Group nutrition education 9 12 Evaluation and monitoring 12 7 
Technical advise 23 10 Mentoring other 

nutritionists 
7 10 Nutrition education resource 

development 
11  7

Managing staff 20 8 Increasing community 
awareness 

7     10 Managing staff 11 7

Total all roles nominated 795        261 534
Up to 4 major roles able to be nominated 
”PHN-type” position category includes designated public health nutrition position categories, nutrition project officers in health promotion teams 
and nutrition project officers on project grants. ”Dietitian-type” positions category represents all others. 
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8.4 Data on core function expectations 
 
8.4.1 Advanced-level practitioner opinions from interviews 
 
Advanced-level public health nutritionists interviewed nominated a large 

range of functions (>20) considered to be core functions for public health 

nutrition practice (Table 8.3).  There was general agreement that the core 

functions for public health nutrition were similar to those for public health 

but with a specific focus on nutrition issues and methods.  

 

“The core functions for public health nutrition are the same as for public 
health but in a nutrition context” 
 

Intervention management (needs assessment, planning, strategy design, 

implementation, evaluation) was the most common core function theme. One 

interviewee’s response illustrated the complexities of public health nutrition 

issues and the need for broad public health approaches to problem 

resolution. 

 

“We had a situation of iron deficiency, lead in the dust, poor nutrition, 
hookworm, use of ceramics with lead in the glaze…so there were a range of 
confounders…what we did was paid landlords to paint their houses, got kids 
to wear shores, introduced iron fortified cereals, removed the dirt…we never 
knew which of these eradicated the problem but after two years we saw lead 
levels drop and iron deficiency decline…it was a multi-prong approach...a 
public health approach…not just a nutrition approach” 
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Table 8.3 Summary of most commonly identified core functions of the 
public health nutrition workforce, by key response theme 

 Total nominations from 41 
interviewees 

Program management* 16 
Research, including intervention research 16 
Evaluation* 14 
Advocacy 12 
Needs assessment* 12 
Nutrition monitoring and surveillance 11 
Scientific and lay communication 9 
Policy development 9 
Workforce development 7 
Intersectoral collaboration 6 
Community development 6 
Only functions mentioned by >5 interviewees listed 
* Components of intervention management 
 
8.4.2 Employer expectations from position description analysis 
 
Core functions as reflected by duty and role statements codified in position 

descriptions are summarised in Table 8.4 in 7 functions categories identified 

by bold sub-headings. The most common functions listed related to 

intervention management and capacity building function categories for both 

entry and senior- level positions.  

 
Comparison between position levels show entry-level positions being three 

to four times (>40% vs 12%) more likely to have clinical dietetic roles than 

senior-level positions. Senior-level positions were more likely to be 

coordinating rather than implementing interventions and more likely to have 

capacity building, management and research functions. Team building and 

intervention management were consistent or core functions of both levels of 

the public health nutrition workforce.  
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Table 8.4 Summary of position functions (duty statements),  
percent of position descriptions with duty statement category 

 Entry-Level 
positions 

N=29 

Senior-level 
Positions 

N=17 

Total 
N=46 

Research and Analytical    
Needs assessment 31 59 41 

Conduct local research  21 65 37 
Service evaluation 37 18 30 

Monitoring and surveillance 28 29 28 
Evaluation of policy 3 24 11 

Intervention management    
Program planning 66 88 74 

Program evaluation 66 82 72 
Program implementation 69 24 52 

Strategy design 28 65 41 
Nutrition program coordination 0 59 22 

Capacity building    
Team meetings/Team building 83 76 80 

Provide intelligence advice 66 53 61 
Training other professionals 28 59 39 

Continuing professional development 52 18 39 
Community development 34 41 37 

Grantsmanship (submission writing) 21 59 35 
Consult communities 17 47 28 
Supervising students 24 35 28 

Training health professionals  42 59 26 
Training community members 10 53 26 

Policy process     
Advocacy 10 29 17 

Developing policy 10 12 11 
Advising on policy 10 12 11 

Management    
Human resource management 48 41 46 

Quality management 45 18 35 
Meetings 37 41 33 

Report writing 21 47 30 
Administrative tasks  24 24 24 

Strategic planning 17 29 22 
Financial management 7 35 17 

Clinical services    
Dietary education individuals 52 12 37 

Clinical assessment 45 12 33 
Clinical dietetics service management 42 12 30 

Treatment planning 45 12 33 
Reviewing patients 37 6 26 

Nutrition communication    
Communication strategy development 24 24 24 

Group Nutrition Education 31 6 22 
Media use for nutrition education 14 18 15 

Percents rounded to integers 
Junior position statements had a mean of 12.7 duty statements(range 4-36) 
Senior position statements had a mean of 11.2 statements (range 5-23)  
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8.5 International consensus on core functions for public  
health nutrition  

Data presented in this section represents responses from the first round of 

the Delphi survey (i.e. a cross-sectional survey of experts) conducted 

amongst an expert panel of nationally and internationally recognized public 

health nutritionists.  

 

When asked to categorise a list of functions (distilled from the literature and 

informed by advanced-level public health nutritionist interviews: See 

Appendix C ), on a 4- point likert scale (always a function, often, sometimes 

and not a function), a few respondents reported having difficulty answering 

this question because of the difficulty in deciding at what level of influence 

or jurisdiction public health nutrition functions could be applied and 

whether functions related to individual practitioners or the broader 

workforce. Those that indicated they had difficulty tended to rate for the 

workforce rather than the individual. 

 

One of the respondents questioned the value of reducing consideration of 

core functions beyond broad categories. 

 

8.5.1 Agreement on public health nutrition functions 

 

Consensus criteria applied in the following table is ≥20 responses (from 24 

max) rating the function as always or often a public health nutrition function. 

Functions listed in bold italics in Table 8.5 meet these criteria. For the 17 

listed functions that were rated by more than half of the panellists as core 

functions (always a PHN function), most clustered in the Research 

Monitoring and Assessment (6), Intervention Management (6) and Policy 

Processes (3) categories, emphasising agreement about the importance of 

these broad functions by the international expert panel. 
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Table 8.5 Public health nutrition function ratings, number of responses, 
first round Delphi survey (n=24) 
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Research monitoring and assessment 
• Assessing population needs to determine nutrition 

program and service priorities 
22 1 1 0 

• Monitoring nutrition service and program delivery 18 4 2 0 
• Undertaking research on services and programs 

(evaluations) 
16 5 3 0 

• Evaluating the effect of policies on nutrition and 
health  

16 8 0 0 

• Monitoring determinants of nutrition and health 15 5 4 0 
• Monitoring nutrition-related mortality and 

morbidity 
13 7 4 0 

• Identifying nutrition research priorities 11 10 3 0 
• Undertaking research on nutrition issues in 

populations 
10 12 2 0 

• Economically evaluating nutrition programs or 
problems 

10 9 3 0 

Ensuring healthy and safe environments 
• Promoting equal access to healthy food 14 6 3 0 
• Ensuring food safety 12 3 7 2 
• Controlling Addressing advertising and marketing 

practices to enable informed food choices 
10 7 7 0 

• Ensuring the sustainability of the food supply 9 8 5 2 
• Controlling Addressing misinformation about 

nutrition 
9 9 6 0 

• The production and protection of safe water supplies 4 6 11 3 
• Promoting equal access to physical activity  3 8 11 0 
Nutrition education  
• Social marketing of nutrition issues 11 11 2 0 
• Developing individuals nutrition knowledge, 

attitudes and skills 
7 9 6 2 

• Providing food and nutrition information to 
individuals and groups 

7 11 2 4 

• Using mass media for nutrition education 7 12 5 0 
Strike-though and editing as indicated in table following first round comments about 
function wording. 
Functions present in bold italics rated as always or often a PHN function by >20/24 
panellists
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 Table 8.5(cont)  
Public health nutrition function ratings, number of responses, 
first round Delphi survey (n=24)  
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Building Capacity 
• Providing education and training for other health 

workers 
13 9 2 0 

• Developing community capacity to participate in 
nutrition issues 

11 10 3 0 

• Providing education and training for professionals in 
sectors other than health 

10 10 4 0 

• Mobilising community action on nutrition issues 9 9 6 0 
• Providing education and training for consumers and 

community groups 
8 9 6 1 

• Building social networks and social support in 
communities 

6 6 10 1 

Policy processes 
• Assess the impact of public policy on nutrition and 

health 
18 5 0 0 

• Advocate for food and nutrition related legislation to 
protect and promote health 

16 6 2 0 

• Advocate for sustainable and appropriate financing 
of nutrition services 

14 8 2 0 

• Review, formulate and enact promote health 
legislation 

8 10 4 2 

• Enforce food and nutrition legislation 6 6 5 7 
Intervention management 
• Planning nutrition interventions 20 4 0 0 
• Developing strategies to address nutrition issues 19 4 0 0 
• Evaluating nutrition interventions 17 7 0 0 
• Developing intersectoral partnerships to promote 

nutrition 
15 8 1 0 

• Building organisational structures and processes 
with agencies to facilitate public health nutrition 
action 

14 9 1 0 

• Accessing resources to support public health nutrition 
action 

14 7 3 0 

• Implementing nutrition interventions 12 12 0 0 
Strike-though and editing as indicated in table following first round comments about 
function wording. 
Functions present in bold italics rated as always or often a PHN function by >20/24 
panellists. 
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8.6 A proposed set of core functions for the public health 
nutrition workforce 

 
Core functions for public health have traditionally been presented as broad 

statements (USDHHS 1995; Sapirie 1999; NPHP 2001). The data presented 

from the various methodologies in this section involve a more specific 

breakdown of functions to activities required to perform functions. To be 

consistent with earlier core functions presentations, Table 8.6 presents a list 

of ten core functions for public health nutrition based on interpretation and 

triangulation of the various data presented. These functions are categorised 

into 3 over-arching function categories for the public health nutrition 

workforce - research and analysis, building capacity and intervention 

management.  
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Table 8.6 Ten core functions for public health nutrition practice proposed from the interpretation and triangulation of 
various data sources 

 Core public health nutrition function Literature 
Review 

Interviews 
  

Workforce 
survey 

PDA  Delphi

1. Monitor, assess and communicate population nutritional health 
needs and issues 

     
Re

se
ar

ch
 a

nd
 

A
na
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si

s 

2. Develop and communicate intelligence* about determinants of 
nutrition problems, policy impacts, intervention effectiveness 
and prioritisation through research and evaluation 

     

3. Develop the various tiers of the public health nutrition 
workforce and its collaborators through education, 
disseminating intelligence* and ensuring organisational 
support 

     

4. Build community capacity and social capital to engage in, 
identify and build solutions to nutrition problems and issues 

     

Bu
ild

 C
ap

ac
ity

 

5. Build organisational capacity and systems to facilitate and 
coordinate effective public health nutrition action 

     

6. Plan, develop, implement and evaluate interventions that 
address the determinants of priority public health nutrition 
issues and problems and promote equity 

     

7. Enhance and sustain population knowledge and awareness of 
healthful eating so that dietary choices are informed choices 

     

8. Advocate for food and nutrition related policy and government 
support to protect and promote health 

    

  

   

 

9. Promote, develop and support healthy growth and development 
throughout all life-stages 

   

In
te

rv
en

tio
n 

M
an

ag
em

en
t 

10. Promote equitable access to safe and healthy food so that 
healthy choices are easy choices 

  

LR= Literature review, NWS=national workforce survey, PDA=-position description audit, DT=Delphi technique 
*Intelligence refers to information and knowledge from various sources that is used to inform decisions relating to problem resolution in public 
health nutrition practice.
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The proposed core functions for public health nutrition developed from this 

data (Table 8.6) are underpinned by the following assumptions borne out of 

the literature review and discourse with advanced-level practitioners and the 

international expert group. 

 

• Public health nutrition functions are defined as those activities 

(processes, practices, services and programs) which are undertaken by 

the workforce in order to promote optimal nutrition, health and well-

being in populations.  

• Core public health nutrition functions are those functions that are 

regarded as absolutely necessary, without which would imply gaps in 

public health capacity. 

• The relative importance of functions may vary depending on the 

jurisdiction or workforce level. 

• Core functions articulate the work required to effectively address 

public health nutrition problems or issues, and consequently provide a 

framework for identifying and conceptualising workforce development 

needs. 
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8.7 Discussion 

 

The core functions identified and categorised by this triangulation of 

different data sources provides a codification of the work functions 

considered desirable (and required) by earlier scholarship, experts and 

employing agencies. In the following discussion, comparison between 

reported practices (Chapter 7) and the core functions identified in this 

Chapter, are made in order to assess the alignment between actual and 

desirable workforce functions. 

 

8.7.1  Monitor, assess and communicate population nutritional health 
needs and issues 

 
Results from the National Workforce Survey suggest that food and nutrition 

monitoring and surveillance is an infrequent aspect of current workforce 

practice, with half the workforce reporting to never participate in this work 

function. This was consistent with the small proportion of projects (4%) 

described that could be categorised as monitoring and surveillance projects 

and the relatively small proportion of position descriptions listing 

monitoring and surveillance (28%), local research (37%) and needs 

assessment (41%) as job functions. Given that providing information and 

advice about nutrition was the most frequent work function reported by the 

national workforce and a common employer expectation about work roles, it 

appears that practitioners rely on information collected by others to assist 

with this aspect of practice. The limited participation in this work function 

begs the question “on what information do the existing workforce base 

decisions about what issues they address, and how do they evaluate the 

impact of their work effort?”  

 

That monitoring and surveillance of nutrition is currently neither a common 

practise, nor a function expected of the workforce by many employers, 

suggests monitoring and surveillance as a focus for workforce development 
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to better align work practices and expectations with the required core 

functions.  

 
8.7.2 Develop and communicate intelligence about determinants of 

nutrition problems, policy impacts, intervention effectiveness and 
prioritisation through research and evaluation 

 

There is a small proportion of the current workforce engaging in research 

and evaluation as a regularly feature of their practice. Reported project 

activity of a research and development nature amounted to 1% of projects 

conducted nationally in the year preceding the National Workforce Survey, 

although research and evaluation was reported as a component strategy in 

just over a third of all projects.  Position descriptions regularly listed 

program evaluation (72%) but service evaluation (30%) and policy evaluation 

(11%) was not a required work function in most job descriptions. The limited 

collaboration reported with practitioners with analytical competencies (such 

as academics and epidemiologists) suggests that not only are the majority of 

the workforce not participating in a research and evaluation approach to 

practice, but they are also not seeking assistance from collaborators who may 

assist with this work function. This adds to the question posed in section 

8.7.1 about what intelligence the workforce is using to inform practice.   

 

8.7.3 Develop the various tiers of the public health nutrition workforce 
and its collaborators through education, disseminating intelligence 
and ensuring organisational support 

 
Empowering other health and community members via nutrition up-skilling 

and training is an infrequent work practice in the current workforce. This 

suggests that the capacity building effects of training by the current 

workforce are not being fully realised.   This is re-enforced by the small 

number of workforce development projects reported and the relatively 

infrequent use of workforce development strategies in projects reported by 

the current workforce. 

  

 193



 

8.7.4 Build community capacity and social capital to engage in, identify 
and build solutions to nutrition problems and issues 

 
Just over one-quarter of projects listed by the current workforce reported 

community development as a strategy. It is unclear how the other projects 

engage and develop the communities they are targeting. Community 

development and consultation were listed as a function by about one-third of 

position descriptions. Community development is widely accepted as an 

important component of building capacity for organised efforts to address 

public health problems, but appears yet to become established in current 

workforce practices.     

 
 
8.7.5 Build organisational capacity and systems to facilitate and 

coordinate effective public health nutrition action 
 
Developing and updating strategic plans was an infrequent activity (92% 

reporting monthly or less) of the current workforce. It is probable however 

that this work is an annual or half-yearly activity, so this does not mean that 

the workforce is not engaging in this task as regularly as is considered 

desirable. Organisational development strategies were reported to be used in 

20% of the projects implemented by the workforce. 

 
 
8.7.6 Plan, develop, implement and evaluate interventions that address 

the determinants of priority public health nutrition issues and 
problems and promote equity 

 

This was the most common employer function expectation and one of the 

most common aspects of practice that the current workforce reported. 

Interventions reported by the current workforce tended to have a group 

nutrition education focus and almost half are of a clinical education emphasis 

or were not aligned with the priority areas identified by the National Public 

Health Nutrition Strategy (Eat Well Australia). This suggests that a 

considerable proportion of the designated workforce’s project activity is 

 194



inconsistent with recognised public health nutrition workforce functions and 

priorities. Strategy utilisation and practices involving food supply changes, 

policy processes and health service reorientation were infrequently reported, 

suggested a limited strategic approach to addressing public health nutrition 

issues in this workforce. 

 
8.7.7 Enhance and sustain population knowledge and awareness of 

healthful eating so that dietary choices are informed choices 
 
It appears that the current workforce plays an major role as a nutrition  

information source with almost three quarters of the workforce reporting 

that they participated in this type of work on a frequent basis (weekly or 

more). This high level of activity relates to the large proportion of this 

workforce providing work of a direct-patient or individual nutrition 

education nature, rather than a population-based nutrition education role.  

Few reported regularly participating in state or national media campaigns 

and mass media use and social marketing were rarely used in interventions. 

This suggests limited reach approaches dominate and limit the capacity of 

the workforce to successfully perform this function.  

 
8.7.8 Advocate for food and nutrition related policy and government 

support to protect and promote health 
 
Over one-third of the current workforce reported no involvement in policy 

processes and almost three-quarters of projects reported did not include 

policy development or review as a strategy. Employers appear not to 

consider this an important workforce function as less than 20% of position 

descriptions listed advocacy and only 11% listed policy development and 

advice as position functions.  
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8.7.9 Promote, develop and support healthy growth and development 

throughout all lifestages 
 
Maternal and child nutrition was the most common Eat Well Australia 

priority area targeted by current workforce projects and childcare and school 

settings regular settings for intervention. This suggests that within the 

practice considered consistent with public health priorities (i.e. excluding 

clinical and un-aligned project work), there is an emphasis on maternal and 

child nutrition. This however, may be a reflection of the opportunistic work 

activity coinciding with the Commonwealth Governments Child Nutrition 

funding program that was being implemented at the time of the workforce 

survey, rather than reflecting a specific targeting of this function by the 

workforce. 

 
 
8.7.10 Promote equatable access to safe and healthy food so that healthy 

choices are easy choices 
 

Food supply change strategies and work functions were rarely reported by 

the current workforce suggesting limited use of environmental change 

strategies by the workforce.  
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8.8 Conclusions 

 

Comparison of core functions developed and described in this chapter with 

actual practices suggests that current workforce activity does not align with 

desirable or needed work. This has significant implications for assessment of 

the capacity of the workforce to effectively address public health nutrition 

issues and the corresponding workforce development needed. It also 

suggests the need for workforce re-orientation and practice review amongst 

the exiting workforce. Given the small size of this workforce reported in 

Chapter 6, it is also highly probable that the current workforce practices are 

in part determined by competing workloads of a clinical nature, limiting 

opportunities to develop practices consistent with the core functions 

identified. The feasibility of re-orientation of workforce practices therefore is 

likely to be limited without a pre-requisite increase in workforce size and 

organisational change and a clearer definition of the core functions being 

accepted by the public health hierarchy. 
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CHAPTER 9 
 

COMPETENCIES FOR PUBLIC HEALTH 
NUTRITION 

 
 

9.1 Preamble 
9.2    Literature review 

9.2.1 A synopsis of the competencies movement and its relevance to 
             public health nutrition 
9.2.2 Literature addressing competencies in fields related to public  
             health nutrition 

9.3    Data collected relating to competencies 
9.3.1 Advanced-level practitioner opinions  
9.3.2 National Workforce Survey: Competencies required for 

effective practice  
9.3.3 Employers competency expectations from position description 

analysis 
9.3.4    Triangulation 

9.4    International consensus on competencies for public health nutrition 
9.4.1    Agreement on essential and marginal competencies 
9.4.2 Agreement on competency requirements for different   
            workforce  tiers 

9.5   Discussion 
 
9.1 Preamble 

 
Competencies can be described as providing the architecture for workforce 

development as they codify the knowledge, skills and attitudes necessary to 

effectively practice or work in public health nutrition. This chapter begins by 

providing a synopsis of the literature relating to the competency 

development movement and competency development efforts in fields 

related to public health nutrition. This provides an important contextual 

background for considerations about competency requirements of the public 

health nutrition workforce. Data from the different research methods 

employed in this study are then presented and interpreted via triangular 

analysis to identify commonalities. Delphi study assessment of competencies 

is then provided identifying a range of competency elements that can be 

used to develop competency standards for public health nutrition.    
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9.2 Literature review 
 
9.2.1 A synopsis of the competencies movement and its’  

relevance to public health nutrition 
 
Competencies, competency standards and credentialing are all variations on 

a world-wide movement within the education, training and professional 

sectors. Competency based training (CBT) has been embraced by 

government and industry in Australia as a result of the economic rationalistic 

drive for efficiency since the 1980’s. This movement is based on the premise 

that people need to be taught knowledge, skills and attitudes required in the 

workforce. This is supported by an argument that CBT would enhance the 

education sectors responsiveness to the economy and produce reliable 

outcomes (Mayer 1992; McAllister 1998). 

 
Credentialing is the establishment of a self-regulatory process instituted by 

the relevant profession to determine and acknowledge that an individual has 

demonstrated competence to practice (McAllister 1998). Competency 

standards are defining statements about a profession or work role that can be 

used to assist credentialing. Most standards are aimed at entry-level 

competence, although some focus on defining experienced practitioners 

(Bowden and Masters 1993). 

 
 
There is now a considerable literature debating the merits and limitations of 

the competencies movement (Hager and Gonzi 1991; Bowden and Masters 

1993; Gonzi 1994; Hager 1994; McAllister 1998; Chapman 1999). This debate 

has been mostly related to the broader training and education environment 

rather than specifically applied to nutrition or public health, but it is worth 

considering in any deliberation about the value of competency development 

for public health nutrition. Differences in the theoretical and philosophical 

underpinnings of the competencies movement have been the basis for this 

disagreement and debate.  
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The behavioralist approach, which has its origins in the efficiency movement 

(Preston 1995), sees competency as “the ability to complete discrete 

behaviours. This conception tends to atomise tasks, making them easier to 

measure, but makes training and assessment task focused, which is 

reductionist rather than holistic. A preoccupation with tasks ignores 

underlying attributes such as the ability to make judgements and perform 

multiple tasks simultaneously, overlooking the complexity of performance in 

the real world (McAllister 1998). 

 
The holistic or integrated approach draws from the progressive education 

movement (Preston 1995) and is concerned with teaching attributes such as 

critical thinking, under the assumption that they will be applied in the 

workplace in specific contexts. This view is concerned with the way 

knowledge, attitudes, values and skills are used in combination, in particular 

situations. In this perspective, competencies are relational, involve reflective 

practice and place importance on context (McAllister 1998). 

 
CBT has aroused much controversy, especially amongst educationists with a 

commitment to preparing people as citizens in society rather than just for the 

workforce. An overemphasis on competencies can mean that people only 

become skilled in relation to a particular occupation (Rivers et al 1998). 

Advocates of the CBT approach see it as a countervailing force against 

education producing people who know but cannot do (Rivers et al 1998). 

 
A summary of the arguments in favour and against CBT is provided in Table 
9.1.
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Table 9.1 Summary of the arguments for and against competency based 
training

Arguments in favour of CBT 
Role clarity and 
delineation 

Competency standards aim to define the work and performance 
of the profession and therefore help define and delineate roles. 
Preventing overlap between professions may improve efficiency 
and this has been a compelling argument in favour of 
competencies.  

Accountability and 
credibility 

Standards help define the nature of the work of a profession and 
help communicate the complexity of work which may increase 
the credibility of the profession amongst the community.  

Education Competencies provide clearer goals for educators, learners and 
assist with curriculum design and assessment  

Consistency Competencies can assist universities produce graduates with 
consistent minimum competencies because they provide a 
common ground for discussion between teachers and the 
profession.   

Equity Competency measurement can increase equality between people 
from different backgrounds. i.e. assessed based on ability to 
perform rather than academic path or course completed. 

Cross profession 
movement 

The common language of competencies that are consistent 
between professions can enable transfer across disciplines or 
overseas recognition  

Arguments against CBT 
Reductionism The tendency of competencies and competency assessment to 

isolate components of performance ignores the complexity of 
work. 

Efficiency does not 
mean effectiveness 

A more competent worker does not necessarily lead to a more 
effective worker 

Control and sameness Competencies and the use of competencies as a basis of 
credentialling can constrain workforce construction and 
behaviour leading to lack of innovation and diversity 

Checklists  Competency assessment can become complicated leading to a 
simplistic use of competencies as checklists. Skills performance 
without knowledge and context can be life threatening in the 
health sector . 

Towards mediocrity Competencies prescribe minimum standards that might 
discourage excellence by reducing everything to the lowest 
common denominator. 

Teaching to the test Competencies may encourage a believe that if something is not 
measureable as a competency it is not worth doing or learning 
and threatens learning processes.  

Questionable reliability  There is no evidence to support CBT as a reliable measure. 
Reduced liberal 
education 

The tendency of competencies to be reductionist may reduce 
elements of liberal education such as experimentation, attributes 
like learning how to learn and problem solving. 

 From: (Hager and Gonzi 1991; Bowden and Masters 1993; Gonzi 1994; Hager 1994; 
McAllister 1998; Rivers et al 1998; Chapman 1999) 
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9.2.2 Literature addressing competencies in fields related to  
public health nutrition 

 
 
Public health workforce development scholarship over the last few years has 

emphasized the importance of developing a competent public health 

workforce as a precursor to increasing societal capacity to protect and 

promote the public health (CDC/ATSDR 2001; Kennedy and Moore 2001; 

Lichtveld et al 2001; Gebbie et al. 2002; Riddout et al 2002). As a result, there 

has been an emphasis on developing competencies standards to provide the 

architecture for workforce development in public health (Healthwork UK 

2001; Council on Linkages between Academia and Public Health Practice 

/HRSA 2002), preventive medicine (Lane et al 1999; ACPM 2002), health 

promotion (Howat et al 2000; Precision Consultancy 2000) and health 

education fields (NCHEC 2002). It has also been of interest to public health 

nutrition scholars (Pelletier 1997; Rogers and Schlossman 1997; Landman et 

al 1998; Dodds and Polhamus 1999; Nutrition Society 2000).  Many of the 

competencies identified in this literature are similar with considerable 

overlap across fields. There has been no known specific investigation of the 

competency needs for public health nutrition practice in Australia. 

 

The limited scholarship relating to nutrition and dietetic workforce 

development published in Australia over the last few years has focused on 

entry-level dietetics competencies (Phillips, Ash et al. 2000a) and the training 

needs associated with the developing work roles of dietitians (Tapsell and de 

Groot 1999). Public health nutrition specific workforce scholarship in 

Australia has been limited to the work of the Public Health Education and 

Research Program (PHERP) funded Specialty Program in Public Health and 

Community Nutrition in the mid 1990s (Campbell et al 1997) and an 

unpublished community nutrition workforce survey conducted as part of a 

masters research project (Steele 1995). This work and more recent reviews of 

entry-level dietetic competencies (Phillips et al 2000a) have identified a need 
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for public health nutrition specific competencies and systems for continuing 

competency development. 

 

The first and second columns of Table 9.5  identify and source the common 

competency units from the international literature on competencies in related 

fields. These competency units have been categorised under seven 

competency areas which include: 

• Analytical 

• Socio-cultural and political 

• Public health services 

• Communication 

• Management and leadership 

• Nutrition science and  

• Professional competency categories 

 

This tabulation served as the basis for testing competency ratings in the 

Delphi study. 
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9.3 Results from the data collection 
 
9.3.1    Advanced-level practitioner opinions about competencies needed 

for effective practice  
 
 
Advanced-level public health nutritionists were asked at interview to 

identify the competencies they considered were required for effective public 

health nutrition practice. There were over 40 different public health nutrition 

competency units identified. These were broad in scope with many generic to 

public health practice. A number of respondents argued that competencies 

should relate directly to performing the core functions of public health 

nutrition. 

 

The most common competency themes (Table 9.2) included communication 

skills, analytical skills (including data analysis, literature critique, 

epidemiology), nutrition knowledge, research and evaluation skills, 

knowledge of public health approaches and frameworks and advocacy and 

policy process skills.  

 
Table 9.2 Summary of most commonly identified competency 

expectations of the public health nutrition workforce, 
Advanced -Level Public Health Nutritionists interviews. 

 Total nominations from 
41 interviewees 

Communication skills 15 
Analytical skills 15 
Nutrition knowledge 15 
Research and evaluation 14 
Public health/health promotion methods 13 
Advocacy and policy processes 13 
Epidemiology 11 
Grantsmanship and writing 9 
Project management 8 
Management of human and financial resources 7 
Only competencies mentioned by >5 interviewees listed 
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Government employed public health nutritionists tended to be more 

consistent than academics in their nomination of competencies related to 

nutrition knowledge, advocacy and policy processes. Academics tended to 

favour research competencies more consistently. Most interviewees 

commented that the competencies for public health nutrition were post-basic 

and applied to professional practice applied to professional practice and 

depended on the level and context of employment.  

 

“Although the jobs differ I’m not sure the competencies do…maybe the level 
of application or the emphasis” 
 
 
“ I’m not sure that it is any easier working at a local level than a national 
level…often the structures at a national level are much more defined which 
makes it easier” 

 

One respondents comment raised a question as to whether competencies 

should be considered as a minimum standard for an individual practitioner 

or as a mix of competencies required by a work group. 

 
 “The extent and breadth of competencies required for effective PHN make it 
difficult for individuals to have competencies in all areas….working in 
collaboration with others is a critical competency in itself” 
 

 
The majority of interviewees tended to agree with the notion that public 

health nutrition competencies are consistent with most generic public health 

competencies, but with a consistent qualifier that the public health nutrition 

workforce requires additional competency units in nutritional sciences.  

 
“ Public health nutrition issues are in shades of grey rather than being black 
and white like other public health issues. This makes for practice that requires 
a strong background and understanding of the relationships between 
behaviour, food supply, consumption and its effect on health” 

 

“I think you need an overlay of nutrition and public health competencies to be 
a public health nutritionist” 
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“Nutrition is a an area in public health….and it is often more complex with a 
lot of confounding and needs more science than many other public health 
issues” 
 

There was a common theme expressed that public health nutrition is a 

specialisation within public health and that a tendency towards generalising 

the workforce was counterproductive to developing workforce effectiveness. 

 

“There is a disturbing tendency to want to generalise 
competencies…specialisation is important in food and nutrition because it is 
so complex a problem…” 
 
“Most public health practitioners have a specialty…so relying on other public 
health staff without nutrition skills is inefficient.…the dearth of nutrition 
content area expertise means we need nutrition specialists” 
 
“I think we have a lot of good public health workers trying to do nutrition 
work, but not doing it very well because they lack the understanding and 
insight that nutritionists have” 
 

Comparisons between epidemiology and nutrition epidemiology were used 

by one interviewee to analogise the differences between generalist and 

specialist approaches. 

 
“I think it is difficult for a public health graduate without nutrition training 
to be effective…its like an epidemiologist without nutrition background doing 
nutrition studies that produce odds ratios based on dietary exposures that are 
ridiculous…understanding of the nutrition science is crucial” 

 
 
9.3.2 National Workforce Survey : Competencies required for effective 

practice  
 
 Respondents to the National Workforce Survey were invited to rate the 

importance of a list of competency units with respect to effective public 

health nutrition practice (Table 9.3). Competency units are displayed in 

descending order for mean importance ratings. 
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Table 9.3 Importance ratings of competency units required for effective 
practice, National Workforce Survey. 

