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ABSTRACT 

A survey of clinical dietitians in accredited clinical and 

generalist dietetic internships was conducted ·to ·construct a socio­

demographic profile and to investigate influences on the counseling 

behavior of clinical dietitians. The Ajzen and Fishbein (1980) model 

was used to identify relationships between external variables, pre­

paredness to use, attitude and subjective norm toward use, intention 

to use, and behavior toward use of counseling strategies. External 

variables included demographic characteristics, situational charac­

teristics, and attitude toward targets. The five categories of 

counseling strategies were: assessment, educational, motivational, 

behavioral, and evaluation. 

Respondents felt most capable using counseling skills requir­

ing active interaction and least capable using skills of a facilitat­

ing nature. They felt most prepared using assessment and educational 

strategies and least prepared using behavioral st~ategies. Motiva­

tional strategies were rated most likely to promote patient compliance 

and most desirable to use. Evaluation strategies were rated least 

likely to promote patient compliance. Assessment strategies had the 

highest peer pressure to use, highest intention to use, and were used 

most in counseling patients. Behavioral strategies were the least 

desirable to use, had the lowest peer pressure to use, had lower in­

tention to use, and were used least in counseling patients. 

A socio-demographic profile was constructed using significant 

correlations (p < .05) between the external variables. Influences 

iv 
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a.ffecti ng counse 1 i ng benavior were .. i den ti fi ed us·ing reg~ess ion analysis . . ' . 

The strongest determinant of counseling behavior was intention to use 

counseling strategies. Attitude toward use of counseling strategies 

influenced intention more than did subjective nonn. Preparedness had 

a stronger influence on attitude than subjective nonn, and has as much 

influence on intention as subjective norm. The external variables 

had a weak and mixed pattern (positive and negative) of infl~ence on 

preparedness and an indirect influence on attitude, subjective norm, 

intention, and behavior, but did not influence the stability of the 

attitude-behavior relationship. 

In conclusion, basic dietetic training programs should incorpo­

rate more behavioral and motivational theory and emphasize more 

patient interaction skills. 
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I. INTRODUCTION 
. .... • . .... :· 

The planning and practice of dietary management is a critical 

tool in the maintenance of health status and in the prevention of 

disease and disability (McGinnis, 1980). A major problem is the 

increasing number of patients that. do not follow recommended thera­

peutic plans. Failure to follow recommendations for medication, 

diet, exercise and/or change in life-style contributes to increased 

use of health-care facilities, increas~d costs of health care and 

lowering of the quality of life. While patient's failure to comply 

with instructions is interpreted as lack of cooperation, providers 

of patient care do share some of the responsibility. This responsi­

bility includes both the attitudes toward the patient and the 

strategies (methods or techniques) used to corrnnunicate changes re­

quired in medication, diet, exercise, or life-style. It is 

important to study the use of counseling strategies because patient 

compliance varies with the use of different counseling strategies. 

Scherwitz and Leventhal (1978) reported that communication was a 

major problem encountered by patients in the delivery of health 

care. In a review of literature regarding patient compliance with 

medical regimens, Marston (1970) found that the attitudes of physi­

cians toward medication and treatment were important in detennin­

ing patient compliance. The attitudes of physicians determined in 

part what the patients were told. Similarly, Glanz (1979b) found 

that role perceptions and attitudes toward the setting affected the 

counseling behavior of dietitians. 

1 
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Following a prescribed diet is somewhat unusual in the class 
• • • • : • • .. ... ~ •• : : • "! • • •• 

of health behaviors in that: (a)- the threat posed to health if the 

diet is not followed is future-oriented and linked to other condi­

tions, (bl appropriate dietary action may be taken for non-health 

reasons, e.g., body image, social acceptance, and (c) even when 

identified as a health problem, conditions such as obesity may not 

be viewed as a health problem (Becker, Maiman, Kirscht, Haefner & 

Drachman, 1977). The difficulty in changing health behavior may be 

related to the fact that individuals do ·not perceiye themselves 

sufficiently vulnerable to health problems to engage in beneficial 

health behavior (Gochman, 1972). According to Glanz (1979a) the 
11 study of patient compliance is a study of intermediate objectives-­

compliance is a behavioral outcome which mediates dietary counsel­

ing, the dietitian's behavior, and health outcome, i.e., the changed 

health status of the patient. 11 Fewer patients comply with pre­

scribed diets than comply with medication regimens (Sackett & Haynes, 

1976). An estimated one-third of all patients do not follow medical 

recommendation·s at all, while another third comply with only part of 

the prescribed regimen (Padel, 1975). 

Causes of non-compliance are obscure, partly due to the 

complexity of compliance and to the fact that different factors 

affect compliance at different stages of therapy (Scherwitz & 

Leventhal, 1978). A useful tool in predicting compliance to health-

related behaviors has .been ·the Heal th Belief Model (Rosenstock, 1966). 

The model is based on motivation theory and conceptually describes 
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.... the .. 11 j_ntel'.'action of .a pers~m·s complex belief system with social, 
. . . . : . . ~ . . .. : . .. ... . . . . ... .. . 

economic, and envi ronmenta 1 factors 11 
( Hochbaum, 1981). Four 

components are emphasized: susceptibility, perceived severity, 

benefits of actions, and costs of action. Intervening variables 

include the patient's knowledge and understanding of the treatment 

regimen, complexity of the treatment regimen, and interpersonal rela­

tionships with health care providers and significant others. A situ­

ation at a given point in time is described, thus the model is not 

.change oriented. 

Dietary regimens possess many factors associated with high 

levels of non-compliance. They tend. to be restrictive, require 

changes in life-style, and are of long duration. Often, the diet 

is only one aspect of a complex regimen; symptom relief may not be 

noticeable or may be temporary; diet may interfere with family or 

individual habits; and barriers such as food costs, access to proper 

foods, and the skill, time, and effort necessary for food prepara­

tion further decrease the likelihood of dietary compliance (Glanz, 

1979b). Food-related behavior is complex and is influenced by many 

factors. Food practices take a life-time to establish and, there­

fore, are deeply rooted in one's social, cultural, and religious 

background and are difficult to change. As a cultural object, food 

is surrounded by beliefs and customs shared by members of a society 

and these beliefs and customs are passed on to succeeding generations. 

As a social object, food is surrounded by behavior shared by other 

people (Steelman, 1976). Food is used to express status, to promote 
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a feeling 9f securitY., _to relie·ve tensfon, to express creativity, and 
: ... ~. .. ; .. 

to influence the behavior of others (Lowenberg, Todhunter, Wilson, 

Savage, & Lubawski, 1979). To initiate any long-tenn changes, an 

individual needs positive reinforcement and encouragement focused on 

the factors affecting the food-related behaviors. 

Even though patient education and counseling techniques have 

gained recognition in dietetic curricula, little emphasis has been 

placed on the counselor's attitudes and perceived peer pressures re­

garding the use of counseling strategies. Dietitians have a crucial 

role in influencing a patient's ·beliefs concerning a condition and 

the paths of action to follow for compliance as well as mobilizing 

skills needed by the patient (Glanz, 1979b). A patient's beliefs 

and actions are affected by the counseling strategies used by the 

clinical dietitian to communicate infonnation needed by the patient 

and to motivate the patient to follow the recommended dietary changes. 

In the nutrition counseling literature, emphasis has been placed on 

what counselors "should do" rather than what counselors "actually 

do" and the effectiveness of "what is done." Counseling strategies 

(methods, processes or tecryniques) used by nutrition counselors were 

reported in very few studies. No research was found regarding per­

ceived preparedness in using counseling strategies or the influence 

of the counselor's attitudes or the perceived attitudes of the 

counselor's peers in relation to using counseling strategies to pro­

mote patient compliance. 
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·Using. ~n e~ploratory. study, the purpose of this research was 

to identify variables affecting the use of counseling strategies 

by clinical dietitians. Two major questions guided the research. 

The first was "How prepared do clinical dietitians feel in using 

selected counseling strategies?" The second was 11 How do the per­

ceived attitudes and norms of clinical dietitians influence the use 

of selected counseling strategies?" A model by Ajzen & Fishbein 

(1980) based on the theory of reasoned action was used to study these 

questions. The model was desirable in that it introduces the prin-. 

ciple of social pressure which has not been considered systematically 

- when studying the relationships between attitudes and behavior in 

the area of nutrition counseling. A survey of clinical dietitians 

employed in accredited dietetic interships was conducted to collect 

information needed to test the Ajzen and Fishbein model. Infonna­

tion regarding the perceived preparation, attitudes, and nonns, and 

reported use of counseling strategies by clinical dietitians is 

important for detennining changes needed in dietetic training pro­

grams to improve the counseling behaviors of clinical dietitians. 



II. REVIEW OF LITERATURE . .. . . . ~ 
.•. , ~ . . ... 

.i .. ,. 

The review of literature focuses primarily on two major 

areas: (a) identification of counseling strategies and relation to 

patient compliance, and (b) discussion of traditional approaches 

used to define and measure attitude and behavior. A discussion of 

traditional approaches used to define and measure attitudes is 

necessary to provide background to the Ajzen and Fishbein approach 

measuring attitudes and behavior. 

Counseling Strategies 

The objective of diet counseli~g is the modification of food­

related behavior. The counseling process includes an · active 

exchange between the counselor and the person being counseled 

(Conunentary, 1973). Frequently; strategies are defined based on 

process criteria rather than health outcome criteria .(Sims, 1981b). 

Process criteria are professionally oriented and concern the kinds 

and amounts of activities perfonned by professionals on behalf of 

the client, whereas outcome criteria are client oriented and deal 

directly with intervention results. Two broad classes of inter­

vention strategies are structural interventions and direct influence 

attempts (Glanz, 1981). Structural interventions include those modi­

fications in the availability and presentation of food, changes in 

the organization and delivery of nutritional care, and alterations 

of dietary regimens to better suit individual lifestyles. Direct 

influence attempts include transmission of information as well as 

6 
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.motivational and behavioral strategies designed to directly affect 

. . .. .. ... . : . . . . .. . . . . . . " . ~ . . . . . . . ". . ·. .. . ., 

personal nutrition-related behavior. Most educational or counsel­

ing programs are directed solely at the knowledge or cognitive level 

and ignore such personal attributes as attitudes, beliefs, and 

values which have strong and powerful influences on dietary behavior 

(Sims & Smiciklas-Wright, 1978). Knowledge functions as a tool only 

if and when an fodividual is ready to change (Hochbaum, 1981). 

A joint committee of Corrmunity Nutrition and Diet Therapy 

Sections of the American Dietetic Association (1969) defined counsel­

ing as providing individualized professional guidance to assist a 

client (patient) in adjusting daily food intake to meet his/her 

health needs. The process . involves three activities: interviewing, 

counseling, and consulting. Interviewing is the gathering of infonna­

tion. Counseling involves listening, accepting, clarifying, and 

helping a client fonn conclusions and develop a plan of action. 

Focus is on the client with the role of the diet counselor being to 

guide the client's thinking, focus on objectives, interpret and 

evaluate information accurately and effectively. Consulting is de­

veloping a plan or proposals based on observations and evaluations. 

Effective methods of counseling are based on the reason for the 

session, the skills and resources of the counselor, and the motiva­

tion, needs, and interest of the client (Committee, Diet Therapy 

Section, 1975). 

In surrmary, counseling is a two-part process including first, 

the development of rapport, empathy, and a trusting relationship, 



and,. ·then, i~plementation o.~ speci.fic __ behavior change strategies 

and techniques directed at the client's problem (Danish, 1975). 

Essential relationship building skills include understanding needs 

8 

as a helper, using effective non-verbal behavior, using effective 

verbal behavior, using effective self-involving behavior, understand­

ing other'_s communication, and establishing effective helping rela­

tionships. Recommended guidelines for diet counseling given by the 

Committee of the Diet Therapy Section of The American Dietetic 

Association (1975) and by Zifferblatt and Wilbur (1977) are presented 

in Appendix A. 

Nine strategies efficient in enhancing patient compliance with 

medi ca 1 regimens were reported by Becker and Mai man _( 1980). The 

strategies included: (a) improve the level of infonnation given to 

the patient concerning the specifics of the regimen, reinforce essen­

tial points with review, discussion, and written instructions, and 

emphasize the importance of the therapeutic plan, (b) take appropriate 

steps to reduce the cost, complexity~ duration, and amount of be­

havioral change required by the regimen, (c) obtain a history of 

compliance or prior experiences with medical regimens and health be­

liefs and, where necessary, use strategies to modify those percep- -

tions likely to inhibit compliance, (d) improve levels of patient 

satisfaction with the provider-patient relationship, (e) increase 

awareness of the medical staff concerning the magnitude and deter­

minants of noncompliance, {f) use patient-provider contracts to 

involve the patient in therapeutic decisions, setting treatment 
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objectives, an~:J. creating i.ncentjves. for achieving the objectives, 
.: ~ . . . ' . . . . . ~ 

(g) ·arrange for continuity of provider care, (h) establish methods 

of supervising the patient which involves the social support network 

of the patient, and (i) involve fully the assistance of all avail­

able health care providers. These strategies do not address the 

actual patient-counselor interaction and are more global in nature. 

In a Model Workshop on Nutrition Counseling for Dietitians 

(Snetse 1 aa r, Schrott, A 1 banese, las i e l1 a-Va i 1 as, Smith, & Anthony, 

1981), three groups of skills emphasized were: knowledge of basic 
I 

interviewing skills, behavioral weight-control counseling skills, 

and adherence .counseling skills. Basic interviewing skills were 

those necessary for adequate communication between the client and 

counselor and included such skills as attending, use of open-closed 

. questions, paraphrasing, responding to feelings, and integration. 

Definitions for these basic interviewing skills are provided in 

Table 1. Behavioral weight control counseling skills included 

learning to define the specific problems, to encourage clients to 

try out new eating behaviors, and to implement alternate plans if 

those previously tried have failed. Adherence counseling skills 

included specific use of a variety of strategies to maintain dietary 

compliance. The specific strategies were not provided. The closed 

question, one that seeks a brief 11yes 11 or 11 no 11 answer without 

encouraging further exploration, was the most frequently used re­

sponse. More than half of the workshop participants did not employ 

responses concerned with feelings of the subject being helped. At 
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I • _. •,. .~ ' 

TABLE 1 

BASIC INTERVIEWING/COUNSELING, SKILLS 

Category 

Questions 

Minimal Encouragers 

Approval/Praise 

Listening 

Paraphrasing 

Summarizing 

Topic Jump 

Reflecting Feelings 
Accurately 

Definition 

Using definite who, what, when, 
where questions (inflection not 
included). 

Using non-evaluative non-sentences 
(e.g. 11 uh-huh 11

). 

Evaluating the client and/or 
action positively. 

Remaining quiet while client 
ta 1 ks. 

Re pea ting/ reph ras·; ng immediately 
what client said, no feelings 
involved. 

Rephrasing/repeating and/or 
clarifying what was said. 

Moving toward a new topic without 
referring to client's concerns. 

Relating or reiterating client's 
feelings. 

Source: L. G. Snetselaar, H. G. Schrott, M. Albanese, L. 
Iasiello-Vailas, K. Smith, and S. L. Anthony. Model workshop on nutri­
tion counseling for dietitians. Journal of the American Dietetic Associ­
ation, 1981, ]1_, 678-682. 
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. ~ . the .conclusion of the workshop, participants reflected patient's 
.:. • J, •u • ., • • "'• • 

feelings more, responded fewer times, and were less leadfog in the 

responses made. As a r~sult, the responses conveyed an impression 

that the counselor was sincerely interested. According to Rogers 

(1951, 1957) responses conveying an impression of sincere interest 

should increase the patient's self-disclosure and self-exploration. 

An attitude inventory was used to assess the impact of the workshop 

and included questions for e1ght areas: use of adherence tools, 

importance of adherence tools, importance of incorporating commer­

cial products into the diet, the use of diet history, the general 

dietary interview, perceptions of nutritionist's role in medical 

care, weight .control methodology, and importance of diet adherence. 

Statistically significant difference in attitudes occurred for five 

of the eight areas: adherence tools, staged approach, diet his­

tories, weight control methodology, and dietary adherence. 

Gardner (1982) investigated the short-term effectiveness of 

three different approaches used in the counseling of overweight and 

obese individuals. These were medical, social, and behavioral. The 

medical approach included individual conferences with the patient. 

A typical dietary intake for a day was obtained noting details of 

portions, times of day, eating environment, and influence on eating 

habits. The energy intake of a typical day was determined and a 

meal pattern incorporating daily activities was developed: A written 

copy of the diet was provided as well as verbal instruction on the 

diet modifications. Reinforcement on the diet was given at each 
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conferen~e. and patients were given an opportunity to demonstrate 
. . .~~ . 

. . . ' ' 

familiarity with the diet. The social approach included group inter-

action and such topics as food plan, hunger, appetite, stress eating, 

and food temptation were presented in classroom situations. Weekly 

behavior assignments were given and adherence to the diet plan was 

required. Everyone was g·iven the same diet plan. The behavioral 

approach included weekly conferences with the individual patients. 

Patients were asked to complete a questionnaire which was reviewed 

and discussed; to state any willingness to make a pennanent change 

in eating habits and describe two daily dietary intakes--a typical 

intake and a 24-hour recall; to discuss willingness to eliminate 

one favorite food from diet; and, to record dietary intake before 

eating each item. Discussions at each session included the dietary 

record, energy level at which weight was lost, kilocalories contained 

in food eaten, degree of hunger prior to eating, and degree of 

preference for food eaten. 

A higher level of compliance was found with the . behavioral 

and social approaches; however, no significant difference was found 

in comp 1 i ance between the beha vi o ra 1 and soci a 1 approaches. · Char­

acteristics common to all three approaches were that the counsefor 

should agree on weight loss goals with their clients, should assure 

adequate length of treatment, should incorporate discussion of food 

and food habits, and should see clients at least once a week when 

possible. Dietitians should make use of on-going educational and 

nutritional needs assessment skills, should show a continuous 
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response to changing educational needs of the patient, should encour-
• •c, • •• 

age feedback,and should provide a mechanism for the patient to prac­

tice new skill~ and/or behaviors. They should also have a realistic 

appreciation of the problems and difficulties of following a dietary 

regimen and focus treatment skills on achieving both short-term and 

1 ong-tenn goa 1 s. 

A four-step patient education strategy incorporating the 

sociological approach of the health belief model, a psychological 

approach tested and validated by dietitians, and an educational 

approach based on patient-specific data {Wylie-Rosett, 1982). The 

four steps were: (a) assessment of patient's complaint requests 

and health beliefs, (b) focus on knowledge and skills development 

of the patient and significant others, (c) negotiate with the 

patient and set treatment goals, and (d) monitor patient's progress 

by adjusting treatment goals and/or teaching additional skills as 

needed. 

To determine variations between different classes of strate­

gies along dimensions of current use, perceived barriers to use, 

and perceived value of strategies (Glanz, , 1979b}, 45 traditional 

and innovative strategies were identified and placed in five general 

categories: instructional, motivational, behavioral, educational 

diagnosis, and assessing patient compliance/evaluating change 

efforts. The listing of traditional and innovative strategies in 

each category are given in Appendix A. These strategies included 

attempts to influence knowledge, attitudes, and behavior of patients; 
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methods for .sel~cting counseling strategies; and techniques for on-
. ... . ""•.. . :· . 

going evaluation of nutritional care. Behavioral, educational 

diagnosis, and assessment of compliance strategies were rated non­

traditional or innovative more often. The more innovative strategies 

were used less frequently and were perceived as more difficult to 

implement in dietetic practice. Behavioral strategies were more 

difficult to use and had a lower net benefit than the other strate­

gies. Assessing patient compliance/evaluating change efforts was 

rated as the least difficult to use. In addition, an index, Orienta­

tion to Social Influence (OSI) Score was developed to differentiate 

between dietitians' emphasis on influencing people. Dietitians with 

a high OSI Score used more influence strategies in counseling, in­

volved patients more in the counseling session, had patients more 

satisfied with the counselor/patient interaction and more able to 

predict compliance, and had patients with more positive health be­

liefs and slightly better compliance. 

Attitudes: Definition and Interpretation 

Attitude is defined in many ways making both measurement and 

interpretation difficult. The original conceptualization of atti­

tude was unidimensional. Attitude was defined as "a mental and 

neural state or readiness to respond, organized through experiences 

exerting a directive and/or dynamic influence on behavior" (Allport, 

1935). An important feature was bipolarity of evaluation, e.g., 

consistently responding to objects in a favorable-unfavorable way. 

A multi-component conceptualization of attitude presented by 
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researcher~ jn social psychology included three components (Kreck & 
• • • •' .. • • .. • • :. • • t • • • • .. : " • : ·~ • • • • • •• 

Crutchfield, 1948; Rokeach, 1968; Rosenberg & Hovland, 1960). The 

three components were: (a) a cognitive or perceptual component, 

which represents an individual's information or knowledge about an 

object, (b) an affective or feeling component, which deals with an 

individual's overal 1 feelings of like-dislike for an attitude object, 

and (c) a conative or behavioral component, which refers to an in­

dividual's tendency to act toward the attitude object in a reason­

ably consistent way. Each component has a positive, neutral, and 

negative dimension which varies in valence and complexity (Krech, 

Crutchfield, & Ballachey, 1963). 

Even though many social psychologists appear to agree with 

the cognition-affective-conation triology definition, few use it in 

research. · Usually only the affective component is measured and 

treated as the "essence" of attitude. In practice researchers tend 

to intuitively select variables and particular operations to fit the 

specific purposes of their own work and interests. Most investi­

gators in social psychology have not been concerned about the dis­

tinction between the concepts of attitudes, beliefs, motivations or 

intentions because the results of empirical research have not shown 

the concepts to have distinct and separate meanings (Fishbein & 

Ajzen, 1972, 1975). Virtually all verbal responses, and sometimes 

overt actions, have been considered indicators of an individual's 

attitudes. Likewise, measures of the variables of beliefs, feelings, 

and intentions have been used interchangeably. 
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In ~ r_e.~.i ~w of attitude-behavior research~ Sc_human and Johnson 
•' ~ . . . . 

(1976) specified attitude in three ways. First, the term "measured 

attitude" was restricted to elicited verbal attitudes, i.e., those 

responses to questionnaires or other direct measurement procedures 

and did not include spontaneous verbal attitudes, i.e., those 

opinions expressed by a person to friends or other people in the 

course of everyday life. Second, attitude was distinguished between 

attitude as elicited or measured and the underlying or "true" atti­

tude. The final distinction was between attitude as a category to 

cover practically all nonfactual responses to questionnaires, includ­

ing beliefs and behavioral intentions, and attitude as restricted 

to the affective or evaluative response for or against objects. In 

a review of food habit research, Foley, Hertzler and Anderson (1979) 

classified attitudes into five definitional categories: (a) prefer­

ences, likes or dislikes, feelings, (b) overt food behavior, 

(c) willingness or ability to change, (d) agreement among family 

members and (e) complexity of ~eanings, i.e., -connotative meanings 

of foods. 

The two most recognized conceptualizations of attitude using 

the triology definition are by Fishbein and Ajzen (1972, 1975) and 

Rokeach (1968, 1973). Fishbein and Ajzen (1972) conceptualized 

attitude as the evaluative or affective component of the individual's 

perception of a concept or relation between concepts. Attitude 

refers to favorableness or unfavorableness toward something measured 

along an evaluative continuum, i.e., good-bad, clean-dirty, 
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acceptable-unacceptable. The belief concept is defined as the sub-
. . .. . ,.. ·.· ...... • ! . .. . .. . 

jective probability that a particular rela~ionship exists between 

the object of belief and some other object, concept, or attribute. 

Beliefs are classified as: (a) primary beliefs, those that underlie 

the independent variable of interest, (b) proximal beliefs, those 

that correspond to any information item, attribute, or object associ­

ation one has, (c) external beliefs, those that do not correspond to 

any information items presented and (d) inferential beliefs, those 

derived from other beliefs. Behavioral intention is viewed as a 

special case of beliefs, in which the object is always the person 

himself/herself and the attribute is always . the behavior and refers 

to an individual's intention to perform various behaviors (Fishbein 

& Ajzen, 1975). Emphasis is on attitude toward the behavior. 

Rokeach (1968, 1973), on the other hand, defined attitude as 

a relatively enduring organization of interrelated beliefs that 

describe, evaluate, and advocate act'ion with respect to an object 

or situation predisposing · an individual to respond in some preferen­

tial manner. Each belief within an attitude organization has three 

components: cognitive, affective, and behavioral. Behavior with 

respect to an object is always a function of at least two attitudes-­

attitude toward the object and attitude toward the situation within 

which the object is encountered. Value is defined as an enduring 

belief that a specific mode of behavior is socially or personally 

preferred and is a standard that guides and determines action. 
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The conceptualization of attitude by Fishbein and Ajzen (1972, 
. ··: .. ·- · ..... ·. :.. ..... ..· 

1975) was used in this research because it distinguished between 

beliefs, attitudes, intentions, and behavior and the emphasis was · 

on attitude toward behaVior. The approach seemed to be a logical 

and concise way to investigate the influences on the counseling be­

havior of clinical dietitians. 

Attitude-Behavior Relationships 

Studies dealing with consistency of attitude and behavior are 

usually based on obtaining two measures: (a) an attitude measure, 

requesting a verbal response via a particular object, and (b) a be­

havioral measure based on observations of the subject's overt response 

to the object. Standard procedures for assessing attitudes include 

specially structured choice situations devised to obtain an index 

of overt behavior. The assumption being that if an attitude does 

represent a predisposition to act toward the attitude object in a 

particular way, then it should be possible to predict responses on 

the behavioral measure from responses to the attitude questionnaire 

(Si ms , 1 9 81 a ) . 

In a review of 31 studies on the attitude-action relationship, 

Wicker (1969) concltided that attitudes are more likely to be unre­

lated or slightly related to overt behavior than to be closely re­

lated to actions. This had an impact on the thinking regarding 

attitude-behavior relationships and lead to much sociological 

research investigating the influence of attitude on behavior. A 
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consistent neglect . of:. theoretical fonnulations specifying the rele-
... . .. ' . . . . ~ . . . . . . .. •·. . . . 

vance of object-centrality, attitude extremity, and attitude in­

tensity for understanding attitude-behavior consistency was also 

found. The failure of empirical investigations to support the 

attitude-behavior relationship may be due to a gap between research 

and theory. Few studies investigated the relation of strength ·and 

clarity of the measured attitude to the likelihood of the correspond­

ing behavior (Petersen & Dutton, 1975). 

Another explanation of the failure of empirical support . for 

the attitude-behavior relationship is that attitude is a complex 

concept consisting of cognition, affect, and conation and that 

measurement of any component· is insufficient to predict behavior. 

I neons is tency in the findings is due to the 1 ack of specific meas.ure­

ment of the behavioral criterion and the failure to distinguish be­

tween belief, attitudes, and intention (Fishbein, 1973). The nature 

of the attitude and the behavior measured is extremely important. 

An arbitrarily selected behavior may have little relevance to the 

attitude under study and, thus, there may be no theoretical basis 

for predicting a relationship. The degree of prediction or influence 

is poor when a very general attitude is studied in relation to a 

very specific behavior (Sims, 1981a). Mediating variables such as 

situational characteristics, personality variables, nonns, and moti­

vations have rarely been systematically investigated to explain the 

inconsistent or insignificant findings. According to Gross and 

Niman (1975) personal factors, situational factors, and methodological 
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factors were variables frequently considered responsible for attitude­

·~beh~vi·~·r d,·~~rep~:~c/ . \.·· 

Some investigators have supported the belief that attitudes 

and behavior are indeed linked and may be causally related. There 

may be a reciprocal causation, in that behavior often changes atti­

tudes as people develop attitudes that justify previous· behavior 

(Triandis, 1971). Behavior is a function of attitudes, nonns, habits, 

and expectancies about reinforcement. When all four factors are 

consistent, there is consistency between .attitudes and behavior; 

when they are inconsistent there is less consistency. Attitudes 

together with nonns and habits predict behavior, attitudes alone do 

not. Kahle and Bennan (1979) using cross-lagged panel correlations 

supported the notion of reciprocal causation between attitudes and 

behavior. Attitudes do predict behavior provided that the attitude 

measure is appropriate for the type of criterion being predicted 

and that the criterion itself is methodologically accepted (Fishbein, 

1973). 

The strength of the attitude-behavior relationship is in­

fluenced by correspondence of four elements ·between attitude and 

behavior (Ajzen i Fishbein, 1977, 1980). The elements are action, 

target at which action is directed, the context in which action ·is 

perfonned, and the time at which action is perfonned. In a review 

of 109 studies on attitude-behavior relationships by Ajzen and 

Fishbein (1977) focus was mostly on the correspondence of the action 

and target elements. Studies conducted with lack of correspondence 
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of b~th target and action between attitude and behavior resulted in 
.. : : ,·: .. ... "· .... ··· ...... 

mostly insignificant relationships. Of the 47 studies conducted 

with partial correspondence, i.e., correspondence of either target 

or action but not both, approximately one-third reported insignif­

icant relationships, approximately one-third reported significant 

relationships of low to moderate magnitude, and the remaining one­

third reported inconsistent results. Therefore, partial corre­

spondence tended to result in inconsistent findings. In contrast, 

those studies conducted with high correspondence of target and action 

between attitude and behavior, significant attitude-behavior rela­

tions were found. The use of appropriate measures produced strong 

relationships and the use of inappropriate measures tended to reduce 

the relationship between attitude and behavior. It was concluded 

that low and consistent attitude-behavior relationships were 

attributable to low or partial correspondence between attitude and 

behavior. To predict behavior from attitude, high correspondence 

between at least action and target elements must be insured. 

To predict a change or influence it is essential to distinguish 

between beliefs, attitudes, intention, and behavior and to measure 

each (Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975; Bentler & 

Speckart, 1979). This distinction is necessary in that various fac­

tors serve as intennediate determinants and factors that serve as 

determinants in one situation may represent the dependent variable 

in another resulting in a chain of influence effects from beliefs 

to behavior. Behavior is ultimately detennined by beliefs and, 
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therefor.e, i.s .. explained by . reference to an i r,di vi dua 1 's beliefs. 
.. . • . . .. . .. 

Beliefs influence attitudes and subjective norms (peer influence); 

then attitudes and subjective norms influence intentions; and inten­

tions influence behavior. 



III. CONCEPTUALIZATION 

The conceptual framework for this study is multidisciplinary. 

It was developed from theo'retical investigations of food science, 

communication, counseling, dietetics, education, and social psychol­

ogy literature. Influences affecting the behavioral and normative 

beliefs, behavioral attitudes and subjective norms, intention, and 

self-reported ~ounseling behavior of clinical dietitians have been 

conceptualized using the Ajzen and Fishbein model (1980). 

The Ajzen and Fishbein model demonstrates how the theory of 

reasoned action can be used to explain and predict behavior. Accord­

ing to the theory, a person's behavior logically and systematically 

follows from whatever information is available. Behavior is explained 

at different levels. At the most global level, behavior is assumed 

to be determined by one's intention. At the next level, these in­

tentions are detennined by attitudes toward behavior and subjective 

norms ~ Attitude toward behavior is personal in nature and is a 

person's positive or negative evaluation of performing a behavior. 

The subjective norm reflects social influence and is a person's 

perception of the social pressures exerted on him/her to perform or 

not perform a behavior. The third level of the model explains 

attitudes toward behavior in tenns of beliefs about consequences or 

outcomes of perfonning the behavior and subjective norms in tenns of 

beliefs about normative expectations of relevant referents. A per­

son's beliefs represent information, which may not always be 

23 
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reasonable, appropriate, correct, or complete, held about his/her 
··.,,· 

' . . 
world. These beliefs about various objects, actions, and events 

are formed from a person's-experiences and they represent the result 

of direct observation, indirect acquisition by accepting infonnation 

from outside sources, or self-generation through inference processes. 

Therefore, a person's behavior is ultimately determined by these be­

liefs. Measurement of behavioral and normative beliefs, attitude 

toward behavior, subjective nonn, intention, and behavior must corre­

spond in terms of the four elements of behavior: action, target at 

whiGh action is directed, context in which action occurs, and the 

time at which action is performed. In sunmary, the Ajzen and Fishbein 

model demonstrates the systematic responses that link behavioral be­

liefs and nonnative beliefs to behavior. Each state in the sequence 

follows reasonably from the preceding stage. 

The Ajzen and Fishbein model was adapted to explain the use 

of certain counseling strategies by clinical dietitians in a patient/ 

counselor interaction. The model, Figure 1, presents the different 

levels as adapted to explain ·counseling behavior. Discussion of the 

model will be deductive beginning at the global level, the right 

side of the model, and concluding with the influence of external 

variables, the left side of the model. 

Behavior and Intention 

The identification of behavior involves three major processes: 

(a) identifying behavior in specific or general terms of four 

elements--action, target, context, and time, (b) distinguishing 
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between the behaviors and occurrences that may be the outcomes of 

the identified behaviors, and (c) deciding if intent is to deal with 

a behavior or an outcome. When outcome is the point of interest, 

many different behaviors can lead to the same outcome and the actual 

point of interest may actually be in only one or more of these be­

haviors than in the outcome itself. In this case, the behavior, 

i.e., actions leading to the outcome, must be identified. Twenty 

counseling behaviors were identified as contributing to the outcome . 

of counseling, patient compliance. The behavior criterion was de­

fined as the use (action) of a counseling strategy (target or object) 

by clinical dietitians in counseling patients on changes in nutrition 

behavior (context). Time was not specified. Use was viewed across 

types of patients and counseling situations. The self-report method 

was used to obtain a relative frequency measure of behavior. 

According to the model, intention is the immediate detenninant 

of behavior. The observed relation between intention to use and 

self-reported use depends on two factors: (a) the correspondence 

between the measure of intention and· the behavioral criterion in 

action, target, context, and time, and (b) the measure of intention 

predicts behavior only when intention does not change before be­

havior is observed. Advantage of using self-report is that a 

measure can be obtained without reference to time or context. In­

tention can change over time and the stabJlity of intention is not 

under the control of the investigator. Aggregate intentions are more 

apt to be stable over time than individual intentions. 
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Most behaviors are completely under a person's volitional 

control whereas outcomes are not. Therefore, the outcome of patient 

compliance is not under complete control of the clinical dietitian. 

The simplest way to predict patient compliance is to ask the patients 

involved. In this research it is conceptualized that the counseling 

strategies used by a clinical dietitian are some of the external 

variables that influence the patient's attitudes, subjective norms, 

intention, and actual compliance to a recommended change in diet or 

life-style. The counseling strategies used by the clinical dietitian, 

therefore, influence patient compliance. Predictive validity of in­

tentions depends on the extent to which ~ntentions lead to perform­

ance of behaviors that control outcomes. 

Determinants of Intention 

In the Ajzen and Fishbein model, two major factors detennine 

a person's behavioral intentions. The factors are an attitudinal or 

personal component and a normative or social component. 

Attitude toward behavior. Attitude toward behavior is a 

person's positive or negative evaluation of performing a behavior 

and refers to a judgment that performing the behavior is good or 

bad, that one is in favor of or against the behavior. In theory, 

the more favorable a person's attitude is toward performing a be­

havior, the more one intends to perform that behavior; the more un­

favorable the attitude to perform the behavior, the more a person 

intends not to perform that behavior. Stated in the context of this 
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research, the more favorable the attitude of the clinical dietitian 

is toward using a counseling strategy, the more the intention to use 

that counseling strategy to obtain patient compliance to recormnended 

changes in nutrition behavior. Attitude refers specifically to a 

person's own performance of a behavior rather than to perfonnance in 

general. 

Subjective nonn. The second factor, the nonnative component, 

deals with the influence of the social environment on intentions and 

behavior. The subjective norm refers to a person's perception that 

important others desire the perfonnance or non-performance of a 

specific behavior. This perception may or may not reflect what the 

important others actually think a person should do. According to 

the theory, the more a person perceives that important others think 

a behavior should be performed, the more the person will intend to 

perfonn that behavior. That is, with other things constant, people 

are viewed as intending to perform those behaviors they believe 

important others think they should perform. Consequently, the more 

clinical dietitians perceive that others important to them desire 

that a counseling strategy should be used, the more they will intend 

to do so. 

Relative importance of attitude and subjective norm. Inten­

tion depends on the relative importance of two components of the 

model, attitude and subjective norm. To predict intention, the 

relative importance of the two components must be identified. Each 
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component is given a weight reflecting its relative importance as a . ~ . .. . 

detenninant of the intention under consideration, i.e., intention to 

use a counseling strategy. A component may have a very high weight 

or no weight at all. The weighted components are summed to predict 

intention. The theory assumes that the relative importance of these 

components depends on the intention under study. The relative 

importance in detennining intention may vary from one behavior to 

another and from one individual to another. For some intentions, 

attitudinal considerations may be more important than normative con­

siderations, and for others normative considerations may predominate, 

and in others both factors are important detenninants. Assuming 

appropriate measures are obtained, attitudinal and normative compo­

nents should always predict intention; however, the ability to predict 

behavior depends on the strength of the intention-behavior relation­

ship. 

In summary, a person will usually intend to perform the be­

havior that is evaluated positively and is believed that important 

others think should be perfonned. Therefore, the clinical dietitian 

uses those counseling strategies that he/she positively evaluates 

and that he/she believes important others think should be used. 

Determinants of Attitude Toward Behavior 

The two determinants of attitude toward behavior are behavioral 

beliefs and outcome evaluation. Since attitudes are a function of 

beliefs, attitudes toward any object, i.e., counseling strategy, are 



30 

detennined by beliefs a~out t~at object. . Beliefs about an object 

are fanned by associating the object with various characteristics, 

qualities, and attributes. For example, a person may feel that the 

use of a counseling strategy may facilitate a patient's understanding 

of the diet or that it may be very time consuming to use. Favorable 

attitudes are held toward those objects with positive characteristics 

we learn to like and unfavorable attitudes are held toward those 

objects with negative characteristics we learn to dislike. Generally, 

·a person who believes that using a counseling strategy leads to 

mostly positive outcomes will hold a favorable attitude toward using 

that strategy, while a person who believes that using that strategy 

will lead to mostly negative outcomes will hold an unfavorable atti­

tude. 

The beliefs that underlie a person's attitude toward behavior 

are called behavioral beliefs and those behavioral beliefs that are 

the immediate detenninants of a person's attitude are called salient 

beliefs. Salient beliefs are subject to change and may be strength­

ened or weakened by new beliefs. To explain why a person holds a 

certain attitude toward an object, i.e., counseling strategy, salient 

beliefs about that object are identified and measured. Usually the 

first five to nine beliefs emitted by a person are salient beliefs 

about an object. In eliciting the salient beliefs, correspondence 

between the action, target, context, and time elements must be in­

sured. A change in any one of the elements can elicit a completely 

different set of salient beliefs. 



31 

In determining behavioral beliefs, both the behavior of in-.· . .. . " 

terest (object or target) and the associated attribute (consequence 

or outcome) must be identified and measured. In any behavior-

outcome association, people may differ in terms of perceived likeli­

hood that performing the behavior is associated with the outcome 

under consideration, i.e., likelihood that using a certain counsel-

ing strategy will promote patient compliance. Generally, a person 

who believes that performing· a given behavior leads to mostly posi­

tive outcomes will hold a favorable attitude toward perfonning -that 

behavior, while a person who believes that performing the behavior 

will lead to mostly negative outcomes will hold an unfavorable atti­

tude. The second _component of attitude toward behavior, outcome 

evaluation, represents the desirability of the attribute or conse­

quence. For example, how desirable or important is patient compliance. 

In surrunary, attitudes toward behavior are based on the total set of 

a person's salient beliefs and outcome evaluations. 

A person's attitude toward behavior can be predicted by multi­

plying the salient behavioral belief (strength of belief that using 

a counseling strategy leads to patient compliance) by the outcome 

evaluation (importance of patient compliance). The total set of 

behavioral beliefs is a sum of the products and is the basis for an 

individual's attitude toward a behavior·. Thus, by measuring the 

belief strength and outcome evaluation a person's attitude can be 

predicted and information about the determinants of attitude can be 

obtained. 
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Determinants of Subjective Nonn 

As with attitude toward behavior, a person's subjective nonn 

is a function of beliefs, but of a different kind. The two deter­

minants of subjective nonn are nonnative beliefs and motivation to 

comply. Normative beliefs underlie a person's subjective nonn and 

refer to a person's belief that specific individuals or groups 

(referents) think a given behavior should or should not be perfonned. 

Nonnative beliefs are similar to the subjective nonn, except they 

involve specific individua1s or groups rather than a generalized 

important other. A normative belief includes only what a referent 

thinks a person should or should not do and does not include a be­

lief about the referent. The second detenninant of subjective nonn 

is the person's motivation to comply with the social referent. A 

salient referent is a person or persons that influence the subjec­

tive norm. Generally, a person who. believes that most referents 

with whom he/she is motivated to comply with think a certain behavior 

should be performed will perceive social pressure to perfonn that 

behavior. Conversely, a person who believes that most referents 

with whom he/she is motivated to comply think a behavior should not 

be perfonned will have a subjective nonn that exerts pressure to 

avoid performing that behavior. Generally speaking, if one believes 

the clinical dietitians that he/she works with feel a counseling 

strategy should be used and is highly motivated to comply, that in­

dividual will perceive social pressure to use the counseling strategy. 

According to theory, a person's subjective norm can be pre­

dicted from the index obtained by multiplying nonnative beliefs by 
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the corresponding motiyations to ~omply and then sulTITling the 

products. By accounting for the motivation to comply, the more 

important referents are given proportionately more weight in the 

prediction of the subjective nonn. Since subjec~ive nonns are based 

on a total set of salient normative beliefs each weighted by motiva­

tion to comply, the theory implies no necessary relation between 

any single nonnative belief and subjective norm. 

Preparedness 

This variable has been added to the Ajzen and Fishbein model 

to account for the comfort a dietitian feels in using a specific 

counseling strategy. It is felt that preparedness is related to 

basic training and experience in counseling patients, the age and 

medical condition of patients counseled, and the setting in which 

patients are counseled. Capability in using counseling skills and · 

importance of patient characteristics are related to the -preparedness 

felt by clinical dietitians in using different counseling strategies. 

It is proposed that how prepared a person feels in using a strategy 

has a direct influence on both behavioral attitude and subjective 

nonn and, indirectly, on intention to use and reported use of counsel­

ing strategies. 

External Variables 

Such factors as demographic characteristics, personality 

traits, and traditional measures of attitudes toward persons, insti­

tutions, and policies are sometimes related to the behavior of 
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interest and are considered external variables. However, these vari-

ables are not . considered as constituting an integral part of the 

theory. External variables may influence belief? held by a person . 

or the relative importance attached to attitudinal and normative 

considerations and may influence behavior. No necessary relation 

seems to exist between any given external variable and behavior 

since no consistent effects of an external variable on the beliefs 

underlying behaviors have been observed. An external variable has 

an effect on behavior only to the extent that the detenninants of 

the behavior are influenced as shown in the model. A major dis­

advantage of relying on external variables to explain behavior is 

that different kinds of external variables have to be invoked for 

different behavioral domains (Ajzen & Fishbein, 1980). 

External variables affect behavior only indirectly and are 

related to behavior only· if they are related to one or more of the 

variables specified in the model. Measures of personality and atti­

tudes toward targets do not correspond to any single behavior but 

do correspond to behavioral categories. The behavioral criterion 

corresponding to a personality trait is a behavioral category de­

fined in terms of a class of actions (i.e., aggressive behaviors) 

without specification of target, context, or time elements. In the 

case of attitudes toward targets, the corresponding behavioral 

criterion specifies the target but generalizes across actions, con­

text, and time. 

The strength of the attitude-behavior relationship is also 

moderated by "other variables" such as direct experience with the 
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attitude object, presence of other people, possession of skills . . . .. 

required to perfonn the behavior, and occurrence of unforeseen 

extraneous events. Intention should always predict behavior pro­

vided the assumptions have been met. Other variables may have 

moderating effects on the strength of the intention-behavior rela­

tion if intention has changed prior to performance of the behavior. 

