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ABSTRACT 

A national study o£ clinical dietitians was 

undertaken to determine: 1) current clinical activities 

performed, 2) techniques used to influence physicians and 

3) level of confidence for successfully influencing 

physicians in seven areas of practice. Questionnaires 

were received from 458 (77%) of the dietitians. Data 

indicate dietitians are less likely to participate on 

patient care teams and attend medical/surgical rounds, but 

more likely to check meal trays than their 1982 

counterparts. Factor analysis of clinical activities 

revealed three postures: diet oriented, physician oriented 

and case oriented. 

Factor analysis of the influence techniques, 

identified five postures: block/threaten, ingratiation, 

coalitions, assertive and the most used posture, 

rationality. Multiple regression analysis found 

associations between age and education and the use of 

rationality and ingratiating postures and between age and 

the assertive posture. 

Frequency analysis of confidence levels found 

dietitians most confident influencing the physician in the 

area of food consistency modification and least confident 

in nutritional laboratory data. 

x 



CHAPTER 1 

INTRODUCTION 

The need for establishing dietitians as high level 

professionals has been established by the American 

Dietetic Association as a key issue for the future of 

dietetics (Study Commission on Dietetics 1984). A high 

level professional has been defined as one who is not only 

highly educated in a given area, but also as one who is 

capable of allocating resources, designing and monitoring 

the flow of work, in order to assure that job objectives 

are met (Blanke 1982). Meeting this professionalism need 

of the clinical dietitian suggests more specifically that 

she/he obtain greater power within the health-medical care 

system. 

Currently in the health-medical care system, it is 

well known that the physician has a monopoly on power; 

that this monopoly limits the power and therefore the 

effectiveness of other professionals; and as a result, the 

effectiveness of the total health-medical care system. 

Therefore, it becomes pivotal that other health-medical 

care professionals - including clinical dietitians 

become empowered. What does empowerment mean to the 

clinical dietitian? It means gaining the freedom to 

1 
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control the conditions that make optimal achievable 

quality of nutritional care for patients a reality. Also, 

because power equates with function (Webster 1980) it 

means delegating time to activities which increase his/her 

visibility and credibility such as attending 

medical/surgical rounds; identifying problems; making 

problem related and relevant suggestions and/or 

recommendations to the doctor; implementing recommenda

tions once they are made. Additionally, it means 

acculturation toward the highest level of dietetic 

professional; namely, case-oriented intervention 

specialists capable of developing dietetics as a practice 

science (Forcier and Kight 1977). 

Problem Statement 

One obstacle which appears to be the cornerstone 

for empowerment related to implementing the dietitian's 

recommendations (as an intervention specialist) is the 

"doctor's order". Without the written "doctor's order" 

much of the dietitian's knowledge and expertise, which she 

has translated into recommendations for meeting a 

patient's nutritional care goals, will fall by the way 

side, i.e. the dietitian is rendered powerless. 

Therefore, faced with the reality that dietitians are 

presently (with few exceptions) unable to write orders in 

the patient's medical record and that this policy is 
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unlikely to change in the near future, it becomes 

imperative that techniques for influencing the physician 

be investigated in order to obtain empowerment with the 

desired outcome - the "doctor's order" which accurately 

reflects the suggestions/recommendations of the attending 

dietitian. 

• No one to this date has identified or 

differentiated influence techniques used by clinical 

dietitians when interacting with physicians to accomplish 

this desired "doctor's order" outcome. 

The delegation of time to clinical activities 

which increase the clinical dietitian's visibility and 

credibility in the eye of the power holder, i.e. the 

physician, is imperative to the development of optimal 

influence techniques in an effort to obtain the desired 

"doctor's order". Therefore, an investigation of the 

current activities of clinical dietitians is also needed. 

Research Objectives, Hypotheses (H) and Exploratory 
Questions (E) 

Research Objective 1: To identify current 

clinical activities performed by clinical dietitians on a 

routine basis and to compare these findings with selected 

literature findings. 

HI: Differences will exist in the frequency of 

performance of selected clinical activities by the 
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dietitians in this study and the study results of Schiller 

(1984). 

El: Will dietitians in this study be more likely 

to participate on patient care teams, confer with the 

physician directly and attend medical/surgical rounds than 

their 1982 counterparts? In other words, will dietitians 

spend more time in clinical activities which increase 

visibility and credibility and in turn empower the 

dietitian to influence physicians to follow their 

recommendations? 

E2: Will dietitians in this study be less likely 

to be checking meal trays and taking diet histories than 

dietitians in Schiller's 1984 study? 

Research Objective 2: To describe confidence 

levels of clinical dietitians, in selected areas of 

clinical practice, when attempting to influence physicians 

to follow their recommendations. 

Research Objective 3: To identify the scope of 

influence techniques used by clinical dietitians when 

interacting with physicians. 

H2: Dietitians will use a variety of influence techniques 

when interacting with the physician with respect to 

following her/his recommendations. 

Research Objective 4: To ascertain which selected 

demographic factors, if any, explain the variation in 
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influence techniques used by clinical dietitians when 

interacting with physicians. 

H3: Selected demographic data will have a significant 

correlation with the influence techniques used by clinical 

dietitians when interacting with physicians. 

E3: Will dietitians with higher levels of 

education use more logical and assertive influence 

techniques than dietitians with lower levels of 

educational achievement? 

E4: Will the age of the dietitian correlate with 

the chosen influence technique? 

Definitions 

1. Acculturation: a process of intercultural 

borrowing between professional groups which 

results in new and blended patterns of 

professional and cultural change and growth 

(Webster 1980). 

2. Dietitian: when used in this study, refers to 

the clinical dietitian (or dietitian with 

direct patient care responsibility) who is on 

staff with medical doctors, generally in a 

hospital setting, and is a member of the 

American Dietetic Association Critical Care 

Practice Group. 



Health-medical care: care provided to patients 

as both preventive (health) and restorative 

(medical). 

Interactions: in this study, the author means 

actions or influence techniques used by 

clinical dietitians to obtain the desired 

"doctor's order" for the patient from the 

attending medical doctor (or designee). 

Power: the ability to get things done, to 

mobilize resources, to get and use whatever it 

is a person needs for the goals he/she is 

attempting to meet (Kanter 1977). 

Power bases/influence postures: when used in 

this study refers to 1) the power bases 

identified by Kipnis and Schmidt: assertive, 

rationality, coalitions, ingratiation, 

blocking/threatening (Kipnis and Schmidt 1980) 

and, 2) those resources available to an 

individual that give the person the ability to 

convince others to go along (Del Bueno 1986). 

a. Assertive: personal, positive actions. 

Presenting oneself in a comfortable, clear 

and confident way (Clark, 1979). 
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b. Block/threaten; the use of threats to or 

toward another in an effort to achieve a 

desired end (Kipnis and Schmidt 1980). 

c. Coalitions: the use of co-worker, 

colleague or another's support - either 

written or verbal - to influence another 

(Kipnis and Schmidt 1980). 

d. Ingratiation: influence techniques which 

one uses to gain a favorable response, 

such as: acting humbly or friendly when 

making a request, waiting for the 

recipient of the request to be in a 

receptive mood or sympathizing with 

another (Kipnis and Schmidt 1980). 

e. Rationality: the use of logic or rational 

thought to influence others, a factoral 

approach (Kipnis and Schmidt 1980). 

7. Professional: a person who is highly educated 

and who expects to make decisions concerning 

his/her work, the resources necessary to 

perform it and how the resources will be 

allocated (Blanke 1982). 

8. Professional posture: the physical and mental 

attitude assumed by a practitioner toward 



her/his ethical responsibilities 

accountabilities (Forcier and Kight 1977). 



CHAPTER 2 

LITERATURE REVIEW 

A search of the literature in the area of power 

use in the health-medical care professions and specifi

cally in the area of clinical dietetifcs, revealed a 

paucity of information. However, in other professional 

literature it became apparent that a number of items need 

to be evaluated in order to glean a better understanding 

of the interactions between clinical dietitians and 

physicians. These items include: 1) the physician's 

image of the clinical dietitian; 2) the dietitian's self 

image; 3) the definition of power; 4) the exercise and 

use of power; 5) potential power for clinical dietitians 

6) upward influence and finally 7) sex roles and power 

use. 

The Physician's Image of the Clinical Dietitian 

In order to gain insight into power use and its 

potential importance for the clinical dietitian, it is 

imperative that dietitians evaluate their image with the 

target of influence - the physician. 