Competency unit 
(bolded competency units rated 
important-very important by >80%) 

n % rating 
important –

very 
important 

Mean 
rating 

1=not at all 
important 
5=very 
important 

Difference in 
mean rating by 

nature of 
position* 

(t-test) 
Program evaluation 227 95 4.67 p=0.01 
Program planning 227 97 4.66 p=0.03 
Strategy development/ selection 226 92 4.57 p=0.001 
Public health principles 226 93 4.55 p=0.01 
Needs assessment 226 90 4.41 p=0.017 
Community development 226 90 4.39  
Collaborating with other professionals 226 94 4.39  
Negotiation skills 226 90 4.38 p=0.02 
Advocacy 225 84 4.36  
Developing strategic plans 227 91 4.36 p=0.001 
Network development 227 84 4.30  
Coalition / team building 225 85 4.29 p=0.012 
Capacity building 227 84 4.28  
Behaviour change theories/ models 226 85 4.24  
Policy development processes 225 80 4.22  
Submission writing 225 84 4.22  
Literature review and interpretation 225 84 4.21 p=0.01 
Health promotion theories/models 225 82 4.20 p=0.008 
Using IT to retrieve information 225 76 4.13  
Qualitative research skills 225 79 4.07 p=0.024 
Quantitative research skills 225 74 4.03  
Nutrition through lifecycle 225 77 3.96  
Media skills 226 72 3.96  
Epidemiology and statistics 227 67 3.89 p=0.027 
Nutrition and disease aetiology 224 68 3.88  
Nutrition monitoring and surveillance 226 59 3.73  
Nutrition assessment methods 221 62 3.68 p=0.02 
Research presentation skills 227 61 3.68 p=0.01 
Financial management 225 54 3.61  
Managing staff 226 50 3.58  
Collaborating with Food industry 227 51 3.54  
Market research 226 50 3.53  
Economic evaluation 225 51 3.53  
Scientific writing 227 51 3.47 p=0.012 
Student supervision** 222 41 3.29  
Dietetic management of disease 225 42 3.24 p=0.001 
Food science 223 24 2.96  
Food service management 226 23 2.76  

* Differences involved PHN-type positions to rate competencies higher than Dietitian-type 
positions, except for nutrition assessment and dietetic management of disease. 
**More experienced practitioners (>6yrs) tended to rate the importance of student 
supervision competencies higher than less experienced (<6 yrs). There was no significant 
difference for experience category by importance of competency for all other competency 
units. 
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9.3.3 Employers competency expectations from position description 
analysis 

 
9.3.3.1 Credentials required 
 
All of the position descriptions had tertiary qualifications as a requirement of 

employment. The entry-level positions that operated mostly in a community 

health setting tended to require dietetic qualifications (25/29 as essential). 

Other nutrition qualifications or related tertiary qualifications were only 

listed as alternatives in only 2 position descriptions. Eligibility for Dietititians 

Association of Australia (DAA) membership was an essential requirement 

for many entry-level positions (21/19). Only 9 positions stipulated accredited 

practicing dietitian (APD) status as essential. Dietetic credentials were less 

common essential requirements for senior-level positions, requiring dietetic 

qualifications (6 /17 cases), eligibility for DAA membership (6/17 cases) and 

APD status (1/17). Almost all (16/17) of the senior-level position 

descriptions listed as essential or desirable qualifications in nutrition and 

dietetics and/or public health or a related field. The most commonly listed 

desirable or essential credential for senior-level positions was tertiary 

qualifications in public health, health promotion or public health nutrition 

(10/17, five cases as essential) followed by dietetic qualifications (7/17, five 

as essential). Having a drivers license was a common essential credential 

amongst this sample of positions (25/46 positions). 

 

9.3.3.2 Competency expectations 
 
Table 9.4 compares the most common credentials and competency 

expectations of employers (those listed by more than 20% of position 

descriptions) by different workforce levels ranked in descending order of 

commonality. Experience and knowledge of public health nutrition 

intervention management was the most common competency expectation in 

this sample. Other consistent competencies reflected employer’s expectations 

of practice, such as the multi-disciplinary action and the application of 

nutrition knowledge to public health issues. High-level interpersonal skills 
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were required in 37 of 46 position descriptions with 33 listing this 

competency as essential. 
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Table 9.4  Most common essential credential and competency expectations listed by >20% of position descriptions, by position 
level  

Entry level [n=29] %[n] Advanced level [n=17] % [n] 
Dietetic qualifications 86 [25] Experience and knowledge of public health nutrition 

intervention management (planning, 
implementation and evaluation) 

94 [16] 

Experience and knowledge of public health nutrition 
intervention management (planning, implementation and 
evaluation) 

79 [23] Consultation and negotiation skills 71 [12] 

Able to work in a multi-disciplinary manner 76 [22] Interpersonal communication skills 65 [11] 
Interpersonal communication skills 76 [22] Able to work in a multi-disciplinary manner 41 [7] 
Eligible for DAA membership 72 [21] Knowledge of public health nutrition issues and 

strategies 
41 [7] 

Current drivers license 69[20] Dietetic qualifications 35 [6] 
Independent and self-directed worker 59 [17] Eligible for DAA membership 35 [6] 
Knowledge of public health nutrition issues and strategies 34 [10] Cultural competency 35 [6] 
Computer literacy 34 [10] Collaboration with other sectors and organisations 29 [5] 
Public health and primary health care principles 28 [8] Tertiary qualifications in public health, health 

promotion or related field 
29 [5] 

Clinical dietetics competencies 28 [8] Current drivers license 29 [5] 
  Research and evaluation competencies 23 [4] 

(Descending order of commonality)        Credentials in bold   DAA= Dietitians Association of Australia
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9.3.4 Triangulation 
 
Triangulation of the different data sources in order to identify common 

competency units is presented in Table 9.5. These competency units formed 

the basis of consensus measurement in the Delphi study. 
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Table 9.5 Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

ANALYTICAL     
• Nutrition monitoring and surveillance (Dodds and Polhamus 1999; Howat et al 2000; Nutrition 

Society 2000; Allegrante et al 2001; Healthwork UK 2001; 
Hughes 2002b; HCA 2003) 

   

• Assess the evidence and impact of health and 
healthcare interventions, programs and services 
and apply these assessments to practice 

(Allegrante et al 2001; Healthwork UK 2001)    

• Needs assessment- assessing population needs 
using various methods 

(Howat et al 2000; NCHEC 2002)    

• Applied research, research and development- 
appraise, plan and manage research, interpret 
research findings and apply in practice 

(Rogers and Schlossman 1997; The American Dietetic 
Association 1997; Dodds and Polhamus 1999; Howat et al 
2000; Nutrition Society 2000; Phillips et al. 2000a; Phillips 
et al 2000b; Allegrante et al 2001; Healthwork UK 2001; 

Hughes 2002b; HCA 2003) 

   

• Scientific writing and dissemination of research      
• Improve the quality of health and healthcare 

services and interventions through audit and 
evaluation 

(The American Dietetic Association 1997; Pew Health 
Professions Commision 1998; Howat, Maycock et al. 2000; 

Healthwork UK 2001; Alliance 2003) 

   

• Health economics and economic evaluation 
applications 

(Rogers and Schlossman 1997; Dodds and Polhamus 1999; 
HCA 2003) 

   

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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Table 9.5 cont. Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

SOCIO-CULTURAL AND POLITICAL     
• Social sciences: Knowledge and understanding of 

the psychological, social and cultural factors 
which influence food and dietary choices 

(Rogers and Schlossman 1997; Howat et al 2000; Nutrition 
Society 2000; Hughes 2002b) 

   

• Policy processes: policy development skills, 
influence policy development, evaluate policy 
impacts, organizational politics 

(Olmstead-Schafer 1996; Rogers and Schlossman 1997; 
Lane et al 1999; Network 2000; Nutrition Society 2000; 
ATMCH 2001; Healthwork UK 2001; Hughes 2002b; 
Council on Linkages between Academia and Public 

Health Practice /HRSA 2002; HCA 2003) 

   

• Building community capacity: community 
engagement, collaboration, partnership, coalition 
building and community dimensions of practice 
skills 

(Olmstead-Schafer et al 1996; Pew Health Professions 
Commision 1998; Dodds and Polhamus 1999; Howat et al 

2000; National Public Health Leadership Development 
Network 2000; Allegrante et al 2001; Healthwork  2001; 
Hughes 2002b; Council on Linkages between Academia 

and Public Health Practice /HRSA 2002; HCA 2003) 

   

• Advocacy- at government, organization, 
profession levels 

(Rogers and Schlossman 1997; Pew Health Professions 
Commision 1998; Allegrante et al 2001; ATMCH 2001; 

Hughes 2002) 

   

• Cultural competency : awareness , knowledge and 
skills that enable a system, agency, or professional 
to work effectively in cross-cultural situations 

(Olmstead-Schafer et al 1996; Allegrante, Moon et al 2001; 
Hughes 2002b; Council on Linkages between Academia 

and Public Health Practice /HRSA 2002; HCA 2003) 

   

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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Table 9.5 cont. Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

PUBLIC HEALTH SERVICES     
• Intervention management: Design, plan, 

implement, monitor and evaluate nutrition 
strategies and programs for promoting health and 
well-being of the population, that reduce 
inequalities 

(Olmstead-Schafer et al 1996; Rogers and Schlossman 
1997; Lane et al 1999; Nutrition Society 2000; Phillips et al 
2000a; Allegrante et al 2001; Healthwork UK 2001; Hughes 

2002b; NCHEC 2002; HCA 2003)  

   

• Principles and practice of health education, health 
promotion theory, behaviour change and health 
promotion policy and programs, public health 
methods 

(Olmstead-Schafer et al 1996; Howat et al 2000; Hunt et al 
2000; Nutrition Society 2000; Hughes 2002b) 

   

• Knowledge of food and nutrition systems and 
community food needs 

(Olmstead-Schafer et al 1996)    

• Provision of preventive nutrition programs (Pew Health Professions Commision 1998; Allegrante et al 
2001; NCHEC 2002) 

   

• Building capacity of the health workforce through 
training, up-skilling and mentoring 

(Healthwork UK 2001)    

• Service and program prioritisation based on 
identified needs, their potential impact, as defined 
by objective measurable criteria 

(Lane et al 1999)    

• Provide nutrition information/ intelligence to 
various target groups 

(Pew Health Professions Commision 1998; Allegrante et al 
2001; HCA 2003) 

   

• Health care systems knowledge (Howat et al 2000)    
• Provision of clinical nutrition services (Pew Health Professions Commision 1998; Allegrante et al 

2001; NCHEC 2002) 
   

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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Table 9.5 cont. Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

COMMUNICATION     
• Interpersonal communication (Olmstead-Schafer et al 1996; Rogers and Schlossman 

1997; The American Dietetic Association 1997; Pew Health 
Professions Commision 1998; Dodds and Polhamus 1999; 

Lane et al 1999; Howat et al 2000; Phillips et al 2000a; 
Allegrante et al 2001; ATMCH 2001; Hughes 2002b; 

NCHEC 2002; Council on Linkages between Academia 
and Public Health Practice /HRSA 2002; HCA 2003) 

   

• Written communication  (The American Dietetic Association 1997)    
• Grantsmanship-submission writing to access 

resources to enable intervention and service 
delivery  

(Dodds and Polhamus 1999; Howat et al 2000; Hughes 
2002b) 

   

• Social marketing  (Pew Health Professions Commision 1998; Hunt et al 2000; 
National Public Health Leadership Development Network 

2000) 

   

• Media utilisation (NCHEC 2002)    
• Dietary counselling  (Hunt et al 2000)    

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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Table 9.5 cont. Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

MANAGEMENT AND LEADERSHIP     
• Strategic planning (Howat et al 2000; Healthwork UK 2001)    
• Negotiation skills ( National Public Health Leadership Development 

Network 2000) 
   

• Systems thinking skills (Rogers and Schlossman 1997; National Public Health 
Leadership Development Network 2000) 

   

• Team building (Howat et al 2000; National Public Health Leadership 
Development Network 2000; Hughes 2002b) 

   

• Computing and technology utilisation/ 
Information technology 

(Pew Health Professions Commision 1998; Lane et al 1999; 
Howat et al 2000; Hunt et al. 2000; Allegrante et al 2001; 

Hughes 2002b) 

   

• Leadership : motivation, dedication, vision 
(personal attributes) 

(Rogers and Schlossman 1997; Pew Health Professions 
Commision 1998; Allegrante et al 2001; HCA 2003) 

   

• Organizational behaviour, organizational 
management and organisational change 

(Dodds and Polhamus 1999; National Public Health 
Leadership Development Network 2000; HCA 2003) 

   

• Personnel (staff) management (Dodds and Polhamus 1999; Howat et al 2000; Hunt et al 
2000; National Public Health Leadership Development 

Network 2000; Hughes 2002; Hughes 2002b) 

   

• Financial planning/ management skills (American Dietetic Association 1997; Dodds and 
Polhamus 1999; Lane, Ross et al. 1999; Hunt, Hilgenkamp 
et al. 2000; Allegrante, Moon et al. 2001; Healthwork UK 

2001; Practice/HRSA 2002; Alliance 2003) 

   

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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Table 9.5 cont. Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

NUTRITION SCIENCE     
• Assessment of food, nutrient and dietary intakes 

and status in populations 
(Olmstead-Schafer et al 1996; Rogers and Schlossman 

1997; The American Dietetic Association 1997; Pew Health 
Professions Commision 1998; Dodds and Polhamus 1999; 
Nutrition Society 2000; Phillips et al 2000a; ATMCH 2001; 

Hughes 2002b) 

   

• Food composition “    
• Food guidance and goals “    
• Nutritional requirements  “    
• Nutrition intervention strategy options and 

selection 
“    

• Lifespan nutrition “    
• Assessment of food, nutrient and dietary intakes 

and status in individuals 
“    

• Food science (American Dietetic Association 1997)    
• Dietetic management of disease (Howat et al 2000; Phillips et al 2000a; Hughes 2002b)    

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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Table 9.5 cont. Summary of competency themes/items related to public health nutrition practice identified by source. 
 Literature Source ALPHN NWS PDA 

PROFESSIONAL     
• Professional accountability and social 

responsibility 
(ATMCH 2001)    

• Ethics of public health nutrition practice (ATMCH 2001; HCA 2003)    
• Commitment to continual competency 

development and lifelong learning 
(HCA 2003)    

• Values and participates in peer review (American Dietetic Association 1997)    
• Reflective practice to enhance performance (American Dietetic Association 1997)    

ALPHN= Advanced level public health nutrition consultation, PDA= Position description analysis, NWS= National workforce survey 
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9.4 International consensus on competencies for public health 
nutrition 

 
The following section presents results from the Delphi study phase of this 

research relating to competencies.  

 
9.4.1 Agreement on essential and marginal competencies 
 
Two of the Delphi panellists expressed difficulty when prompted to rate 

competency needs. This difficulty was contextual, relating to questions about 

whether competencies reflected those needed by the workforce or an 

individual, and at what jurisdictional level. The following comments from 

two of the panellists illustrates. 

 

“I had problems filling this in, because have approached from a policy and 
practice perspective, but can see that difference competencies would be 
expected from other settings, (a research perspective for example).  Also 
depends whether a PHN position is more strategic or more operational in 
perspective.” 

 
“I think they are (almost) all attributes needed by PHN in the broadest sense. 
One issue is that competency in some areas may only be needed by a few 
people in the country.” 

 
Few respondents (3/24) disagreed that competencies needed to reflect the 

workforce or workgroup rather than individual practitioners. This was 

associated by many with the need for multi-disciplinary and intersectoral 

collaboration to address population level nutrition problems. 

  
“Although my responses may appear non-discriminating, the competencies 
one wouldn’t perform as a public health nutritionist directly are required in 
order to understand and make decisions such as food composition or health 
economics.  I envision someone in public health nutrition drawing on experts 
in these areas who may not be part of public health nutrition work force.  For 
example, if the phn didn’t know food composition, he/she might make 
erroneous comments regarding appropriate foods to eat when population is 
deficient in a nutrient.  Think of the decisions one might make being marginal 
in food composition, not even knowing they should ask an expert and how to 
do it to get the information you need.” 
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There was consensus (≥19 responses of 23) about the utility of internationally 

recognised professional standards for a public health nutritionists, that the 

development of these standards were a priority, and important for increasing 

workforce capacity (Table 9.6). 

 
Table 9.6 Agreement with statements relating to public health nutrition 

competencies, Round 1 Delphi survey, n=23. 
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Internationally recognised professional standards 
(eg. Competencies) for a public health nutrition 
specialist would be a useful tool for workforce 
development. 

9 12 1 1 0 

Competencies for a specialist tier (ie. public 
health nutritionists) are needed as a priority 
because this is the workforce tier that is needed 
to facilitate and lead public health nutrition 
action. 

18 6 0 0 0 

The development of a distinct professional group 
(public health nutritionists) is important for 
increasing the capacity to address public health 
nutrition issues. 

18 4 2 0 0 

There are many common or cross-cutting 
competencies between public health and public 
health nutrition, but the difference is that public 
health nutrition requires a competency mix 
specific to nutrition and an understanding of 
nutrition issues. 

 
19 

 
5 

 
0 

 
0 

 
0 

 
There was consensus amongst the group that competencies for public health 

nutrition share many of those required for public health generally, but with 

additional competency specific to nutrition. 

 

“In the public health nutrition workforce we need people with a strong 
background in physiology, nutrition or public health, with a continued 
specialization in public health nutrition, for the setting up of teams working 
together in the public domain, addressing issues of needs assessment, 
prioritisation, strategy development and design of targeted interventions and 
evaluation of these. Depending on the setting these people work in, they will 
need skills in policy development and health education as well.” 

 

 221



There was general agreement (20/24 agree-strongly agree, 4 disagree) with 

the proposition that public health nutrition competencies can be developed 

via numerous pathways, however in practice it was suggested that training 

in nutrition was a preferred pre-requisite. This was explained by one of the 

respondents to be a reflection of workforce development efficiency 

arguments rather than being exclusive or elitist. 

 

“I think you can develop the necessary competencies coming from 
backgrounds other than nutrition and or dietetics. In some cases this adds to 
the diversity of the competency mix possible. In practice however I think it is 
a harder path to follow and probably less efficient because of the critical 
importance of the nutrition knowledge that still has to be developed in those 
who do not cover this up front or get the opportunity to work in nutrition 
and develop skills. Having said that, I think it is critical we avoid a situation 
that excludes people from work in this field if they haven’t done a particular 
course. It should be based on demonstrated competencies”  

 
 
Table 9.7 lists the response distributions to the competencies listed in Round 

1 and Round 3 of the Delphi study. The consensus rule (≥16 responses of 20) 

was applied in this table in order to identify group agreement with essential 

competency units. Essential competencies were defined as competencies 

without which public health nutrition practice effectiveness is limited. Very 

few of the competency units listed were rated none essential. Those that were 

tended to be related to clinical service provision.  

 
Comparison of the proportion of responses between Round 1 and Round 3 

among the 20 panellists who participated in both Delphi Rounds are 

presented in Table 9.7 to illustrate response shifts following round 1 

iteration. Agreement about competency ratings increased by more than 10% 

following iteration after Round 1 for 23 of the initial 52 competency units.  

There was increasing agreement that competency units related to clinical care 

(eg. provision of clinical dietetic services, dietary counselling and assessment 

of food, nutrient and dietary intakes amongst individuals) were marginal or 

not relevant competencies.     
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Table 9.7  Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 
rounds (n=20 panellists) 

 Rated 
Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement stability 
** 

ANALYTICAL    
• Nutrition monitoring and surveillance 19  20 � 
• Assess the evidence and impact of health and healthcare interventions, programs 

and services and apply these assessments to practice 
17   

  
   

20

• Needs assessment- assessing population needs using various methods 19 19 � 
• Applied research, research and development- appraise, plan and manage research, 

interpret research findings and apply in practice 
15 19

• Analysing the determinants of nutrition issues using a range of information sources 19 19 � 
• Food monitoring and surveillance 18 17 � 
• Scientific writing and dissemination of research  11 16  
• Improve the quality of health and healthcare services and interventions through audit 

and evaluation 
13  

  
   

14 � 

• Health economics and economic evaluation applications 5 4 � 
SOCIO-CULTURAL AND POLITICAL 
• Social sciences: Knowledge and understanding of the psychological, social and 

cultural factors which influence food and dietary choices 
18  20 � 

• Policy processes: policy development skills, influence policy development, evaluate 
policy impacts, organizational politics 

17  

   

   
   

19 � 

• Building community capacity building: community engagement, collaboration, 
partnership, coalition building and community dimensions of practice skills 

15 19

• Advocacy- at government, organization, profession levels 14 18
• Cultural competency : awareness , knowledge and skills that enable a system, 

agency, or professional to work effectively in cross-cultural situations* 
15 18

Shaded rows proposed by researcher for testing, all others from earlier research 
** Stability of agreement refers to <10% variation in number reporting competency unit as essential between Round 1 and Round 3 
Bolded text represents competency units with agreement reaching Round  3 consensus criterion of > 16/20 [>80%] in agreement 
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Table 9.7 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 
rounds (n=20 panellists)- cont 

 Rated 
Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement stability 
** 

PUBLIC HEALTH SERVICES    
• Intervention management: Design, plan, implement, monitor and evaluate nutrition 

strategies and programs for promoting health and well-being of the population, that 
reduce inequalities 

19  20 � 

• Principles and practice of health education, health promotion theory, behaviour 
change and health promotion policy and programs, public health methods 

19  

  
   

20 � 

• Knowledge of food and nutrition systems and community food needs 19 20 � 
• Provision of preventive nutrition programs 15 19
• Building capacity of the health workforce through training, up-skilling and 

mentoring 
17 19 � 

• Service and program prioritisation based on identified needs, their potential impact, 
as defined by objective measurable criteria 

18  

   
   

   
   

19 � 

• Provide nutrition information/ intelligence to various target groups 16 19
• Health care systems knowledge 12 15
• Provision of clinical nutrition services 4 1
COMMUNICATION 
• Interpersonal communication 19  20 � 
• Written communication  18 20 � 
• Grantsmanship-submission writing to access resources to enable intervention and 

service delivery  
12   

   
   

17

• Social marketing  12 15
• Media utilisation 12 14
• Able to speak more than 1 language* - 7  
• Dietary counselling  4   1

Shaded rows proposed by researcher for testing, all others from earlier research  
** Stability of agreement refers to <10% variation in number reporting competency unit as essential between Round 1 and Round 3 
Bolded text represents competency units with agreement reaching Round  3 consensus criterion of > 16/20 [>80%] in agreement 
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Table 9.7 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 

rounds (n=20 panellists) 
 Rated 

Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement stability 
** 

MANAGEMENT AND LEADERSHIP    
• Strategic planning 17   20
• Negotiation skills 15   

   
   
   
   
   

   
  

   

20
• Systems thinking skills 14 20
• Team building 13 19
• Computing and technology utilisation/ Information technology 12 19
• Leadership : motivation, dedication, vision (personal attributes) 12 17
• Organizational behaviour, organizational management and organisational change 10 15
• Personnel (staff) management 8 11
• Financial planning/ management skills 9 9 � 
NUTRITION SCIENCE 
• Assessment of food, nutrient and dietary intakes and status in populations 19  20 � 
• Food composition 15   

   
  
  
   

   

20
• Food guidance and goals 17 20
• Nutritional requirements  18 20 � 
• Nutrition intervention strategy options and selection 18 20 � 
• Lifespan nutrition 16 20
• Physical activity assessment * * 12
• Food science 9 7 � 
• Dietetic management of disease 5  

   
   

6 � 
• Physical fitness assessment* * 5
• Assessment of food, nutrient and dietary intakes and status in individuals 7 4

Shaded rows proposed by researcher for testing, all others from earlier research 
* Added after Round 1 following panel feedback  ** Stability of agreement refers to <10% variation in number reporting competency unit as essential between 
Round 1 and Round 3   Bolded text represents competency units with agreement reaching Round  3 consensus criterion of > 16/20 [>80%] in agreement 
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Table 9.7 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 

rounds (n=20 panellists) 
 Rated 

Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement stability 
** 

PROFESSIONAL    
• Professional accountability and social responsibility 19  20 � 
• Ethics of public health nutrition practice 19  

  
   

   
  

   

20 � 
• Commitment to continual competency development and lifelong learning 18 20 � 
• Able and willing to consult and refer to others when extra competencies are 

required 
* 20

• Values and participates in peer review 16 19
• Reflective practice to enhance performance 17 19 � 
• Knowledge of the roles and cultures of other health professions in public health * 17

Shaded rows proposed by researcher for testing, all others from earlier research   
*Inserted after round 1 
** Stability of agreement refers to <10% variation in number reporting competency unit as essential between Round 1 and Round 3 
Bolded text represents competency units with agreement reaching Round  3 consensus criterion of > 16/20 [>80%] in agreement 
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9.4.2 Agreement on competency requirements for different workforce  
tiers 

 
In round 2 of the Delphi study panellists were required to rate the level of 

competency required for three different worker categories/tiers as defined by 

the contextual parameters listed in Table 9.8.  

 

Table 9.8 Contextual parameters for Round 2 Delphi survey competency 
ratings 

WORKER CATEGORY 
Specialists 

Individuals with designated functions reflecting specialisation in the practice of 
public health nutrition, often with a title reflecting that role. May include 
practitioners or academics actively engaged in public health nutrition 
efforts/services. eg. public health nutritionist, community nutritionist, academic PHN 
 
Managers/Supervisors  
Individuals responsible for major programs or health service functions, usually with 
managerial responsibility for specialist and generalist health worker teams, and 
involved in resource management and policy processes.eg. Directors of Public Health or 
Community Health Services 
 
Front-line staff 
Individuals who implement the bulk of day-to-day PHN tasks and services, often as 
part of wider generalist health roles. May have other responsibilities other than 
nutrition. eg. individual care dietitians, community based nurses, medical practitioners, 
health educators, health promotors. 
 
COMPETENCY LEVEL 
 
Basic level  
Practitioner aware of issues or skills but have limited ability to apply competencies 
independent of support and supervision from someone more competent.  
 
Intermediate level  
Somewhere between basic and advanced knowledge and skill in applications of the 
competency unit, but may still require occasional supervision or support from 
advanced competency practitioners to be effective. 
 
Advanced level  
Practitioner proficient in the application of the competency as part of effective 
practice, not requiring supervision or support. Often providing leadership in 
competency application. 
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Table 9.9 depicts panel consensus (> 65% agreement; 14 or more of 23) about 

the competency ratings for three different workforce groups. Individual level 

ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the 

rating.  Split ratings (basic-intermediate) based on responses distributed so 

that no one rating gets 65% agreement but combined responses have >65% 

agreement (ie. a basic-intermediate rating implies that >65% of respondents 

rated that competency as basic or intermediate). 

 
 
The specialist workforce tier had 52 of 57 competency units rated as 

intermediate or advanced level compared to 40 of 57 for managers, indicating 

panellists rated the competency needs of the specialist tier greater than 

managers amongst this set of competency units. According to the expert 

panel., managers required more advanced-level competencies in management 

and leadership whereas specialists required more nutrition science 

competencies. 
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 

COMPETENCY UNIT/ELEMENT SPECIALIST MANAGER FRONT-LINE 

ANALYTICAL 
• Nutrition monitoring and surveillance Advanced Basic- Intermediate Basic 
• Food monitoring and surveillance Advanced   Basic- Intermediate Basic
• Needs assessment- assessing population needs using 

various methods 
Advanced Interm-Advanced Basic- Intermediate 

• Improve the quality of health and healthcare services and 
interventions through audit and evaluation 

Intermediate  Interm-Advanced Basic- Intermediate

• Applied research, research and development- appraise, plan 
and manage research, interpret research findings and apply 
in practice 

Advanced Interm-Advanced Basic 

• Health economics and economic evaluation applications Intermediate   Interm-Advanced Basic
• Scientific writing and dissemination of research  Advanced Basic-Advanced* Basic 
• Analysing the determinants of nutrition issues using 

arrange of information sources 
Advanced Basic- Intermediate Basic- Intermediate 

• Assess the evidence and impact of health and healthcare 
interventions, programs and services and apply these 
assessments to practice 

Advanced Interm-Advanced Basic- Intermediate 

* Equal response distribution 
Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 

COMPETENCY UNIT/ELEMENT SPECIALIST MANAGER FRONT-LINE 

SOCIOCULTURAL AND POLITICAL 
• Policy processes: policy development skills, influence 

policy development, evaluate policy impacts, 
organizational politics 

Interm- Advanced Advanced Basic 

• Advocacy- at government, organization, profession levels Advanced   Advanced Basic-intermed
• Knowledge of legislation that effects nutrition and public 

health 
Advanced Advanced Basic-intermed 

• Cultural competency  Interm- Advanced Interm- Advanced Advanced 
• Building community capacity building: community 

engagement, collaboration, partnership, coalition building 
and community dimensions of practice skills 

Interm- Advanced Advanced Advanced 

• Social sciences: Knowledge and understanding of the 
psychological, social and cultural factors which influence 
food and dietary choices 

Advanced  Interm- Advanced Intermed-Advanced

Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement 
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 

COMPETENCY UNIT/ELEMENT SPECIALIST MANAGER FRONT-LINE 

PUBLIC HEALTH SERVICES 
• Intervention management: Design, plan, implement, 

monitor and evaluate nutrition strategies and programs for 
promoting health and well-being of the population, that 
reduce inequalities 

Advanced Advanced Basic-Interm 

• Provision of preventive nutrition services/programs Interm-Advanced   Interm-Advanced Interm-Advanced
• Provision of clinical nutrition services/programs Basic-Interm Basic-Interm Basic-Interm 
• Building capacity of the health workforce through training, 

up-skilling and mentoring 
Advanced   Advanced Basic-Interm

• Service and program prioritisation based on identified 
needs, their potential impact, as defined by objective 
measurable criteria 

Advanced Advanced Basic-Interm 

• Health care systems knowledge Interm-Advanced   Advanced Basic-Interm
• Principles and practice of health education, health 

promotion theory, behaviour change and health promotion 
policy and programs, public health methods 

Advanced Interm-Advanced Interm-Advanced 

• Knowledge of food and nutrition systems and community 
food needs 

Advanced   Interm-Advanced Interm-Advanced

• Provide nutrition information/ intelligence to various target 
groups 

Advanced Basic-Interm Interm-Advanced 

Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 

COMPETENCY UNIT/ELEMENT SPECIALIST MANAGER FRONT-LINE 

COMMUNICATION 
• Able to speak more than 1 language Basic-Interm Basic-Interm Basic-Interm 
• Interpersonal communication Advanced   Advanced Advanced
• Written communication  Advanced Advanced Interm-Advanced 
• Dietary counselling  Basic-Interm   Basic Interm-Advanced
• Media utilisation Interm-Advanced Interm-Advanced Interm-Advanced 
• Grantsmanship-submission writing to access resources to 

enable intervention and service delivery  
Advanced   Advanced Basic-Interm

• Social marketing  Interm-Advanced Interm-Advanced Basic-Interm 
Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement 
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 
COMPETENCY UNIT/ELEMENT SPECIALIST   MANAGER FRONT-LINE

MANAGEMENT AND LEADERSHIP   
• Financial planning/ management skills Interm-Advanced Advanced Basic 
• Strategic planning Interm-Advanced   Advanced Basic-Interm
• Leadership : motivation, dedication, vision (personal 

attributes) 
Advanced Advanced Basic-Interm 

• Negotiation skills Interm-Advanced   Advanced Basic-Interm
• Systems thinking skills Interm-Advanced Advanced Basic-Interm 
• Organizational behaviour , organizational management and 

organisational change 
Interm-Advanced   Advanced Basic-Interm

• Personnel (staff) management Intermediate Advanced Basic-Interm 
• Team building Interm-Advanced   Advanced Basic-Advanced*
• Computing and technology utilisation/ Information 

technology 
Interm-Advanced Interm-Advanced Interm-Advanced 

* Equal response distribution 
Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement 
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 

 SPECIALIST   MANAGER FRONT-LINE
NUTRITIONAL SCIENCES  

• Assessment of food, nutrient and dietary intakes and status 
in populations 

Advanced Basic-Interm Intermediate 

• Assessment of food, nutrient and dietary intakes and status 
in individuals 

Interm-Advanced   Basic Interm-Advanced

• Physical activity assessment Interm-Advanced Basic Basic-Interm 
• Physical fitness assessment Interm-Advanced   Basic-Interm Basic-Interm
• Food composition Interm-Advanced Basic-Interm Interm-Advanced 
• Food science Interm-Advanced   Basic Basic-Interm
• Food guidance and goals Advanced Basic-Interm Interm-Advanced 
• Dietetic management of disease Basic-Interm   Basic Basic-Interm
• Nutritional requirements  Advanced Basic-Interm Interm-Advanced 
• Nutrition intervention strategy options and selection Advanced   Interm-Advanced Basic-Interm
• Lifespan nutrition Advanced Basic-Interm Interm-Advanced 
Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement 
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Table 9.9 Consensus competency ratings by workforce category, Delphi survey Round 2, n=23. 
 

