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Dietetics Leadership and Management: Work
Productivity

What We Know
› The concept of work productivity is typically accredited to the work of Frederick

Winslow Taylor who studied how work was performed and how work performance
affected productivity.(7) Productivity can be defined as using a set of given resources in an
effective manner(5). Clinical nutrition managers (CNMs) and food and nutrition managers
(FNMs) are typically responsible for leading and managing their organization’s resources
to assess and maximize work productivity. In today’s changing health care environment,
assessing and maximizing work productivity can be difficult for CNMs and FNMs given
budget and resource constraints, the evolving healthcare environment, patient-focused
care, and customer-focused service(3)

› Currently, there are no national clinical staffing standards based on any established
metric.(4,8)Published information on how one facility’s staffing level compares to
another’s is lacking.(6)Hand et al. (2015) conducted research to create a predictive model
for estimating registered dietitian nutritionist (RDN) time required for inpatient acute care
settings. The results of their study revealed that while a model that took into consideration
the variations of hospitals, individual RDNs, and patient profiles could be justified, the
resulting model would be too complex for use in a clinical environment.(6) As a result,
the authors developed a model that took easily obtainable patient identifiers (patient
complexity, type of patient), average hospital, and RDN variances into consideration. The
major predictive element in this model is the nutrition assessment time required by the
RDN(6)

› Since, there are no national clinical staffing standards, CNMs should examine the
individual needs of their organizations’ acuity, activity, and time standards in order
to determine staffing needs and patterns.(4,8)In order to appropriately assess the
organization’s needs, the focus should be on 1) the patient population mix, inclusive of
acuity level of patients; 2) the productivity level of the department or unit; and 3) time
management studies.(4) Benchmarking is also an important element in justifying clinical
staffing needs and, typically, an initial action in determining work productivity(4)

• Benchmarking involves comparing a company’s performance against the performance
of an organization considered to be best in its class.(2,9) The American Society of
Quality (ASQ) defines benchmarking as, “a technique in which a company measures its
performance against that of best in class companies, determines how those companies
achieved their performance levels, and uses the information to improve its own
performance. Subjects that can be benchmarked include strategies, operations, and
processes”(9)

–Benchmarking can be done at the organizational, departmental, or sub-departmental
level. Once benchmarking data is collected and analyzed, it can be used to develop
plans for improvement or change

–Benchmarking usually involves two different categories: inputs and outputs, which are
based on a systems view of productivity.(4)A systems view of productivity, as defined
by Bertalanffy (1950) and cited by Gregoire et al. (2015), includes inputs, processes,



and outputs. For CNMs,inputs include items related to staffing and expenses; outputs
include service volume, quality measures, patients discharged, revenue generated, and
length of hospital stays.(4)For FNMs, inputs include items such as labor, materials,
facilities, money, and information; outputs include meals, sales, and consults(5)

- Benchmarking data is typically collected from a variety of sources such as budget, payroll, and self-reports for
productivity and nutrition consultations. As an initial first step in the benchmarking process, CNMs should define the
time standards associated with clinical activities staff members provide; this will help to provide an idea of the amount
of time that should be allotted to specific activities by staff.

• Patient population mix studies, inclusive of acuity level, average length of stay, diagnosis, procedures received, and
services provided, should be examined. Patient population studies can be prospective, examining current patients receiving
medical nutrition therapy; or retrospective, examining charts after discharge for nutrition services received. Once patient
population mix is determined, it can be used to establish the amount of nutrition services required for each patient based on
their needs and level(4)

–Acuity analysis can be conducted using the nutrition care process (NCP), a systematic method of providing
high-qualitynutrition care, as a framework. The NCP involves nutrition assessment, diagnosis, intervention, monitoring,
and evaluation.(1) It is believed that as acuity levels increase so do the need for nutrition services, although, currently,
there is not a lot of research to verify this assertion(4)

- An acuity analysis is more than just a time management study; it also provides the care, time required, and frequency of
nutrition intervention activities provided.(4) Acuity levels relating to clinical nutrition services are typically assigned by
staff using a numerical or categorical value (e.g., a level 1 patient may require a minimal amount of time and nutrition
services, while a level 4 would require an extensive level of time and expertise)

• Productivity and time management studies involve examining specific activities done and the amount of time required to
conduct them. Questions that should be considered at the beginning of the study include: how will the patient population be
identified?; will staffing needs be determined by availability or need?; what actions are involved in implementing?; what
are the measurement of outcomes?; how do acuity levels affect staffing needs?; and how do specific tasks, and the amount
of time involved with them, relate to staffing needs?(4) Emerging health care trends have also affected RDN involvement
in hospital related initiatives, such as patient safety, quality improvement, and health and wellness—these non-patient
activities must be taken into consideration when conducting productivity and time management studies(8)

–The results of the study can help to inform specific tasks required, the amount of time they take and who should be
conducting the tasks. The outcomes of the study may lead to changes in full-time equivalents, improved use of support
personnel, job description redesign, new designation of priorities, implementation of cost-control measures, and closer
examination of peak admission days to allow for staffing adjustments(4)

› CNMs may also have responsibility for ambulatory care management. Staffing needs are usually dependent on the number of
enrollees, clients, or members; facility type; and patient education requirements.(4) The exact ratio can vary in free-standing
clinics, but the number of FTEs required is usually associated with the number of enrollees or members(4)