If intention is measured after the extraneous events have occurred 

or taken into account, a strong intention-behavior relation is ob­

tained. Similarly, an intention fanned without direct experience 

with counseling strategies may change greatly when the clinical 

dietitian is confronted with the counseling str~tegy. In contrast, 

a person who has used a counseling strategy in the past will have 

developed more realistic expectations, and intention is likely to re­

main relatively stable. Direct experience may help to preserve a . 

stable intention and a strong intention-behavior relation but may 

not lead to development of more realistic expectations. Therefore, 

direct experi·ence may not always influence the stability of atti­

tudes .or intention and will not always moderate the strength of the 

intention-behavior relationship (Ajzen & Fishbein, 1980). 

The external variables identified in the adapted model were: 

(a) demographic vari'ables--age, sex, ethnic group, 

route and emphasis of basic dietetic training, highest degree 

obtained, and work experience in dietetics, (b) situational vari­

ables--average number of patients interacted with daily, average 

number of patients counsel~d ·dai~y, age of patient counseled, 
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medical condition o.f patient counseled, and setting in which counsel-. ~ " ~ 

ing occurs, and (c) attitude toward targets--importance of patient 

characteristics, and capability in us·ing counseling skills. Other 

attitudes considered but not included at this time were role as 

counselor, role on health care team, and attitude toward institution. 

Research conducted by Glanz (1979b) indicated that the Orientation 

to Social Influence (OSI)° score is an indicator of use of counseling 

strategies and, as such, could be conceptualized as a fourth compo­

nent, Personality Traits, in the model. 

Assumptions 

Assumptions underlying the objectives and hypotheses in this 

research were: 

1. Patient compliance is influenced by the counseling strate- . 

gies used by clinical dietitians. 

2. The clinical dietitian's attitude toward using counseling 

strategies is an important determinant in promoting patient compliance. 

3. ' The clinical dietitian's attitude toward counseling 

strategies is an important determinant in the reported use of strate­

gies, i.e., the type and number of strategies used, to promote patient 

compliance. 

4. The salient belief, use of counseling strategy will pro­

mote patient compliance, is a major determinant of attitude toward 

the use of that counseling strategy. 

5. Clinical dietitians believe that patient compliance is 

desirable and very important. 
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6. The. professional peer group, clinical dietitians that one 

works with, is the most influential social referent. 

Objectives 

The objectives of the research were to: (a) construct a 

socio-demographic profile of practicing clinical dietitians as re­

lated to attitude toward behavior, subjective norm, intention, and 

reported use of counseling strategies, (b) detennine the relation­

ship between attitude toward behavior, subjective nonn, intention, 

and use of counseling strategies by clinical dietitians in patient­

counselor interactions, and (c) determine relationships among speci­

fied external variables and attitude toward behavior, intention, and 

counseling behavior of clinical dietitians. 

Hypotheses 

The specific hypotheses tested were: 

1. Preparedness in using counseling strategies directly 

affects the attitude and subjective nonn of clinical dietitians 

regarding use of counseling strategies and indirectly affects in­

tention and behavior to use counseling strategies. 

2. Attitude and subjective nonn of clinical dietitians 

toward the use of counseling strategies directly influences intention 

to use and indirectly influences counseling behavior. 

3. Intention toward use of counseling strategies directly 

affects the counseling behavior of clinical dietitians and is the 

strongest determinant of counseling behavior. 
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In addition, .two other relationships were investigated. The 

first was . the ·affect of the independent or external variables on the 

preparedness felt by clinical dietitians in using counseling strate­

gies. The second was the indirect affect of the independent vari­

ables on attitude, subjective norm, and reported use of counseling 

strategies by clinical dietitians. 



IV. METHODOLOGY 

The discussion in this section will cover questionnaire con-
, 

struction, selection and survey of respondents, review of literature 

on measurement of counseling strategies and attitudes, and measure­

ment of the variables identified in the previous section. 

Questionnaire Construction 

The questionnaire was designed utilizing the Total Design 

Method by Dillman (1978) and the Ajzen and Fishbein (1980) method 

was used to measure the dependent ·and independent variables. A 

major problem dealt with extensively and, not solved, was length of 

the instrument. The number of counseling strategies ~tudied and the 

number of questions needed to assess attitude toward use of counsel­

ing strategies, subjective nonns toward use of counseling strate­

gies, and intention to use and actual use of counseling strategies 

dictated the length. 

The questionnaire was pilot tested in August and September 

1982 with 30 clinical dietitians identified on basis of personal 

contacts and interest in the study. Based on the pilot test, the 

fonnat was changed, revisions were made to reduce the ambiguity and 

length and improve clarity, and some questions were added to ade­

quately test the model. 

39 
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Selection and Survey of Respondents 

The population studied included clinical dietitians employed 

in dietetic internships with a generalist or clinical nutrition 

emphasis in the United States and Puerto Rico accredited by the 

American Dietetic Association as of Decemb'er 1981. Accredited in­

ternships with a Public Health or Food · Systems Administration 

emphasis were not included in the population as the objective of 

the study was to survey clinical dietitians. A total of 79 

accredited dietetic internships were surveyed and 77 participated 

in the study. 

In October 1982,questionnaire packets were sent to directors 

of the accredited dietetic internships with a cover letter explain­

ing the purpose of the study ·and requesting the internship director 

to select five clinical dietitians employed by the internship to 
I 

participate 1n the survey using the following criteria: (a) must 

be a Registered Dietitian, (b) had a minimum of two years work 

experience in clinical dietetics, (c) employed full time with a 

minimum of 50% time devoted to d1rect patient care, (d) minimum of 

one year in current position, and (e) each dietitian assigned to a 

different area of clinical dietetics, i.e., general medicine, cardio­

vascular. Also, each director was asked to complete and return a 

post-card indicating number of clinical dietitians employed by the 

internship and number of clinical dietitians meeting survey criteria. 

A total of 395 questionnaires were mailed and 284 questionnaires 
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(72%) were returned. One clinical dietitian returned an incomplete 
..... . . 

questionnaire and indicated she did not feel qualified to partici­

pate in the survey. 

Each questionnaire packet distributed to the clinical dieti­

tians contained a questionnaire coded as to program and clinical 

dietitian and a cover letter indicating the general objectives for 

the study and requesting his/her cooperation in completing the ques­

tionnaire. All correspondence was through the internship director 

providing complete anonymity to the clinical dietitians. A post­

card reminder was sent to all internship directors at the end of 

one week reminding them to return the post-card indicating number 

of clinical dietitians meeting survey criteria and to forward the 

questionnaire packets to the clinical dietitians identified to par­

ticipate in the study and thanking those who had already responded. 

At the end of three weeks three types of reminders were sent: 

1. To the internship directors who had returned the post-

card indicating number of clinical dietitians meeting survey criteria, 

a post-card reminder was sent indicating the code of the question­

naires not received and asking that a few minutes be taken to remind 

the clinical dietitians to complete and return the questionnaires as 

well as thanking them again for their cooperation and assistance. 

2. To the internship directors who had not returned the 

post-card indicating number of clinical dietitians meeting survey 

criteria and no questionnaires had been received, a reminder letter 

was sent restating the survey objectives and selection criteria and 
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included another post-card. An opportunity was given on the post­

card for the directors to indicate if they had or had not received 

the questionnaire packets. If the questionnaire packets had not been 

received, new packets were mailed. 

3. To the internship directors who had not returned the 

post-card and some questionnaires had been received, a reminder 

letter was sent including a second post-card and indicating the code 

of the questionnaire(s) not returned and thanking those clinical 

dietitians who had already· completed and returned their question­

naires. 

Those internship directors who had not responded to any of the corre­

spondence were contacted by telephone. Return of the completed 

questionnaire indicated willingness to participate in the survey. 

Counseling Strategies 

Literature Review of Previous Attempts to Measure Counseling 

Strategies 

Few research studies were reported which identified counsel­

ing strategies and/or evaluated the effectiveness of various 

counseling skills and strategies used by clinical dietitians in 

attempting to change eating behavior of patients. Most dietitians 

attempted to change eating behavior by dispensing nutritional in­

fonnation; however, many clinicians felt the role of the dietitian 

should also include skills in behavioral counseling and diet adher­

ence (Snetselaar, et al., 1981; Danish, 1975, 1979; Ling, Spraag, 

Stein, & Myers, 1975; and Ohlson, 1973). 
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Snetse 1 aar et a 1 ··: ( 1981) . designed.,. conducted, and eva 1 ua ted a 

model nutrition counseling workshop to help dietitians acquire be­

havioral counse~ing skills. At the conclusion of the workshop, par­

ticipants were expected to demonstrate knowledge of basic interview­

ing skills, behavioral weight control counseling skills, and 

adherence counseling skills. The workshop was divided into four 

phases covering approximately seven months: Phase I--Preworkshop 

Tasks, 2 months, Phase II--Skills Workshop, 5 days, Phase III-­

Interim Assignments, 4 months, and Phase IV--Follow-up Workshop, 

2 days. Twenty-four dietitians participated in both the skills and 

follow-up workshops. Knowledge and attitude~ of the dietitians were 

measured using ~a 91-item knowledge test and an 84-item attitude 

inventory given at three times: beginning of Phase II, end of Phase 

II, and beg foni ng of Phase IV. Seven sub-tests made up the knowledge 

test: adherence tools, obtaining diet information, staged approach, 

incorporating food alternatives into the diet, adherence, obesity, 

and lipids~ A significant difference in the profiles of subtest 

scores from the three tests was found using a repeated measures mul.ti­

vari ate analysis of variance. Tukey post hoc tests showed pre-test 

and .post-test gains on five of the seven subtests, significant beyond 

the O. 01 1 evel. · 

Attitudes in the following areas were measured: (a) use and 

importance of adherence tools, (b) incorporating commercial products 

into the diet, (c) importance of staged approach, (d) use of diet 

history, (e) the general dieta_ry interview, (f) perceptions of · 
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nutriti.onist'.s role .in medical care, (g) weight control methodology, 

and (h) importance of diet ·adherence. The response options for 

importance of diet adherence ranged from not at all (+1) to extremely 

(+4). Response options for the other areas ranged from strongly 

disagree (+1) to · strongly agree (+6). 

The audiotapes were rated using an interaction analysis tech­

nique adapted to the counseling setting. Two raters individually 

categorized events as they occurred into one of 21 mutually exclus_ive 

and exhaustive categories. ··-Eight of the most relevant categories 

were examined in tapes made before, two weeks after, and six weeks 

after the workshop. Significant increases were found in the use of 

approval/praise, ~ncouragers, accurate feeling restatement, para- . 

phrase, and summary. A modest improvement was found in use of 

listening and topic jumps and a reduction was found in the number 

of closed questions asked. 

Olendzki, Tolpin, and Buckley (1981) evaluated the effect of 

nutrition intervention in atherosclerosis using retrospective 

clinical data. Intervention was defined as nutrition and dietary 

assessment, nutrition and health education, and nutrition counseling 

services provided to individual$ and groups by primary care 

registered dietitians. Risk factors selected as dependent variables 

were serum cholesterol level, triglyceride level, weight, blood 

pressure, blood sugar level, and smoking and exercise behaviors. 

Two hundred cases, 100 seen by a dietitian and 100 not seen by a 

dietitian, were randomly selected from a listing of all abnonnal 
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serum cholesterol and serum triglyceride detenninations for patients . . .,,. 

seen at a neighborhood health clinic in Boston. The independent 

variables collected for each case were: age, sex, initial presence 

or absence of diabetes, diagnosed hypertension, and smoking; whether 

or not the patient received insulin, blood pressure medication, or 

lipid medication during the observation period; number of visits to 

dietitians where applicable, and ·types of diet instructions received. 

For both groups, number of visits to internists, nurses, and mental 

health workers were recorded. Observations were coded for choles­

terol levels, systolic and diastolic blood pressure, triglycerides, 

blood sugar, and actual-to-ideal weight ratio. · Due to substantial 

numbers of missing data for triglyceride and blood sugar levels, 

these variables were omitted. Multiple regression was used to test 

the effect of nutrition intervention through a dietitian's counsel­

ing on risk factors for coronary heart disease. Most of the vari­

ables hypothesized to affect risk-factor changes were not found to 

be statistically significant; but, the counseling variable was sig­

nificant in almost all regressions. Specific strategies used in 

nutrition intervention were not investigated. 

Only one researcher, Glanz (1979a, 1979b), reported studies 

which focused on the use of specific counseling strategies, attitudes 

of dietitians toward counseling strategies, and subsequent effect on 

patient compliance. A list of 45 strategies based on observations 

of clinical dietetic practice, discussions with dietitians, and 

knowledge of behavioral science derived from research on attitude 
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change, communication and persuasion, and social learning theories 

was developed by Glanz (1979a). The strategies were grouped into 

five categories: instructional, motivational, behavioral, educa­

tional diagnosis, and assessing patient compliance/evaluating change 

efforts. Variations between the different class of strategies along 

dimensions of current use, perceived barriers to use, and perceived 

value of the strategies, and the extent to which dietitians utilize 

and view traditional and innovative strategies were studied. A 

questionnaire was developed and distributed to 44 nutritionists and 

dietitians. The following questions were asked for each strategy: 

1. Have you ever used this strategy? Response options 

were never, sometimes, often, and does not apply to my practice 

setting. 

2. If you answered "sometimes" or "often" rate how successful 

you think the strategy has been in the long run, to increase patient 

compliance with diet regimens. Response options were no good, a 

little, a fair amount, very good, and felt I had no way of knowing. 

3. If you were able to ·use this strategy (i.e., had no 

problem implementing it, as far as time, doctor's cooperation, etc.), 

how highly would you rate it in tenns of your own opinion of it? 

Response options were of no use, of minimal use, fair, pretty good, 

and excellent. 

4. Regardless of whether you have used or could use this 

strategy, please indicate how hard you think it would be to adapt 

and implement this strategy into dietetic practice? Response options 
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were very easy, somewhat easy, neither easy nor hard, somewhat hard, 

and very hard. 

To rate the innovativeness of the strategies, a second ques­

tionnaire was independently submitted to six state nutrition con­

sultants. Strategies were rated on a 5-point scale from "traditional" 

(has been routinely used for years) to 11 innovative 11 (new and rela­

tively untested). Behavioral strategies were used infrequently, 

were rated more difficult ·to use, were rated as having a lower net 

benefit than the other classes. Behavioral strategies, strategies 

for educational diagnosis, and assessment of compliance strategies 

were rated as more innovative. The more innovative strategies were 

used less frequently and were perceived as more difficult to .imple-

ment in dietetic practi~e. 

could only be suggestive. 

Due to methodological weaknesses, results 

The weaknesses were that the list of 

strategies did not represent the universe nor a representative sample 

of all possible strategies, possible nonrepresentativeness of the 

respondent groups, and limited sample size. 

In another study, Glanz (1979b) investigated the effect of 

dietitians• counseling on patient compliance with dietary regimens, 

specifically the personal, attitudinal, and situational variables 

affecting adherence to diet and application of behavioral science 

compliance-improving strategies in nutrition counseling. Nine 

dietitians and twenty of their patients counseled for both normal 

and therapeutic regimens in a variety of settings were observed and 

surveyed. Counseling sessions were observed and both the dietitians 



48 

and patients w~re ~.s.ked independent~y to predict rates of compliance. 

Patients were also questioned about the following attitudes: general 

health concern, belief in benefits of the diet, perceived need for 

social support, and satisfaction with the counseling session. One 

month after counseling, both the dietitians and patients were con­

tacted by telephone to assess adherence to the dietary regimen and 

health outcomes. 

An index, OSI score, was developed to differentiate between 

dietitians• emphasis on influencing people. The score was computed 

for each dietitian based on a weighted average of responses to the 

question, 11 If you could change anything you wanted, in order to make 

your practice more ideal, what would you change?" Responses were 

categorized as either impersonal/situational (e.g., shorter work 

hours, better facilities, fewer interruptions) or personal/influence 

attempts (e.g., cortlTlunication with doctors, more contact with 

patients, and any mention of successful innovations or innovations 

in progress). Dietitians with higher OSI scores, i.e., emphasizing 

desire to change interpersonal and corrmunication aspects of their 

jobs, used more influence strategies, involved patients more in the 

counseling sessions, and tended to have patients with more appropri­

ate health attitudes and behaviors. A limitation of the pilot study 

was the small size of the sample and absence of probability sampling 

methods. 
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Strategies 
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Thirty dietitian~ representing the total population of prac­

ticing clinical dietitians in three major hospitals and two public 

health departments in the Knoxville, Tennessee area participated in 

the nomi na 1 group process. The Di rector of Nutrition Services or 

Dietary Services in each facility was contacted to obtain permission 

to contact the clinical dietitians and establish meeting times. 

Meeting times were scheduled through the Director of Nutrition 

Services of Dietary Services. 

Two meetings were held with the clinical dietitians in each 

facility using the nominal group technique (Delbecg, Van de Ven, & 

Gustafson, 1975). Due to work loads of the clinical dietitians and 

difficulty of scheduling meeting times, meetings were held in each 

facility and not as one group. In the first meeting, the general 

purpose of the research was explained and the tasks to be accomplished 

by the group were identified. Everyone was given approximately 20 

minutes to identify, in writing, what they did to assess patient 

needs, educate, change behavior, and monitor progress and to indi- · 

cate the importance of each in their practice. Each dietitian orally 

discussed the items listed· in writing. A concensus was reached on 

the counseling strategies used in each facility resulting in an 

exhaustive listing of strategies. The investigator then compiled 

the strategies obtained from all facilities into one list, combining 

similar strategies, rewording for clarity, and incorporating 
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strategie~ 11sted in the research by Glanz (1979a). The strategies 

were then categorized by the investigator into the five classes used 

by Glanz (1979a): instructional, motivational, behavioral, educa.- ··. 

tional diagnosis, and assessing patient compliance/evaluating change 

efforts. The list of strategies categorized into the five areas 

was given to each dietitian three days before the second meeting to 

review and make comments. During the second meeting, the categories 

were discussed and in each facility consensus was obtained in the 

changes· to be made in the categories, i.e., wording changes. The 

groups di sc~ssed each strategy and reached a consens·us on the follow­

ing questions: (a) Should the strategy be kept?, (b) Does the 

strategy mean the same to everyone?, and (c) Does the strategy be­

long in the category listed? Additional suggestions were obtained 

as well. These discussions produced five categories of counseling 

strategies similar to those used by Glanz (1979a) but some categories 

were given a different title for better interpretation of what types 

of strategies made up the category. The final categories of strate­

gies were: assessment, educational, motivational, behavioral, and 

evaluation. Approximately 15 strategies were identified in each 

category. Agenda and fonns for both nominal group meetings are 

provided in Appendix B. 

Using the results of the nominal group process the investi­

gator in consultation with graduate committee members reduced the 

number of strategies in each category to four. The number of 

strategies included in each category was limited arbitrarily to four 
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due to q~estion~aire cons~ruction restraints. Criteria used to re­

duce number of strategies were: (a) Was strategy representative 

of the category? (b) How often was the strategy used by clinical 

dietitians participating in the nominal group process? and, (c) How 

important did the clinical dietitians participating in the nominal 

group process feel the strategy was in promoting patient compliance? 

Attitude Measurement 

Literature Review of Attitude Measurement Techniques 

Nutrition researchers have elaborated on the difficulty of 

developing and evaluating attitude measure~ent instruments to measure 

nutrition-related concepts. Two critical problems identified by 

Carruth and Anderson (1977) in assessing attitudes were: (a) lack 

of available and suitable instruments to measure attitudes toward 

food and nutrition, and (b) complexity of interpretation associated 

with descriptive, non-parametric data. Instruments were developed 

for specialized purposes and populations and seemed to have limited 

application to groups in general. The problem of interpretation was 

compounded by the degree of frequent intercorrelation among attitude 

statements and the lack of unidimensionality of instruments for 

assessing attitudes. Also, determination of an instrument over 

time was important especially if expressed attitudes were considered 

motivational factors and as predictors of subsequent behavior. 

Measurement was defined as the assignment of numbers to 

observations according to some set of rules (Summers, 1970). When 

an entity such as attitude was measured the process became more 
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complicated because attitudes could not be observed directly. The 

existence of attitude strength must be inferred from what was 

observed. The primary bases of inference were self-reported beliefs; 

feelings, and/or intention (Sims, 1981a). Approaches commonly used 

to measure attitudes were: (a) self-report, which included all pro­

cedures by which an individual was asked to report attitudes either 

orally or written, {b) reports of others, which resulted in informa­

tion based on someone else's assessment of a person's feelings, 

(c) sociometric procedures, which involved members of one group re­

porting about their attitudes about one another, and (d) existing 

records, which were systematic accounts of regular occurrences 

(Henerson, Morris, & Fitz-Gibbon, 1978). Paper-and-pencil inst_ruments 

developed to measure attitudes included such scales as: (a) Likert's 

method of summated rating (L ikert, 1932), which in.corporated an in­

ternal measure of feeling, (b) Osgood's semantic differential 

(Osgood, Suci & Tannenbaum, 1957), which abstracted verbal labels 

from meaningful context and encouraged response sets, (c) Thurstone's 

method of equal appearing intervals (Thurstone~ 1928), which made 

assumptions of item subjective continuity that were not borne out by 

fact, and (d) Guttman's scalogram (Guttman, 1944). 

Sims (1981a) reviewed 51 nutrition research articles published 

in the 1970's that reportedly measured constructs identified as 

attitudes, beliefs, opinions, and the like. Ninety percent of the 

studies used survey methodology rather than experimental or inter­

vention design. Most studies used Likert-type formats as the method 
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.of mea~urement and ~he sema~tic .. ~ifferential was used only once. 

Some researchers used a method of measurement which asked the re­

spondent to tell which item was true or false, correct or incorrect, 

right or wrong in spite of the fact that they were reportedly 

measuring an affective dimension on which a judgment of 11 correctness:­

incorrectness11 cannot be made. · Approximately 30% of the studies did 

not report .the type of measurement method used in data collection. 

Few studies reported any validity and reliability assessment of the 

data. For 72% of the studies no validity check was indicated. Con­

tent (or face) validity was indicated for· the remaining studies. Re­

liability assessments were reported in only 17% of .the studies. Re-

· ported types of reliability determinations included the Kuder­

Richardson, Cronbach's alpha, and test-retest reliability. 

Measurement of the Dependent Variables 

Following the conceptual model depicted in Figure 1, Section 

3, page 25, a dietitian's counseling behavior is dependent upon pre­

paredness in using counseling strategies, behavioral beliefs, eval­

uation of behavioral outcomes, attitude toward behavior, normative 

beliefs, motivation to comply, subjective nonns toward behavior, and 

intention to perform a given behavior, i.e., use a counseling 

strategy. Each variable could involve a very ge~eral or a very 

specific action, target, context, and time elements. The level of 

generality is determined by the behavioral criterion of interest. 

In the research conducted, the behavioral criterion was specific, 

i.e., use of a counseling strategy. 
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Preparedness in usi~[ counseling strategies. Perceived pre­

paredness or comfort was theorized to play a major role in the atti­

tudes and subjective norms of clinical dietitians toward use of 

counseling strategies. If a person felt very uncomfortable using a 

counseling strategy, i.e., very unprepared, then desirability to use 

would be less and perhaps the perceived peer pressure would be 

greater. The preparedness in using the twenty counseling strategies 

was evaluated on a bipolar scale (semantic differential) as to "how 

prepared (comfortable) you are in using each strategy," Question 8 

on survey questionnaire (Appendix C). Responses were scored from a 

-3 (extremely unprepared) to +3 (extremely prepared) with Oas neutral 

or neither. 

Behavioral beliefs. Behavioral beliefs are a set of salient 

beliefs which identify consequences or outcomes of a behavior. In 

this study, only one salient belief, "use of counseling strategies 

promote patient compliance" was measured. A set. of salient beliefs 

was not obtained. The major topic of interest was patient compli~ 

ance, therefore, only one salient belief, patient compliance, was 

measured. Twenty counseling strategies were evaluated on a bipolar 

scale (semantic differential) as to "how likely your use of the 

counseling strategy will promote patient compliance with the diet 

regimen." Responses were scored from a -3 (extremely unlikely) to 

+3 (extremely likely) with Oas neutral or neither. Question 6 

measured the salient belief in relation to the use of a counseling 

strategy. The strength of the salient belief was measured by 
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de~ennining how certain the re.spondent was that using the counseling 

strategy would promote patient compliance, Question 7 on the ques­

tionnaire. Strength of outcome was evaluated on a 4-point unipolar 

scale for each of the 20 counseling strategies. Responses were 

scored from +1 (not at all certain) to +4 (extremely certain). 

Outcome evaluation. Outcome evaluation determining desira­

bility of patient compliance to the recommended dietary regimen was 

not measured. It was assumed that most clinical dietitians felt that 

patient compliance was very important and desirable and that this 

evaluation was constant across ·time and situations. 

Attitude toward behavior. The general attitude toward the use 

of counseling strategies was measured on a seven-point bipolar scale. 

Each respondent was a_sked "how desirable your use of that strategy 

is when counseling patients," Question 5 on survey questionnaire. 

Responses were scored from a -3 (extremely undesirable) to +3 

(extremely desirable). This measure only evaluated whether the . 

use of a certain strategy is desirable and did not evaluate whether 

or not use will promote patient compliance. According to the Ajzen 

and Fishbein (1980) model a person's attitude toward behavior could 

be predicted by multiplying each of the outcome evaluations, con­

sequences of behavior, by the strength of belief that the use of 

counseling strategies will lead to patient compliance. Thus, a 

measure of salient belief strength, i.e., "how likely use of counsel­

ing strategy will promote patient compliance," multiplied by the 
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outcome evaluation, i.e .• , ,.,desirability or importance of patient 

compliance" would predict attitude toward counseling behavior. Since 

outcome evaluation was not measured and was assumed to be very 

important and constant and that a set of salient beliefs were not 

elicited, attitude toward behavior cannot be predicted. 

Subjective norm toward behavior. The general subjective norm, 

the perceived pressure of "those referents important to me" to use 

a counseling strategy was not measured. The major interest was the 

influence of professional peers in the use of counseling strategies; 

therefore, subjective norm was defined as the perceived pressure of 

peer referents to use a counseling strategy multiplied by the moti­

vation to comply with the peer referents. The salient referents 

were defined as the registered dietitians with whom one works. Norm­

ative belief deals with the influence of the professional environment 

and refers to an individual's perception that the dietitians one 

works with think a certain counseling strategy should or should not 

be used. 

Respondents were asked "how likely the Registered Dietitians 

you work with think you should use each strategy" using a bipolar 

scale, Question 9 on survey questionnaire. Responses were scored 

from a -3 (extremely unlikely) to +3 (extremely likely). As with 

behavioral beliefs, only one salient referent was identified and 

measured. Motivation to comply with the salient referent was 

measured on a seven-point bipolar scale. Respondents were asked "how 

likely, generally speaking, you want to do what the Registered 
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Dietitians you work wit~ ~hink you should do 11 for each of the 20 

counseling strategies, Question 10 on the survey questionnaire. Re­

sponses were scored from a ~3 (extremely unlikely) to +3 (extremely 

likely). The range of scores for the product of nonnative belief 

and motivation to comply would be -9 to +9. If a respondent per­

ceived it was slightly likely (+1) that peers felt a counseling 

strategy should be used in counseling patients and it was extremely 

likely (+3) that he/she wanted to do what peers thought should be 

done, the score for the subjective nonn would be +3 or slightly 

positive. 

Intention toward behavior. Intention to use counseling 

strategies was measured by asking 11 how likely it is that you intend 

to use each strategy in counseling patients," Question 12 on the 

survey questionnaire. Responses were on a bipolar scale and ranged 

from a -3 (extremely unlikely) to +3 (extremely likely). 

Behavior--reported use of counseling strategies. Actual be­

havior was obtained through a self-report and reflected perceived 

use of each counseling strategy. Respondents were asked to indicate 

on a unipolar scale with approximately how many patients they used 

each strategy, Question 11 on the survey questionnaire. Responses 

ranged from +1 (none) to +4 (all). 

Measurement of Independent Variables 

The independent variables included three categories of external 

variables as listed in the model, Figure 1, page 25. The categories 
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were demographic characteristics, situational characteristics, and 

attitude toward targets. As various regression models were 

addressed, all of the dependent variables except behavior, i.e., 

reported use of counseling strategies, functioned as an independent 

variable at one time or another. 

Demographic Characteristics 

The demographic characteristics measured included age, sex, 

ethnic group, route and emphasis of basic dietetic training, highest 

degree earned and work experience. Work experience included number 

of years employed in the dietetic profession; number of years 

employed as a clinical dietitian in the last ten years; number of 

years employed in current facility; number of years experience in 

food service, patient care, outpatient care, research, and teaching. 

Nine age categories, five ethnic categories, six categories of basic 

dietetic programs, and five categories of basic dietetic program 

emphasis were identified, Questions 17, 18, 19, and 20 on the survey 

questionnaire. Due to low numbers in some categories for basic 

dietetic program, basic dietetic program emphasis, and highest de­

gree obtained, redefining of categories was needed. 

Basic dietetic program. The six educational programs orig­

inally identified were: Bachelor .. s-Coordinated Dietetics Program., 

Bachelor's+ Internship, Bachelor's! Traineeship, Bachelor's+ 

Preplanned Work Experience, Combined Internship+ Master's, and 

Master's+ Work Experience. Two categories, Bachelor's+ 



59 

Traineeship and Bachlor 1s + Preplanned Work Experience were collapsed 

into one category due to low numbers in each category and similarity 

of training experiences. For factor analysis and regression models, 

five dummy variables were identified and one, B. S. + Traineeship or 

Preplanned Work Experience was suppressed in the regression models. 

Basic dietetic program emphasis. The five program emphases 

identified initially were: clinical dietetics, community dietetics, 

food systems management, generalist, and public health nutrition. 

Due to low numbers in the community dietetics and public health 

nutrition emphases and the similarity of the two, the areas were 

combined. Depending on the level of entry to the dietetic profes­

sion, the basic dietetic program could be at the undergraduate level 

or gra~uate level. A program with emphasis in corrmunity nutrition 

is called community dietetics at the undergraduate level and public 

health nutrition at the graduate level. For factor analysis and 

the regression models, four durrmy variables were identified and 

one, Food Systems Administration, was suppressed in the regression 

model. 

Highest degree obtained. The three categories for highest 

degree obtained were: Bachelor's, Master's, and Doctorate. Only 

one person had a Doctorate degree, and as a result, that category 

was recoded as a missing observation. Two durrmy variables were 

identified for the factor analysis and regression models, and one, 

Bachelor's degree, was s4ppressed in the regression models. 



Situational Characteristics 

The situational characteristics measured included setting 

where counseling takes place; medical _ conditions of patients 

counseled; age group of patients counseled; amount of time spent 

60 

in providing direct patient care services; average number of patients 

interacted with each day; average number of patients counseled each 

day; and average time spent ·counseling patients for the first and 

second time. Seven categories of counseling settings, five categories 

of age of patient counseled, and nine categories of medical condi­

tions were identified, Questions 26, 28, and 30 on the survey 

questionnaire. Respondents were asked to indicate which category 

of counseling settings, age of patient counseled, or medical -condi­

tion of patients applied to their situation. For each of these 

variables, more than one category could be indicated. Responses were 

coded as O (no) and 1 (yes). 

A large number of write-in and low numbers in some response 

categories required that the categories for counseling settings be 

redefined. The original eight settings were: (1) acute care 

facility, (2) ambulatory care-outpatient clinic, (3) ambulatory 

care--public health clinic, (4) day care center/nursery school, 

(5) home of patient, (6) residential institution for children, 

(7) long-tenn care/rehabili'tation facility, and (8) public/private 

school. The eight categories were collapsed into four categories 

and defined as: (1) acute care facility, (2) ambulatory care-­

outpat1ent clinic, (3) long-term care/rehabilitation facility, and 

(4) non~institutional facilities. 
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Attitude Toward Targets 

The two components of attitude toward targets identified were 

importance of patient characteristics and perceived capability in 

using basic counseling skills. 

Patient characteristics. Seventeen patient characteristics 

were evaluated on a unipolar scale as to importance in determining 

what is done in the counseling process, Question 1 on the question­

naire. Responses were scored from +1 (not important) to +7 

(extremely important). The .Patient characteristics identified by 

the investigator through prior work experience and consultation with 

peers were: . attitude toward medical condition, attitude toward 

nutritio,n, attitude toward diet, control of food purchasing and 

preparation, cultural food habits, educational level, emotional 

problems, interest in food purchasing and preparation, knowledge of 

diet, knowledge of medical condition, living conditions, management 

of resources, socioeconomic status, support of family and friends, 

use of misinformation, variety of food available in the community, 

and willingness to make changes. 

Counseling skills. The use of counseling strategies may be 

influenced by the perceived counseling skills of the clinical 

dietitian. The counseling skills presented in Figure 2 were identi­

fied using a review of counseling literature and consultation with 

peers. For each skill the respondents were asked to indicate with 

approximately how many patients the skill was used, Question 3 on 
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1. Develop rapport with patient to make more comfortable and 
develop trust, e.g., talk about things other than diet, 
ask questions about family and occupation. 

2. Comnunicate interest to the patient by: . 
a. maintaining eye contact. 
b. showing empathy. 
c. speaking slowly and clearly. 
d. being relaxed. 
e. sitting or leaning forward slightly. 
f. expressing willingness to help. 

3. Actively listen, to the patient, encourage the patient 
and facilitate the counseling process by: 
a. using open~ended questions. 
b. using minimal encouragers, e.g., 11 MmHm. 11 

c. using paraphrasing or restatement, e.g., 
repeating what the person has just said. 

d. using reflection of feelings or affective responses, 
e.g., responding to feelings other than words. 

e. silence. 

4. Use simple terms understood by the patient and in the 
vernacular to the patient. 

5. Stress minimum number of essential points in the avail­
able time. 

6. Present information in a concise, logical, and organized 
manner. 

Figure 2. Counseling Skills Used in the Survey Questionnaire. 
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survey questionnaire, and to jndicate how prepared (capable) they 

felt in using the skill, Question 4. Responses for skill level were 

scored from a -3 (extremely incapable) to +3 (extremely capable). 

Three additional questions were asked not related to the in­

dependent and dependent variables in the model. An overall measure 

of perceived success in using counseling strategies was desired as 

well as infonnation, in general, as to what factors and individuals 

dietitians felt influenced their counseling behavior. A seven-point 

bipolar scale was used to measure the success felt by clinical 

dietitians in completing the following activities: (a) assess what 

is needed to help the patient, (b) explain to the patient changes 

needed in the_ diet regimen, (c) explain to the patient information 

about the disease condition, (d) motivate and encourage the patient 

to follow the diet regimen, and (e) evaluate how well the patient 

is following the recommended diet regimen, Question 2 on the survey 

questionnaire. The responses were scored from a -3 (extremely un­

successful) to +3 (extremely successful). Two open-ended questions 
' were asked to obtain infonnation concerning which individuals and 

which factors influence the use of counseling strategies, Questions 

14 and 15. 

Data Analysis and Reduction 

The Statistical Analysis System (SAS Institute, 1982a,b) was 

used for ·frequency distributions, means, factor analysis, and regres­

sion analysis. Frequency distributions and means were generated for 
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descriptive purposes. Pr1ncipal component factor .analysis with vari­

max rotation was used for data reduction of external variables. Only 

factors with eigenvalues greater than one were rot~ied: Those vari­

ables with a factor lo~ding or 0.40 or higher were retained as a 

single variable or in an index. Index reliability was not detennined 

since all variables included in an index had a factor loading higher 

than 0.40. General linear regression models were used to identify 

~ the variables influencing preparedness, attitude, subjective norm, 
.. 

intention to use, and use of counseling strategies. For factor 

analysis and regression, all categorical variables were redefined 

as dummy variables and mean values were substituted for the missing 

values of all conti~uous variables. 



V. DESCRIPTIVE DATA 

This section includes a discussion of the frequencies, percent­

age distributions, and means for all variables measured as well as 

the perceived success in certain counseling activities and what in­

dividuals and factors, in general, influence the use of counseling 

strategies. Section VI will include a discussion of the correlations 

between variables and results of the regression models for prepared­

ness, attitude toward behavior, subjective norm, intention, and use 

of the 20 counseling strategies. 

External Variables 

Demographic Characteristics 

The demographic .characteristics are sunmarized in Table 2. 

All respondents but one were female and the majority were Caucasian. 

About half (46%) were between 26 to 30 years of age and 68% were 

aged between 26 to 35 years. Six percent of the responding clinical 

dietitians had received basic dietetic training in programs empha­

sizing community dietetics or management. The major route of . basic 

dietetic training was the Bachelor's degree+ Internship and major 

program emphasis was generalist. Approximately one-third of the 

respondents held a Master's degree while only 16% obtained a 

Master's degree for entry into the profession. 

About half of the respondents had between 1 to 6 year.s work 

experience in dietetics and about three-fourths had been employed 

65 
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TABLE 2 

DEMOGRAPHIC CHARACTERISTICS OF CLINICAL DIETITIANS 

Number of Percentage of 
Characteristics Reseondents Reseondents 

Gender 
Males 1 <.4 
Females 281 99.6 
Number of Respondentsa 282 100 

Age 
20 to 25 30 10.6 
26 to 30 131 46.5 
31 to 35 60 21.3 
36 to 40 21 7.4 
41 to 45 16 5.7 
46 to 50 4 1.4 
51 to 55 8 2.8 
56 to 60 5 1.8 
Over 61 7 2.5 
Number of Respondentsa 282 100 

Ethnic Background 
Black 13 4.6 
Caucasian 244 87 .1 
Hispanic 5 1.8 
Oriental 13 4.6 
Asian Indian 4 1.4 
African 1 <.5 
Number of Respondentsa 280 100 

Highest Degree Obtained 
Bachelor's Degree 192 68.1 
Master I s Degree 89 31.5 
Doctorate 1 <.4 
Number of Respondentsa 282 100 

Route of Dietetic Training 
Bachelor's--Coordinated Dietetics 41 14.5 
Bachelor's+ Internship 173 61.3 
Bachelor's+ Traineeship or 

Preplanned Work Experience 21 7.5 
Internshio + Master's 25 8.9 
Master I s + Work Experience 22 7.8 
Number of Respondentsa 282 100 
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TABLE 2 (Continued) 

Number of Percentage of 
Characteristics Res pendents Res P9ndents 

Emphasis of Dietetic Training 
Clinical Dietetics 87 30.9 
Community Dietetics or Public Hea 1th 

Nutrition 8 2.8 
Food Systems Management 8 2.8 
Generalist 179 . 63.5 
Number of Respondentsa 282 100 

Years Emploted in Dietetics 
1 to 1 . 9 yea rs 8 2.8 
2 to 3 . 9 yea rs 73 25.9 
4 to 5 . 9 yea rs 64 22.7 
6 to 9.9 years 61 21.6 
10 to 14 . 9 yea rs 34 12 .1 
1 5 to 24 . 9 yea rs 28 9.9 
25 to 40 years 14 5.0 
Number of Respondentsa 282 100 

Years "Emeloied in Facilitt 
Less than 1 year 5 1.8 
1 to 1.9 years 41 14.5 
2 to 3 . 9 yea rs 117 41.5 
4 to 5. 9 yea rs 50 17. 7 
6 ~o 9.9 years 35 12 .4 
1 O to 14 . 9 yea rs 15 5.3 

· 15 to 33 years 19 6.8 
Number of Respondentsa 282 100 

Years Experience--Direct Patient Care 
None 10 3.5 
1 to 1.9 years 19 6.8 
2 to 3 . 9 yea rs 95 33.8 
4 to 5 .9 years 71 25.3 
6 to 9.9 years 50 17 .8 
10 to 14 .9 years 18 6.4 
15 to 39 years 18 6.4 
Number of Respondentsa 281 100 
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TABLE 2 (CoDtinued) 

Number of Percentage of 
Characteristics Res eondents Reseondents 

Years Exeerience--Food Slstems Administrat,on 

None 190 67.6 
Less than 1 year 10 3.6 
1 to 1 . 9 ye a rs . 33 11.8 
2 to 3 .9 years 24 8.5 
4 to 5~9 years 11 3.9 
6 to 19 years 13 4.6 
Number of Respondentsa 281 100 

Years Exeerience--Outeatient 
None 184 65.5 
Less than 1 year 5 1.8 
1 to 1 . 9 ye a rs 28 10.0 
2 to 3 .9 years 31 11.0 
4 to 5 . 9 ye a rs 22 7.8 
6 to 20 years 11 3.9 
Number of Respondentsa 281 100 

Years Exeerience--Research 
None 255 90.7 
Less than 1 year 4 1.4 
1 to 3.9 years 14 5.0 
4 to 16 ·years 8 2.9 
Number of Respondentsa 281 -100 

Years Exeerience--Teaching 
None 134 47.9 
Less than 1 year 6 2 .1 
1 to 1 .9 years 28 10.0 
2 to 3.9 years 53 18. 9 
4 to 5 .9 years 30 10.7 
6 to 9.9 years 17 6 .1 
1 O to 29 yea rs 12 4.3 
Number of Respondentsa 280 100 

aNumber of respondents varied due to missing data. Total 
N = 283. 
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in the. facility between 1· to 6 years. Sixty-six percent had between 

1 to 6 years experience providing direct patient care services. 

Twenty-five to 30% had between 1 to 6 years experience in manage­

ment and outpatient care, 40% had between 1 to 6 years teaching, 

and less than 10% had any experience in research. Approximately 65% 

reported no experience in outpatient care or food systems adminis­

tration, about 50% had no experience in teaching dietetics, and 

about 90% had no experience in research. 

Situational Characteristics 

The situational characteristics are presented in Table 3. 

Slightly more than half of the respondents (57%) interacted with 

between 10 to 30 patients daily, about half (49%) counseled between 

1 and 4 patients daily, and 45% counseled between 5 and 15 patients 

daily. The average time spent counseling patients was about 45 

minutes in the first session ~nd about 25 minutes in the second and 

succeeding sessions. More than 90% of the respondents counseled 

patients over 30 years of age and half or more counseled patients 

requiring nutritional support or having medical conditions involv­

ing c~rdiovascular disorders, diabetes and obesity, or gastro­

intestinal disorders. The majority of respondents (86%) counseled 

patients in an acute care setting and less than half (44%) 

counseled patients in an outpatient clinic. In response to an 

open-ended question, "Where does counse 1 i ng frequently occur?" 

77% most frequently counseled patients in acute care settings and 

22% most frequently counseled patients in outpatient clinics. The 



• TABLE 3 

SITUATIONAL CHA~CTERISTICS OF CLINICAL DIETITIANS 

Number of 
Characteristics Respondents 

Number of Patients Interacted With Daill 
1 to 9 patients 47 

10 to 19 patients 102 
20 to 29 patients 57 
30 to 49 patients 36 
50 to 200 patients 37 
Number of Respondentsa 279 

Number of Patients Counseled Daill 
1 to 4 patients 136 
5 to 9 patients 89 

10 to 14 patients 36 
15 to 30 patients 15 
Number of Respondentsa 276 

Average Time Counsel Patients-First Time 
10 to 25 minutes 34 
30 to 40 minutes 87 
45 to 55 minutes 72 · 
60 to -120 minutes 86 
Number of Respondentsa 279 

Percentage of 
Respondents 

16.8 
36.6 
20.4 
12.9 
13.3 

100 

49.3 
32.3 
13.0 
5.4 

100 

12.2 
31.2 
25.8 
30.8 

100 

...... 
0 



TABLE 3 (Continued) 

Number of Percentage of 
Characteristics Res pendents Respondents 

Average Time Counsel Patients-Second Time 
Under 10 minutes 9 3.2 
1 O to 25 minutes 172 61.6 
30 to 40 minutes ~ 85 30.5 
45 to 60 minutes 13 4.7 
Number of Respondentsa 279 100 

Age of Patients Counseleda 
Children - 1 to 10 years 58 20.6 
Adolescents - 11 to 18 years 86 30.6 
Young Adults - 19 to 29 years 189 67.3 
Adults - 30 to 59 years 261 92.9 
Older Adults - 60 years and older 249 88.6 
Number of Respondentsa 281 b 

Medical Condition of Patients Counseleda 
Allergies / 29 10.4 
Cardiovascular Disorders 170 60.7 
Diabetes/Obesity 235 83.9 
Gastrointestinal Dis~rders 138 49.3 
Liver Disorders 97 34 .6 
Nutritional Support 142 50.4 
Pregnancy and/or Lactation 43 15 .4 
Renal Disorders 99 35.4 
Other: Alcoholism, Drug Abuse, Normal 

Nutrition, Orthopedic, GYN 23 8.2 ...., 
__, 

Number of Respondentsa 280 b 



TABLE 3 (Continued) 

Characteristics 

Settings In Which Patients are Counseleda 
Acute Care Facility 
Ambulatory Care - Outpatient Clinics 
Long Term Care/Rehabiliation 
Non-Institutional, i.e. Patient Home, Physician 

Office, Private Practice 
Number of Respondentsa 

Number of 
ResEQndents 

241 
124 

21 
11 

281 

Percentage of 
Res,eondents 

85.7 
44 .1 
7.5 
3.9 

b 

aNumber of Respondents varied due to missing data. Total N = 283. 

bPercentages do not add to 100 because respondents answered more than one 
category. 