 WORKFORCE LEVEL 

  SPECIALIST   MANAGER FRONT-LINE
PROFESSIONAL   
• Professional accountability and social responsibility Advanced Advanced Advanced 
• Values and participates in peer review Advanced   Advanced Interm-Advanced
• Ethics of public health nutrition practice Advanced Advanced Advanced 
• Reflective practice to enhance performance Advanced   Advanced Interm-Advanced
• Commitment to continual competency development and 

lifelong learning 
Advanced Advanced Interm-Advanced 

• Knowledge of the roles and cultures of other health 
professions in public health 

Interm-Advanced   Advanced Interm-Advanced

• Able and willing to consult and refer others when extra 
competencies are required 

Advanced Advanced Advanced 

Individual level ratings (ie. basic, intermediate, advanced) based on >65% agreeing with the rating.  Split ratings (basic-intermediate) based on responses 
distributed so that no one rating gets 65% agreement but combined responses have >65% agreement 
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9.5 Discussion 
 
9.5.1 Support for competency based workforce development 
 
Advanced-level practitioners in Australia identified a need for advanced 

level competency development in public health nutrition. This was 

supported by a high level of agreement with the competency propositions 

posed in Round 1 of the Delphi process. It could be argued that this level of 

support for competency-based workforce development is not surprising 

given the homogenous nature of the Australian leadership group and the 

international expert panellists involved, being all actively involved in the 

practice, training and development of the public health nutrition workforce 

in their respective countries. The uniformity of this support however 

confirms the widespread interest in and recognition of the need for 

competency standards development in this field. 

 
9.5.2 Competencies for the workforce versus an individual 
 
Competencies have been traditionally developed for a particular professional 

or work group to act as standards for workforce development (training, 

performance review, recruitment  etc). 

 

The large number of different competency units suggested in the advanced- 

level practitioner consultations and rated as important in the National 

Workforce Survey reflects the breadth of skills, knowledge and applications 

required to address the often complicated problems encountered in public 

health nutrition practice.  

 

This breadth of competencies and the conceptual difficulties encountered by 

some of the Delphi panellists when asked to rate competency units raises a 

question of whether competency considerations should focus on the 

competency requirements of the individual practitioner or the 

workforce/multidisciplinary team.  
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These findings suggest that it may be unrealistic to expect an individual 

practitioner to have proficiency in all the competency units identified, 

emphasising the need to develop work teams that ensures a competency mix 

required for effective work effort. This view is consistent with earlier views 

about the need for inter-disciplinary approaches to public nutrition (Pelletier 

1997; Rogers and Schlossman 1997) and the multi-disciplinary composition of 

public health nutrition workforces (Campbell et al 1997). Data from the 

National Workforce Survey in Chapters 6 and 7 however suggest that in 

reality, the public health nutrition workforce is largely profession specific 

with limited inter-sectoral and inter-disciplinaty collaboration. 

 

Competency units relating to the provision of direct-care nutrition and 

dietetic services were consistently rated by expert panellists in the Delphi 

survey as marginal or not relevant to public health nutrition practice, 

reinforcing earlier views that it is important to delineate public health 

nutrition from clinical practice (Hughes and Somerset 1997). These ratings 

are at odds with actual practises in countries such as Australia (Chapter 7) 

and the United States (Haughton et al 1992) where the public health nutrition 

workforce currently provides various levels of direct-care services. These 

ratings appear to reflect a recognition amongst the expert panel that limited- 

reach approaches using a limited range of strategies will not effectively 

address public health nutrition problems. 

 
9.5.3 Core competencies 
 
There appears to be agreement about the concept of core competencies (those 

that are applicable across jurisdictions and in different contexts) and that 

many of these are similar to those of generic public health practice as 

outlined in the literature. This agreement is obvious from the triangular 

analysis of competencies identified in the literature and other research 

methods conducted in this project, and is further validated by the high 

degree of agreement about competences rated as essential by the 
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international Delphi survey panellists. This suggests that there is a set of core 

competencies transferable across countries, at least in countries with 

developed economies. Given the lack of input from experts from countries 

with developing economies, this premise requires further testing in this 

context.   

 

9.5.4 Disagreement about competency expectations 

 

The lack of agreement about the importance of competencies relating to 

physical activity promotion and assessment in the Delphi survey is 

interesting given the increasing recognition of the synergies between 

nutrition and physical activity within the field of public health nutrition. It 

does however follow results from the first round of the Delphi process that 

demonstrated a lack of consensus about the inclusion of physical activity 

within definitions of public health nutrition. 

 

The high level of agreement on competency units considered essential for 

effective public health nutrition practice identified and tested in this process 

provide a basis for the development of internationally transferable 

competency standards for public health nutrition, as a distinct field of 

practice. Given some of the limitations of competencies approach and the 

evolving nature of public health nutrition work needs, it is important to 

recognise that competencies need to be dynamic and change in response to 

changes in the field. 
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CHAPTER 10 
 

CONTINUING COMPETENCY 
DEVELOPMENT NEEDS OF THE 

WORKFORCE 
 

10.1 Preamble 
10.2 Literature review 

10.2.1 Public health nutrition competency development 
10.2.2 Continuing competency development needs assessment 

10.3 Data on continuing competency development strategies and 
needs 

10.3.1 Advanced-level practitioners reflections on career paths 
10.3.2 Landmarks in personal competency development: Advanced-

level practitioners 
10.3.3 Utility of dietetic training in public health competency 

development: Advanced-level public health nutritionists 
opinions 

10.3.4 Utility analysis of dietetic training: Data from the National 
Workforce Survey 

10.3.5 Recommendations for competency development pathways: 
Data from interviews with public health nutrition academics 

10.3.6 Factors important in professional development: Data from the 
National Workforce Survey 

10.3.7 Further education intentions amongst the national workforce 
sample 

10.3.8 Barriers and incentives for continuing competency 
development amongst the contemporary workforce 

10.3.9 Access to mentors 
10.3.10 Strategies for increasing the feasibility of further training 
10.3.11 Confidence in own ability and skills 
10.3.12 Self reported training needs 

10.4 Triangulation: Consistent findings relating to continuing 
competency development 

10.5 Discussion 
 

10.1 Preamble 
 

This chapter aims to help fill the intelligence gaps relating to public health 

nutrition competency development needs in the Australian workforce, and 

has two directions of inquiry. The first is retrospective, assessing the 

competency development experiences of advanced-level public health 

nutritionists. Secondly, it presents data from contemporary practitioners that 
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provide information about competency development intentions, barriers/ 

incentives, factors affecting the feasibility of competency development and 

self-reported training needs by competency area.  This continuing 

competency development (CCD) needs data provides direction for planning 

strategic investments in workforce development, associated with ongoing 

development of workforce competencies. 

 

10.1 Literature Review 
10.1.1 Public health nutrition competency development 

  

Whilst there is a small but developing literature about competency standards 

and needs for the public health nutrition workforce (see summary, Table 

10.1), there is little that addresses how competency standards are best 

developed. This is a considerable intelligence gap for public health nutrition 

workforce development and should be a focus for workforce development 

scholarship. Data relative to this intelligence gap based on advanced-level 

practitioners reflections on competency development experiences, is 

presented from section 10.3.1. 

 

The level of competence possessed by the public health nutrition workforce 

at any given time is the product of the interaction between and effects of 

workforce education and training processes and workforce management 

processes in the employment setting (Kennedy and Moore 2001). 

Competency development can therefore be temporally compartmentalized 

into pre-employment education and training (such as university programs) 

and post-graduate CCD.  Post-graduate CCD may take many forms, 

including further university-based course-work, research higher degrees or 

work setting based CCD.  
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10.2.2 Continuing competency development needs assessment 

Continual competency development (often referred to as continual 

professional development or CPD) is one way of developing and 

maintaining competencies in dynamic fields of practice and changing work 

environments. CCD needs assessment can provide intelligence to support the 

development of such approaches. CCD needs assessment can contribute 

significantly to the effective planning of work-based competency 

development programs and pre-service preparation (Chauvin et al 2001). 

 

Formal CCD needs assessment studies for the public health nutrition 

workforce in the literature are limited to a number of studies in the United 

States (Schwartz 1986; Hess and Haughton 1996; Olmstead-Schafer et al 1996; 

Dodds and Polhamus 1999; Story et al 2000). Intelligence sources in Australia 

are limited to an unpublished study of the community nutrition workforce in 

1995 (Steele 1995), and two recently published ethnographic studies of 

dietitians working in, and on, the food industry (Tapsell and de Groot 1999; 

Hughes 2002b).  

 

Table 10.1 summarises the CCD intelligence related to the public health 

nutrition workforce. Consistently identified CCD needs across these studies 

suggest an ongoing need to develop competencies in analytical skills 

(research, evaluation and monitoring), communication, intervention 

management, nutrition knowledge and public health approaches to nutrition 

problem-resolution. 
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Table 10.1 Summary of continuing competency development studies related to public health nutrition 
Authors Year  Method Target Research focus 

/analysis 
CCD relevant results  

International/US studies 
(Chauvin et al 
2001) 

2001  Mail questionnaire
Systeatic random sample of 
1181 (20% workforce) 
74.5% response rate 

Public health 
professionals 
across 4 US 
states 

Self rating of 
necessity, confidence 
and training need 
against essential 
public health 
services, analysis of 
relationship to 
identify training need 

Competency development needs identified in: 
 Monitoring health status 
 Analysis of health problems 
 Health education 
 Mobilising community partnerships 
 Policy and program development 
 Law enforcement and regulation 
 Linking people with personal health 

services 
 Ensuring competent workforce 
 Evaluating interventions and 
 Research 

(Rogers and 
Schlossman 1997) 

1997 2 separate surveys 
 In-depth interviews 

amongst 260 nutrition 
professionals purposively 
selected based on known 
involvement in applied 
nutrition practice 

 Mail survey of graduates 
from graduate-level 
international nutrition 
programs in the United 
States (n=91,45.5 % RR)  

Applied 
nutrition 
professionals 

Attitudes about 
workforce levels, core 
curriculum 
/competency nreeds 
and graduate ratings 
of usefulness of 
training components 

Competency/curriculum areas identified: 
 Applied research skills 
 Communication and advocacy skills 
 Program management and administration 
 Nutrition sciences 
 Nutrition policy and programming 
 Social science concepts 
 Fieldwork and internship practices 

(Manning and 
Vickery 2000) 

2000 Self administered
questionnaire 

 

111 respondents 
RR=67% 

Dietitians 
based in 
Delaware 
United States 

Factor analysis of 
deterrents to 
participation in CCD 

Deterrents to participation in CCD: 
 Disengagement (apathy about CCD) 
 Lack of quality programs 
 Work constraints 
 Costs 
 Family constraints 
 Professional disengagement 

 243



Table 10.1 Summary of continuing competency development studies related to public health nutrition (cont) 
Authors Year  Method Target Research focus 

/analysis 
CCD relevant results  

(Hess and 
Haughton 1996) 

1996  Mail self-administered
questionnaire 
728 respondents 
RR= 55% 

Members of 
ADA* Public 
Health 
Nutrition 
Practice Group 

Self perceived 
knowledge and skill 
assessment, CCD 
format and need 
ratings 

Knowledge and skill lowest for: 
 Administration 
 Research and analysis 
 Computer applications 

Preference for local conference meetings for 
CCD. 
 

(Olmstead-
Schafer et al 
1996) 

1996 Delphi technique -consensus 
development 
3 rounds of survey 
63 completing 3rd round 
RR=75% 

Public health 
nutrition 
leaders in USA 

Forecasting training 
needs in public 
health nutyition 

Knowledge and skill areas needed for 2005: 
 Communication skills 
 Health care planning 
 Nutrition knowledge 
 Management and administration 
 Cultural competency 
 Health promotion/Disease prevention 
 Coalition building skills 
 Knowledge of community food systems 

and needs 
 Behaviour change 
 Legislative and policy processes 

(Dodds and 
Polhamus 1999) 

1999  Self administered mail
questionnaire 
281 self selected respondents 
RR=54% 

Public health 
nutritionists in 
State health 
Agencies in the 
USA  

Self assessment of 
competencies 
amongst advanced 
level practitioners 
reflecting desired 
competency 
requirement s 

Competency areas required for advanced 
level practice include: 
 Management 
 Public Health nutrition: epidemiology, 

analysis, intervention management 
 Communication 
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Table 10.1 Summary of continuing competency development studies related to public health nutrition (cont) 
Authors Year  Method Target Research focus 

/analysis 
CCD relevant results  

(Story et al 2000) 2000  Self administered mail
questionnaire 
Random sample of 800  
325 respondents, RR= 60%) 

Dietitians 
working with 
adolescents in 
the USA 
sampled from 3 
ADA Practice 
groups 

Self assessment of 
training interest 

Interest in training greatest for: 
 Communication with adolescents, 

families 
 Health promotion 
 Community skills eg. Needs assessment 
 Specific nutrition related topics 

(Corby 1997) 1997  Self administered mail
questionnaire 
Total sample of 61 
40 respondents, RR= 68%) 

Carribean 
nutritionists 
and dietitians 

Self perceived 
competency 
development needs. 
Prioritised based on 
ratings of 
importance, present 
ability and desired 
ability. 

Specific CCD needs: 
 Nutrition intervention management 
 Management 
 Communication 
 Teaching  
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Table 10.1 Summary of continuing competency development studies related to public health nutrition (cont)-Australian studies 
Authors Year  Method Target Research focus 

/analysis 
CCD relevant results  

Australian studies 
(Steele 1995) 1995  Self-administered mail

delivered questionnaire 
RR=76% 

Community based 
dietitians/nutritionists 
in Australia 

Workforce profile, 
practices and 
training needs 
assessment 

Training needs identified focus on: 
 Program management 
 Developing networks 
 Policy development 
 Submission writing (grantsmanship) 
 Collaboration 

 
(Tapsell and de 
Groot 1999) 

1999  Ethographic, open-ended
interviews  
Purposive sampling 
12 interviews  

Industry employed 
dietitians in Australia 
sampled from DAA 
Industry SIG** 

Description of 
current practice and 
assessment of 
implications for 
dietetic education 

Common competency development 
needs/themes: 
 Marketing 
 Food regulation 
 Strategic thinking and planning 
 Business administration 
 Scientific critique skills 
 communication 

(Hughes 2002b) 2003  Ethographic, open-ended
interviews  
Purposive sampling 
10 interviews 

Snowball sample of 
nutritionists with 
prior or current 
experience with 
takeaway 
interventions 

Self reported 
competency 
development needs 
and deficits based  
on reflection 

Competency needs suggested included: 
 Project management 
 Needs assessment 
 Communication skills 
 Negotiation skills 
 Issue specific knowledge 
 Strategy options and development 

*ADA= American Dietetics Association  ** DAA Industry SIG= Dietitians Association of Australia industry Special Interest Groups 
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10.3 Data on competency development strategies and needs 
 

10.3.1 Advanced-level practitioner reflections on career paths 

Reflection and analysis of the career paths of established advanced-level 

practitioners can provide insights about the career experiences that 

contribute to competency attainment, which may help identify competency 

development strategies.  

 

Advanced-level public health nutritionists interviewed (n=41) reported that 

career paths leading to public health nutrition practice tended to start with 

work as an entry-level clinical dietitian. Career paths were mostly described 

as being opportunistic and unplanned. The lack of defined job opportunities 

in public health nutrition at an early stage of their career development was 

commonly identified as a career path determinant. Career paths and 

development opportunities usually followed individual interests. 

 

“I guess it was always the sort of work I wanted to do.  I went into dietetics 
because I was interested in nutrition and epidemiology so it’s been a long 
term interest and I was interested in preventive health.  I never really 
actually wanted to be a clinical dietitian... but I didn’t have a choice of 
studying nutrition in a thorough scientific way in this country without 
doing dietetics.” 

 

Only two interviewees (2/41) commented that there career into public health 

nutrition was pre-meditated.  

 

“I went straight into generic health promotion positions and then back to 
public health nutrition...I’ve never actually worked in clinical dietetics” 
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Disillusionment with clinical dietetics practice was a common motivation for 

career development into public health nutrition. 

 

“I could see solutions to problems like obesity come through public health 
efforts…clinical dietetics was not intellectually satisfying” 

 
“I got pretty sick of going to ICU every morning and realising that much of 
the problems presenting there were preventable…” 

 

A desire to be effective appeared to be a repeated theme for motivations 

leading to career paths in public health nutrition. 

 

“I’ve been driven I guess by a character trait that desires to be effective- 
clinical work just didn’t seem to have an impact and that frustrated me” 

 

Career paths into public health nutrition also reflected the changing health 

sector environment over the period of this group’s career development. 

 

“It was difficult getting into community nutrition because there were so few 
jobs…if I had planned it I would have got into community earlier” 

 

“the history of public health nutrition development in Australia has been an 
evolution of practice from clinical through community to public health 
nutrition” 
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10.3.2 Landmarks in personal competency development: Advanced-level 
practitioners 

 

Reflection on memorable or ‘landmark’ experiences contributing to 

competency development in public health nutrition can similarly identify 

experiences that may be worth replicating as a competency development 

strategy. 

 

When asked to reflect on their own careers and nominate “landmark 

experiences” that contributed most to their own competency development, 

advanced-level practitioners interviewed most commonly reported exposure 

to mentors, on-the-job experiences (particular overseas work experience), 

post-graduate training (particularly in public health) and committee work. 

The following quotes illustrate these themes. 

 

“Having opportunities to be exposed to other people…not just mentors but 
even people you can’t stand…experiencing real life debates and issues” 
 
“mainly by working with really great people…not always formally in a 
mentoring or line management way but by observing and copying” 
 
“Working in large clinical dietetic departments means professional 
socialisation is predominantly with other dietitians…in community health it 
is much more multi-disciplinary… you get a much wider and more 
challenged perspective” 

 
“Post-graduate studies in public health opened my horizons and gave me a 
different perspective on how to look at problems” 

 
“I don’t see any substitute for good public health training…once you learn 
the public health approach… collecting and using data to identify problems 
and determinants...its much less difficult” 
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One respondent identified that competency development was a result of a 

general commitment to self-improvement despite limited opportunities.  

 

“ I’ve learnt a lot by having a go at getting funding and succeeding…it 
showed me that I could do that if I tried…a real confidence thing… I have 
forced myself to try and write up our work for journals…and have learnt a lot 
as a result” 

 
Work experiences associated with being “thrown into the deep end” were 

commonly reported as being a contributor to competency development. 

 

“Oh I think it was really as a result of being thrown in the deep end and 
struggling through…often by trial and error rather than by design” 
 
“Working with aboriginal communities…experiencing first hand the 
problems in a society that is very different to mine…was a great experience” 

 

10.3.3 Utility of dietetic training in public health nutrition competency 
development: Advanced-level public health nutritionists opinions 

 

Advanced-level public health nutritionists with dietetic qualifications were 

asked to reflect on the utility of their dietetic training experience on public 

health nutrition competency development. 

 

There was considerable disagreement about the utility of dietetic training for 

public health nutrition competency attainment amongst interviewees. None 

identified their dietetic training experience as a public health nutrition 

competency development landmark.  

 

Those that considered dietetic training to be an advantage tended to 

nominate the value of the strong grounding in nutrition sciences, 

communication and translation skills acquired, the exposure to the work 

environment and experience in the practical placement program of this 

training. These views tended to be based on knowledge of existing programs 

as well as the training experienced by interviewees. 
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“One of the benefits of dietetic training relates to the communication and 
translation skills that are so important in public health…I have seen 
examples of undergraduate nutrition only graduates were that skill isn’t 
obvious” 
 
“There are elements of dietetic training that give dietitians the edge over 
generalists…without the background to interpret problems you get a different 
result” 
 
“The benefit of the current dietetics training is the field placement 
component…which is experiential and leads to professionalisation” 
 

Some of the responses were ambivalent. 

 

“Its good to have an understanding of clinical dietetics and compassion for 
that role…however I don’t think clinical competencies are required at all for 
public health nutrition practice”  

 
“existing training of dietitians is generalist and directed by competencies that 
reflect a clinical emphasis. Dietetic training has the potential to contribute 
significantly to public health nutrition…but programs need to change” 

 

Dietitians were considered by many of the interviewees to be in a privileged 

position to take on public health nutrition roles and develop the associated 

competences. 

 

“At the moment the culture limits work experience options for non-dietitians 
in nutrition…because dietitians have the added ability to service sick 
people… a lot of non-dietetic graduates have to work very hard to get 
opportunities in public health nutrition ” 
 

An equal number of respondents reported limited utility in dietetic training 

as a pathway to competency development in public health nutrition. This 

tended to focus on the limitations associated with a clinical emphasis and the 

non-specialist nature of dietetic training. 

 

“The socialisation that goes on within dietetic training is not conducive to a 
public health or population focus…for example the dominance of clinical 
placement… physiology and biochemistry dominate curriculum…and there 
is an over exposure to clinicians and the medical model” 
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“Dietetic training has been designed to produce clinical dietitians…although 
some programs have tinkered around the edges to increase the emphasis on 
other areas like community practice…so we shouldn’t expect them to be 
producing competent public health nutritionists” 

 
“I think there is a lot of redundancy in dietitian training for someone 
wanting to work as a public health nutritionist...its too reductionist and there 
is an emphasis on individual rather than population approaches…. and little 
on structural, policy and broader public health approaches” 
 

A number of interviewees made comments relating to the existing 

professional  culture and belief systems relevant to dietetic training programs 

that may act as barriers to early career path selection into public health 

nutrition. 

 
“There is still very much an attitude in this state that dietitians need to get 
experience clinically…that is rubbish, it really is…I see no reason why a 
student wanting to work in public health needs to go into a hospital” 
 
“Students have a fear that if they don’t get experience as a clinical dietitian, 
they will never get that sort of job in the future…so it’s a barrier at a student 
level…most of my students have this attitude and it reflects in their career 
paths”   
 
“Students don’t seem to be getting a grounding in the frameworks of public 
health…the paradigm is different…community approaches have always been 
the poor cousin to clinical practice” 
 

10.3.4 Utility analysis of dietetic training: Data from the National 
Workforce Survey 

 

The contemporary workforce’s utility ratings of dietetic education provide 

further insights about the adequacy of this experience for public health 

nutrition competency development. The most common response themes in 

response to an open-ended question asking survey respondents to list the 

advantages of dietetic training,  related to the strong grounding in nutrition 

knowledge, the wide range of skills attained, health promotion skills, good 

basic research skills and problem solving ability. The main response themes 

relating to disadvantages of dietetic training were the perception that dietetic 
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training was too clinically biased and narrow in its view, provided 

inadequate training in public health approaches and did not expose students 

adequately to public health nutrition practice experiences.  

 

When asked to rate the adequacy of dietetic training on a 5-point likert scale, 

most (57%) rated it as inadequate to very inadequate, compared to 27% who 

rated it as adequate or better. Analysis of the effect of years experience (and 

by implication years since completing dietetic training) by χ2 analysis 

demonstrates differences in ratings in terms of training adequacy (χ2  

,p=0.06). More experienced respondents (>6 years experience in community 

nutrition practice) were more likely to rate dietetic training as inadequate 

preparation for public health practice compared to practitioners with less 

than 6 years experience. 

 

10.3.5 Recommendations for competency development pathways: Data 
from interviews with public health nutrition academics  

 

When asked to identify the advice they would give students about 

developing public health nutrition competencies, most academics (n=26 ) 

interviewed recommended a mixed-program of training and experience that 

included undergraduate training in nutrition and/or dietetics, followed by 

work experience and advanced-level training in public health (such as a 

Master of Public Health). Experience with dealing with real problems 

through work experience was a standout recommendation. The almost 

formulaic recommendation of dietetic training related to an expressed 

advantage students with this background have to later work experience and 

competency development in applied nutrition. 

 

“It is actually quite difficult for nutrition graduates who aren’t dietitians to 
get work that exposes them to the experiences needed to develop public health 
nutrition competencies…you just have to look at the existing public health 
nutrition workforce which is mostly dietetics graduates who have moved into 
public health nutrition.” 
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Most agreed that a lot of competency development in public health nutrition 

is via experiential and ‘external to university’ earning, and was specialist in 

nature. 

 

“Many of the competencies required for effective public health nutrition 
practice you develop by getting stuck in and making mistakes as you go…this 
isn’t something you can easily do at university” 
 
“Public health nutrition competency development can be helped along by the 
quality and focus of training...such as in health promotion or public health… 
but it can’t replace experience in the field and the maturity that goes with 
developing strategies to deal with population level issues” 
 
“I did an MPH after I realised that my dietetic competencies were limited…I 
realised I had little idea about how to think about solutions to population 
wide problems. When I think about it my expectations were unrealistic...I 
wasn’t adequately prepared as a dietitian to deal with this area that I now 
know is a distinct specialty” 
 

Only a few respondents suggested that public health nutrition competencies 

could be developed in under-graduate programs. 

 

“I don’t see any difference between doing a 4 year undergraduate public 
health nutrition degree coming out as a entry-level PHN versus a dietitian 
who goes onto doing public health…as entry-level they would be the 
same…in four years you can teach a lot” 
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10.3.6 Factors important in professional development: Data from the 
National Workforce Survey 

 

Individual reflection amongst the national workforce sample indicated that 

most of the respondents rated work experience and working with leaders as 

important factors for individual professional development (Table 10.2). 

Attending conferences and self-directed learning were also rated highly 

important by over 50% of respondents. PHN-type position respondents, 

were significantly more likely to rate working with and learning from leaders 

in PHN or related fields and writing for publication as important factors in 

professional development, than dietitian-type respondents. 

 
Table 10.2 Factors considered important for professional development  
Factor n Percent rating  

low-  
very low 

Percent rating  
high- very 

high 
Working with and learning from leaders 
in PHN or related fieldsA

214 14 73 

Doing additional training/coursework in 
public health or related field 

205 34 46 

Doing work experience in the field 211 6 84 
Attending conferences 214 7 59 
Writing for publicationB 204 52 21 
Self-directed learning 213 6 55 
A χ2  =13.5, p=0.009, PHN-type positions more likely to rate as high-very high 
B χ2   =9.7, p=0.045, PHN-type positions more likely to rate as high-very high  
 
 
10.3.7 Further education intentions amongst the national workforce 

sample 
 
When asked to indicate their intentions regarding doing further professional 

training, most respondents from the National Workforce Survey (45%) 

reported they may do so within the next 5 years, 20% reported intending to 

do so within 12 months and 20% had no intention to undertake further 

study. These intentions were not significantly different by position type 

[PHN-type vs dietitian-type](χ2, p=0.81) or highest qualification (χ2 ,p=0.31). 
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The areas of further training nominated were mostly related to public health, 

health promotion, health administration and less frequently clinical 

specialisation such as paediatrics, sports nutrition and geriatrics. 

 
10.3.8 Barriers and incentives for continuing competency development 

amongst the contemporary workforce 
  

The most commonly reported incentives for further professional 

development were intrinsic factors such as personal motivation, individual 

assessment of further training need and the personal rewards associated with 

self improvement. The main barriers tended to be extrinsic factors such as 

time poverty (personal and work time) and the financial costs associated 

with training (Table 10.3). There was no significant difference is response 

distribution by position type for any incentive or barrier. 

 

 

10.3.9 Access to mentors 

 

Over half (54%) of the respondents to the National Workforce Survey 

reported having access to a mentor in the public health nutrition or related 

field, and a similar proportion of those that did, reported being in contact 

with the mentor only when needed (50%). Almost one-third (30%) of those 

with access to a mentor made contact with them at least weekly. PHN-type 

positions were more likely to report having a PHN-relevant mentor than 

dietitian-type positions (χ2  =10.5,p=0.005). 
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Table 10.3 Barrier and Incentives to further developing competencies in 
public health nutrition, self reported ratings. 

Incentive/Barrier Percent 
reporting 

Barrier-Major 
BarrierA

 

Percent 
reporting 
Unsure/ 
Neither 

 

Percent 
reporting 
Incentive-

Major 
incentiveA

Motivation to self improve/learn 9 18 73 
My own assessment of my need to 
develop my skills in this area  

7 32 60 

Personal reward s of further 
training/awards 

12 40 48 

Opportunities to apply training 23 40 37 
Level of support from others 17 56 27 
No relevant training available 21 74 5 
Level of support from management 26 46 28 
Access to information 20 65 15 
Contact or access to mentors 28 51 21 
Other training more important 13 83 4 
Courses are not sufficiently 
practical 

23 72 6 

Lack of professional credit/ 
recognition 

24 71 6 

Scope for employment/progression 
once further trained 

47 30 23 

Funding availability 63 27 10 
Time available- work 84 12 5 
Cost of further training 84 15 1 
Time available- personal 85 10 5 
ALikert scale collapsed from 5 point to 3 point (Barriers, Unsure/Neither and 
Incentives), Rounded to nearest integer 
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10.3.10 Strategies for increasing the feasibility of further training 

 

Increasing the feasibility of further training appeared to be related to 

flexibility, in terms of delivery and access, so that training did not interfere 

with work/careers and income (Table 10.4). 