• Ambulatory staffing needs are determined by percentage of time allotted for initial and reassessment activities that are
considered to be billable. Other activities for determining ambulatory staffing needs that are not billable include chart
reviews, documentation, and communication with the referring provider; program planning time; time spent developing
education materials; patient care conferences; meetings; education, vacation, and sick days; patient no shows and
cancellations; returning phone calls; and use of telehealth services(4)

• Ideally, up to 60% to 65% of time should be allotted for direct patient care billable time, with the remaining time allowed
for other activities(4)

› FNMs have typically used input-output approaches in assessing and determining productivity.(5)This approach is useful and
important for benchmarking, but the value of using input-output ratios are increasingly being questioned given the individual
complexity and scope of services for food and nutrition service environments. Services of food and nutrition environments
include patient meal, retail, and clinical services; their productivity is affected by human, department, organization, and
environment factors(5)

• Internal benchmarking and external benchmarking can be used to track productivity and make adjustments. FNMs need to
determine which internal measures they will track and use the results to establish productivity targets for their departments
or units. External benchmarking resources are available through professional and commercial organization, such as The



Association for Healthcare Foodservices Benchmarking Express Program™ and Truven Health Analytics. Most of the
published benchmarks are for single factors of productivity, but combining them may allow practitioners better insight(5)

• As healthcare evolves, FNMs will need to examine new approaches to assessing and maximizing productivity. Food and
nutrition service teams are now using models such as Lean and Six Sigma in an effort to utilize new productivity analysis
methods(5,10) as indicated by Lodge et al. (2007) and Vest et al. (2014)

What We Can Do
› Learn about benchmarking standards related to our professional areas, assessing the patient characteristics of our

organizations to align patients with an appropriate acuity level, conducting productivity and time management studies, and
using Lean and Six Sigma in productivity analysis so we can accurately assess our organizations’ staffing needs

› Share this information with our colleagues and hospital administrators

Related Resources
› “Productivity and time management”(4)

› The Association for Healthcare Foodservices Benchmarking ExpressProgram™

Note
Recent review of the literature has found no updated research evidence on this topic since previous publication on October 25,
2016



Coding Matrix
References are rated using the following codes, listed in order of strength:

M Published meta-analysis

SR Published systematic or integrative literature review

RCT Published research (randomized controlled trial)

R Published research (not randomized controlled trial)

C Case histories, case studies

G Published guidelines

RV Published review of the literature

RU Published research utilization report

QI Published quality improvement report

L Legislation

PGR Published government report

PFR Published funded report

PP Policies, procedures, protocols

X Practice exemplars, stories, opinions

GI General or background information/texts/reports

U Unpublished research, reviews, poster presentations or
other such materials

CP Conference proceedings, abstracts, presentation

References
1. Academy of Nutrition and Dietetics. (n.d.). Nutrition care process. Retrieved May 9, 2016, from http://www.eatrightpro.org/resources/practice/nutrition-care-process (PP)

2. American Society for Quality. (n.d.). Quality glossary – B. Retrieved May 9, 2016, from http://asq.org/glossary/b.html (GI)

3. Berthelsen, R. M., Barkley, W. C., Oliver, P. M., McLymont, V., & Puckett, R. (2014). Academy of Nutrition and Dietetics: Revised 2014 standards of professional performance
for registered dietitian nutritionists in management of food and nutrition systems. Academy of Nutrition and Dietetics, 114(7), 1104-1112.e21. doi:10.1016/j.jand.2014.03.017
(PP)

4. DeHoog, S. C. (2014). Productivity and time management. In J. A. Grim, & S. R. Roberts (Eds.), The clinical nutrition manager's handbook: Solutions for the busy professional.
In (pp. 115-137). Chicago, IL: Academy of Nutrition and Dietetics. (GI)

5. Gregoire, M. B., & Theis, M. L. (2015). Practice paper of the Academy of Nutrition and Dietetics: Principles of productivity in food and nutrition services: Applications in the 21st
century health care reform era. Journal of the Academy of Nutrition and Dietetics, 115(7), 1141-1147. doi:10.1016/j.jand.2015.04.025 (R)

6. Hand, R. K., Jordan, B., DeHoog, S., Pavlinac, J., Abram, J. K., & Parrott, S. (2015). Inpatient staffing needs for registered dietitian nutritionists in 21st century acute care
facilities. Journal of the Academy of Nutrition and Dietetics, 115(6), 985-1000. doi:10.1016/j.jand.2015.01.013 (R)

7. Lodge, A., & Bamford, D. (2007). Health service improvements through diagnostic waiting list management. Leadership Health Services, 20(4), 254-265. [Abstract]. (R)

8. Mind Tools Editorial Team. (n.d.). Frederick Taylor and scientific management: Understanding Taylorism and early management theory. Retrieved May 9, 2016, from http://
www.mindtools.com/pages/article/newTMM_Taylor.htm (GI)

9. Phillips, W. (2015). Clinical nutrition staffing benchmarks for acute care hospitals. Academy of Nutrition and Dietetics, 115(7), 1054-1056. doi:10.1016/j.jand.2015.03.020 (R)

10. Vest, J. R., & Gamm, L. D. (2009). critical review of the research literature on Six Sigma, Lean and Studer Group's hardwiring excellence in the United States: The need to
demonstrate and communicate the effectiveness of transformation strategies in healthcare. Implementation Science, 4(35), 1-9. doi:10.1186/1748-5908-4-35 (SR)