The American Dietetic Association attempted to 

identify the physician's perceptions of dietitians and 

9 
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their roles in a 1984 survey (Unpublished, Research and 

Forecasts, Inc.). Three hundred and thirteen physicians 

responded to the survey. One of the first questions the 

physicians were asked was, "What percentage of your 

patients have problems that require nutritional interven

tion or diet therapy?" Fifty-four percent of physicians 

responded that fewer than twenty percent of their patients 

fell into this category. This is alarming when one 

reviews national health statistics and realizes the large 

number of people with heart disease, high blood pressure, 

cancer and diabetes mellitus all of which are known to 

have a nutritional component as part of the treatment 

modalities (Alpers, Clouse and Stenson 1983). And, when 

one realizes knowledge of food and nutrition qualifies the 

dietitian as the professional best suited to meet the need 

for evaluating, planning and implementing nutritional care 

goals for patients (Johnson 1978) the above finding 

becomes increasingly alarming. Aside from this issue, the 

survey identified other enlightening facts, as outlined in 

Tables 1-3 on page 11. 

The responses in Tables 1-3 accentuate the 

importance of dietitians needing to improve the 

physician's perception of the dietitian and her/his role 

in the health-medical care system. It might be postulated 

that the ability to improve this image in a positive 
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Table 1: "what Does A Dietitian DO?" (N=313) 

Possible Dhysician resDonses Percent 

Sets up a diet 61 

Advises on nutrition 15 

Plans meals for people 13 

Studies nutrition and health 4 

Guides people to good health 0 

Table 2: "To Whom Do You Most Often Refer Non-Hospital 
Patients Needing Nutrition Counseling?" (N=313) 

Possible Dhysician responses Percent 

Out-patient department at hospital 32 

Dietitian in private practice 17 

Nutritionist 14 

Another physician 13 

Not sure 18 

Table 3: "Would You Consider Including A 
Group Practice Or Medical Clinic?" 

Dietitian In A 
(N=313) 

Possible Dhysician responses Percent 

Yes 65 

No 30 

Not sure 4 
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manner would stem from the dietitian's ability to exercise 

greater power in the health-medical care system and that 

it may be rooted within the dietitian's level of self 

confidence. 

The Dietitian's Self Image 

In 1985, The American Dietetic Association 

published the final report on the profession of dietetics. 

This study sought to explore the relationship of the 

profession of dietetics to a changing health care delivery 

system. In the report, the commission identified lack of 

knowledge and expertise as a problem which hindered the 

dietitian's ability to become assertive and therefore, 

maximize her/his contribution to society and health-

medical care. The study commission also labeled the 

dietetics profession as a supporting rather than a leading 

profession, in which those entering the profession have 

been willing to take on secondary roles. The commission 

recommended dietitians combat this image by intensifying 

their education and training so that the services of 

dietitians are recognized as crucial components in the 

care and treatment of patients. Along these same lines, 

the American Dietetic Association position paper on 

clinical dietetics (1982) emphasized an urgency for 

registered dietitians in clinical practice to assume the 
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newly defined (therapeutic, preventive and supportive 

aspects of patients' nutritional care) professional role. 

Another survey, conducted by The Policy Research 

Corporation in 1961, showed that most dietitians sampled 

were very satisfied with their current jobs, their 

professional training and their career potential. Yet, 

most dietitians surveyed were dissatisfied with their 

image with the public and colleagues. 

By 1984, when the marketing subcommittee of the 

American Dietetic Association Public Affairs Committee 

surveyed 493 dietitians, an opposite conclusion was drawn. 

This survey reported that dietitians were generally 

dissatisfied with their current jobs and career 

opportunities. 

Schiller's study (1984) concurs with the above 

findings. The survey included responses from two hundred 

dietitians. The purpose of the study was to identify 

current operational, functional and attitudinal factors 

associated with clinical dietetics practice. Seventy-six 

percent of the dietitians surveyed felt they had a 

positive image; twenty-four percent felt their image was 

neutral or negative. Eighty-three percent felt their 

services were appreciated by physicians, while fifteen 

percent did not. Dietitians who reported consulting on a 

regular basis, attending medical/surgical rounds, 
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conferring with physicians directly, participating on a 

patient care team and taking initiative in assessing 

patient needs and adjusting diet orders also reported a 

more positive self image than dietitians who did not 

perform these functions. These results may indicate which 

job activities improve the self image of the dietitian 

and, in turn, increase the dietitian's power in the 

health-medical care professions. 

The Definition of Power 

Power has been defined by a number of different 

authors, in a number of different contexts. Wrong (1979) 

defines power as, "the capacity of some persons to produce 

intended and foreseen effects on others". McClelland 

(1969) defines power as having "two faces" - socialized 

power (power directed toward group goal acquisition) and 

personalized power (power directed toward the enhancement 

of the position of the influencing agent). For the 

purpose of this study, the definition of power as 

described by Kanter has been selected as a somewhat 

universal definition since it is comprised of the major 

components found in the majority of definitions of power 

in the literature. Kanter (1977) defines power as the 

ability to get things done, to mobilize resources, to get 

and use whatever it is a person needs for the goals he/she 

is attempting to meet. 
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Regardless of how power is defined, it is clear 

that there exists certain underlying connotations that to 

use the word power is somewhat socially unacceptable. 

Instead, many of us choose to use less offensive terms 

such as, "influence" or "persuade" as a means of 

indicating our ability to cause others to do what we want. 

In reality, any type of influence attempt is a .power act, 

no matter what we label it. Allen and Porter (1983) 

describe power as having two dimensions; power acquisition 

and power use. Power is the capacity to influence; 

influence is the actual process of exercising power. 

The Exercise and Use of Power 

In the exercise of power, there is an influencing 

agent - the individual attempting to exercise influence 

(in this study, the clinical dietitian) and the target of 

influence (in this study, the medical doctor or 

physician). Figure 1 represents a model of power use in 

behavioral terms as developed by Allen and Porter (1983). 

Step one involves the environment present before any 

influence attempt is exerted. Step two is the actual 

influence attempt, during which the influence agent 

behaves in a manner that changes the environment for the 

influence target, as shown in step 3. Step 4 is the 

behavioral action of the target, either in compliance or 

not in compliance with the influence agent's objective. 



16 

INFLUENCE AGENT- INFLUENCE TARGET-
CLINICAL DIETITIAN PHYSICIAN 

Consequences 

Antecedent 

Antecedent 

Influence 
Technique/ 
Behavior 

Behavior (reward or 
punishment behavior 
to target) 

External Influence 
Sources Behaving to 
Provide Conse
quences to Target 

Hospital 

Environment 

Behavior (acts indi

cating compliance 

or noncompliance) 

Consequence 

Antecedent 

* 

Figure 1. The Power Use Model 
* 

Adapted from Allen, Robert W. and Porter, Lyman W., 
Organizational Influence Processes, 1983, with permission. 
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The response of the target in step 4, In turn becomes a 

consequence for the influence agent's behavior (step 5). 

If the influence attempt is successful, the influence 

agent experiences a maintenance or increase in power. 

Repeated failures; however, would result in a decreased 

self confidence on behalf of the influence agent and, 

therefore, loss of power. Only through successful use of 

power will an individual or professional group (such as 

dietitians) be able to gain or maintain power in an 

organization. With the risk of failure, and therefore 

loss of power, it becomes even more imperative that users 

of power use power judiciously. One must also keep in 

mind that failure to use power, perhaps because of the 

risks involved, only leads to further loss of power. 

Organizational Influence Processes, 1983 

David Kipnis and Stuart Schmidt (1980) completed a 

study of tactics used by people in their workplace to 

influence or exert power upon others. Their questionnaire 

responses identified the following dimensions of 

influence: assertiveness - including demanding, 

repeatedly reminding or setting deadlines; ingratiation -

including nonobtrusive tactics such as praising, acting 

humbly; rationality - explaining why you have a certain 

request; blocking/threatening - such as threatening to 

notify an outside agency or ignoring the target of the 
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influence until the request is met, and finally; 

coalitions - or obtaining the support of co-workers and 

colleagues in an effort to have the request met. These 

dimensions of influence might also be described as power 

bases. And, in essence, it is the influencing agent's 

ability to match power base with target that will 

determine which specific behavior will elicit the response 

sought. It may be the lack of ability to utilize these 

power bases (and the specific behaviors the bases are 

comprised of), or to match power base to target of 

influence, that limits the dietitian's power in the 

health-medical care system today. Perhaps the training of 

clinical dietitians inadequately prepares them in the 

areas of power and its potential use in the medical 

system. Or, perhaps dietitians are involved in an endless 

circle of inadequate knowledge, which leads to lack of 

self confidence and in turn lack of power, which then 

perpetuates into further loss of self-confidence and so 

on. Thus, a cycle results which is difficult to break. 