 
Table 10.4  Factors that would make further training more feasible 
 Number of  

responses 
Percent 

cases 
Able to be integrated with existing job role 175 78 
Able to be taken part-time 157 71 
Able to be taken mostly off-campus 152 69 

Professionally recognised eg. accredited 127 57 
In modular format, allowing progressive accumulation of 
work as circumstances permit 

113 51 

High level interaction with academic mentors 64 29 
Strongly focused on advanced level practice 63 28 
Strongly focused on developing and applying research skills 57 26 

Able to be taken in intensive mode (eg. 3 semesters a year 
instead of 2) 

19 9 

More than one answer allowed 
 

10.3.11  Confidence in own ability and skills 

 

Self-reported ratings about confidence to perform work related to specific 

competency areas can inform CCD needs assessment. Analytical (eg. 

research, epidemiology and statistics), policy process and advocacy 

competencies were the competency units rated by respondents as having the 

lowest confidence in this workforce sample (Table 10.5). Competency units 

reflecting nutrition and dietetic knowledge and professional practice (eg. 

collaborating with other professionals) were rated highest in terms of 

confidence. For all significantly different confidence ratings listed in Table 

10.5, PHN-type positions were significantly more likely to rate their 

confidence levels higher than Dietitian-type positions, except for dietetic 

management of disease. This may be a reflection of the greater work 

experience reported amongst this workforce group. 
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Table 10.5 Confidence ratings of ability and skills by competency areas, 
national workforce survey sample (n=240)  

Competency unit 
 

n Significant 
difference 
by nature 

of position 
A

Percent 
reporting 
More than 
adequate 

(proficient-
expert) 

Percent 
reporting 
Average/ 
Adequate 

for  
practice 

Percent 
reporting 
less than 
adequate 

for 
practice 

Market research 230 p<0.08 5 28 67 
Economic evaluation 230  6 37 58 
Epidemiology and statistics 230 p<0.0001 10 39 50 
Nutrition monitoring and 
surveillance 

231  18 38 45 

Collaborating with Food industry 232  16 40 44 
Food service management 228  17 42 41 
Media skills 232  16 40 44 
Scientific writing 232 p<0.009 21 37 43 
Financial management 231  18 46 36 
Quantitative research skills 230 p<0.001 21 41 38 
Policy development processes 230 p<0.0001 19 48 33 
Qualitative research skills 231 p<0.0001 25 39 36 
Food science 230  18 56 26 
Advocacy 230  24 44 32 
Submission writing 228 p<0.0001 25 46 29 
Capacity building 232 p<0.0001 26 47 27 
Research presentation skills 231 p<0.004 28 44 28 
Managing staff 231  27 48 25 
Community development 232 p<0.033 30 47 23 
Behaviour change theories/models 231  29 50 21 
Developing strategic plans 230 p<0.0001 33 46 21 
Health promotion theories/models 231 p<0.025 31 49 19 
Strategy development/ selection 231 p<0.0001 40 38 22 
Public health principles 231 p<0.0001 39 40 21 
Literature review and 
interpretation 

231  32 52 16 

Using IT to retrieve information 232  38 43 19 
Negotiation skills 232  41 45 14 
Needs assessment 230 p<0.0001 40 44 16 
Network development 229 p<0.0001 42 46 12 
Dietetic management of disease 229 p<0.005 49 39 12 
Coalition / team building 233 p<0.016 43 48 10 
Program evaluation 230 p<0.006 44 43 13 
Nutrition assessment methods 229  43 52 5 
Nutrition through lifecycle 229  52 44 4 

Nutrition and disease aetiology 230  53 44 3 
Program planning 233 p<0.02 54 37 8 
Collaborating with other 
professionals 

230 p<0.002 73 25 2 

A χ2  analysis, PHN-type vs Dietitian-type 
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10.3.12 Self reported training needs 

 

Self reported training needs amongst the National Workforce Survey sample 

tended to reflect competency units importance ratings (Table 9.4). For all 

significantly different training need ratings listed in Table 10.6, PHN-type 

positions were significantly less likely to rate their training needs higher than 

Dietitian-type positions. There was no significant difference in mean training 

need ratings by years of experience category (<6 vs > 6 yrs experience) except 

for epidemiology and statistics (p=0.045), public health principles (p=0.046) 

and food service management (p=0.041). Each of these competency units 

were rated as higher need training areas for practitioners with <6 years 

experience. 
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Table 10.6 Self-reported training needs by competency area, national 
workforce sample 

Competency unit 
 

n difference by 
nature of 
position A

Percent 
reporting 

Don’t need-
Definitely 
don’t need 

training 

Percent 
reporting 
Unsure 

Percent 
reporting 

Need 
training-

definitely 
need 

training 
Policy development processes 218  16 18 66 
Epidemiology and statistics 217 p<0.041 19 18 63 
Media skills 218  18 15 67 
Economic evaluation 215  15 25 60 
Advocacy 217  17 24 59 
Quantitative research skills 218  21 18 61 
Market research 218  16 28 56 
Qualitative research skills 218  21 20 59 
Nutrition monitoring and 
surveillance 

217  21 30 49 

Submission writing 215 p<0.001 27 20 53 
Capacity building 217  27 27 50 
Financial management 217  27 27 49 
Strategy development/ selection 218  26 29 45 
Developing strategic plans 218 p<0.042 30 25 45 
Scientific writing 217  32 23 45 
Community development 219 p<0.002 32 29 39 
Collaborating with Food industry 217  27 36 37 
Managing staff 218  34 26 40 
Public health principles 219 p<0.015 35 22 43 
Using IT to retrieve information 215  34 23 43 
Behaviour change theories/models 217  34 26 40 
Research presentation skills 218  34 29 37 
Program evaluation 218  40 17 43 
Negotiation skills 217  36 30 34 
Health promotion theories/models 215 p<0.017 45 22 35 
Needs assessment 218 p<0.012 45 23 32 
Coalition / team building 219 p<0.017 45 27 28 
Program planning 218  50 18 32 
Literature review and 
interpretation 

216  46 25 29 

Network development 218 p<0.02 48 24 28 
Food service management 219 p<0.05 54 22 24 
Food science 218  55 31 14 
Nutrition assessment methods 214  50 22 18 
Nutrition through lifecycle 217  68 20 12 
Collaborating with other 
professionals 

218  69 21 10 

Nutrition and disease aetiology 217  71 17 12 
Dietetic management of disease 218  71 17 12 

A χ2  analysis, PHN-type vs Dietitian-type 
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10.4 Triangulation: Consistent findings relating to  
continuing competency  development 

 
Triangular analysis of the data collected in this project relating to continuing 

competency development needs of the public health nutrition workforce 

identifies the following consistent observations summarised in Table 10.7. 
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Table 10.7 Consistent observations from investigations of continuing competency development needs amongst the public health 
nutrition workforce 

 Lit Rev ALPHN NWS 
 The main focus areas for CCD identified were competency areas consistent with public health practice 

(and competency units identified in Chapter 9) such as analytical (research, evaluation, monitoring), 
program management, communication skills, policy processes and capacity building competencies, but 
specifically applied to nutrition issues. 

   

 The reported utility of dietetic training as preparation for public health nutrition practice and competency 
development varied, however, it was agreed that it provided the essential background in nutrition 
science, communication skills and experience of nutrition work considered essential for advanced-level 
competency development in public health nutrition. Dietetic training was not considered an adequate 
preparation for advanced-level competency or effective practice, without further training and experiential 
learning.  

   

 Experiential learning in the work setting supported by mentors appears to be the most efficient 
competency development approach. Advanced-level competency development requires exposure to field 
experiences, health delivery systems and work environments. 

   

 Perceptions about the most efficient competency development pathways to PHN competency tend to 
favour undergraduate nutrition studies followed by advanced-level training in public health methods 
building on work experience. It appears that there is a preference for up-skilling nutritionists in public 
health competencies rather than up-skilling generic public health workers in nutrition. 

   

 Access to mentors appears an important and common pre-requisite for CCD in public health nutrition    
 CCD amongst the existing workforce is constrained by time limitations, existing work and costs. 

Flexibility of access and integration with existing work appears to be the most feasible advanced-level 
training model. 

   

 A large proportion of the existing workforce report an intention to do further formal CCD, suggesting a 
high potential demand for accessible and relevant training programs and methods.  

   

Lit Rev = literature review, ALPHN = advanced-level public health nutritionist interviews, NWS= National Workforce Survey 
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10.5 Discussion 
 
10.5.1 Self-reporting as a basis for continuing competency development 

needs assessment 
 

Assessment of self-reported ratings against questions such as the importance 

of, confidence in performing, and need for training against defined work 

functions and competency units has been conducted amongst the US public 

health workforce to assess professional development needs assessment. This 

data simply reflects the perceptions of the workforce respondents based on 

reflection (Chauvin et al 2001). These perceptions are important because they 

have the potential to motivate further professional development and possible 

influence decisions about what sort of work is performed (see discussion in 

Chapter 11). The most prominent reported motivator to further develop 

competencies in public health nutrition in the national workforce population 

surveyed was a desire for self-improvement, which is consistent with the 

features of adult and self-directed learning (Kaufman 2003). Awareness of 

confidence deficits and training needs by practitioners is clearly an important 

pre-requisite for self-improvement via CCD. This notion is based on the 

concept of self-efficacy, which asserts that an individuals judgement of their 

own ability to deal with certain situations is central to their actions (Kaufman 

2003).  It therefore is a useful source of workforce development intelligence. 

 

10.5.2 Continuing competency development needs: Topics 

 

The competency units commonly identified as a focus of training need in the 

national studies conducted in this project are similar to those identified in 

earlier CCD studies (Steele 1995; Hess and Haughton 1996; Olmstead-Schafer 

et al 1996; Corby 1997).  

 

 

 

 264



The Australian workforce (in particular the dietitian-type group) report the 

most confidence deficits and training needs in analytical (research, 

evaluation, monitoring) and policy process (policy development, review and 

advocacy) competency areas. The large number of competency units that 

have over 30% of respondents reporting training needs however suggest that 

this workforce rates itself as under-prepared for effective public health 

nutrition practice. This reinforces a need for ongoing workforce development 

with the existing workforce via continuing competency development, as well 

as focusing attention on enhancing graduate preparation in programs such as 

dietetics.  The core competencies for effective public health nutrition practice 

identified in Chapter 9 provide the architecture for this competency 

development. 

 

Caution should be exercised to ensure that competency development 

strategies are not restricted to needs identified in this data. Exclusive reliance 

on formal needs assessment could render ongoing education an instrumental 

and narrow process rather than a creative and professional one (Grant 2002).  

CCD needs to be contextual and responsive to the changing nature and need 

for public health nutrition work. The problem-based approach to workforce 

development described in Chapter 3 (develop the workforce needed to do 

the work that solves the problem) supports this approach. 

 

10.5.3 Level of competency development needed 

 

There is widespread and consistent recognition that competencies for public 

health nutrition are advanced-level competencies. 
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10.5.4 Targets and level of continuing competency development  

 

Dietitians as a professional group are recognised as priority targets for 

ongoing workforce development. Underpinning this view is a consistent 

qualifier that workforce development targeting dietitians should not be 

exclusive or limited to this professional group. An inclusive view is 

consistent with the multi-disciplinary model of public health nutrition 

workforce development and practice (Rogers and Schlossman 1997). The 

consensus that existing entry-level preparation in dietetics was not 

considered adequate to ensure competency attainment without post-basic 

training and experience has obvious implications for academic institutions, 

workforce developers and dietetic educators, providing an impetus for 

educators to continually review the role of under-graduate and entry-level 

dietitian/ nutritionist preparation as a step in the pathway to public health 

nutrition competency. It also points to a need for a strategic articulation of 

public health nutrition specific specialist or advanced-level training with 

work experience in this field, which will require greater collaboration 

between educators and employers.  

 

The approach supported by most of the public health nutrition exemplars 

consulted in this project (i.e. a specialist public health nutrition workforce 

development based on dietitians)  is consistent with the trend apparent in the 

United States and Canada which have a relatively developed public health 

nutrition workforce infrastructure based on practitioners with dietetic 

qualifications (Gatchell and Woolcott 1992; Hess and Haughton 1996; 

Haughton et al.1998), but differs from the professionally inclusive approach 

being promoted in Europe which favours the development of a professional 

group distinct from dietetics (Landman et al 1998; Yngve et al 1999).  
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10.5.5 Continuing competency development needs: Learning methods 

 

Learning is more likely to lead to changes in practice when needs assessment 

has been conducted, the education is linked to practice, personal incentive 

drives the educational effort and there is reinforcement of the learning (Grant 

2002). 

 

Data from the studies conducted in this project suggest that public health 

nutritionists, like other health workers, practice in a rich learning 

environment, constantly surrounded by professional interaction, 

information, feedback and problem-solving. Most learning and competency 

development is situated in the workplace, integrated with their practice and 

arises from it (Grant 2002). The experiences of the majority of this workforce 

in learning on the job and through interaction with leaders is consistent with 

this learning. Because these reported learning methods reflect on past 

experiences in an environment of limited formal public health nutrition 

specific CCD or post-graduate course availability, they do not necessarily 

reflect the most efficient approaches to competency development. 

Competency development intervention studies are required in order address 

questions about competency development efficiency. 

 

The data on further training intentions (80% intending to do further training) 

and the limited number of post-graduate qualified public health nutritionists 

suggests that there is a considerable market and need for public health 

nutrition specific CCD and advanced-level competency development 

programs in Australia. The small relative size of the workforce, the small and 

dispersed faculty and funding systems of Universities nationally limits the 

viability of developing advanced-level public health nutrition offerings by 

individual universities. Academic and cross-institutional collaboration to 

provided advanced-level competency development in public health nutrition 

such as that developed in the European Union (Yngve et al 1999) appears to 

 267



be most appropriate and needed. The recent funding and formation of the 

Australian Public Health Nutrition Academic Collaboration (APHNAC) by the 

Commonwealth’s Public Health Education and Research Program (PHERP) 

involving collaboration between numerous public health nutrition academic 

groups will provide an opportunity to develop the learning delivery systems 

needed to support this approach.   

 

Formal training to develop public health nutrition competencies needs to be 

flexible and student-centred if it is to successfully engage the workforce. 

Most of the current workforce are employed practising in the public health 

nutrition field, and require further study to be integrated into their existing 

work. This will require a greater interaction between universities and 

employers. It also provides an opportunity to apply teaching and learning 

strategies that reflect contemporary views about health professional 

competency development such as problem-based (Vernon and Blake 1993) , 

situated (Grant 2002),  self- directed learning and reflective practice 

(Kaufman 2003). 

 

Barriers to continuing professional development are similar to those found in 

American studies of dietetic workforce (American Dietetic Association 2000; 

Manning and Vickery 2000). Time poverty in the workplace and financial 

constraints may reflect a lack of employer support for CCD and suggest that 

workforce development strategies should focus on creating a workplace 

environment that supports and encourages ongoing competency 

development. This means that organizational change within the work place 

may be needed, as well as, or rather than, more CCD courses or training 

programs. 
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10.5.6 Settings for continuing competency development 

 

Reflections on landmarks influencing competency development amongst 

advanced-level practitioners provide retrospective pointers to competency 

development strategies. Mentoring, further training and on the job 

experience (experiential learning) appear to be important facilitators of 

competency development that are relevant to educators and workforce 

developers. The reported utility of experiential learning resulting from on the 

job exposure to practices and problems in this project is consistent with the 

findings of recent studies of the value of experiential learning in dietetics in 

the United States (Barr et al 2002).  

 

Advanced-level and post-dietetic training programs in public health 

nutrition that combines mentoring, further coursework in public health and 

workplace practice and applications therefore holds much promise as an 

approach to workforce development. Creating a workforce development 

environment that includes experiential learning and post-dietetic training in 

public health nutrition at a national level will require a greater interaction 

between the workforce, work setting and academics involved with training. 

This view is supported by recent commentaries about the desirable 

approaches in public health workforce education (Stevens 2000; Wright et al 

2000; Hall-Long et al 2001; Petersen et al 2001). 

 

A focus on work setting-based CCD has a number of potential advantages 

over pre-employment training as a competency development strategy. These 

advantages include: 

 Public health nutrition competency is considered to be advanced-level or 

a specialist practice area, that by definition, builds on experience and 

more generic professional proficiencies.  

 It is also recognized that public health nutrition competency development 

is best facilitated by experiential and problem-orientated learning 
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(Pelletier 1997) in the work setting, making it more suited to practice-

based learning and consistent with self-directed and adult learning 

principles (Kaufman 2003).  

 Another advantage of focusing on the existing workforce relates to its 

privileged access to work situations that encourage CCD via these 

learning styles. 

 As identified in chapter 6, the public health nutrition workforce is largely 

(but not exclusively) based on dietitians who have a strong grounding in 

nutrition sciences and other basic professional competencies such as 

communication skills. This provides a good competency base for 

specialist competency development in public health nutrition.  
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CHAPTER 11 
 

INTERPRETIVE ANALYSIS OF THE 
DETERMINANTS OF WORKFORCE 

CAPACITY 
 
 

11.1    Preamble 
11.2    The workforce as a capacity element 
11.3 Determinants of public health nutrition workforce capacity 
    11.3.1   Inadequate human resource infrastructure 
    11.3.2   Organisational and policy environment 
    11.3.3   Intelligence use and access 
    11.3.4   A lack of practice improvement and learning systems 
    11.3.5   Current workforce preparation is inadequate 
11.4   Conclusions 
 
11.1 Preamble 

 
This chapter provides an interpretive analysis of the intelligence gathered in 

the different phases of this study. It also includes a comparison of the 

findings with my initial propositions and observations outlined in Chapter 1. 

This analysis is used to propose and describe a framework to explain the 

relationship between the different workforce capacity determinants 

identified in this study. This framework provides a basis for the multi-

strategy framework for workforce development described in Chapter 12. 
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11.2 The workforce as a capacity element 

 

Chapter 2 provided a review of the relationship between workforce 

development and capacity building. The salient features are summarised 

below to provide a context for the following chapter. Key points are 

highlighted in italics. 

 

• Capacity building is defined as an approach to the development of 

sustainable skills, structures, resources and commitment to health 

improvement in health and other sectors to prolong and multiply 

health gains.  

• It increases the range of people, organisations and communities able to 

address health problems, and in particular, problems that arise out of 

social inequity and social exclusion.  

• Capacity building relates to enhancing the ability of society to organise 

efforts to address public health issues.  

• The workforce is the main, but one of several, system inputs that comprise 

the public health infrastructure contributing to societal capacity to 

address public health issues.  

• Capacity building strategies include organisational development, resource 

allocation, partnerships and leadership, in addition to workforce development.  

• It is artificial to isolate workforce development from these other factors 

as workforce development is often contingent on organisational 

support, resource allocation, leadership and partnerships.  

 

These points help illustrate the importance of the public health nutrition 

workforce in terms of its contribution to societal capacity to address public 

health nutrition issues, and recognise that the workforce is not the only 

contributor to social capacity.  
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11.3 Determinants of public health nutrition workforce 
 capacity 

 
Workforce capacity (as opposed to social capacity) can be defined as the 

ability of the workforce to effectively address public health nutrition issues in 

the population it serves. Consistent with the ecological model of public 

health practice (Gebbie et al 2002), it is important to be able to identify the 

capacity determinants of the workforce in order to focus efforts to build 

workforce capacity.  

 

Figure 11.1 provides a presentation of five workforce capacity determinant 

categories identified from interpretative analysis of the data collated and 

interpreted in this study. Each determinant category and its components 

(Table 11.1) will be described and justified in the following sections of this 

chapter, with specific reference to the available intelligence and comparison 

with the initial position described in Chapter 1.  

 
Table 11.1 Determinants of public health nutrition workforce capacity,  

categories and components 
Determinant category Components 
Inadequate human resource 
infrastructure 

Limited critical mass amongst the designated 
workforce tier 
Workforce instability 
Limited collaboration and inter-disciplinary effort 

Organisational and policy 
environment 

Policy and strategy frameworks but resource 
allocation is inequitable 
Workforce disorganisation  
Workforce practices do not reflect the required 
work 

Intelligence access and use Limited intelligence availability and accessibility 
An under-developed workforce research and 
dissemination culture 

A lack of practice improvement 
and learning systems 

Limited access to public health nutrition mentors 
Limited incentives for excellence in practice 
The absence of consensus about the required work 
The absence of consensus about the competencies 
required for effective public health nutrition 
practice 
Barriers to continuing competency development 

Current workforce preparation 
is inadequate 

Inadequacy of public health competency 
development in dietetic training  
Inadequacy of nutrition competency development 
in non-nutrition dietetic training 
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Figure 11.1 Public health nutrition workforce capacity determinant  
framework 
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11.3.1  Inadequate human resource infrastructure 
 
11.3.1.1 Limited critical mass amongst the designated public health 

nutrition workforce  
 
The size of the workforce with designated organisational mandates for public 

health nutrition effort is an obvious workforce capacity determinant. The 

national workforce survey enumeration process suggested there were about 

300 practitioners employed in community and public health nutrition 

positions nationwide, but the high proportion of part-time and split-role 

positions meant that, in reality, estimates suggest approximately 150 full-

time equivalents dedicated to public health nutrition work, or about one-

third the workforce size suggested by United States workforce planning 

models. The most common estimate of current workforce capacity offered by 

advanced-level public health nutritionists interviewed in this study was 

about 20% of the required capacity. 

 

The need for investments in growth of the designated public health nutrition 

workforce above current levels was a consistent finding of this study. The 

concept that a critical mass of specialists with designated responsibilities is 

required to facilitate and mobilise social effort is widely supported. These 

estimates suggest that the Australian public health nutrition workforce will 

require considerable growth in numbers to achieve the critical mass of 

human resources required to build capacity.  

 

The small size of the designated workforce limits capacity primarily because 

it limits: 

• Organised effort,  

• Advocacy for prevention and  

• Community access to public health nutrition competencies and 

experience.  
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These effects can contribute to inequities in the societal response to nutrition 

issues in populations. Under-resourced populations will tend to either not 

identify nutrition issues as a priority for action or mount efforts that are ad 

hoc, disorganised, misinformed and ultimately ineffective. This assessment is 

not meant to suggest that communities without a public health nutritionist 

can not address nutrition issues effectively, but that it is much more likely if 

this capacity determinant is available. 

 

11.3.1.2 Workforce instability  
 
Workforce instability, associated with the high projected workforce turnover 

and the large proportion of temporary and part-time positions identified in 

the workforce survey, is another aspect of the human resource infrastructure 

limiting workforce capacity. This instability is consistent with observations of 

workforce turnover in the broader public health workforce (Legge et al 1995). 

The reasons for this instability are numerous, including short-term funding, 

staff turnover associated with the predominantly fenmale nature of the 

workforce (eg. maternity leave; previously identified in the dietetics 

workforce (Scott and Binns 1989)  and dissatisfaction with work environment 

issues such as limited career progression. Workforce instability limits 

capacity because of a number of factors that reduce the momentum of 

organised effort, such as: 

• Time-lags associated with the need for new staff to become orientated 

to their new job, organisation and community 

• The loss of intelligence gained from experience of working in the 

population when staff leave a position, and 

• Temporary disruption to the internal networks and collaborations 

forged in the work environment (organisation, profession, community). 
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1.3.1.3 Inadequate collaboration and inter-disciplinary effort 
 
The emergent nature of the inquiry in this study has resulted in a purposive 

focus on the designated public health nutrition workforce rather than a 

broad assessment of all the possible contributors to organised public health 

nutrition effort. There is recognition however of the multi-disciplinary nature 

of public health nutrition effort, but an equally strong belief that this effort 

needs to be mobilised and facilitated by  public health nutrition specialists 

with clear mandates for this work. This means that a major component of the 

work of the designated workforce tier involves collaboration with other 

disciplines, practitioners and sectors. 

 

Data from the National Workforce Survey in Chapter 7 suggest that the 

rhetoric of multi-disciplinary and intersectoral collaboration promoted by the 

health promotion and public health movements (World Health Organisation 

1986; World Health Organisation 1997a; NPHP 2001; SIGNAL 2001) has yet 

to be imbedded as a regular feature of public health nutrition practice. A 

failure to encourage the workforce to seek out opportunities for collaborative 

partnership approaches to population nutrition issues not only limits societal 

capacity in terms of the resources available to develop solutions, but also in 

terms of the limited capacity public health nutritionists employed in the 

health sector have to influence decisions made in sectors such as the food 

industry. Practice that seeks to build partnerships between sectors and 

groups with mutually beneficial (win-win) outcomes are likely to have a 

positive effect on societal capacity to address public health nutrition issues. 
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11.3.2 Organisational and policy environment 
 
11.3.2.1 Policy and strategy frameworks but resource allocation is 

inequitable  
 
The Eat Well Australia national public health nutrition strategy (SIGNAL 

2001) provides the strategy framework and policy direction for public health 

nutrition action in Australia for the ten year period up until 2010. This 

strategy specifically identifies workforce development as a capacity building 

priority, and therefore provides a mandate for action in this area. Having a 

national framework endorsed by government at all levels is a positive 

determinant of workforce capacity, but only if it is supported by resource 

allocation to enable strategy implementation. With reference to the problem-

based workforce development framework described in Chapter 3, a national 

strategy based on available evidence and consensus about priorities for 

action provides a starting point for considering the work needed of the 

public health nutrition workforce. 

 

Resource allocation for public health nutrition, as reflected in the source of 

funding for workforce costs, is predominantly a state and territory 

government responsibility. There is evidence that some states have 

responded constructively to the Eat Well Australia mandate by making 

specific additional investments in public health nutrition workforce growth 

(Lee 2002) or workforce strategic planning (Hughes and Woods 2003c). From 

a national perspective however, the inconsistent resource allocation evident 

between different States and Territories (evidenced by variable workforce 

size) means that most state populations are disadvantaged by having 

inequitable access to the capacity building effects of a developed public 

health nutrition workforce. 
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11.3.2.2 Workforce disorganisation 
 
Government policy and resource allocation influence the size and practice 

focus of the public health nutrition workforce. The location of the workforce  

(and the associated work culture/ environment) within organisations such as 

health departments and non-government health organisations will also 

influence the ability of the workforce to effectively address population level 

nutrition issues. Data from this study suggest that there is a degree of 

disorganisation of the existing public health nutrition workforce at national 

and state levels, illustrated by: 

• A lack of consensus within the dietetics profession about what public 

health nutrition is (i.e. how it is defined), 

• Inconsistencies in the use of workforce nomenclature, 

• Variable employer expectations about work roles and related 

differences in the level of management support (mandates) for 

preventive service delivery, and 

• Variable health department service locations and work cultures (i.e. 

most located in community health services rather than public health). 

 

This relative disorganisation can affect the capacity of the workforce by 

influencing practices, limiting service and program coordination and 

affecting the work environment. Table 11.2 proposes and describes features 

of an organised public health nutrition workforce to illustrate the importance 

of this determinant on workforce capacity.  
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Table 11.2  Proposed features of an ‘organised workforce’ 

Feature Rationale 

Designated workforce using 
public health nutritionist as a title 
 

Increasing community and organisation awareness 
of the position, its role and utility within the field. 
Develops awareness of the specialist nature of the 
position and assists with workforce delineation. 

Position descriptions that match 
closely with consensus about core 
public health nutrition functions 

Position descriptions provide an organisational 
mandate (i.e. support) for workers to practice in a 
manner consistent with preventive effort. Also 
provides recognition of specialist competencies 
required. 

Public health nutritionists 
responsible to a public health 
manager  

Workforce accountable to and supported by a 
manager with responsibility for and leadership in 
public health (nutrition)- able to provide 
professional and management support, understand 
issues and embraces preventive service 
framework.  

Work in a public health team Has a work culture that supports: 
• intelligence-based practice 
• multi-disciplinary practice 
• intersectoral collaboration 
• community development 
• research and dissemination 
• peer review 
• continuing competency development, and 
• multi-strategy and ecological public health 

practice approaches. 
Public health nutritionists 
supporting a nutrition network  
 

Membership includes participants from different 
tiers of the public health nutrition workforce, 
linking service areas and practitioners to enhance 
coordinated effort. 
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 11.3.2.3 Workforce practices do not reflect the required work 

One of the predicted determinants limiting workforce capacity proposed in 

Chapter 1 was that workforce practices were inconsistent with the work 

required for effective public health nutrition effort. The data from the 

National Workforce Survey provides evidence to support this view.  Table 

11.3 outlines the main points relating to workforce practices likely to limit 

workforce capacity relative to public health nutrition effort. 

 

Table 11.3  Features of designated public health nutrition workforce 
practices likely to limit the capacity of the public health 
nutrition workforce 

• An emphasis on limited-reach, individual care service delivery by a large 
proportion of the existing workforce 

• Collaboration with other disciplines and sectors is an inconsistent feature of 
workforce practices, with most collaboration limited within the health sector 

• Interventions being coordinated by the workforce appear to not align well 
with priority action areas of the national public health nutrition strategy, 
many of which are clinical in nature. 

• Limited targeting of interventions specifically to disadvantaged groups   
• The main settings for intervention used by this workforce focus mainly on 

hospitals and primary schools, suggesting narrow settings utilisation in 
workforce practices 

• Strategy utilisation appears more aligned with clinical practices that public 
health, with limited use of environmental change strategies such as food 
supply change, health service reorientation, organisation development and 
policy processes 

• Academic workforce contributions to public health nutrition practice limited 
by excessive teaching and administrative loads  

 

The current emphasis on limited-reach and individual care type practice is 

also reflected in employer expectations as expressed in job description role 

statements. This means that practice of this nature is reinforced in staff 

recruitment and review processes. The difference between the core public 

health nutrition functions developed in Chapter 8 by triangulation of 

different data and reported practices suggests that workforce practice 

reorientation is needed to enhance the workforce’s capacity to effectively 

address public health nutrition issues. 
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11.3.3  Intelligence access and use 
 
Information that provides direction for effective prioritisation, planning and 

evaluation of public health nutrition effort is an important component of  

public health infrastructure. The optimal use of this information depends on  

two main variables; 

• its availability and accessibility , and 

• the contribution to this information from workforce research and 

dissemination practices. 

 
11.3.3.1 Limited intelligence availability and accessibility 
 
The availability of local data about communities and their issues has been 

identified as a major weakness by the designated workforce. Information 

availability and accessibility are related issues, and may be as much the 

result of a lack of awareness of the location of information and how to access 

it, than a function of inadequate data collections. A lack of intelligence from 

intervention research (evaluation studies that explore intervention strategy 

effectiveness), is likely to limit the capacity of the workforce because it means 

that strategy selection is often experimental, rather than building on the 

knowledge gained from prior efforts.  

 
11.3.3.2 An under-developed workforce research and dissemination 

culture  
 
Despite being recognised as a category of core public health nutrition 

functions, research and analysis is currently an infrequent workforce activity 

amongst the designated public health nutrition workforce. Presenting 

research findings is reported as an even less frequent practice activity. Both 

of these practice issues contribute to the limited availability of information 

that would enhance the effectiveness of workforce efforts, particularly 

information related to learning based on experience in developing, 

implementing and evaluating public health nutrition interventions (i.e. what 

strategies work, why and in what contexts?).  
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The potential role of academic public health nutritionists in supporting 

research and dissemination is currently constrained by teaching and 

administrative workloads in the university sector, adding to this determinant  

 

The participation of practitioners in research and evaluation practices is 

likely to be influenced by a number of factors including: 

 

• the organisational culture of the work-place that supports and rewards 

performance in this area, 

• competing work pressures (time), 

• the practitioner’s level of research competency.  

 

Self-reported data relating to confidence in own competencies suggest that 

many practitioners have low-level confidence in adequately performing 

research. This is reinforced by the high level of reported need in further 

competency development in this area. Developing a research culture is 

critical to creating learning organisations (Legge et al 1995). This suggests 

that workforce development strategies that enhance the competencies and 

incentives to conduct research may increase workforce  capacity.    

 

11.3.4 A lack of practice improvement and learning 
systems 

 
Workforce practices, competencies and access to information are 

determinants of workforce capacity. These determinants are influenced by 

the availability of practice improvement and learning systems which 

function to enhance the effectiveness of the workforce. A lack of these 

systems limits workforce capacity. The Australian public health nutrition 

workforce capacity is limited by:  

• Limited information dissemination systems (discussed earlier) 

• The lack of a formal public health mentoring system   

• Limited incentives for excellence in practice 
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• The absence of consensus about the core functions and competencies 

for public health nutrition practice to inform continuing practice 

improvement and competency development , and  

• Barriers to continuing competency development. 

 
11.3.4.1  Limited access to public health nutrition mentors 
 
Access to public health mentors was identified as a major determinant of 

competency development amongst advanced-level practitioners in this 

study. This reflects the learning associated with interacting with, being 

supported  and challenged by, an experienced, well networked and highly 

competent practitioner.  Almost one-half of the existing designated public 

health nutrition workforce surveyed in this study reported that they didn’t 

have (or were unsure) a public health mentor. This suggests a gap in 

mentoring systems that limits the capacity of the workforce because it limits 

associated  practice and competency improvement . 

 
11.3.4.2 Limited incentives for excellence in practice 

Whilst there is little available data collected in this study to directly support 

this point, a lack of incentives that reward excellence in practice may limit 

the capacity of the workforce. A lack of incentives discourages continuing 

competency development, program development and practice for difficult 

target groups and the application of challenging strategies. A lack of 

incentives is likely to encourage the status quo, continuation of practice that 

is comfortable for the worker and practice inflexibly. This may explain the 

apparent continuation of clinical practice modes into community and public 

health nutrition evident in the contemporary public health nutrition 

workforce. 
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11.3.4.3 The absence of consensus about the required work (core 
functions) 

 
Agreement about the work required for effective public health nutrition 

effort is an important capacity determinant because in its absence, the 

workforce’s efforts are unfocused, variable and at risk of being ineffective. In 

the framework discussed in Chapter 3, it is argued that considerations about 

the work required of the public health nutrition workforce should be 

informed by the priorities for action and information about the best strategy 

investments. As discussed earlier, current workforce practice (the work) does 

not reflect closely the work required (core functions) developed in this study. 