....... 
N 



large number of respondents counseling patients in acute care 

settings was expected as the majority of dietetic internships are 

affiliated· with acute care settings. 

Attitude Toward Targets 

73 

The ratings of clinical dietitians regarding the importance 

of 17 patient characteristics in selecting strategies for use in 

counseling patients are summarized in Table 4. Eighty to 86% of 

the respondents rated attitude toward medical condition, attitude 

toward diet, and willingness to make changes as quite to extremely 

important. More than 60% rated management of resources, socio­

economic status, interest in food purchasing and preparation, and 

variety of foods available in the community as not important or 

slightly important. Even though .socioeconomic status was not con­

sidered very important, 67% of the respondents considered educa­

tional level as quite to extremely important. Between 40% to 50% 

rated control of food purchasing and preparation, living conditions, 

support of family and friends, and use of misinfonnation as quite 

to extremely important. In summary, the most important patient 

characteristic was patient willingness to make changes, Mean= 2.36, 

and the least important was variety of foods available in the com~ 

munity, Mean= 0.76. 

The ratings regarding how capable clinical dietitians felt 

in using 15 counseling skills are presented in Table 5. Over 50% 

of the respondents felt extremely capable in maintaining eye con­

tact and expressing willingness to help while 42% felt extremely 



TABLE 4 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, MEANS, AND STANDARD DEVIATIONS FOR IMPORTANCEa 
OF PATIENT CHARACTERISTICS IN SELECTING COUNSELING STRATEGIES 

Slightly Quite Extremely 
Imeortant Important Important 

Patient Characteristics N % N % N % Mean S.D. 

Attitude Toward Medical Condition 41 14.6 107 38 .1 119 42.4 2 .17 0.87 
Attitude Toward Nutrition 61 21.8 80 28.6 109 39.9 1.92 1.11 

Attitude Toward Diet 40 14.2 95 33.8 130 46.3 2 .19 0.92 
Control of Food Purchasing and 

Preparation 72 25.6 99 35.2 42 14.9 1.33 1.15 
Cultural Food Habits 69 24.6 103 36.7 65 23 .1 1.62 1.10 
Education Level 50 17.7 85 30 .1 105 37.2 1.83 1.23 
Emotional Problems 80 28.7 91 32.6 54 19.4 1.47 1.13 
Interest in Food Purchasing and 

Preparation 95 33.9 80 28.6 25 8.9 1.09 1.10 
Knowledge of diet 48 17 .1 108 38.6 93 33.2 1.87 1.16 
Knowledge of Medical Condition 78 27.9 101 36 .1 51 18.2 1.52 1.05 

Living Conditions 88 31.3 89 31.7 39 13. 9 1.29 1.13 
Management of Resources 88 31.7 64 23.0 28 10 .1 .91 1.27 
Socio-Economic Status 75 26.6 80 28.4 27 9.6 .94 1.29 
Support of Family and Friends 78 27.8 82 29.2 60 21.3 1.44 1.18 

N 

281 
280 

281 

281 

281 

282 

279 

280 
280 
280 

281 

278 

282 

281 
....... 
..i:::,. 



TABLE 4 (Continued) 

Slightly Quite Extremely 
Imeortant Important Imeortant 

Patient Characteristics R % R % N· ... 1· ·Mean S.D. 

Use of Misinformation 85 30.6 86 30.9 42 15. 1 1.28 1.19 
Variety of Foods Available in the -Conununity 82 29.2 49 17 .4 31 11.0 .76 1.33 
Willingness to Make Changes 30 10.8 89 31.9 151 54 .1 2.36 0.86 

S.D. = Standard Deviation. 

N = Number of Respondents, Total N = 283. 
a . 

Importance scale ranged from -3 CNot Important) to +3 {_Extremely Important). Only the 
Slightly to Extremely Important part of the scale is reported. 

N 

278 

281 
279 

........ 
u, 



TABLE 5 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, MEANS, AND STANDARD DEVIATIONS FOR 
CAPABILITYa OF CLINICAL DIETITIANS IN USING COUNSELING SKILLS 

Slightly Quite Extremely 
Caeable Caeable Caeable 

Counse 1 i n9 Sk il 1 N i N % N % Mean 

Develop rapport with patient 36 12.9 126 45.0 106 37.9 2 .14 
Conmun1cate interest to patient by: 

-maintaining eye contact 27 9.6 100 35.5 148 52.5 2.37 
-showing empathy 38 13.5 132 47.0 94 33.5 2.07 
-speaking slowly and clearly 43 15. 3 132 46.8 85 30 .1 1.98 
-having a relaxed body 49 17 .4 127 45 .0 84 29.8 1.95 
-sitting or leaning forward 

slightly 35 12.4 115 40.8 111 39.4 2 .10 
-expressing willingness to help 24 8.5 1°04 36.8 149 52.8 2.40 

Actively listen to patient, encourage 
patient, and facilitate counseling 
process by: 

-using open-ended questions 59 20.9 127 45.0 57 20.2 1.66 
-using minimal encouragers 68 24 .3 100 35.7 47 16 .8 1. 31 
-using paraphrasing or restatement 74 26.2 115 40.8 48 17.0 1.47 
-using reflection of feelings or 

affective responses 82 29.3 106 37.9 43 15 .4 1.42 
-silence 67 24.0 66 23.7 30 10.8 · .65 

Use Simple Terms 29 10 .3 123 43.8 119 42.4 2.24 
Stress Minimum number of essential 

points 44 15. 7 111 39. 5 97 34 .5 1.93 

S.D. N· 

0.88 280 

0.79 282 
0.88 281 
0.91 282 
0.93 282 

0.98 282 
0.74 282 

1.07 282 
1.32 280 
1.21 282 

1.14 280 
1.59 279 
0.82 281 

1.11 281 
"' m 



Counseling Ski 11 

Present information in a concise, 
logical, and organized manner 

S.D. = Standard Deviation 

TABLE 5 (Continued) 

Slightly Quite Extremely 
Capable Capable · · Capable 
N % . N . . . . . % . . . N . . . . . I . . . . Mean s . D. . N :. 

38 13.7 142 51.1 87 31.3 2.08 0.82 . 278 

N = Number of Respondents, Total N = 283. 

aCapability scale ranged from -3 (.Extremely Incapable) to +3 (.Extremely Capable). Only the 
Slightly to Extremely Capable pa~t of scale is reported. 

......... 

......... 
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capable u~ing simp_l~ tenns understood by the patient. More than 40% 

felt incapable using silence effectively in the counseling process. 

Seventy-five percent or more of the respondents felt quite to 

extremely capable using counseling skills to communicate interest 

and about 65% or less felt quite to extremely capable using facili­

tating counseling skills. Seventy-four percent felt quite to 

extremely capable stressing the minimum number of essential points 

in the time available. Generally, clinical dietitians felt least 

capable using counseling skills of a facilitating nature which 

places responsibility for patient involvement on the patient and 

most capable using counseling skills requiring active interaction 

with the patient. 

Success in Counseling Activities 

The perceived success in completing five general counseling 

activities is presented in Table 6. Respondents felt most success­

ful explaining changes needed in the diet regimen and least success­

ful in evaluating patient compliance to the diet regimen. More than 

70% felt quite to extremely successful in completing three of the 

counseling activities: assessing patient needs, explaining diet 

changes, and explaining information about medical condition. Less 

than 46% felt quite to extremely successful motivating patients to 

follow diet regimens or evaluating patient compliance. The lack 

of success in motivating patients to follow a diet regimen may be 

associated with lack of facilitating counseling skills which places 

responsibility of following the diet regimen on the patient. 



TABLE 6 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, MEANS, AND STANDARD DEVIATIONS FOR SUCCESS 
FELT BY CLINICAL DIETITIANS IN COMPLETING FIVE GENERAL 

COUNSELING ACTIVITIES 

Slightly Quite Extremely 
Successful Successful Successful 

Counseling Activity N % N % N % ·Mean S.D. 

Assess what is needed to help 
the patient 42 15.0 196 69.8 38 13. 5 1.93 0.68 

Explain to the patient changes 
needed in the diet regimen 21 7.5 197 70.6 56 20 .1 2.07 0.69 

Explain to the patient information 
about the disease condition 72 25.7 164 58.6 34 12. l 1.77 0.79 

Motivate and encourage the 
patient to follow the diet 130 46.6 95 34 .1 27 9.7 1.34 1.02 

Evaluate how well the patient· is 
following the recoJ1111ended diet 
regimen 96 34.4 106 38.0 22 7.9 1.15 1.26 

S.D. = Standard Deviation 

N = N~mber of Respondents, Total N = 283. 

asuccess scale ranged from -3 (Extremely Unsuccessful) to +3 (Extremely Successful). 
the Slightly to Extremely Successful part of the scale is reported. 

.. ( N 

281 

279 

280 

279 

279 

Only ........ 
~ 



Individuals . and Factor~. Influencing the Use 

of Counseling Strategies 
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Responses to two open-ended questions regarding what indi­

viduals other than patients and what factors influence the use of 

counseling strategies are summarized in Tables 7 and 8. Peers (other 

dietitians) and role models (who may or may not be dietitians) in 

training programs or workshops were noted· by about 70% of the re­

spondents as influencing the use of counseling strategies. Physicians, 

nurses, including nurse educators and clinicians, and patient's 

family or friends were each noted by 20% to 25% of the respondents. 

The factors influencing the use of counseling strategies the 

most were patient characteristics and time. Over 90% of the re­

spondents listed patient characteristics as influencing factors and 

approximately 40% listed time. Patient characteristics noted fre­

quently were attitude, acceptance, interest and willingness to 

follow diet, and education. The results, of these two questions 

supported the assumption that professional peers, i.e., dietitians, 

exert the most peer influence regarding counseling behavior and 

that patient characteristics were important factors in determining 

use of counseling strategies. Another strong influencing factor, 

time, was not investigated in this study but should be addressed 

in relationship to counseling behavior of clinical dietitians. 
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TABLE 7 

INDIVIDUALS OTHER THAN PATIENTS INFLUENCING THE USE 
OF COUNSELING STRATEGIES 

Individuals 

Peers, i.e. other dietitians 

Role nodels in training programs or 
workshops 

Physicians 

Patient's family or friends 

Nurses, nurse educators, or nurse 
cl i ni ci ans 

Social workers, psychologists, or 
other members of health care team 

Philosophy and expectations of superiors 

Role model for or working with dietetic 
interns, medical students or interns 

Other: past working relationships with 
health professionals, educational 
resource personnel, friends and 
relatives of dietitians, self trial 
and error 

Number of Respondents 

Number of 
Respondents 

98 

77 

61 

51 

50 

33 

14 

15 

16 

249 

Percentage 
of 

Respondents 

39.4 

30.9 

24.5 

20.5 

20 .1 

13. 3 

5.6 

6.0 

6.4 

a 

aPercentage does not add to 100 because respondents could list 
more than one answer. 

N = 283. 
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TABLE 8 

FACTORS INFLUENCING THE USE OF COUNSELING STRATEGIES 

!' Percentage 
Number of of 

Factors Reseondents Respondents 

Patient Characteristics: 238 92.6 

Age 14 
Attitude, acceptance, interest, 73 

and willingness to follow diet 
Attention span 4 
Economic 17 
Education 38 
Ethnic group 4 
Family support or presence 

of family members 16 
Feedback from patients 6 
Food habits 4 
Living conditions 9 
Mental state 5 
Motivation 16 
Physical condition 7 
Understanding of diet 

and medical condition 15 
Likelihood for compliance 10 

Time l 01 39 .3 

Past experience for counseling, i.e. 
dietetic training and success with 
patient counseling 50 19.5 

Reading, lectures, conferences 35 13. 6 

Attitude and support of dietary and 
the health care team 16 6.2 

Availability of audiovisual materials 16 6.2 

Workload 13 5 .1 

Disease state of patient. and type of diet 
prescription, i .t. complexity, difficulty 13 5. l 



Factors 

Counseling environment 

Opportunity for follow-up 

TABLE 8 (Continued) 

Dietary department policies and procedures 

Role model for students 

Appropriateness of diet, i.e. realistic goals 

Rapport with patient 

Number of Respondents 

N = 283. 
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Percentage 
Number of of 

Respondents Respondents 

10 3.9 

10 3.9 

9 3.5 

5 2.0 

4 1.6 

4 1.6 

257 a 

aPercentage does not add to 100 because respondents could list 
more than one answer. 
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Counseling Strategies 

The counseling strategies identified in the nominal group· 

process are given in Table D-1. Fifty-two strategies were grouped 

into five categories: assessment, educational, motivational, be­

havioral, and evaluation of patient compliance. The 20 strategies, 

four in each category, included in the survey instrument are pre­

sented in Table 9. The frequencies, percentage distributions, 

means, and standard deviations for preparedness, behavioral beliefs, 

attitude, subjective norm, intention and reported use of the 

counseling strategies are presented in Tables D-2 to D-7, and the 

means and standard deviations are summarized in Table 10. To 

simplify the discussion, in some cases, the number listed for each 

strategy in Table 9 will be used for reference purposes. 

Preparedness to Use 

According to the means for preparedness to use counseling 

strategies, Table 10, respondents felt most prepared obtaining an 

in-depth dietary history and teaching principles of the diet, spe­

cific foods, or restrictions and least prepared assisting patients 

in making non-food changes in life-style. Over 90% of the re­

spondents were quite to extremely prepared using #1, #6, and #9. 

Sixty-eight percent or less were quite to extremely prepared using 

#5, #14, #16, and #18 (Table D-2). The strategies with the most 

variation in responses, standard deviation greater than 1 .O, were 

#5, #14, #16, and #18. In general, respondents felt most prepared · 
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TABLE 9 

COUNSELING STRATEGIES USED IN THE SURVEY QUESTIONNAIRE 

Category 

Assessment 

Educa tiona 1 

Moti va tiona 1 

Counseling 
Strategy 

Number 

1. 

Counseling Strategy ·· ,. 

Obtain an in-depth dietary history. 

2. Identify environmental factors and cues 
affecting compliance. 

3. Determine willingness or resistance of 
patient to follow the ~iet regimen. · 

4. Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness. 

5. Use charts, pamphlets, audiovisual aids 
or computer assisted instruction to help 

· explain the disease condition, physiologic 
condition, physiologic process or medica­
tion as well as relationship to nutrition. 

6. Teach principles of the diet first, then 
discuss specific foods or restrictions. 

7. Use questions periodically to determine 
areas that may be unclear. 

8. · Have patient plan a menu or a day's meals 

9. 

(without your help) that could be prepared 
at home. 

Discuss ways in which the diet regimen can 
be worked into the life-style of the 
patient. 

10. Show approval for or reward patient for 
following some part of the diet regardless 
of present nutritional status. 



Category 

Behavi ora 1 

Evaluation 

Counseling 
Strategy 

Number 

TABLE 9 (Continued) 

Counseling Strategy 

11. Help patient feel he/she can have some 
control over his/her own health, life, 
or eating. 
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12. Involve patient and significant other in 
identifying priority problems and changes 
needed to deal with those problems. 

13. Determine what part of the diet the patient 
can realistically follow and set goals 
with the patient for that part of the 
diet regimen. 

14. Identify self-monitoring measures. 

l 5. Identify measures to contra 1 the patient's 
eating environment. 

16. Assist patient in making other (non-food) 
changes in his/her life that might have 
a direct effect on eating behavior. 

17. Mani tor 1 abora tory va 1 ues. 

18. Ask significant others, ~.g. family 
member or friend, to what extent patient 
has been following the diet regimen and 
whether patient has talked about diet 
problems. 

19. Determine from patient any problems 
following the diet. 

20. Have patient keep a food record and/or 
obtain a 24-hour recall during visit and 
review with patient to identify examples 
of compliance and non-compliance. 



Counseling 
Stratm 

Assessment 

t. 
2. 
3. 
4. 

Educa tiona 1 

5. 
6. 
7. 
8. 

Motivational 

9. 
10. 
11. 
12. 

Behavioral 

13. 
14. 
15. 
16. 

Evaluation 

17. 
18. 
19. 
20. 

TABLE 10 

MEANS ANO STANDARD DEVIATIONS FOR PREPAREDNESS, BEHAVIORAL BELIEFS, AITITUDES, SUBJECTIVE t«>RH, INTENTION, AND 
REPORTED USE BY CLINICAL DIETITIANS OF 20 COUNSELING STRATEGIES 

Preparedness• Behavioral Beliefb Attitudec Subjective Non1d lntentione 
~_Mean __ . $.D. Mean S.D. Mea11 S.D. Mean S.D. Mean S.D. 

2.46 0.70 3.4B 4.05 2.04 0.97 4.41 3.79 1.89 1.43 
1.96 0.83 5.68 3.48 2.22 0.68 4.27 3.55 2.18 0.87 
2.08 0.74 6.60 4.24 2.47 0.65 5.03 3.80 2.56 0.64 
2.07 0.74 6.06 3.40 2.18 0.76 4.65 3.51 2.34 0.71 

1.65 1.13 4.43 3.74 1.68 1.03 3.38 3.52 1.46 1.50 
2.44 0.61 6.09 3.57 2.29 0.77 4.39 3.54 2.38 0.75 
2.18 0.80 5.64 3.43 2.39 0.63 4.58 3.55 2.29 0.79 
2.19 0.82 5.66 3.70 2.05 0.90 3.78 3.40 1.43 1.29 

2.29 0.62 7.83 3.05 2.57 0.55 4.74 3.52 2.33 0.71 
1.89 0.98 5.29 3.26 1.97 0.97 2.99 3.34 1.89 1.07 
1.93 0.90 6.70 3.43 2.43 0.68 3.78 3.56 2.16 0.84 
1.88 0.94 5.52 3.19 2.20 0.70 3.72 3.50 1.87 0.98 

2.14 0.76 7 .21 3.45 2.29 0.81 4.31 3.50 2.20 0.83 
1.67 1.08 3.72 3.32 1.56 1.05 2.47 3.01 1.10 1.36 
1.80 0.88 3.79 2.87 1.73 0.90 2.86 3.21 1.46 1.17 
1.23 1.24 3.89 3.45 1.43 0.99 2.29 3.11 1.14 1.45 

2.10 0.89 3.45 4.02 2.08 0.87 4.14 3.56 2.06 1.16 
1.59 1.15 2.59 3.38 1.26 1.19 2.50 3.05 1.05 1.51 
2.12 0.82 4.74 3.29 2.17 0.72 3.96 3.54 2.12 0.75 
2.21 0.84 4.54 3.60 1.93 1.02 3.44 3.46 1.37 1.38 

aPreparedness scale ranged fro• -3 (Extremely Unprepared) to +3 (Extre111elv Prepared). 

Reported Usef 
Mean S.D. 

3.61 1.07 
3.87 0.86 
4.42 0.67 
4.19 0.74 

3.29 1.19 
4.30 0.76 
4 .19 0.75 
3.07 1.05 

4.17 0.79 
3.62 1.07 
3.98 0.83 
3.47 0.93 

3.92 0.85 
2.74 1.01 
3.04 0.91 
2.75 1.01 

3.85 1.10 
2.79 1.00 
3.78 0.83 
2.99 1.12 

bBehaviorat Belief score ranged from -12 (Extremely Unlikely) to +12 (Extre,aeJy LfkeJy). Score was product of question 6 which measured. strength 
of salient belief on scale ranging fro• -3 (Extremely Unlikely) to +3 (Extremely Likely) and of question 7 which measured certainty of counseling 
outcome on scale ranging fro111 +1 (Not at All Certain) to +4 (Extremel.y Certain). 

cAttitude scale from -3 (Extremely Undesirable) to +3 (Extremely Desirable). 

dSubjective lt>rAI score ranged from -9 (Extremely Unlikely) to +9 (Extre.ety Lfltely). Score was product of question 9 which measured perceived 
peer pressure to use a strategy on scale ranging from -3 (Extremely Unlikely) to +3 (Extre111ely Likely) and question 10 which measured nntivatfon to 
comply with peers on scale ranging fro11 -3 (Extremely Unlikely) to +3 (Extremely Likely). 

elntentfon scale ranged from -3 (Extre111ely Unlikely) to +3 (Extreme Likely). 

fReported Use scale ranged from +1 (none) to +4 (alt patients). CX) 
........ 
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using assessment and educational s~rategies and least prepared using 

behavioral strategies. 

Behavioral Beliefs Toward Use 

Behavioral belief was the product of the responses to how 

likely and how certain the use of a counseling strategy will increase 

patient compliance. The responses slightly to extremely likely and 

slightly to extremely certain are presented in Table 0-3 and a sum­

mary of the means and standard deviations for the behavioral belief 

score are presented in Table 10. The strategies most likely to pro­

mote patient compliance were incorporating the diet regimen into 

the life-style of the patient and determining parts of the diet the 

patient can realistically follow. Eighty to 90% of the respondents 

felt these strategies were both quite to extremely likely and cer­

tain to promote patient compliance. About 50% or less felt that 

obtaining an in-depth dietary history, identifying self-monitoring 

measures, identifying measures to control eating environment, 

assisting patients in making non-food changes in life-style, moni­

toring lab values, and checking with significant others to what 

extent patient has been following the diet were both quite to 

extremely likely and certain to promote patient compliance. The 

strategy perceived least likely to promote patient compliance was 

asking significant others if patient has had problems following the 

diet. Strategies with a mean behavioral belief score between 6.00 

and 7.00 were #3, #4, #6, and #11 indicating these strategies were 
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quite likely _to promote patient compHance. In general, motivational 

strategies were rated as most likely to promote patient compliance 

and evaluation strategies were least likely to promote patient com­

pliance. 

Attitudes Toward Use 

The attitudes of clinical dietitians, ratings slightly to 

extremely desirable, in using the 20 counseling strategies are given 

in Table D-4, and the means and standard deviations are summarized 

in Table 10. The most desirable strategy to use was discussing ways 

to work the diet regimen into life-style of the patient, Mean= 2.57, 

and the least desirable was checking with significant others regard­

ing how well the patient was following the diet, Mean= 1.26. Be­

tween 90 to 95% of the respondents felt that #3, #6, #7, and #11 

were quite to extremely desirable to use and between 50 to 70% felt 

that #5, #14, #15, and #16 were quite to extremely desirable to use. 

The strategies with largest variation in responses, standard devia­

tion greater than 1.0, were #5, #14, #18, and #20. In general, the 

motivational strategies were the most desirable to use and the be­

havioral strategies were the least desirable. 

Subjective Nonn {Peer Influence) 

The subjective nonn (peer influence} was the product of re­

sponses to two questions: (a} How likely the Reg'istered Dietitians 

you work with think you should use each strategy? and (b) How likely, 

generally speaking, you want to do what the Registered Dietitians you 



90 

work with think you should do? The ratings for slightly likely to 

extremely likely for both (a) and (b) are presented in Table D-5, 

and the means and standard deviations for subjective nonn are sum­

marized in Table 10. The strategy with highest subjective norm 

mean was detennining willingness or resistance of patient to follow 

the diet and the strategy with the lowest subjective nonn mean was 

assisting patient in making non-food changes in life-style of 

patient. Approximately 80% to 90% of the respondents rated both 

(a) and (b) quite to extremely likely for seven strategies: #2, 

#3, #4, #6, #7, #9, and #13. Approximately 50% or less of the re­

spondents rated both (a) and (b) quite to extremely likely for three 

strategies: #14, #16, and #18. In general, the most peer pressure 

was felt f.or the use of assessment strategies and the least peer 

pressure was felt for the use of behavioral strategies. 

Intention to Use 

Ratings of the intention, slightly to extremely likely, of 

clinical dietitians to use the 20 counseling strategies are pre­

sented in Table D-6, and a suJ11T1ary of the means and standard devi­

ations are presented in Table 10. In counseling patients, re­

spondents intended most to detennine willingness of patient to 

follow the diet, Mean= 2.56, and intended least to check with 

significant others as to problems patient has had following the 

diet, Mean= 1.05. Between 85% to 95% of the respondents rated in­

tention as quite to extremely likely to use eight strategies: #2, 

#4, #6, #7, #9, #11, #13, and #19 and less than 50% rated intention 
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as quite to extremely likely to use three strategies: #14, #16, 

and #18. Generally, there was a high intention to use the assess­

ment strategies and a low intention to use the behavioral strategies. 

Behavior or Reported Use 

Behavior was measured in terms of approximately how many 

patients a dietitian used a counseling strategy. Ratings of using 

the 20 counseling strategies with about half, more than half, or 

·all patients are presented in Table D-7, and the means and standard 

deviations are summarized in Table 10. The strategy with the 

highest behavior mean was determining willingness or resistance of 

patient to follow the diet and the strategies with the lowest be­

havior mean were identifying self-monitoring measures and assisting 

patient in making non-food changes in life-style. Between 80% to 

90% of the respondents used #4, #6, #7, and #9 in counseling .more 

than half or all patients. Approximately 30% to 50% of the re­

spondents counseled more than half or all patients using six strat­

egies: #5, #8, #12, #15, #18, and #20. In general, the assessment 

strategies were used in counseling the most patients and the be­

havioral strategies were used with the least number of patients. 

In summary, discussing ways to work the diet regimen into 

the life-style of the patient (#9) was rated the most likely to 

promote patient compliance, most desirable to use, and was rated 

high in peer pressure to use and intention to use. Strategy #3, 

determine willingness or resistance of patient to follow the diet 

regimen, had the highest rating in peer pressure to use, intention 



·to use, and reported user The ·strategies· receiving the lowest 

ratings overall were identifying self monitoring measures (#14), 

assisting patients in making. non-food changes in life-style (#16), 

and determining from patient any problems following the diet (#18). 

Strategy #18 was rated least likely to promote patient compliance, 

least desirable to use, and lowest in intention to use. Strategy 

#16 was rated the least prepared to use and lowest in peer pressure 

to use and reported use. Strategy #14 was also rated the least 

prepared to use, lowest in reported use, less likely to promote 

patient compliance, and less desirable to use. Considering the 

strategies in categories, the behavioral strategies received the 

lowest rating for preparedness, desirability, peer · pressure, in­

tention to use, and reported use. Evaluation strategies were 

rated as least likely to promote patient compliance. Respondents 

seemed the most prepared using assessment and educational strate­

gies. Motivational strategies were most likely to promote patient 

compliance and were the most desirable to use. However, assessment 

strategies had the highest peer pressure to use, highest intention 

to use, and were used with the most patients. 
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VI. RESULTS AND DISCUSSION 

Inferences concerning the relationships among variables affect­

ing counseling behavior were investigated using correlation and re­

gression analyses. The four major areas addressed were: (a) ·data 

reduction of external variables, (b) correlations between the 

external variables, (c) bivariate correlations between external 

variables and dependent variables, and (d) variables influencing 

counseling behavior. 

Data Reduction of External Variables 

Factor analysis, a tool useful in identifying intercorrela­

tions among measures of external variables and aiding in data reduc­

tion was used to reduce the 73 external variables into 24 single 

variable and multiple variable indices. Three factor analyses were 

conducted: (a) all external variables, (b) patient characteristics 

only, and (c) counseling skills only. The 21 factors that emerged 

from the factor analysis of all external variables as well as the 

factor analysis of both patient characteristics and counseling skills 

are presented in Table 11. Only variables with a factor loading of 

.40 or higher are presented. Variables loading together in a fac­

tor but intuitively different were kept as separate variables. When 

two durrmy variables emerged in a factor and had high negative and 

positive factor loadings and when combined together would represent 

the majority of the population for that variable, an arbitrary deci­

sion was made to omit one. Variables involved included basic 
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TABLE 11 

RESULTS OF FACTOR ANALYSIS OF EXTERNAL VARIABLES IDENTIFIED IN THE CONCEPTUAL MODEL · 
WITH FACTOR LOADING ABOVE .40 

Factor Factor 
Factors Loadinga Loadingb 

Factor 1 

Develop rapport with patientse 0.46 
Actively listen to patient by: 

Using open-end questions 0.60 
Using minimal encouragers 0.76 
Using paraphrasing or restatement 0.74 
Using reflection of feelings or affective 

responses 0.63 
Using s i 1 ence 0.63 

Factor 2 · 

Age 0.82 
Years employed in facility 0.90 
Years employed in dietetics 0.89 
Years employed as a clinical dietitiane 0.75 
Years experience--patient care 0.85 
Years experience--teaching 0.63 

Factor 3 

Control of food preparation and purchasing 0.67 o. 73 · 
Cultural food habits 0.58 0.62 
Educational level 0.48 0.52 

Factor 
Loadingc. 

0.35 

0.57 
0.81 
0.70 

0.59 
0.68 

"° ~ 



TABLE 11 (Continued) 

Factors 

Emotional problems 
Interest in food preparation and purchasing 
Living conditions 
Management of resourcese 
Socio-economic status 
Support of family and friends 
Use of misinformation 
Variety of food available in community 
Willingness to make changes . 

Factor 4 

Dietetic program: d 
Internship+ Master's degree 
Master's degree+ work experienced 

Highest degree earned: 
Bachelor's degreee 
Master's degree 

Factor 5 

Age of patient counseled: 
Children 
Adolescents 
Young adults 

Medical condition of patients counseled: 
Pregnancy and/or lactation 

Factor 
Loadinga 

0.56 
0.60 
0.76 
0.77 
0.81 
0. 51 
0.62 
0.65 

-0.57 
-0.45 

0.94 
-0.94 

0.82 
0.87 
0.46 

0.50 

Factor 
Loadingb 

0.52f 
0.57 
0.62 

0.56f 0.56 
0.74 

f 0.7lf 
0.49 

0.62 
0.68f 

Factor 
LoadingC ·: 

. . .. 

~ 
U1 



TABLE 11 (Continued) 

Factor Factor Factor 
Factors Loadinga Loadingb LoadingC 

Factor 6 

Emphasis of basic dietetic program: 
Clinical dieteticse -0.92 
Generalist 0.91 

Factor 7 

Medical condition of patients counseled: 
Allergies 0.49 
Cardiovascular disorders 0.46 
Diabetes/obesity 0.50 
Gastrointestinal disorders o. 81 
Liver disorders 0.75 
Nutritional support 0.43 

Factor 8 

Years experience--outpatient clinic 0.76 
Setting where patient counseled: 

Acute care facility -0. 72 
Ambulatory care--outpatiente 0.67 

Factor 9 

Patient characteristics: 
Attitude toward medical condition 0.66 0.58 

\0 

Attitude toward nutrition 0.78 0.83 °' 
Attitude toward diet 0.74 0. 81 



TABLE 11 (Continued) 

Factors 

Factor 10 

Years experience--food systems administration 
Setting where patient counseled: 

Long tenn/rehabilitation facility 

Factor 11 

Age patient counseled: 
Adults 
01 der adults 

Factor 12 

Emphasis of basic dietetic program: 
Food systems administratione 

Factor 13 

Emphasis of basic dietetic program: 
Community dietetics or public health 

Factor 14 

Factor 
Loadinga 

0.49 

0.78 

0.76 
0.60 

o. 72 

0. 81 

Average number of patients interacted with daily 0.67 
Average number of patients counseled daily 0.66 

Factor 
Loadingb 

Factor 
LoadingC 

U) 
~ 



TABLE 11 (Continued) 

Factors 

Factor 15 

Conmunicate interest by: 
Maintaining eye contact 
Showing empathy 
Speaking slowly and clearly 
Being relaxed 
Sitting or leaning forward slightly 
Expressing willingness to help 

Actively listen to the patient by: 
Using reflection of feelings or affective 

responsesd 

Factor 16 

Basic dietetic program: 

Factor 
Loadinga 

0.60 
0.46 
0.62 
0.66 
0.67 
0.55 

Bachelor's +Traineeship or preplanned work experience -0.72 
Bachelor's+ Internship 0.41 

Factor 17 

Medical condition counseled: 
Renal disorders 

Factor 18 

Knowledge of diet 
Knowledge of medi~al condition 
Educational level 

o. 81 

0.46 
0.79 

Factor 
Loadingb 

0.69 
o. 81 
0. 41 

Factor . 
Loadingc · 

0.68 
0.59 
0.67 
0.70 
0.65 
0.56 

0.45 

4.0 
co 



TABLE 11 (Continued) 

Factors 

Factor 19 

Using simple terms understood by the patient and 
in the vernacular to fhe patient 

Stress minimum number of essential points in . 
time available 

Present information in a concise, logical, and 
organized manner 

Convnunicate interest to the patient by: 
Expressing willingness to helpd 

Factor 20 

Basic dietetic program: 
Bachelor's--cupe 
Bachelor's+ Internship 

Factor 21 

Basic dietetic program: 
Internship+ Master's 
Master's+ work experiencee 

Factor 
Load1ng8 

0.67 

0.64 

0.76 

o. 77 
-0.55 

-0.52 
0.73 

Factor 
Load1ns_b 

aloadings of factor analysis of all external variables, N=279. 

bloadings of factor analysis of patient characteristics only, N=283. 

Factor 
Loadingc 

0.68 

0.75 

0.82 

0.43 

\0 
\0 



TABLE 11 (Continued) 

cloadings of factor analysis of counseling skills only, N=283. 

dvariable loaded higher on another factor. 

evariable omitted. 

fRepresents loadings of a second factor for patient characteristics. 

__, 
0 
0 
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dietetic program, basic dietetic program emphasis, highest degree 
. . 

earned, and counseling setting. The identification of indices for 

patient characteristics and counseling skills was based on the 

factor analysis of each; however, for the most part the factor load­

ings were similar to those found in the factor analysis of all 

external variables. When a variable emerged in more than one fac­

tor with a loading higher than .40, it was retained in the factor 

with the highest loading and the resulting index. The redefined 

external variables and indices are presented in Table 12. The total 

index for each .respondent was comput~d by summing responses to each 

variable in the index with missing data assigned the sample mean 

for each variable. 

Correlations Between External Variables 

The correlation matrix, means, and standard deviations for 

measures of the 24 redefined external variables are presented in 

Table 13. Variables significant at p < .05, p < .Ol ·, p < .001 are 

indicated and discussed as being correlated with the dependent. vari­

able. Since the intent was to identify the external .variables that 

were significantly associated, those variables with correlations 

above .10, negative or positive, and were not significant will not 

be discussed. It is recognized that these variables are correlated 

but have a weaker association. 
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. TABLE ·12 . 

REDEFINED EXTERNAL VARIABLES USED IN THE REGRESSION 
MODELS TO EXAMINE INFLUENCES ON THE COUNSELING 

BEHAVIOR OF CLINICAL DIETITIANS 

Category 

Demographic 
Cha racteri s ti cs 

Si tua ti ona 1 
Characteristics 

Variable 
Number 

1. 
2. 
3. 
4. 
5. 
6. 
7. 

8. 

9. 

10. 

11. 

12. 

13. 
14. 
15 o I 

16. 
17. 

External Variables 

Age 
Bachelor's+ Internship Programa 
Internship+ Master's Programa 
Generalist Emphasisb 
Community Emphasisb 
Master's DegreeC 
Work Experience Index: 

Years Employed in Faci 1 it~ 
Years Employed in Dietetics 
Years Experience-Direct Patient Care 
Years Experience-Teaching 

Years Experience-Food Systems Adminis­
tration 

Years Experience-Outpatient 

Patient Contact Index: 
Number of patients interacted with 

daily 
Number of patients counseled daily 

Patient Age: A Index: 
Children 
Adolescents 
Young Adults 

Patient Age: B Index: 
Adults 
01 der Adults 

Acute Care Facilityd 
Long Term Care/Rehabilitation Facilityd 
Medical Condition Index: 

Allergies 
Cardiovascular Disorders 
Diabetes-Obesity 
Gastrointestinal Disorders 
Liver Disorders 
Nutritional Support 

Pregnancy and/or Lactation 
Rena 1 Disorders 



Category 

Attitude Toward 
Targets 

103 

· TABLE 12 (Continued) 

Variable 
Number 

18. 

19. 

20. 

21. 

22. 

23. 

External Variables and Indices 

Patient Characteristics: Attitudes 
Index 

Attitudes toward medical condition 
Attitude toward nutri.tion 
Attitude toward diet 

Patient Characteristics: Socio­
cultural Index 

Control of food preparation arid 
purchasing 

Cultural food habits 
Educational level 
Interest in food preparation and 

purchasing 
Living conditions 
Socio-economic status 
Variety of food available in the 

community 
Patient Characteristics: Psychological 
Index 

Emotional problems 
Support of family and friends 
Use of misinformation 
Willingness to make changes 

Patient Characteristics: Knowledge 
Index 

Knowledge of diet 
Knowledge of medical condition 

Counseling Skills: Active Listening 
Index 

Use open-ended questions 
Use minimal encouragers 
Use paraphrasing or restatement 
Use reflection of feelings or 

affective responses 
Silence 

Counseling Skills: Communicate 
Interest Index 

Maintain eye contact 
Show empathy 
Speak slowly and clearly 
Be relaxed 



Category 

TABLE 12 (Continued) 

Variable 
Number External Variables and Indices 

Sit or lean forward slightly 
Express willingness to help 
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24. Counseling Skills: Organization Index 
Use simple tenns understood by the 

patient . 
Stress minimum number of essential 

points 
Present information in 'a concise, 

logical, and organized manner 

aMeasure of Basic Dietetic Program . . 

bMeasure of Basic Dietetic Program Emphasis. 

cMeasure of Highest Degree Earned. 

dMeasure of Setting Where Patients Are Counseled. 
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*Significant at .OS level. 

**S19n1ficent at .01 level. 

**S1gn1ficent at .001 level. 

N a 283. 

izo 121 122 123 
..... 

2.90 

.61 . 

.09 

.64 

.03 

.32 
20.68 

1.03 

1.15 

30.49 

1.19 

1.82 

.86 

.07 

2.89 

.15 

.35 

6.29 

8.88 
6.54 

.3s-· 3.38 

.35- .27*** 12.87 

.25*** .16** .s1-· 6.54 

.2s•- .20*** ,52*- .so- 6.25, 

S,D. 

1.76 

.49 

.29 

.48 

.17 

.47 
17.84 

2.61 

2.54 

25.38 

1.04 
.47 

.35 

.26 

1.62 

.36 

.48 

2.34 

5.76 

3. lJ 

1.88 
3.65 

4.71 

2.28 

__, 
0 
u, 



106 

Demographic Characteristics 

Younger respondents were significantly associated with 

counseling patients in acute care settings, r=-.26, and feeling pre­

pared in using the counseling skills to communicate interest, r=-.15. 

Older respondents were correlated with basic dietetic training in a 

Bachelor's + Internship program, r=.16, experience index, r=.81, 

experience in food systems administration, r=.47, experience in out-, 

patient care, r =.37, and with rating patient psychological charac­

teristics as important in selecting counseling strategies, r=.16. 

Respondents trained in Bachelor's + Internsh;-p progr~ms were posi­

tively associated with the generalist emphasis, r=.38, work experience 

in dietetics, r=.24, and negatively associated with the Master's 

degree as highest degree earned, r=-.28. Whereas, those trained in 

Internship+ Master's programs were negatively associated with pro-

·gram emphases other than generalist, r=-.18, and positively associ­

ated rating patient attitudes toward diet and medical conditions as 

important in selecting counseling strategies, r=.12. Trainees of 

basic dietetic programs with a community emphasis were correlated 

with capability in using counseling skills to communicate interest, 

r=.14, indicating they felt more capable using active participation 

counieling skills than tr~inees in the generalist, clinical nutri­

tion, or food systems administration emphasis. Respondents who 

obtained a Master's degree as the highest degree earned were associ­

ated less with counseling adults and older adults, r=-. 15, and less 

with counseling patients with such medical conditions as allergies, 



.cardiovascular disorders~ gastrointesti·nal dtsorders, diabetes, 

obesity, liver disorders, or needing nutritional suppo~t, r=-. 15, 

than those who obtained a Bachelor's degree as highest degree. 
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Increased experience in facility where employed, in dietetics, 

and in teaching, was associated with more experience in outpatient 

care, r=.22, and food systems administration, r=.40, and with 

counseling patients in long term/rehabilitation facilities, r=.14, 

and rating patient psychological characteristics as important in 

selecting counseling strategies, r=.12. They were less likely to 

counsel patients on medical conditions included in the medical con­

dition index, r=-.12. Respondents with more experience in food 

systems administration were associated with more patient contact, 

r=.14, and counseling patients more in long term/rehabilitation 

facilities, r=.22, than in acute care facilities, r=-.26, and with 

less capability in using counseling skills to communicate interest, 

r=-.13. On the other hand, more experience in outpatient care was 

associated with counseling patients who were pregnant and/or lactat­

ing, r=.12, and counseling patients in settings other than acute 

care facilities, r=-.48. 

Situational Characteristics 

The patient contact index was negatively correlated with 

counseling children, adolescents, and young adults, r=-.14. This 

indicates that respondents had less interaction with and counseled 

fewer children, adolescents, and young adults. The condition, 



pregnancy and/or lactation, was associated more with younger age 

groups counseled, i.e., adolescents and younger adults, r=.29. 

Adults and older adults .counseled were associated more with the 

medical conditions included in the medical condition index, r=.24. 

Respondents counseling patients with medical conditions included 

in the index were more likely to counsel patients in an acute care 

facility, r=.17, felt more prepared using the counseling skills 

to communicate interest, r=.12, and were ·less 1 ikely to' counsel 

patients with renal disorders, r=.20. Respondents counseling 

patients in acute care facilities were less likely to counsel 

patients in long-term rehabilitation facilities, r=.12, and were 

less likely to counsel pregnant and lactating ·patients, r=. 16. 

Attitude Toward Targets 

The four indices- representing importance of patient charac­

teristics and three indices representing capability in using 

counseling skills were all significantly i:ntercorrelated but two, 

r=.12 to r=.58. The two indices not significantly associated were 

socio-cultural patient characteristics and organization counseling 
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skills. The more important patient characteristics were rated in 

selecting counseling strategies, the more prepared respondents felt 

in using all the counseling skills, r=.11 to r=.37. Also, the more 

prepared they felt in using counseling skills in one tndex the more 

capable they felt in using counseling skills in the other two 

indices, r=.50 to r=.57. 



.Bivariate Correlations Between External and 

Dependent Variables 
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Twenty-four measurements (Table 12, page 102) representing 64 

external variables were entered into correlation models for prepared­

ness attitude, subjective norm, intention, and reported use of the 20 

counseling strategies. The bivariate correlation coefficients are 

presented in Tables E-1 to E-5. Those correlations significant at 

p < .OS, p < .01, and p < .001 ·are indicated. The bivariate corre­

lations are important only to note significant trends. The magnitude 

of the bivariate correlations, generally, was not very high between 

the demographic or situational characteristics and the dependent 

variables. Correlations tended to be less than .20 with majority 

less than .06 indicating a weak association. However, the magnitude 

of the bivariate correlations between the indices for importance 

of patient characteristics or capability in using counseling skills 

and the dependent variables were generally high. Approximately 60% 

of the correlations were between .15 and .50 of which 50% were be­

tween .20 and .50 indicating a strong direct associati9n. 

Variables Influencing Counseling Behavior 

Multiple regression was employed to examine the influences of 

more than one independent variable on a dependent variable. Regres­

sion 11 explains 11 a single known, explained, and measured dependent 

variable through the independent variables (Neter and Wasserman, 1974). 
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The . procedure allow~ the ~esear~her to control for an independent 

variable while examining the affect of other independent variables. 