Potential Power for CIinical Dietitians 

Kight (1986) postulated that power can be achieved 

in the health-medical care system today by gaining what 

she calls "competitive points". The critical competitive 

points she describes include: 1) having professional 

licensure, 2) holding a practice doctorate, and 3) 



developing a diagnostic-research approach to patient care 

utilizing a human condition code unique to one's 

profession. The clinical dietitian is limited in her 

ability to gain these critical points since licensure and 

a practice doctorate are not yet universally available to 

all dietitians (although some states have passed licensure 

legislation for dietitians). Additionally, only a select 

number of dietitians have the special skills necessary for 

a diagnostic approach. On the other hand, the physician, 

at the top of the health-medical care hierarchy, has the 

opportunity to gain all of these critical points. The 

competitive points described by Kight are also important 

to the acculturation of the dietetic profession (Forcier 

and Kight 1977). Therefore, the clinical dietitian must 

not only advance toward achievement of these points, but 

must also develop additional approaches to increasing 

their professional value within the health-medical care 

system. 

One additional "competitive point" might be the 

development of skills in the area of effective power use. 

Some strategies for effective power use by clinical 

dietitians, using the power bases/influence dimensions of 

Kipnis and Schmidt, are outlined in Table 4. 

The above review of power bases and the clinical 

dietitian emphasizes that the dietitian has a number of 

options or power strategies available for use when 



Table 4: Strategies For Empowering Clinical Dietitians 

Strategy 

1. Assertlveness 

2. Ingratiatlon 

3. Rationality 

Function In generating power Techniques for 

k Direct Interaction with MD 
A Dietitians confidence 
Promotes visibility 

Establishes rapport 
Creates working relationship 

k Credibility 
k Confidence 
k Control over resources 

4. Block/threaten Gives leaverage 
Identifies means to an end 

5. Coalition Promotes dialogue for learning 
Stimulates cooperation 
k Access to resources 
Generates referrals 

Assertlveness 
training, cole 
playing, attend 
medical rounds 

Traditional 
feminine morales 

k Knowledge base 
Advanced degrees 
Diagnostic skill 
Resource file 
Continuing educ. 

Training on 
legalities in 
health care 
Discussions with 
regulatory 
agencies, etc. 

Team approach 
Memberships 
Staff meetings 
Medical rounds 

Adapted from: Gorman, S. and Clark, N., Nursing Outlook, Vol. 34, 
No. 3. May/June, 1986. 
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attempting to influence the physician. Although there are 

no studies currently available which address influence 

techniques used by clinical dietitians when interacting 

with physicians, there was a study in 1980 (Raven and 

Haley) which dealt with the ability of infection control 

practitioners and epidemiologists to influence physicians, 

nurses and inhalation therapists. That study concluded 

that physicians were the least likely to be influenced. 

The study also identified informational power (closely 

related to rationality) as being the most effective power 

base or influence technique when attempting to influence 

the physician. Thus, results in a similar study could 

provide recognition for the dietitian who is attempting to 

influence physicians. 

Upward Influence 

When describing the dietitian's use of power bases 

for influencing the physician, it becomes apparent that 

what the dietitian is practicing is upward influence. And 

even though the dietitian may not be in a position to 

order the physician to meet a request, the dietitian is 

far from powerless. It appears that power in many 

instances is related to dependence. In other words, if 

one can obtain a resource for which another is dependent 

in order to achieve goals, then the holder of the resource 
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becomes endowed with power. Factors such as expertise, 

effort, interest, location and position all serve to 

increase power for those placed in subordinate roles 

(Mechanic 1962). Mechanic goes on to explain that the 

most effective way for subordinates to achieve power is to 

obtain, maintain or control access to persons, information 

and instrumentalities. Since the dietitian may not always 

be in the position to control access to persons or 

instrumentalities, information or expertise become all the 

more critical to gaining power in an upward influence 

situation. Increasing the dietitians's knowledge and 

expertise, serves the dietitian by making the physician 

more dependent upon her/him and therefore, increasing the 

dietitian's power in the health-medical care system. The 

dietitian, with her/his unique knowledge, becomes an 

important link in the physician's overall goal, namely, 

patient wellness. 

Sex Roles and Power Use 

In the majority of situations, the dietitian as a 

female, finds herself interacting or trying to exert power 

on the physician as a male. Therefore, the aspect of 

sexual differences in power use needs to be considered. 

Paula Johnson does an excellent review of this topic in 

her book chapter, "Women and Power: toward a theory of 

effectiveness" (1976). Johnson points out that males have 
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the concrete resources as well as societal approval to use 

reward or coercion, but women are somewhat limited to 

ingratiation or indirect reward. Referent power tends to 

be available to both sexes and is frequently used by both. 

Expert power has traditionally been attributed to men, in 

fact, many females will suppress it or hide it because 

they do not feel it is socially acceptable. Legitimate 

power relies on prior socialization, such as the 

physician's position at the top of the medical heirarchy. 

Epstein (1971) found that even when women did gain 

legitimate power (as with the female medical doctor), she 

frequently was not granted legitimacy by society. 

Informational power or rationality, it is thought, is more 

widely used by males than females for two reasons: 1) men 

have greater access to knowledge and 2) men tend to choose 

more direct power bases than females and informational 

power requires a direct approach. Women have been more 

comfortable with indirect approaches or power bases. 

In 1965, Raven investigated sexual differences in 

types of power used. Raven found that men were more 

likely to use coercion, legitimate, expert and 

informational power, while women were more likely to use 

personal reward or sexuality to influence behavior. One 

must keep in mind that this research was completed over 

twenty years ago and since that time significant changes 
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have occurred, especially in the professional roles of 

women. Raven, however, found no significant differences 

in the use of ingratiation, indirect information, reward, 

helplessness, referent or nagging by males and females. 

He concluded that if women continue to limit their power 

bases, adhering to societal expectations, they will be 

unable to obtain a powerful status in the years ahead. 

Quoting Johnson (1978), "indirect and helpless modes of 

power, while useful in the short run, leave a woman as the 

unknown influencer or as known to be weak". Offerman and 

Schrier (1985) in their study of sex and power attitudes, 

concluded that women reported a greater likelihood of 

using personal/dependent and negotiation strategies; men a 

greater likelihood of using indirect and reward/coercion 

strategies. 

So where is the dietitian when it comes to power 

use when attempting to influence the physician to follow 

her/his recommendations? i.e. what is the "power posture" 

of the dietitian when attempting to influence the 

physician to follow her/his recommendations? Although the 

answer to this question is not apparent in a review of the 

literature, it is clear from the literature that the 

dietitian must become acutely aware of power use and its 

potential for enhancing her/his professional development 

and acculturation in the health-medical care system today. 



CHAPTER 3 

METHODS AND PROCEDURES 

Pesign of the Study 

This study was designed to identify power bases/ 

influence techniques currently being used by clinical 

dietitians to influence physicians. And, to determine if 

any of the selected demographic variables could be 

associated with the influence techniques used. 

In addition, this study was designed to do a 

comparative analysis of selected clinical activities 

performed by clinical dietitians in 1982 (as reported by 

Schiller) and the clinical dietitians responding to this 

survey. The study was descriptive and correlational. 

Sample 

The population for this study was American 

clinical dietitians. Clinical dietitians were the focus 

of this study because of their interactions with 

physicians. The sampling frame was composed of members of 

the critical care practice group of the American Dietetic 

Association (ADA). This sampling frame was provided by 

the ADA and selected because a mailing list of clinical 

dietitians, per se, was not available, but of all the ADA 
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practice groups, critical care dietitians are most likely 

to be clinical dietitians. The ADA provided a list of 600 

members randomly selected from the sampling frame of 

approximately 1200 critical care dietitians. The sample 

was drawn In December, 1985. 

Subsequently, seven subjects were omitted from the 

sample since they were located in other countries and thus 

would limit the generalizability of the results. Another 

ten respondents, not currently working as clinical 

dietitians, were also omitted. Both female and male 

dietitians were included in the study sample. 

Instrument Development 

A questionnaire was developed using Dillman's 

Total Design Method (Dillman 1978). The questionnnaire 

consisted of questions pertaining to: 1) current clinical 

activities performed by clinical dietitians and the 

frequency thereof; 2) the confidence levels of clinical 

dietitians when attempting to influence physicians to 

follow their recommendations in selected areas of 

nutritional practice; 3) the frequency of use of 

selected influence techniques by clinical dietitians when 

working with physicians; and 4) selected 

demographic data. 

The questionnaire was pre-tested with a group of 

50 dietitians who were attending a clinical nutrition 
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conference in California in the spring of 1985 

(Nutritional Diagnosis by Dr. M.A. Kight). The pre

testing was done to evaluate the questionnaire's ability 

to elicit the information sought. Adjustments were made 

in the questionnaire in response to the pre-test findings. 