Clear articulation and adoption of workforce functions in position 

descriptions and service plans may help focus workforce effort, increasing 

capacity. This shift towards practice consistent with core functions will 

require considerable workforce and service orientation.   

 
11.3.4.4 The absence of consensus about the competencies required 

for effective public health nutrition practice 
 
The historical disagreement about the need for competencies specific to 

public health nutrition in the dietetics profession, discussed in earlier 

sections  (Chapter 9), has limited the application of this system to workforce 

development. The opportunity cost of this disagreement has been delays in 

the development of advanced-level competencies to guide curriculum 

development for workforce preparation, continuing competency 

development and credentialing. This has limited the capacity of the 

workforce because it has constrained the development of initiatives to 

develop public health nutrition as a practice area, maintaining the status quo. 
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11.3.4.5 Barriers to continuing competency development  

 
The knowledge and skills base embodied in the workforce is increasingly 

becoming recognised as one of the main assets of organisations. Maintaining 

and developing this resource is as important as maintaining organisational 

flexibility (Legge et al 1995). Building the knowledge and skills base of the 

workforce (continuing competency development) is currently constrained by 

inflexibilities in workplace and training structures, and a lack of extrinsic 

incentives such as access to mentors, management support for further 

training, cost and lack of professional recognition. These barriers affect 

workforce capacity because they constrain its development. 

 
 
11.3.5  Current workforce preparation is inadequate 
 
The discussion so far has focused on the determinants of workforce capacity 

that have their effect on the workforce in the workplace, rather than start 

with considerations about the effects of workforce preparation via pre-

employment training and education. This initial focus on the determinants 

post–employment has been intentional, because a pre-occupation with 

training as a workforce development strategy risks limiting the approach to 

workforce development. This does not however, diminish the importance of 

focusing analysis on workforce preparation as a determinant of workforce 

capacity. The following findings from this study (Table 11.4) provide 

evidence to support a conclusion that existing workforce preparation is 

inadequate. 
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Table 11.4 Summary of evidence supporting a conclusion that current 
workforce preparation is inadequate 

• The large majority of the designated public health nutrition workforce has 
dietetic training as their highest qualification. 

• The lack of agreement about the competencies required for effective public 
health nutrition practice means that training programs produce graduates with 
variable competencies in public health nutrition.   

• Perceptions about the utility of dietetic training as preparation for public health 
nutrition suggest that this preparation is incomplete, more focused on clinical 
practice approaches (unfocused to public health nutrition practice). 

• Self-reported confidence and training need relative to public health nutrition 
practice suggests that this largely dietetic trained workforce is inadequately 
prepared. 

• Undergraduate training in health promotion and other non-nutrition degrees 
inadequately prepares graduates in terms of their nutrition specific 
competencies. This competency set is one of the main advantages of dietetic 
training over other options. 

• Existing public health nutrition workforce competency development pathways 
involved a number of years of clinical practice prior to moving into public 
health practice, largely because of limited opportunities at the time. There are 
potential opportunity costs associated with this pathway, such as lost work 
experience in public health practice. 

• The almost exclusive recruitment of dietetic trained practitioners to the 
designated workforce, limits the diversity of the workforce and access to 
competencies developed in other pre-employment training programs. 

• Few of the existing workforce have higher degree or research qualifications  
• There is widespread agreement that public health nutrition competencies are 

post-entry level, and that competency development requires exposure to work 
experiences, practices and other workers. 

 

These observations lead to a number of conclusions relative to workforce 

preparation and its role in workforce development, including: 

• The contribution of dietetic training programs to public health nutrition 

workforce preparedness could be enhanced by a re-orientation of 

teaching and learning to increase an emphasis on public health, 

• Dietetic training should be recognised as a useful (but not exclusive) 

formative preparation program for the public health nutrition 

workforce, not a summative program. This recognises that dietetic 

graduates will not have (nor be expected to have) the competencies 

required for effective public health nutrition, and require further 

development.  
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• Undergraduate training in fields such as public health, health 

promotion, exercise science, that are potential sources of graduates for 

public health nutrition, need access to adequate nutrition curricula and 

courses to ensure adequate preparation in the enabling nutrition 

sciences.  

• Post-graduate public health nutrition training programs and systems 

are needed to build on entry-level competencies. 

 

11.4   Conclusions 
 
This study has reinforced some of the initial observations disclosed in 

Chapter 1, in particular that: 

 

• Workforce development has lacked focus because of a lack of 

information and agreement about what public health nutrition work 

involves, who does this work and what competencies are required, and 

• Current practices need to change to increase workforce capacity. 

 

This analysis of the determinants of workforce capacity provides a basis for 

the development of a strategy framework (blue-print) for public health 

nutrition workforce development, presented in the following chapter. 
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CHAPTER 12 
 

A STRATEGY FRAMEWORK FOR 
PLANNING PUBLIC HEALTH 

NUTRITION WORKFORCE 
DEVELOPMENT  

 
 

12.1 Preamble 
12.2 Observations of public health nutrition workforce development 

strategies in Australia  
12.3    Prioritising workforce development efforts 
12.4    A vision for public health nutrition workforce development in    
           Australia 
12.5    A framework for public health nutrition workforce development 
12.6    Building human resource infrastructure 
12.7    Developing organisational systems and policy 
12.8    Providing intelligence support 
12.9    Developing learning systems 
12.10  Ensuring appropriate workforce preparation 
12.11  Conclusions 
 
12.1 Preamble 

 
This chapter draws on intelligence obtained from, and analysis conducted in 

this study, to outline a vision for the Australian public health nutrition 

workforce and describe a framework to assist public health nutrition 

workforce development strategic planning. This chapter also includes 

presentation of data from interviews from advanced-level practitioners 

relating to considerations about the most efficient way to develop the 

Australian public health nutrition workforce in the future. 
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The framework outlined in this chapter links strategy planning with the 

determinants of workforce capacity discussed in Chapter 11, in five major 

workforce development strategy categories, including: 

• Building human resource infrastructure, 

• Developing organisational systems and policy, 

• Providing intelligence support, 

• Developing learning systems, and 

• Ensuring appropriate workforce preparation. 

 

Each of these strategy categories is described, and suggested strategy options 

used to illustrate the approach. Comments about jurisdictional responsibility 

and further research issues are also provided. The following summary of 

recent workforce development initiatives in Australia provides a context for 

considerations about workforce strategies, and points to the need for multi-

strategy and integrated approaches.  

 

12.2 Observations of public health nutrition workforce 
development strategies in Australia  

 

The dearth of literature relating to workforce development strategy 

utilisation amongst this workforce suggests a number of possibilities: 

• Strategic planning for workforce development is limited, 

• The workforce development activities of Australian organisations is 

largely unreported and integrated with general management practices, 

and/or 

• Workforce development is ad hoc and opportunistic rather than 

conducted in a manner consistent with strategic planning approaches. 

 

Consultation with senior government public health nutritionists in the early 

stages of this study suggested that all of these possibilities may apply, but 

there were plans at the time (late 2001, early 2002) to invest in strategic 
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workforce development initiatives. The following non-exhaustive summary 

describes some of these initiatives. 

 

12.2.1 National level initiatives 

 

The work of the Specialty Program in Public Health and Community 

Nutrition in the mid 1990’s represents one of the few formal and funded 

investments in public health nutrition workforce development at a national 

level. This program initiated and progressed debate about definitions and 

role delineation of the public health nutrition workforce, developed new 

course work relevant to public health nutrition and built on networks and 

dissemination strategies for the public health nutrition workforce (Campbell 

et al 1997).   

 

12.2.2 State and territory level initiatives 

 

There has been important progress at state health department levels in 

Australia in recent times to address public health nutrition workforce 

development issues and build the infrastructure for organised effort.  

 

Queensland Health, as an example, has built a network of designated public 

health nutritionists within a zonal public health unit network structure, 

based in part, on earlier workforce development research by Steele (Steele 

1995). This initiative involved a recurrent $2 million investment (Lee 2002) 

[admittedly additional to a small base], demonstrating that workforce 

growth is a possibility given the right political climate, management support 

and leadership. Information on how this investment will be evaluated, in 

terms of the impact of workforce growth on public health nutrition 

outcomes, has not been made public.    
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The Victorian Department of Human Services has invested in two projects in 

2002-3 with the specific objective of developing a public health nutrition 

workforce. The first of these projects involved the development of a strategic 

plan based on a workforce development intelligence gathering process 

(Hughes and Woods 2003a; Hughes and Woods 2003b; Hughes and Woods 

2003c). As part of the intelligence gathering process for this project, analysis 

of the attributes of productive public health nutrition workforce groups 

around Australia was conducted to isolate consistent features that may 

explain their effectiveness. This subjective analysis provides some insights 

into how best to strategically develop the public health nutrition workforce 

(Table 12.1), and reinforces the findings of this present study.  

 
Table 12.1 Features of effective public health nutrition work unitsA in 

Australia  
• A critical mass of designated public health nutritionists 
• Network and work unit leadership and coordination 
• An organisational mandate for prevention 
• A career structure and are recognised as advanced practitioners in 

award structures 
• A project management and strategic planning practice emphasis 
• A capacity building focus in their communities 
• A dissemination and peer review culture 
• An established strong multi-disciplinary and intersectoral networks 
• Workforce growth has occurred via needs based planning and 

grantsmanship (accessing resources to address identified problems)  
A Western Australia and Northern Territory Public Health Nutrition Networks, Community 
Nutrition Units (Tasmania and Central Coast NSW). 

(Hughes 2002b) 
 

In the second phase of the Victorian public health nutrition workforce 

development initiative, a workforce development intervention pilot 

involving a problem-based competency development process is currently 

being implemented. This multi-disciplinary project is due for completion 

early in 2004, and should provide intelligence about the effectiveness of the 

strategy in terms of achieving workforce development outcomes. 
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Other State Health Departments such as in Western Australian (WA) and 

New South Wales (NSW) have active networking strategies that link regional 

public health and community nutritionists with central units or coordinating 

positions. In NSW, the development of a Centre for Public Health Nutrition 

in partnership with Sydney University’s Human Nutrition Unit is an 

initiative that functions to increase practitioner access to public health 

intelligence, including that relevant to workforce development. 

 

12.3 Prioritising workforce development efforts 
 
Resource limitations demand that workforce development investments be 

targeted to achieve the greatest return on investment. The multi-tier structure 

of the public health nutrition workforce makes identification of priority 

targets for workforce development complicated. Two alternative approaches 

are proposed in Table 12.2 to illustrate this point. Investment in workforce 

development targeting all tiers of the workforce is likely to be most effective. 

With limited resources, prioritisation and targeting of workforce 

development efforts will be required. 
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Table 12.2 Alternative workforce development priorities 
Building the specialist tier 
This approach focuses on targeting the specialist tier of the public health nutrition 
workforce. This is expected to cause a flow on effect to other tiers of the workforce 
as a result of applied leadership, coordination, enhanced networking and 
partnership development and practices that focus on applying intelligence to 
problem resolution. 
Perceived benefits: Relatively small investment required with good return, greater 
scope for quality improvement, greater opportunity to build intelligence 
infrastructure through research and application of specialist knowledge, investment 
in leadership, building on solid competency base of dietetics profession. 
Weaknesses: Dependent on narrow range of professions within workforce (eg. 
dietitians), requires investment in growth of workforce to critical mass, risks being 
exclusive in terms of recruitment to positions limiting range of worker 
backgrounds. 
Building the generalist tiers 
This model focuses on targeting the primary/generalist tier of the public health 
nutrition workforce for workforce development. 
 Perceived benefits: Greater potential workforce reach, greater existing workforce 
critical mass 
Weaknesses: Requires greater investment in terms of workforce up-skilling, limited 
specialist infrastructure available to support workforce development, lack of 
coordination, may increase ad hoc program delivery, smaller public health 
nutrition specific competency base to build on. Assumes non-specialists have the 
time and interest to do more nutrition work. 
 
As the following qualitative data from the advanced-level practitioner 

interviews suggests (Table 12.3), a focus on the designated workforce tier is 

suggested as the priority for workforce development, at least in the initial 

phases.  This is largely based on considerations about efficient workforce 

development that builds on the current workforce and acknowledges the 

importance of a coordinating leadership workforce tier to enhance 

workforce capacity. 
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Table 12.3 Workforce development efficiency-attitudes of advanced-level 
practitioners 

 
When asked to consider the most efficient way to develop the public health 
nutrition workforce most of the interviewees suggested up-skilling 
motivated dietitians (i.e. building on the existing dietetics workforce). This 
was considered largely the result of the good grounding in nutrition science 
provided by dietetic training and the privileged access dietitians have in the 
workplace to develop and apply nutrition competencies via experiential 
learning. 
 

“The quickest way to public health nutrition competency is via dietetics, 
because it opens doors to employment in nutrition, which is crucial for real 
world learning”  

 
 “If the question is…is it easier to take a nutritionist and train up in public 
health than taking a generalist public health worker and train up in 
nutrition…I think you get a better product if you get a nutritionist and train 
up from there” 
 

This strong response theme was qualified by concerns expressed by some 
about focusing on a specific professional group such as dietitians, at the 
expense of being inclusive and multi-disciplinary. 

 
“You don’t have to be a dietitian to be a competent public health nutritionist 
…the predominance of dietitians in PHN jobs is a historical 
thing…nowadays you need higher qualifications in public health” 
 
“Relying on dietetic trained graduates is an expensive way of developing a 
specialist public health nutrition workforce…resources should be being 
applied to advanced level or specialist training in public health nutrition as a 
distinct discipline” 
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12.4 A vision for the public health nutrition workforce in 

Australia 
 
The findings of this study and others indicate that Australia needs a public 

health nutrition workforce that is effective because it is: 

• Appropriately composed and organised 

• Adequately sized 

• Possessing the necessary competency mix 

• Has access to resources for organised action 

• Is supported professionally and managerially commensurate with the 

size of the public health problem 

• Is recognised and rewarded for excellence  

• Is part of an integrated life-long and organisational learning system  

• Has a research and evaluation culture with peer review 

• And is assured financial support  

 
 
Important components of the vision for public health nutrition workforce 

development are that it: 

• Requires investment 

• Is planned 

• Is strategic and systematic 

• Is problem-based (workforce development to address or prevent 

problems) 

• Focuses on public health outcomes and measurement of outcomes 

• Is consistent with organisational and population needs. 
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12.5  A framework for public health nutrition workforce     
development strategy planning 

 

In Chapter 2 the following definition of workforce development was 

introduced to provide a context for this research: 

 
Workforce development refers to the strategic investment of resources by 
organisations and communities in activities that reach and maintain a 
critical mass of human resources, develop organisational environments that 
enable and promote effective practices and enhance the competency of the 
workforce for more effective public health nutrition effort. 

 
The workforce development literature and the findings of this study suggest 

that there are a number of assumptions to be avoided when considering 

planning for public health nutrition workforce development. These include: 

 

• Equating workforce development with training (in isolation of other 

strategies) 

• Assuming workforce development can occur effectively without 

ensuring a critical mass of human infrastructure (workforce size) 

• Assuming that current workforce composition and practices reflect the 

required work,  

• Assuming the current workforce has the necessary information to 

effectively practice, and 

• Underestimating the effect of organisational structures and systems on 

workforce capacity. 

 

This implies that a multi-faceted and integrated strategy approach to 

workforce development is required. Workforce development in the United 

States has been described as involving 3 inter-related actions including 

planning the workforce (a quantity concern), training the workforce (a 

quality concern) and managing the workforce (a performance concern) 

(Filerman 2000).  
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With this definition, the assumption traps and description in mind, and 

drawing on the intelligence gained from this study, a framework for 

workforce development is proposed that consists of the following broad 

strategy options: 

 
• Building human resource infrastructure, 

• Developing organisational systems and policy, 

• Providing intelligence support, 

• Developing learning systems, and  

• Ensuring appropriate workforce preparation 

 

This framework is summarised in Table 12.4 and depicted in Figure 12.1. 
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Figure 12.1 Public health nutrition workforce development strategy 
 framework 
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Table 12.4 Framework for workforce development strategy planning 
Strategy category FocusA Rationale  References
Building human 
resource infrastructure 

Quantity A critical mass or size of the workforce is required to 
sufficiently organise community and organisational 
efforts.  
 

(Lee 2002; Riddout et 
al 2002) 

Organisational systems 
and policy 

Performance Organisational systems and policies effect the work 
environment and require major organisational change 
to become learning systems.  
 

(NHMRC 1996; 
Lichtveld et al 2001) 

Intelligence support Performance Creating the organisational capacity to enable 
knowledge creation and use, increasing access of 
practitioners to information that supports effective 
practice. Linked closely with learning systems. 
 

(Lichtveld et al 2001) 

Learning systems Quality Systems that contribute to organisational learning and 
continuing competency development of the workforce. 

(Preston 1995; 
Lichtveld et al 2001) 
 

Workforce preparation Quality Ensuring training of the public health nutrition 
workforce prepares graduates for public health 
nutrition practice and encourages lifelong learning. 

(NHMRC 1996; 
Kennedy and Moore 
2001) 

A focus according to Filerman (Filerman 2000)           Adapted from (Hughes 2002; Hutchins 2002)

 300 



12.6  Building human resource infrastructure 

Human resource infrastructure refers to the size and composition of the 

workforce. Whilst workforce development strategies are not limited to 

workforce growth (i.e. increasing person power) it appears that a critical 

mass or size of the workforce is required to sufficiently organise community 

and organisational efforts (Riddout et al 2002). This is particularly relevant to 

the public health nutrition workforce in Australia, which has a small 

specialist workforce dealing with a large and diverse range of problems that 

impact on the public health. 

 
Building human resource infrastructure requires a commitment to 

additional recurrent investment. This emphasis on investment rather than 

cost recognises the expectation that returns on investment, implicit with 

effective disease prevention, exceed the additional costs of workforce 

growth. There is little evidence of overt investments in public health 

nutrition workforce growth in Australia, bar the recent Queensland Health 

investment discussed earlier (Lee 2002). 

 
With responsibility for public health service delivery, it is clear that 

investments in PHN workforce development are (and should be) publicly 

funded through health departments and non-government health 

organisations. 

 

There is little published literature that addresses how public health nutrition 

workforce size is determined or planned. The size and distribution of the 

public health workforce in general, is a response to public policy objectives 

and demand for public health labour (Riddout et al 2002). 

 

One approach taken by workforce developers has been to assess comparative 

need for investments in new positions. This approach is based on 

comparisons of workforce size relative to population size (eg. population A 
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has 1 nutritionist position per 100000 people compared region B that has 2 

positions per 100000; therefore Population A needs another position). In the 

United States, public health nutritionist staffing to population benchmarks 

have been suggested as a basis for workforce planning of 1 public health 

nutritionist to every 50,000 population (Dodds and Kaufman 1991).  

 

Using this benchmark, Australia would need to invest in an extra 250 full 

time equivalent public health nutrition positions at an annual salaries cost of 

approximately $15 million  (i.e. 250 x mean annual salary cost of ~ 60,000 per 

annum). Even though this investment may be small compared to the 

potential savings associated with reducing the burden of diet-related disease, 

a staged increase in workforce growth would be required because of 

shortages in the supply of adequately prepared workers to take up these 

positions. Investment in senior co-ordinating positions is a priority and a 

pre-requisite to developing the human resource management systems and 

organisation required to efficiently develop this workforce.  

 

This staff: population ratio approach is limited by a number of assumptions 

including: 

 An assumption that population A has the same need for organised 

action on nutrition as population B,  

 That increasing workforce numbers effectively addresses and solves 

nutrition problems,  

 That there are appropriate human resources available (to recruit) and 

with the competencies required to address needs, and 

 That agendas for increasing workforce size are entirely focused on 

improving health outcomes rather than addressing individual worker 

needs (such as power associated with ‘empire building’)  

 

Given these limitations, more sophisticated approaches to workforce 

development are required. 
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An alternative approach consistent with the conceptual framework described 

in Chapter 3 is to predict workforce needs using a problem based/ problem 

resolution approach (i.e. in order to decrease obesity by 5%, need to invest in 

a portfolio of strategies that will require a workforce of X size with Y 

competencies and Z organization support). This approach is limited by 

current gaps in the intelligence relating to what work or strategies effectively 

address public health nutrition problems and how this assessment of the 

work required translates into a quantification of workforce size and mix. 

Despite these difficulties, the broad principle of workforce growth guided by 

systematic analysis of problems or desired outcomes has arguably more 

merit that the previously described staff: population ratio approach. Given 

that intervention research and other intelligence accumulation processes are 

required to develop the field of public health nutrition generally (i.e. which 

strategies work), this approach will become more feasible as the intelligence 

gaps close. 

 

Further workforce development intervention research (scholarly approaches 

to evaluating workforce development strategies) is required. Strategy 

recommendations for increasing human resource infrastructure are listed in 

Table 12.5, strategies 1-3.  
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12.7 Develop organisational systems and policy 

The importance of organisational design as a workforce development 

strategy is recognised internationally (NHMRC 1996; Kennedy and Moore 

2001), and has been highlighted in this study. 

 
Organisational systems refer to the processes and structures that determine 

the management and performance of the workforce. They define the work 

environment for the workforce, which in turn, influences how its practices. In 

Chapter 11 workforce disorganisation and a misalignment between actual 

practices and required work, were considered important determinants of 

workforce capacity in the Australian context. There are a number of strategy 

options that focus on these determinants of workforce capacity and some of 

these are described in Table 12.5, strategies 4-11. 

  

Responsibility for organisational redesign to enhance workforce capacity 

rests with government health departments (at all levels). Service re-

orientation, remuneration and award issues and revised performance review 

systems will require input from professional bodies, unions and the 

practitioners themselves.  

 
Organisational systems, once developed and implemented, tend to be 

sustainable. The difficulty lies with getting simultaneous employer, 

professional and union support for workplace conditions that provide 

incentives for better practice. In the Victorian public health nutrition 

workforce strategy feasibility testing process, the most contentious 

organisational strategy option related to dietetic service re-orientation. This 

related to a risk that re-orientation without workforce growth would lead to 

a down-sizing of the already under-resourced clinical dietetics in that state 

(Hughes and Woods 2003c). This risk needs to be assessed in formal 

feasibility studies. 
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Further research is required that tests the feasibility of, and assesses the risks 

associated with, a formal reorientation of the existing community based 

nutrition and dietetic workforce. 

 

12.8 Provide intelligence support 
 
It has been noted that creating the organisational capacity to enable 

knowledge creation and use may be the greatest determinant of how public 

health agencies perform in the twenty first century. The skills and knowledge 

necessary to create this capacity will be central to the new set of essential 

competencies required for leadership in public health (Kennedy and Moore 

2001). The emphasis on analytical competencies required for effective public 

health nutrition practice reinforces this view. 

 

Workforce access to, and use of, information from various sources 

(intelligence) that guides effective and systematic strategy development and 

problem resolution is a critical determinant of workforce effectiveness. 

Strategic approaches to improving intelligence based workforce practices 

therefore focus on increasing access to information (building the information 

base through research and developing systems for information 

dissemination), and encouraging use of this information to inform practice. 

Strategy options relating to the provision of intelligence support are 

suggested in Table 12.5, strategies 12-18. 

 

Increasing access to, and use of, intelligence will depend on a strengthening 

of the nexus between academic institutions and the public health nutrition 

workforce. The public health literature makes a strong push for establishing, 

nurturing and sustaining this relationship to enhance workforce capacity 

(Hall-Long et al 2001; Kennedy and Moore 2001; Gebbie et al 2002; Dodds et 

al 2003). Resource constraints currently limit greater academic- practitioner 

interaction, as academics appear constrained by heavy teaching and 

administrative loads and depend on project grant funding or consultancies to 
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allow buy-outs from teaching. As a result, current collaboration appears 

opportunistic and ad hoc rather than coordinated and part of an integrated 

learning system.  There are some exceptions. The National Nutrition 

Monitoring and Surveillance Unit funded by the Commonwealth involved a 

partnership between academic units within the Universities of Queensland 

and Sydney to produce and disseminate intelligence from the National 

Nutrition Survey. The New South Wales Centre for Public Health Nutrition 

represents one of the few formal state level partnerships linking academics 

with practitioners, developing the intelligence base for public health 

nutrition. The feasibility of these sorts of partnerships with the specific intent 

to increase the intelligence base for public health nutrition practice, depends 

on adequate and sustained resourcing from the health sector, in genuine 

partnership with the academic sector. 

 

Further and ongoing research is required in determinant analysis, 

intervention research and nutrition monitoring and surveillance (SIGNAL 

2001). Results from this study suggest that workforce specific research is also 

required to investigate the barriers to public health nutrition workforce 

participation in research and dissemination practices. 
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12.9  Developing learning systems 
 
A learning organisation is a learning system that relates to the structure, 

management and work culture of organisations involved in public health.    

The characteristics of learning organisations include: 

• Facilitates learning of its members 

• Continually transforms itself 

• Nurtures new patterns of thinking 

• Recognises and adapts to environmental change before crisis is 

precipitated 

• Works out autonomous solutions to its own problems 

• Builds on experiences and learns from challenges 

• Moves towards unity of purpose 

• Encourages thoughtful risk taking and subsequent learning (Ballantyne 

et al 1995). 

 

In order to develop learning organisations, systems need to be developed 

with the specific function of creating and consolidating the knowledge 

required to effectively inform effective practice and guide public health 

nutrition workforce planning and intervention. An absence of learning 

systems contributes to the loss or lack of information and limits workforce 

capacity. Learning systems can be defined as processes and mechanisms that 

enable knowledge creation, dissemination and retention, encouraging the 

application of this knowledge to effectively address problems. Examples of 

learning systems include: 

• Consensus competency standards for advanced level practice that act 

as the architecture for continuing competency development 

• Structured research and information dissemination systems such as 

conferences, journals and web-sites, 

• Monitoring and surveillance systems that coordinate regular collation, 

analysis and reporting of data, 
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• Information clearing houses,  

• Collegial networks, and 

• Mentoring systems that link novice practitioners with exemplars to 

encourage the development of research practice and dissemination 

 

Responsibility for the development of learning systems rests with the 

employing organisations in partnership with academic and other research 

institutions and professional associations. Suggested strategies relating to 

developing learning systems are presented in Table 12.5. 

 

12.10 Ensuring appropriate workforce preparation 
 
The formative stage in the development of an effective workforce is the 

professional preparation the workforce receives prior to employment. As a 

result, it is a useful starting point for workforce development planning. In 

this chapter, this strategy option has been left until last in recognition of the 

need to view workforce development as more than just a product of training 

and formalised education, because doing so risks limiting the effectiveness of 

workforce development efforts. Workforce preparation through pre-

employment training however, is an important determinant of workforce 

preparedness and capacity. Results from this study suggest that the existing 

public health nutrition workforce has been under-prepared for effective 

practice in this field. 

 

Jurisdictional responsibility for this range of strategies rests with the 

academic sector (particularly those involved in nutrition and dietetic 

education), professional bodies such as the Dietitians Association of 

Australia and other relevant training programs (health promotion, public 

health) that currently have minor nutrition content. 
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Further research is required to review the existing entry-level dietetic 

competencies in the context of deliberations about the adequacy of these 

standards for entry-level public health nutrition practice. Recent attempts to 

do so were largely limited to clinical practice (Phillips et al 2000a). Data from 

this study suggests pre-employment dietetic training is inadequate 

workforce preparation for public health practice, reinforcing similar 

observations in the United States (Dodds et al 2003) and emphasising the 

importance of advanced-level competency development systems. 
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Table 12.5 Workforce development strategies suggestions for Australia  
Strategy Rationale Suggestions for Australia 
BUILDING HUMAN RESOURCE INFRASTRUCTURE 
Develop a public health 
nutrition leadership and 
coordination workforce tier 

An advanced-level competency leadership 
group is required to coordinate, manage 
and develop public health nutrition effort. 
This is a priority to ensure investments in 
workforce growth and practice achieve 
optimal outcomes. 
  

1 As a priority, invest in additional senior level public 
health nutrition specialists (with advanced-level 
competencies) with a mandate to develop public health 
nutrition workforce capacity, coordinate effort and 
ensure performance.  
[i.e. 1 FTE Director PHN position per 500,000 population or 
target of ~ 40 positions nationally]* 
 

Build a local community level 
public health nutrition 
workforce tier 

Local level coordination of public health 
nutrition effort is required to build 
community capacity, network and 
coordinate effort and ensure quality of 
effort. 
 

2 Invest in local community public health nutritionists 
networked with public health nutrition leadership tier, 
with a mandate for local level public health nutrition 
effort. 
[i.e. 1 FTE PHN position per 50,000 population or target of 
~ 400 positions nationally]* 
 

Develop specialist workforce 
infrastructure to meet 
strategic objectives 

Specialist competencies are required in 
strategic areas to enhance general 
workforce effectiveness. 

3 Invest in public health nutrition specialists (in terms of 
strategic role and competency requirements) as needed 
(eg. ATSI nutrition specialists, Intervention research and 
evaluation specialists, nutrition epidemiologists).  

* Proposed benchmarks in the absence of data to support a problem-based approach suggested in Chapter 3. It should be recognised that some 
populations will require more positions per head of population because of greater needs (eg. Northern Territory: has ~200,000 population but 
major public health nutrition problems. 
 

 310



Table 12.5 Workforce development strategies suggestions for Australia  
Strategy Rationale Suggestions for Australia 
ORGANISATIONAL SYSTEMS 
Position description review 4 Develop public health nutrition position description 

templates based on consensus about core functions and 
competencies. 
 

 

Position descriptions are used by 
organisations to recruit workers and assess 
their ongoing performance in the 
workplace. They codify the work required 
and provide a mandate for certain types of 
work.   

5 Re-negotiate existing community and public health 
nutrition position descriptions based on core functions 
and competencies. 
 

Management structures  The location of designated public health 
nutritionists in the organisation structure, 
particularly who the report to and work 
with, influences capacity to perform public 
health nutrition work. 

6 Where possible, locate public health nutritionists in 
public health (or similar) work units, responsible to 
public health managers, supported by other public health 
practitioners. This refers to new positions (i.e. growth) as 
well as reorganising existing positions (Strategies 1-3). 
 

Provide incentives for 
better practice 

7 Review award structures and provide provision for 
recognition of advanced-level or specialisation in public 
health nutrition, in terms of remuneration and 
classification. Recognition linked to strategies 8 and 9. 
 

 8 Develop a credentialing or certification system for public 
health nutritionists in Australia, linked to competency 
standards and continuing professional development  
 

 

Increasing incentives and decreasing 
disincentives for better practice and 
continuing competency development are 
recognised strategies for workforce 
development. Incentives can be a mix of 
extrinsic (financial, status) and intrinsic 
incentives (professional satisfaction in 
workplace, responsibility).  

9 Link practitioner performance review and progression 
through award structures to performance against re-
designed position descriptions. 
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Table 12.5 Workforce development strategies suggestions for Australia  
Strategy Rationale Suggestions for Australia 
ORGANISATIONAL SYSTEMS 
Dietetic service re-
orientation 
 

The existing designated public health 
nutrition workforce appears to be 
practicing according to traditional dietetic 
service models, which are inconsistent 
with efficient public health nutrition 
practice. Reorientation of practice amongst 
this workforce tier consistent with 
consensus core functions can increase the 
capacity of this workforce group.  

10 Assess the risks and feasibility associated with 
implementing suggestions 4-9 that reorientate the 
practice of the community based nutrition and dietetic 
workload (i.e. does workforce reorientation towards 
population based and preventive practice compromise 
existing clinical services?) 