An advantage is its ability to yield quantitative estimates of the 

relationships between the dependent variable and each of several 

independent variables if such relationships are statistically signif­

icant. The estimated coefficient for an independent variable is in­

terpreted as the quantitative change in the dependent variable per 

unit change in the independent variable, while all other independent 

variables held constant. 

Regression infers a causal model, however, causal order can­

not be indicated. Since the study was cross-sectional, no evidence 

is available to verify that the assumed causal order is correct. 

Time-series data are needed to test ·causal order. Any causal effects 

are discussed as the relative affect or influence of the independent 

variable on the dependent variable. The findings can only be sug­

gestive and do not represent cause-and-effect. 

A full regression model . for each counseling strategy was used 

to examine the cumulative affect of the interdependent (external) 

variables. The best indication of the cumulative affect of a large 

set of independent variables in regression analysis is the multiple 

coefficient of detenni nation, R2. The· R2 expresses the amount of 

variation in the dependent variable explained by the independent 

variable. It can be interpreted as the percentage of the total 

variation in the dependent variable accounted for by the .independent 

variables (Kerlinger & Pedhazur, 1973). 
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. The · standardized regression coefficients (beta weights) and 

multiple coefficients of detenninants (R2) of the models for prepared­

ness, attitude, subjective norm, intention, and reported use of the 

twenty counseling strategies are presented in Tables F-1 to F-5. 

Standardized regression coefficients are the best indicator of the 

relative importance of each independent variable (Kerlinger & 

Pedhauzer, 1973). All variables with beta weights significant at 

p < .05, p < .01, and p < .001 are indicated. Variables related to 

the counseling behavior of clinical dietitians are discussed in terms 

of the significant influence of each independent variable on pre­

paredness, attitude, subjective norm, intention to use, and reported 

use of :.the counseling strategies. The independent variables were 

defined as the external variables, i.e., demographic characteristics, 

situational characteristics, and attitude toward targets, and one 

or more of the dependent variables depending on the regression model. 

Mean standardized regression coefficients greater than .10 

between components of the conceptualized model for all counseling 

strategies and categories of counseling strategies are presented in 

Figures 3-8. It is recognized that the mean beta coefficients pre­

sent only suggestive findings and represent an average general direc­

tion, but averaging does provide a mechanism to discuss the data in 

a summary fashion. 

Demographic Characteristics 

The influences of demographic characteristics were measured 

using eight single variables and one multiple variable index. These 
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measurements . included ~ge of r~spondent; two basic dietetic program 

variables, Bachelor's+ Internship and Internship+ Master's; two 

basic dietetic program emphasis variables, generalist and co~munity; 

Master's degree, representing the highest degree earned; years 

experienc~ in food systems administration; and years experience in 

outpatient care; and an Experience Index representing years employed 

in facility, years employed in dietetics, years experience in direct 

patient care, and years experience in teaching. 

Age. Age of respondent did not significantly influence pre­

paredness, attitude, intention to use, or reported use of the 

counseling strategies. Age did negatively influence preparedness 

to use #18; moderately influenced the attitude toward use of #17; 

slightly to moderately influenced the subjective norm toward use of 

#8, #16, and #17; and relatively influenced the reported use of two 

strategies, #8 and #14, Tables F-1 to F-5. When the beta weights 

were averaged across counseling strategies, age slightly influenced 

the subjective nonn of all counseling strategies, b=.14, Figure 3. 

The mean for subjective norm toward use of assessment strategies, 

behavioral strategies, and evaluation strategies was above .12, 

Figures 4, 7, and 8. 

Basic dietetic program. The Bachelor's+ Internship program 

did not significantly influence preparedness to use any of the 

strategies, but did slightly influence attitude to use #3 and #13, 

subjective norm to· use #8, intention to use #7 and #8; and nega­

tively influenced the reported use of #11, Tables F-1 to F-5. In 



contrast, the Internship+ Master's program did not significantly 

influence preparedness or attitude to use any of the strategies, 

but slightly influenced intention to use #7 and the reported use 
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of #2, and negatively influenced the subjective norm to use all the 

counseling strategies. The -negative beta coefficients for the sub­

jective norm indicated that graduates of an .Internship+ Master's 

program perceived less peer pressure to ·use a counseling strategy 

than graduates from other programs, i.e., ·Bachelor's+ Internship, 

Bachelor's+ Traineeship, Bachelor's--Coordinated Dietetic Program 

(CUP), or Master's+ Work Experience. ·All strategies but four, #1, 

#2, #14, and #16, were significantly influenced by the Internship+ 

Master's program indicating that the Internship+ Master's program 

had less influence on assessment and behavioral strategies. 

When the beta coefficients were averaged across counseling 

strategies, the Bachelor's Degree+ Internship positively influenced 
-

subjective norm slightly toward use of behavioral strategies, b=·.10. 

The Internship+ Master's Degree negatively influenced subje~tive 

norm toward use of all strategies, b=-.15; use of assessment strate­

gies, b=-.13; use of behavioral strategies, b=-.13; use of motiva­

tional counseling strategies, 6=-.16; and, use of evaluation strate­

gies, b=-.16, Figures 3-8. Since both Bachelor's+ Internship and 

Internship+ Master's are only two programs out of five possible 

·di"eteti c programs, caution must be taken in interpreting these re­

sults. Realistically, further study is needed to identify the in­

fluence of the different basic dietetic programs on the dependent 

variables, especially subjective norm. 



120 

Basic~ dietetic program emphasis. The variables for basic 

program emphasis, generalist and community, did not significantly 

influence any of the dependent variables. The negative beta coef­

ficients indicate that the preparedness, attitude, subjective norm, 

intention to use, and reported use O'f a strategy is 1 ess for either 

the generalist or community emphasis than other program emphases, 

Tables F-1 to F-5. The generalist emphasis did not significantly 

influence any of the strategies for preparedness, slightly influenced 

attitude to use #9, negatively influenced subjective norm to use #8 

and intention to use #20, and slightly influenced reported use of #2 

and #11. 

The community emphasis negatively influenced preparedness to 

use #11, #16, and #18; negatively influenced intention to use #5 

and #20; slightly influenced subjective norm to use #11 and #15; 

slightly influenced reported use of #11; and did not significantly 

influence attitude toward any strategy. The preparedness, subjec­

tive nonn, and reported use o_f #11 was influenced more by the com­

munity emphasis than other program emphases, i.e., clinical dietetics, 

food systems administration, or generalist. As with basic dietetic 

program, caution must be used .in interpreting the influence of the 

generalist or community emphasis. However, since neither program 

si gni fi cantly influenced a group of strategies, further study is not 

recommended. 

Highest degree earned. Like age, basic dietetic program, 

and basic dietetic program emphasis, the Master's Degree variable 
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representing the highest degree did not significantly influence the 

dependent variables. Obtaining a Master's degree did negatively in­

fluence preparedness to use and attitude toward use of #7, slightly 

affected subjective norm toward use of #5, did no~ significantly 

affect intention to use any strategy, and slightly affected reported 

use of #8 and #18, Tables F-1 to F-5. 

Work experience in dietetics. The ~xperience index did not 

significantly influence preparedneis, attitude, or intention to use 

any counseling strategy, but did negatively influence subjective 

norm to use #17, and strongly affected the reported use of #8, 

Tables F-1 to F-5. When the beta coefficients were averaged across 

counseling strategies, the experience index slightly influenced the 

evaluation strategies, b=-.11, Figure 8. 

Experience in food systems administration moderately influenced 

the preparedness to use #15 and #18, and slightly reported use of 

#10, Tables F-1 to F-5. It did not significantly influence attitude, 

subjective nonn, or intention to use any counseling strategy. When 

beta coefficients were averaged across counseling strategies, 

experience in food systems administration slightly influenced pre­

paredness to use the behavioral strategies, and evaluation strate-
- -gies, b=.14 and b=.11, Figures 7 and 8. 

Experience in Outpatient Care slightly affected preparedness 

to use three strategies, #6, #13, and #16; negatively affected pre­

paredness to use two strategies, #8 and #20; and slightly aff~cted 

subjective norm to use #20 and reported use of #1, Tables F-1 to 
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F-5. The index did not significantly influence attitude of intention 

to use any of the counseling strateg·ies. Of the three measurements 

of experience, outpatient care had the most influence, significantly 

affecting preparedness to use two educational, two behavioral, and 

one evaluation strategy. Overall, experience in outpatient care had 

a slight influence on preparedness to use behavioral counseling 

strategies, b=.11, Figure 7. 

In summary, the demographi'c characteristics had little in­

fluence on the preparedness, attitude, subjective norm, intention, 

or reported use of counseling strategies. Older respondents were 

more likely to be influenced by peer pressure toward the use of most 

strategies, especially the assessment, behavioral, and evaluation 

strategies. Respondents who had completed an Ihternship + Master's 

program indicated that peer influence was less likely to influence 

the use of most strategies, especially the assessment, behavioral, 

motivational, and evaluation strategies. Low beta weights and a 

mixed pattern of positive and negative beta coefficients indicated 

a weak, unstable relationship between the demographic characteristics 

and the dependent variables, with the exception of age and Master's 

+ Internship program on subjective norm. 

Situational Characteristics 

The influence of situational characteristics on the dependent 

variables was measured using four indices and four single variables. 

The variables were the Patient Contact Index, Patient Age-A Index, 



Patient Age-8 Index, acute care facility, long tenn/rehabilitation 

faci 1 ity, Medi cal Condition- Index, pregnancy and/or 1 actatfon, and 

renal disorders. As with the demographic characteristics, situa­

tional characteristics did not, generally, significantly influence 

the dependent variables. 
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Patient contact. The Patient Contact Index slightly in­

fluenced preparedness to use #5 and negatively influenced prepared­

ness to use #10; negatively influenced attitude to use #13, #15, and 

#16; and slightly influenced subjective nonn to use #8, #14, #15, 

and #18. The index negatively influenced intention to use #1 and 

weakly influenced reported use of #17, Tables F-1 to F-5. When 

beta coefficients were averaged across counseling strategies, the 

Patient Contact Index negatively influenced attitude and positively 

influenced subjective norm toward use of behavioral strategies 

slightly, 6=-.16 and 5=.11, Figure 7, page 117. 

Age and medical condition of patients counseled. · Patient 

age and medical condition had little influence on the dependent 

variables. The Age-A Index representing children, adolescents, and 

young adults negatively influenced preparedness to use #3, slightly 

influenced the attitude toward use of #10, negatively influenced 

intention. to use #17, and negatively influenced reported use of #3 

and #20. Subjective norm was not significantly influenced toward 

the use of any of the strategies, Tables F-1 to F-5. The Age-B 



. Index repres~nting adults and older adults slightly influenced 

preparedness to use #9, negatively influenced attitude toward use 

of #7, slightly influenced intention to use #9, and slightly in­

fluenced reported use of #16. The subjective norm was not signif­

icantly influenced by the Age-8 Index. 
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The Medical Condition Index represented six medical condi­

tions: allergies, cardiovascular disorders, diabetes/obesity, gastro­

intestinal disorders, liver disorders, and nutritional support. The 

index moderately influenced preparedness to use #14 and #16 and 

negatively influenced preparedness to use #6. It negatively in­

fluenced intention to use #8, #14, and #20; negatively . influenced 

reported use of #12; and did not significantly influence attitude 

or subjectiv~ norm toward use of any of the strategies, Tables F-1 

to F-5. The mean beta coefficient for preparedness to use behav­

ioral strategies was .12, Figure 7, page 117, indicating that counsel­

ing patients with medical conditions represented in the index 

slightly influenced preparedness to use behavioral strategies. 

The condition, pregnancy and/or lactation, negatively in­

fluenced preparedness to use #12; negatively influenced attitude 

toward use of #17 and #18; and slightly influenced subjective norm 

toward #9 and #11. It negatively influenced intention to use #9 

and #12 and slightly influenced intention to use #19; and did not 

significantly influence reported use of any of the strategies, Tables 

F-1 to F-5. When beta coefficients were averaged across counseling 

strategies, pregnancy and/or lactation slightly influenced 
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subjective _norm to use assessment, b=. 10, and motivational strate-
-gies, b=.11, and negatively influenced intention to use motivational 

strategies, b=-.11, Figures 4 and 6, pages 113 and 115. Renal dis­

orders slightly influenced the preparedness to use #17; slightly 

, influenced the intention ·to use #1, #2, and #11; slightly influenced 

the reported use of #1, #12, #14, and #16; and had no significant 

influence on either attitude or subjective norm to use any of the 

strategies. 

Setting where patients counseled. The setting where patients 

were counseled did not significantly influence the dependent vari­

ables. Acute care facility slightly influenced preparedness to use 

#6 and negatively influenced preparedness to use #14; negatively 

influenced subjective norm toward use ·of #14 and #15; and negatively 

influenced reported use of four strategies, #9, #11, #14, and #16, 

Tables F-1 to F-5. Two were motivational and two were behavioral. 

No significant influence was exerted on either attitude toward use 

or intention to use any of the strategies. When beta coefficients 

were averaged across counseling strategies, acute care facility 

had a slight negative influence on subjective norm, b=-.12, and 

reported use, 6=-. 11 for behavioral counseling strategies, Figure 

7, page 117. 

Long term care/rehabilitation facility negatively influenced 

preparedness to use #10 and #19; slightly influenced attitude to 

use #8; slightly influenced intention to use #3, #10, and #17; and 

slightly influenced reported use of #7 and negatively influenced 
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use of #3 and #10, Tables F-1 to F-5. The negative beta coeffi-
. . 

cients indicated that counseling patients in an acute care facility 

or long tenn/rehabilitation facility affected the preparedness, 

attitude, subjective nonn, intention to use, or reported use less 

than counseling patients in other settings. Counseling patients in 

an ~cute care setting negatively influenced preparedness, subjec­

tive nonn and reported use of #14. Counseling patients in a long 

tenn/rehabilitation setting had a pos,itive influence on intention to 

use and a negative influence on preparedness and reported us~ of #10. 

In summary, the situational characteristics slightly in­

fluenced the dependent variables more than did the demographic char­

acteristics. The mean beta coefficients were greater than .10 for 

four variables: Patient Contact Index, Medical Condition Index, 

pregnancy and/or lactation, and acute care facility . . Respondents 

interacting with and counseling more patients indicated that the 

behavioral strategies were more desirable to use and indicated they 

were influenced more by peer pressure to use the behavioral strate­

gies. Respondents counseling patients with medical conditions 

such as allergies, cardiovascular disorders, diabetes/obesity, 

gastrointestinal disorders, liver disorders or needing nutritional 

support felt more prepared using the behavioral strategies. When 

counseling pregnant and/or lactating patients, respondents felt more 

peer pressure to use assessment and motivational strategies and in- · 

tended less to use motivational strategies. Respondents counseling 

patients in acute care facilities were influenced less by peer 
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pressure to us~ motiva~ional strateg~es and reported using behavioral 

strategies less than respondents counsel·ing patients in outpatient 

clinics or long-tenn rehabilitation facilities. As with the demo­

graphic characteristics, the low beta weights and mixed pattern of 

positive and negative beta weights indicated a weak, unstable in­

fluence on the dependent variables. 

Attitude Toward Targets 

Seven indices representing importance of patient character­

istics and preparedness in using counseling skills were used as 

measures of attitude toward targets in detennining influence on the 
I 

dependent variables. The indices included the Attitude Index, Socio-

Cultural Index, Psychological Index, Knowledge Index, Active Listen­

ing Index, Communicate Interest Index, and Organization Index. The 

indices, in general, exerted more influence on preparedness and 

attitude than subjective norm, intention, or reported use. 

Importance of patient characteristics. The patient charac­

teristic indices--Attitude, Socio-cultural, Psychological, and 

Knowledge--varied somewhat in the influence exerted on the dependent 

variables. The Attitude Index influenced preparedness in using nine 

strategies, two of which were assessment, #3 and #4; three were edu­

cational, #5, #7, and #8; two were motivational, #9 and #12; and 

two were behavioral, #15 and #16. The index influenced attitude 

toward use of one motivational strategy, #11; influenced subjective 

nonn toward use of one motivational strategy, #12, and one evalua­

tion strategy, #19; and had no significant influence on intention 
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or reported use of any of the strategies, Tables F-1 to F-5. When 

beta · coeffi~ients were averaged across counseling strategies, 

importance of patient attitudes slightly influenced preparedness in 

using all strategies, b=.11, preparedness toward use of assessment 
- -strategies, b=.12, educational, b=.14, and motivational strategies, 

b=.11, Figures 3, 4, 5, and 6, pages 112, 113, 114, and 115, respec­

tively. 

The Socio-Cultural Index influenced preparedness toward use 

of one assessment strategy, #1; slightly influenced attitude toward 

use of #2 and #7, and moderately influenced use of two behavioral 

strategies, #15 and #16, and one evaluation strategy, #20. The 

index slightly influenced subjective nonn toward use 'of #2 and #19; 

moderately influenced subjective norm to use #10; negatively in­

fluenced intention to use ~o educational strategies, #5 and #6; 

and had no significant influence on the reported use of any counsel­

; ng strategy, Tab 1 es F-1 to F- 5. The mean beta coeffi c i en·ts for 

patient socio-cultural characteristics indicated a slight influence 

·on attitude toward use of educational, behavioral, and evaluation 

strategies, 6=.13, b-.14, and b-. 11, respectively; and indicated a 

slight influence on subjective norm toward use of motivational strat­

eg i es , b = .. 1 5 , Fi g u res 3-8 , pages 11 2- 11 7 . 

The Psychological Index slightly to moderately influenced 

preparedness to use six strategies. One strategy was assessment, 

#3; two were motivational, #10 and #11; two were behavioral, #13 

and #16; and one was evaluation #18. The index slightly to 
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mode_rately affected the attitude toward use of five strategies. One 

strategy was assessment, #3, one was motivational, #11; two were 

behavioral, #14 and #15; and one was evaluation, #19. It influenced 

intention to use two strategies, #5 and #9; and had no significant 

influence on the subjective nonn or reported use of any of the 

strategies, Tables F-1 to F-5. When beta coefficients were 

averaged across counseling strategies, patient psychological charac-

·ter-tstics slightly influenced . preparedness to use motivational 

strategies, b=.14 and influenced attit'ude toward use of motivational 

strategies and behavioral strategies, b=. 10 and b=.15, Figures 7 

and 8, pages 116 ?nd 117. 

The Knowledge Index exerted a moderately negative affect on 

preparedness to use #3, #12, and #18; slightly affected attitude to 

use four strategies, #4, #5, #6, and #8. Three strategies were edu­

cational. The index slightly influenced subjective nonn to use five 

strategies, #1, #8, #9, #14, and #16, two of which were behavioral. 

It negatively affected intention to use #10 and #16 and did not 

significantly affect the reported use of any counseling strategy, 

Tables F-1 to F-5. When beta coefficients were averaged across 

counseling strategies, patient knowledge characteristics sltghtly 

influenced attitude toward use of educational strategies, b=.14; 

subjective nonn toward use of motivational strategies, b=.12; and 

behavioral strategies, b=.12, Figures 5-7, pages 114-117. 

In sunmary, the indexes representing importance of patient 

characteristics in selecting counseling strategies ' significantly 
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than did either the demographic or situational characteristics. 
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The mean beta weights were not greater than .. 20 indicating a slight 

to moderate influence. The more important were the patient atti­

tudes toward medical condition, nutrition, and diet, the more pre­

pared respondents felt in using most strategies, specifically the 

assessment, educational, and motivational strategies. Respondents 

rating patient socio-cultural characteristics more important felt 

the use of educational, behavioral, and evaluation strategies was 

more desirable. The socio-cultural characteristics included such 

factors as control of food preparation and purchasing, interest in 

food preparation and purchasing, cultural food habits, educational 

level, living conditions, socio-economic status, and variety of food 

available in the community. The more important were patient psycho­

logical characteristics, the more prepared respondents felt in 

using motivational strategies and the more peer pressure was felt 

to use motivational and behavioral strategies. Patient psycholog­

ical characteristics included such factors as emotional problems, 

support of family and friends, use of misinfonnation, and willing­

ness to make changes. The more important were patient knowledge 

of diet a_nd medical condition, the more desirable was the use of 

educational strategies and · the more peer pressure was felt to use 

motivational and behavioral strategies. 

Capability in using counseling skills. The three counseling 

skill indices--Active Listening, Communicate Interest, and 
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Organiza~ion--~xerted more influence on preparedness tha~ any of 

the external variables. Of the three indices, the Acti~e Listening 

Index was least influential. It slightly to moderately influenced 

preparedness to use four strategies, #5, #10, #13, and #14, two of 

which were behavioral. The index negatively influenced attitude 

toward use of #15 and positively influenced attitude toward use of 

two evaluation strategies, #19 and #20; negatively influenced the 

reported use of #13 and slightly influenced the reported use of #18; 

and did not significantly affect the subjective norm or reported use 

of any of the strategies, Tables F-1 to F-5. When beta coefficients 

were averaged across counseling strategies, the active listening 

counseling skills slightly influenced the preparedness to use 

all strategies, 6=.10; preparedness and attitude toward use of educa­

tional strategies, b=.10; preparedness to use all motivational and 
- -behavioral strategies, b=.11 and b=.14; and attitude toward use of 

evaluation strategies, b=. 13, Figures 3, 5, 6, 7, and 8, pages 112, 

11 4 , 11 5 , 11 ~ , and· 11 7 , respect i ve l y . 

The Corrmunicate Interest Index influenced preparedness to 

use all strategies but one educational, #5; three motivational, #9, 

#11, and #12; two behavioral, #13 and #15; and two evaluation 

strategies, #17 and #18. The index slightly influenced attitude 

toward use of #10, #16, and #17, and negatively influenced attitde 

toward use of #19; negatfvely influenced subjective norm toward use 

of #18; and slightly influenced intention to use four strategies, 

#3, #9, #10, and #11, of which three were motivational. It also 
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neg~tively influ~nced reported use of #1 and positively influenced 

the reported use of #7, Tables F-1 to F-5. When beta coefficients 

were averaged across counseling strategies, the counseling skills to 

communicate interest slightly influenced the preparedness to use all 

strategies, b=.17; preparedness to use assessment, educational, moti­

vational, behavioral, and evaluation strategies, b=.22, b=.22, b=.13, 

and b=.14; and intention to use motivational, b=.10, Figures 3-8, 

pages 112-117. 

The Organization Index influenced preparedness to use nine 

strategies. Two were assessment, #1 and #4; three were educational, 

#6, #7, and #8; three were motivational, #9, #11, and #12; and one 

was· behavioral, #13. The index slightly influenced attitude toward 

use of #3 and #19; slightly influenced subjective norm toward use 

of #20; and slightly influenced intention to use #3 and #13; Tables 

F-1 to F-5. When beta coefficients were averaged across counseling 

strategies, organization counseling skills slightly influenced pre-
. -

paredness to use all strategies, b=.13; and preparedness to use 
- - -assessment, b=.15, educational, b=.14, motivational, b=.17, and 

behavioral strategies, b=.11, Figures 4-8, pages 113-117. 
; 

In summary, the three indices representing capability in 

using counseling skills significantly influenced the dependent vari­

ables of more counseling strategies than did demographic or situa­

tional characteristics. Of the three indices, the Communicate 

Interest Index had the most influence. The more capable respondents 

felt in using counseli~g skills in the Active Listening Index, the 
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more prepa:red they felt using !]lOSt counseling strategies, specif-
. . ... . . . 

ically, the educational, motivational, and behavioral strategies; 

and the more desirable they felt was the use of educational strate­

gies. The Active Listening Index included such counseling skills 

as use of open-ended questions, minimal encouragers, paraphrasing 

or restatement, reflection of feelings or affective responses, and 

the use of silence. There was a moderate relationship between capa­

bility in using skills in the CoJTJTiunicate Interest Index and pre­

paredness of respondents in using the majority of strategies. The 

Corrmunicate Interest Index i.ncluded such counseling skills as main­

tain eye contact, show empathy, speak slowly and clearly, be relaxed, 

sit or lean forward slightly, and express willingness to help. The 

more capable respondents were in using counseling skills in the 

Organization Index the more prepared they were in using most 

counseling strategies, specifically, the assessment, educational, 

motivational, and behavioral strategies. The Organization Index 

included such counseling skills as use of simple terms understood 

by the patient, stress minimum number of essential points, and 

present information in a concise, logical, and organized manner. 

Overall, the influence of the importance of patient charac­

teristics in selecting counseling strategies and capability in using 

counseling skills was much stronger and stable in that many of the 

beta weights were between .10 and .35 and most were positive. The. 

influence of the external variables on preparedness was stronger 

and consistent across most of the indices and gradually decreased 
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from preparedness to subjective nonn or attitude, to intention, and 

to reported use. The decreasing influence from preparedness to re­

ported use supported the Ajzen and Fishbein conceptualization in 

that external variables had an indirect influence on behavior (use). 

Preparedness in Using Counseling Strategies 

Preparedness strongly influenced both attitude and subjective 

nonn toward use of the ·majority of counseling strategies. The atti­

tude toward use of two educational strategies, #3 and #7, and subjec­

tive nonn toward use of one behavioral strategy, #14, were not sig­

nificantly affected by preparedness ~o use the strategies, Tables 

F-2 and F-3. Unexpectedly, as in the correlations between dependent 

variables, preparedness exerted a strong direct influence on inten­

tion to use counseling strategies, Table F-4. All but two assess­

ment strategies were significantly influenced at p < .001 and those 

two were significant at p < .01. In regard to reported use, pre­

paredness had the strongest influence on the assessment strategies. 

Preparedness significantly influenced all the assessment strategies, 

three of the educational and behavioral strategies and two of the 

motivational and evaluation strategies, Table F-5. 

The mean standardized regression ·coefficients between dependent 

variables of the conceptualized model for the categories of counsel­

ing strategies are presented in Table 14. Overall, preparedness in-
-

fluenced attitude, b=.32, subjective nonn, b=.25, intention, b=.29, 

and behavior, b=.17. According to the model, the influence should 

be greatest for the attitude and subjective norm, less on intention, 
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ASSESSMENT 

EDUCATIONAL 

MOTi VA TIONAL 

BEHAVIORAL 

EVALUATION 

GRAND MEAN 

NOTE: 

TABLE 14 

MEAN STANDARDIZED REGRESSION COEFFICIENTS BETWEEN DEPENDENT VARIABLES OF THE CONCEPTUALIZED t-K>DEL FOR 
FIVE CATEGORIES OF COUNSELING STRATEGIES 

Preparedness/ Preparedness/ Preparedness/ Preparedness/ Attitude/ Attitude/ Subjective Norm/ Subjective l't>rm/ 
Attitude Subjective Monn Intention Behavior Intention Behavior Intention Behavior 

ti b b b b b b b 

.23 .24 .23 .24 .29 .04 .21 .06 

.35 .25 .27 .16 .32 .06 .22 .13 

.33 .24 .28 .17 .22 .13 .12 .04 

.37 .22 .30 .16 .24 .14 .16 
~ 

.05 

.:.E ~ .:l! .:1l & .:!!z. .:.!I .J.! 
.32 .25 .29 .17 .26 .09 .17 .08 

Jnte11tion/ 
Behavior 

b 
.44 

.50 

.44 

. . 43 

~ 

.46 

The mean standardized regress;on coeffic;ents are suggestive only and do not represent or;ginal standardized regression coefficients for 
each category or for all counseling strategies. 

__, 
w 
<.n 



and even less on behavior. Results supported the model except for 

subjective nonn. The influence of preparedness on subjective nonn 
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was slightly less than on intention indicating that peer pressure 

was influenced less than either preparedness or attitude. Pre­

paredness had the most influence on attitude toward use of behavioral 

strategies, b=.37; subjective nonn and intention to use evaluation 
- -strategies, b=.29 and b=.34; and reported use of assessment strate-

gies, b=.24. It had the least influence on attitude and intention 

to use assessment strategies, b=.23; subjective norm toward use of 

behavioral strategies, b=.22; and reported use of evaluational 

strategies, b=.11. It is interesting that the influence on assess­

ment strategies was more or less the same for attitude, subjective 

nonn, intention, and behavior whereas the influence on the other 

four categories varied between attitude, subjective norm, and in­

tention with influence on subjective nonn much less than on inten­

tion and influence much weaker on behavior. 

Attitude and Subjective Norm Toward Use of Counseling Strategies 

Both attitude and subjective norm had a strong i~fluence on . 

intention for the majority of strategies and a slightly weaker in­

fluence on reported use. Attitude significantly affected the in­

tention to use all strategies and over· three-fourths were signifi­

cant at p < .001, Table F-4 . . Subjective nonn was less influential, 

especially for the motivational and behavioral strategies. Peer 

influence affected intention to use all the assessment, educational, 
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and evaluation strategies,. significant at p < .001 or p < .01. Two 

motivational strategies, #9 and #10, and one behavioral strategy, 

#13, were not significantly influenced by peer pressure. 

The influence of attitude and subjective nonn on reported use 

of counseling strategies was less than for intention. Attitude 

slightly influenced two strategies, #16 and #20; moderately in­

fluenced three strategies, #2, #9, and #12, of which two were motiva­

tional strategies; and strongly influenced three strategies, #8, #13, 

and #14, of which two were behavioral strategies, Table F-5. The 

reported use of 12 strategies was not significantly influenced 

by attitude. ~ubjective nonn had even less influence. It slightly 

influenced four strategies, #2, #7, #8, and #14, of which two were 

educational strategies; moderately influenced #20; and strongly in­

fluenced #5. The presence of negative beta weights for attitude and 

subjective nonn toward use of some strategies indicated a more un­

stable relationship between attitudes or subjective nonn and reported 

use. 

According to the mean standardized reg~ession coefficients 

between dependent variables of the conceptualized model for cate­

gories of counseling strategies in .Table 14, both attitude and sub­

jective nonn had a much stronger influence on intention than on be­

havior. The grand mean beta weights were .26 for attitude/intention, 

.17 for subjective nonn/intention, .09 for attitude/behavior, and 

.08 for subjective nonn/behavior. Both attitude and subjective 

norm had the most influence on intention to use the educational 
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strategies, b~.~2 and 6=.22, and the least influence on the motiva­

tional strategies, b=.22 and b=.12. Attitude had the greatest in­

fluence on reported use of behavioral strategies, b=.14 and subjective 

norm had the greatest influence on reported use of educational strat­

egies, b=.13. The reported use of assessment strategies was in­

fluenced the least by attitude, b=.04; and the reported use of moti­

vational strategies was influenced the least by subjective nonn, 

b=.04. In summary, the results of the mean standardized regression 

coefficients for both attitude and subjective nonn supported the 

conceptualized model; however, peer influence was much less than 

attitude on intention and was about the same as attitude on behavior. 

Intention to Use Counseling Strategies 

Intention to use had a very strong, positive, and stable 

affect on reported use of all counseling strategies. All strategies 

were significant at p < .001, Table F-5. According to the mean 

standardized regression coefficients prese~ted in Table 14, the 

grand mean regression coefficient for the influence of intention on 

behavior was .46 which was the highest of any of the relationships 

between dependent variables. The same trend was. true for individual 

strategies and for the categories. These results supported the con­

ceptualized model in that the strongest determinant of behavior was 

intention. The relationship of the external variables on the de­

pendent variables were unstable and varied from situation to situa­

tion with some exerting a slight to moderate affect but not on every 



dependent variable. The instability of the influences of the .. .. 

external variables, however, did not affect the strength of the 

intention-behavior relationship. 

Multiple Coefficient of Determination 
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The multiple coefficient of determination, R2, is an expres­

sion of the amount of explained variation in the dependent variable. 

A summary of the multiple coefficients of determination for the 

regression of preparedness, attitude, subjective norm, intention, 

and reported use of 20 counseling strategies is presented in Table 

15. The amount of variation explained by the independent variables, 

i.e., external variables, in preparedness to use counseling strate­

gies averaged between 12% to 36%, representing a fa'i rly strong 

explanation. On the average, 26% of the variation was accounted 

for in the assessment, educational, and motivational strategies, 

24% in the behavioral, and 20% in the evaluation strategies. 

The amount of variation accounted for by both the external 

variables ~nd preparedness in attitude toward use of counseling 

strategies ranged between 18% to 42%. There was more variation in 

the R2 for attitude than preparedness. On the average, 32% of the 

variation 'was explained in the· attitude toward use of behavioral 

strategies, 28% for the evaluation, 27% for the educational and 

motivational, and 22% for the assessment s~rategies. The variation 

explained by the external variables and preparedness in the subjec­

tive norm was somewhat lower, between 15% to 30%. Approximately 

25% of the variation was explained in the subjective norm toward 



TABLE 15 

MULTIPLE COEFFICIENTS OF DETERMINANTS (.R2) FOR THE REGRESSION OF PREPAREDNESS, 
ATTITUDE, SUBJECTIVE NORM, INTENTION, AND REPORTED USE OF 20 COUNSELING 

STRATEGIES ON 24 EXTERNAL VARIABLES 

Counseling 
Strate!}l Pre.ea redness Attitudea 

R2 

Subjective 
Nornf . · Intentionb · 

R2 

.Reported· 
·us:ec 

ASSESSMENT 
1. 
2. 
3. 
4. 

EDUCATIONAL 
5. 
6. 
7. 
8. 

MOTIVATIONAL 
9. 

10. 
11. 
12. 

.19 

.23 

. 31 

.29 

.18 

.27 

.36 

.23 

.28 

.29 

.27 

.21 

R2 

.18 

. 21 

.26 

.25 

.28 

.25 

.22 

.34 

. 21 

.36 

.26 

.25 

R2 

.17 

.20 

.15 

.19 

. 19 

.25 

.17 

.25 

.19 

.30 

.24 

.18 

.50 

.33 

.40 

.43 

. 51 

.48 

.32 

.45 

.40 

.44 

.42 

.33 

R2 

. 61 

.45 

.41 

.46 

.65 

.52 

. 51 

.55 

.43 

.62 

.54 

.40 

• 
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.,::a 
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TABLE 15 (Continued) 

Counseling 
Attitudea 

Subjective 
Intentionb 

Reported 
Strateay Prei?! redness Nor,na UseC 

R2 R2 R2 R2 R2 

BEHAVIORAL 
13. .27 .32 .17 .43 .45 
14. .19 .27 .23 .38 .54 
15. . 21 .27 .26 .37 .46 
16. .28 .42 .28 .43 .54 

EVALUATION 
17. .12 .37 .23 . 56 .59 
18. .28 .32 .24 .50 .52 
19; . 24 .20 .25 .32 .36 
20. .17 .25 .28 .40 .45 

aRegression on 24 external variables+ preparedness. 

bRegressi~n on 24 external variables+ preparedness+ attitude+ subjective norm. 

cRegression on 24 external variables+ preparedness+ attitude+ subjective norm+ 
intention. 

--' 
...i:::-
--' 
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use of evaluation strategies, 23%-24% of the behavioral and motiva-. . . 

tional, 21% of the educational, and 18% of the assessment strategies. 

The variation explained by the external variables, prepared­

ness, attitude, and subjective norm in intention to use counseling 

strategies ranged between 32% to 56% which was somewhat higher than 

for either preparedness, attitude, or subjective norm. On the 

average, approximately 25% of variation was explained for both 

assessment and motivational strategies, 25% for educational, 24% 

for behavioral, and 20% for the evaluation strategies. There were 

more high and low R2 values between strategies in each category for 

intention; however, the averages seem to be more constant than for 

preparedness, attitude, and subjective nonn. 

The external variables, preparedness, attitude, subjective 

norm, and intention explained between 36% to 65% of the variation 

in reported use of counseling strategies. On the average, approxi­

mately 56% of the variation was accounted for in the educational 

strategies, 50% in motivational, 49% in behavioral, and 48% in both 

evaluation and assessment strategies. The higher R2 for both in­

tention to use and reported use was attributed to the dependent 

variables treated as independent variables. The amount of variation 

accounted for by the external variables decreased somewhat from pre­

paredness, to attitude, subjective nonn, intention, and reported use 

as fewer variables had a significant influence. The variation 

accounted for by preparedness, attitude, subjective nonn, and inten­

tion increased as each was added to the model since each had a 
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~t~onger and more constant influence than any of the external vari­

ables. A reason for the high degree of variation explained by atti­

tude, subjective nonn, and intention was that these variables are 

well conceptualized in the psychological and sociological literature 

whereas the external variables tested in this research are not well 

conceptualized. 

Hypotheses 

1. Preparedness in using ,counseling strategies directly 

affects the attitude and subjective norm of clinical dietitians 

toward use of counseling strategies and indirectly affects intention 

and behavior to use counseling strategies. 

Preparedness in using counseling strategies moderately 

affected attitude, subjective nonn, and intention to use counseling 

strategies. Preparedness significantly influenced attitude, subjec­

tive nonn, and intention of the· majority of counseling strategies 

at p < .001 and all strategies at p < .05. Reported use of seven 

strategies were not significantly influenced by preparedness indi­

cating a weaker influence. However, ·the reported use of all 

assessment strategies was significant at p < .001. 

The mean standardized regression coefficients between de­

pendent variables presented in Table 14, page 135, indicated that 

preparedness moderately influenced attitude, subjective nonn, and 

intention, and slightly influenced behavior or reported use. The 

influence on subjective nonn and intention was about the same 
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whereas the influence on attitude was greater than subjective norm. 
. . . ..~ 

In summary, preparedness had a direct affect on attitude, subjec­

tive norm, and intention; an indi.rect affect on behavior; and had 

a stronger influence on attitude than subjective norm. 

2. Attitude and subjective norm of clinical dietitians 

toward the use of counseling strategies directly influences inten­

tion to use and indirectly influences behavior. 

Attitude significantly influenced the intention to use the 

majority of counseling strategies at p < .001 and influenced all 

strategies at p < .05. However, subjective norm significantly 

influenced intention to use less than half of the strategies at 

p < .001 and three strategies, two motivational and one behavioral, 

were not significantly influenced at p < .05. The reported use of 

over half of the strategies was not significantly influenced by 

either attitude or subjective norm at p < .05 indicating a weaker 

and indirect influence. 

The mean standardized regression coefficients, Table 14, page 

135, indicated more dramatically the direct influence on intention 

and indirect ·influence on behavior. Attitude moderately influenced 
- -

intention, b=.22 to b=.32, with a grand mean of .26, and weakly 
- -influenced behavior, b=.04 to b=.14, with a grand mean of .09. The 

influence of subjective norm on intention was slightly weaker, 
- -b=.12 to b=.22, with a grand mean of. 17; and influence of subjec-

tive norm· on reported use was about the same as attitude, b=.05 to 

b=.13, with grand mean of .08. In summary, attitude and subjective 
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norm had a moderate direct influence on intention and a weak and in­

direct influence on behavior. Intention to ·use a counseling 

strategy was influenced more by attitude than peer pressure. 

3. Intention toward use of counseling strategies directly 

affects the counseling behavior of clinical dietitians and is the 

, strongest determinant of counseling behavior. 

Intention toward use significantly influenced all the counsel­

ing strategies at p < .001 and had strong beta weights, b=.37 to 

b=.61, Table E-5. The beta weights for preparedness ranged from 

.07 to .30 with majority above. 10 and the beta weights for attitude 

and subjectiye norm ranged from .01 to .26 with majority below. 1. 

The mean standardized regression coefficients for the counseling 

categories .Presented in Table 14, page 135, show that the influence 

of intention on behavior was quite strong, b=.43 to b=.49 with a 

grand mean of .46. The influence of preparedness, attitude, and 

subjective nonn on behavior was much weaker; however, preparedness 

had a stronger influence than attitude or subjective nonn as indi­

cated by a grand mean of .17 versus .09 for attitude and .08 for 

subjective nonn. 

Other Relationships Investigated 

The first group of relationships investigated involved the 

influence of the external variables on the preparedness felt by 

clinical dietitians in using counseling strategies. The second 

group of relationships studied involved the indirect influence of 



the external variables on attitude, subjective nonn, intention to 

use, and reported use of counseling strategies used by clinical 

dietitians. 

Relationships Between External Variables and Preparedness 
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Few· external variables significantly influenced preparedness 

to use counseling strategies. A summary of the significant, p < .05, 

standardized regression coefficients in the regression models for 

preparedness, attitude, subjective nonn, intention, and reported 

use is presented in Table 16. A review of this table indicated that 

four demographic characteristics significantly influenced prepared­

ness to use five strategies. The demographic characteristics were 

age, corrununity emphasis, Master's ·degree, food systems administration 

experience, and outpatient experience. Age negatively influenced 

one evaluation strategy. The corrmunity emphasis negatively influenced 

preparedness to use three strategies and Master's degree negatively 

influenced preparedness to use one strategy. Food systems adminis­

tration experience positively influenced two strategies and out­

patient experience significantly influenced preparedness to use five 

stre-tegies, three positively and two negatively. 

The situational characteristics significantly influenced pre­

paredness to use 13 strategies. Patient Contact Index influenced 

two strategies, one negatively and one positively. The Age A and 

Age B Indices each influenced one strategy. The setting, acute 

care facility, influenced preparedness to use two strategies, one 

negatively and one positively; and long term rehabilitation facility 



TABLE 16 

SUMMARY OF SIGNIFICANT '(r.05) STANOrDIZED REGRESSION COEFFICIENTS FOR REGRESSION OF PREPAREDNESS, ATIITUDE, SUBJECTIVE NORM, 
I.NTEN ION, AND RE ORTEO USE (BEHAVIOR) OF COUNSELING STRATEGIES ON INDEPENDENT VARIABLES 

l)elll)graehic Characteristics I Situational Characteristics 

F.S.A.a Outpt. 
Patient Long/ b 

Genera- M.S. Age Age B Acute Tenn M.C. B.S. + Intern E:xper. Contact 
Strat ies Aae Intern + M.S. list Conm.mit ree Index Ex • Exp. Index I 
ASSESSMENT 

1. u+ y-
2. u+ u+ 
3. Ar+ SN- P-,ur 
4. SW 

EDUCATIONAL 
5. srr I- SN+ p+ 
6. SN- p+ 
7. 1+ Str ,1+ p- ,Ar-
a. SN+u- sw.1+ Str SW u+ u+ p- SW 

MOTIVATIONAL 
9. SN- Ar+ 

10. Str p- Ar+ 
11. u- SN- u+ p-,sN+,u+ u+ 
12. SN-

BEHAVIORAL 
13. AT+ SN- p+ AT-
14. u- SN+ 
1 s. SN- p+ Ar+,sw 
16. SW p- p+ AT-

EVALUATION 
17. Ar+sw Str SN- u+ r 
18. p- SN- p- u+ p+ SN+ 
19. SN-
20. SN- 1- y- p-,sN+ u-

P = Preparedness - = Negative beta coefficient 
AT= Attitude +=Positive beta coefficient 
SN= Subjective ~nn 
I= Intention 
U = Reported Use 

*Preparedness was included in Attitude, Subjective ~nn. Intention, and Behavior (Reported Use) Models. 