The questionnaires were then mailed to each of the 

593 dietitians in the sample, along with a cover letter 

explaining the purpose of the study (Appendix A). All 

questionnaires were accompanied with a stamped, addressed 

envelope in an effort to improve response rate. Four 

weeks later, a follow up letter again explaining the 

purpose of the study and the importance of each 

dietitian's response was mailed to each non-respondent. 

Four hundred and fifty-eight of the 593 questionnaires 

were returned for a response rate of 77 percent, therefore 

a third mailing was considered to be unnecessary. 

Var iables 

A summary of the variables used to measure the 

concepts in this study is given below. 

Objective 1: Addressing current clinical 

activities of dietitians, was measured using responses to 

question 1, A through J of the questionnaire (as shown in 

Appendix A). These variables were chosen to measure 

current clinical activities since they are similar, if not 



identical to, the clinical activity variables measured in 

Schiller's 1984 study. 

Objective 2: The variables used to measure 

confidence levels of clinical dietitians are shown in 

question 2 of the questionnaire, responses A through G 

(see Appendix A). The dietitians were asked how confident 

they felt that they would be successful in influencing the 

physician to follow their recommendations in seven common 

areas of current clinical practice. 

Objective 3: Describing the influence techniques 

used by clinical dietitians when interacting with 

physicians, was measured using the influence variables in 

question 7 of the questionnaire (see Appendix A), This 

question included 23 variables. These specific variables 

were adapted from the 1980 study of Kipnis and Schmidt, 

with minor changes in wording to make the variables more 

applicable to the health-medical care setting. 

Objective 4: Developed to ascertain which 

selected demographic variables might explain the variation 

in influence techniques used by clinical dietitians, was 

measured using the demographic variables age, question 9 

of the questionnaire, and education, question 13 of the 

questionnaire (see Appendix A). 

The Likert scale was used in the design of most of 

the survey questions. This method has been found to be 

more reliable than rank order when studying the use of 
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power in other population samples (personal conversation 

with and review of Podsakoff and Schriesheim 1985). 

Analysis 

The analysis is described below following the 

objectives of the study. 

Research Objective 1: To identify current 

clinical activities performed by clinical dietitians on a 

routine basis and to compare these findings with selected 

research findings. 

For each of the ten current clinical activities, 

frequency of use was reported. These frequencies were 

then compared with those of Schiller. The clinical 

activities were then factor analyzed with varimax rotation 

for further description (Nie et al. 1975). 

Research Objective 2: To describe confidence 

levels of clinical dietitians, in selected areas of 

clinical practice, when attempting to influence the 

physician to follow their recommendations. 

For each of the seven areas of clinical practice, 

level of confidence was reported. 

Research Objective 3: To identify the scope of 

influence techniques used by clinical dietitians when 

interacting with physicians. 

To accomplish this objective, frequencies were 

reported for each of the twenty-three influence 
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techniques. The influence techniques were then factor 

analyzed with varimax rotation (Nie et al. 1975) for 

further description, to reduce the data to more tangible 

and meaningful terms, and to compare the factors found 

with factors found in the Kipnis and Schmidt interaction 

study (from which the questions on influence for this 

study were derived). 

Research Objective 4: To ascertain which selected 

demographic factors, if any, explain the variation in 

influence techniques used by clinical dietitians when 

interacting with physicians. 

Multiple analysis of variance (MANOVA) (Nie et al. 

1975) was used to estimate the salience of selected 

demographic variables to the influence factors used. In 

other words, MANOVA was used to describe any associations 

between the independent variables (demographics) and the 

dependent variables (influence factors). 



CHAPTER 4 

RESULTS AND DISCUSSION 

All collected data described clinical dietitians 

currently working in clinical dietetics practice. Data 

were collected using a mailed questionnaire. The 

information for the data analysis came entirely from the 

questionnaire responses. The findings included sections 

on: 1) current selected clinical activities performed by 

the respondents; 2) confidence in influencing physicians 

in selected areas of clinical practice; 3) influence 

techniques used by clinical dietitians when influencing 

physicians and 4) selected demographic information. The 

typical respondent (based on the mode) was female (Table 

5), between 30 and 39 years of age (Table 6) and was 

working in a 300 to 499 bed hospital (Tables 7 and 8). 

She holds a masters degree (Table 9) and earns $20,000 to 

$24,999 annually (Table 10). 

In addition to the above demographic information, 

the typical respondent also displayed the following 

characteristics (See Appendix B for additional Tables Il

ls). She receives anywhere from one to ten physician (>80 

percent male) referrals weekly; is not licensed, but 

believes licensure to be important to clinical dietetics 
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Table 5. Gender Of Respondents (Percent Of Sample) 

Gender (n-445) 
ft 

Female 96.9 

Male 3.1 

* 

Typical respondent based on mode. 

Table 6. Age Of Respondents (Percent Of Sample) 

Aae Ranqe (n-447) 

20-29 years 36.0 
* 

30-39 years 42.5 

40-49 years to
 

•
 

00
 

50-59 years 8.8 

> 60 years 2.9 

* 

Typical respondent based on mode. 



Table 7. Size Of Institution Where Respondent 
Is Primarily Employed (Percent Of Sample) 

Institution Size 

< 100 beds 

100-199 beds 

200-299 beds 

300-499 beds 

500-799 beds 

> 800 beds 

* 

Typical respondent based on mode. 

Table 8. Place Of Employment Of Respondent 
(Percent Of Sample) 

Place of EmDloyment (n=440) 
* 

Hospital 97.5 

Nursing Home 1.6 

Doctor's Office .7 

Patient's Home .2 

* 

Typical respondent based on mode. 

(n=441) 

3.6 

12.0 

11.6 
* 

31.7 

25.6 

15.4 
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Table 9. Educational Level Of Respondent 
(Percent Of Sample) 

Educational Level ComDleted (n=447) 

Undergraduate degree 1.1 

Internship/Coordinated 
undergraduate program 30.0 

Some graduate study 23.9 
A 

Masters degree 38.7 

Graduate traineeship 4.0 

Some doctoral study 2.0 

Doctoral degree .2 

* 

Typical respondent based on mode. 

Table 10. Annual Earned Income Of 
(Percent Of Sample) 

Respondent - 1985 

* 

Income Ranae (n=4 40) 

< 15,000 3. 2 

15,000-19,999 11. 8 
** 

20,000-24,999 37. 3 

25,000-29,999 29. 8 

30,000-34,999 10. 1 

35,000 or more 7. 3 

* 

Information on number of hours each respondent worked per 
week was not elicited. 
** 

Typical respondent based on mode. 
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practice. Finally, she considers herself to be of high 

importance (but not the most important) in meeting the 

overall goals of the institution in which she works. 

Clinical Activities 

Clinical dietitians in this study performed a 

number of clinical activities on a routine basis, the most 

frequent being, "documenting in the medical record" and 

"remaining available for consultation by the physician" 

and the least frequent being, "checking meal trays" or 

"attending medical/surgical rounds". Table 17 shows the 

frequency of performance of selected clinical activities 

by registered dietitians in this study. Results are shown 

on a percent of sample basis. 

Although some similarities can be seen in the 

performance of selected clinical activities of the 

dietitians in this study and the study by Schiller 

(1984), some noteworthy differences were found. Figure 2 

compares the frequency of performance of selected clinical 

activities by clinical dietitians in 1982 (Schiller) and 

1986 (Thomson). When looking at the clinical activities 

which Schiller found to be correlated with a more positive 

image for the clinical dietitian, it is encouraging to 

observe that dietitians have shown a 25 percent increase 

since 1982, in "taking initiative in assessing patients 
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Table 17. Frequency of Performance of Selected clinical 
Activities By Registered Dietitians (Percent of Sample) 

Frequency of use 

Selected Activities (N) NEV 3EL OCC FRE ALW 

Document in medical rfecord (4J6J .4 1 .1 1 .3 14 .8 82. ,3 

Remain readily available for 
consultation by physician (441) .2 .7 2 .0 23 .6 73. 5 

Take initiative in assessing 
patient needs and adjusting 
diet orders (441) 1 .1 2 .0 8 .2 38 .1 50. 6 

Confer with the physician 
directly (443) 2 . 7 13 .3 48 .5 35. 4 

Participate on patient care 
team (439) 4 .8 6 .8 13 .7 27 .8 46. 9 

Obtain nutrition histories (447) .4 6 .0 15 .4 40 .9 37. 1 

Contribute to practice at a 
diagnostic level (439) 8 .4 13 .9 26 .7 31 .4 19. 6 

Make meal rounds (437) 20 .6 16 .9 27 .0 22 .9 12. 6 

Attend medical/surgical rounds (436) 32 .3 12 .2 20 .2 21 .1 14. 2 

Check meal trays (439) 44 . 4 18, .2 15 .9 15 .9 5. 5 

(N) » number of responses 
HEV a never, SEL « seldom, OCC •> occasionally, FRE • frequently, 
ALW a always 
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Figure 2. Comparison of Selected Clinical Acoivioies 
Performed by Dietitians: Schiller 1982 and 
Thomson 1986. 
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needs and adjusting diet orders". Of concern was the 

finding that dietitians in this study revealed a 20 

percent decrease in "participating on patient care teams" 

and "attending medical/surgical rounds", as well as a 14.5 

percent decrease in "conferring with the physician 

directly", clinical activities which Schiller also found 

to be associated with a positive image. Another finding 

of concern was that dietitians in the present study were 

15 percent more likely to be checking meal trays on a 

regular basis than their 1982 counterparts, an activity 

which can be associated with lower levels of 

sophistication and therefore possibly lower self-

confidence and/or a higher level of perceived limitations 

to performing more sophisticated activities (Forcier 

1977) . 

