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~ ABSTRACT

A 5urvey 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 tbward 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 faci]itét-
ing nature. They felt most prepared using assessment and educational
strategies and least prepared using behavioral strategies. Motiva-
tional strategies were rated most likely to promote patient compliance
and most desirable to use. Evaluation strategies were rated least
1likely 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
desirab]e 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



v
affecting ;ounse]ing behavior,were-jdentified using regression analysis.
The strongest déterminant of counseling behavior was intention to use
counseling strategies. Attitude toward use of counseling strategies
influenced intention more than did subjective norm. Preparedness had
- a stronger influence on attitude than subjective norm, and has as much
influence on intention as subjectfve norm. The external variables
had a weak and mixed pattern (positive and negative) of influence 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
increaQing 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, increased costs of health care and
lowering of the quality of 1life. 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 aftitudes toward the patient and the
strategies (methods or techniques) used to communicate changes re-
quired fn 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 cognse]ing 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 determin-
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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2

‘ Fo]10w1ng a prescr1bed d1et 1s somewhat unusual in the class
i of health behav1ors in that: (a) the threat posed to health if the
diet is not followed is future-oriented and linked to other condi-
tions, (b) 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 perceive themselves
sufficiently vulnerable to health problems to engage in beneficial
health behavior (Gochman, 1972). According to Glanz (1979a) the
"study of patient compliance is a study of intermediate objectives--
compliance is a behaviofa] outcome which mediates dietary counsel-
ing, the dietitian's behavior, and health outcome, i.e., the changed
health status of the patient." 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
recommendations at all, while another third comply with only part of
the prescribed regimen (Podel, 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 Health Belief Model (Rosenstock, 1966).

The model is based on motivation theory and conceptually describes



~thgh"interg;tiqn_of.a:perspn's complex be]ief system with socia},
economic, and environmental factors" (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 1ikelihdod of dietary compliance (Glanz,
1979b). Food-rel&ted 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 obje;t, 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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o a feg]ipg of security, to relieve pension,.to express creativity, and
to 1nf1;énce the béhavibridf atﬁeré (waenberg, Todhunter, Wilson,
Savage, & Lubawski, 1979). To initiate any long-term 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 information 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, procésses or techniques) 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,an exp]oratoryvstudy,‘the purpose»of this research was
té identify véfiab]es 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 "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. Informa-
tion regafding the perceived preparation, attitudes, and norms, and
reported use of Eounse]ing strategies by clinical dietitians is
important for determining changes needed in dietetic training pro-

grams to improve the counseling behaviors of clinical dietitians.



II. REVIEW OF LITERATURE

The review of literature focuses primarily on two major
areas: (a) identification of counseling strategies and relatjon 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 counseling is the modification of food-
related behavior. The counseling process includes an active
exchange between the counselor and the person being counseled
(Commentary, 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 performed 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 diefary regimens to better suit individual lifestyles. Direct
influence attempts inc[ude transmission of information as well as

6



7
;mot1vat1onal and behav1ora1 strateg1es des1gned to directly affect
personal nutrition- re]ated behav1or Most educat1ona1 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 individual is ready to change (Hochbaum, 1981).

A joint committee of Community 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 informa-
tion. Counseling involves listening, accepting, clarifying, and
helping a client form 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 effectivé]y. 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 summary, counseling is a two-part process including first,

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



and, then, implementation of ;pecifiq.behavior change strategies
and techniques directed at the c]ient's‘problem (Danish, 1975).
Essentfa] relationship building skills include understanding needs
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
medical regimens were reported by Becker and Maiman (1980). The
strategies included: (a) improve the level of information 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 éost, 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 1likely to inhibit compliance, (d) improve levels of patient
satisfaction with the provider-patient re]ationship, (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



pbjectjves,.and,creatjng incentives for a;hieving the objectives,
(g) arrange for continuity of ﬁrovfder care, (h) establish methods
of supervising the patignt 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-counse]or'intéraction anq are more global in nature.
In a Model Workshop on Nutritian Counseling for Dietitians
(Snetselaar, Schrott, Albanese, Ia51e11o-Vai1as, Smith, & Anthony,
1981), three groups of skills emphasized were: Snow]edge of basic
interviewing skills, behavioral weight-control counseling skills,
and adherence counseling skills. Basic interviewing skills were
those necessary for adequate communication betwgen 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 eatjng behaviors, and to implement alternate plans if
those.previous1y 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 "yes" or "no" answer without
encouraging further exploration, was the most frequently used re-
spoﬁse. More than half of the workshop participants did not employ

responses concerned with feelings of the subject being helped. At
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TABLE 1
BASIC INTERVIEWING/COUNSELING SKILLS

Category Definition

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

Minimal Encouragers Using non-evaluative non-sentences
(e.g. "uh-huh").

Approval/Praise Evaluating the client and/or
action positively.

Listening Remaining quiet while client
talks.

Paraphrasing Repeating/rephrasing immediately
what client said, no feelings
involved.

Summarizing Rephrasing/repeating and/or
clarifying what was said.