**Attitude and Subjective ~rm were included only in Intention and Behavior (Reported Use) Models. 

***Intention was included on1y in Behavior (Reported Use) ft'odel. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

dconmunicate Interest Index 

Index Care Rehab. Index 

I+u--

p+ p-
AT-

Ar+u+ 1-

p+1+ u-
n+u-

u-
u-

p-sN-u- 1-
SN- p+ 

u+ u- p+ 

1+ 

p-
1-

Attitude 
ClO 

Pg/ Renal Attitude Cultural Psych. 
Lact. Disorder Index Index Index 

I¥ p+ 
y+ Ar+sN+ 

p+ p+,Ar+ 
p+ 

p+ 1- I+ 
1-

p+ Ar+ 
p+ 

SN+Y- p+ 1+ 
SN+ p+ 

SW 1+ Ar+ p+AT+ 
p-1- u+ p+sN+ 

p+ 
u+ Ar+ 

p+ Ar+ AT+ 
u+ p+ Ar+ p+ 

Ar p+ 
AT- p+ 
1+ SN+ SN+ Ar 

Ar" 

ts 

Knowledge A.Le 
Index Index 

SN+ 

p-
Ar+ 

AP" p+ 
Ar+ 

Ar+,sN+ 

SN+ 
r- p+ 

p+ 

p+tJ-
SN+ p+ 

AT-
SN+,1-

p+ u+ 
Ar+ 
Ar+ 
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C. I.d Organ. 
Index Index P* AT** SN** 1-* 

p+u- p+ Ar+sN+.I+u+ 1+ y+ u+ 
p+ A r+sw. I+u+ I+u+ 1+u+ u+ 
p+,1+ Ar+, 1+ SW, 1+u+ 1+ 1+ u+ 
p+ p+ Ar+sw1+u+ I+ 1+ u+ 

ArsrrI+u+ I+ 1+u+ u+ 
p+ p+ Ar+sw1+u+ I+ y+ u+ 
p+tJ+ p+ SN+I+tJ+ I+ 1+u+ u+ 
p+ p+ Ar+,sN+I+ I+u+ i+u+ u+ 

1+ p+ AT+SN+1+ i+u+ u+ 
p+AT+1+ Ar+sN+1+u+ I+ u+ 
1+ p+ Ar+srr1+u+ 1+ 1+ u+ 

p+ Ar+sw1+ I+u+ 1+ u+ 

p+1+ Ar+Sfi+1+u+ I+u+ u+ 
p+ AT+1+ I+u+ 1+u+ u+ 

Ar+sN+1+u+ 1+ 1+ u+ 
p+Ar+ Ar+SN+l+u+ i+u+ 1+ u+ 

Ar+ Ar+S~~1+ 1+ 1+ u+ 
SN-

AT+ 
AP"SN+1+u+ 1+ 1+ u+ 

p+AT- Ar+swr+u+ 1+ 1+ u+ 
p+ SN+ AT+sN+I+ I+u+ r+u+ u+ 



negatively influenced two strategies. The Medical Condition Index 

positively influenced two strategies and negatively influenced one 

strategy. The condition, pregnancy and/or lactation, negatively 
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influenced one strategy; and, renal disorders positively influenced 

one strategy. 

The four indices for importance of patient characteristics 

influenced 14 strategies. The Attitude Index positively influenced 

preparedness to use nine strategies. The Socio-Cultural Index 

positively influenced one strategy and the Psychological Index 

positively influenced six strategies. The Knowledge Index posi­

tively influenced two strategies and negatively influenced one 

strategy. The three indices for capability in using counseling 

skills influenced 17 strategies. The Active Listening Index posi- · 

tively influenced four strategies. The Communicate Interest Index 

positively influenced 12 strategies and the Organization Index posi­

tively influenced nine strategies. The overall mixed pattern of 

negative and positive beta weights under .1 indicated a weak, unstable 

influence of the demographic and situational characteristics on pre­

pa redness. 

The mean standardized regression coefficients for all 

strategies indicated four variable indices slightly influenced pre­

paredness, Figure 3, page 112. The indices included importance of 

patient attitudes toward diet and medical condition, active listen­

ing counseling skills, communicate interest counseling skills, and 

organization counseling skills . . Importance of patient attitudes 
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slightly influ.~nced ·the preparedness ·to use assessment, educational, 

and motivational strategies; capability in using counseling skills 

to communicate interest influenced all five categories of counseling 

strategies; capability in using active listening counseling skills 

influenced educational, motivational, and behavioral strategies; 

and the capability to use organization counseling skills influenced 

assessment, educational, motivational, and behavioral strategies. 

Experience in food systems admini-stration slightly influenced the 

behavioral and evaluation strategies. Both experience in outpatient 

care and such medical conditions as allergies, cardiovascular dis­

orders, gastrointestinal disorders, diabetes and/or obesity, and 

nutritional support included .in the Medical Condition Index slightly 

influenced preparedness tn using behavioral strategies. 

In summary, the demographic and situational characteristics 

did not significantly influence preparedness to use counse 1 i ng 

strategies. The behavioral strategies were slightly influenced by 

experience in food . systems administration and outpatient care and 

the Medical Condition Index, b=.11 to b=.14 and the evaluation 

strategies were slightly influenced by experience in food systems 

administration, 1=.11. The attitude ·toward targets, for the most 

part, significantly influenced preparedness. Importance of patient 

attitudes influenced the assessment, educational, and motivational 

strategies, and importance of patient psychological characteristics 

influenced only · the motivational strategies. Capability in using 

counseling skills significantly affected most of the strategies and 

had a mean regression coefficient between .11 and .17. 



Relationships Between External Variables .and Attitude, Subjective 

Nonn, Intention to Use, and Reported Use of Counseling Strategies 
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· For the most part, external variables had less influence on 

reported use than on intention, less influence on intention than on 

attitude or subjective norm. Few external variables slightly in­

fluenced attitude, subjective norm, intention, or reported use. A 

summary of the significant standardized regression coefficients for 

regression of preparedness, attitude, subjective nonn, intention, 

and reported use of counseling strategies is presented in Table 16. 

There was some variation of influence of the external vari­

ables between categories of counseling strategies, Figures 4-8, pages 

113-117. Age slightly influence the subjective ·nonn toward use of 

assessment, behavioral, and evaluation strategies. The Internship+ 

Master's program negatively influenced the subjective nonn toward 

use of assessment, educational, motivational, behavioral, and evalu­

ation strategies. Experience in dietetics slightly influenced sub­

jective nonn toward use of e.valuation strategies indicating that 

respondents with more experience in dietetics were influenced in 

. using evaluation strategies by peers. Patient contact, i.e., inter­

. action with patients as well as counseling patients, slightly in­

fluenced the subjective nonn of the behavioral strategies. 

Counseli_ng patients that were pregnant and/or lactating slightly 

influenced the subjective norm toward use of assessment and moti­

vatiorial strategies. 
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Counseling patients in an acute :care facility negatively in­

fluenced both the subjective nonn and reported use of behavioral 

and motivational strategies. Importance of patient socio-cultural 

characteristics slightly influenced the attitude toward use of edu­

cational, behavioral, and evaluation strategies; and the subjective 

norm toward use of motivational strategies. The importance of 

patient psychological characteristics slightly influenced the atti­

tude toward use of behavioral strategies. The importance of patient 

knowledge of diet and medical condition slightly influenced attitude 

toward educational strategies, and slightly influenced the subjective 

nonn toward motivational and behavioral strategies. The capability 

in using active listening counseling skills slightly influenced atti­

tude toward use of evaluation strategies. The capability in using 

counseling skills to communicate interest slightly influenced the 

intention to use motivational strategies. In summary, the motiva­

tional and behavioral strategies were influenced by more of the 

external variables than assessment, educational, or evaluation 

strategies. 

The mean standardized regression coefficients for the 20 

counseling strategies, Figure 3, page 112, indicated that age 

positively influenced the subjective nonn and Internship+ Master's 

program negatively influenced the subjective nonn. 



VI I.. . SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

Summary 

A survey of 283 clinical dietitians from 73 accredited clinical 

and generalist dietetic internships was conducted to investigate in­

fluences on the counseling behavtor of clinical dietitians. The 

objectives were to construct a socio-demographic profile of practic­

ing clinical dietitians and to identify relationships between external 

variables, preparedness to use counseling strategies, attitude and 

subjective norm toward use of counseling strategies, intention to 

use and reported use of counseling strategies using the Ajzen and 

Fishbein (1980) model. 

A comprehensive list of counseling strategies was ~ompiled 

into five categories using the nominal group technique. The counsel­

ing categories were assessment of patient needs, educational, be­

havioral, motivational, and evaluation of compliance. Twenty 

strategies, four in each category, were included in the survey in­

strument based on representatives of the category, importance of 

each in counseling patients, and frequency of use. 

The external variables identified .in the conceptual model in­

cluded three categories; demographic characteristics, situational 

characteristics, and attitude toward targets. Demographic charac­

teristics included age, sex, ethnic group, route and emphasis of 

basic dietetic training, highest degree earned, and ·work experience 

in dietetics. Situational characteristics included number of patients 

152 



153 

inter~cted w1th daily, num~er of patients counseled ·daily, age and 

medical condition of patients counseled, and setting in which 

counseling occurs. The attitude toward targets included importance 

of patient characteristics and capability in using counseling skills. 

Respondents were all female but one, majority were Caucasian, 

and about half were between 25 and 35 years of age. The major route 

of dietetic training was Bachelor's degree with Internship and major 

emphasis was generalist. Approximately one-third had a Master's 

degree while only 17% had obtained a Master's degree for entry into 

the dietetic profession. About half of the clinical dietitians 

surveyed had less than six years work experience in dietetics and 

over 60% had less than six years experience providing direct patient 

care services. Fewer than 40% had experience in food systems admin­

istration, outpatient care, or teaching. 

Approximately 60% had contact with 10 to 30 patients daily and 

about half counseled between one to four patients daily. On the 

average, dietitians spent approximately 40 to 45 minutes counseling 

patients. Counseling occurred most frequently in acute care facil­

tties and involved patients over 30 years of age requiring counsel­

ing for nutritional support, cardiovascular disorders, diabetes and 

obesity, or gastrointestinal disorders. 

The patient characteristics most important in selecting use 

of counseling strategies were attitude toward medical condition, 

attitude toward diet, and willingness to make changes. The least 

important patient characteristics were management of resources, 
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socio~economic status, and variety of .foods available in the com-
.-, --.. - 4?;"'tr-

munity. Generally, dietitians felt the most capable using skills 

requiring active interaction with the patient and least capable 

using skills of a facilitating nature. They felt the most success­

ful explaining to patients changes needed in the diet and least 

successful motivating patients to follow the diet and evaluating 

patient compliance. Dietitians were most prepared using assessment 

and educational strategies and the least prepared using behavioral 

strategies. 

Motivational counseling strategies were most likely to promote 

patient compliance and were the most desirable to use. Evaluation 

strategies were least likely to promote patient compliance. Assess­

ment strategies had the highest peer pressure to use, highest in­

tention to use, and were used most in counseling patients. Behav­

ioral strategies were the least destrable to use, had lowest peer 

pressure, lower intention to use, and were used least in counseling 

patients. 

Socio-Demographic Profile 

Age was associated with more experience in dietetics, rating 

patient psychological characteristics more important in determining 

use of counseling strategies, having less ability to use counseling 

skills to communicate interest, and counseling patients in settings 

other than acute care facilities. Dietitians entering the profes­

sion through a Bachelor's degree+ Internship program most likely 

had a generalist emphasis, had more experience in dietetics, and 
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were less likely to obtain a Master's degree. Those entering the 

dietetic profession through an Internship+ Master's degree pro­

gram most likely had a clinical nutrition, public health, or manage­

ment emphasis, and felt that patient attitudes were important in 

selecting counseling strategies. Dietitians trained in a program 

with a community emphasis felt more capable in using counseling 

skills to communicate interest than those in a clinical nutrition, 

generalist, or management emphasis. Those who had received a 

Master's degree were less likely to counsel patients over 30 years 

of age or counsel patients with allergies, cardiovascular disorders, 

diabetes or obesity, gastrointestinal disorders, liver disorders 

or needing nutritional support than those who received a Bachelor's 

degree. 

Experience in dietetics, in general, was associated with 

importance of psychological patient characteristics and counseling 

patients in long term care/rehabilitation faciltties and negatively 

associated with counseling patients with allergies, cardiovascular 

disorders, diabetes. or obesity, gastrointestinal disorders or those 

needing nutritional support. Dietitians with food systems adminis­

tration experience were more likely to have more patient contact 

and were more likely to counsel patients in a long tenn/rehabilitation 

facility rather than acute care facility and felt less capable using 

counseling skills to convnunicate interest. Experience in outpatient 

care was related more with counseling pregnant and/or lactating 

patients and less with counseling patients in an acute care faci'lity. 
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Die~itians counseling children, adolescents, or young adults had 

less patient contact. Adolescents and young adults counseled were 

most likely to be pregnant ·and/or lactating. Adults and older adults 

and those patients counseled in an acute care facility were associ­

ated with such medical conditions as allergies, cardiovascular dis­

orders, ·diabetes or obesity, gastrointestinal disorders, liver dis­

orders or nutrition support. Dietitians counseling patients with 

these diseases felt more capable in using counseling skills to com­

municate interest. 

When patient attitudes toward nutrttion, diet, and medical 

condition were rated as important in selecting counseling strategies, 

dietitians felt more capable in using counseling skills to commun­

icate interest.· The more important the patient· psychological char­

acteristics, the more capable dietitians felt in using facilitating 

counseling skills and counseling skills to communicate interest. 

The more important patient psychological or knowledge characteris­

tics, .the more prepared dietitians felt using most counseling skills. 

Finally, the more prepared dietitians felt in using one counseling 

skill, the more prepared they felt in using other counseling skills. 

Relationships Between Variables 

Results of the regression analysis supported the conceptualized 

model based on the Ajzen and Fishbein theory of attitude-behavior 

relationships. The strongest determinant of behavior, i.e., re­

ported use of a counseling strateg~, was intention toward behavior. 

The determinants of intention were attitude, subjective norm, and 



· preparedness. Preparedness was conceptualized as an indirect in­

fluence on intention; however, ·results indicated that preparedness 

had as much influence on intention as subjective norm. Attitude 

influenced intention more than did subjective norm. Preparedness 
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had a stronger influence on attitude than subjective norm. The 

external variables, in general, had a weak and mixed pattern (posi­

tive and negative) of influence on preparedness and an indirect in­

fluence on attitude, subjective nonn, intention, and behavior, but 

did not influence the stability of the attitude-behavior relationship. 

Few of the external variables exerted ·an overall influence on the 

20 counseling strategies. 

When the standardized regression coefficients were averaged 

across all counseling strategies, ~everal of the external variables 

had mean beta weights above .10. Older respondents were more 11kely 

to be influenced by peer pressure toward .the use of most counseling 

strategies, especially assessment, behavioral, and evaluation strat­

egies. Respondents who had completed an Internship+ Master's pro­

gram indicated that peer pressure was less likely to influence the 

use of most strategies, especially the assessment, behavioral, moti­

vational, and evaluation strategies. 

Respondents with more patient contact indicated that be­

havioral strategies were more desirable to use and indicated they 

were influenced more by peer pressure to use behavioral strategies. 

Respondents counseling patients with such medical conditions as 

allergies, cardiovascular disorders, diabetes/obesity, gastrointes­

tinal disorders, liver disorders,orneeding nutritional support felt 
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roo re prep a red using the beha ~; o ra 1 s tra tegi es. When counse 1 i ng 

pregnant and/or lactating patients, respondents felt more peer 

pressure to use assessment and motivational strategies and intended 

less to use motivational strategies. Respondents counseling 

patients in acute care facilities were influenced more by peer 

pressure to use motivational strategies and reported using behavorial 

strategies less than respondents counseling patients in other 

settings. 

The more important were the patient attitudes toward medical 

condition, nutrition, and diet, the more prepared respondents felt 

in using most strategies, specifically, the assessment, emotional, 

and motivational strategies. Respondents rating patient socio­

cultural characteristics more important felt the use of .educational, 

behavioral, and evaluation strategies was more desirable. The more 

important were· patient knowledge of di et and medi ca 1 condition, the 

more desirable was the use of educational strategies and the more 

peer pressure was felt to use motivational and behavioral strategies. 

Of the three indices measuring capability in using counseling 

skills, the communicate interest index had the most influence. The 

more capable respondents felt in using counseling skills in the 

active listening index, the more prepared they felt using most 

counseling strategies, specifically, the educational, motivational, 

and behavioral strategies; and the more desirable they felt was the 

use of educational strategies. There was a moderate relationship 

between capability in using skills in the communicate interest index 
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and preparedness of respondents in using the majority of the strat­

egies. The more capable respondents were in using organizational 

counseling skills the more prepared they were in using most counsel­

ing strategies, specifically, th~ assessment, educational, motiva­

tional, and behavioral strategies. 

Conclusions 

The responses of clinical dietitians surveyed were more varied 

in relation to preparedness, attitude, and subjective nonn toward 

use of motivational and behavioral strategies than for the assess­

ment, educational, or evaluational strategies. Clinical dietitians 

felt least prepared using the behavioral strategies, felt behavioral 

strategies were the least desirable to use, felt the least peer 

pressure to use behavioral strategies, and reported using behavioral 

strategies with fewer patients. Motivational strategies were rated 

as the most desirable to use and the most likely to promote patient 

compliance but were not used frequently in counseling patients. 

Clinical dietitians felt less capable using facilitating counseling 

skills than either active participation or organization counseling 

skills. Generally, the more capable clinical dietitians felt using 

counseling skills, the more prepared they felt using counseling 

strategies. Also, the more capable they felt in using one counsel­

ing skill, the more capable they felt using other counseling skills. 

This has important implications to educators of dietitians and edu­

cators providing continuing education for practicing dietitians. 
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These findings suggest a need to emphasize more patient interaction 

skills and incorporate more behavioral and motivation theory in 

basic dietetic training programs and the conttnuing education of 

practicing dietitians. Dietetic educators need to implement into 

training programs an increased awareness of all counseling strate­

gies available as well as the difference between counseling strate­

gies in terms of effectiveness and appropriateness of use, and 

provide experiences that increases comfort in using the counseling 

strategies. Often times, much talk is provided concerning the 

importance of counseling with very little actual training provided 

in the use of counseling skills. 

Few demographic and situational characteristics were signif­

icantly related to preparedness, attitude, subjective norm, inten­

tion, or reported use of counseling strategies by clinical 

dietitians. Clinical dietitians who received basic dietetic train­

ing in a Master's+ Internship program felt less peer pressure to 

use counseling strategies than those trained in other programs. 

Further study is needed to identify what is different in the Intern­

ship+ Master's program from other programs, i.e., Bachelor's+ 

Internship, Bachelor's/Coordinated Dietetic Program, Bachelor's+ 

Traineeship or Work Experience, that influences peer pressure toward 

the use of counseling strategies. Since only two measures of the 

variables, basic dietetic program and basic dietetic program empha­

sis, were included in the regression models, more study is needed to 

identify the relationships between each dietetic program and program 

emphasis and the counseling behavior of clinical dietitians. 
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The . attitude-behavior ,relationships as conceptualized by Ajzen 

and Fishbein (1980) were supported. The reported use of a counseling 

strategy was strongly related to the intention of the clinical 

dietitians to use that strategy. The attitude toward use of a 

counseling strategy influenced intention to use a counseling strategy 

more than did the subjective norm. P·reparedness in using a counsel­

ing strategy had a moderate relationship to attitude, subjective 

norm, and intention. The external variables--demographic character­

istics, situational characteristics, and attitude toward targets-­

had a weak and unstable influence on preparedness and indirectly 

influenced attitude, subjective norm, intention, and behavior. The 

influence of the external variables did not seem to affect the 

strength of the intention/behavior relationship. 

The results implied that such external variables as demo-· 

graphic characteristics of the dietitian, situational characteristics 

involving the patient, and attitude toward patients and counseling 

skills are related somewhat to prep~redness in using counseling 

strategies. Therefore, to increase ·preparedness in using counsel­

ing strategies one or al 1 of .the fol lowing should occur: (a) more 

emphasis on the use of different counseling strategies with patients 

of all ages and with different medical conditions and .in different 

situations, (b) more emphasis on what counseling strategy to use in 

relation to the attitude and knowledge of the patient toward diet, 

nutrition, and medical condition; and the patient socio-cultural 

and psychological characteristics, (c) and more emphasis on the 
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capability i·n using counseling skills to actively listen, communi­

cate interest, and organize the counseling session. Increased pre­

paredness in using a counseling strategy would increase the attitude 

toward the use of that counseling strategy, i.e., desirability in 

using, and would increase the subjective norm toward use of that 

counseling strategy, i.e., influence of clinical dietitians that 

one works with. An increase in attitude and/or subjective norm 

would lead to an increase in intention to use the counseling strategy 

and strengthen the relationship between intention and behavior. An 

increase in intention would lead to an increase in use of the 

counseltng strategies. 

The increased use of counseling strategies by clinical 

dietitians wou]d contribute to increased compliance of patients to 

recommended changes in diet and/or life-style. It was assumed that 

the use of counseling strategies was an external variable influenc­

ing both the attitude and subjective norm of patients. If the use 

of counseling strategies by the clinical dietitian had a positive 

or negative influence on the attitude or subjective norm of the 

patient, then the patient would or would not intend to comply and 

would or would not make recommended changes in diet and/or life­

style. 

Recormiendations 

The study consisted of a large, cross-sectional, non-random 

sample of clinical dietitians and ' represented only those clinical 
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dietitians ~~filiated ~1th ~linical o! generalist dietetic intern­

ships in the United States and Puerto Rico. A majority of the re­

sponde~ts in the sample were affiliated with acute care facilities 

and most were involved, to some degree, in teaching dietetic interns. 

Generalizations to all clinical dietitians should be limited. It is 

recommended that the survey instrument be used to generalize to all 

clinical dietitians. 

· The length of the questionnaire and the repetitive nature of 

the questions may have biased the results somewhat. Including 

measures of both intention and behavior in the same instrument in­

corporated an implicit consistency bias in the responses which may 

have inflated the standardized beta coefficients in the regression 

models. It is recommended in future studies that intention and be­

havior be measured separately. A follow-up study of this research 

would be to measure atti.tude, subjective norm, and intention using a 

written questionnaire and to measure behavior using direct observa­

tion of clinical dietitians counseling patients in the actual setting. 

This would be similar to the procedure used by Glanz (1979b) in 

evaluating use of counseling strategies and patient compliance. 

The relationships identified between external variables and 

preparedness in using counseling strategies, attitude, and subjec­

tive norm toward using counseling strategies, and the intention 

and reported use of counseling strategies are suggestive only. Due 

to lack of time-series data a causal relationship could not be in­

ferred. Also, the standardized regression coefficients were averaged 
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across all counseling strategies as a method to generalize the data 

and make statements concerning general ·direction and magnitude of 

the relationships. The counseling strategies measured did not repre­

sent the universe of all counseling strategies nor did they repre­

sent a representative sample of all counseling strategies. 

The amount of variance accounted for by the categories of 

external variables was inferred . from an analysis of the standardized 

regression coefficients and multiple coefficient of determinants 

(R2) of the full regression model for all counseling strategies. 

It appeared that attitude toward targets accounted for most varia­

tion and the demographic characteristics accounted for the least 

variation in preparedness in using counseling strategies and that 

little variation was explained by the external variables in the 

attitude, subjective norm, intention, and reported use regression 

models. Further analysis of the R2 between demographic character­

istics; demographic characteristics, and situational characteris­

tics; and demographic characteristics, situational characteristics, 

and attitude toward targets is recommended to statistically iden­

tify which category of external variables accounted for the most 

variation in preparedness to use counseling strategies. A similar 

procedure would also be conducted for attitude, subjective norm, 

intention, and reported use. 

It is recommended that another approach for investigating 

the attitude-behavior relationship would be to focus on identify­

ing behavioral beliefs and normative referents and their affect on 
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general counseling . behavior,. rather · than on specific counseling 

strategies. Suggested behavioral beliefs include time required to 

use different counseling strategies and effectiveness of using a 

counseling strategy to meet needs of the · patient. Suggested nonna­

tive referents include such professional peer groups as physicians, 

nurses, phannacists, and dietetic educators and non-professional 

peer groups as friends, patients, and patient's family. This re­

mains an important area for further study if relationships among 

factors influencing the counseling behavior of clinical dietitians 

are to be understood. 
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GUIDELINES FOR DIET COUNSELING 
· Prepared by 

A Committee of the Diet Therapy Section of The American 
Dietetic Association 

Background knowledge and resources 

A. Have an objective. Know what you are expected to do and why. 

B. Have certain basic knowledge, including: 
1. Subject matter. Diet counselor should be versed in basic 

nutrition, diet ·therapy, medical and scientific tenninology, 
food composition, food habits--especially ethnic--food 
preparation and management. 

2. People. 
a. Self. Diet counselor should be aware of own strengths 

and weaknesses in interpersonal relationships and limita­
tions in knowledge and skills. 

b. Client. Diet counselor is expected to know the client-­
physiologically, psychologically, socially, economically, 
i.e., what factors make him/her what she/he is. 

3. Methods and techniques. The expert counselor should be con­
versant with the variety of systems available for collecting 
and processing food intake infonnation related to individuals. 

4. Resources and aids. Counselor should be knowledgeable about 
the community, regional, and state services and resources 
and should be aware of sources of current i'nformation. Also 
of major importance is the knowledge and expert use of re­
liable, pertinent illustrative tools in collecting accurate 
data and providing educational sessions. 

5. Instructional methods. The counselor should be familiar with 
the educational process--how people learn. 

C. ·Have appropriate ski 11 s. 
1. Be competent fo diet calculations. The counselor is expected 

to have a working knowledge of food composition--by both 
nutrients and ingredients. 

2. Be trained and experienced ·in diet history taking. · Skills in 
interviewing, interpretation, and analysis are essential in 
obtaining valid, useful information. Adaptation of diet 
history methods to the needs of the diet counseling situa­
tion provides the most satisfactory way to obtain information 
on food intake. 

3. Be adept at listening actively--an essential skill in inter­
viewing. How you listen may make a difference in what you 
hear. Be aware of "cues." 

4. Be able to establish rapport with clients and co-workers. 

174 



175 

.D • . Have a plan for accomplishing. objectives. 

Major components of diet counseling 

The procedural steps in diet counseling can be arranged in a variety 
of ways emphasizing different components, depending on the circum­
stances. Components are generally thought of in terms of the normal 
sequence of events. 

(a) Gathering information or data. 
(b) Evaluating and interpreting data. 
( c) Developing ·a .. pl an ,. of action,: · · 
(d Carrying out the plan of action. 
(e) ·Communicating the plan and evaluations (includes 

keeping, letter writing, charting notes) 
(f) Following up for reinforcement, final evaluation 

ment. 
(g) Planning for future diet care. 

Procedural guide for diet counseling 

A. Preparation. 
1. Read the client's medical record. 
2. Obtain information from referring source. 

record 

and reassess-

3. Make a tentative plan for the nutritional care program. 
4. Set the stage: be prepared, have equipment ("tools") at hand. 
5. Plan to avoid interruptions. 
6. Designate a flexible time element for the interview. 

B. The Interview. 
1. Introduce yourself. Be friendly. Talk with the client about 

the purposes of his and your visit. Include family members 
whenever possible during initial and follow-up visits. 

2. Find out from the client what the physician has discussed 
with him concerning the prescribed diet. 

3~ Describe what you are going to do and why. 
4. Check with the client about basic statistics--age, height, 

and weight. Find out the client's occupation and where 
meals are eaten. Give you an opportunity to get to know the 
client and to establish rapport. · 

5. Obtain a typical day's (24-hour) intake. The purpose is to 
gain an idea of food patterns, amount eaten, and habits. 
This can also be used as a cross-check with the diet history. 

6. Next, ask about specific foods and food groups in tenns of 
frequency of intake and amounts eaten. This may be done 
using a diet history technique, review of a diet record, 
or self-administered questionnaire. Be thorough. Informa­
tion is used to evaluate and interpret the diet, review in 
follow-up visits, correlate other medical and social 



infonnation,. and to write meaningful notes in medical 
records and reports. 
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7. Give the client something to do while you summarize or cal­
culate and evaluate the infonnation on food intake. 

8. Discuss the results of the evaluation with the client. 
Client should be an active participant in the interview at 
this time. 

C. The plan, i.e., for nutritional care. 
1. Re-check, in reference to information on intake: 

a. Medical problem--reason for referral. 
b. Laboratory results. 
c. Morbidity record. 
d. Energy balance (height, weight, activity vs. intake, etc.) 
e. Social history, education, and/or intellectual capabil­

ities. 
2. Discuss with the client any relevant conclusions, such as 

activity patterns and eating times, meal patterns and blood 
sugar levels, and other obvious problems to intake. 

3. Together with client develop a nutritional care program. 
4. Reinforce each point with appropriate visual and instruc­

tional materials. 
5. Prepare an individualized diet plan with the client. Always 

provide a written plan, record ·diet plan in the patient's 
record in keeping with the hospital or clinic procedures, 
and retain copies of the diet plan as needed for communica­
tion and reference. 

D. The follow-up. 
1. Make plans with the client for reinforcement, additional in-

structions, revisions, and evaluations. · 
a. Establish dates or a time schedule for reaching goals. 
b. Develop alternate ways to remain in contact with the 

client concerning progress: return appointments, tele­
phone check-in, mail-in review of dietary records, etc. 

c. Establish a· "reminder" system. 
2. Be certain the plans are clearly stated to the client, are 

written in the medical record, arid are reported on the diet 
hi story fonn. 

E. Communication-. 
1. Make appropriate notes in the client's record, including in­

formation about what has been learned, what you have done, 
and what you hope to learn and do further. 

2. Communicate with the referring agent. This is useful in 
obtaining cooperation and assistance in the reinforcement 
of the educational program. 

3. Make necessary entries in your own record system and appoint­
ment calendars. 
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There are several guidelines that can be helpful in promoting 
nutritional change. The guidelines do not have an order of impor­
tance but represent points that should be considered in every counsel­
ing session. A basic prerequisite for successful nutritional change 
is a realistic and honest statement to the patient that he/she bears 
the responsibility for change, not the dietitian. 11 The need for full 
cooperation and effort by the patient in attempting change should be 
explained candidly and agreed to by the patient before the dietitian 
pro vi des assistance. 11 

GUIDELINES 

1. Have the patient systematically observe and record h~s total eat­
ing pattern. The patient should collect daily information on 
the type and amount of food eaten, as well as times, locations, 
and events associated with eating. Having the patient observe 
daily eating patterns has several advantages: 
a. Situational factors associated with eating are often useful 

targets for change. 
b. The patient is actively involved in recognizing and analyzing 

his/her dietary problems through completing a diary of daily 
eating habits. If patient is unwilling to keep a diary, it 
can be assumed that he/she will do little else that is recom­
mended. This could be viewed as a "commitment" test. 

2. Promote accurate collection of information on eating habits. 
The diary is usually the most immediate source of information on 
which dietary recommendations can be based and to judge counsel­
; ng progress. 
a. First, use the dietary records extensively in the counseling 

sessions. If this information is not used the patients will 
not continue to record their eating habits. 

b. Explore potential problems that can interfere with keeping 
an accurate diary. Have patient keep diary in a convenient · 
and conspicuous place, such as the refrigerator door. Dis­
cuss how other people in the patient's family may react to 
the diary and how it may fit convP.niently into the daily 
routine. 

c. Make certain the patient knows how to complete the eating 
habit diary. 

d. Make arrangements to call the patient within a few days to 
discuss any unanticipated problems. The patient should be 
made aware that some problems are expected; however, 
through mutual effort, most problems can be solved. These 
initial problem solving efforts should receive close 
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attention as they form the relationship for more difficult 
problem-solv·ing efforts when ·actual changes in eating 
habits are recommended. 

e. In subsequent counseling sessions, avoid asking if patient 
has had any problems in completing his/he,r diary or in 
making the recommended changes in eating habits. Assume 
that problems exist and do not provide an opportunity for 
the patient to deny it. Ask patient to report successes 
first, no matter how small and, then, discuss the problems. 
Do not overemphasize failures by underemphasi'zing them. 

3. Plan gradual changes in eating habits. 
a. The diary of eating habits will reveal numerous dietary 

changes that can and eventually be made. Often, patients 
are eager to change all aspects of the eating pattern 
immediately. Insist on gradual changes and stress that 
slow but steady improvement in eating habits are more 
likely to persist over time. 

b. A gradual change program can never begin with too little, 
and the steps upward can never be too small. 

c. A graduated approach to dietary change requi'res that the 
dietitian not set predesignated or arbitrary goals such 
as starting a 1,500 kcal. diet. Rather, allow the patient's 
past performance to set the next goal. 

4. Provide realistic expectations of success. 
a. Changing life-long eating habits is one of the most diffi­

cult problems that the patient will ever encounter and 
will require much effort over quite a long time. Make this 
very clear to the patient and discuss realistic expectations 
for immediate changes. 

b. Alert the patient to the possibility of some failures and 
the need to continue his/her efforts in spite of the fail­
ures. The patient should expect many problems, but assure 
him/her that if different approaches/strategies are tried 
over time, the problems can be solved. Indicate you are 
willing to support his/her efforts as he/she continues to 
try recommended changes. 

5. Prepare to provide the patient continual support over time. 
a. Unlike counseling sessions, problems with dietary changes 

do not occur on a regular schedule. It may be impossible 
to schedule counseling sessions more than once or twice a 
month, but it is very important to maintain frequent contact 
by telephone or mail especially in the early stages of 
counseling. A patient's initial enthusiasm for change often 
drops very rapidly and to help maintain commitment, support 
and encouragement are needed. Interest in a patient's 
problems and progress by the dietitian will provide an in­
valuable contribution to successful dietary changes. 
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b. The dietitian should seek the active participation of a 
patient's family · in all aspects of dietary change. The . 
support and encouragement of family and friends is necessary 
for lasting change, and a successful dietary program clearly 
requires the full cooperation of all family member(s) who 
buy and prepare foods in the home. Include family members 
in the counseling session whenever possible. 

6. Gauge counseling progress by observing the patient's behavior. 
a:~" The most immediate indicator of progress is whether the 

patient reports change in the desired direction. There is 
usually a delay between actual behavioral changes and corre­
s~onding physiologic changes. Overdependence on physiologic 
measures may frustrate the patient. Concentrate efforts on 
the specific dietary changes being attempted and assure the 
patient that physiologic measures will support these changes 
over time. 

b. If the physiologic measures do not begin to parallel 
reported changes over time, then something is wrong. Openly 
express this to the patient. Either the patient is usual 
in terms of dietary response or he/she is having difficulty 
accurately reporting eating habits. Point out that accurate 
and complete records are to his/her advantage since they pro-

. vide the only way dietary problems can be solved. 

When a problem arises with changing specific dietary habits, the 
dietitian and patient should assess the implications of alternative 
techniques. The obtrusiveness, scheduling demands, and assistance 
required by others to implement the technique should be considered. 
For example, the problem of eating high-calorie snacks at home may 
be handled by (a) not purchasing the snacks, (b) placing them in an 
inconspicuous or inconvenient place, or (c) contracting with family 
members not to eat them. These options differ in terms of how 
convenient they can be used by a patient. Effectiveness depends on 
how well the approach helps the patient to stop eating snacks. 



180 

TRADITIONAL AND INNOVATIVE APPROACHES TO 
r . COUNSELING STRATEGIES 

Glanz, 1979 

I. Instructional Strategies 
A. Traditional 

1. Use food models. 
2. Use charts or audiovisual aids to help explain how the 

dietary regimen works (Exchanges, food groups, and so on). 
3. Have hospitalized patients select foods from a special 

menu with a variety of choices, or go over the hospital 
meal(s) ·with the patient to show how they fit the thera­
peutic dietary plan. 

B. Midway Between Traditional and Innovative 
1. Have patient pl an a menu or a day I s menu 1c~wi thout your 

help) that he/she could fix at home. 
2. Use charts or audiovisual aids to help explain a disease, 

condition, or physiologic process. 
3. Ask the patient specific questions about areas that 

might be unclear. 
4. Teach principles of the diet first, then talk about 

specific foods. 

II. Motivational Strategies 
.A.

1 
Traditional 

· 1. Talk about generally poor dietary patterns of "most 
people. 11 

2. Make clear that you expect the patient to follow the diet. 
3. Refer to yourself as a health care professional in alli­

ance with the doctor, or refer to the 11 doctor 1 s orders. 11 

B. Midway Between Traditional and Innovative 
1. Emphasize the consequences · or dangers of not following 

the diet. 
2. Try to link dietary with non-health benefits, e.g., 

ap pea ranee. 
C. Innovative 

1. Describe your own experiences with a restricted diet, or 
those of a successful patient on a similar plan, to 
patient. 

2. Show approval for, or otherwise reward patient for 
following some part of the diet, or for bringing a food 
record, regardless of present nutritional status as 
measured by clinical or laboratory tests. 

3. Involve several patients on the same regimen in a small 
support group. 

4. Try to help patient feel he/she can have some control of 
his/her own health, life, or eating (Examples: · Patient 
who says, 11 I can eat whatever is cooked for me, 11 "My 
friends tempt me, 11 and so on). 



III. Behavioral Strategies 
A. Traditiona 1 

1. Suggest that patients get a diet scale to weight some 
of their foods. 

B. Midway Between Traditional and Innovative 
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1. Have patient return a food diary to you when he/she is 
not coming for a visit (dropping it off, leaving it 
with doctor or nurse, or mailing it). 

2. Suggest measures to control patient's eating environ­
ment, such as eating only in a certain place, at cer­
tain times, keeping restricted foods out of the house. 

3. Suggest self-monitoring, through recording food intake, 
making a graph of weight, or taking blood pressure. 

4. Ask whether patient would be willing to let you talk 
with another family member or close friend, beyond the 
person who might routinely come to the doctor with him/ 
her (over the telephone or in person). 

C. Innovative 
1. Call patient between ~visits, or after discharge to see 

how he/she is doing. 
2. Ask what part of the diet the patient thinks he/she can 

realistically follow, and then set short-term goals for 
that part of the regimen. 

3. Examine patient's physical activity pattern and develop 
a plan for more exercise. 

4. Ask a particularly successful patient to talk (on the 
telephone or in person) with other patient's beginning 
the same type of diet. 

5. Recommend that patient join an outside group (commer­
cial or self-help), as well as continue to work with 
you (especially after hospital discharge). 

6. Encourage patient to talk freely about problems other 
than food-related. 

7. Assist patient in making other (non-food) changes in 
his/her life that might have a direct effect on eating 
patterns (find out about crafts groups, refer to social 
or medical services). 

IV. Educational Diagnosis 
A. Tradi tiona 1 

1. Ask if patient has ever followed a modified diet (or 
the same kind of diet) before: or if family or close 
friends have. 

B. Midway Between Traditional and Innovative 
1. Ask about patient's fonnal schooling. 
2. Ask why patient wants to follow this diet (not limited 

to weight reduction). (Examples: Feel better, avoid 
getting sick, husband will like it, look better in a 
bathing suit, and so on.) 
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3. If patient has followed a modified diet before, ask what 
happened: was he/she successful? able to stick it out? 
were there problems? Or, how successful was a family 
member or friend with a similar diet? 

C. Innovative 
1. Ask how concerned or worried patient is ~bout health in 

general. 
2. Ask how much patient th·inks the diet can do to improve 

his/her health. 
3. Ask how serious patient thinks his/her condition is for 

health, or how serious he/she thinks the sequelae of 
the condition are. (Examples: thinks high blood pres­
sure could cause a bad stroke; thinks obesity for a young 
adult doesn't make much difference ·in present health.) 

4. Ask what patient thinks will happen if he/she doesn't 
fo 11 ow di' et. 

5. Ask how hard patient thinks diet will be. 
6. Ask patient to estimate how much of the diet he/she will 

be able to follow. 

V. Assessing Patient Compliance 
A. Traditional 
B. Midway Between Traditional and Innovative 

1. Ask for more explanation about what happens when patient 
"goes off" diet. 

2. Have patient keep a food diary for you to look at, and 
then review it with him/her to identify possible examples 
of non-compliance~ 

3. Ask if patient has eaten certain foods in the past few 
days, e.g., .food he/she should not have or should re-
strict. · 

4. Ask if patient has eaten certain foods in the past few 
days, e.g., food he/she should have some of, or may need 
to add. _ 

5. Ask a doctor or other health professional .who cares for 
patient about health status indicators of compliance 
and whether patient has talked about diet problems. 

C. Innovative 
1. Ask how much of the diet patient is able to follow. 
2. Ask others to what extent patient has been following his/ 

her diet. 
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AGENDA FOR NOMINAL .GROUP MEETINGS 

First Meeting: 

1. Introduction and purpose of research 
- purpose of research is to identify attitudes toward the use of 

different strategies/approaches/techniques used by dietitians 
in counseling/instructing patients. 
purpose in meeting today is to identify what each of you do 
when counseling a patient. This will help me to develop a 
comprehensive list of strategies/approaches/techniques used 
in counseling patients on dietary modifications, etc. 
clarify what is meant by the term strategy. Strategy can be 
referred to as an approach, method, or technique and in any 
given counseling session several strategies are usually imple­
mented. 
Some examples: 

- use food models. 
- have patients plan a menu. 
- involve several patients on the same diet in ,a small 

support group. 
- try to help patient feel he/she can have some control over 

his/her own health, life, or eating. 
- suggest that patient get a diet scale to weigh foods. 
- call patient between visits or after discharge. 
- ask if patient has ever followed a modified diet or why 

patient wants to follow diet. 
etc. 

2. Ask each person to list strategies used in counseling patients on 
the fonn titled "Identification of Counseling Strategies." 
a. After list strategies then indicate in the columns on the 

left hand margin the most effective and the most frequently 
used strategies. (Note: indicate strategy or strategies .. 
most effective for you and the strategy(ies) you used most 
frequently not what are effective for others, etc.) 

3. Have each person report verbally the counseling strategies most 
effective and most frequently used. Discuss with group. 

4. Ask group to discuss how feel about the counseling process. 
a. importance of counseling process? · 
b. what problems are encountered? 
c. what limitations are encountered? 
d. was training adequate prior to first job? 

184 
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Second Meeting: 

1. Present results of first meeting and discuss. 

2. Have group identify major classifications of counseling strate­
gies. 
a. Ask each person to write major classifications. 
b. Have each person report classifications and discuss. 

3. Present the classifications and list of strategies as identified 
by Glanz. ·oiscuss. · 

4. Have each person review strategies on the list constructed from 
the first meeting and rate as to classification, effectiveness, 
and frequency of use. 

Thank everyone for their contributions and cooperation. 
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NAME: 
.... 

Fonn 1 -------------
EMPLOYER: -----------

INITIAL IDENTIFICATION OF COUNSELING STRATEGIES 

Please list in the area provided the strategies/approaches/methods/ 
techniques you use in counseling and/or instructing patients. You 
may find it helpful to mentally think through the process you go 
through in the patient work-up, assessment, education, and follow-up. 

After listing the approaches you · use in the counseling process, 
please indicate with a check (I) in the designated left hand columns 
the approaches you prefer to use and the approaches you must fre­
quentl~ use. 

Most 
.Prefer Frequently 
to Use Used Counselinq Strategies 



TO: 

GUIDELINES FOR SECOND NOMINAL GROUP MEETING 

M E M O R A N D U M 
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Form 2 

FROM: Audrey L.· Hay 

DATE: July 6, 1982 

RE: Identification of Counseling Strategies 

Attached is the list of counseling strategies that I have compiled 
based on discussion with Knoxville Area dietitians and a literature 
review. If possible, please take a few minutes and review prior to 
our meeting on , July~' at~~~~~-

I have categorized the strategies into five categories: educational 
diagnosis, instructional, behavioral, motivational, and assessing 
patient compliance. As you review the list, please consider the 
following: 

a. Are the five categories appropriate? If not, indicate 
changes you would make, etc. 

b. Do .you agree with items listed under each category? If 
not, indicate changes. If you feel an item should be 
omitted, then cross ' out. If you feel a change in wording 
is needed, then indicate the changes for that item. If 
you feel an item should be in another category, then in­
dicate next to the 1 etter on l'aft what category the i tern 
should be in. If you have additional items that should 
be included, please list under the COMMENT section at end 
of each category. 

c. Then, in the columns on the left side of the page, please 
indicate for each item if you (1) don't use, or (2) feel 
item is most effective for you in your practice, and/or 
(3) use the item most frequently. 

As you review the listing of counseling strategies, please note any 
questions you may have and we will discuss during our meeting. The 
purpose of the meeting is to discuss the listing of strategies and 
identify any deletions and/or additions and/or changes in wording 
and to obtain a group consensus. If you do not have time to complete 
(a), (b), and/or (c) above, I will schedule approximately 15-20 
minutes during our meeting for you to do so. 