Factor analysis of the selected clinical 

activities of clinical dietitians (Nie et al. 1975) 

revealed three distinct factors which account for 

approximately 43 percent of the variance (see Table 18 for 

complete loadings on factor analysis, Appendix B). The 

clinical activities which comprise each factor can be 

labeled as postures according to the research findings of 

Forcier and Kight (1977) in their reported description of 

acculturation in clinical dietetics. Factor 1, "Case 

Oriented", includes the clinical activities: attending 



medical/surgical rounds, participating on a patient care 

team, conferring with the physician directly and 

contributing to practice at a diagnostic level. Forcier 

and Kight labeled this as a case oriented posture, since 

the dietitian performing these activities is primarily 

involved in sophisticated nutritional care services which 

are highly individualized to the specific case. Factor 2 

is comprised of three clinical activities: obtaining 

nutritional histories, assessing patient needs and 

adjusting diet orders and, documenting in the medical 

record. This factor emphasizes activities which are 

performed to evaluate physician prescribed diets/orders 

and documentation of the evaluation. This factor or 

posture has been labeled "Physician Oriented". The third 

and final posture is apparent in factor 3, which includes 

only two clinical activities from the survey, making meal 

rounds and checking meal trays. This factor or posture 

has been designated "Diet Oriented", since the dietitian 

performing these activities tends to be involved in the 

technical or food oriented aspects of nutritional care. 

This factor showed the strongest loadings of all as a 

result of the factor analysis. Figure 3 below illustrates 

these three factors conceptualized as they interface with 

the acculturation postures in clinical dietetics, defined 

by Kight (1977, revised, 1986). Clinical activities of 
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factor 3 tend to interface with the less sophisticated 

beginnings of the dietetics profession and to support a 

lower professional status in the health-medical care 

system. Factor 2 (and the associated activities) tends to 

interface with an intermediate level of acculturation in 

the dietetics profession and a correspondingly 

intermediate status in the health-medical care system. 

The clinical activities of factor 1 are associated with 

the transitioning of clinical dietitians to the level of 

diagnosis and research orientation, i.e., to the highest 

level of professional status in the health-medical care 

practice setting. Many clinical dietitians may find 

themselves pivoting between these three factors or 

postures; however, it appears that the dietitian first 

masters the technical aspects of feeding (factor 3), next 

the more physician-oriented activities (factor 2) before 

she ultimately takes on the more highly specialized, case 

oriented responsibilities of factor 1. 

Confidence Levels of Clinical Dietitians 

The clinical dietitians surveyed were asked how 

confident they were that they could influence the 

physician to follow their recommendations in seven areas 

of clinical nutrition practice. The results showed that 

dietitians overall were highly confident (see Table 19 

below). Dietitians in this survey were most confident 



Table 19. Confidence Levels of Clinical Dietitians In 
Selected Areas of Clinical Practice 

(Percent of Sample) 

Levels of Confidence 

Areas of Practice (N) None Low Moderate High Very High 

Food consistency 
modification (445) .4 .4 2.2 22.2 74.6 

Use of nutritional 
supplements <447) 0 .2 3.8 32.2 63.8 

Diet prescription/ 
order (446) .2 .4 10.5 43.0 45.7 

Enteral feedings (446) .4 2.0 12.6 38.1 46.9 

Vitamin/mineral 
supplementation (446) .9 4.5 30.7 40.4 23.7 

Parenteral feeding (441) 3.4 15.2 27.4 29.9 24.0 

Laboratory data, 
nutritional (444) 1.8 15.5 32.2 33.3 17.1 

(N) • number of responses 



that the physician would follow their recommendations in 

the area of food consistency modification, followed by 

recommendations in the areas of nutritional supplement 

use, diet prescription/orders and enteral feedings. The 

dietitians were less confident that the physician would 

follow their recommendations in the areas of vitamin and 

mineral supplementation, parenteral nutrition and use of 

laboratory data to assess the nutritional status of 

patients. These results may indicate a lack or shortage 

of knowledge and/or training of dietitians in the areas of 

vitamin and mineral supplementation, parenteral nutrition 

and laboratory assessment for nutritional status 

assessment, which possibly lowers the dietitian's level of 

self confidence to influence the physician. These 

findings may also suggest that physicians do not perceive 

the dietitian as having expertise in the less confident 

areas of parenteral nutrition, vitamin/mineral 

supplementation, and nutritional laboratory data analysis. 

This second interpretation is supported by the American 

Dietetic Association 1984 survey of physicians, which 

reported that the majority of physicians identified the 

role of the dietitian as one of "setting up a diet". A 

more realistic interpretation might be that physicians 

covertly resist a greater autonomy for allied health 

professionals, including clinical dietitians, and 

therefore do not wish to relinquish the more sophisticated 
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areas of responsibility. This last interpretation is 

supported by the research findings of Schiller and Vivian 

(1974), as well as an unpublished study by Obayashi (1976) 

who found that physicians were not comfortable with 

dietitians having parity in the health-medical care 

setting. 

Influence Techniques 

Findings suggest that clinical dietitians use a 

variety of influence techniques to influence the physician 

to follow their recommendations (listed in order of 

frequency of use in Table 20 below). These twenty-three 

influence techniques were categorized through factor 

analysis, using varimax rotation (Nie et al. 1975), into 

five influence factors (Table 21 below and Table 22 

Appendix B). These five influence factors are more 

descriptively defined by the author as "influence 

postures" or the power/interaction base assumed by a 

dietetic practitioner in obtaining the "doctor's order" 

which accurately reflects the recommendations of the 

interacting dietetic practitioner. According to the 

factor analysis of Kipnis and Schmidt (1980), in a similar 

study of influence techniques, these five "influence 

postures" can be labeled as: block/threaten, ingratiation, 

coalitions, assertive and rationality. 



Table 20. Selected Influence Techniques Used By Clinical 
Dietitians: Frequency Of Use (Percent Of Sample) 

Frequency of Use 

Influence Technique (N) NE.V SEL OCC FRE ALW 

Write assessment (448) 2 .0 1. 6 10. 3 33 .3 52 .9 
Verbally explain (442) .9 . 5 11. 5 46 .5 41 .0 
Use logic (442) .7 1. 1 11. 5 46 .4 40 .3 
Present info directly (448 ) .2 2. 0 16. 3 48 .7 32 .8 
Act friendly (440 6 .1 7. 5 26. 2 33 .0 27 .0 
Obtain co-worker support (439) 3 .4 14. 1 28. 7 43 .5 10 .3 
Confront face to face (441) 8 .8 10. 2 28. 6 40 .8 11 .6 
Demonstrate competence (441) 9 .8 10. 2 26. 5 35 .8 17 .7 
Keep checking up (430) 9 .8 12. 6 28. 8 35 .8 13 .0 
Make physician feel 

important (445) 17 .8 22. 7 31. 5 20 .2 7 .9 
Offer a compromise (443) 5 .2 15. 1 56. 2 21 .2 3 .3 
Wait for receptive mood (444) 13 .7 24. 8 43. 0 16 .9 1 .6 
Repeatedly remind (441) 16 .8 26. 3 34. 2 19 .5 3 .2 
Obtain formal support (435) 25 .7 32. 0 26. 7 12 .2 3 .4 
Act humbly (434) 32 .0 27. 6 24. 0 12 .0 4 .4 
Make request in front o£ 

group of physicians (446) 26 .2 40. 1 26. 5 7 .0 .2 
Keep bugging (445) 39 .1 35. 5 20. 0 4 .9 .4 
Sympathize (443) 48 .1 27. 8 18. 1 5 .9 .2 
Express anger (444) 72 .5 20. 9 5. 2 1 .1 .0 
Demand (445) 77 .8 16. 6 4. 5 1 .1 .0 
Do a personal favor in 

exchange (444) 77 .9 16. 6 5. 4 .7 .0 
Threaten to notify 

outside agency (447) 97 .3 2. 2 . 4 .0 .0 
Threaten to stop working ( 447) 97 .5 2. 0 . 4 .0 .0 