Integrate and acknowledge 
workforce development as 
a public health nutrition 
workforce function 

A failure to integrate workforce 
development as a component of capacity 
building required in all public health 
nutrition work will continue to limit 
workforce capacity. Organisations 
‘outsourcing’ public health nutrition 
projects rather than using the internal 
workforce should require workforce 
development outcomes as a deliverable in 
any contracts/ project briefs, so that 
learning from project experiences are 
retained within the organisation.  

11 Ensure that public health nutrition outsourcing project 
contracts resourced by health organisations include 
workforce development strategies, deliverables and/or 
outcomes as a requirement. 
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Table 12.5 Workforce development strategies suggestions for Australia  
Strategy Rationale Suggestions for Australia 
INTELLIGENCE SUPPORT 

12 Invest in public health nutrition research, particularly 
that research relating to public health nutrition 
determinant analysis and intervention evaluation.  
 

Develop the intelligence base 
to inform public health 
nutrition practice 
 

Access to intelligence is limited by the 
current low-level capacity of the academic 
and practitioner sectors of the workforce. 
Increasing the information base is a rate-
limiting step in increasing intelligence-
based practices and workforce efficiency.   

13 Develop the research and development capacity of the 
workforce by establishing formal academic-workforce 
collaborations resourced to specifically investigate and 
disseminate in a collaborative manner.  
 

Expand opportunities for peer 
review 

14 Develop an annual public health nutrition conference to 
facilitate intervention research dissemination, debate and 
workforce peer review. 
 

 

Peer review contributes to a professional 
and workforce culture that values 
research, evaluation and debate, 
contributing to the intelligence required to 
inform effective practice.  15 Encourage and reward dissemination of research and 

evaluation.  
 

Develop and support collegial 
public health nutrition 
networks 

16 Formalise and enhance existing state and territory public 
health nutrition networks. 

 

Networks of practitioners linked by 
communication systems such as email 
lists, organised around consistent 
responsibilities or professional affiliations 
can facilitate communication, peer review 
and coordination. Membership of a formal 
public health nutrition network can also 
increase practitioner status and feelings of 
support in the workplace.   

17 Enhance the connections between state and territory 
public health nutrition networks and with national 
bodies such as SIGNAL.  
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Table 12.5 Workforce development strategies suggestions for Australia  
Strategy Rationale Suggestions for Australia 
LEARNING SYSTEMS 
Develop integrated learning 
systems 

Integrated learning systems promote competency development in the workplace by integrating continuing 
training with work practice guided by clear competency standards. Features of an integrated learning system 
include advanced-level competencies, mentoring, advanced level flexible delivery curriculum and academic-
employer partnerships. 
 

Competency standards for 
public health nutrition 

Competencies provide the architecture for 
workforce recruitment, performance 
review, continuing competency 
development planning and curriculum 
development. 
 

18 Develop and promote advanced-level competencies for 
public health nutrition 

Build the capacity of the 
national public health 
nutrition faculty 

Competition between universities for 
students and the limited size and capacity 
of the academic public health nutrition 
workforce demand collaboration to 
enhance teaching and learning capacity. 

19 Establish a collaboration between academics and 
institutions involved in public health nutrition education 
to offer an advanced-level public health nutrition 
training program, as part of an integrated learning 
system.** 
  

Public health nutrition 
mentoring programs 

Access to and support from an 
exemplar/leader in public health nutrition 
can enhance workforce effectiveness and 
accelerate continuing competency 
development. Mentoring programs that 
expedite collegial interaction between 
practitioners and academics will enhance 
workforce capacity.  

20 Develop a national public health nutrition mentoring 
system that links public health nutritionists in the 
workplace with academics and practice exemplars to 
support quality practice and practice improvement.  

** Recently funded by PHERP as the Australian Public Health Nutrition Academic Collaboration 
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Table 12.5 Workforce development strategies suggestions for Australia  
Strategy Rationale Suggestions for Australia 
Appropriate workforce preparation 

21 Review the adequacy of existing competency standards 
for entry-level nutrition and dietetics practice relevant to 
public health nutrition 
 

Revise existing competency 
standards and curricular of 
training programs relevant to 
entry-level graduates joining 
the public health nutrition 
workforce.  

Existing dietetics competencies appear to 
be out-dated in terms of their relevance to 
public health nutrition practice. As these 
standards inform curriculum design for 
the dietetic workforce, these standards 
currently constrain curriculum redesign. 
 

22 Review existing curricular of pre-employment workforce 
preparation programs in the context of public health 
nutrition competencies 
 

23 Develop workplace- based practice placement programs 
for students in nutrition and dietetics programs  
 

Increase access of pre-
employment students to 
experiential learning in 
public health nutrition  

Experiential learning in the workplace is 
critical for effective competency 
development. Current placement 
requirements are limited and arguably 
inadequate to effectively expose students 
to the benefits of this learning. 

24 Develop workplace- based practice placement programs 
for students in other relevant training programs 

From (Kennedy and Moore 2001; Hughes and Woods 2003c)
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12.10  Conclusions 
 
This chapter has outlined a framework and strategy recommendations to 

advance public health nutrition workforce development in the Australian 

context.  Ongoing scholarship is required to ensure workforce development 

investments produce optimal returns on investment and result in 

improvements in the public health. This framework is proposed to help 

achieve this end; ensuring workforce development is multi-strategic and 

addresses the determinants of workforce capacity.  
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APPENDIX A 
 

ADVANCED-LEVEL PRACTITIONERS AND 
DELPHI EXPERT PANELLIST LISTS 

 
Table A1 Advanced-level public health nutritionists interviewed- 

Senior Government Public Health Nutritionists 
 Name Position 
1 Robyn Miller Senior project Officer, Nutrition and Physical 

Activity Program, Health Department of Western 
Australia. 

2 Cathy Campbell A/Director, Health Advancement Branch, Health 
Department of Western Australia. 

3 Christina Pollard Manager, Nutrition and Physical Activity Program, 
Health Department of Western Australia. 

4 Sue Milner Acting State Public Health Nutritionist, Department 
of Human Services, Victoria 

5 Mariana Pisani Senior Project Officer, Disease Prevention, Health 
Development Branch, Department of Human 
Services, Victoria 

6 Veronica Graham State Public Health Nutritionist, Department of 
Human Services, Victoria 

7 Patricia Carter Senior Project Officer, Public Health Nutrition and 
Diabetes, Health Promotion South Australia. 

8 Dr. Alison Smith Manager, Eat Well South Australia 
9 Jane Moxon Senior Policy Officer, Health Promotion Branch, 

NSW Health 
10 Rhonda Mathews Program Coordinator, Public Health Nutrition 

Program, NSW Health 
11 Vivienne Hobson Manager, Nutrition and Physical Activity Pprogram, 

Northern Territory Health Department 
12 Dr. Mandy Lee 

 
Statewide Public Health Nutritionist, Queensland 
Health 

13 Jackie Steele Manager, Public Health Planning and Research, 
Queensland Health 

14 Judy Seal State Nutrition Officer, Department of Health and 
Human Services, Tasmania 

15 Kathleen Graham Assistant Director, Primary Prevention Section, 
Commonwealth Department of Health and Human 
Services 
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Table A2 Advanced- level public health nutritionists interviewed-
Academic Public Health Nutritionists 

 Name Position 
1 Dr. Tim Gill Regional Coordinator Asia Pacific, international 

Obesity Taskforce, University of Sydney 
2 Dr. Carol Nowson Coordinator, Nutrition Programs, Deakin University 
3 Mark Lawrence Senior Lecturer in Public Health, Deakin University 
4 Maggie Niall Course Coordinator Nutrition and Dietetics, 

Monash University 
5 Dr. Geoff Marks Head, Nutrition Program, University of Queensland 
6 Dr. Malcolm Riley Director, Nutrition and Dietetics Unit, Monash 

University 
7 Julie Woods Lecturer, Nutrition and Dietetics Unit, Monash 

University 
8 Dr. David Crawford NHF Research Fellow, Deakin University 
9 Margaret Miller Consultant, Marg Miller Consulting (formerly 

Curtin University) 
10 Dr. Cate Burns Lecturer Public Health Nutrition, Deakin University 
11 Lisa Schubert Lecturer, Nutrition Program, University of 

Queensland 
12 Jane Patterson Lecturer, Nutrition Program, University of 

Queensland 
13 Robynne Snell Lecturer Nutrition and Dietetics, Curtin University 
14 Eleanor Beck Placement Coordinator ,University Wollongong 
15 Dr. Terry Coyne Senior Lecturer, Nutrition Program, University of 

Queensland 
16 Lauren Williams Lecturer Nutrition and Dietetics, University of 

Newcastle 
17 Anne McMahon Smart Food Centre, University Wollongong 
18 Dr. Lynne Daniels Associate Dean, Health Profession Programs, 

Flinders University 
19 Margot Landers Lecturer, Nutrition Unit , Griffith University 
20 Dr. Shawn Somerset Senior Lecturer, Nutrition Unit, Griffith University 
21 Dr. Heather Yeatmen Senior Lecturer Public Health and Nutrition, 

University Wollongong 
22 Andrea Begley Lecturer Nutrition and Dietetics, Curtin University 
23 Dr. Karen Cashell Associate professor Nutrition and Public Health, 

University of Canberra 
24 Dr. Linda Tapsell Director, Nutrition Programs, University 

Wollongong 
25 Dr. Peter Williams Senior Lecturer, Nutrition and Dietetics, University 

Wollongong 
26 Liz Story Public Health Nutritionist, University of Sydney 
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Table A3 Expert Panellists, Delphi Study 
   Participation 

 Name   Organisation/Country Round 1 Round 2 Round 3 
1 Anne-Marie Remaut de Winter Universitet Gent, Belgium    
2 Irja Haapala University of Kuopio, Finland    
3 Inga Thorsdottir Universitry of Iceland, Iceland    

  

   

  

4 Maria Daniel vaz de Almeida Oporto University, Portugal    
5 Carmen Perez Rodrigo Community Nutrition Unit Bilboa, Spain    
6 Barrie Margetts University of Southampton,United Kingdom    
7 Felix Gutzwiller University of Zurich, Switzerland    
8 Jackie Landman Nutrition Society, United Kingdom    
9 Agneta Yngve Karolinska Institutet,Sweden    

10 Ian Darnton- Hill Columbia University, United States    
11 Janice Dodds University North Carolina, United States    
12 Betsy Haughton University of Tennessee, United States    
13 Mary Story University Minnesota, United States    
14 Alice Linehan University North Carolina, United States    
15 Malcolm Riley Monash University, Australia    
16 Julie Woods Monash University, Australia    
17 Mark Lawrence Deakin University, Australia    
18 Cate Burns Deakin University, Australia    
19 Boyd Swinburn Deakin University, Australia    
20 Karen Campbell Deakin University, Australia    
21 Shawn Somerset Griffith University, Australia    
22 Lauren Williams 

 
University of Newcastle, Australia    

23 Amanda Lee Queensland Health, Australia  
24 Marg Miller Marg Miller Consulting, Australia    
25 Este Vorster South Africa    
26 Pedro Graca* Oporto University, Portugal    
27  

  
Sara Rodrigues* Oporto University, Portugal    

28 Claudia Afonso* Oporto University, Portugal    
* Collaborating with Maria Daniel vaz de Almeida 
Panellists in bold participating in all 3 Rounds
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APPENDIX B   
NATIONAL WORKFORCE SURVEY 

 
 
 

 
Australian Public Health Nutrition Workforce Project 

 
 

Dear Colleague, 
 
Re: Census survey of Australia’s Community and Public Health Nutrition 

workforce 
 
The Australian Public Health Nutrition Workforce Project is a three year project 
auspiced by the Public Health Association’s Food & Nutrition Special Interest Group 
(FANSIG).  This project is in response to the need for information to support 
workforce development, consistent with capacity building initiatives outlined in the 
Eat Well Australia strategy. 
 
This is the first attempt to survey all (not just a sample) of the designated 
Community and Public Health Nutrition workforce in Australia.  The objective of 
quantifying, describing and projecting workforce development needs will only be 
met with the active participation of the workforce. 
 
The results will be used to identify statewide and national workforce development 
needs and develop a national profile of the community and public health nutrition 
workforce. 
 
To that end I encourage you to complete the attached questionnaire and return it 
reply paid by Friday 7th December.  Please invest the time and make your position 
count. 
 
Thanking you in anticipation. 
 
 
 
Roger Hughes 
Principal Researcher 
 



AUSTRALIAN PUBLIC HEALTH NUTRITION 
WORKFORCE SURVEY 

 
Name: 
(optional) 

 
 

Address  
 
 
 
 

Phone  
 

Email  
 

 
About You 

Please write answers in the space provided below 
   
1. Your Age (Please tick one box) 

 
1[   ] < 25 yrs 
2 [   ] 26-35 yrs 
3 [   ] 36-45 yrs 
4 [   ] 46-55 yrs 
5 [   ] >55 yrs 
 

2. Sex 1[   ] Male       2 [    ] Female 
 

3. Postcode of your main work 
address 
 

 
_____ _____ _____ _____ 
 
Please write answers in the space provided below 

4. Your position title: 
 

 
 
 

5. Your employing organisation: 
 

 
 
 
 

6. What position do you report to 
in your current position? 
(main position if more than 1): 

1[   ] chief/senior dietitian in a hospital 
2[   ] regional/area dietitian/regional advisor  
3[   ] Chief executive officer (or equivalent) 
4[   ] Director of Nursing 
5[   ]  Health Promotion director/ coordinator  
6[   ] Public Health Director 
7[   ] Medical Superintendent in a hospital 
8[   ] Other: (list) 
 

7. Number of years experience 
working in community 
nutrition/public health nutrition 
 

 
 
_____________yrs 
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8. Are you responsible for budget 
management in your position? 
 

1[   ] Yes 2[   ] No 3[   ] Sometimes 

9 Estimate the total budget for 
nutrition work you have been 
responsible for managing in the 
last financial year (include 
project funding) 
 

$ 

10 What is the source of funding for 
your position 

1 [   ] State health department 
2 [   ] Commonwealth funds eg. , RHSET, HACC  
3 [   ] Local government 
4 [   ] University 
5 [   ] Grants/funded projects 
6 [   ]Other: (list) 
 
 

 
11. What is the nature of the position you currently hold? 

(If you have more than one position please indicate in the other category or 
check against the appropriate numbers) 

 
1 [   ] Public health nutritionist in regional/zonal public health unit 
2 [   ] Public health nutritionist in non-government organisation 
3 [   ] Public health nutritionist in state health department 
4 [   ] Community dietitian/nutritionist in community health service/centre 
5 [   ] Community dietitian/nutritionist in hospital setting 
6 [   ] Project officer in health promotion unit/team 
7 [   ] Regional dietitian/ nutritionist  for area/regional/district health service  
8 [   ] Hospital based dietitian with community nutrition role 
9 [   ] Nutritionist working in academic institution 

11 [   ] Nutritionist/project officer in nutrition-related project grant  
12 [   ] Nutritionist working in food industry organisation 
13 [   ] Other: 

 
 

 
12. Which of the following best describes your current work status? 
 

1 [   ] Permanent full-time 
2 [   ] Temporary full-time 
3 [   ] Permanent part-time   ………………….Hours/wk: 
4 [   ] Permanent part- time (>1position)  ……positions…………….Total 

Hours/wk: 
5 [   ] Permanent part-time   ………………….Hours/wk: 
6 [   ] Temporary part-time   ………………….Hours/wk: 
7 [   ] Temporary part-time (>1position)  ……positions…………….Total 

Hours/wk: 
8 [   ] Casual                         ………………….Hours/wk 
9 [   ] Unemployed 

10 [   ] Volunteer (unpaid) 
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13. How long do you expect to be in your current (main) position? 
 

1 [   ] Expect to change jobs within the next year 
2 [   ] 1-2 years 
3 [   ] 2-5 years 
4 [   ] 5 years or more 
5 [   ] Unsure 

 
14. Rate your level of satisfaction with the following: (Circle) 
 Very 

low 
Low Average High Very High 

• The current level of awareness 
amongst other health workers of 
your role 

 
1 

 
2 

 
3 

 
4 

 
5 

• Your current salary 1 2 3 4 5 
• Your autonomy to make decisions 

about how you practice 
1 2 3 4 5 

• Career opportunities 1 2 3 4 5 
• Continuing professional 

development opportunities 
1 2 3 4 5 

• Your access to resources for 
intervention 

1 2 3 4 5 

• Access to professional support 1 2 3 4 5 
• Access to information 

(intelligence) to inform planning 
and practice 

1 2 3 4 5 

 
15. Do you have access to a public health nutrition mentor (someone with 

experience that can provide professional support and guidance)? 
 
  1[   ] Yes   2 [   ] No  3 [   ] Unsure 
 
15a. If yes, how often would you be in contact with them (mentor)? 
 

1 [   ] daily 2[   ] weekly 3 [   ] monthly 4[   ] only when 
needed 
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16. Thinking about your own experience throughout your career, rate how 
important the following factors have been to your own professional 
development?  

 Very 
low 

 Averag
e 

 Very 
High 

• Working with and learning from  leaders in 
public health nutrition or related field 

1 2 3 4 5 

• Doing additional training/ coursework in 
public health or related field eg. MPH 

1 2 3 4 5 

• Doing work experience in the field ie. 
“getting hands dirty” 

1 2 3 4 5 

• Attendance at conferences, workshops etc 1 2 3 4 5 
• Writing for publication 1 2 3 4 5 
• Self-directed learning 1 2 3 4 5 
• Other: (please describe) 
 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
PRACTICE 
 
17. Which of the following best describes the nature of the community you 

service? (please tick all those relevant) 
1 [   ] National population 
2 [   ] Statewide population 
3 [   ] Regional/zonal population 
4 [   ] Regional/provincial city 
5 [   ] Town or a cluster of suburbs in a capital city  
6 [   ] Rural area 
7 [   ] Remote area 
8 [   ] Other (please list) 

 
 

 
18. What are the 3 or 4 major roles/activities of your current position? 

(please list eg. 1. Group nutrition education) 
 
 

1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
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20. Summarise the nutrition interventions on which you have worked over the last 12 months by completing the following table by 
ticking the strategies used and the settings for intervention. 

Strategy mix employed  Settings Project title 
(Descriptive title) 
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eg. FoodCent$ project- healthy 
food budgeting project 
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21. To what extent does your role involve collaboration/networking with other 
health professionals, other agencies and other sectors. (circle) 

 
Other sectors never rarely occasionally Often 
• Other state Govt 

departments (eg. 
education) 

1 2 3 4 

• Local government 1 2 3 4 
• Community organisations 
• (eg. Nursing Mothers 

Association) 

1 2 3 4 

• NGO Health 
Organisations 

• (eg. Heart Foundation) 

1 2 3 4 

• Private industry (eg. food 
industry) 

1 2 3 4 

• Universities 1 2 3 4 
• Professional associations 
• (eg. DAA, PHAA) 

1 2 3 4 

• Other 
 
 

 
1 

 
2 

 
3 
 

 
4 

Other professionals never rarely occasionally often 
• Health promotion staff 1 2 3 4 
• Public health staff 1 2 3 4 
• Community health nurses 1 2 3 4 
• General practitioners 1 2 3 4 
• Indigenous health workers 1 2 3 4 
• Teachers 1 2 3 4 
• Environmental health 

officers 
1 2 3 4 

• Epidemiologists 1 2 3 4 
• Researchers/ academics 1 2 3 4 
• Other 
 
 
 

 
1 

 
2 

 
3 

 
4 

 
 
22. On the following scale give your assessment of the capacity of your state’s 

workforce to effectively address priority issues such as those outlined in 
the Eat Well Australia Strategy.  

 
1 [   ] Very 

limited 
2[   ] Limited 3 [   ] Average 4 [   ] Good 5[   ] Very good 
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23. What do you consider are the major strengths /weaknesses of the services 
in your area/region for addressing food and nutrition issues? Please rate 
each item listed against the weakness-strength scale- add and rate any others 
that are relevant but not listed. 

 
 Major 

WEAKNESS 
 NEITHER 

strength or 
weakness 

 Major 
STRENGTH 

• Profile (community 
awareness of 
services/expertise) 

1 2 3 4 5 

• Human resources available 1 2 3 4 5 
• Financial resources available 1 2 3 4 5 
• Skills of workforce 1 2 3 4 5 
• Community linkages 1 2 3 4 5 
• Community participation in 

programs 
1 2 3 4 5 

• Multi-disciplinary planning 
and collaboration 

1 2 3 4 5 

• Focus on 
education/awareness 

1 2 3 4 5 

• Focus on environmental 
change 

1 2 3 4 5 

• Planning 1 2 3 4 5 
• Coordination 1 2 3 4 5 
• Availability of local data 1 2 3 4 5 
• Links with other sectors 1 2 3 4 5 
• Management support 1 2 3 4 5 
• Targeting of disadvantaged 

groups 
1 2 3 4 5 

• Support from other health 
staff 

1 2 3 4 5 

• Other (list and rate)      
 
 

1 2 3 4 5 

 
 

1 2 3 4 5 

 
 

1 2 3 4 5 

 
 

1 2 3 4 5 
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24. On average, how often would you be involved in the following activities? 
  

Never 
Less 
than 

mthly 

 
mthly 

 
weekly 

 
2-3 

times/wk 

 
daily 

• Clinical one on one role 
 

1 2 3 4 5 6 

• Small group activity with clients with 
health problem 

1 2 3 4 5 6 

• Small group activity with general 
community 

1 2 3 4 5 6 

• Training other health professionals 
addressing clients nutrition needs 

1 2 3 4 5 6 

• Training other health professionals in 
developing community programs 

1 2 3 4 5 6 

• Nutrition training for non-health staff 
(eg. day centre staff) 

1 2 3 4 5 6 

• Implementing /coordinating 
community wide nutrition education 
programs 

1 2 3 4 5 6 

• Implementing /coordinating 
community programs re food 
supply/access issues 

1 2 3 4 5 6 

• Consulting to nursing homes or other 
food service 

1 2 3 4 5 6 

• Policy development (eg. local 
government or food service) 

1 2 3 4 5 6 

• Nutrition monitoring and surveillance 
 

1 2 3 4 5 6 

 Food supply monitoring and 
surveillance 

1 2 3 4 5 6 

• Developing and updating 
organisation’s strategic and /or 
business plans 

1 2 3 4 5 6 

• Responding to individual requests for 
information and advice 

1 2 3 4 5 6 

 Proactive media liaison / advocacy 1 2 3 4 5 6 
• Project evaluation 
 

1 2 3 4 5 6 

• Supporting statewide or national media 
campaigns 

1 2 3 4 5 6 

• Seeking funding for projects 
 

1 2 3 4 5 6 

• Participation in development / review 
of national or state food and nutrition 
related legislation or policy 

1 2 3 4 5 6 

• Submission writing to ANZFA on food 
regulation issues 

1 2 3 4 5 6 

• Research 
 

1 2 3 4 5 6 

• Present research to professional forums 
(eg. conferences, seminars) 

1 2 3 4 5 6 

• Student training and/or supervision 
 

1 2 3 4 5 6 

• Other 
 

1 2 3 4 5 6 
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TRAINING AND CONTINUING PROFESSIONAL 
DEVELOPMENT 
 
25. What qualifications have you completed? 
 

 Qualification Year 
completed 

Institution 

1  
 

  

2  
 

  

3  
 

  

4  
 

  

5  
 

  

6  
 

  

 
26. Courses that you are currently enrolled in? 
 

 Qualification Institution 
1  

 
 

2  
 

 

 
27. In your opinion, what are the advantages/disadvantages that nutrition and 

dietetic training provides for community and/or public health nutrition 
practice? (summarise below) 

 
Advantages Disadvantages 

 
 
 
 
 
 

 

 
28. If you are a graduate of nutrition and dietetic training, rate on the 

following scale the adequacy of your nutrition and dietetic training in 
prepared you for public health nutrition practice.  

 
1 [   ] Very inadequate 2[   ] Inadequate 3 [   ] Neutral 4 [   ] Adequate  5[   ] Very adequate 

 
29. What are your intentions regarding doing further professional training? 

 
1 [   ] No 
intentions 

(not relevant) 

2[   ] May do 
within next 5 years 

3 [   ] Planning to   
commence in next 2 
years 

4 [   ] Enrolling within  
        next 12 months 

4 [   ] enrolled  
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30. If you intend to do further professional training, what area are you 
intending to train in?  Please specify 

 
 
 
 
 
31. Which (if any) of the following options would make further training more 

feasible for you? [tick more than one answer if required] 
 
1 [   ] Able to be taken mostly off-campus 
2 [   ] Able to be taken in intensive mode (eg. 3 semesters a year instead of 2) 
3 [   ] Able to be taken part-time 
4 [   ] Professionally recognised eg. accredited 
5 [   ] Strongly focused on advanced level practice 
6 [   ] Able to be integrated with existing job role 
7 [   ] In modular format, allowing progressive accumulation of work as 

circumstances permit 
8 [   ] High level interaction with academic mentors 
9 [   ] Strongly focused on developing and applying research skills 

 [   ] Other 
 
32. Which or the following do you think are the barriers and/or incentives to 

you further developing your skills in community/ public health nutrition. 
 Major 

Barrier 
Barrier Unsure 

Neither 
Incentive Major 

Incentive 
My own assessment of my need to 
develop my skills in this area  

1 2 3 4 5 

Funding availability 1 2 3 4 5 
Cost of further training 1 2 3 4 5 
Motivation to self improve/learn 1 2 3 4 5 
Time available- personal 1 2 3 4 5 
Time available- work 1 2 3 4 5 
Other training more important 1 2 3 4 5 
No relevant training available 1 2 3 4 5 
Access to information 1 2 3 4 5 
Courses are not sufficiently practical 1 2 3 4 5 
Opportunities to apply training 1 2 3 4 5 
Lack of professional credit/ 
recognition 

1 2 3 4 5 

Scope for employment/progression 
once further trained 

1 2 3 4 5 

Level of support from management 1 2 3 4 5 
Level of support from others 1 2 3 4 5 
Contact or access to mentors 1 2 3 4 5 
Personal reward s of further 
training/awards 

1 2 3 4 5 

Other: (list and rate) 
 
 

 
1 

 
2 

 
3 

 
4 

 
5 
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33. Against the following competency areas rate the importance of competency 
in each area for effective public health nutrition practice.  

 
Competency unit 

Not 
important 

at all 

Low 
importance 

Mid range 
importance 

important Very 
important 

Nutrition assessment methods 1 2 3 4 5 
Nutrition through lifecycle 1 2 3 4 5 

Nutrition and disease aetiology 1 2 3 4 5 
Dietetic management of disease 1 2 3 4 5 

Food science 1 2 3 4 5 
Food service management 1 2 3 4 5 

Needs assessment 1 2 3 4 5 
Program planning 1 2 3 4 5 

Program evaluation 1 2 3 4 5 
Strategy development/ selection 1 2 3 4 5 

Public health principles 1 2 3 4 5 
Behaviour change theories/models 1 2 3 4 5 

Policy development processes 1 2 3 4 5 
Advocacy 1 2 3 4 5 

Media skills 1 2 3 4 5 
Epidemiology and statistics 1 2 3 4 5 

Literature review and interpretation 1 2 3 4 5 
Using IT to retrieve information 1 2 3 4 5 

Qualitative research skills 1 2 3 4 5 
Quantitative research skills 1 2 3 4 5 

Market research 1 2 3 4 5 
Nutrition monitoring and surveillance 1 2 3 4 5 

Research presentation skills 1 2 3 4 5 
Scientific writing 1 2 3 4 5 

Coalition / team building 1 2 3 4 5 
Community development 1 2 3 4 5 

Negotiation skills 1 2 3 4 5 
Collaborating with Food industry 1 2 3 4 5 

Network development 1 2 3 4 5 
Collaborating with other professionals 1 2 3 4 5 

Developing strategic plans 1 2 3 4 5 
Managing staff 1 2 3 4 5 

Financial management 1 2 3 4 5 
Submission writing 1 2 3 4 5 

Health promotion theories/models 1 2 3 4 5 
Capacity building 1 2 3 4 5 

Economic evaluation 1 2 3 4 5 
Student supervision 1 2 3 4 5 

Other: (please list and rate in space below)      
 
 
 
 

1 2 3 4 5 
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34. Rate the confidence you have in your own ability and skills in the following  
competency areas:  
NB:(please note the scale numbering ie. 1= expert, 5= novice) 

 
Competency unit 

Very 
high/ 

EXPER
T  

High/ 
proficien

t 

Average/ 
Adequat

e for  
practice 

Low/ 
Belo

w 
ideal 

Very 
low/ 

NOVICE 
 

Nutrition assessment methods 1 2 3 4 5 
Nutrition through lifecycle 1 2 3 4 5 

Nutrition and disease aetiology 1 2 3 4 5 
Dietetic management of disease 1 2 3 4 5 

Food science 1 2 3 4 5 
Food service management 1 2 3 4 5 

Needs assessment 1 2 3 4 5 
Program planning 1 2 3 4 5 

Program evaluation 1 2 3 4 5 
Strategy development/ selection 1 2 3 4 5 

Public health principles 1 2 3 4 5 
Behaviour change theories/models 1 2 3 4 5 

Policy development processes 1 2 3 4 5 
Advocacy 1 2 3 4 5 

Media skills 1 2 3 4 5 
Epidemiology and statistics 1 2 3 4 5 

Literature review and interpretation 1 2 3 4 5 
Using IT to retrieve information 1 2 3 4 5 

Qualitative research skills 1 2 3 4 5 
Quantitative research skills 1 2 3 4 5 

Market research 1 2 3 4 5 
Nutrition monitoring and surveillance 1 2 3 4 5 

Research presentation skills 1 2 3 4 5 
Scientific writing 1 2 3 4 5 

Coalition / team building 1 2 3 4 5 
Community development 1 2 3 4 5 

Negotiation skills 1 2 3 4 5 
Collaborating with Food industry 1 2 3 4 5 

Network development 1 2 3 4 5 
Collaborating with other professionals 1 2 3 4 5 

Developing strategic plans 1 2 3 4 5 
Managing staff 1 2 3 4 5 

Financial management 1 2 3 4 5 
Submission writing 1 2 3 4 5 

Health promotion theories/models 1 2 3 4 5 
Capacity building 1 2 3 4 5 

Economic evaluation 1 2 3 4 5 
Student supervision 1 2 3 4 5 

Other: (please list and rate in space below)      
 
 
 
 

1 2 3 4 5 
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35. Rate the extent to which you need further training (or updating) in the 
following areas: 

 
Competency unit 

Definitely 
don’t 
need 

training 

Don’t 
need 

training 

 
Unsure 

  
Need 

training 

Definitely 
need 

training 

Nutrition assessment methods 1 2 3 4 5 
Nutrition through lifecycle 1 2 3 4 5 

Nutrition and disease etiology 1 2 3 4 5 
Dietetic management of disease 1 2 3 4 5 

Food science 1 2 3 4 5 
Food service management 1 2 3 4 5 

Needs assessment 1 2 3 4 5 
Program planning 1 2 3 4 5 

Program evaluation 1 2 3 4 5 
Strategy development/ selection 1 2 3 4 5 

Public health principles 1 2 3 4 5 
Behaviour change theories/models 1 2 3 4 5 

Policy development processes 1 2 3 4 5 
Advocacy 1 2 3 4 5 

Media skills 1 2 3 4 5 
Epidemiology and statistics 1 2 3 4 5 

Literature review and interpretation 1 2 3 4 5 
Using IT to retrieve information 1 2 3 4 5 

Qualitative research skills 1 2 3 4 5 
Quantitative research skills 1 2 3 4 5 

Market research 1 2 3 4 5 
Nutrition monitoring and surveillance 1 2 3 4 5 

Research presentation skills 1 2 3 4 5 
Scientific writing 1 2 3 4 5 

Coalition / team building 1 2 3 4 5 
Community development 1 2 3 4 5 

Negotiation skills 1 2 3 4 5 
Collaborating with Food industry 1 2 3 4 5 

Network development 1 2 3 4 5 
Collaborating with other professionals 1 2 3 4 5 

Developing strategic plans 1 2 3 4 5 
Managing staff 1 2 3 4 5 

Financial management 1 2 3 4 5 
Submission writing 1 2 3 4 5 

Health promotion theories/models 1 2 3 4 5 
Capacity building 1 2 3 4 5 

Economic evaluation 1 2 3 4 5 
Student supervision 1 2 3 4 5 

Other: (please list and rate in space 
below)

     

 
 
 
 

1 2 3 4 5 
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Future Contact 
 
36 Would you like to receive a copy of any 

reports presenting the results of this 
survey? 
[If yes be sure to include your email  
postal address on page 1] 
 

 

 

1[   ] Yes 

 

 

2[   ] No 

37 Are you interested in being listed in 
national PHN contact register (please 
supply contact details on page 1) 
 

 

1[   ] Yes 
 

2[   ] No 

38 Do you recall completing the 1995 
national survey of community and public 
health nutritionists conducted by Jackie 
Steele (Queensland Health)? 