Thank you. I am looking forward to our next meeting. See you then. 
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Form 3 

NAME.~~~~~~~~~~-

COMPOSITE OF COUNSELING STRATEGIES USED IN SECOND NOMINAL GROUP MEETING 

Don't! Used Most · , Most 
Use Fre_g_uently Effective Counseling Strateqy 

I. EDUCATIONAL DIAGNOSIS 

a. ask if patient has ever followed a modified diet (or the same 
kind of diet) before, or if family or close friends have.· 

b. ask about patient's fonnal schooling, occupation~ 

c. ask why patient wants to follow this diet (not limited to 
weight reduction). Examples: Feel better, avoid getting 
sick, husband will like it, look better in a bathing suit, 
etc. · 

d. if patient has followed a modified diet before, ask what 
happened? Was he/she successful? able to stick it out? were 
there problems? Or, how successful was a family member or 
friend with a similar diet? 

e. ask how concerned or worried patient is about health in gen­
eral? detennine what patient considers to be "healthy. 11 

f. ask how much patient thinks the diet can do to improve his/ 
her health. · 

..... 
CX> 
CX> 



Don't I Used Most I Most 
· Use Freque_n_tly Effective Counseling Strategy 

g. ask how serious patient thinks his/her condition is for health, 
or how serious he/she thinks the outcomes of the condition are. 
Examples: thinks high blood pressure could cause a bad stroke, 
thinks obesity for a young adult doesn't make much difference · 
in present health, etc. 

h. ask what patient thinks will happen if he/she doesn't follow 
diet. 

i. ask how hard patient thinks diet will be. 

j. ask patient to estimate how much of the diet he/she will be 
able to follow. · 

k. ask how family members (significant others) feel about certain 
problems or being on a diet. 

1. identify environmental factors and cues affecting outcome. 

m. check medical record for medical history, age, ethnic group, 
religion, marital status, occupation, etc. 

n. _obtain typical food intake or 24-hr. recall and/or food fre­
quency and determine food availability and availability of re­
sources. 

o. obtain input from other health professionals to gain insight 
into dietary habits, lifestyle, home situation, education, etc. 

_, 
(X) 

"° 



Don'tj Used Most I Most 
Use Frequently Effective Counseling Strateqy 

p. ask patient about past and present problems, e.g., medical, 
social, financial, etc. 

Comments: 

II. INSTRUCTIONAL 

a. use food models, food pictures, and/or nutrient comparison 
cards. 

b. use charts, pamphlets, diet sheets, audiovisual aids (educa­
tional TV, films, slide/tape) or computer assisted instruc­
tion to help explain how dietary regimen works. 

c. use charts, pamphlets, audiovisual aids (educational TV, films, 
slide/tape) or computer assisted instruction to help explain 
disease, condition, or physiologic process and relationship 
to nutrition. 

d. ask the patient specific questions periodically about areas 
that may be unclear. 

e. teach principles of the diet first, then discuss specific foods. 

f. have the patient select foods from a special menu (i.e., hos­
pital menu or menus from frequently visited restaurants) with 
a variety of choices or go over hospital menus to show how 
they fit the therapeutic dietary plan. 

~ 
0 



Don 1 tj Used Most I Most 
Use Frequently Effective 

g. 

Counseling Strateqy 

have patient plan a menu or a day 1 s meals (with and without 
your help) that he/she could prepare at home. 

h. use charts, pamphlets, or audiovisual aids to help present 
food buying tips and how to read food labels. 

i. provide educational literature, recipes, and sources of addi­
tional information, e.g., cookbooks, special foods, etc. 

j. have patient verbalize rationale for diet and major changes 
required by the therapeutic diet plan. 

k. · develop rapport with patient to make more comfortable and de­
velop trust. Examples: talk about other things than diet, 
ask questions about family, occupation, etc. 

-
1. on calorie restricted regimens, show the patient how calorie 

level was determined. 

m. have patient review diet infonnation prior to time scheduled 
to discuss diet with dietitian. 

n. use simple terms understood by patient but don't talk down to 
the patient. 

o. continually assess fatigue and interest, if patient is 
extremely tired and shows lack of interest, discontinue 
session and reschedule. 

__. 
U) __. 



Don'tj Used Most j Most 
Use Frequently Effective Counseling S_trategy 

p. BE FLEXIBLE in requiring specific diet modifications and 
changes in lifestyle. 

q. teach and re-teach and re-teach. Don't expect patients to 
absorb all that is presented the first time. Stress minimum 
number, perhaps one, points at each session. 

· r. arrange for referrals if follow-up is needed from the hospital 

Co1T111ents: 

III. MOTIVATIONAL 

a. be positive in encouraging patient to follow recorrmended diet 
changes. 

b. make as few changes as possible in patient's diet, emphasize 
those aspects of the patient's diet that meet the therapeutic 
diet plan. 

c. ask patient about incentives and use those to motivate. 

d. discuss with patient how therapeutic diet plan can be worked 
into lifestyle, considering food preferences, food restric­
tions, food availability, etc. 

~ 

'° N 



Don't! Used Most I Most 
Use Frequently Effective Counseli~g Strategy 

e. discuss positive factors to be gained by following the diet 
or making recolllllended changes in behavior. 

f. talk about generally poor dietary patterns of "most people. 11 

g. make clear that you expect the patient to follow the diet. 

h. refer to yourself as a health care professional in alliance 
with the doctor, or refer to the "doctor's orders." 

i. · emphasize the consequences or dangers of not following the 
diet. 

j. try to link dietary with non-health benefits, e.g., appearance 

k. describe your own experiences with a restricted diet, or those 
of a successful patient on a similar diet, to patient. 

1. show approval for, or otherwise reward {praise, compliment) 
patient for following some part of the diet, or for bringing 
a food record regardless of present nutritional status as 
measured by clinical or laboratory tests. 

m. involve several patient~ on the same regimen in a small sup­
port group. 

n. try to help patient feel he/she can have some control of his/ 
her own health, life or eating. Examples: patient who says, 
11 1 eat whatever is cooked for me, 11 "My friends tempt me, 11 etc. __, 

"° w 



Don't Used Most 
Use Frequently 

Most 
Effective Counseling Strateqv 

t. 

m 

__, 
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Don't! Used Most I Most 
Use Fr~q~~ntJ.y Effective Counseling Strategy 

Corrments: 

IV. BEHAVIORAL 

a. suggest that patientsget a diet scale to weight some of their 
foods. · 

b. jointly with patient suggest alternative foods and methods 
of preparation. 

c. have patient return a food diary to you when he/she is not 
coming for a visit (dropping it off, leaving it with doctor 
or nurse, or mailing it). 

d. suggest measures to control patient's eating environment, 
such as eating only in a certain place, at certain times, 
keeping restricted foods out of the house, eating slower, etc 

e. suggest self-monitoring, through recording food intake, making 
a graph of weight or taking blood pressure. 

f. ask whether patient would be willing to let you talk with 
another family member or close friend, beyond the person who 
might routinely come to the doctor with him/her (over the 
telephone or in person). 

g. call patient between visits, or after discharge to see how he/ 
she is doing. 

__, 
lO 
u, 



Don't! Used Most I Most 
Use Frequently Effective Counseling Strategy 

h. ask what part of the diet the patient thinks he/she can real 
istically follow and then set a short-term goal for that 
part of the regimen. 

i. examine patient's physical activity pattern and develop a 
plan for more exercise. 

j. ask a particularly successful patient to talk (on the tele­
phone or in person) with other patien~s beginning the same 
type of diet. 

k. recommend that patient join an outside group (commercial or 
self-help), as well as continue to work with you (especially 
after hospital discharge). 

1. encourage patient to talk freely about problems other than 
food-related. 

m. assist patient in making other (non-food) changes in his/her 
life that might have a direct effect on eating patterns (find 
out about crafts groups, refer to social or medical services). 

Comments: 

__, 
I.O 

°' 



Don't! Used Most I Most 
Use Frequently Effective Counseling Strategy 

V. ASSESSING PATIENT COMPLIANCE 

a. ask for more explanation about what happens when patient "goes 
off11 the diet. 

b. have patient keep a food diary for you to look at, and then 
review it with him/her to identify possible examples of non­
compliance. 

c. ask if patient has eaten certain foods in the past few days, 
e.g., foods he/she should not have or should restrict. 

d. ask i·f patient has eaten certain foods in the past few days, . 
e.g., foods he/she should have some of or may need to add. 

e. ask a doctor or other professional who cares for patient about 
health status indicators of compliance and whether patient has 
talked about diet problems. 

f. ask how much of the diet patient is able to follow. 

g. ask others to what extent patient has been following his/her 
diet. 

Comments: 

__, 
\.0 ......., 



APPENDIX C 



A SURVEY OF CLINICAL DIETITIANS REGARDING 

USE OF COUNSELING STRATEGIES 

The purpose of this survey is to identify the feelings of clinical dietitians 

toward what they do in the counseling of patients on dietary modifications. The 

information obtained will be helpful in identifying competencies that need to be 

incorporated into dietetic training programs to improve the counselin~ skills of 

dietitians and, subsequently, improve dietary compliance of patients. 

Please answer all the questions. If you wish to convnent on any questions or 

to qualify your answers, please feel free to use the space in the margins. 

Thank you for your help. 

Department of Nutrition and Food Sciences 

College of Home Economics 

The University of Tennessee 

Knoxville, Tennessee 
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Q-1 There are many factors that influence what strategies you may use in counseling patients and the outcome 
of counseling sessions. Please indicate the importance of each of the listed patient characteristics in 
determining what you do in the counseling process. 

(Please circle your response) I 
NOT EXTREMELY 

IMPORTANT IMPORTANT 

Attitude toward medical condition ...................... . 

Attitude toward nutrition •.•••••.•••••••••••.••.•••••. :. 

Attitude toward diet ................................... . 

Control of food purchasing and preparation .•............ 

Cu 1 tura 1 food habits ••••••••••..•.•••••••.••..••.•..•••• 

Educational level ..••••••..•.•.•••...••••••..•..•••.•••• 

Emotional problems .••....•..•••.••..••••.•...•..• , .••.•• 

Interest in food purchasing and preparation •...•..•.•••. 

Knowledge of di et •••..••.••••.•••••••••.•••.•.•.••••..•• 

Knowledge of medical condition ...... ; .................. . 

Living conditions ••••••••••••••••••••••..•••••.•••••••.• 

Management of resources ..••••••••.••••..•.•.••••.•.••... 

Socio-economic status •.••.•.••••••.•..••..•.•••.•••..... 

Support of family and friends .•.....•••••••••••.•..••..• 

Use of mi si nfonnati on ..•.•••....•......•.•.•••..••...... 

Variety of food available in the community ..•••.•..•.•.. 

Wi 11 i ngness to make changes ...•.•.....•.•••..•••••.••... 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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4 
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4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

·s 
5 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

Q-2 For each of the following counseling activities, please indicate how successful you feel in completing 
that activity. Please circle your response. 

~:e 
f: 

1; ~ 
i:J N 

§ 

Assess what is needed to help the patient ..........••.•• EU 

Explain to the patient changes needed in the 
diet regimen............................................ EU 

Explain to the patient information about the 
disease condition....................................... EU 

Motivate and encourage the patient to follow 
the di et regimen.. . . . . . . . . • . . . . . • . . • . . • • • . • . . • . . . . . • . . . . EU 

Evaluate how well the patient is following 
the reconmended diet regimen............................ EU 

QU SU 

QU SU 

QU SU 

QU SU 

QU SU 

N ss QS ES 

N ss QS ES 

N ss QS ES 

N ss QS ES 

N ss QS ES 
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Q-3 Now, we would lfke to detennine how often you use certain counseling skills. Please indicate with 
approximately how many patients you use the counseling skills listed. 

(Please cfrcle your response) 
1. Develop rapport with patient to make more 

comfortable and develop trust, e.g. talk 
about things other than diet, ask ques- LESS THAN ABOUT MORE THAN 
tfons about family and occupation •.• ••••••••.••.•• NONE HALF HALF HALF ALL 

2. Communicate interest to the patient by: 

LESS THAN ABOUT MORE THAN 
---maintaining eye contact ....................... : NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN 
---showing emphathy •••.•.•.•••••••••••.....••••••• NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN 
---speaking slowly and clearly .. .. ................ NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN 
---being relaxed •••• . ••• •••• •••• •• •.••••.•••••.••• NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN· 
---sitting or leaning forward slightly .••.. ••.••.. NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN 
---expressing willingness to help .••••••.••• ••.••• NONE HALF HALF HALF ALL 

3. Actively listen to the patient, encourage the 
patient, and facilitate the counseling process 
by: 

LESS THAN ABOUT MORE THAN 
---using open-ended questions ...••...••...•••••... NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN 
---using minimal encouragers, e.g. ""'11Hm" .••••.•.• NONE HALF HALF HALF ALL 

-·-using paraphrasing or restatement, 
e.g. repeating what the person has LESS THAN ABOUT MORE THAN 
just said ••••..••••••..•..•••.••••• : •••••.••••• NONE HALF HALF HALF ALL 

---using reflection of feelings or 
affective responses, e.g. responding LESS THAN ABOUT MORE THAN 
to feelings rather than words ...........•..... NONE HALF HALF HALF ALL 

LESS THAN ABOUT MORE THAN 
---sf l ence ••.•.•••.••••••..• ~ ...•••••.••••.••••••. NONE HALF HALF HALF ALL 

4. use simple terms understood by the patient LESS THAN ABOUT MORE THAN 
and in the vernacular to the patient .• •.••••..•••• NONE HALF HALF HALF ALL 

5. Stress minimum number of essential points LESS THAN ABOUT MORE THAN 
in the available time ............................. NONE HALF HALF HALF ALL 

6. Present infonnation in a concise, LESS THAN ABOUT MORE THAN 
logical, and organized manner .. .. ........... . ..... NONE HALF HALF HALF ALL 
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Q-4 Next, we would ltke you to indicate how prepared (capable) you feel you are in using certain counseling 
ski 11 s. We understand that to some extent your counseling skills are evaluated by patient reaction. 

I NOT 
(Please circle your respense) I 

· EXTREMELY 
1. Develop rapport with patient to make more CAPABLE CAPABLE 

comfortable and develop trust, e.g. talk 
about things other than diet, ask ques-
tions about family and occupation ................... 2 3 4 5 6 7 

2. C011111unicate interest to the patient by: 

---maintaining eye contact .••.••.•.••••••••.•.•.•••. 2 3 4 5 6 7 

---showing empathy ••.••.••••••••••.••••••••••••••••• 2 3 4 5 6 7 

---speaking slowly and clearly ...................... 2 3 4 5 6 7 

---having a rel axed body •••••.•••.•.•••••.•••••.••••• 2 3 4 5 6 7 

---sitting or leaning forward slightly •••••••..••••• 2 3 4 5 6 7 

---expressing willingness to help •••••••••••..•••..• 2 3 4 5 6 7 

3. Actively listen to the patient, encourage the 
patient, and faciliate the counseling process 
by: 

---using open-ended questiont ..........•....••.••••. 2 3 4 5 6 7 

---using minimal encouragers, e.g. 11"'1vimU • • • • • • • • • • • 2 3 4 5 6 7 

---using paraphrasing or restatement, 
e.g. repeating what the person has 
just said ...••.••••...•.•..•••...•••.••••.•••••.. 2 3 4 5 6 

---using reflection of feelings or 
affective responses, e.g. responding 
to feelings rather than words .••.••••••••..•.•.•. 2 3 4 5 6 7 

---s i 1 ence ... .••.• .•.....•••••.•••..•••.••••••••••.• 2 3 4 5 6 

4. Use simple terms understood by the patient 
and in the vernacular to the patient .•••.....••..... 2 3 4 5 6 

s. Stress minimum number of essential points 
in the available time ............................... 2 3 4 5 6 

6. Present information in a concise, 
logical, and organized manner ....................•.. 2 3 4 5 6 
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Next, we would like to obtain your opinions regarding the use of various counseling strategies in your 
current practice (what you do when counseling patients). We are interested in several types of infonnation 
concerning the strategies. You will be asked to respond to eight different questions regarding each 
strategy. 

Q-5 First, for each of the following counseling strategies, please indicate how desirable your use of that 
strategy is when counseling patients. Please circle your response. ~ 

..!-~ ~ " ~411 ,p .31 ~i ::...~ 41 
r.. Cl- i:O ... t.: -.c .., .c t- J-;; ~- Cl.I .... "' ·- ~ 41 ~ ... "' ~, -s ~s.. &·; '-·-«::"§ ,§ i ·- :- .... "' 

§ ,.,,§ ;;; <! ~ 
)( Cl.I 

;:::) "<Jc::, 

Obtain an in-depth dietary history ...................... EU QU SU N SD QD ED 

Identify environmental factors and cues 
affecting compliance •••..•...••.••.•.•...•••••..•.••. ~·· EU QU SU N SD QD ED 

Determine willingness or resistance of 
patient to fol low the diet regimen ...................... EU QU SU N so QO ED 

Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness .••.••..•••..•.••••••...••.•.••.••... EU QU SU N so QO ED 

Use charts, pamphlets, audiovisual aids 
(educational TV, films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition, physiologic 
process or medication as well as relation-
ship to nutrition •.•..•••••.•.••.••..•••.•••.•.•.••.•••• EU QU SU N SD QD ED 

Teach principles of the diet first, then 
discuss specific foods or restrictions •••..••...••..••.• EU QU SU N so QD ED 

Use questions periodically to determine 
areas that may be unclear ............................... EU QU SU N so QO ED 

Have patient plan a menu or a day's meals 
(without your help) that could be prepared 
at home .....•..••...•.•.•..••.•....•.•.•..•.••.•••.•.... EU QU SU N so QO ED 

Discuss ways in which the diet regimen 
can be worked into the life-style of 
the patient ...•.••..•.•.••••...•••.•••.••.....•••••••..• EU QU SU N so QD ED 

Show approval for or reward patient for 
following some part of the diet regardless 
of present nutritional status •..•....•.•..•...•.••..•..• EU QU SU N so QO ED 

Help patient feel he/she can have some con-
trol over his/her own health, life, or eating ....•....•• EU QU SU N so QD ED 

Involve patient and significant other, e.g. 
family member or friend, in identifying 
priority problems and changes needed to 
deal with those problems ................................ EU QU SU N so QO ED 

Determine what part of the diet the patient 
can realistically follow and set goals with 
the patient for that part of the diet regimen ..•......•. EU QU SU N SD QO ED 

Identify self-monitoring measures, e.g. 
recording food intake. making a graph of 
weight or taking blood pressure ......................... EU QU SU N SD QD ED 
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Indicate~ dasirable your use of each strategy is when counseling patients. 

I ~:1 
Identify measures to control the patient's /.! 
eating environment, e.g. eating only in a .... :C 
certain place, at certain times, eating ~'8 
slower, or keeping restricted foods out .::) 
of the home. • • • • • • . . . • . • . • • • • . • • • • • . • . • • • . • . . • . • • . • . • . . . · EU 

Assist patient in making other (non-food) 
changes in his/her life that might have a 
direct effect on eating behavior •••.••••••.••••.•••••.•• EU 

Monitor laboratory values, e.g. blood and 
urine, and clinical f1ndings......... •• • • • • • • . • • • • • .. • . • EU 

Ask sign1ficant others, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether 
patient has talked about diet problems ••••..••..•••••••• EU 

Detennine from patient any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certa1n foods that should 
be included or should be added to the diet? •••••.••••••. EU 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance 
and non-comp 11 ance. • • • • • . • • • . • • • • • • . • . • • • . • • • • • . • • • . • • . . EU 

QU SU 

QU SU 

QU SU 

QU -SU 

QU SU 

N SD QD ED 

N SD QD ED 

N SD QD ED 

N SD QO ED 

N SD QO ED 

Second, for the counseling strategies listed please indicate how J.J!!!1. your use of each strategy will 
promote patient compliance with the diet regimen. Please circii your response. 

~ 

l.i .... -~§ 
Obtain an in-depth dietary history...................... EU 

Identify environmental factors and cues 
affecting compliance.................................... EU 

Detennine willingness or resistance of 
patient to follow the diet regimen...................... EU 

Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness ..•.•..••.••.•••..•.••••.••..•••••••. EU 

Use charts, pamphlets, audiovisual aids 
(educational TV, films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition, physiologic 
process or medication as well as relation-
ship to nutriton........................................ EY 

Teach principles of the diet first, then 
discuss specific foods or restrictions ..•..•.•..•..•...• EU 

QU SU N SL QL EL 

QU SU N SL QL EL 

QU SU N SL QL EL 

QU SU N SL QL EL 

QU SU N SL QL EL 

QU SU N SL QL EL 
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Indicate how l.ikely your use of each strategy rJill promote patient compliance with the diet regimen. 

I f.!i .!i ,!l~ (. .!i ;~I ~" .... - ! ""~ ~.!i ~.; ~" '§;~ ·-~ 0,->,t 
~~ 

to <IJ .... _ c5-- ·- - i -·- w:;:f 

Use questions periodically to detennine ~§ § !:;§ ;;; ....J cS-~ ~....J 

areas that may be unclear ••..••••...••..•.•.••••••.•.••. EU QU SU N SL QL EL 

Have patient plan a menu or a day's meals 
(without your help) that could be prepared 
at home •••••• _ .•••••••••••.•.•..••••••••••..••.•••.•••••• EU QU SU N SL QL EL 

Discuss ways in which the diet regimen 
can be worked into the life-style of 
the patient ••.••...•.••.••.•••••••••••••.••••••••••••••• EU QU SU N SL QL EL 

Show approval for or reward patient for 
following some part of the diet regardless 
of present nutri ti ona 1 status ........................... EU QU SU N SL QL EL 

Help patient feel he/she can have some con-
trol over his/her own health, life, or eating ......••.•• EU QU SU N SL QL EL 

Involve patient and significant other, e.g. 
family member or friend, in identifying 
priority problems and changes needed to 
dea 1 with those prob 1 ems ••••.••.••••••••••••••••••••• , •• EU QU SU N SL QL EL 

Determine what part of the diet the patient 
can realistically follow and set goals with 
the patient for that part of the diet regimen ••••••••••• EU QU SU N SL QL EL 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of 
weight or taking blood pressure ......................... EU QU SU N SL QL EL 

Identify measures to control the patient's 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 
slower, or keeping restricted foods out 
of the home •......••••.•...•.••.•••....•••.•••.•...•.••. EU QU SU N SL QL EL 

Assist patient in making other (non-food) 
changes in his/her life that might have a 
direct effect on eating behavior •••••..•••••••.•••••..•. EU QU SU N SL QL EL 

Monitor laboratory values, e.g. blood and 
urine, and clinical findings ..•.••.••••...•.••.••....•.• EU ' QU SU N SL QL EL 

Ask significant others, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether 
patient has talked about diet problems .................. EU QU SU N SL QL EL 

Determine from patient any problems follow-
ing the diet. e.g. Has the patient eaten 
c~rtain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certain foods that should 
be included or should be added to the .diet? •••••.•••...• EU QU SU N SL QL EL 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance 
and non-compliance ....•.•.....•.•.••..•.....•.....•..... EU QU SU N SL QL EL 
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Q-7 Third, for the counseling strategies listed please indicate how certain you feel the use of each 
strategy will promote patient compliance with the diet regimen. 

(Please circle your response) 

NOT AT ALL SLIGHTLY QUITE EXTREMELY 
Obtain an in-depth dietary history .................... CERTAIN CERTAIN CERTAIN CERTAIN 

Identify environmental factors and cues NOT AT ALL SLIGHTLY QUITE EXTREMELY 
affecting compliance ••.•••••••••.••••..•.•••.••••••.•. CERTAIN CERTAIN CERTAIN CERTAIN 

Determine willingness or resistance of NOT AT ALL SLIGHTLY QUITE EXTREMELY 
patient to follow the diet regimen •••••••••••••••••••• CERTAIN CERTAIN CERTAIN CERTAIN 

Identify patient understanding of the 
relationship of diet and disease to the NOT AT ALL SLIGHTLY QUITE EXTREMELY 
feeling of wellness •••••••.••.••••••••••••••••••••••.. CERTAIN CERTAIN CERTAIN . CERTAIN 

Use charts, pamphlets, audiovisual aids 
(educational TV. films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition. physiologic 
process or medication as well as relation- NOT AT ALL SLIGHTLY QUITE EXTREMELY 
ship to nutrition ••••...•••••••••.•••••••••••••. · ••••.. CERTAIN CERTAIN CERTAIN CERTAIN 

Teach principles of the diet first, then NOT AT ALL SLIGHTLY QUITE EXTREMELY 
discuss specific foods or restrictions •••••••••..••••• CERTAIN CERTAIN CERTAIN CERTAIN 

Use questions periodically to determine NOT AT ALL SLIGHTLY QUITE EXTREMELY 
areas that may be unclear ............................. CERTAIN CERTAIN CERTAIN CERTAIN 

Have patient plan a menu or a day's meals 
(without your help) that could be prepared NOT AT ALL SLIGHTLY QUITE EXTREMELY 
at home ....•..•••••••.•.••.•.••.....•..••••..•..•.•••. CERTAIN CERTAIN CERTAIN CERTAIN 

Discuss ways in which the diet regimen 
can be worked into the life-style of NOT AT ALL SLIGHTLY QUITE EXTREMELY 
the patient ...•..•.•••.•...•.•••.•.•••....•.•.•.•••.•• CERTAIN CERTAIN CERTAIN CERTAIN 

Show approval for or reward patient for 
following some part of the diet regardless NOT AT ALL SLIGHTLY QUITE EXTREMELY 
of present nutritional status ......................... CERTAIN CERTAIN CERTAIN CERTAIN 

Help patient feel he/she can have some con- NOT AT ALL SLIGHTLY QUITE EXTREMELY 
trol over his/her own health, life, or eating •••••.... CERTAIN CERTAIN CERTAIN CERTAIN 

Involve patient and significant other, e.g. 
family member or friend, in identifying 
priority problems and changes needed to NOT AT All SLIGHTLY QUITE EXTREMELY 
dea 1 with those prob 1 ems ...... •••.•.•••.••.••.••.••• .. CERTAIN CERTAIN CERTAIN CERTAIN 

Determine what part of the diet the patient 
can realistically follow and set goals with NOT AT ALL SLIGHTLY QUITE EXTREMELY 
the patient for that part of the diet regimen ..••..... CERTAIN CERTAIN CERTAIN CERTAIN 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of NOT AT ALL SLIGHTLY QUITE EXTREMELY 
weight or taking blood pressure ....................... CERTAIN CERTAIN CERTAIN CERTAIN 
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Indicate how certain you feel, the use of each strCitegy !Jil.l. promote patient compl.icm.ce !Jith the 
diet regimen.---

Identify measures to control the patient's 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 

(Please circle your response) 

slower, or keeping restricted foods out , 
of the home .•..••••...•...•..•..••..•..•.•..••..•••..• 

Assist patient in making other (non-food) 

NOT AT ALL 
CERTAIN 

changes in his/her life that might have a NOT AT ALL 
direct effect on eating behavior...................... CERTAIN 

Monitor laboratory values, e.g. blood and NOT AT ALL 
urine, and clinical findings.......................... CERTAIN 

Ask significant others, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether NOT AT ALL 
patient has talked about diet problems?............... CERTAIN 

Determine from patient any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the 'patient eaten certain foods that should NOT AT ALL 
be included or should be added to the diet?........... CERTAIN 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance NOT AT ALL 
and non-compliance.................................... CERTAIN 

SLIGHTLY 
CERTAIN 

SLIGHTLY 
CERTAIN 

SLIGHTLY 
CERTAIN 

SLIGHTLY 
CERTAIN 

SLIGHTLY 
CERTAIN 

SLIGHTLY 
CERTAIN 

QUITE 
CERTAIN 

QUITE 
CERTAIN 

QUITE 
CERTAIN 

QUITE 
CERTAIN 

QUITE 
CERTAIN 

QUITE 
CERTAIN 

EXTREMELY 
CERTAIN 

EXTREMELY 
CERTAIN 

EXTREMELY 
CERTAIN 

EXTREMELY 
CERTAIN 

EXTREMELY 
CERTAIN 

EXTREMELY 
CERTAIN 

Fourth, for the counseling strategies listed please indicate how prepared (comfortable) you are in using 
each strategy. Please circle your response. 

.!-1 l ,:, ~ii ~f " ~, ~, l 3. ~· .... 
.# 

, .. 
·;t ~t ~'1' ·; 8 .5 e ~ 

I. '1' 

~1 0, Q. ~1 ~ 
:::t 0, ~ ~t § '-?Q,, Cl. "'-'Cl. 

Obtain an in-depth dietary history ...................... EU QU SU N SP QP EP 

Identify environmental factors and cues 
affecting compliance •••••••••••••.•••••••••••••••••••••• EU QU SU N SP QP EP 

Determine willingness or resistance of 
patient to follow the diet regimen ...................... EU QU SU N SP QP EP 

Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness ..•••..•..•.•••••...•••.••.•.....•... EU QU SU N SP QP EP 

Use charts, pamphlets, audiovisual aids 
(educational TV. films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition, physiologic 
process or medication as well as relation-
ship to nutrition •••....•.•......•••.•.••••............. EU QU SU N SP QP EP 

Teach principles of the diet first, then 
discuss specific foods or restrictions ...••.....••...... EU QU SU N SP QP EP 
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Indicate hoLJ prepazied (comfortab7.e) you are in using each strotegy. 

I ~, ., ~, ~: b .!'J 
l! ~"' Ii .r.. ~~ ,~ 

·- 5} 1 
.... .r.. 

<5 .r.. :::~ ~"1 ·-: .r.. ,v 

~1 ~ V)l ~ 
::: t <5 QJ ~, 

Use questions periodically to determine .::s V) Q. ct ,..,,Q. 

areas that may be unclear .•.••.••.•••.•.•.••••••••...••. EU QU SU N SP QP EP 

Have patient plan a menu or a day's meals 
(without your help) that could be prepared 
at home ••••••••••••••••••••.•••••••••••.••••••.••••••••• EU QU SU N SP QP EP 

Discuss ways in which the diet regimen 
can be worked into the life-style of 
the patient ••••.•••••••••••••.•••••••••••••••••••••••••• EU QU SU N SP QP EP 

Show approval for or reward patient for 
foli-owing some part of the diet regardless 
of present nutritional status ••••••.••....•.• .' ••..•••••• EU QU SU N SP QP EP 

Help patient feel he/she can have some con-
trol over his/her own health, life, or eating •••.••••••. EU QU SU N SP QP EP 

Involve patient and significant other, e.g. 
family member or friend, in identifying 
priority problems and changes needed to 
deal with those problems ...•••...••••...•••.••.•.•••.... EU QU SU N SP QP EP 

Determine what part of the diet the patient 
can realistically follow and set goals with 
the patient for that part of the diet regimen .••••••••.. EU QU SU N SP QP EP 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of 
weight or taking blood pressure .. · ....................... EU QU SU N SP QP EP 

Identify measures to control the patient's 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 
slower, or keeping restricted foods out 
of the home ...•.•.......•...•..••••.•••••.••.•••..•...•. EU QU SU N SP QP EP 

Assist patient in making other (non-food) 
changes in his/her life that might have a 
direct effect on eating behavior ••••••.••••••••••••••.•• EU QU SU N SP QP EP 

Monitor laboratory values, e.g. blood and 
urine, and clinical findings •••••••• · •••••••••• •••••••••• EU QU SU N SP QP EP 

Ask significant others, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether 
patient has talked about diet problems .••..•••.•••••.•.. EU QU SU N SP QP EP 

Determine from patient any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certain foods that should 
be included or should be added to the diet? ....•...••..• EU QU SU N SP QP EP 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance 
and non-compliance ••.•..•••..••.•••.•••.•••...•...... • .• EU QU SU N SP QP EP 
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Q-9 Fifth, for the counseling strategies listed please indicate how likely the Registered 
work with think you should use each strategy. Please circle'"'your response. 

Dietitians you 

~ 
~ ~~ ~ pl Ii "' 3,,, ~., ! ... ~ ~,!I 

'-·- .,...~ o,._ ~· ·;.: '- a., ... _ 5- ·-- ·- .,...~ ... :;! 
~;§ -i:: ~ ~"""' c1J ....,J § V)::, o--

....,J 

Obtain an in-depth dietary history ...................... EU QU SU N SL QL EL 

Identify environmental factors and cues 
affecting compliance .••••••••.•.•.••.••••••.•••••••••••• EU QU SU N SL QL EL 

Detennine willingness or resistance of 
patient to follow the diet regimen ...................... EU QU SU N SL QL EL 

Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness •.••••.•••••••••••••••••.••.••.•••••• EU QU SU N SL QL EL 

Use charts, pamphlets. audiovisual aids 
(educational TV, films. slide/tape) or 
computer assisted instruction to help 
explain the disease condition. physiologic 
process or medication as well as relation-
ship to nutrition ••••••.••.••• · ••••••.••••••••••••••••••• EU QU SU N SL QL EL 

Teach principles of the diet first, then 
discuss specific foods or restrictions ••••.••.•••••.••.• EU QU SU N SL QL EL 

Use questions periodically to detennine 
areas that may be unclear ............................... EU QU . SU N SL QL EL 

Have patient plan a menu or a day's meals 
(without your help) that could be pr~pared 
at home ...•.•..•••.•...•.•.••••••••..••..•.•••••••••...• EU QU SU N SL QL EL 

Discuss ways in which the diet regimen 
can be worked into the life-style of 
the patient •..••....•.....••••.•...•••••.••.••....•.•.•• EU QU SU N SL QL EL 

Show approval for or reward patient for 
following some part of the diet regardless 
of present nutritional status ••..••..•••••.•••.•••••••.• EU QU SU N SL QL EL 

Help patient feel he/she can have some con-
trol over. his/her own health. life. or eating •••••••••.. EU QU SU N SL QL EL 

Involve patient and significant other. e.g. 
family member or friend, in identifying 
priority problems and changes needed to 
dea 1 with those prob 1 ems .••..•.•...•.••.•.••••..••...••• EU QU SU N SL QL EL 

Determine what part of the diet the patient 
can realistically follow and set goals with 
the patient for that part of the diet regimen .•..•.•.... EU QU SU N SL QL EL 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of 
weight or taking blood pressure ......................... EU QU SU N SL QL EL 
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Indicate how Likely the Registered Dietitians you. work with think. you. should use each stro:tegy. 

Identify measures to control the patient's 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 
slower, or keeping restricted foods out 
of the home .....•....•..••••.•••....•••••.•.•...•••••••. 

Assist patient in making other (non-food) 
changes in his/her life that might have a 
direct effect on eating behavior ........... :. • .. • .. .. • .. EU 

Monitor laboratory values, e.g. blood and 
urine, and clinical findings ............................ EU 

Ask significant others, e.g. family member 
or friend, to what extent patient has been 
following the ·diet regimen and whether 
patient has talked about diet problems? ••••••.•••••••••• EU 

Detennine from patfent any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certain foods that should 
be included or should be added to the diet? ••••••••••••. EU 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance 
and non-compliance.. • • . • • . . • • . • • • • • • • • • • • • . • • . • • • • . . . • • • EU 

N SL QL 

QU SU N SL QL 

QU SU N SL QL 

QU SU N SL QL 

QU SU N SL QL 

QU SU N SL QL 
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EL 

EL 

EL 

EL 

EL 

Q-10 Sixth, for the counseling strategies listed please indicate how l.1!tlx., generally speaking, you want to 
do what the Registered Dietitians you work with think you should do. Please circle your response. 

If~ 
E.:! ... _ 

~:§ 
Obtain an in-depth dietary history...................... EU 

Identify environmental factors and cues 
affecting compliance ....••.•.•.•••.••••••••••••••••••... EU 

Detennine willingness or resistance of 
patient to fol low the diet regimen...................... EU 

Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness .....•...••..•.....•..•....•.••.•.... EU 

Use charts, pamphlets, audiovisual aids 
(educational TV, films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition, physiologic 
process or medication as well as relation-
ship to nutrition....................................... EU 

Teach principles of the diet first, then 
discuss specific foods or restrictions .•..•..........•.• EU 

QU 

QU 

QU 

QU 

QU 

SL QL EL 

SU N SL QL EL 

SU N SL QL EL 

SU N SL QL EL 

SU N SL QL EL 

SU N SL QL EL 
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Ind:iaate hor,J iike Zy. gensraZZy speakintJ~ you want to do what the Registered Dietitians you work with 
think you shou Zd do. 

..!t ..!t ~~ ~ hi 1-t !! 41 ... - j ... ~ 
~~ -1::: 41 ~ qi 

;;~ --~ 0,.-, .:: &::: .,...~ ~--:! -; . .; ...... ~ 
Use questions periodically to determine ~§ § ~§ ~ ~-.J °"-.1 ~-.J 

areas that may be unclear ............................... EU QU SU N SL QL EL 

Have patient plan a menu or a day's meals 
(without your help) that could be prepared 
at home ••.••••••••••••••••••.•••••••..•••••••••••••••••. EU QU SU N SL QL EL 

Discuss ways in which the diet regimen 
can be worked into the life-style of 
the patient ••.••••••••.••••.••••••.•••.•••••••••••••.•.• EU QU SU N SL QL EL 

Show approval for or reward patient for 
following some part of the diet regardless 
of present nutritional status ........................... EU QU SU N SL QL EL 

Help patient feel he/she can have some con-
trol over his/her own health, life, or eating .•.••....•. EU QU SU N SL QL EL 

Involve patient and significant other, e.g. 
family member or friend, in identifying 
priority problems and changes needed to 
dea 1 with those prob 1 ems •••••.•••••••••••••••••.•••••••• EU QU SU N SL QL EL 

Determine what part of the diet the patient 
can realistically follow and set goals with 
the patient for that part of the diet regimen .••••••..•• EU QU SU N SL QL EL 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of 
weight or taking blood pressure ......................... EU QU SU N SL QL EL 

Identify measures to control the patient's 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 
slower, or keeping restricted foods out 
of the home ••.••.•.•••.•••.••....•.•• , •••.•••.•••.•••••. EU QU SU N SL QL EL 

Assist patient in making other (non-food) 
changes in his/her life that might have a 
direct effect on eating behavior ••••.••••.••••••.••••••• EU QU SU N SL QL EL 

Monitor laboratory values, e.g. blood and 
urine, and clinical findings ...•••••..••••..•...••..••.. EU QU SU N SL QL EL 

Ask significant others, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether 
patient has talked about diet problems .••.•....•.....•.. EU QU SU N SL QL EL 

Determine from patient any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certain foods that should 
be included or should be added to the diet? .•..•..•....• EU QU SU N SL QL EL 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance 
and non-compliance ....•.......•.•..•.•...........•...... EU QU SU N SL QL EL 
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Q-11 Seventh, for the counseling strategies listed please indicate with approximately how many patients 
you use each strategy. 

(Please cfn:le your response) 

LESS THAN ABOUT MORE THAN 
Obtain an in-depth dietary hi story ..................... NONE HALF HALF HALF ALL 

Identify environmental factors and cues LESS THAN ABOUT MORE THAN 
affecting comp 11 ance •.••.••••.•••..•.•..•••••••••••.••. NONE HALF HALF HALF ALL 

Determine willingness or resistance of LESS THAN ABOUT MORE THAN 
patient to follow the diet regimen ..................... NONE HALF HALF HALF ALL 

Identify patient understanding of the 
relationship of diet and disease to the LESS THAN ABOUT MORE THAN 
feeling of wellness •••.••••.•••••••.•.•..•.•••••••••••• NONE HALF HALF HALF ALL 

Use charts, pamphlets, audiovisual aids 
(educational TV, films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition, physiologic 
process or medication as well as relation- LESS THAN ABOUT MORE THAN 
ship to nutrition .••••••••••.••••••.•••••••••••.••••••• NONE HALF HALF HALF ALL 

Teach principles of the diet first. then LESS THAN ABOUT MORE THAN 
discuss specific foods or restrictions .•••••••••••••••• NONE HALF HALF HALF ALL 

Use questions periodically to determine LESS THAN ABOUT MORE THAN 
areas that may be unclear .............................. NONE HALF HALF HALF ALL 

Have patient plan a menu or a day's meals 
(without your help) that could be prepared LESS THAN ABOUT MORE THAN 
at home ..•.•..•..••••..•.....••••••...•...•.••.•.•••••• NONE HALF HALF HALF ALL 

Discuss ways in which the diet regimen 
can be worked into the life-style of LESS THAN ABOUT MORE THAN 
the patient •...•..•••..•.••.....•••..•.••••••••••••.•.. NONE HALF HALF HALF ALL 

Show approval for or reward patient for 
following some part of the diet regardless LESS THAN ABOUT MORE THAN 
of present nutritional status .......................... NONE HALF HALF HALF ALL 

Help patient feel heishe can have some con- LESS THAN ABOUT MORE THAN 
trol over his/her own health, life, or eating •••••••••• NONE HALF HALF HALF ALL 

Involve patient and significant other, e.g. 
family member or friend. in identifying 
priority problems and changes needed to LESS THAN ABOUT MORE THAN 
deal with those problems ..•.......••........•..••.•...• NONE HALF HALF HALF ALL 

Determine .what part of the diet ' the patient 
can realistically follow and set goals with LESS THAN ABOUT MORE THAN 
the patient for that part of the diet regimen •••••••••. NONE HALF HALF HALF ALL 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of LESS THAN ABOUT MORE THAN 
weight or taking blood pressure ........................ NONE HALF HALF HALF ALL 



213 

14 

Indiaate with approzimateZy how many patients you use eaah strategy. 

Identify measures to control the patient's (P1ease circle your response) 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 
slower, or keeping restricted foods out LESS THAN ABOUT MORE THAN 
of the home .•.••..••••••..••••.••••..••..••••..••••.•.• NONE HALF HALF HALF ALL 

Assist patient 1n making other {non-food) 
changes 1n his/her life that might have a LESS THAN ABOUT MORE THAN 
direct effect on eating behavior •.•...•..••••••••.••••• NONE HALF HALF HALF ALL 

Monitor laboratory values, e.g. blood and LESS THAN ABOUT MORE THAN 
urine, and clinical findings ........................... NONE HALF HALF HALF ALL 

Ask s1gn1f1cant 9thers, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether LESS THAN ABOUT MORE THAN 
patient has talked about diet problems? .•••••.•.••.•••• NONE HALF HALF HALF ALL 

Oetennine from patient any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certain foods that should LESS THAN ABOUT MORE THAN 
be included or should be added to the diet? .••••.••.••• NONE HALF HALF HALF ALL 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance LESS THAN ABOUT MORE THAN 
and non-compliance •..•.••..•••••••••••.•...••••••••..• NONE HALF HALF HALF ALL 

0-12 Eighth, for the counseling strategies listed please indicate how likely it is you intend to use each 
strategy in counseling patients. Please circle your response. 

~ 
~ ~~ ~ pl /;' .c. 

~ " ....... 
.! .... ~ 

a.,.!> ·-~ -c C, 
~a., 

~~ .~·~ ·S.; I,. (ll 

rS- ·- ~ ...... ~ ~§ ~ -·-C:§ § """ 0--.1 ~-.I 

Obtain an in-depth dietary history ...•...••••.•••••••••• EU QU SU N SL QL EL 

Identify environmental factors and cues 
affecting compliance .•••...••.•..••.•••••.•••••.••..•••• EU QU SU N SL QL EL 

Detennine willingness or resistance of 
patient to follow the diet regimen ...................... EU QU SU N SL QL EL 

Identify patient understanding of the 
relationship of diet and disease to the 
feeling of wellness ..................................... EU QU SU N SL QL EL 

Use charts, pamphlets, audiovisual aids 
{educational TV, films, slide/tape) or 
computer assisted instruction to help 
explain the disease condition, physiologic 
process or medication as well as relation-
ship to nutrition ...••••.•..•••.•••••••••••.•••••....•.. EU QU SU N SL QL EL 

Teach principles of the diet first, then 
discuss specific foods or restrictions ............•..••. EU QU SU N SL QL EL 
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Indicate ~ JdJs.ilJJ, it is you intend to use each strategy in aounselin.g patignta. 