(N) » number of responses 
NEV = never, SEL = seldom, OCC = occasionally, FRE * frequently, 
ALW « always. 
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Table 21. Influence Techniques Used By Clinical Dietitians 
Factor Matrix,* Selected Sample Data 

Variables Factors 

1. 1 keep checking up on the physician .51 

2. I demand the physician do as 1 request .66 

3. I keep bugging the physician .59 

4. I repeatedly remind the physician .57 

5. I express my anger to the physician .61 

6. I make the physician feel important .41 

7. I offer a compromise .43 

8. I wait until the physician Is 
in a receptive mood .61 

9. I sympathize with the physician .58 

10.I exchange a personal favor .53 

11.I use logic to convince the physician .42 

12.1 verbally explain my request to the MO .50 

13.1 present information to physician 
to support my request .56 

14.1 obtain support from those higher up .64 

15.1 obtain support of co-workers .54 

16.1 threaten to notify ah outside agency .66 

17.1 threaten to stop working with a certain 
physician if my request is not followed .47 

Percent Total Variance 12.9 6.9 6.5 3.1 2.4 

* Principle Axis Factoring, orthogonally rotated 
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Presented in Figure 4 below are the five 

"influence postures" identified in this study as well as a 

sixth "influence posture" yet to be attained by the 

dietetic practitioner. Figure 4 illustrates the interface 

between these postures and the differential acculturation 

occurring in clinical dietetics. 

The first posture, block/threaten (factor 5, Table 

21) was not chosen by any of the dietitians responding as 

an approach to influencing the physician to follow their 

recommendations. This posture included such techniques 

as: "I threaten to notify an outside agency if the 

physician does not follow my request" or "I threaten to 

stop working with a certain physician if he does not 

follow my request". As expected, when this factor was 

correlated, using MANOVA (Nie et al. 1975), with the age 

and educational level of the dietitians in the study, no 

significant correlations (p=1.0) were found (Table 23, 

Appendix B). 

The second posture, ingratiation (factor 2), was 

employed by dietitians to influence physicians 19.5 

percent (Figure 4) of the time. This posture included 

such techniques as: "I make the physician feel important 

before making my request", "I offer a compromise", "I wait 

until the physician is in a receptive mood before I make 

my request", "I sympathize with the physician about the 
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added work my request may cause" and "I do a personal 

favor for the physician in exchange for following my 

request". When correlated with the age and educational 

level of the dietitians, ingratiation was found to have a 

significant inverse correlation with both age (p= -.022) 

and education (p= -.004). In other words, younger 

dietitians were more likely to use ingratiating influence 

techniques than their older colleagues, which could 

reflect the younger dietitian's lack of experience in 

developing other, more sophisticated, influence postures. 

And, dietitians tended to use ingratiating techniques to a 

lesser degree as their educational level increased, which 

could reflect a higher level of confidence for using 

another influence posture (i.e., rationality) instead of 

ingratiation as the dietitians knowledge base expands. 

The third posture, coalitions (factor 4), was used 

by 33.2 percent of the dietitians. This posture included 

two influence techniques, "I obtain the support of co

workers" and "I obtain formal support from those higher 

up". Although this posture was used frequently by 

dietitians, use of this posture had no significant 

associations with the age or educational level of 

dietitians responding (p=.586 and .505, respectively). 

This finding is not surprising, because people at any age 

or educational level may be able to use this influence 



posture and be effective in influencing physicians to 

follow recommendations. 

The fourth influence posture (factor 1) was 

designated assertive. This influence posture was utilized 

by dietitians when interacting with physicians 15.8 

percent of the time. The use of assertive influence 

techniques was inversely, but significantly correlated 

with age (p=-.01). Younger dietitians were shown to use 

assertive techniques on a more frequent basis than older 

dietitians. This may be reflective of an overall, yet 

recent, push in the area of assertiveness training, which 

younger dietitians have been exposed to at an early stage 

of their professional development, but older dietitians 

may have only had exposure to after developing other 

influence postures. In addition, this finding could be 

explained by the social trend toward increasing the power 

of women in general. Educational level was not found to 

be significantly related to the use of the assertive 

influence posture (p= .263). 

The fifth and final influence posture identified 

in this study was rationality (factor 3). This influence 

posture was used by 85.2 percent of dietitians. This 

posture included three influence techniques: "I verbally 

explain the reason for my request to the physician", "I 

use logic to convince the physician" and "I present 

information directly to the physician to support my 
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request". This influence posture, shown to be the most 

frequently used by dietitians, was also found to be the 

most effective in influencing physicians by the Raven and 

Haley study (1980). Correlational analysis with the use 

of the rationality influence posture and selected 

demographic variables (age and education) found that age 

alone was not significantly associated with the use of 

this influence posture (p= -.08), but that age and 

education combined did have a significant association 

(p= .021). In other words, when the age of the dietitian 

was correlated along with the educational level of the 

dietitian, older and more highly educated dietitians were 

found to use rationality on a more frequent basis than 

their younger and less educated counterparts. As 

expected, as the dietitian's educational level increased, 

so did the use of the rationality influence posture 

(p= .018). 

It is the opinion of the author, that this fifth 

influence posture - rationality - might be more explicitly 

defined as trans itional rationality, or a level of 

rationality upon which the clinical dietitian can build in 

order to achieve an even higher, and as yet unattained, 

rationality posture, defined as diagnosis and research 

oriented rationality. This highest posture is the level 

of practice in the acculturation of clinical dietetics 
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which corresponds with the role of the clinical diagnostic 

specialist. Although greater than 85 percent of 

dietitians stated they were practicing rationality in an 

effort to influence physicians, most (if not all) are 

probably not functioning at the highest level attainable 

in the acculturation of the dietetics profession, thus the 

diagnosis and research oriented rationality posture is 

postulated. This opinion can be supported by evidence in 

the literature review which found that most dietitians 

possess a "false positive" image of themselves, while many 

physicians, with whom they interact, see them as only 

practicing at the surface of their potential. 

Although each of the five identified influence 

postures is available to the dietetic practitioner to 

influence the physician to follow recommendations, it is 

the dietitian's ability to match influence posture (or 

power base) with the target of influence (the physician) 

that will determine which influence posture will elicit 

the response sought. Acquiring an adequate knowledge of 

power and influence postures, as well as the ability to 

effectively match influence posture to the target of 

influence is imperative if clinical dietitians expect to 

increase their power in the health-medical care system of 

the future. More importantly, if dietetic practitioners 

can not only acquire a high level of expertise in the area 



of influence postures, and evolve further, through 

diagnostic and research training/experience, they may be 

able to effectively utilize the highest level of 

rationality (yet to be attained) to influence the 

physician and therefore, practice dietetics at a full 

level of their potential, as clinical diagnostic 

specialists. 

The author recognizes that although the "influence 

postures" are depicted in linear relationship in Figure 4, 

they may exist in counterexample relationships to degree 

of acculturation and levels of influence. It may be that 

a combination of postures enhances and best determines 

their efficacy. 

Use of Nutritional Diagnosis 

An attempt was made to determine whether clinical 

dietitians were using diagnosis, unique to dietetics 

(question 6 of the Questionnaire). It was found that 67.9 

percent had used nutritional diagnosis while 32.1 percent 

had not. The investigator now recognizes a need for 

restating the question. Because, in the professional 

judgment of the investigator, the critical care 

respondents possibly considered the nutritional diagnoses 

kwashiorkor, marasmus and marasmic-kwashiorkor as being 

"unique to dietetics" and, they are not (Kight 1985). 

Kwashiorkor, marasmus and marasmic-kwashiorkor are "unique 



54 

to medicine" (International Classification of Diseases, 

1979). Therefore, the question would need to be restated 

in future studies in a more descriptive and/or 

differential manner in order to elicit the information 

sought by the investigator. 



CHAPTER 5 

CONCLUSIONS 

The following conclusions were based on the study 

results: 

1. Dietitians in this study were less likely to 

participate on patient care teams, confer with 

the physician directly and attend medical/ 

surgical rounds (activities related to 

increased visibility, credibility and improved 

image), than their 1982 counterparts. And 

therefore, dietitians have lost power in the 

health-medical care system. 

2. Although dietitians in this study were less 

likely to be taking diet histories than their 

1982 counterparts, they were more likely to be 

checking meal trays. 