 

1[   ] Yes 
 

2[   ] No 

 
Thankyou for your time and contributions to this project 

by way of questionairre completion. 
 
 
If you have any queries about this questionnaire or the broader project please do 
not hesitate to contact Roger Hughes on (07) 5552 8415 or 
R.Hughes@mailbox.gu.edu.au: 
 
 
 
 

Please return completed questionnaires and mail (no stamp required) to: 
 

Reply Paid 61015 
Australian Public Health Nutrition Workforce Study 

C/o Nutrition Unit 
Griffith University 

Gold Coast MC 
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APPENDIX C 
 

DELPHI STUDY INSTRUMENTS
 336



 

KAROLINSKA INSTITUTET 
Department of Biosciences at Novum  

Unit for Preventive Nutrition 
SWEDEN 

 
 

 

 

Griffith University 
Nutrition Unit 

School of Health Science 
AUSTRALIA 

 
 

Intern Consensus on Public Health Nutrition Competencies 
 

Round 1 Questionnaire 
 
Round 1 Delphi Survey Procedure 
 

• The document is structured to include some background points generated from the literature to provide a context and cue 
for responses ted. Please note that this background is not exhaustive. This background is then followed by a 
range of ques spond based on your experience and opinions. 

 
• As this docum

onto the wor
 

• It would be app
 

• Please do not h
 
Roger Hughes 
Principal Investigator 

 

 to questions lis
tions. Please re
ational 
ent has been delivered by email as an attached word document, we suggest you complete responses directly 
d document (shade, mark and type etc) and return as an email attachment to R.Hughes@mailbox.gu.edu.au 

reciated if you could respond to this first round by Friday 18th October. Feedback will follow at the end of October. 

esitate to contact me by email if you have any queries. 
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A Framework  
 
The following framework illustrates the sequence of inquiry logic in this first round of the study. 
 
 
 

Definitions of 
public health 

nutrition  
What is it? 

Workforce composition 
and delineation: 

Who are we talking 
about? 

 
Core functions 

 
What work is 

involved? 

Competencies 
Skills, knowledge 
and attributes are 
required to do the 

work 

 
 
 
 
 
 
 
 
Defining public health nutrition 
 
• Public health nutrition is an evolving field of service delivery world-wide. Definitions of public health nutrition are important 

to help communicate the nature of this field of practice and provide the context for considering workforce competencies. 
 
• A more generic approach to defining public health nutrition is to adapt definitions of public health to nutrition. This approach 

assumes public health nutrition as being a specific practice area in public health.  
 
• Various different definitions of public health nutrition from the literature have been summarised in Table 1. 
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Table 1:  Definitions that have been suggested for public health nutrition 
Region of 
origin 

Definition/Description 

Australia[1] 
 
 

PHN is the art and science of promoting population health status via sustainable improvements in the food and nutrition 
system. Based upon public health principles, it is a set of comprehensive and collaborative activities, ecological in 
perspective and intersectoral in scope, including environmental, educational, economic, technical and legislative 
measures”  
 

United 
States[2] 

The term ‘public nutrition’ has been defined as a new field encompassing the range of factors known to influence nutrition 
in populations, including diet and health, social, cultural, and behavioural factors; and the economic and political 
context. Like public health, public nutrition would focus on problem solving in a real-world setting, making it y definition 
an applied field of study whose success is measured in terms of effectiveness in improving nutrition situations. 
 

United 
Kingdom[3] 
 

PHN focuses on the promotion of good health through nutrition and the primary prevention of diet-related illness in the 
population. The emphasis is on the maintenance of wellness in the whole population. 
 

Europe[4] 
 
 

Public health nutrition focuses on the promotion of good health through nutrition and physical activity and the 
prevention of related illness in the population. 

United 
States[5] 
 

Public health nutrition practice includes an array of services and activities to assure conditions in which people can 
achieve and maintain nutritional health, including surveillance and monitoring nutrition-related health status and risk 
factors, community or population based assessment, program planning and evaluation, leadership in community/ 
population interventions that collaborate across disciplines, programs and agencies, and leadership in addressing the 
access and quality issues around direct nutrition services to populations 
 

Australia[6] 
 

Public health nutrition being organised efforts to promote wellbeing and prevent diet related disease in populations. 
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Feedback on definitions 
 
1. Rate the importance of including the following descriptors for how you would define the field of public health 

nutrition. (mark or shade answer in table)  
 

Descriptor Very 
important 

Important Neutral Not important  Very low 
importance 

Population based       1 2 3 4 5
Focus on health promotion 1 2 3 4 5 
Food and nutrition systems focus 1 2 3 4 5 
Wellness maintenance 1     2 3 4 5
Primary prevention  1 2 3 4 5 
Secondary prevention      1 2 3 4 5
Specifically includes physical 
activity with in the definition 

1     2 3 4 5

Treatment 1     2 3 4 5
Applies public health principles 1 2 3 4 5 
Collaboration  1     2 3 4 5
Intersectoral action       1 2 3 4 5
Education 1     2 3 4 5
Economic      1 2 3 4 5
Behaviour change      1 2 3 4 5
Technical 1     2 3 4 5
Environmental      1 2 3 4 5
Political      1 2 3 4 5
Organised efforts       1 2 3 4 5
Leadership      1 2 3 4 5
Problem-orientated      1 2 3 4 5
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2. Rate your level of agreement with the following suggestions: 
 

Suggestion     Strongly
agree 

 NeutralAgree Disagree Strongly
disagree 

Having a consensus definition for public health 
nutrition to consistently describe the field is 
important  
 

1     2 3 4 5

Public health nutrition as a field of practice should 
include a focus on physical activity as well as 
nutrition 

1     2 3 4 5

 
 
3. Do you have any comments or additions about definitions? If you have alternative definitions or descriptors please write 

in or attach so they can be added to the round 2 considerations. 
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Public health nutrition workforce composition 
 
• The workforce involved in doing public health nutrition work is an important part of the infrastructure that underpins a 

society’s capacity to address nutrition issues. In the broadest sense, the public health nutrition workforce could be considered as 
all those who make a contribution to organised efforts to protect and promote health through better nutrition. This broad view 
however is problematic for workforce development as it is difficult to assess workforce composition, identify target groups and 
opportunities for development. 

 
• It has been argued that nutrition is not a discipline to be studied: it is a problem to be solved. If this is true, then by definition, 

solving nutrition problems requires multi-disciplinary cooperation[2]. The different professional, practitioner or community 
groups involved in addressing public health nutrition problems is large, and may include public health nutrition specialists, 
health workers with generalist roles and individuals from other sectors and the community.  

 
• There is considerable variation between countries in terms of the composition and namenculature used to describe the 

workforce involved in public health nutrition practice and service delivery. In the United States there is a relatively large and 
established public health nutrition practitioner group with the US public health service[7]. In Australia, development of the 
public health nutrition workforce and formal use of the public health nutritionist title is a relatively recent event. Many 
countries do not have designated public health nutrition workforces or position titles, with the work being performed by a 
range of public health practitioners and academics. 

 
• Previous work in Australia attempting to describe the public health, public health nutrition and health promotion workforces[8-

10] have attempted to delineate between different levels or categories of the workforce. Categories include: 
 

1. Public health nutrition specialists (often having designated titles/roles) 
2. Generalists health workers (who have other roles as well as those related to nutrition) 
3. Others- including workers and stakeholders from sectors other than health. 
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• Much of the existing literature relating to the public health nutrition workforce has focused on the specialist or profession 
specific tier of the workforce. 

 
• Delineation of the various workforce constituents can assist workforce development, particularly if delineation categorises the 

workforce based on grouping criteria such as competency requirements, roles and responsibilities or proportion of time 
dedicated to public health nutrition work. 

 
• In the US the public health nutritionist has been described as that member of the public health agency staff who is responsible 

for assessing community nutrition needs and planning, organising, managing, directing, coordinating and evaluating the 
nutrition component of the health agencies services. The public health nutritionist establishes linkages with community 
nutrition programs, nutrition education, food assistance, social or welfare services, child care, services to the elderly, other 
human services, and community based research[11]. 
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Feedback on public health nutrition workforce composition and delineation 
 
4. Rate your level of agreement with the following suggestions: 

Suggestion Strongly agree Agree Neutral Disagree Strongly 
disagree 

Workforce development for public health nutrition should be 
multi-disciplinary in its focus  

1     2 3 4 5

The public health nutrition workforce needs a specialist 
workforce tier to lead and facilitate coordinated action  

1     2 3 4 5

Internationally recognised professional standards (eg. 
Competencies) for a public health nutrition specialist would be 
a useful tool for workforce development 

1     2 3 4 5

The public health nutrition workforce should only consider 
those workers employed by public funds (eg. Tax funded health 
services, non-government agencies, not for profit) 

1     2 3 4 5

Public health nutrition workforce development should focus on 
developing a recognised professional group with a specialist 
role in the health system 

1     2 3 4 5

 
5. How would you describe and categorise the composition of the public health nutrition workforce (ie. what groups make 

a contribution to public health nutrition work)-please add any related comments. 
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Core functions for public health nutrition 
 
• The functions or work of public health has been the focus of scholarship around the world in recent years. Essential and core 

functions have been developed[12-14] in order to define what the work of public health entails (Table 2). These have some 
currency when considering public health nutrition functions.  

 
Table 2:  Public Health Core functions defined by various sources 
US essential public health functions[15] WHO Essential public health 

functions[12] 
Australian Public Health Core functions [16] 

Monitor health status to identify 
community health problems 

Monitor the health situation Assess, analyse and communicate population health needs and 
community expectations 

Diagnose and investigate health 
problems and health hazards in the 
community 

Prevention , surveillance and 
control of communicable and non-
communicable diseases 

Prevent and control communicable and non-communicable 
diseases and injuries through risk factor reduction, education, 
screening , immunization and other interventions. 

Enforce laws and regulations that protect 
health and ensure safety 

Health promotion Promote and support healthy lifestyles and behaviours through 
action with individuals, families , communities and wider society. 

Inform, educate and empower people 
about health issues 

Public health legislation and 
regulations 

Promote, develop and support healthy public policy, including 
legislation, regulation and fiscal measures. 

Mobilise community partnerships to 
identify and solve health problems 

Public health management Plan fund and evaluate health gain and capacity building 
programs design to achieve measurable improvements in health 
status, and to strengthen skills, competencies, systems and 
infrastructure. 

Link people to needed personal health 
services and assure the provision of 
health care when otherwise unavailable 

Specific public health services Strengthen communities and build social capital through 
consultation, participation and empowerment. 

Evaluate effectiveness, accessibility, and 
quality of personal and population –
based health services 

Protecting the environment Promote, support and initiate actions which ensure safe and 
healthy environments. 

Assure a competent public health and 
personal health care workforce 

 Promote, develop and support healthy growth and development 
throughout all lifestages. 

Develop policies and plans that support 
individual and community health efforts 

Personal health care for vulnerable 
and high risk groups 

Promote, develop and support actions to improve health status of 
Aboriginal and Torres Strait Islander people and other vulnerable 

Research for new insights and innovative 
solutions to health problems 

Occupational health  
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• To provide a context for the following questions, public health nutrition functions are defined as those activities (processes, 

practices, services and programs) which are undertaken in order to promote optimal nutrition, health and well-being in populations. 
 
• Core public health nutrition functions are those functions that are regarded as absolutely necessary, without which would imply gaps in 

public health capacity 
 
 
• There has been a recent attempt in Australia to identify what core functions should be considered as part of public health 

nutrition. Table 3 summarises most commonly nominated public health nutrition function themes from a qualitative study 
conducted amongst Australian advanced level public health nutritionists[17] 

 
 
Table 3: Summary of most commonly identified core functions of the public health nutrition workforce from qualitative 

research amongst advanced level public health nutritionists in Australia[17] 
 

Core functions (in descending order of priority based on frequency of response) 
• Program management 
• Research, including intervention research 
• Evaluation 
• Advocacy 
• Needs assessment 
• Monitoring and Surveillance 
• Scientific and lay communication 
• Policy development 
• Workforce development 
• Intersectoral collaboration 
• Community development 
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Feedback about public health nutrition functions 
 
6. In relation to each of the following statements, rate how you consider it to be a public health nutrition (PHN) function. 
 
 Always a 

PHN function 
(core) 

Often a PHN 
function 

 

Sometimes a 
PHN function 

 

Not a PHN 
function 

 
Research monitoring and assessment 
Identifying nutrition research priorities 1  2 3 4 
Undertaking research on nutrition issues in populations 1 2 3 4 
Undertaking research on services and programs (evaluations) 1 2 3 4 
Assessing population needs to determine nutrition program and 
service priorities 

1    2 3 4

Monitoring nutrition service and program delivery 1 2 3 4 
Monitoring nutrition-related mortality and morbidity 1 2 3 4 
Monitoring determinants of nutrition and health 1 2 3 4 
Economically evaluating nutrition programs or problems 1 2 3 4 
Evaluating the effect of policies on nutrition and health  1 2 3 4 
Ensuring healthy and safe environments 
Promoting  equal access to healthy food 1 2 3 4 
Promoting  equal access to physical activity  1 2 3 4 
Ensuring food safety 1 2 3 4 
Ensuring the sustainability of the food supply 1 2 3 4 
Controlling misinformation about nutrition 1 2 3 4 
Controlling advertising and marketing practices to enable 
informed food choices 

1    2 3 4

The production and protection of safe water supplies 1 2 3 4 
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6. Cont…. 
 Always a 

PHN function 
(core) 

Often a PHN 
function 

 

Sometimes a 
PHN function 

 

Not a PHN 
function 

 
Nutrition education  
Developing individuals nutrition knowledge , attitudes and 
skills 

1  2 3 4 

Providing food and nutrition information to individuals and 
groups 

1    2 3 4

Social marketing of nutrition issues 1 2 3 4 
Using mass media for nutrition education 1 2 3 4 
Building Capacity 
Developing community capacity to participate in nutrition issues 1 2 3 4 
Mobilising community action on nutrition issues 1 2 3 4 
Building social networks and social support in communities 1 2 3 4 
Providing education and training for consumers and community 
groups 

1    2 3 4

Providing education and training for other health workers 1 2 3 4 
Providing education and training for professionals in sectors 
other than health 

1    2 3 4

Policy processes 
Assess the impact of public policy on nutrition and health 1 2 3 4 
Review, formulate and enact health legislation 1 2 3 4 
Advocate for sustainable and appropriate financing of nutrition 
services 

1  2 3 4 

Advocate for food and nutrition related legislation to protect and 
promote health 

1    2 3 4

Enforce food and nutrition legislation 1 2 3 4 
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6. Cont… 
 Always a 

PHN function 
(core) 

Often a PHN 
function 

 

Sometimes a 
PHN function 

 

Not a PHN 
function 

 
Intervention management 
Planning nutrition interventions 1 2 3 4 
Developing strategies to address nutrition issues 1 2 3 4 
Implementing nutrition interventions 1 2 3 4 
Evaluating nutrition interventions 1 2 3 4 
Building organisational structures and processes with agencies 
to facilitate public health nutrition action 

1  2 3 4 

Developing intersectoral partnerships to promote nutrition 1 2 3 4 
Accessing resources to support public health nutrition action 1 2 3 4 
 Based on [12] 
 
Please add any comments or alternative functions. 
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Competencies 
 

• Competencies provide the architecture for workforce development because they function to inform curriculum 
development, continuing professional development, recruitment and performance review. Competency related scholarship 
relative to public health nutrition is evident world-wide[2, 18-25]. The similarities in the competency needs identified in 
these studies suggest a developing international consensus on a core set of competencies for public health nutrition world-
wide. This however needs testing.  

 
• Competencies have traditionally been developed with a particular professional group in mind, usually as an entry-level 

standard for employment and professional recognition or to reflect the continuing professional development needs of a 
specialist or designated tier of the workforce. The complexity and multi-disciplinary nature of much of public health work 
however suggests that competencies should be developed to represent the competency mix needed of a workforce or work 
team rather than just focusing on a single professional group or individual practitioner.  

 
• Different tiers of the public health nutrition workforce will have different competency needs depending on their role and 

professional support environment. The more specialised and designated to public health nutrition the workforce tier is the 
greater competency mix required (reflecting greater responsibilities or more specilised roles). A multi-tier competency 
framework therefore may be useful in identifying the various competencies required of each workforce group. 

 
• Studies that investigate or assess the continuing professional development needs of the various tiers of the workforce can 

also be used to provide intelligence on workforce development needs. These needs reflect both the limitations of previous 
workforce preparation but also identify workforce development needs of the workforce. Further research is required to 
investigate the most effective strategies for developing the specialist competencies required for effective public health 
practice. 
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7. Rate your level of agreement with the following suggestions: 
Suggestion Strongly agree Agree Neutral Disagree Strongly 

disagree 
There are many common or cross-cutting competencies 
between public health and public health nutrition, but 
the difference is that public health nutrition requires a 
competency mix specific to nutrition and an 
understanding of nutrition issues 
 

 
1 

 
2 

 
3 

 
4 

 
5 

Competencies need to reflect the mix of skills, 
knowledge and attributes of the workforce or work 
group rather than just focus on an individual 
professional group 
 

 
1 

 
2 

 
3 

 
4 

 
5 

Competencies for a specialist tier (ie. public health 
nutritionists) are  needed as a priority because this is the 
workforce tier that is needed to facilitate and lead public 
health nutrition action 
 

 
1 

 
2 

 
3 

 
4 

 
5 

The development of a distinct professional group (public 
health nutritionists) is important for increasing the 
capacity to address public health nutrition issues 
 

 
1 

 
2 

 
3 

 
4 

 
5 

Public health nutrition competencies can be developed 
via numerous academic and experience pathways 
 

 
1 

 
2 

 
3 

 
4 

 
5 
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• A list of the competencies from related fields of practice such as public health, health promotion, health education, dietetics, 
maternal and child health , public health medicine and public health nutrition literature has been summarised in table 4. 

 
Table 4: Summary of competency themes/items related to public health nutrition practice 

COMPETENCY UNIT References 
ANALYTICAL [26-30] 
Nutrition monitoring and surveillance [19, 27-29, 31, 32]  
Needs assessment- assessing population needs  [28, 33] 
Improve the quality of health and healthcare services and interventions through audit and evaluation [27, 28, 34, 35] 
Applied research, research and development- appraise, plan and manage research, interpret research findings and 
apply in practice 

[2, 19, 27-29, 31, 32, 34, 36] 

Economic and health economics evaluation applications [2, 19] 
Assess the evidence and impact of health and healthcare interventions, programs and services and apply these 
assessments to practice 

[27, 31] 

SOCIOCULTURAL & POLITICAL PROCESSES  
Policy process:Policy development skills, Influence policy development, evaluate policy impacts, organizational 
politics 

[2, 21, 26, 27, 29, 30, 32, 37-39] 

Advocacy- at government, organization, profession levels [2, 29-31, 35] 
Cultural competency  [21, 26, 31, 37] 
Building community capacity building: community engagement, collaboration, partnership, coalition building and 
community dimensions of practice skills 

[19, 21, 26-29, 31, 35, 39] 

Social sciences: Knowledge and understanding of the psychological, social and cultural factors which influence food 
and dietary choices 

[2, 28, 32, 37] 

PUBLIC HEALTH  SERVICES  
Intervention management: Design, plan, implement, monitor and evaluate strategies and programs for promoting 
health and well-being of the population, that reduce inequalities 

[2, 21, 27, 29, 31-33, 36, 38, 40] [26-
28, 33] 

Coordinating provision of health services, increase access to health care [31, 33, 35] 
Demonstrates the ability to prioritise services and programs based on their potential impact, as defined by objective 
measurable criteria 

[38] 

Health care systems knowledge [28] 
Principles and practice of health education, health promotion theory, behaviour change and health promotion policy 
and programs, public health methods 

[21, 28, 29, 32, 41] 

Knowledge of food and nutrition systems and community food needs [21] 
Provide health information/intelligence [31, 35] 
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COMMUNICATION [2, 19, 21, 26, 28-31, 33-38] 
Interpersonal skills  
Written communication skills  
Media utilisation [33] 
Client interactions skills, counselling [41] 
Grantsmanship-submission writing to access resources to enable intervention and service delivery  [19, 28, 29] 
Social Marketing skills [35, 39, 41] 
MANAGEMENT AND LEADERSHIP [19, 26, 27, 31, 34, 41] [30, 38, 39] 
Financial planning and management skills [19, 26, 31, 34, 38, 41] 
Strategic planning [28] 
Leadership attributes: motivation, dedication, vision (personal attributes) [2, 31, 35] 
Negotiation skills [39] 
Systems thinking skills [2, 39] 
Knowledge of organizational behaviour and organizational management [19, 39] 
Personnel management [19, 28, 29, 37, 39, 41] 
Team building [28, 39, 40] 
Computing and technology utilisation/ info technology [28, 31, 35, 37, 38, 41] 
NUTRITION SCIENCES [2, 19, 21, 29, 30, 32, 35-37] 
Assessment of food, nutrient and dietary intakes and status in populations  
Dietetic management of disease [28, 36, 37] 
Nutritional requirements, guidelines and goals  
Lifespan nutrition  
PROFESSIONAL [28, 34-36] 
Professional accountability and social responsibility [30] 
Ethics [30] 
Commitment to continual competency development  
 
 

 354



8. For each of the competency units listed in the following pages, rate using a scale ( essential, marginal and not relevant) 
the competency mix required (in individuals or work team) to effectively address public health nutrition issues. Note 
that this competency mix may be wider than possible in an individual practitioner.  

Please note the scale definitions below. 
ESSENTIAL= without which public health 
nutrition practice effectiveness is limited 

MARGINAL= competencies that are required 
occasionally or in specific contexts only 

NOT ESSENTIAL= competencies that are not 
essential for effective public health nutrition 
practice  

 
 

COMPETENCY UNIT/ELEMENT 
 

Essential   Marginal Not
Essential 

ANALYTICAL  (skills, knowledge, attributes in) 
Nutrition monitoring and surveillance 1   2 3
Food monitoring and surveillance 1   2 3
Needs assessment- assessing population needs using various methods 1 2 3 
Improve the quality of health and healthcare services and interventions through audit and evaluation 1 2 3 
Applied research, research and development- appraise, plan and manage research, interpret research 
findings and apply in practice 

1   2 3

Health economics and economic evaluation applications 1 2 3 
Scientific writing and dissemination of research  1 2 3 
Analysing the determinants of nutrition issues using arrange of information sources 1 2 3 
Assess the evidence and impact of health and healthcare interventions, programs and services and apply 
these assessments to practice 

1   2 3

SOCIOCULTURAL & POLITICAL PROCESSES  (skills, knowledge, attributes in) 
Policy processes: policy development skills, influence policy development, evaluate policy impacts, 
organizational politics 

1   2 3

Advocacy- at government, organization, profession levels 1 2 3 
Cultural competency  1   2 3
Building community capacity building: community engagement, collaboration, partnership, coalition 
building and community dimensions of practice skills 

1   2 3

Social sciences: Knowledge and understanding of the psychological, social and cultural factors which 
influence food and dietary choices 

1   2 3
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8. Cont… 
COMPETENCY UNIT/ELEMENT 

 
Essential Marginal  Not

Essential 
PUBLIC HEALTH  SERVICES   (skills, knowledge, attributes in) 
Intervention management: Design, plan, implement, monitor and evaluate nutrition strategies and 
programs for promoting health and well-being of the population, that reduce inequalities 

1   2 3

Provision of preventive nutrition services/programs 1   2 3
Provision of clinical nutrition services/programs    1 2 3
Building capacity of the health workforce through training, up-skilling and mentoring 1 2 3 
Service and program prioritisation based on identified needs, their potential impact, as defined by 
objective measurable criteria 

1   2 3

Health care systems knowledge 1   2 3
Principles and practice of health education, health promotion theory, behaviour change and health 
promotion policy and programs, public health methods 

1   2 3

Knowledge of food and nutrition systems and community food needs 1 2 3 
Provide nutrition information/ intelligence to various target groups 1 2 3 
COMMUNICATION  (skills, knowledge, attributes in) 
Interpersonal communication 1   2 3
Written communication  1   2 3
Dietary counselling  1   2 3
Media utilisation 1   2 3
Grantsmanship-submission writing to access resources to enable intervention and service delivery  1 2 3 
Social marketing  1   2 3
MANAGEMENT AND LEADERSHIP  (skills, knowledge, attributes in) 
Financial planning/ management skills 1   2 3
Strategic planning 1   2 3
Leadership : motivation, dedication, vision (personal attributes) 1 2 3 
Negotiation skills 1   2 3
Systems thinking skills 1   2 3
Organizational behaviour , organizational management and organisational change    1 2 3
Personnel (staff) management 1   2 3

 356



8. Cont… 
COMPETENCY UNIT/ELEMENT 

 
Essential Marginal  Not

Essential 
Team building 1  2 3 
Computing and technology utilisation/ Information technology 1 2 3 
NUTRITION SCIENCES  (skills, knowledge, attributes in) 
Assessment of food, nutrient and dietary intakes and status in populations 1 2 3 
Assessment of food, nutrient and dietary intakes and status in individuals 1 2 3 
Food composition 1   2 3
Food science 1   2 3
Food guidance and goals 1   2 3
Dietetic management of disease 1   2 3
Nutritional requirements  1   2 3
Nutrition intervention strategy options and selection 1 2 3 
Lifespan nutrition 1   2 3
PROFESSIONAL  (skills, knowledge, attributes in) 
Professional accountability and social responsibility 1 2 3 
Values and participates in peer review 1   2 3
Ethics of public health nutrition practice    1 2 3
Reflective practice to enhance performance    1 2 3
Commitment to continual competency development and lifelong learning 1 2 3 
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Please add any comments and/or add/attach other competency units/elements that may have been missed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Thankyou, that’s the end of round 1 of this process. Please save your responses in this file and return as an 

email attachment to R.Hughes@mailbox.gu.edu.au 
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Round 2 Survey  

 
Round 2 Delphi Survey Procedure 
 
• This round of the Delphi process focuses on public health nutrition competencies and in particular your opinions about the level of 

competency required by different workforce tiers. 
 
• Effort has been made to limit respondent burden by combining rating scales for each workforce tier into one table, rather than 

having an instrument 3 times as long. 
 
• Please complete the survey electronically by shading, colouring, marking, bolding etc the desired response (this worked well at this 

end (and returning as an email attachment to R.Hughes@mailbox.gu.edu.au 
 
• It would be appreciated if you could respond to this second round questionnaire by Friday 6th December.  
 
• Please do not hesitate to contact me by email if you have any queries and once again, thankyou for your participation. 
 
Roger Hughes 
Principal Investigator 
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Context for Round 2 
 
This Round of the Delphi process will focus on rating the various competency levels required by different tiers of the workforce 
using a method similar to that used by the US Council on Linkages between Academia and Public Health Practice 
(http://trainingfinder.org/competencies/background.htm).  
 
The aim is to identify the various levels and mix of competencies required by different tiers of the public health nutrition 
workforce. 
 
The following categorisations should be considered when completing the following ratings. 
 
Workforce categories/tiers 
 
Round 1 feedback indicates there is good agreement that the public health nutrition workforce is in general multi-disciplinary, 
inclusive with a number of different tiers that can be used to delineate the various contributors to organised public health nutrition 
action.  
For the purpose of this survey the following categories of the workforce have been delineated. Note that this does not  represent a 
hierarchy of any sort but simply what are suggested as logical workforce clusterings . 
 

Specialists Managers/Supervisors Front line staff 
Individuals with designated functions reflecting 
specialisation in the practice of public health 
nutrition, often with a title reflecting that role. 
May include practitioners or academics actively 
engaged in public health nutrition 
efforts/services.  
Eg. public health nutritionist, community nutritionist, 
academic PHN 

Individuals responsible for major programs or 
health service functions, usually with managerial 
responsibility for specialist and generalist health 
worker teams, and involved in resource 
management and policy processes. 
Eg. Directors of Public Health or Community Health 
Services 

Individuals who implement the bulk of day-to-
day PHN tasks and services, often as part of wider 
generalist health roles. May have other 
responsibilities other than nutrition 
eg. individual care dietitians, community based nurses, 
medical practitioners, health educators, health 
promotors.  
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Competency level 
 
There is general agreement that the different tiers of the workforce will have different competency levels, and that the specialist 
public health nutritionist will have a core set of competencies for effective practice. The following competency level categories 
should be used to guide competency ratings in the following competency rating table. 
 

Basic level (1) Intermediate level (2) Advanced level (3) 
Practitioner aware of issues or skills but have 
limited ability to apply competencies independent 
of support and supervision from someone more 
competent.  

Somewhere between basic and advanced 
knowledge and skill in applications of the 
competency unit, but may still require occasional 
supervison or support from advanced competency 
practitioners to be effective. 

Practitioner proficient in the application of the 
competency as part of effective practice, not 
requiring supervision or support. Often providing 
leadership in competency application. 

 
How to complete the following survey items 
 
For each competency unit (row) mark the competency level for each workforce tier (shaded columns). Use any marking technique 
direct onto word file for email return like in Round 1. Suggested method (Background shade in Draw table function) as indicated in 
example below. Any mark method will do as long as it is clear. Last rounds methods you used worked well. 
 
Example 
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ANALYTICAL   
• Nutrition monitoring and surveillance Yes 1 

 
2 3 1 2 3 1 2 3 
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Please rate the level of competency required for each of the 3 workforce tiers for each competency unit in the following table. 
Note that the competencies rated by 20 or more of the 24 respondents in Round 1 as essential competencies (consensus) are 
marked in the dark shaded column.  