Use questions periodically to determine 
areas that may be unclear............................... EU 

Have patient plan a menu or a day•s meals 
(without your help) that could be prepared 
at home................................................. EU 

Discuss ways in which the diet regimen 
can be worked into the life-style of 
the patient •••••••••••••••••••••••••••• ,................ EU 

Show approval for or reward patient for 
following some part of the diet regardless 
of present nutritional status •• ,........................ EU 

Help patient feel he/she can have some con-
trol over his/her own health, life, or eating .••.•••...• EU 

Involve patient and significant other, e.g. 
family member or friend, in identifying 
priority· problems and changes needed to 
dea 1 with those prob 1 ems .......................... ~ • . • • . EU 

Determine what part of the diet the patient 
can realistically follow and set goals with 
the patient for that part of the diet regimen .•••••••.•. EU 

Identify self-monitoring measures, e.g. 
recording food intake, making a graph of 
weight or taking blood pressure ... ,..................... EU 

Identify measures to control the patient's 
eating environment, e.g. eating only in a 
certain place, at certain times, eating 
slower, or keeping restricted foods out 
of the home • • . . . • . . • . • . • . . • • • • • • . • • • . • . • • • • • . • • • • . • • . • • • EU 

Assist patient in making other (non-food) 
changes in his/her life that might have a 
direct effect on eating behavior •..•.••••••••.•••••••.•• EU 

Monitor laboratory values, e.g. blood and 
urine, and clinical findings ............................ EU 

Ask significant others, e.g. family member 
or friend, to what extent patient has been 
following the diet regimen and whether 
patient has talked about diet problems .•.••••.•••••.•••• EU 

Determine from patient any problems follow-
ing the diet, e.g. Has the patient eaten 
certain foods that should be restricted or 
that may cause health-related problems? Has 
the patient eaten certain foods that should 
be included or should be added to the diet?............. EU 

Have patient keep a food record and/or obtain 
a 24-hour recall during visit and review with 
patient to identify examples of compliance 
and non-comp 1 i ance .•••...•....•..••.......... , . • • . . • . . . . EU 

SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 

QU SU N 
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SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 

SL QL EL 
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Q-13 Now, we would like to get your opinions on several issues regarding patient counseling. For each of 
the following statements, please indicate the extent to which you agree or disagree? 

To what extent do you agree or disagree? 
(Please circle your response) 

The average patient does not have enough 
nutritional knowledge to take an active STRONGLY MILDLY MI LOL Y STRONGLY 
role in planning the diet ••••••••••• •••••••••••••••• •.• DISAGREE DISAGREE AGREE AGREE 

If comprehensive diet instruction is 
given initially, a patient will be able 
to successfully make multiple modifications STRONGLY MILDLY MILDLY STRONGLY 
in the diet •••••.•••••••••••••.•.•••••••••••••••.•••••• DISAGREE DISAGREE AGREE AGREE 

All in-depth probe of a patient's dietary 
habits is seldom worth the time and STRONGLY MILDLY MILDLY STRONGLY 
effort involved .••••••••.•...••.•••••.••••••••..••...•. DISAGREE DISAGREE AGREE AGREE 

The 24-hour recall is a dependable method STRONGLY MILDLY MILDLY STRONGLY 
of dietary assessment ••••••••••••••••• ••••.•• ••••• ••••• DISAGREE DISAGREE AGREE AGREE 

It is important for the patient to fee 1 
that the dietitian is listening to what STRONGLY MILDLY MILDLY STRONGLY 
he/she is saying .•...••...•••••.••••••••••••••••••••.•• DISAGREE DISAGREE AGREE AGREE 

Dealing with a patient's emotions is be· STRONGLY MILDLY MILDLY STRONGLY 
yond the role of the dietitian •••••••••••••••••.••••••• DISAGREE DISAGREE AGREE AGREE 

Most individuals have good intentions, but STRONGLY MILDLY MILDLY STRONGLY 
they are incapable of following a diet regimen ••••••••• DISAGREE DISAGREE AGREE AGREE 

Most members of the health care team in my 
facility are supportive of my role as a STRONGLY MILDLY MILDLY STRONGLY 
counselor •• •• ...••..••.•..•••.••••.•..•••••...•.•••••••• DISAGREE DISAGREE AGREE AGREE 

Most members of the health care team in my 
facility usually make adequate use of the STRONGLY MILDLY MILDLY STRONGLY 
dietitian's expertise ....•....•..•.•.•••.••.•.••.•••.•. DISAGREE DISAGREE AGREE AGREE 

A dietitian should only teach the facts, 
and not try to "persuade" a patient to STRONGLY MILDLY MILDLY STRONGLY 
follow the diet •.••....••..•••..••..•..••••••••••.••..• DISAGREE DISAGREE AGREE AGREE 

It is too time-consuming to individually 
tailor the diet to fit the life-style of STRONGLY MILDLY MILDLY STRONGLY 
the patient .••••••.••.••••.•••.•••••••••••••••••••••••• DISAGREE DISAGREE AGREE AGREE 

I cannot motivate my patients to follow STRONGLY MILDLY MILDLY STRONGLY 
the diet regimen •••.•.••••••.••.••••••••••.•••.•••••.•• DISAGREE DISAGREE AGREE AGREE 

Feelings of the patient toward the 
dietitian and/or other members of the. 
health care team affect the . level of STRONGLY MILDLY MILDLY STRONGLY 
compliance to the diet ...••.•...••.••• • .••.• •.••••..•.• DISAGREE DISAGREE AGREE AGREE 

Q-14 What individuals other than the patients themselves have had the most influence on the strategies you 
now use in counseling patients? 

Q-15 What factors~ influence the strategies you now use in counseling patients? 
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Next, we would like to obtain some demographic information about you. 

Q-16 Your gender. (Circle number of your response) 

1 MALE 
2 FEMALE 

Q-17 Your present age. {Gircle number of your response) 

1 20 to 25 
2 26 to 30 
3 31 to 35 
4 36 to 40 
5 41 to 45 
6 46 to 50 
7 51 to 55 
8 56 to 60 
9 OVER 61 

Q-18 Your ethnic backbround. {Circle number of your response) 

1 AMERICAN INDIAN 
2 BLACK 
3 CAUCASIAN 
4 HISPANIC 
5 ORIENTAL 
6 OTHER, PLEASE SPECIFY:---------

Q-19 Your basic dietetic education program had which of the following emphasis? (Circle number of your 
response) 

l BACHELOR'S---COORDINATED DIETETICS PROGRAM 
2 BACHELOR'S+ INTERNSHIP 
3 BACHELOR'S+ TRAINEESHIP 
4 BACHELOR'S+ PREPLANNED WORK EXPERIENCE 
5 COMBINED INTERNSHIP/MASTER'S 
6 MASTER'S+ WORK EXPERIENCE 
7 OTHER, PLEASE SPECIFY: ---------

Q-20 Your basic dietetic education program had which of the following emphasis? (Circle number of your 
response) 

l CLINICAL DIETETICS 
2 COMMUNITY DIETETICS 
3 FOOD SYSTEMS MANAGEMENT 
4 GENERALIST 
5 PUBLIC HEALTH NUTRITION 
6 OTHER, PLEASE SPECIFY: ---------

Q-21 What is the highest degree you have obtained? (Circle_ number of your response) 

l BACHELOR'S 
2 MASTER'S 
3 DOCTORATE 
4 OTHER, PLEASE SPECIFY: ---------

Q-22 How many years have you been employed in the dietetics profession? ~---YEARS 

Q-23 How many years in the last 10 years have you been employed as a clinical dietitian? ~-YEARS 

Q-24 How many years have you worked in the facility where you are now employed? ~--YEARS 

216 
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Q-25 How many years experience have you had in each of the following activities? (Activity was your 
major responsibility) 

1 ADMINISTRATION/MANAGEMENT 
2 PATIENT CARE, HOSPITAL 
3 OUTPATIENT CLINIC 
4 RESEARCH 
5 TEACHING STUDENTS 

YEARS 
--YEARS 
--YEARS 
--YEARS 

YEARS 
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Q-26 Please indicate the settings in which you counsel patients in your present position. (Circle number 
or numbers) 

1 ACUTE CARE FACILITY 
2 AMBULATORY CARE - OUTPATIENT CLINIC 
3 AMBULATORY CARE - PUBLIC HEALTH CLINIC 
4 DAY CARE CENTER/NURSERY SCHOOL 
5 HOME OF PATIENT 
6 RESIDENTIAL INSTITUTION FOR CHILDREN 
7 LONG-TERM CARE/REHABILITATION FACILITY 
8 PUBLIC/PRIVATE SCHOOL 
9 OTiiER, PLEASE SPECIFY: ---------

Q-27 In which setting do you most frequently counsel patients? Indicate number from items listed in 
Q-26. --

Q-28 Please indicate the age groups of patients that you counsel in your present position. (Circle 
number or numbers) 

1 CHILDREN (1 year-10 years) 
2 ADOLESCENTS (11 years-18 years) 
3 YOUNG ADULTS (19 years-29 years) 
4 ADULTS (30 years-59 years) 
5 OLDER ADULTS (60 years ~nd older) 

Q-29 What age group of patients do you counsel most frequently? Indicate number from items listed in 
Q-28. --

Q-30 Circle the number(s) for the major conditions that you counsel patients in your present position. 

1 ALLERGIES 
2 CARDIOVASCULAR DISORDERS 
3 DIABETES/OBESITY . 
4 GASTROINTESTINAL DISORDERS 
5 LIVER DISORDERS 
6 NUTRITIONAL SUPPORT 
7 PREGNANCY ANO/OR LACTATION 
8 RENAL DISORDERS 
9 OTHER, PLEASE SPECIFY: -----------

Q-31 How much of your time is spent in providing direct patient care services? _____ s OF TIME 

Q-32 On the average, how many patients do you interact with in a ·day? ____ PATIENTS 

Q-33 On the average, how many patients do you counsel in a day? ___ PATIENTS 

Q-34 On the average, how much time do you usually spend with a patient being counseled for the first 
time? _____ MINUTES 

Q-35 On the average, how much time do you usually spend with a patient being counseled for the second or 
third time? ___ MINUTES 
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Please take a few minutes and check that you have answered all the questions on every page. It is very 
easy to turn two pages at once and miss some auestions. Once you have completed the questionnaire, 
please fold it in half and place in the enclosed self-addressed postage paid manilla envelope. 

Thank you for taking the time to complete this questionnaire. Your contribution is greatly appreciated. 

If you would like a sunmary of the results, please print your name and address on the back of the return 
envelope (DO NOT PUT YOUR NAME AND ADDRESS ON THE QUESTIONNAIRE). We will see that you get a copy. 



APPENDIX D 



Category 

ASSESSMENT 

.•, . '" 
TABLE D-1 

COUNSELING CATEGORIES AND STRATEGIES IDENTIFIED 
IN NOMINAL GROUP PROCESS 

Counseling Strategy 

a. Ask if patient has ever followed a diet before, or if 
family or close friends have. 

b. Check medical record for medical history, age, ethnic 
group, religion, marital status, occupation, laboratory 
and clinical reports. 

c. Determine willingness or resistance of patient to follow 
the diet. 

d. If patient has followed a modified diet before, ask what 
happened? Was he/she successful? Able to stick it out? 
Were there problems? Or, how successful was a family 
member or friend with a similar diet? 

e. Determine what patient considers · to be "healthy". 
f. Determine if patient understands the relationship of the 

disease condition to possible outcomes and quality of 
1 i fe. 

g. Determine emotional reaction to disease condition, e.g. 
stage of acceptance. 

h. Ask if patient anticipates any problem(s) with the diet? 
Determine how much of the diet the patient will be able~ 
to foll ow. 

i. Identify environmental factors and cues affecting outcomes. 
j. Obtain typical food intake or 24-hour recall and/or food 

frequency. 
k. Determine food availability and availability of resources. 
1. Determine how much patient thinks diet can do to improve 

his/her health. 
m. Obtain input from other health professionals to gain in­

sight into dietary habits, lifestyle, home situation, 
education, etc. 

EDUCATIONAL (INSTRUCTIONAL) 

a. Use food models, food pictures, and/or nutrient 
composition cards 

.b. Use charts, pamphlets, diet sheets, audiovisual aids 
(educational TV, films, slide/tape) or computer assisted 
instruction to help explain how the dietary regimen works. 
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........ · ·TABLE ·D-.1 (Continued) 

Category Counseling Strategy 

c. Use charts, pamphlets, audiovisual aids (educational TV, 
films, slide/tape} or computer assisted instruction to 
help explain disease, condition, physiologic process, or 
medication and relationship to nutrition. 

d. Ask patient specific questions _periodically about areas 
that may be unclear. 

e. Teach principles of the diet first, then discuss specific 
· foods/ restrictions . 

f. Have patient select foods from a special menu (e.g. 
hospital menu or menus from frequently visited restaurants) 
with a variety of choices and/or go over menus to show how 
they fit the diet plan. 

g. Have patient plan a menu or a day's meals (with and without 
your help) that could be prepared at home. 

h. Provide educational literature, recipes, and sources of 
additional information, e.g. cookbooks, special foods, 
etc. 

MOTIVATIONAL 

a. Be positive in encouraging patfent to follow recommended 
changes and convey confidence that patient is able to 
fo 11 ow the di et . 

b. Discuss with patient how diet plan can be worked into 
life-style considering food preferences, food restric­
tions, food availability, etc. Make as few changes as 
possible in diet, emphasize aspects of patient's diet 
that meet the diet plan. 

c. Refer to yourself as a member of the health care team 
and/or refer to the doctor's orders. 

d. Emphasize the consequences or dangers of not following 
the diet. Identify symptoms that patient may experience 
if diet is not followed. 

e. Describe your own experiences with a restricted diet, or 
those of a successful patient on a similar diet to the 
patient. 
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TAB~E Q-1 (~o~tinued) 

Category Counseling Strategy 

f. Show approval for or reward (praise, complement) patient 
for following some part of the diet or for bringing a 
food record regardless of present nutritional status as 
measured by clinical or laboratory tests. 

g. Involve several patients on the same regimen in a small 
support group. 

h. Try to help patient feel he/she can have some control of 
his/her own health, life, or eating. Examples: patient 
who says, "I eat whatever is cooked for me", "My friends 
tempt me 11

• 

i. Use results of laboratory tests, growth charts, blood · 
pressure, or weight changes to show progress and/or 
need for change. 

j. Involve significant other, e.g. family member, friend, 
in education regarding diet, encouraging behavioral 
changes, and providing positive support. 

k. Identify priority problems and dietary and/or behavioral 
changes needed to deal with the problems jointly with 
the patient. 

1 . Ca 11 patient between visits, or after discharge to see 
how he/she is doing and/or give your phone number for 
patient to call if have any questions. 

m. Communicate in the vernacular appropriate to the patient. 

BEHAVIORAL 

a. Suggest that patient obtain a diet scale to weigh foods. 
b. Ask what part of the diet the patient thinks he/she can 

realistically follow and then set a short-term goal for 
that part of the regimen, e.g. jointly identify · 
alternative. foods and methods of preparation. 

c. Have patient return a food diary to you when he/she is 
not coming for a visit. 

d. Suggest measures to control patient's eating environment, 
e.g. eating only in a certain place, at certain times, 
keeping restricted foods out of the house, eating 
slower, etc. 

e. Suggest self-monitoring through recording food intake, 
e.g. making a graph of weight or taking blood pressure. 
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TA~LE D-1 (Continued) 

Category Counseling Strategy 

f. Examine physical activity pattern and develop plan for 
more exercise. 

g. Ask a particularly successful patient to · talk (on the 
telephone or in person) with other patients · beginning 
the same type of diet. 

h. Recommend that patient join an outside group (commercial 
or self-help) as well as continue to work with you. 
Example: refer to local support groups, recommend formal 
classes when available, or reconmend maintenance classes 
on a scheduled basis. 

i. Assist patient in making other (non-food) changes in 
his/her life that might have a direct effect on eating 
patterns. 

j. Encourage patient to talk freely about problems other 
than food-related. 

EVALUATION OF PATIENT COMPLIANCE 

a. Ask patient for more explanation about what happens when 
he/she "goes off" the diet, e.g. what symptoms experi-. 
enced? etc. 

b. Have patient keep a food diary for you to review and/or 
obtain a 24-hour recall during visit and review with 
patient to identify possible examples of compliance and 
non-compliance. 

c. Ask if patient has eaten certain foods in the past few 
days that he/she should not have or should restrict and 
foods that may cause health-related problems. 

d. Ask if patient has · eaten certain foods in the past few 
days that he/she should have some of or may need to add 
to the diet. 

e. Ask a doctor or other health team member who cares for 
the patient about health status indicators of compliance 
and whether patient has talked about diet problems. 

f. Ask how much of the diet patient is able to follow, e.g. 
determine what problems patient is having following the 
diet. 

g. Ask others to what extent patient has been fo 11 owing ·j' : 
his/her diet. 

h. Monitor laboratory values, e.g. blood and urine, and 
clinical findings. 



TABLE D-2 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, AND MEANS FOR PREPAREDNESSa OF 
CLINICAL DIETITIANS IN USING 20 COUNSELING STRATEGIES 

.............. ' ... ' 

Slightly Quite "' Extremely 
Counseling Preeared Preeared Preeared 
Strate9l N % N "%. N. · .. · ·1·. · · .. Mean·· · · · · s~o~ · · · .. N 

I. Assessment 
1. 9 3.2 115 40.9 152 54 .1 2.46 0.70 28i 
2. 52 18.5 148 52.7 69 24.6 1.96 0.83 281 
3. 36 12 .9 170 60.7 70 25.0 2.08 0.74 280 ·. 
4. 39 13 .9 163 58.2 73 26 .1 2.07 0. 74 280 ' 

I I. Educational 

5. 64 22.8 131 46.6 54 19.2 1.65 1.13 281 
6. 12 4.3 127 45.2 140 49.8 2.44 0. 61 281 
7. 23 8.2 153 54 .5 97 34.5 2 .18 0.80 281 
8. 34 12 .1 127 45.4 110 39. 3 2 .19 0.83 280 . 

III. Mot i vat i o na 1 

9. 20 7 .1 157 55.8 103 36.7 2.29 0.62 281 
10. 54 19.2 129 45.9 76 27.0 1.89 0.98 281 
11. 56 19.9 143 50.9 70 24.9 1.93 0.90 281 
12. 48 17 .1 154 54.8 62 22 .1 1.88 0.94 281 

N 
N 
..p,. 

!f i 

, 
·,, .. , 



TABLE D-2 (Continued) 

Slightly Quite Extremely 
Counseling Prepared Prepared Prepared 
Strateil N % N % N I Mean . S.D. N 

IV. Behavi ora 1 

13. 36 12.8 152 5.4.1 88 31.3 2.14 0.76 281 
14. 58 20.6 139 49.5 51 18.2 1.67 1.08 281 
1 5 . 68 2 4 . 2 1 50 5 3 . 4 4 9 1 7 . 4 1 . 80 . 88 281 
16. 101 36 .1 94 33. 5 34 12. 7 1 . 23 1 . 24 280 

V. Evaluation 

17. 40 14.3 124 44.4 101 36.2 2.10 0.90 279 
18 . 5 7 20 . 4 1 32 4 7 . 1 50 1 7 . 9 1 . 59 1 . 1 5 280 
19. 26 9.3 161 57.3 86 30.6 2.12 0.82 281 
20. 23 8.2 145 51.6 106 37.7 2.22 0.84 281 

N; Number of Respondents, Total N; 283. 

aPreparedness Scale ranged from -3 (Extremely Unprepared) to +3 (Extremely Prepared). 

,t, ., 

N 
N 
01 



· TABLE 0-3 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, AND MEANS OF BEHAVIORAL BELIEFS OF CLINICAL DIETITIANS 
TOWARD THE USE OF 20 COUNSELING STRATEGIES 

Counseling NLikel{ Likeli tkeli Certain Certain Certain 
Strategt N . N N i N i N i 

I. Assessment 
1. 76 27.0 88 31.2 46 16.3 282 86 30.6 82 29.2 34 12. 1 
2. 61 21.6 145 51.4 63 22.3 282 76 27.2 138 49.5 52 18.6 
3. 40 14.3 99 35.4 112 40.0 280 45 16 .1 109 · 39.1 98 , 35.1 
4. 45 16 .1 146 52 .1 74 26.4 280 73 26.0 136 48.4 63 22.4 

II. Educati ona 1 
5. 94 33.6 111 39.6 45 16.1 280 106 37.7 107 . 38.1 39 13.9 
6. 34 12 .1 137 48.8 87 31.0 281 66 23.5 132 47.0 56 19.9 
7. 49 17 .4 160 57.0 52 18.5 281 66 23.5 144 51.2 56 19.9 
8. 70 24.9 . 123 43.8 66 23.5 281 60 21.4 141 50.2 63 22.4 

III. Motivational 
9. 21 7.5 135 47.9 124 44.0 282 27 9.6 149 53.0 101 35.9 

10. 66 23.6 144 51.4 54 19.3 280 99 35.4 111 39.6 48 17 .1 
11. 45 16.0 138 48.9 95 33.7 282 55 19.6 136 48.6 77 27.5 
12. 56 19.9 151 53.5 61 21.6 282 76 27 .0 141 50.2 45 16.0 

IV. Behavioral 
13. 35 12.5 128 45.6 111 39.5 281 45 16 .1 134 47.9 96 34.3 
14. 105 37.2 110 39.0 26 9.2 282 104 37.0 110 39.2 24 8.5 
15. 118 41.8 121 42.9 20 7 .1 282 114 40.6 121 43.1 14 5.0 
16. -100 35.6 112 39.9 31 11.0 281 112 39.9 105 37.4 26 9.3 

V. Evaluation 
17. 81 29.2 84 30.3 44 15.9 277 92 32.7 84 29.9 26 9.3 
18. 106 37.7 76 27.1 20 7 .1 281 102 36.4 81 28.9 13 4.6 
19. 81 28.8 138 49 .1 39 13.9 281 90 32.0 137 48.8 32 11.4 
20. 81 28.8 123 43.8 47 16.7 281 86 31.0 122 44.0 36 13.0 

N = Nunber of Respondents, Total N = 283. 

aLikelihood Scale ranged from -3 (Extremely Unlikely) to +3 (Extremely Likely). 

bCertainty Scale ranged from +l' (Not at Al 1 Certain) to +4 (Extremely Certain). 

Behavioral 
Belief 

N Mean S.D. 

281 3.48 4.05 
279 5.68 3.48 
279 6.60 4.25 
281 6.06 3.40 

281 4.43 3.73 
281 6.09 3.57 
281 5.64 3.43 
281 5.66 3.10 

281 7.83 3.05 
280 5.29 3.26 
280 6.70 3.43 
281 5.52 3.19 

280 7 .21 3.45 
281 3.72 3.32 
281 3.79 2.87 
281 3.89 3.45 

281 3.46 4.02 
280 2.59 3.38 
281 4.74 3.29 
277 4.54 3.60 

N 
N 
m 

:} ' 



TABLE D-4 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, AND MEANS OF ATTITUDEa OF CLINICAL DIETITIANS 
TOWARD THE USE OF 20 COUNSELING STRATEGIES 

Slightly Quite Extremely 
Counse 1 i ng Desirable Desirable Desirable Attitude 
Strate9.l N % N· s· ·N % Mean 

I. Assessment 
1. 40 14.2 136 48.2 92 32.6 2.04 
2. 31 11.0 151 53.7 97 34 .5 2.22 
3. 15 5.4 111 39 .9 150 54.0 2 .47 
4. 34 12 .1 145 51.6 97 34.5 2 .18 

I I. Educa ti ona 1 
5. 62 22.0 130 46 .1 55 19.5 . , . 68 
6. 19 6.7 134 47.5 121 42.9 2. 29 
7. 20 7 .1 130 46 .1 131 46.5 2.39 
8. 48 17.0 120 42.6 98 34.8 2 .05 

III. Moti va tiona 1 
9. 8 2.8 105 37.2 169 60.0 2.57 

10. 55 19.5 114 40.4 93 33.0 1.97 
11. 21 7.4 111 39 .4 148 52.5 2 .43 
12. 34 12 .1 146 51.8 98 34.8 2.20 

s.o. 

0.96 
0.68 
0.65 
0.76 

1.03 
0.77 
0.63 
0.90 

0.55 
0.97 
0.68 
0.70 

,1 
:, ' 1,. 

. .'N 

282 
281 
278 
281 

282 
282 
282 
282 

282 
282 
282 
282 

~~ ., 

N 
N 
........ 



TABLE D-4 (Continued) 

Slightly Quite Extremely 
Counseling Desirable Desirable Desirable Attitude · 
Strate!Jl N % N % ·N . ... % Mean 

IV. Behavioral 
13. 28 9.9 115 40.8 131 46.5 2.29 
14. 87 31.0 117 41.6 45 16 .0 1.56 
15. 72 25.7 152 54 .3 40 14.3 1.73 
16. 99 35 .1 117 41.5 29 10.3 1.43 

V. Evaluation 
17. 55 19.5 111 39.4 104 36.9 2.08 
18. 94 33.5 96 34 .2 35 12.5 1.26 
19. 35 12.5 148 52.7 93 33. l 2 .17 
20. 41 14.6 131 46.8 83 29.6 . l .93 

. . . . . 

N = Number of Respondents. Total N = 283. 

aAttitude Scale ranged from -3 (Extremely Undesirable) +3 (.Extremely Desirable). 

s.o. 

0.81 
1.05 
0.90 
0.99 

0.88 
1.19 
0. 72 
1.02 

,1 

:N 

282 
281 
280 
282 

282 
281 
281 
280 

>- ,, 

N 
N 
00 



TABLE D-5 

FREQUENCIES. PERCENTAGE DISTRIBUTIONS, ANO MEANS FOR SUBJECTIVE NORM OF CLINICAL 
DIETITIANS TOWARD THE USE OF 20 COUNSELING STRATEGIES 

How likelxa ~e~ think sh~uld use? 
How lfkely4 want to do what peers 

think ihoYl!i ~1 
Slightly Quite Extremely s1 tgh.tly Quite Extremely ,Subjective 

Counseling Likely Likely Likely Ltkely Likely Likely fbrm 
Strategy N s N s N s N N s N s N s N Mean S.D. 

I. Assessment 
il. 45 16.2 104 37.5 106 38.3 277 34 12.4 107 39. l 96 35.0 274 4 .41 3.78 
2. 39 14.l 131 47.3 90 32.5 277 28 10.3 134 49. 1 85 31. l 273 4.27 3.55 
3. 22 8.0 125 45.3 123 44.6 276 15 5.5 121 44.2 114 41.6 274 5.03 3.80 
4. 39 14. l 131 47.3 98 35.4 277 16 5.8 131 47.8 103 37.6 274 4.64 3.51 

II. Educational 
5. 62 22.4 104 37.5 75 27.l 277 60 21.9 105 38.3 64 23.4 274 3.38 3.52 
6. 40 14 .4 134 48.4 86 31.0 277 20 7.3 117 42.7 104 38.0 274 4.39 3.54 
7. 31 11.3 140 50.9 92 34.5 275 15 5.5 132 48.4 98 35.9 273 4.58 3.54 
8. 67 24.2 114 41.2 73 26.4 277 59 21.5 103 37.6 76 27.7 274 3.78 3.40 

III. Motivational 
9. 29 10.5 139 50.2 100 36.1 277 15 5.5 136 49.6 100 36.5 274 4.74 3.52 

10. 81 29.2 111 40.1 47 17 .0 277 51 18.6 127 46.4 56 20.4 274 2.99 3.34 
11. 68 24.6 119 43.1 74 26.8 276 35 12.8 135 49.3 79 28.8 274 3.78 3.56 
12. 52 18.8 132 47.7 74 26.7 277 41 15 .1 128 47.1 72 26.5 272 3.72 3.50 

IV. Behavioral 
13. 39 14. l 145 52.3 80 28.9 277 24 8.8 130 47.4 92 33.6 274 4 .31 3.50 
14. 90 32.5 97 35.0 36 13.0 277 72 26.4 99 36.3 43 15.8 273 2.47 3.01 
15. 83 30.0 124 44.7 40 14.4 277 61 22.3 128 46.9 44 16 .1 273 2.86 3.21 
16. 95 34.4 87 31.5 33 12.0 276 80 29.3 96 35.2 43 15.8 273 2.29 3.11 

V. Evaluation 
17. 50 18.1 114 41.2 90 32.5 277 44 16 .1 110 40.3 87 31.9 273 4 .14 3.56 
18. 99 35.7 103 37.2 35 12.6 277 71 26.1 100 36.8 41 15 .1 272 2.50 3.05 
19. 43 15 .5 152 54.9 73 26.4 277 36 13.2 133 48.7 76 27.8 273 3.96 3.54 
20. 62 22.5 119 43.1 59 21.4 276 53 19.6 106 39 .1 70 25.8 271 3.44 3.46 

N ::: Nunber of Respondents. Total N = 283. 

alikely Scale ranges from -3 (Extremely Unlikely) to +3 (Extremely Likely). 
N 
N 
\.0 

; ; l l~,, ,, 



TABLE D-6 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, AND MEANS FOR INTENTION OF CLINICAL 
DIETITIANS TO USE 20 COUNSELING STRATEGIES 

Slightly Quite Extremely 
Counseling likely Likely Likely Intention 
Strate9.I N s N s N - S Mean 

I. Assessment 
1. 37 13 .2 101 36 .1 113 40.4 1.89 
2. 32 11.4 135 48.2 106 37.9 2 .18 
3. 7 2.5 98 35.0 172 61.4 2.56 
4. 19 6.8 134 48.0 123 44 .1 2.34 

I I. Educationa 1 
5: 69 24.7 91 32.6 74 26.5 1.46 
6. 17 6 .1 118 42.4 137 49.3 2.38 
7. 18 6.5 136 48.8 118 42.3 2.29 
8. 87 31.1 108 38.6 48 17 .1 1.43 " 

III. Mot i vat i o na 1 
9. 20 7 .1 137 48.9 121 43.2 2.33 

10. 55 19.7 120 43.0 83 29 .• 7 1.89 
11. 37 13 .2 132 47 .1 103 36.8 2 .16 
12. 46 16 .6 142 51.3 67 24.2 1.87 

S.D. 

1.43 
0.87 
0.64 
0. 71 

1.50 
0.75 
0.79 
1.29 

0. 71 
1.07 
0.84 
0.98 

N 

280 
280 
280 
279 

279 
278 
279 
280 

280 
279 
280 
277 

N 
w 
0 



TABLE D-6 (Continued) 

Slightly Quite Extremely 
Counseling Likely Likely Likely Intention 
Strate9t N % N % N % Mean 

IV. Behavioral 
13. 33 11 .8 128 45.7 111 39.6 2.20 
14. 103 36.9 95 34 .1 27 9.7 1.10 
15. 85 30.4 115 41. l 42 15 .0 1.46 
16. 91 32.5 88 31.4 41 14.6 1.15 

V. Evaluation 
17. 36 12 .9 97 34 .6 123 43.9 2.06 
18. 90 32.3 95 34 .1 33 11.8 1.05 
19. 36 12 .9 153 54.6 85 30.4 2 .12 
20. 78 28.0 102 36.6 52 18.6 1.38 

N = Number of Respondents. To ta l N = 283 . 

aLikely Scale ranges from -3 (Extremely. Unlikely) to +3 (Extremely Likely). 

s.o. N·· 

0.83 280 
1.36 279 
1.17 280 
1.45 280 

1.16 280 
1. 51 279 
0.75 280 
1.38 279 

11 ·t• I} 

N 
w __, 



TABLE D-7 

FREQUENCIES, PERCENTAGE DISTRIBUTIONS, AND MEANS OF REPORTED USEa 
BY CLINICAL DIETITIANS OF 20 COUNSELING STRATEGIES 

About More Than All . Reported 
Counseling Half Half ·Patients Use 

· · strateqy N % N % N. .~-%. · ·Mean S.D~ · · 

I. Assessment 
l ' 46 16 .4 116 41.4 59 21. l 3.61 1.07 
2. 53 18.9 139 49.6 65 23.2 3.88 0.86 
3. 16 5.8 118 42.4 141 50.7 4.42 0.67 
4. 28 10.0 144 · 51.2 100 35.6 4 .19 0.74 

II. Educational 
5. 67 23.8 69 24.6 56 19 .9 3.28 1.19 
6- 23 8.2 122 43.7 125 44.8 4.30 0.76 
7. 32 11 .4 138 49.3 102 36.4 4 .19 0.75 
8. 74 26.3 83 29.5 24 8.5 3.07 1.05 

III. ~ti vationa l 
9. 46 16.4 ·123 43.8 106 37.7 4 .17 0. 79 

10. 61 21.8 101 36 .1 65 23.2 3.62 1.07 
11. 50 17 .8 140 49.8 76 27. l 3.98 0.83 
12. 79 28.2 115 41. l 34 12 .1 3.47 0.93 

N 

280 
280 
278 
281 

281 
279 
280 
281 

281 
280 
281 
280 

~ l. 

N 
w 
N 



TABLE D-7 (Continued) 

About More Than All Reported 
Counseling Half Half Patients Use 
Strateqy N % N % N % Mean 

IV. Behavioral 
13. 59 21.0 133 47.3 72 25.6 3.92 
14. 71 25.4 55 19.6 14 5.0 2.74 
15. 100 35.6 75 26.7 15 5.3 3.04 
16. 73 26 .1 51 18.2 17 6 .1 2.75 

V. Evaluation 
17. 42 15 .o 98 34.9 96 34 .2 3.85 
18. 69 24.6 69 24 .6 10 3.6 2.79 
19. 56 20.0 151 53.9 47 16 .8 3.78 
20. 58 20.8 75 26.9 28 10.0 2.99 

N = Number of Respondents. Total N = 283. 

aReported Use Scale ranged from +l (none) to +5 (all patients). 

S.D. 

0.85 
1.01 
0.91 
1.01 

1.10 
1.00 
0.83 
1.12 

N 

281 
280 
281 
280 

281 
280 
280 
279 

.• . 
,, ·r·: ,, 

N 
w 
w 



APPENDIX E 



TABLE E-1 

BIVARIATE CORRELATIONS BETWEEN 24 EXTERNAL VARIABLES AND PREPAREDNESS IN USING 20 COUNSELING STRATEGIES 

DemograJ;!hic Characteristks - Situational Characteristics 
Soilo-

Att;tude Toward Targets 

8.S. + Intern Genera- F.S.A.a Patient long/ 
M.c.b A.L. c C.I.d M.S. Exper. Outpt. Contact Age A Age B Acute Tenn Pg/ Renal Attitude Cu tural Psych. Knowledge Organ. 

Intern + M.S. list Conmun;t De ree Index Exp. Ex • 
I 

Index Index Index Care Rehab. Index Lact. Disorder _ Index In Index Index Index Index Index X 

ASSESSMENT 
1. -.04 -.07 .06 -.05 .07 -.04 -.06 -.05 .05 -.14* .05 -.02 .04 -.09 -.00 .08 -.02 .15** .15** .08 .07 .25*** .30*** .28*** 
2. .11 .01 .00 -.00 .09 -.05 .08 .05 .16** -.01 .00 .08 -.04 -.05 .12 .08 .03 .18** . ' 4** .24*** .08 .32*** .36*** .29*** 3. .01 .00 .00 .06 -.02 -.02 .01 -.05 .06 .04 - .12"' .03 .04 -.07 .12* .01 -.05 .25*** .06 .23*** .01 .34*** .41 *** .35*** 4. .03 -.00 .00 -.07 .01 -.03 .03 -.02 .11 .08 -.11 -.02 .04 -.06 .04 -.04 -.00 .25*** .12* .26*** .15* .36*** .40*** .39*** 

EDUCATIONAL 
5. .09 .00 .03 .06 -.00 -.02 .07 .11 .13* .10 .02 -.02 -.05 .02 .01 .04 .02 .20*** .07 .14* .10 .31*** .25*** .24*** 
6. -.04 .00 -.00 .00 -.02 -.08 -.00 -.04 .11 -.08 .05 .01 .07 -.05 -.09 .01 .03 .21*** .18** .25*** .17** .34*** .37*** .33*** 
7. .02 -.04 .01 .01 .04 -.08 .01 .03 .07 -.05 .07 -.02 .02 -.05 .32 .08 .03 .24*** .12* .25*** .10 .41*** .50*** .44*** 8, -.05 .07 -.04 -.05 .04 -.11 .01 -.03 -.09 -.07 -.05 -.02 .03 -.05 -.00 .02 .00 .27*** .13* .20*** .14* .28*** .33*** .30*** 

MOTIVATIONAL 
9. .07 .00 -.00 .05 .06 -.05 .07 .05 .01 -.13* -.01 .06 .01 -.06 -.00 .08 -·.02 .30*** .l~ .25*** .09 .32*** .32*** .37*** 10, .00 .02 .04 .01 .04 .04 -.00 .01 .14* -.15* .00 -.06 -.03 -.13* .07 .02 .01 .17** .• 2 .33*** .14* .40*** .4l**y- .34*** 

11. .19* -.05 .05 .03 -.08 .02 .13* .1 s+- .11 .05 .02 - -.07 -.08 -.05 .06 .07 .03 .20*** .13* .27*** .12* .32*** .28*** .36*** 12, .05 -.02 -.03 .05 -.05 - .01 .05 .07 .07 . 10 -.06 -.06 .01 -.04 .11 -.13* .04 .17** .OS .19** · .02 .27*** .23*** .28*** 
BEHAVIORAL 
13. .07 .04 .06 .01 .03 .05 .07 .08 .14* -.01 -.02 -.05 .00 -.03 .11 -.03 .03 .14* .1 C .27*** .09 .36*** .35*** .38*** 
14- .08 -.00 .03 - .01 -.03 -.00 .09 .12* .12* .05 .01 -.07 -.16** -.06 .02 .05 - .01 .16** .0() .18** .05 .31*** .28*** .23*** 15, .07 .02 .09 .00 .03 .02 .05 .13* .11 - .01 .04 ·.04 -.07 -.07 .18** .01 -.04 .21*** .11 .12* .09 .26*** .25*** .25*** 16, .13* .10 -.07 .C2 -.08 .02 .12* .12* .22*** .08 -.02 -.06 -.18** -.05 .12* .06 .04 .20*** .161** .28*** .10 .34*** .30*** .24*** 

EVALUATION 
17. .04 -.08 .12* .02 .01 .06 -.00 .05 .13* .08 -.04 .01 -.10 .00 .02 -.02 .18** .03 .08 .12* .09 .14* .12* .10 18. -.02 .04 -.05 -.03 - .11 -.03 .04 .11 -.02 . 11 - .01 -.09 .03 -.05 .03 - .13* .08 .20** .21*** .32*** .03 .28*** .24*** .24*** 19. .05 .03 -.03 .04 .05 .01 .08 .07 .08 -.06 -.01 .02 -.04 -.09 .10 -.04 .11 .21 *** .16** .25*** .18** .35*** .37*** .33*** 
20- -.00 .11 -.08 .04 -.02 -.04 .02 .05 -.06 -.06 .08 .06 -.03 -.09 .02 .08 .03 .17** . l 7f'* .15* .14* .26** .25*** .20*** 

*Significant at .05. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience. 

bMedical Condition Index. 

cActive Listening Index. 

dConmunicate Interest Index. 