3. Dietitians were most confident that they could 

successfully influence the physician in the 

area of food consistency modification and they 

were least confident in the area of obtaining 

nutritional laboratory data. 

4. Dietitians used a variety of influence 

techniques to influence the physician to 

55 
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follow recommendations, including: Ingratia-

tion, Coalitions, Assertiveness and 

Rationality. 

5. The educational level of the dietitian 

responding to this survey was found to have a 

significant correlation with the use of 

logical and ingratiating influence techniques. 

6. The age of the dietitian responding to this 

survey was found to have a significant 

correlation with the use of logical, assertive 

and ingratiating techniques. 

Recommendations 

It is recommended that further research be 

undertaken in the following areas: 

1. Further research with the use of larger, more 

varied samples which identify the clinical 

activities of dietitians to a greater degree 

are suggested. 

2. Studies are needed to determine if additional 

demographic variables might impact on the 

influence techniques chosen by dietitians to 

influence physicians. 

3. Studies are needed to define the 

relationships) of "influence postures" to 
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degree of acculturation in dietetics and 

levels of influence. 

4. Another research challenge might be to 

ascertain whether or not the professional in 

clinical dietetics is perceived by other 

health-medical care professionals as inter

acting with rationality at the level she 

perceives/professes. Or, have we observed a 

false positive rationality factor? More work 

toward differentiating the rationality factors 

is indicated. 

Applications are suggested in the following areas: 

1. The importance of defining and developing 

effective influence techniques for interacting 

with physicians, needs to be included in the 

training/education process of all dietitians. 

2. Dietitians need to be involved in clinical 

activities which increase their interaction 

with physicians (i.e. participating on patient 

care teams, attending medical/surgical rounds 

and conferring with the physician directly), 

and therefore enhance their ability to 

influence the physician to follow nutritional 

recommendations. This will increase their 

power in the health-medical care system. 
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3. Dietitians need to develop advanced practice 

through advanced education, including 

diagnosis and research in order to achieve the 

highest level of acculturation in the health-

medical care system. 
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tSgjsji?! 

)|) TUCSON, ARIZONA 85721 

COLLEGE OF AGRICULTURE 

T H E  U N I V E R S I T Y  O F  A R I Z O N A  

DEPARTMENT OF NUTRITION AND FOOD SCIENCE 

309 SHANTZ BUILDING 

March I, 1986 

Dear Colleague; 

As a clinical dietitian, you can appreciate the critical role nutrition plays in the care of patients. You 
may also realize that your approach to interactions with the physicians on staff can have a 
significant impact on whether or not your recommendations become "Doctor's Orders" thus 
ensuring patients receive optimal achievable nutritional care. Unfortunately, there is a paucity of 
information on the approach tactics which can be and / or are being used by Registered Dietitians to 
influence physicians. With your help, we will be able to obtain a clearer picture of such 
interactions. 

You have been selected to be part of a national group of clinical dietitians who are being asked to 
share their experiences and ideas on this subject. Therefore, it is important that each question (Q-l 
through Q-l4) on the enclosed questionnaire be completed thoughtfully and that the questionnaire 
be returned at your earliest convenience. 

Be assured that your name will be held in strict confidence and that your answers will be used only 
for the purpose of this study. The number on your questionnaire is there for statistical purposes. 

I would be most happy to answer any questions you might have. Please write or call. My 
telephone number is (602) 294-4471 ext. 2131. 

Thank you for your assistance. 

Sincerely, 

Cynthia A. Thomson, R.D. 
Graduate Student 
M.S. degree in Dietetics Program 
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CLINICAL ^ MEDICAL 

interactions 

DIETITIANS DOCTORS 

How do you interact with physicians? 

This survey is being conducted nationwide to ascertain the nature of interactions between Clinical 
Dietitians and Medical Doctors (physicians). If you do not consider yourself a Clinical Dietitian, please 
disregard this questionnaire. 

Please answer all of the questions. Any additional comments or questions may be placed in the 
margins or in the space provided on the back cover of this questionnaire. 

Return this questionnaire to: 
Dr. M.A. Kight and Cynthia Thomson 
Department of Nutrition and Food Science 
University of Arizona 
Tucson, Arizona 85721 
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Q-1 * How often in the last month have you performed the following clinical 
activities? Please circle your response. 

NEV = NEVER 
SEL = SELDOM 
OCC = OCCASIONALLY 
FRE = FREQUENTLY 
ALW «= ALWAYS 

A Attend medical / surgical rounds 1 NEV SEL OCC FRE ALW 
B Participate on patient care team NEV SEL OCC FRE ALW 
C Check meal trays NEV SEL OCC FRE ALW 
D Obtain nutritional histories NEV SEL OCC FRE ALW 
E Document in the medical record NEV SEL OCC FRE ALW 
F Confer with the physician directly NEV SEL OCC FRE ALW 
G Contribute to team / practice at a 

diagnostic level NEV SEL OCC FRE ALW 
H Remain readily available for -

consultation by the physician NEV SEL OCC FRE ALW 
I Make meal rounds NEV SEL OCC FRE ALW 
J Take initiative in assessing patient needs 

and adjusting diet orders NEV SEL OCC FRE ALW 
'Adapted lrom:Schiller,M.: Current hospital practices in clinical dietetics. J Am Diet Assoc 84:1194,1984. 

Q-2 How confident are you that you can influence the physician to follow your 
recommendations in each of the following areas of clinical practice? 

1 1 Level of Confidence 
A Diet prescription / order NONE LOW MODERATE HIGH VERY HIGH 
B Vitamin/mineral supplementation NONE LOW MODERATE HIGH VERY HIGH 
C Enteral feedings NONE LOW MODERATE HIGH VERY HIGH 
D Parenteral feedings NONE LOW MODERATE HIGH VERY HIGH 
E Food consistency modification NONE LOW MODERATE HIGH VERY HIGH 
F Additional laboratory data (nutrition)— NONE LOW MODERATE HIGH VERY HIGH 
G Use of nutritional supplements NONE LOW MODERATE HIGH VERY HIGH 

Q-3 How important do you feel you are to meeting the overall goals of your institution? 
Please circle your response. 

UNIMPORTANT 1 2 3 4 5 THE MOST IMPORTANT 

Q-4 How many referrals (i.e., average number) do you receive from physicians per week? 
Please fill in number. 

REFERRALS PER WEEK 

Q-5 With what percentage of MALE physicians do you work? 
Please fill in percent. 

PERCENT 



63 

Q-6 Oo you use nutritional diagnosis, unique to dietetics, as a standard oomponent of patient 
care / evaluation? Please cirde your response. 

1 NO 
2 YES 

Q-7" There are a number of techniques available to the dinical dietitian to influence the physidan 
to follow recommendations. Listed below are some examples. 
Please indicate how often you use each technique by drcling your response. 

A I keep checking up on the physidan NEV SEL OCC FRE ALW 
B I demand the physidan do as I request NEV SEL OCC FRE ALW 
C I keep bugging the physidan until he does what I want NEV SEL OCC FRE ALW 
D I repeatedly remind the physician of what I want — - NEV SEL OCC FRE ALW 
E I express my anger to the physidan NEV SEL OCC FRE ALW 
F I confront the physidan face to face .- NEV SEL OCC FRE ALW 
G I make the physidan feel important before I make my request- NEV SEL OCC FRE ALW 
H I make my request in front of a group of physidans NEV SEL OCC FRE ALW 
I I offer a compromise (I give in a little) NEV SEL OCC FRE ALW 
J I am friendly with the physidan before I make my request NEV SEL OCC FRE ALW 
K I obtain formal support from those higher up NEV SEL OCC FRE ALW 
L I use logic to convinoe the physidan NEV SEL OCC FRE ALW 
M I obtain the support of co-workers (RNs, RDs, etc.) NEV SEL OCC FRE ALW 
N I verbally explain the reason for my request to the physidan— NEV SEL OCC FRE ALW 
O I act humbly toward the physidan while making my request-— NEV SEL OCC FRE ALW 
P I threaten to notify an outside agency if the physician does 

not follow my request — NEV SEL OCC FRE ALW 
Q I wait until the physidan is in a receptive mood before I 

make my request NEV SEL OCC FRE ALW 
R I sympathize with the physician about the added work 

my request may cause NEV SEL OCC FRE ALW 
S I present information directly to the physidan to support 

my request NEV SEL OCC FRE ALW 
T I do a personal favor for the physidan in exchange 

for following my request NEV SEL OCC FRE ALW 
U I demonstrate my competence to the physidan before 

making my request - - NEV SEL OCC FRE ALW 
V I threaten to stop working with a certain physidan if he 

does not follow my request - NEV SEL OCC FRE ALW 
w I write a detailed assessment in the medical record 

that justifies my request- -- NEV SEL OCC FRE ALW 

" Adapted from: Kipnis.D. and Schmidt.S.M.: Intraorganizational influence tactics: Explorations in 
getting one's way. J Appl Psych 65:440,1980. 
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Final!/, we would like to ask a few questions about yourself for statistical purposes. 
Please circle the number of your response. 