  SPECIALIST MANAGER FRONT-LINE 

COMPETENCY UNIT/ELEMENT 
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ANALYTICAL   
• Nutrition monitoring and surveillance Yes 1 

 
2 3 1   2 3 1 2 3 

• Food monitoring and surveillance Yes 1 
 

2 3 1   2 3 1 2 3 

• Needs assessment- assessing population needs using various 
methods 

Yes 1 2 3 1   2 3 1 2 3 

• Improve the quality of health and healthcare services and 
interventions through audit and evaluation 

 1 2 3 1   2 3 1 2 3 

• Applied research, research and development- appraise, plan 
and manage research, interpret research findings and apply 
in practice 

 1 2 3 1   2 3 1 2 3 

• Health economics and economic evaluation applications  1 
 

2 3 1   2 3 1 2 3 

• Scientific writing and dissemination of research   1 
 

2 3 1   2 3 1 2 3 

• Analysing the determinants of nutrition issues using arrange 
of information sources 

Yes 1 2 3 1   2 3 1 2 3 

• Assess the evidence and impact of health and healthcare 
interventions, programs and services and apply these 
assessments to practice 

Yes 1 2 3 1   2 3 1 2 3 
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 SPECIALIST MANAGER FRONT-LINE 

COMPETENCY UNIT/ELEMENT 
 

C
on

se
ns

us
  

Es
se

nt
ia

l i
n 

R
d 

1 

  
BA

SI
C

 L
EV

EL
 

IN
TE

R
M

ED
IA

TE
 

LE
V

EL
 

A
D

V
A

N
C

ED
 

LE
V

EL
 

  
BA

SI
C

 L
EV

EL
 

IN
TE

R
M

ED
IA

TE
 

LE
V

EL
 

A
D

V
A

N
C

ED
 

LE
V

EL
 

  
BA

SI
C

 L
EV

EL
 

IN
TE

R
M

ED
IA

TE
 

LE
V

EL
 

A
D

V
A

N
C

ED
 

LE
V

EL
 

SOCIOCULTURAL & POLITICAL PROCESSES   
• Policy processes: policy development skills, influence policy 

development, evaluate policy impacts, organizational politics 
Yes 1 2 3 1   2 3 1 2 3 

• Advocacy- at government, organization, profession levels  1 
 

2 3 1   2 3 1 2 3 

• Knowledge of legislation that effects nutrition and public 
health 

 1 
 

2 3 1   2 3 1 2 3 

• Cultural competency   1 
 

2 3 1   2 3 1 2 3 

• Building community capacity building: community 
engagement, collaboration, partnership, coalition building 
and community dimensions of practice skills 

 1 2 3 1   2 3 1 2 3 

• Social sciences: Knowledge and understanding of the 
psychological, social and cultural factors which influence 
food and dietary choices 

Yes 1 2 3 1   2 3 1 2 3 
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COMPETENCY UNIT/ELEMENT 
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PUBLIC HEALTH  SERVICES    
• Intervention management: Design, plan, implement, monitor 

and evaluate nutrition strategies and programs for promoting 
health and well-being of the population, that reduce 
inequalities 

Yes 1 2 3 1   2 3 1 2 3 

• Provision of preventive nutrition services/programs  1 
 

2 3 1   2 3 1 2 3 

• Provision of clinical nutrition services/programs  1 
 

2 3 1   2 3 1 2 3 

• Building capacity of the health workforce through training, 
up-skilling and mentoring 

Yes 1 2 3 1   2 3 1 2 3 

• Service and program prioritisation based on identified needs, 
their potential impact, as defined by objective measurable 
criteria 

Yes 1 2 3 1   2 3 1 2 3 

• Health care systems knowledge  1 
 

2 3 1   2 3 1 2 3 

• Principles and practice of health education, health promotion 
theory, behaviour change and health promotion policy and 
programs, public health methods 

Yes 1 2 3 1   2 3 1 2 3 

• Knowledge of food and nutrition systems and community 
food needs 

Yes 1 2 3 1   2 3 1 2 3 

• Provide nutrition information/ intelligence to various target 
groups 

 1 2 3 1   2 3 1 2 3 
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 SPECIALIST MANAGER FRONT-LINE 

COMPETENCY UNIT/ELEMENT 
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COMMUNICATION   
• Able to speak more than 1 language  1 2 3 1   2 3 1 2 3 
• Interpersonal communication Yes 1 2 3 1   2 3 1 2 3 
• Written communication  Yes 1 2 3 1   2 3 1 2 3 
• Dietary counselling   1 2 3 1   2 3 1 2 3 
• Media utilisation  1 2 3 1   2 3 1 2 3 
• Grantsmanship-submission writing to access resources to 

enable intervention and service delivery  
 1 2 3 1   2 3 1 2 3 

• Social marketing   1 2 3 1   2 3 1 2 3 
MANAGEMENT AND LEADERSHIP   
• Financial planning/ management skills  1 2 3 1      2 3 1 2 3
• Strategic planning Yes 1 2 3 1      2 3 1 2 3
• Leadership : motivation, dedication, vision (personal 

attributes) 
 1 2 3 1   2 3 1 2 3 

• Negotiation skills  1 2 3 1   2 3 1 2 3 
• Systems thinking skills  1 2 3 1   2 3 1 2 3 
• Organizational behaviour , organizational management and 

organisational change 
 1 2 3 1   2 3 1 2 3 

• Personnel (staff) management  1 2 3 1   2 3 1 2 3 
• Team building  1 2 3 1   2 3 1 2 3 
• Computing and technology utilisation/ Information 

technology 
 1 2 3 1   2 3 1 2 3 
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COMPETENCY UNIT/ELEMENT 
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NUTRITION SCIENCES   
• Assessment of food, nutrient and dietary intakes and status 

in populations 
Yes 1 2 3 1   2 3 1 2 3 

• Assessment of food, nutrient and dietary intakes and status 
in individuals 

 1 2 3 1   2 3 1 2 3 

• Physical activity assessment  1 2 3 1   2 3 1 2 3 
• Physical fitness assessment  1 2 3 1   2 3 1 2 3 
• Food composition  1 2 3 1   2 3 1 2 3 
• Food science  1 2 3 1   2 3 1 2 3 
• Food guidance and goals Yes 1 2 3 1   2 3 1 2 3 
• Dietetic management of disease  1 2 3 1   2 3 1 2 3 
• Nutritional requirements  Yes 1 2 3 1   2 3 1 2 3 
• Nutrition intervention strategy options and selection Yes 1 2 3 1   2 3 1 2 3 
• Lifespan nutrition  1 2 3 1   2 3 1 2 3 
PROFESSIONAL   
• Professional accountability and social responsibility Yes 1 2 3 1   2 3 1 2 3 
• Values and participates in peer review  1 2 3 1   2 3 1 2 3 
• Ethics of public health nutrition practice Yes 1 2 3 1   2 3 1 2 3 
• Reflective practice to enhance performance  1 2 3 1   2 3 1 2 3 
• Commitment to continual competency development and 

lifelong learning 
Yes 1 2 3 1   2 3 1 2 3 

• Knowledge of the roles and cultures of other health 
professions in public health 

 1 2 3 1   2 3 1 2 3 
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• Able and willing to consult and refer others when tra 
competencies are required 

 1 2 3 1   2 3 1 2 3 

 

Any comments? (please type in) 
 
 
 
 
 
 
 
 
 
 
 
 
I would like to be able to list members of
acknowledge the groups contributions. Pl
 
I give my permission to be acknowledged on any
this expert group on this Delphi process. 
 [Note that individual responses will not be identi
 
 
That’s all for Round 2. Please save your file and attach as a
 

Thank you again for your co-operatio

 

ex
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 the expert panel in any publications that result from this process to 
ease indicate your preference to the following question. 

 publications/reports as a member of 

fiable to others.] 

 
Yes 

 
No 

 return email. 

n and sharing your expertise.
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Round 3 
 
The purpose of this round is to establish consensus regarding the rating of 
competencies [essential, marginal, non essential] for designated (“specialist”) 
public health nutritionists- using iteration from Round 1 responses. 
Given the high level of agreement observed in Round 1 it is anticipated that 
this will be the final round of this study. 
 
Please note the following assumptions that relate to how you rate competency 
items in the following tables. 
 
 
Assumption 1 
 
This round focuses specifically on individuals with designated roles and functions 
reflecting competency and proficiency in the practice of public health nutrition, often 
with a title reflecting that role. It may include practitioners or academics actively 
engaged in, leading and/or facilitating public health nutrition efforts/services. An 
individual with a minimum set of required competencies for effective public health 
nutrition practice. 
 
Examples:  
 
USA : A public health nutritionist working on WIC programs 
Australia: A community nutritionist working in a regional health promotion team or a 
public health nutritionist in a public health unit. 
Europe: As above or an academic working with local government to develop programs to 
address nutrition problems like food insecurity, low breastfeeding rates etc.   
  
Assumption 2 
 
That competencies rated as essential are minimum standards that form the 
architecture for workforce development in curricula, position descriptions etc.  
 
Assumption 3 
 
The emphasis is on building workforce capacity rather than accepting current 
limitations- so responses should be future-orientated and based on competencies 
needed for effective public health nutrition problem resolution.  



Guide to completing Round 3 
 
The expert group responses to ratings from Round 1 are listed in the following tables. Your task this time is to colour the relevant 
response cells in the following tables  after considering the group response distribution from Round 1. This is illustrated below. 
Response cell colouring is facilitated by opening the draw table function in Word. 
 
 
 

COMPETENCY UNIT/ELEMENT 
 

ESSENTIAL 
without which public 

health nutrition 
practice effectiveness is 

limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 
competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
ANALYTICAL   
• Nutrition monitoring and surveillance 23 0  0
• Food monitoring and surveillance 21 2 0 
• Needs assessment- assessing population needs using various methods 22 1  0

 
This example indicates that I have rated food monitoring and surveillance as a marginal competency having considered the group 
response. 
 
Please complete your responses, save the file and return attached to an email message to 
R.Hughes@mailbox.gu.edu.au by Friday 14th February.  
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Round 3 Competency rating tables [Please start here] 
 

COMPETENCY UNIT/ELEMENT 
 

ESSENTIAL 
without which public 

health nutrition 
practice effectiveness is 

limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 
competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
ANALYTICAL   
• Nutrition monitoring and surveillance 23   0 0
• Food monitoring and surveillance 21   2 0
• Needs assessment- assessing population needs using various methods 22   1 0
• Improve the quality of health and healthcare services and 

interventions through audit and evaluation 
15   8 0

• Applied research, research and development- appraise, plan and 
manage research, interpret research findings and apply in practice 

19   4 0

• Health economics and economic evaluation applications 7   16 0
• Scientific writing and dissemination of research  15   8 0
• Analysing the determinants of nutrition issues using arrange of 

information sources 
22   1 0

• Assess the evidence and impact of health and healthcare 
interventions, programs and services and apply these assessments to 
practice 

21   2 0

 
Any comments? 
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COMPETENCY UNIT/ELEMENT 

 
ESSENTIAL 

without which public 
health nutrition 

practice effectiveness is 
limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 

competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
SOCIOCULTURAL & POLITICAL PROCESSES   
• Policy processes: policy development skills, influence policy 

development, evaluate policy impacts, organizational politics 
21   2 0

• Advocacy- at government, organization, profession levels 
 

17   6 0

• Cultural competency : awareness, knowledge and skills that enable a 
system, agency, or professional to work effectively in cross-cultural 
situations 

19   4 0

• Building community capacity building: community engagement, 
collaboration, partnership, coalition building and community 
dimensions of practice skills 

 

19   4 0

• Social sciences: Knowledge and understanding of the psychological, 
social and cultural factors which influence food and dietary choices 

21   2 0

 
Any comments? 
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COMPETENCY UNIT/ELEMENT 

 
ESSENTIAL 

without which public 
health nutrition 

practice effectiveness is 
limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 

competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
PUBLIC HEALTH  SERVICES    
• Intervention management: Design, plan, implement, monitor and 

evaluate nutrition strategies and programs for promoting health and 
well-being of the population, that reduce inequalities 

23   0 0

• Provision of preventive nutrition programs 18   5 0
• Provision of clinical nutrition services 5   9 9
• Building capacity of the health workforce through training, up-

skilling and mentoring 
21   2 0

• Service and program prioritisation based on identified needs, their 
potential impact, as defined by objective measurable criteria 

22   1 0

• Health care systems knowledge 14   8 1
• Principles and practice of health education, health promotion theory, 

behaviour change and health promotion policy and programs, public 
health methods 

22   1 0

• Knowledge of food and nutrition systems and community food needs 23   0 0
• Provide nutrition information/ intelligence to various target groups 19   4 0
 
Any comments? 
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COMPETENCY UNIT/ELEMENT 
 

ESSENTIAL 
without which public 

health nutrition 
practice effectiveness is 

limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 
competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
COMMUNICATION   
• Able to speak more than 1 language ?   ? ?
• Interpersonal communication 23   0 0
• Written communication  22   1 0
• Dietary counselling  4   12 7
• Media utilisation 16   6 1
• Grantsmanship-submission writing to access resources to enable 

intervention and service delivery  
16   6 1

• Social marketing  15   8 0
 
Any comments? 
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COMPETENCY UNIT/ELEMENT 

 
ESSENTIAL 

without which public 
health nutrition 

practice effectiveness is 
limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 

competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
MANAGEMENT AND LEADERSHIP   
• Financial planning/ management skills 12   11 0
• Strategic planning 21   2 0
• Leadership : motivation, dedication, vision (personal attributes) 16   7 0
• Negotiation skills 18   5 0
• Systems thinking skills 17   6 0
• Organizational behaviour , organizational management and 

organisational change 
13   10 0

• Personnel (staff) management 12   11 0
• Team building 17   5 0
• Computing and technology utilisation/ Information technology 16   6 0

 
Any comments? 
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COMPETENCY UNIT/ELEMENT 

 
ESSENTIAL MARGINAL NOT 

NUTRITION SCIENCES   
• Assessment of food, nutrient and dietary intakes an

populations 
• Assessment of food, nutrient and dietary intakes an

individuals 
• Physical activity assessment 
• Physical fitness assessment 
• Food composition 
• Food science 
• Food guidance and goals 
• Dietetic management of disease 
• Nutritional requirements  
• Nutrition intervention strategy options and selectio
• Lifespan nutrition 
 
Any comments? 
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without which public 
health nutrition 

practice effectiveness is 
limited 

competencies that are 
required occasionally 
or in specific contexts 

only 

RELEVANT 
competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 

d status in 22   0 0

d status in 8   10 4

?   ? ?
?   ? ?

18   4 0
10   11 1
20   1 0
7   7 8

21   1 0
n 21   1 0

19   3 0
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COMPETENCY UNIT/ELEMENT 

 
ESSENTIAL 

without which public 
health nutrition 

practice effectiveness is 
limited 

MARGINAL 
competencies that are 
required occasionally 
or in specific contexts 

only 

NOT 
RELEVANT 

competencies that are 
in most situations not 

relevant to public 
health nutrition 

practice 
PROFESSIONAL   
• Professional accountability and social responsibility 22   0 0
• Values and participates in peer review 19   3 0
• Ethics of public health nutrition practice 22   0 0
• Reflective practice to enhance performance 20   2 0
• Commitment to continual competency development and lifelong 

learning 
21   2 0

• Knowledge of the roles and cultures of other health professions in 
public health 

?   ? ?

• Able and willing to consult and refer to others when extra 
competencies are required 

?   ? ?

That’s it. Thank you very much for your contributions to this process. A full results report from all 3 Rounds 
will follow.

 
Any comments? (please add over page if you have suggestions etc) 
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Preamble 
 
This results summary presents data following the third round of the Delphi study focusing 
on public health nutrition competencies. The data includes: 
 
• Delphi panel ratings of competencies required by different workforce levels/tiers 

from Round 2, and 
• Comparisons and consensus measures of competencies for effective public health 

nutrition practice derived from comparisons between responses to Rounds 1 and 3. 
 
The following (over page) schematic summarises the Delphi process conducted over 3 
rounds. 
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Figure 1: Schematic of Delphi Process  

 
 

Expert sample 
identification and

invitation 

Round 1 Delphi 
[with literature 

summary] 

Round 2 Delphi 
[with Round 1  
group response 

summary] 
 

Round 3 Delphi 
[with Round 2 
group response 

summary] 

Definition of 
problem/issue  

What level of consensus/agreement is there regarding the 
competency requirements of the public health nutrition 
workforce? 
Literature summary prepared to guide Round 1. 

18 Members of the EU Public Health Nutrition Network,  
5 public health nutrition academics from the United States, 
14 peer-nominated public health nutrition exemplars from 
Australia- invited to participate (37 total) 

24 panelists (65% of initial invitations) complete Round 1 
which includes questions about competencies and a list of 
52 competency units for rating as essential, marginal or not 
relevant. Responses to Round 1 questions analysed and 
consensus rule of >80% agreement applied (>20 out of 24 
agreement for each competency unit   
Methodological issues reviewed and group response 
summaries prepared for Round 2. 

23 panellists (92% Round 1 respondents ) complete Round 
2. 
Questions focus on rating original 52 competency units 
plus 5 new suggestions from Round 1 (57 total)  for 3 
defined workforce categories (Specialists, Managers, Front 
line staff) 
Responses to Round 2 competency rating analysed to assess
agreement and compare ratings of competency level 
required in each workforce category 
Methodological issues reviewed and group response 

20 panelists from original 24 in Round 1 completed (83% 
completing 3 rounds) 
Established consensus regarding the rating of competencies
[essential, marginal, non essential] for designated 
(“specialist”) public health nutritionists- using group 
interaction from Round 1 responses. >80% agreement rule 
used (>16/20 rating competency as essential) 

Competencies required for 
effective public health nutrition 

practice 

Competency levels required by 
different workforce tiers 
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Agreement on competency requirements for different 
workforce tiers 
 
In round 2 of the Delphi study panellists were required to rate the level of 
competency required for three different worker categories/tiers as defined by the 
contextual parameters listed in Table 1.  
 
Table 1 Contextual parameters for round 2 Delphi survey competency ratings 
WORKER CATEGORY 
Specialists 
Individuals with designated functions reflecting specialisation in the practice of 
public health nutrition, often with a title reflecting that role. May include 
practitioners or academics actively engaged in public health nutrition 
efforts/services.  
Eg. public health nutritionist, community nutritionist, academic PHN 
Managers/Supervisors  
Individuals responsible for major programs or health service functions, usually with 
managerial responsibility for specialist and generalist health worker teams, and 
involved in resource management and policy processes. 
Eg. Directors of Public Health or Community Health Services 
Front line staff 
Individuals who implement the bulk of day-to-day PHN tasks and services, often as 
part of wider generalist health roles. May have other responsibilities other than 
nutrition 
eg. individual care dietitians, community based nurses, medical practitioners, health 
educators, health promotors. 
 
COMPETENCY LEVEL 
Basic level  
Practitioner aware of issues or skills but have limited ability to apply competencies 
independent of support and supervision from someone more competent.  
Intermediate level  
Somewhere between basic and advanced knowledge and skill in applications of the 
competency unit, but may still require occasional supervision or support from 
advanced competency practitioners to be effective. 
Advanced level  
Practitioner proficient in the application of the competency as part of effective 
practice, not requiring supervision or support. Often providing leadership in 
competency application. 
 
Table 2 depicts panel consensus (> 65% agreement; 14/23) about the competency 
ratings for three different workforce groups. Individual level ratings (ie. Basic, 
intermediate, advanced) based on >65% (14 or more of 23) agreeing with the rating.  
Split ratings (basic-intermediate) based on responses distributed so that no one 
rating gets 65% agreement but combined responses have >65% agreement (ie. a 
basic-intermediate rating implies that >65% of respondents rated that competency as 
basic or intermediate). 



Table 2 Consensus competency ratings by workforce category 

   WORKFORCE LEVEL
COMPETENCY UNIT/ELEMENT SPECIALIST   MANAGER FRONT-LINE

ANALYTICAL 
• Nutrition monitoring and surveillance Advanced  Basic-

Intermediate 
Basic 

• Food monitoring and surveillance Advanced Basic- 
Intermediate 

Basic 

• Needs assessment- assessing population needs using 
various methods 

Advanced   Interm-Advanced Basic-
Intermediate 

• Improve the quality of health and healthcare services 
and interventions through audit and evaluation 

Intermediate Interm-Advanced Basic- 
Intermediate 

• Applied research, research and development- appraise, 
plan and manage research, interpret research findings 
and apply in practice 

Advanced  Interm-Advanced Basic 

• Health economics and economic evaluation applications Intermediate Interm-Advanced Basic 
• Scientific writing and dissemination of research  Advanced   Basic-Advanced* Basic
• Analysing the determinants of nutrition issues using 

arrange of information sources 
Advanced Basic- 

Intermediate 
Basic- 

Intermediate 
• Assess the evidence and impact of health and healthcare 

interventions, programs and services and apply these 
assessments to practice 

Advanced  Interm-Advanced Basic-
Intermediate 

 

* Equal response distribution 
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Table 2 Consensus competency ratings by workforce category(cont) 
 

   WORKFORCE LEVEL
COMPETENCY UNIT/ELEMENT SPECIALIST MANAGER FRONT-LINE 

SOCIOCULTURAL AND POLITICAL 
• Policy processes: policy development skills, influence policy 

development, evaluate policy impacts, organizational politics 
Interm- 

Advanced 
Advanced  Basic

• Advocacy- at government, organization, profession 
levels 

Advanced Advanced Basic-intermed 

• Knowledge of legislation that effects nutrition and 
public health 

Advanced   Advanced Basic-intermed

• Cultural competency  Interm- 
Advanced 

Interm- 
Advanced 

Advanced 

• Building community capacity building: community 
engagement, collaboration, partnership, coalition 
building and community dimensions of practice skills 

Interm- 
Advanced 

Advanced  Advanced

• Social sciences: Knowledge and understanding of the 
psychological, social and cultural factors which 
influence food and dietary choices 

Advanced Interm- 
Advanced 

Intermed-
Advanced 
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Table 2 Consensus competency ratings by workforce category(cont) 
 

   WORKFORCE LEVEL
COMPETENCY UNIT/ELEMENT SPECIALIST   MANAGER FRONT-LINE

PUBLIC HEALTH SERVICES 
Advanced   Advanced Basic-Interm• Intervention management: Design, plan, implement, monitor and 

evaluate nutrition strategies and programs for promoting health 
and well-being of the population, that reduce inequalities 

• Provision of preventive nutrition services/programs Interm-Advanced Interm-Advanced Interm-Advanced 
Basic-Interm   Basic-Interm Basic-Interm• Provision of clinical nutrition services/programs 

• Building capacity of the health workforce through 
training, up-skilling and mentoring 

Advanced Advanced Basic-Interm 

Advanced   Advanced Basic-Interm• Service and program prioritisation based on identified 
needs, their potential impact, as defined by objective 
measurable criteria 

• Health care systems knowledge Interm-Advanced Advanced Basic-Interm 
Advanced Interm-Advanced Interm-Advanced • Principles and practice of health education, health 

promotion theory, behaviour change and health 
promotion policy and programs, public health methods 

• Knowledge of food and nutrition systems and 
community food needs 

Advanced Interm-Advanced Interm-Advanced 

Advanced   Basic-Interm Interm-Advanced• Provide nutrition information/ intelligence to various 
target groups 
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Consensus competency ratings by workforce category(cont) 

 WORKFORCE LEVEL 
COMPETENCY UNIT/ELEMENT SPECIALIST MANAGER  FRONT-LINE

COMMUNICATION 
• Able to speak more than 1 language Basic-Interm Basic-Interm  Basic-Interm
• Interpersonal communication Advanced Advanced Advanced 

Advanced   Advanced Interm-Advanced• Written communication  
• Dietary counselling  Basic-Interm Basic Interm-Advanced 
• Media utilisation Interm-Advanced   Interm-Advanced Interm-Advanced
• Grantsmanship-submission writing to access resources 

to enable intervention and service delivery  
Advanced Advanced Basic-Interm 

• Social marketing  Interm-Advanced   Interm-Advanced Basic-Interm
MANAGEMENT AND LEADERSHIP   
• Financial planning/ management skills Interm-Advanced  Basic Advanced
• Strategic planning Interm-Advanced Advanced Basic-Interm 

Advanced   Advanced Basic-Interm• Leadership : motivation, dedication, vision (personal 
attributes) 

• n skills Negotiatio Interm-Advanced Advanced Basic-Interm 
• Systems thinking skills Interm-Advanced Advanced  Basic-Interm
• Organizational behaviour , organizational management 

and organisational change 
Interm-Advanced Advanced Basic-Interm 

Intermediate   Advanced Basic-Interm• Personnel (staff) management 
• Team building Interm-Advanced Advanced Basic-Advanced* 

Interm-Advanced Interm-Advanced Interm-Advanced

 

Table 2 
 

• Computing and technology utilisation/ Information 
technology 

 

* Equal response distribution 
 



Table 2 Consensus competency ratings by workforce category(cont) 
   WORKFORCE LEVEL
   SPECIALIST MANAGER FRONT-LINE

NUTRITIONAL SCIENCES 
• Assessment of food, nutrient and dietary intakes and 

status in populations 
Advanced Basic-Interm Intermediate 

•  of food, nutrient and dietary intakes and Assessment
status in individuals 

Interm-Advanced Basic Interm-Advanced 

• Physical activity assessment Interm-Advanced Basic Basic-Interm 
• Physical fitness assessment Interm-Advanced Basic-Interm Basic-Interm 

Interm-Advanced   Basic-Interm Interm-Advanced• Food composition 
• Food science Interm-Advanced Basic Basic-Interm 

Advanced Basic-Interm  Interm-Advanced• Food guidance and goals 
• Dietetic management of disease Basic-Interm Basic Basic-Interm 

Advanced   Basic-Interm Interm-Advanced• Nutritional requirements  
• Nutrition intervention strategy options and selection Advanced Interm-Advanced Basic-Interm 
• Lifespan nutrition Advanced   Basic-Interm Interm-Advanced
PROFESSIONAL   

Advanced Advanced • Professional accountability and social responsibility Advanced 
• Values and participates in peer review Advanced Advanced Interm-Advanced 

Advanced Advanced • Ethics of public health nutrition practice Advanced 
• Reflective practice to enhance performance Advanced Advanced Interm-Advanced 

Advanced   Advanced Interm-Advanced• Commitment to continual competency development 
and lifelong learning 

• Knowledge of the roles and cultures of other health 
professions in public health 

Interm-Advanced Advanced Interm-Advanced 

• Able and willing to consult and refer others when extra 
competencies are required 

Advanced  Advanced Advanced
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Consensus on competencies considered essential for effective 
public health nutrition practice. 
 
Two different tools were developed and used in Rounds 1 and 3 in this study. The 
purpose of each tool is summarised in Table 3.  
 
Table  3 Summary of Delphi questionnaire purpose and structure used  

in Rounds 1-3 
Round Questionnaire structure Purpose 

1 Questions embedded in background literature summary. 
Six questions with 5-point agreement scales for testing 
agreement with statements relating to competencies. Fifty-
two competency units with three point rating scales 
assessing competency units as essential, marginal or not 
relevant.  
 

To assess what level of 
consensus/agreement 
there was regarding 
competency requirements 
needed for effective 
public health nutrition 
action. 
 

3 Questions from Round 1 relating to rating competencies as 
essential, marginal or not relevant repeated with group 
results from Round 1 embedded. Essential competencies 
were defined as competencies without which public health 
nutrition practice effectiveness is limited. A further 5 
competency units suggested by panellists in Round 1 were 
added for rating by panellists in the Round 3 survey. 
Panellists directed to rate competencies for designated 
public health nutritionists (an individual with a minimum 
set of required competencies for effective public health 
nutrition practice). 

To assess changes in 
consensus/agreement 
level for competencies 
required by 
specialist/designated 
public health nutritionist 
workforce category 

 
Comparison of responses from only the 20 panellists who completed all three survey 
rounds was made in order to eliminate the effect of attrition of extreme views on 
increasing consensus. Descriptive statistics were used to provide frequency of 
response distributions for data display and analysis and to compare group response 
shifts between rounds (i.e. the change in proportion of respondents rating a 
competency unit as essential). Assessment of agreement amongst expert panellists in 
this study was based on consensus cut-offs of >80% (>16 out of 20 panellists) 
agreement that a competency was rated essential in Rounds 1 and 3. Stability of the 
consensus was considered to be reached if the between round group response varied 
less than or equal to 10% as applied in other studies. 
 
 
Results are summarised in Table 4. 
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Table 4 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 
rounds (n=20 panellists) 

 Rated 
Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement 
stability ** 

ANALYTICAL    
19 20 • Nutrition monitoring and surveillance � 

•  and healthcare interventions, programs and Assess the evidence and impact of health
services and apply these assessments to practice 

17 20  

19 19 � • Needs assessment- assessing population needs using various methods 
• Applied research, research and development- appraise, plan and manage research, 

interpret research findings and apply in practice 
15 19  

19 19 � • Analysing the determinants of nutrition issues using a range of information sources 
• Food monitoring and surveillance 18 17 � 

11 16  • Scientific writing and dissemination of research  
13 14 � • Improve the quality of health and healthcare services and interventions through audit 

and evaluation 
• Health economics and economic evaluation applications 5 4 � 
SOCIO-CULTURAL AND POLITICAL    

18  20 � • Social sciences: Knowledge and understanding of the psychological, social and 
cultural factors which influence food and dietary choices 

• Policy processes: policy development skills, influence policy development, evaluate 
policy impacts, organizational politics 

17 19 � 

15   19• Building community capacity building: community engagement, collaboration, 
partnership, coalition building and community dimensions of practice skills 

• Advocacy- at government, organization, profession levels 14 18  
15   18• Cultural competency : awareness , knowledge and skills that enable a system, agency, 

or professional to work effectively in cross-cultural situations* 
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Table 2 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 
rounds (n=20 panellists)- cont 

 Rated 
Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement 
stability ** 

PUBLIC HEALTH SERVICES    
• Intervention management: Design, plan, implement, monitor and evaluate nutrition 

strategies and programs for promoting health and well-being of the population, that 
reduce inequalities 

  19 20 � 

• Principles and practice of health education, health promotion theory, behaviour 
change and health promotion policy and programs, public health methods 

19 20 � 

19 20 � • Knowledge of food and nutrition systems and community food needs 
• Provision of preventive nutrition programs 15 19  

17 19 � • Building capacity of the health workforce through training, up-skilling and mentoring 
• Service and program prioritisation based on identified needs, their potential impact, 

as defined by objective measurable criteria 
18 19 � 

• igence to various target groups    16 19Provide nutrition information/ intell
• Health care systems knowledge 12 15  
• Provision of clinical nutrition services 4   1
COMMUNICATION    

19 20 � • Interpersonal communication 
• Written communication  18 20 � 

12   17• Grantsmanship-submission writing to access resources to enable intervention and 
service delivery  

• Social marketing  12 15  
12   14• Media utilisation 

• Able to speak more than 1 language* - 7  
4   1• Dietary counselling  
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Table 4 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 

rounds (n=20 panellists) 
 Rated 

Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement 
stability ** 

MANAGEMENT AND LEADERSHIP    
17   20• Strategic planning 

• Negotiation skills 15 20  
14   20• Systems thinking skills 

• Team building 13 19  
12 19 • Computing and technology utilisation/ Information technology  

• Leadership : motivation, dedication, vision (personal attributes) 12 17  
10   15• Organizational behaviour, organizational management and organisational change 

• Personnel (staff) management 8 11  
• Financial planning/ management skills 9 9 � 
NUTRITION SCIENCE    

19  20 � • Assessment of food, nutrient and dietary intakes and status in populations 
• Food composition 15 20  

17   20• Food guidance and goals 
• Nutritional requirements  18 20 � 

18  20 � • Nutrition intervention strategy options and selection 
• Lifespan nutrition 16 20  

-   12• Physical activity assessment * 
• Food science 9 7 � 

5  6 � • Dietetic management of disease 
• Physical fitness assessment* - 5  

7   4• Assessment of food, nutrient and dietary intakes and status in individuals 
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Table 2 Public Health Nutrition Competency ratings, Delphi survey Rounds 1 and 3, with stability of agreement between 

rounds (n=20 panellists) 
 Rated 

Essential 
Round 1 

Rated 
Essential 
Round 3 

Agreement 
stability ** 

PROFESSIONAL    
19 2  0 � • Professional accountability and social responsibility 

• Ethics of public health nutrition practice 19 20 � 
18  20 � • Commitment to continual competency development and lifelong learning 

• Able and willing to consult and refer to others when extra competencies are required - 20  
16   19• Values and participates in peer review 

• Reflective practice to enhance performance 17 19 � 
-   17• Knowledge of the roles and cultures of other health professions in public health 

*Inserted after round 1 
** Stability of agreement refers to <10% variation in number reporting competency unit as essential between Round 1 and Round 3 
Bolded text represents competency units with agreement reaching Round  3 consensus criterion of > 16/20 [>80%] in agreement 
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