235 
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TABLE E-2 

BIVARIATE CORRELATIONS BETWEEN 24 EXTERNAL VARIABLES AND ATTITUDE TOWARD USING 20 COUNSELING STRATEGIES 

Demograohic Characteristics Situational Characteristics 
Sodo-

Attitude Toward Targets 
atient ong 

M.c.b Atti- A.L. c C.L. d e.s. + Intern Genera- f4.S. Exper. F.S.A. a Outpt •. ntact Age A Age B Acute Tenn Pg/ Renal tude Cul ural Psych. Knowledge Organ. 
Strate ies ·Aae Intern + M.S. list Connunit De ree Index Index Index ndex Index - Index Care Rehab. Index Lact. Disorder Index Ind x Index Index Index Index Index 
ASSESSMENT 

1 .14* .03 .03 .02 .04 .00 .13* .10 .07 -.01 -.03 -.13* -.02 .02 -.12* -.10 .04* .18** .22*** .16*** .13* .07 .08 .12* 
2 .10 .06 .01 -.OS .11 .06 .06 .03 .13 -.00 .03 -.04 -.07 -.09 .03 .01 .03 .18** . 24*** .27*** .11 .19** .25*** .17** 
3 - .11 .15* -.01 .09 -.03 - .10 -.14* -.08 -.02 -.12* .04 -.04 -.00 -.08 .15* .07 -.02 .23*** .13* .23*** .18** .25*** .27*** .28*** 
4 .10 .06 -.07 -.04 .02 -.11 .07 .02 .01 .03 .03 -.09 .04 .02 .06 -.06 .07 .27*** .2:r-- .28*** .27*** .15** .12* .17** 

EDUCATIONAL 
5 .OS -.05 -.01 -.04 .07 -.07 .OS .08 .01 .OS -.04 - - .01 -.03 .03 .04 -.00 .02 .17** • lfi** .14** .21*** .18** .06 .10 
6 .OS .10 -.09 .00 -.04 -.15** .06 -.00 .06 .01 .02 -.06 .09 -.02 -.00 -.06 .02 .18** .28*** .26*** .30*** .24*** .13* .12* 
7 .04 -.07 .01 -.03 .06 -.10 .03 .02 -.00 -.09 -.02 -.12* .01 .04 .00 .01 .10 .17** .28*** .24*** .23*** .29*** .23*** .17** 
8 .01 .07 -.07 -.02 .04 -.08 .02 -.04 -.08 -.02 .06 -.07 .02 .08 .02 .03 .04 .13* .22*** .13* .21*** .18** .12* .10 

MOTIVATIONAL 
9 .10 .06 -.01 .15* .06 .04 .07 .07 .03 -.06 .07 - .01 -.02 -.02 .07 .10 -.02 .20*** .23*** .25*** .11 .28*** .21*** .23*** 

10 .04 .04 -.03 .02 .01 .04 .04 .02 .13* -. 14* .14* .04 -.06 -.09 .09 .12 -.01 .11 .20*** .28*** .18** .25*** .33*** .20*** 
11 .12* .06 -.03 .05 .02 -.04 .06 .02 .12* -.07 .09 .06 -.07 -.02 .11 .07 .03 .26*** .20*** .31*** .11 .21*** .22*** .22*** 
12 .13* .OS - .11 .04 -.02 -.02 .09 .OS .04 - . 01 -.03 .01 -.08 .06 .11 -.08 .01 .17** .16** .21*** .02 .16** .09 .15** 

BEHAVIORAL 
13 .12* .17** .04 .07 .04 .04 .10 .04 .14* i-.19** -.00 .04 -.04 -.02 .02 -.03 -.05 .15** .14* .25*** .07 .17*** .14* .15* 
14 .17** .04 .06 -.04 -.03 .06 .18* .07 .08 '-.07 .OS -.09 -.07 -.03 -.07 -.04 -.04 .22*** .23*** .32*** .20*** .21*** .17** .12* 
15 .13* .08 -.00 -.06 .OS -.09 .10 .06 .09 r· 11 .02 .04 -.06 -.00 .07 -.03 .02 .13* .30*** .30*** .17** .09 .11 .06 
16 .25*** .13 .00 -.01 -.01 .04 .24*** .15 .23*** .09 .11 -.06 -.19** .03 .02 .03 .04 .18** .33"'** .38*** .14* .25*** .28*** .16** 

EVALUATION 
17 .19*** .02 .01 -.03 .03 -.02 . 11 .08 .15* .08 .01 -.03 .00 .01 .02 - .11 .12 . 14 .21*** .20*** .22** .19** .17** .06 
18 -.04 .02 -.07 -.06 .02 -.07 .02 .06 -.16** . 15** -.12* -.04 .11 .03 .04 -.22*** .09 .23*** .23'-"** .25*** .12 .19*** .06 .10 
19 .09 .03 -.00 .02 -.01 -.02 .OS .09 .02 .08 -.04 - .11 -.01 .05 -.00 -.02 .OS .16** .20*** .32*** .17** .28*** .10 .28*** 
20 .12* .08 -.02 -.05 .OS -.05 .11 .08 .02 · .OS -.01 -.08 -.04 -.02 -.OS .03 -.02 . 15* .31*** .25*** .17** .24*** .09 .09 

*Significant at .OS. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

dconrnunicate Interest Index 
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TABLE E-3 

BIVARIATE CORRELATIONS BETWEEN 24 EXTERNAL VARIABLES AND SUBJECTIVE NORM TOWARD USING 20 COUNSELING STRATEGIES 

De1IDoraehic Characteristics Situational Characteristics Attitude Toward Ta!:9ets 

F.S.A.a Patient Long/ 
M.C.b 

Renal Atti- Soc10- A.L. C C. I. d B.S. + Intern General- M.S. Exper. Contact - Age A Age B Acute Tenn Pg/ Dis- tude Cul tura 1 Psvch. Knowledge Organ. 
Strate ies Intern + M.S. list Co11111Unit De ree Index , Ex • Index Index Index Care Rehab. Index Lact order Index Index Index Index Iodex Index Index 

ASSESSMENT 
1 .18** .11 -.11 -.05 .02 -.06 .13* .10 - . ,: -.06 -.01 -.05 -.11 -.04 -.02 .12 .04 .08 .09 .05 .14* .09 .08 . 11 

2 .16** .12* - .12* .01 .10 -.06 .10 .08 .0 .01 .02 .02 -.05 -.04 .08 .10 .09 .15** .25*** .19** .18** .16** . 11 .14* 
3 .06 .07 - .17** -.00 .06 -.07 .02 .02 .Ol .oo -.03 .02 - .01 -.04 .13* .09 .07 .18** .15* . 17** .13* .21** .13* .19** 
4 .09 .14* - .19** .03 .07 -.05 .07 .OS -.0~ .04 .05 -.02 .02 -.05 .07 .09 .08 .17** .19*** .17** .18** .18** .13* . 14* 

EDUCATIONAL 
5 .13* .06 - .11 -.03 .00 .06 .10 .10 .oa .09 -.05 -.09 -.04 - .01 -.08 .06 .02 .09 . 11 . 12* . 11 .15** .07 . 14* 
6 .19** .13* -.15** -.04 .03 -.07 .16** .13* .20*** .02 .02 -.09 -.10 .00 -.05 .04 -.03 .21 *** .18** . 15** .17** .23*** .17** . 21*** 
7 .15* .06 -.19*** -.01 .06 -.09 .09 .03 .10 -.01 -.03 -.08 -.04 -.02 .00 .07 .00 .19** .20*** .12* .16** . 23*** .16** . 18** 
8 .14* .16** - .17** -.08 .05 -.03 .09 .04 .01 .11 -.02 -.04 -.06 - .01 -.03 .02 -.03 .18** .13* .13* .20*** .20*** .15** .20*** 

MOTIVATIONAL 
9 .16** .10 -.16** -.02 .12 -.03 .11 .10 .02 .02 .03 .01 -.04 -.04 .00 .13* -.01 .19** .22*** .17** .22*** .18** .07 .13* 

10 .15* .11 - .16** -.03 .05 .01 .12* .09 .lC .oo -.08 - .10 -.05 -.05 -.02 .03 .04 .14* .33*** . 25*** . 24*** .23*** .13* . 19** 
11 .24*** .12 -.14* .01 .09 -.02 .20** .16** · .03 .07 . 01 -.02 -.02 .00 -.01 .09 .08 .21*** .26*-I< .21*** . 22*** .18** .07 . 16** 
12 .12* .11 -.16** .01 -.04 -.03 .10 .03 .03 . 01 -.05 -.05 .03 -.04 .03 .06 .04 .22*** .25*** .15* .18** .17** .02 . 10 

BEHAVIORAL 
13 .14* .14* -.15* -.03 .09 -.02 .10 .07 .07 .03 ~03 -.02 -.06 .00 -.04 .06 .01 .17** .19** .20*** .17** .17** .10 . 16** 
14 .21*** .11 - .12* -.03 -.00 -.00 .16** .09 .18** . 17** .01 -.08 - .22*** -.02 -.07 -.03 -.05 .17** .19*** .20*** .21*** . 21*** .16** .21*** 
15 .13* .14* - .16** -.07 .10 -.03 .08 .08 .OS . 12* -.09 -.06 - .13* -.03 .03 -.05 -.01 .20*** .23*** .22*** .18** . 20*** . 11 . 18** 
16 .25*** .17** - .14* .02 .04 .OS .18** .10 .141* . 11 -.04 - .13 - .16** -.05 .03 .03 .OS . 13* .28*** . 28*** .22*** .19** .11 . 12* 

EVALUATION 
17 • 11 .02 -.09 -.01 .01 .04 .02 .01 .12* . 01 -.00 -.07 -.02 -.05 .01 -.03 .10 • 10 .OS .09 .14* .21*** .14* .20*** 
18 .15* .10 - .17** .01 -.05 -.02 .13* .01 .04 .15** -.11 -.10 .04 -.00 -.00 -.06 .06 .14* .18** .19** .12* . 15** -.00 .08 
19 .15* .11 - .17** -.03 .06 -.02 .10 .03 .07 .04 -.06 -.06 -.06 -.06 .00 .04 .05 .28*** .32*** .25*** .21*** .24*** .12* . 15* 
20 .19*** .17** -.21*** -.03 .03 -.04 .13* .06 .19** .07 -.08 -.09 -.13* -.05 .03 -.01 .01 .18** .17** .12* .20*** . 21*** .13* . 24*** 

*Significant at .05 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

dCo11111Unicate Interest Index 
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TABLE E-4 

BIVARIATE CORRELATIONS BETWEEN 24 !XTERNAL VARIABLES AND INTENTION TO USE 20 COUNSELING STRATEGIES 

Denr>graphic Characteristics 
PatieJt 

Situational Characteristics Attitude Toward Targets 

F.S.A.a Outpt. 
long/ 

M.C.b 
Renal Atti- S0c1o-

A.Le C. I. d B.S. + Intern Genera- M.S. Exper. Contact Aae A Age B Acute Term Pg/ Dis- tude Cultural Psych. Knowledge Organ. 
Strategies Age Intern + M.S. list Conmunity Degree Index Exp. Exp. Index Index Index Care Rehab. Index Lact. order Index Index Index Index Index Index Index 

I 

ASSESSMENT 
1. .14* .06 .07 -.05 -.02 .OS .13* .08 .15* -.12* .02 -.16** -.12* .04 -.17** .04 .10 .14* .15* .13* .OS .01 .06 .04 
2. .13* .11 -.02 .03 .04 -.09 .13* .16** .08 .01 .07 -.02 -.12 .04 .06 -.01 .15* .06 .21*** .25*** .08 .20*** .21*** .18** 
3. .OD .02 -.02 .13* .02 -.08 .01 .OS .01 -.07 -.01 .04 .04 .09 .11 -.DO -.01 .17** .07 .20*** .02 .28*** .36*** .38*** 4, -.01 .01 .03 .02 .04 -.08 .DO .09 -.01 .07 .DO -.Qj .02 .08 .04 -.DO .09 .14* .06 .24*** .09 .21*** .22*** .29*** 

EDUCATIONAL 
s. .07 .DO .04 .02 - .15 .OS .OS .13* -.01 .15** - .10 -.06 -.07 .08 -.05 -.08 -.DO .11 .03 .15* .OS .09 .OS .04 
6. .03 .09 -.02 .01 -.06 -.17** .07 .07 .11 -.01 .01 -.01 .OD .08 .02 -.06 .03 .16** .07 .17** .11 .21*** .18** .26*** 
7. -.02 .06 .03 -.01 -.01 -.20* -.01 .02 .03 -.07 .04 .01 -.OS .OS -.DO -.02 .06 .13* .02 .12* .03 .26*** .30*** .26*** 8, .OS .19** -.14* -.03 -.04 -.07 .04 .OS -.06 -.01 -.02 - .11 -.03 .OS -.09 -.05 .07 .13* .17** .14* .17** .21*** .13* .10 

MOTIVATIONAL 
9. .09 .16** -.02 .14* -.02 -.09 .08 .10 .03 -.12* .02 .16**-.04 .DO .13* -.05 .OS .21*** .12* .28*** .OS .24*** .27*** .27*** 

10. .06 .08 -.00 .07 -.00 .02 .07 -.03 .10 -.09 .02 .01 -.04 .03 -.01 -.03 -.02 .20*** .18** .28*** .07 .28*** .38*** .23*** 
11. .18** .11 .DO .11 -.06 -.04 .16** .16** .08 .07 .04 -.03 -.07 .03 -.OD -.02 .13* .20*** .15* .30*** .09 .29*** .29*** .28*** 12. .OS .10 -.07 .09 - .11 -.05 .10 .10 -.02 .08 -:08 -.09 · .OS .OS .01 -.20*** .OS .12* .08 .20*** .03 .23*** .13* .25*** 

BEHAVIORAL 
13. .09 .12 .03 .03 -.02 -.OS .09 .10 .14* -.06 .01 .02 -.06 .03 .02 -.07 -.02 .09 .07 .25*** .03 .29*** .30*** .34*** 
14. .18** - .01 .03 - .11 -.05 -.01 .14* .01 .20*** -.00 .02 -.07 -.18** -.00 -.16** -.00 -.08 .14* .17** .17** .09 .19** .15* .09 15. .OS .03 .03 -.04 -.01 -.02 .01 .07 .06 .04 .DO .15** -.14* .OS .09 -.07 -.03 .10 .21*** .21*** .10 .18** .20*** .12 
16- .20*** .07 .04 .OS -.06 .04 .15 .15* .17** .13* .06 .DO -.19** .06 .01 -.00 .01 .19** .19** .26*** .01 .19** .20*** .10 

EVALUATION 
17. .02 -.08 .10 -.02 .03 -.02 .01 -.OS .09 -.01 -.10 -.02 .06 .10 -.02 -.07 .17** .13* .17** .22*** .16** .18** .21*** .12* 18. .04 -.01 -.04 -.01 -.01 -.02 .09 .10 -.06 .20*** -.07 -.08 .07 .09 -.01 -.22*** .OS .17** .15* .21*** .01 .15** .07 .14* 19. .08 -.01 .03 .02 .03 -.04 .08 .06 .12 .04 -.06 .02 -.06 .03 -.02 -.13* .OS .23*** .21*** .24*** .12* .23*** .21*** .25*** 
20- .11 .06 .03 -.10 -.07 .03 .10 .07 .09 -.03 .06 -.03 -.14* .03 -.13* -.03 .01 .23*** .23*** .19*** .19** .18** .09 .17** 

*Significant at .OS. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

deonrnunicate Interest Index 
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TABLE E-5 

BIVARIATE CORRELATIONS aETWEEN 24 EXTERNAL VARIABLES AND REPORTED USE OF 20 COUNSELING STRATEGIES 

Demograeh;c Character;st;cs Situat;onal Character;st;cs ~titude Toward Targets 
ong 

M.C.b 
ena Atti- S0c1o-

A.L.c C. I.~ B.S. + Intern Genera- M.S. Exper. Age A Age B Acute Tenn Pg/ Dis- tude Cultural Psych. Knowledge Organ. 
Intern + M.S. list ee Index Index Index Care Rehab. Index Lact. order Index Index Index Index Index Index Index 

ASSESSMENT 
.11 1. .16** .02 .08 -.08 .02 .10 .11 .08 .26** -.14* -.00 -.20***-.21*** -.01 -.21*** .08 .08 .10 .05 .06 .02 .02 .02 

2. .17** .05 .09 .08 -.00 .01 .13* .13* .08. .03 .03 -.02 -.07 -.05 .01 .07 .13* .08 .14* .18** .03 .14* .13* .11 
3, -.02 .04 .01 .10 -.01 -.10 .04 -.00 .00 -.04 -.13* .05 -.02 -.05 .08 -.02 -.04 .10 -.04 .13* -.05 .23*** .28*** .29*** 
4. .09 .01 -.03 .06 -.04 -.04 .09 .05 .10 .06 -.04 -.01 -.03 .06 -.02 -.03 .12 .16 .08 .24*** .13* .19** .16** .26*** 

EDUCATIONAL 
5, .12* .06 .01 .10 - .17** .05 .10 .12* .07 .12* -.05 -.07 -.11 .05 -.09 .04 .01 .10 .04 .11 .09 .13* .07 .13* 
6, .02 -.01 .01 -.06 -.00 -.03 .03 .02 .14* .01 -.01 -.02 -.03 -.04 -.07 -.05 - .01 .14* .12* .13* .11 .21*** .17** .23*** 
7. -.02 .02 -.01 .02 -.04 -.08 -.01 -.03 .04 .05 -.00 -:05 -.07 .09 .01 .09 .03 .12 .06 .14* .05 .31*** .39*** .27*** 
8- .07 .11 -.08 -.06 -.05 .05 .15* .03 -.07 -.01 -.00 -.11 -.06 .01 -.14* -.05 .05 .06 .14* .11 .18** .16** .11 .09 

MOTIVATIONAL 
9. .11 .09 -.04 .13* .05 .01 .12 .16** .05 -.09 .05 .06 -.16** .03 .00 -.00 .03 .07 .05 .17** -.00 .23*** .16** .26*** 

10. .11 .05 .03 .04 -.04 .08 .09 .10 .18** -.03 -.04 -.04 - .15* -.09 -.07 .02 -.04 .12* .18** .28*** .08 .31*** .28*** .26*** 
11. .22*** .00 .01 .13* .06 -.01 .18** .21*** .16** .09 .03 -.00 -.20*** .01 -.04 .07 .12* .17** .13* . 24*** .11 .31 *** .23*** .32*** 
12. .01 .02 .03 .05 -.13 .00 .06 .07 -.01 .09 -.09 -.12* -.03 .02 -.11 -.13* .08 .08 .01 .08 -.06 .14* .04 .19** 

BEHAVIORAL 
13, .08 -.01 .07 .04 -.06 .11 .07 .11 .11 .00 -.00 -.07 -.09 -.02 -.03 -.05 .01 .06 .02 .21*** -.05 .13* .18** .24*** 
14, .09 -.04 .07 -.03 -.10 .07 .11 -.01 .22*** .05 .05 -.11 -.25*** -.06 -.16** .04 .OS .09 .09 .16** .06 .16** .15* .16** 
15- .16** .08 .05 .01 -.08 -.01 .11 .12* .10 .10 -.00 .08 -.19** .02 .02 -.06 -.10 .13* .07 .15* .06 .16** . l 0 .07 
16- .22'*** .07 .08 .08 -.04 .11 .18** .14* .26*** .06 .09 .04 -.28*** -.04 -.01 .09 .07 .13* .11 .23*** -.00 .14* .21*** .14* 

EVALUATION 
17, -.00 -.03 .08 -.01 -.04 .01 .01 -.05 .14* .08 -.04 -.03 -.01 .06 -.03 -.03 .16** .01 .05 .11 .07 .09 .10 .03 
18, .06 .01 -.01 .03 -.07 .08 .08 .15* .00 .15* -.10 -.13* -.05 .08 -.07 -.08 .07 .15* .14* .19** .02 .22 .07 .12* 
19- .14* .06 .01 .04 -.01 -.02 .12 .16* .14* .09 -.07 -.05 -.17** .06 -.07 -.02 .08 .19** .10 .23*** .05 .16** · .14* .16** 
20· .08 .02 .08 -.06 -.08 .11 .17 .11 .15* -.02 -.05 -.05 -.23*** .02 -.15* .OS .00 .13* .09 .10 .14* .08 .05 .13* 

*Significant at .05. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

dconmunicate Interest Index 
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TABLE F-1 

STANDARDIZED REGRESSION COEFFICIENTS AND MULTIPLE COEFFICIENTS OF DETERMINANTS (R2) FOR THE REGRESSION 
OF PREPAREDNESS IN USING 20 COUNSELING STRATEGIES ON 24 EXTERNAL VARIABLES 

De111>9raehic Characteristics s;tuational Characteristics Att;tude Toward Targets 
Patient Long/ 

M.C.b 
Renal - Atti- soc,o-

A.L.c C. I. d B.S. + Intern Genera- M.S. Exper. F .S.A. a Outpt. Contact Age A Age B Acute Term Pg/ Dis- tude Cultural Psych. Knowledge Organ. 
R2 

Adj. 
Strategies Age intern + M.S. list Conmunity Degree Index Exp. Exp. . Index Index Index Care Rehab. Index Lact. order Index Index Index Index Index Index Index R2 
ASSESSMENT 

1. .08 -.02 .10 -.06 .01 -.10 - .12 .03 .04 - .11 .06 .01 .08 -.05 -.07 .03 -.03 .06 .21** - .14 -.10 .07 . .20** .16* .19 .12 -2. .07 -.02 .03 -.01 .03 -.OS .01 .06 .13 .02 -.04 .09 .OS -.04 .06 .07 .02 .09 .01 .09 -.08 .09 .22** .10 .23 .16 3. .03 -.07 -.01 .08 -.07 -.02 .02 -.04 .04 .06 -.12* .06 .04 -.07 .10 .04 -.07 .20*** - .11 .16* -.18** .11 .25*** .13 .31 .25 4. .00 -.01 -.00 .06 -.04 -.02 .03 .02 .10 . 10 -.09 .04 .08 -.05 -.00 -.00 -.01 .14* -.07 .12 -.01 .09 .21** .20** .29 .22 
EDUCATIONAL 

5. .03 -.03 .OS .09 -.00 -.02 -.04 .12 .14 .14* .01 .02 .OS .02 -.03 .OS .03 .16* -.05 -.04 .01 .22** .10 .OS .18 .11 6. -.09 -.03 .01 -.04 -.07 -.10 .01 .06 .15* -.04 .08 .09 .14* -.03 -.19** -.02 .00 .07 .09 .06 -.02 .11 .21** .14* .27 .20 7. .11 -.06 .03 -.02 -.06 -.12* -.09 .08 -.00 -.03 .06 .03 .OS -.OS -.06 .OS .02 .13* -.02 .07 -.10 .07 .36*** .22*** .36 .30 8. -.07 .08 .01 -.10 -.01 -.11 .09 .02 -.18* -.07 -.05 .01 - -.08 -.07 -.07 .04 .01 .19** .01 .OS -.03 .00 .23** .16* .23 .16 
MOTIVATIONAL 

9. -.01 -.07 -.01 .OS .OD -.06 .03 .09 .06 -.11 -.05 .12* .04 -.08 -.07 .08 -.01 .22*** -.03 .12 -.11 .07 .12 .23*** .28 .21 10. -.06 .01 .06 -.01 -.04 .00 -.00 .09 .10 -.13* .00 -.02 .01 - .13* .OS -.04 -.04 -.00 .04 .19** -.07 .17* .21** .08 .29 .23 11. .18 - .11 .03 .04 -.16** -.01 -.04 .11 -.01 .OS -.01 -.01 -.04 -.09 .06 .06 .03 .08 -.07 .15* -.02 .07 .13 .24*** .27 .21 12. -.03 -.09 -.OS .08 -.09 -.01 .03 .08 .09 .09 -.02 -.04 .03 -.07 .12 -.14* -.00 .13* -.01 .11 -.19** .13 .07 .15* .21 .13 
BEHAVIORAL 
13. -.01 .07 .09 -.01 -.03 .06 .01 .10 .14* .01 -.01 -.02 .09 -.04 .11 -.04 .01 .00 -.05 .15* -.07 .15* .13 .22** .27 .20 14. -.13 -.04 .04 -.00 -.07 -.03 .14 .13 .04 .04 -.03 -.03 -.14* - .11 .04 .03 -.01 .10 -.01 .06 -.08 .16* .16* .OS .19 .11 15. -.09 .04 .10 -.03 -.09 .02 .OS .19** .09 .00 .06 .06 -.OS - .10 .18**-.04 -.07 .14* .08 -.08 -.05 .10 .12 .13 .21 .14 16. -.10 .04 -.09 -.03 -.14* .08 .11 .13 .16* .09 -.OS -.03 -.11 -.07 .15** .04 .03 .12* -.03 .14* -.07 .14 .15* .04 .28 .21 

EVALUATION 
17. .03 -.06 .12 .11 .02 .02 -.06 .04 .12 .10 -.08 .OS -.07 .00 -.01 .00 .19** .01 .01 .02 .06 .07 .OS .02 .12 .04 18. -.26* -.01 -.09 - .11 -.19** -.01 .14 .20** .00 .07 -.04 .02 - .11 .02 - .14 .03 .11 .10 .23** -.21** .11 .09 .09 .28 .21 .08 19. -.10 -.02 -.03 .03 -.01 .03 .14 .11 .02 -.03 .06 -.08 -.12* .OS -.06 .08 .08 .01 .07 .02 .08 .22** .14 .24 .17 -.OS 20. -.04 .10 -.04 -.05 -.07 .01 .02 .10 -.16* -.04 .08 .10 -.11 - .11 -.05 .04 .02 .09 .10 -.03 .01 .06 .16* .11 .17 .09 

*Significant at .05. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

dConmunicate Interest Index 
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TABLE F-2 

STANDARDIZ~D REGRESSION COEFFICIENTS AND MULTIPLE COEFFICIENTS OF DETERMINANTS (R2) FOR THE REGRESSION 
OF ATTITUDE TOWARD USE OF O COUNSELING STRATEGIES ON 24 EXTERNAL VARIABLES. AND PREPAREDNESS 

Der.x>graehic Characteristics Situational Characteristics Attitude Toward Targets 
Patient Long/ 

M.C.b 
Renal Atti- Socio-

A.Le C. I. d Oroan. Adj. S.S.+ Intern Genera- M.S. Exper. F.S.A.a Outpt. Contact Age A Age B Acute Tenn Pg/ Dis- tude Cultural Psych. Knowledge Strategies Age Intern + M.S. list Conmunit,>:: Degree Index Exe. Exe. Index Index Index Care Rehab. Index Lact. order - Index Index Index Index Index Index Index Preparedness R2 R2 
ASSESSMENT 

1. .07 .01 .02 .04 .05 -.04 .03 .06 .01 . 01 -.03 -.08 -.02 .02 - .12 -.12 .07 .06 .15 .01 .04 - .10 .04 .02 .26*** .18 .10 2. .06 .11 .02 -.07 .06 .06 -.05 .01 .02 .01 .04 -.03 -.04 -.06 -.OD -.05 .02 .03 .18* .06 -.05 -.05 .14 .02 .24*** .21 .13 3. .OS .16* .07 .02 -.05 - .10 -.18 -.04 - .11 -. 10 .06 .00 -.11 -.08 .09 .01 -.06 .11 -.08 .17* .06 .00 .09 .16* .07 .26 .18 4. .14 .01 -.05 -.03 .02 -.10 -.08 -.03 -.08 .01 .10 - .10 -.02 .05 .03 -.07 .03 .09 .04 .12 .15* -.09 -.02 .01 .33*** .25 .18 
EDUCATIONAL 

s. -.11 -.10 -.03 -.03 .09 -.07 .13 .01 -.06 .00 -.04 .OD -.07 .02 .02 -.01 -.03 .02 .07 .03 .16* .06 -.11 -.05 .45*** .28 .21 6. -.01 .03 -.02 -.02 .01 -.12 .01 .01 .06 .OS .OS -.07 .07 .DO -.00 -.09 -.OS - .01 .12 .05 .17* .13 -.06 -.08 .29*** .25 .17 7. .07 -.10 .07 .02 .07 -.16* -.01 .OD -.06 -.08 -.05 -.12* - .04 .07 -.05 -.02 .06 -.OD .19* .DO .09 .14 .10 -.07 .13 .22 .14 8. .11 .03 -.00 .01 .07 - .01 -.06 -.09 -.03 .04 .10 - .10 -.DO .14* .01 -.01 .01 -.07 .16 -.09 .14* .09 -.08 -.08 .53*** .34 .27 
MOTIVATIONAL 

9. .07 .02 .03 .14* .OS .06 -.04 .02 -.04 .00 .04 - .01 -.03 - .01 .06 .05 -.04 .05 .12 .OS -.04 .13 .00 .OS .21** . 21 .13 10. -.04 -.02 -.08 -.05 -.08 .06 .OS .04 .03 -.07 .11* .10 -.03 -.02 .OS .OS -.05 -.04 .05 .09 .07 -.07 .17* -.03 .44*** .36 .29 11. .07 .02 -.04 .03 .01 -.02 -.06 -.06 .03 -.06 .07 .08 -.06 .01 .07 .OD -.01 .15* .OS .16* -.07 -.05 .05 .OS .31*** .26 .19 12. .14 -.01 -.11 .OD -.03 .03 -.05 -.07 -.08 -.07 -.OD .04 -.13 .06 .09 .OS -.02 .07 .08 .10 -.06 -.03 -.04 .05 .38*** .25 .18 
BEHAVIORAL 
13. .08 .16* .07 .03 .05 .01 -.05 -.03 .02 -.18*** -.01 .07 -.04 -.01 -.03 -.05 -.06 .04 .04 .12 -.03 -.02 -.02 -.04 .45*** .32 .25 14. .07 .03 .OS -.06 -.04 .02 .08 -.02 -.06 -.10 .07 -.02 -.03 -.02 -.06 - .10 -.06 .02 .06 .18* .10 .01 .06 -.06 .33*** .27 .20 1 s. .07 .04 .02 -.09 .04 - .11 .01 -.03 -.03 -. 13* - .01 .04 -.09 .01 -.01 -.08 .OD -.10 .21** .20** .04 -.15* .08 -.05 .33*** .27 .20 16. .07 .10 .07 -.10 -.OD - .01 .09 .04 .03 -.14** .10 -.01 -.08 .04 -.03 -.07 .01 -.05 .24*** .11 -.04 -.07 .21** -.04 .38*** .42 .37 

EVALUATION 
17. .29** .04 .02 -.05 .03 -.06 -.14 .02 .08 .06 .06 -.03 .12 .03 -.04 -.13* .01 - .01 • 11 -.03 .12 .05 .16* -.12 .45*** .37 .30 18. -.10 -.02 -.04 -.03 .09 -.06 .07 .01 -.09 .10 -.05 -.04 .02 .03 .OD - .13* .03 .11 .07 .05 .02 .11 - .11 -.OS .37*** .32 .25 19. .12 .OD .03 .03 .01 -.03 -.13 .02 -.02 .09 -.00 .08 .03 .04 -.02 .OD .02 -.01 .00 .20** .03 .17* -.17* .17* .13* .20 .12 20. .03 .04 .08 -.07 .09 -.08 .04 .02 -.DO -.03 -.04 -.08 -.00 .01 -.06 -.02 -.04 -.04 .·24** .03 - .01 .18* -.06 -.09 .32*** .25 .18 

*Significant at .OS. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActivP Listening Index 

dConmunicate Interest Index 



243 

TABLE F-3 

STANDARJIZED REGRESSION COEFFICIENTS AND MULTIPLE COEFFICIENTS OF DETERMINANTS (R2) FOR THE REGRESSION OF SUBJECTIVE NORM 
TOWARD USE OF 20 COUNSE1..ING STRATEGIES ON 24 EXTERNAL VARIABLES AND PREPAREDNESS 

DenX>graehic Characteristics Situational Characteristics Att1 tude Toward Targets 
Patient Long/ 

M.C. b 
ltenal Soc10-

A.L. c C. I. d B.S. + Intern Genera- M.S. Exper. F.S.A.a Outpt. Contact Age A Age B Acute -Term Pg/ Dis- Attitude Cultural Psych. KnOwledge Organ. Adj. 
Strategies Aae Intern + H.S. list Conmuni tx D!9ree Index Exe. Exe. Index Index I Index care Rehab. Index Lact. order Index Index Index I~ Index Index Index Preparedness R2 R2 

ASSESSMENT 
l. .18 .10 - .11 -.11 -.02 .01 -.04 .08 .02 -.04 -.08 -.03 -.05 -.01 -.02 .11 . l 0 .02 -.03 -.05 .14* -.08 .06 .04 .25*** .17 .09 
2. .15 .10 -.07 -.02 .09 .00 -.07 .01 -.06 .03 -.01 -.00 -.06 -.01 .01 .07 .10 .03 .17* -.05 .08 -.03 -.03 .07 .26*** .20 .12 
3. .09 .02 -.18* -.04 .04 .03 -.07 .02 -.04 .02 -.04 .01 -.02 -.01 .07 .12 .08 .11 .00 .04 .05 .04 -.06 .10 .17* .15 .07 
4. .07 • l 0 -.16* -.02 .08 .05 -.04 .04 -.08 .06 .06 -.03 .00 -.02 .02 .10 .08 .07 .07 -.02 .09 .02 -.04 .02 .28*** .19 .11 

EDUCATIONAL 
5. .07 .06 -.17* -.09 -.01 .13* -.03 .07 .02 .as -.06 -.05 .06 .00 -.08 .09 .06 .00 .02 .01 .05 .00 -.04 .07 .31*** .19 . 11 
6. .07 .09 -.14* -.10 .02 .01 .00 .12 .13 . 05 .01 -.08 .00 .02 -.01 .03 -.01 .12 .07 -.10 .05 .06 .03 .04 .27*** .25 .17 
1. .17 -.01 -.18* -.03 .04 -.03 -.07 -.01 .05 .01 -.05 -.07 .01 .03 -.03 .05 .01 .11 .13 -.11 .04 .08 .02 .03 .14* .17 .09 
8- .27* .17* -.14* - .13* .03 .08 -.16 -.03 -.06 .14* .03 -.02 -.02 .03 -.04 .03 .01 .05 -.02 -.07 .16* .03 .02 .09 .28*** .25 .17 

MOTIVATIONAL 
9. .14 .08 -.14* -.07 .11 .06 -.06 .04 -.07 .08 .01 .01 -.02 -.01 -.04 .13* .01 .07 .09 -.04 .16* .06 -.07 .04 .18** .19 .11 

10. .05 .06 -.18** -.09 .04 .07 .01 .07 .02 .OS -.09 -.04 -.01 .02 -.06 .05 .06 -.02 .23** -.06 . 2 -.02 -.05 .06 .37*** .30 .23 
11. .13 .10 -.13* -.05 .13* .06 .01 .07 -.03 .08 -.03 .02 .OS .03 -.08 .13* .11 .10 .12 -.05 .13 .02 -.05 .07 .20** .24 .16 
12. .06 .06 - .17* -.07 -.02 .06 -.01 .01 .01 .01 -.05 -.02 .05 .00 -.02 .12 .05 .14* .15 -.08 .07 .08 - .12 .02 .21*** .18 .10 

BEHAVIORAL 
13, .12 .12 -.15* -.08 .09 .04 -.06 .01 -.03 .04 -.04 .02 -.03 .03 -.10 .09 .OS .09 .06 .01 .10 -.01 -.03 .07 .22** .17 .09 
14. .15 .06 - .11 -.03 -.oo .02 -.02 -.03 .02 .18** .04 -.03 -.17* -.03 -.04 -.07 -.02 .04 .07 -.01 .15* .01 .06 .12 .11 .23 .16 
15. .09 .10 -.17** -.08 .12* .02 -.04 -.04 -.08 .12* -.08 -.06 -.15* -.02 -.02 -.04 .02 .06 .09 .06 .08 .01 -.05 .06 .30*** .26 .19 
16. .23* .13 -.09 .00 .09 .08 -.07 -.05 -.05 .10 -.05 - .11 - .12 -.03 .02 .01 .07 -.05 .11 .06 .13* -.00 -.01 .02 .25*** .28 .21 

EVALUATION 
17. .30 .03 -.16* -.02 -.03 .08 -.23* -.01 .OS .01 .02 -.06 .10 -.01 -.02 -.02 .06 .05 -.11 -.02 .08 .09 .01 .11 .33*** .23 .15 
18. .21 .02 -.14* .03 .05 .05 -.06 - .12 .04 .14* -.10 -.08 .07 .OS -.00 .04 .06 .05 -.02 .01 .08 .10 -.15* -.02 .34*** .24 .16 
19. .13 .OS - .17* -.07 .06 .03 -.06 -.04 -.01 .07 -.06 -.05 -.04 -.01 -.04 .07 .05 .18** .17* -.01 .02 .09 -.05 -.00 .20** .25 .17 
20. .19 .10 -.18** -.07 .03 .05 -.09 -.01 .15* .10 -.09 -.09 -.03 -.00 .05 -.02 .04 .08 .04 -.09 .10 .01 -.02 .14* .27*** .28 .21 

*Significant at .05. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Condition Index 

cActive Listening Index 

dConmunicate Interest Index 
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TABLE F-4 

STANDARDIZED REGRESSION COEFFICIENTS ANP MULTIPLE COEFFICIENTS OF DETERMINANTS (R2) FOR THE REGRESSION OF INTENTION TO USE 
THE 20 COUNSELING STRATEGIES ON 24 EXTERNAL VARIABLES, PREPAREDNESS, ATTITUDE, AND SUBJECTIVE NORM 

Denoara~h;c Character;st;cs s;~at;onal Character;st;cs 
Renal Socio-

Attitude Towar~ Ta?:9ets 
Patient Long/ · b I 

A.L. c C.I. d B.S. + Intern Genera- M.S. Exper. F. S .A. a Outpt. Contact Age A Age B Acute Tenn M.C. Pg/ D;s- Attitude Cultural Psych. Knowledge Organ. Subj~ Adj. 
Strategies Age Intern + H.S. list Conmuniti De2ree Index Exe. Exe. Index Index lridex Care Rehab. Index Lact. order Index Index Index Ind~ Index Index Index Preearedness Att;tude Norm R2 R2 
ASSESSMENT 

1. -.OS .07 .OS -.09 -.06 .03 .06 .02 .03 -11* -.Ol -.07 -.OS .07 -.09 .04 .12* .04 .03 .04 -.08 -.07 .06 -.09 .14** .42*** .26*** .so .45 
2. -.03 .07 .08 -.02 -.03 -.11 .06 .09 -.06 -.02 .06 -.05 -.12 .01 .01 - .10 .11* -.11 .10 .06 -.03 -.03 .09 .03 .24*** .17** .20*** .33 .26 
3. .06 -.09 .00 .08 -.03 -.04 -.03 .08 .02 -.06 -.00 -.00 .08 .11 * .01 -.04 -.01 .01 -.oz .03 - .11 -.04 .16* .13* .19** .32*** .17** .40 .34 
4. -.07 -.02 .10 .06 .02 -.07 -.02 .08 -.02 .01 .02 .oo .00 .06 -.02 .02 .06 -.05 -.11 .12 -.04 -.02 -.02 .01 .36*** .26*** .20*** .43 .37 

EDUCA_TIOAAL 
s. .02 -.02 .01 .02 - .19*** .OS -.04 .04 -.10 .01 -.06 -.01 -.08 .02 .01 -.09 -.01 -.00 -.12* .17** -.03 -.09 .04 -.08 .31*** .29*** .29*** • 51 .46 
6. -.09 .02 .06 -.00 -.OS -.07 .06 .OS .03 -.02 -.00 ,. 01 -.04 .OS .08 -.04 .02 .04 -.13* .OS -.07 -.OS -.04 .12 .29*** .40*** .21*** .48 .42 
7. -.00 .13* .13* -.06 -.07 -.08 -.04 .01 -.OS -.OS .06 .04 -.07 .03 -.03 -.07 .04 .01 -.11 .02 -.07 .01 .10 .OS .27*** .22*** .20*** .32 .25 
8. .08 .14* -.05 -.08 -.07 .02 -.10 .08 -.OS -.04 -.00 -.08 -.02 .03 -.10* -.08 .08 -.02 .01 -.01 .02 .07 .03 -.07 .22*** .36*** .16** .45 .39 

MOTIVATIONAL 
9. .10 .12 .06 .03 -.10 -.06 -.06 .04 -.10 -.10 .02 . 13* -.12 -.04 .08 -.13* .04 .01 -.04 .17* -.09 -.08 .13* .08 .34*** .16** .OS .40 .33 

10. .08 .04 .03 .06 -.01 -.01 .00 -.10 -.02 -.01 -.02 .03 -.02 .11 * -.07 -.07 -.00 .09 .04 .03 - .11 * -.02 .19** -.04 .32*** .30*** .06 .44 .38 
11. .11 .09 .09 .OS -.06 -.07 - .04 .OS -.04 .OS .02 -.01 -.02 -.00 -.08 -.08 · .12* -.00 -.04 .08 -.06 .OS .15* .02 .25*** .27*** .14* .42 .35 
12. -.13 .OS .01 .04 -.08 -.02 .09 .07 -.01 .04 .02 -.06 .03 .00 -.02 -.16** .02 -.02 -.07 .12 -.06 .08 -.03 .11 .22*** .14* .21*** .33 .25 

BEHAVIORAL 
13. -.01 .04 .OS -.03 -.08 -.08 .01 .06 .02 -.02 .04 ~OS -.03 -.00 -.03 -.08 - .01 -.06 -.01 .07 -.07 .00 .11 .16* .28*** .31 *** .04 .43 .37 
14. .13 -.04 .04 -.08 -.04 -.08 -.OS -.09 .06 -.04 .01 03 -.02 .05 -.13* -.03 -.04 -.01 .13 -.07 -.OS .04 .06 -.07 .27*** .27*** .19*** .38 .31 
15. .10 -.01 .04 -.04 -.08 -.04 -.10 -.01 -.04 .02 .03 .09 -.09 .06 .01 -.09 -.04 -.06 .03 .07 -.00 .02 .12 -.04 .27*** .25*** .17** .37 . . 30 
16. .10 -.03 .10 .OS -.OS -.05 -.07 .01 .01 .07 .07 ~06 -.02 .06 -.OS -.06 -.01 .08 .06 .02 - .13* -.01 .10 -.08 .40*** .13* .22*** .43 .37 

EVALUATION 
17. -.06 -.07 .07 .00 .03 -.08 .07 -.09 .02 -.08 -.10* -101 .08 .14** -.07 .01 .04 .oo .03 .08 - .01 -.02 .10 -.06 .41*** .30*** .13** .56 .51 
18. .02 -.06 .02 .OS .06 -.01 .02 -.01 .02 .08 .02 -103 .04 .09 -.00 -.08 -.02 .02 -.00 -.02 -.04 .01 -.04 .01 .41*** .28***- .16** .so .45 
19, -.03 -.07 .08 .06 .01 -.09 .02 .00 .10 .03 -.01 ,07 -.03 .04 -.07 .14* .00 .06 .12 .00 -.07 -.02 .06 .OS .30*** .15* .16** .32 .24 
20- -.04 .02 .as -.13* -.12* .02 .03 .02 .02 -.04 .10 .+ 04 -.07 .07 -.11* -.07 .02 .08 .05 -.00 .03 -.02 -.04 .07 .26*** .26*** .22*** .40 .34 

*Significant at .OS. 

**S;gnificant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

b~edical Condition Index 

cActive Listening Index 

deomnunicate Interest Index 

eSubjective fbnn 



Denographic Characteristics 

B.S. + Intern Genera- M.S. Exper. 
Strategies Age Intern + M.S. list Conmunity Decree Index 
ASSESSMENT 

1. .03 .03 - .01 - .01 .03 .08 -.03 
2. .12 -.00 .14* .13* -.02 .01 -.05 
3. -.12 -.00 .07 .06 -.01 -.09 .16 
4. .04 -.09 -.06 .09 -.06 .02 .03 

EDUCATIONAL 
5. .04 .02 .02 .08 -.06 .03 .00 
6. -.03 -.03 .00 -.02 .03 .08 -.00 
7. -.02 -.03 -.00 .03 -.03 .01 .04 
8. -.19* -.00 -.03 -.06 -.06 .12* .29*** 

MOTIVATIONAL 
9. -.11 -.00 -.03 .05 .04 .06 .10 

10. -.03 - .01 .01 .03 -.05 .05 .02 
11. -.04 - .11 * .02 .16** .11 * -.02 .06 
12. - .11 .00 .09 .04 -.05 -.02 .07 

BEHAVIORAL 
13. -.04 -.11 -.06 .04 -.10 .09 .01 
14. -.20* -.06 .02 .08 -.07 .05 .14 
15. .08 .01 .06 .08 -.05 - .01 -.00 
16. .03 -.01 . .07 .08 -.02 .05 .03 

EVALUATION 
17. - .13 .05 .00 -.01 -.03 .04 .08 
18. -.01 .00 .00 .05 -.03 .11* -.02 
19. .00 .02 .01 .OS -.02 -.01 -.01 
20. -.13 -.03 .03 .02 -.05 .11 .05 

*Significant at .OS. 

**Significant at .01. 

***Significant at .001. 

aFood Systems Administration Experience 

bMedical Listening Index 

cActive Listening Index 

dco11111unicate Interest Index 

eSubjecti ve rorm 

TABLE F-5 

STANDARDIZED REGRESSION COEFFICIENTS AND MULTIPLE COEFFICIENTS OF DETERMINANTS (R2) FOR THE REGRESSION OF REPORTED USE OF 
20 COUNSELING STRATEGIES ON 24 fiXTERNAL VARIABLES, PREPAREDNESS, ATTITUDE, SUBJECTIVE NORM, ANO INTENTION 

Situatfonal Characteri sties Attitude Toward Ta!:51ets 

F.S.A.a Outpt. 
Patient Long/ Renal Socio- A.L.c 
Contact Aae A Age B Acute Tenn -M.c.b Pg/ Dis- Attitude Cultural Psych. Knowledge 

Exp. Exp. Index Index Index Care Rehab. Index Lact. order TnctP.X Index Index Index Index 
I 

.01 .11 * -.04 -.07 -.05 -.07 -.01 -.06 .06 .09* .02 -.07 -.03 .01 -.03 
-.00 -.06 .03 -.04 -.01 - .01 -.06 -.06 .05 .09 -.02 -.03 -.00 -.03 .02 
-.01 -.04 -.03 -.11* .04 -.07 -.12* .01 - .01 -.02 -.03 -.09 .07 -.07 .02 
-.04 .05 .00 -.04 .04 -.05 .03 -.05 -.01 .10 .01 -.05 .07 .04 -.04 

-.02 -.13 .01 -.02 .01 -.07 -.01 -.03 .07 .03 -.02 -.03 -.02 .05 -.03 
.00 .06 .03 -.02 .04 -.02 -.06 -.06 -.02 -.02 -.02 .10 -.09 -.02 .03 

-.08 -.02 .09 -.06 -.05 -.07 .10* .01 .08 .02 -.03 .02 -.02 .00 .04 
.00 -.08 -.04 - .01 -.00 - .10 -.05 -.06 -.03 .03 -.08 -.00 -.00 .07 -.01 

.05 -.03 -.02 .01 -.01 -.14* - .01 -.04 -.02 .03 -.07 -.04 -.00 -.00 .06 

.10* .03 .05 -.07 .04 -.08 -.09* -.07 .02 .00 -.05 .02 .01 -.01 .05 

.05 .05 .07 -.05 .06 - .13* -.03 -.07 .06 .08 .01 -.01 -.04 .04 .09 

.02 -.03 .04 -.05 -.03 -.07 -.05 - .13* .00 .11* .01 -.01 -.06 - .07 .03 

.07 -.02 .04 - .01 -.03 -.07 -.05 -.02 .00 .05 .00 -.05 .09 -.07 - .14* 
-.OS .05 .05 .01 .01 - .15** -.07 -.03 -.03 -.02 -.04 -.04 -.04 .04 .13** 
-.01 -.02 .07 -.00 .OS -.09 -.04 -.02 .05 -.10 .04 .00 .08 -.04 -.06 
-.02 .03 . 01 -.00 .10* -.11* -.07 -.03 .07 .09* .01 -.09 .04 -.03 - .10 

-.01 .10 .09* .03 - .01 -.00 -.01 .01 -.05 -.05 .01 -.02 .01 .02 .04 
.08 .04 .oo -.09 -.06 -.04 .03 -.04 -.04 - .01 .13* .04 -.05 .09 .06 
.08 .03 .05 -.08 -.03 - .10 .03 -.05 .06 .09 .08 -.11 .10 -.04 -.03 
.09 .06 -.03 -.11* • -.11 .01 -.06 .09 .OS - .01 -.10 .01 .07 -.08 

245 

C. 1.d Organ. Sub. 
Index Index Preparedness Attitude Norme Intention 

-.11 * .08 .21*** .01 - .01 .61-'* 
-.04 -.03 .24*** .15** .14* .37*** 

.01 .04 .25*** -.01 .04 .40*** 
-.06 .05 .27*** .03 .07 .40'*** 

-.02 .08 .15** .03 .22*** .54*** 
-.02 .04 .12* .10 .07 .55*** 

.13* -.06 .30*** -.07 .10* .45*** 

.01 .01 .08 .19*** .12* .45*** 

- .10 .11 .09 .16*** .00 .47*** 
-.10 .07 .35*** .10 .04 .43*** 
-.07 .08 .16** .06 .10 .43*** 
-.07 .09 .07 .19** .04 .42*** 

.02 .08 .20** .25*** -.04 .33*** 
-.05 .10 .10 .18*** .12* .47*** 
-.04 -.07 .15* -.02 .05 .53*** 

.05 .06 .19** .13* .07 .41*** 

- .05 -.04 .07 -.01 .09 .70*** 
-.03 .06 .16** .10 .09 .46*** 

.02 -.03 .14* .05 .11 .37*** 
-.01 .03 .07 .13* .16** .43*** 
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