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

Reflecting Feelings Relating or reiterating client's

Accurately 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, 79, 678-682.
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.- the conclusion of the workshop, participants reflected patient's
feelings more, responded fewer times, and were less leading in the
responses made. As a result, 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 eight areas: uge of adherence tools,
importance of adherence tools, importance of incorporating commer-
cial products intd the dfet, the use of diet history, the generé]
dietary interview, perceptions of nutritionist's role in medical
care, weight control metﬁod61ogy, 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 inétruction 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
'féﬁilférity with'fﬁé dfet; The-saéiaivabproéch fncihded 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 given 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.makeva permanent change
in eating habits and aescribe 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 compliance between the behavioral and social approaches. - Char-
acteristics common to all three approaches were that the counselor
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 educationa] needs of the patient, should encour-
age'feedback,and sHould provide a mechanism for the patient to prac-

tice new skills 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
long-term goals.

A four-step patient education strategy incorporating the
sociological approach of the health belief model, a psychological
approach tested and validated by dietitiaﬁs, 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: 1instructional, 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_;e]ecting counseling strategies; and techniques for on-
going evaiuatibn of’nufritioéa] céfé; Behavioral, edﬁcatiéna]
diagnosis, and assessment of compiiance strategies were rated non-
traditional or innovative more often. The more innovative strategies
were used less frequently and were perceived a$ 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 1ndex; Orienta-
tion to Social Influence (0SI) Score was developed to differentiate
between dietitians' emphasis on influencing people. Dietitians with
a high 0SI 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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researchers in socialupsy;hplpgy inc]uded‘threg components (Kreck & 7
Crutchfield, 1948; Rokeach, 1968; Rosenberg & Hovland, 1960). The
three components were: (a) a cognitive or pefceptua] component,
which represents an individual's ihformation or knowledge about an
object, (b) an affective or feeling component, which deals with an
individual's overall 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 positiye, 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 intditive]y se]ect-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 indicaﬁors of an individual's
attitudes. Likewise, measures of the variables of beliefs, feelings,

and intentions have been used interchangeably.
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In a rev1ew of att1tude behav1or research Schuman and Johnson
(1976) spec1f1ed att1tude in three ways F1rst 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. 1In
a revfew 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 meanings, 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-unacceptab]e The be11ef concept is def1ned as the sub-
'.Ject1ve probab111ty that a part1cu1ar re]at1onsh1p ex1sts 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 action 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 socié]]y or personally

preferred and is a standard that guides and determines action.
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| The conceptua11zat1on of att1tude by F1shbe1n and Ajzen (1972,
1975) was used in th1s research because it d1st1ngu1shed 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
(Sims, 1981a).

In a review of 31 studies on the attitude-action relationship,
Wicker (1969) concluded 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 formulations specifying the rele-
vance of objéct-centra]ity, attitude extremify; 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 éognition, affect, and conation and that
measurement of any component is insufficient to predict behavior.
Inconsistency in the findings is due to the lack of specific measure-
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 {mportant.
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, norms, 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



20
factors were variables frequently considered responsible for attitude-
t;behéVfér digdrepgﬁcyi e ' . |

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, norms, 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 norms and habits predict behavior, attitudes alone do
not. Kahle and Berman (1979) using cross-lagged panel correlations
supported the ndtion 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 & Fishbein, 1977, 1980). The elements are action,
target at which action is directed, the context in which action is
performed, and the time at which action is performed. 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 both target and act1on between att1tude and behav1or resulted in
mostly 1ns1gn1f1cant re]at1onsh1ps : Of the 47 stud1es 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, bartia] corre-
spondence tended to result in inconsistent findings. In contrast,
those studies conducted with high correspondence of target and action
between attitude end behavior, significant attituee-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 chenge 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 intermediate 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 determined by beliefs and,
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therefore, is,explained by:referencg.to an individual's beliefs.
Beliefs influence attitudes and subjective norms (peer influence);
then attitudes and subjective norms 1nf1uehce intentions; and inten-

tions influence behavior.



III. CONCEPTUALIZATION

Thé conceptual framework for this study is multidisciplinary.
It was developed from theoretical 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 counseling 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 ére determined 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 terms of beliefs about consequences or
outcomes of performing the behavior and subjective norms in terms 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
'wdrid;v Tﬁeée:belfefs-ébaat varisus objecfs; actions,vand events
are formed from a person's experiences and they represent the result
of direct observation, indirect acquisition by accepting information
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 beiiefs, attitude
toward behavior, subjective norm, intention, and behavior must corre-
spond in terms of the four elements of behavior: action, target at
which action is directed, context in which action occurs, and the
time at which action is performed. In summary, the Ajzen and Fishbein
model demonstrates the systematic responses that link béhaviora] be-
1liefs and normative 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,
hany 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 counse]ing 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 determinant
of behavior. The observed relation betWeen intention to use and
sel f-reported use dependsAon 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 stability 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 va]idfty of in-
tentions depends on the extent to which intentions lead to perform-

ance of behaviors that control outcomes.

Determinants of Intention

In the Ajzen and Fishbein model, two major factors determine
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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