Q-8 Your sex: 
1 FEMALE 

2 MALE 

Q-9 Your age: 
YEARS 

Q-10 Please describe your primary occupation (if retired, state so.): 

TITLE: 
TYPE OF WORK: 
PLACE OF EMPLOYMENT: 
SIZE OF INSTITUTION (i.e., if you work in a hospital, how many beds?): 

Q-11 Do you have licensure for registered dietitians in your state? 

1 NO 
2 YES 

Are you licensed? 

1 NO 
2 YES 

Q-12 Is licensure for registered dietitians important to you? 

1 NO 
2 YES 

Q-13 Which is the highest level of education you have completed? 

1 COMPLETED UNDERGRADUATE DEGREE 
2 COMPLETED INTERNSHIP OR 

COORDINATED UNDERGRADUATE PROGRAM 
3 SOME GRADUATE STUDY 
4 COMPLETED MASTERS DEGREE 
5 COMPLETED GRADUATE TRAINEESHIP IN DIETETICS 
6 SOME DOCTORAL STUDY 
7 COMPLETED DOCTORAL DEGREE 

Q-14 What was your personal income from all sources, before taxes, in 1985? 

1 LESS THAN 15,000 
2 15,000 to 19,999 
3 20,000 to 24,999 
4 25,000 to 29,999 
5 30,000 to 34,999 
6 35,000 OR MORE 

Questionnaire continued on the back cover. 
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Thank you for your assistance. Can Cynthia Thomson and Mary Ann Kight use your responses 
to this questionnaire for research activities, including Master's thesis and publication? 

1 NO 
2 YES 

Date questionnaire completed: 

Is there anything else you would like to tell us about how you use power tactics to influence/ 
interact with physicians? If so, please use the space below for that purpose. Also, any comments 
you may wish to make to help us in our efforts will be appreciated, either here or in a separate letter. 

Be assured that your name will be held in strict confidence and your answers and comments 
will be used only for the purpose of this study. 
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Table 11. How Many Referrals Do You Receive From 
Physicians Per Week? (Percent Sample) 

N=419 

No. referrals/week 1-5 6-10 11-15 16-20 >20 

33.4 34.4 11.7 9.3 11.2 

Table 12. With What Percent Of Male Physicians 
Do You Work? (Percent Sample) 

N=44 4 

% male physicians 0-19 20-39 40-59 60-79 80-100 

.7 .2 2.0 15.3 81.8 

Table 13. Do You Have Licensure For Registered Dietitians 
In Your State? (Percent Sample) 

N=4 40 

Yes No 

9.8 90.2 
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Table 14. Are You Licensed? (Percent Of Sample, Based 
On Yes Response To Availability Of Licensure) 

N= 41 

Yes 

51.2 

No 

48.8 

Table 15. Is Licensure For Registered Dietitians 
Important To You? (Percent Sample) 

N=437 

Yes 

85.6 

No 

14.4 

Table 16. How Important Do You Peel You Are To Meeting 
The Overall Goals Of Your Organization? (Percent Sample) 

N=437 

Unimportant 12 3 4 5 Most Important 

.7 3.2 23.3 48.3 24.5 
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Table 18 
Clinical Activities Of Dietitians 

Factor Matricies *, Selected Sample Data 

Variables Unrotated factors Organically Rotated 
b 

factors 

12 3 h2c 12 3 

1 . Attend medical/surgical rounds .47 -.3 .30 .40 (.63) -.03 .03 

2 . Participate on patient care 
team ( .62) -.24 .17 .47 ( .66) .18 • -.01 

3 . Check meal trays .06 ( .51) .47 .48 -.01 .03 ( .70 

4 . Obtain nutritional histories .30 .41 -•.14 .28 -.03 . 48 .21 

5 . Document in medical record < .51) .31 -.28 .43 .13 ( .64) .06 

6 . Confer with the physician 
directly ( .68) -.26 .06 .52 ( .67) . 27 -.09 

7 . Contribute to team/practice 
at a diagnostic level ( .61) -.31 .09 . 48 ( .66) .19 -.11 

8 . Remain readily available 
for consultation by the 
physician .40 .09 -.09 .18 .23 .35 .03 

9, . Make meal rounds .15 ( .70) .35 .63 -.09 .25 ( .75! 

10.Take Initiative in assessing 
patient needs and adjusting 
diet orders ( .59) .11 -.14 .38 .34 ( .52) .03 

Percent Total Variance 23.2 13.5 6.0 42.5 

• 
loadings greater than an absolute value 

o
 

to o
 are shown in parentheses 

d 
alpha rotation 

u 

c 
varimax rotation 
2 

h • communality of each variable 



Table 22. Influence Techniques Used by Clinical 
Dietitians 

Factor Matricies*, Selected Sample Data 

VARIABLES ORTHOGONALLY ROTATED FACTORS3 h2b 

1 2 3 4 5 

1. I keep checking up on the physician (.51) -.03 .09 .16 -.16 .37 

2. I demand the physician do as I request (.66) .01 .05 .05 .02 .44 

3. I keep bupginp the physician until he does what I want (.59) .13 -.11 .03 .18 .49 

u .  I repeatedly remind the physician of what I want (.57) .10 -.04 .001 .10 .78 

5. I express anger to the physician (.61) .11 .04 .02 .11 .51 

I '.onfront the physician face to face .23 .06 .25 -.004 .003 .34 

7. 1 nnko the physician feel important .02 (.41) 
• 10 .22 .07 .29 

H, 1 m;ike my request to a group of physicians .23 .05 .04 .11 .06 .45 

Q. r offer a compromise .04 (.43) .06 .09 .04 .30 

10. i am friendly to the physician before making my request -.03 .29 .35 .22 .06 u>
 

0
0
 

11. i obtain formal support from those higher up .08 .21 .002 (.64) .11 .51 

12. i use logic to convince the physician .Of) .04 (.42) .16 .04 .22 

n. i obtain the support of co-workers .10 .22 

0
0
 o
 (.54) .03 .37 

14. i verbally explain the reason for my request .03 .04 (.50) -.04 -.08 

GO CM 

15. T act humbly toward the physician .05 .19 1 O .06 -.04 .32 

16. I threaten to notify an outside agencv .002 .02 -.12 .03 (.66) .46 

17. I wait until the physican is in a receptive mood .001 (.61) .03 .08 -.004 .39 

18. I sympnrhize with the physican .06 (.58) .007 .07 .06 .36 

19. 1 present information directly to the phvsirian -.05 -.03 (.56) -.05 -.08 .39 

20. I do a personal favor for the physician in exchange .08 (.33) -.04 .10 .09 .32 

21. I dccinnst rate my competence to the physician .02 .28 .25 .19 -.08 .25 

22. I threaten to stop working with a certain physician .08 .10 .01 .06 (.47) .25 

23. I write a detailed assessment in the medical record .08 -.13 .26. .13 -.11 .30 

Percent Total Variance 12.9 6.9 6.5 3.1 2.4 87.7 

* Loadings greater than an absolute value of .40 are shown in parentheses 

a Varimax rotation with Kaiser normalization 

k h^ • conununality 



71 

Table 23. Selected Demographic Variables (Age, Education) 
Associated With the Five Influence Factors Used by 

Clinical Dietitians When Interacting With Physicians* 

Association with 
Influence factor used 

Factor 
Demographic 
variable 

Direction 
(Kendall'a 
Tau)** (N) 

Estimated 
% variance 
explained* 

f value 
(Wlks) 

Assertive 
X 

age 
education 
age x 
education 

436 
436 
436 

5.639 
3.922 

10.643 

1.87720 
1.15071 
1.20860 

.010 
.263 
.104 

Xngratlation age - 432 5.526 1.74022 .022 
2 education - 432 6.421 1.83027 .004 

age x 432 9.386 1.09701 .269 
education 

Rationality age - 433 3.308 1.62112 .080 
3 education + 433 5.313 1.83156 .018 

age x + 433 9.255 1.48968 .020 
education. 

Coalitions age 432 1.452 .81914 .581 
4 education 432 2.658 .94064 .505 

age x 432 6.592 .94662 .550 
education 

Block/Threaten age 437 .0000 .0000 1.000 
5 education 437 .093 .03256 1.000 

age x 437 2.214 .32520 1.000 
education 

(N) - number of responses 
* Prom multiple regression analysis (MANOVA) 
** Direction based on Kendall's Tau value for significant findings only 
+ Eigen value 
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