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ABSTRACT 

The purpose of this study was to validate the proposed Metaparadigm of Clinical 

Dietetics. The proposed Metaparadigm of Clinical Dietetics is the most abstract level of 

the profession's body of knowledge and is a statement of seven domains of concern. 

The seven domains are Reference Person, Human Condition, Practitioner 

Actions/Attitudes, Practitioner Environment, Client Actions/Attitudes, Client 

Environment and Nutraceuticals and are characterized by ninety-four knowledge topics. 

A further purpose was to determine comparative relevance of these ninety-four 

knowledge topics to other health professionals and nutritional scientists. 

A descriptive-correlational-factor-analytical design was used for this study. An 

expert panel of clinical dietetic practitioners and an extensive literature review were used 

to develop the mailed survey instrument. A random sample of five hundred clinical 

dietitians was selected from members of thirteen clinical Dietetic Practice Groups of The 

American Dietetic AssociatiorL One hundred thirty-six surveys were returned for a 

response rate of twenty-seven percent. 

Eighty-two percent of the knowledge topics were perceived as relevant to 

Clinical Dietetics (a relevance score of > 2.5 on a scale of 0-3). Ninety-five percent of 

respondents perceived the proposed Metaparadigm of Clinical Dietetics as encompassing 

the body of knowledge. Six domains were perceived as applicable to the work of greater 

than fifty percent of respondents. Sixty-five percent placed work in four or more of the 
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ABSTRACT continued 

their domains. These findings were interpreted as validation of the proposed 

Metaparadigm of Clinical Dietetics. 

Twenty-seven (29%) of the knowledge topics were perceived as unique to 

Clinical Dietetics. Twenty-eight percent of the knowledge topics were shared with other 

health professionals and nutritional scientists. An additional seventeen percent were 

shared with only nutritional scientists. Seven percent were shared with only other health 

professionals. 

Results of the factor analysis, using seven-factor solutions accounting for thirty-

five to forty-five percent of the variance, were interpreted as indicating relationships 

between domains of the Metaparadigm of Clinical Dietetics. These relationships, 

groimded in the characteristic knowledge topics having r > .50, were abstracted and 

linked to the Eight World Hypotheses of Schwartz and Russek. 
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INTRODUCTION 

Background and Significance 

Since the founding of the American Dietetic Association (ADA) in 1925 there 

has been no elucidation of the structure of the body of knowledge used in clinical 

dietetics. The paradigm of the professions includes a unique body of knowledge as one 

of the defining characteristics of a recognized profession (1,2). Changes in the health 

care system and increased interest in the influence of nutrition upon health have created a 

need for clinical dietitians to reflect upon their role and identity. A literature-based, 

practitioner-validated metaparadigm has potential for serving as a guide for clinical 

dietetic practice, education and research. The potential contribution of clinical dietetics 

to health care in the United States will be enhanced by metaparadigm-driven dietetic 

health care, education of practitioners and research elucidating the phenomena of 

concem to the profession. 

A metaparadigm is a statement of global, abstract, over-arching concepts that 

describe the phenomena of concern, or domains, of a profession. It represents the actual 

and/or potential reality for a discipline and acts as a fi-amework that encompasses the less 

abstract levels of knowledge in the structural hierarchy of the body of knowledge (3). It 

could be called a paradigm of paradigms. It has been fiirther characterized as 

perspective-neutral and international in scope and substance (4, 5). 

This study was conducted to validate the following proposed Metaparadigm of 

Clinical Dietetics: 



Figure 1. Proposed Metaparadigm of Clinical Dietetics 
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Metaparadigm of Clinical Dietetics 

Reference Human Practitioner EVactitioner Client Client Nutiaceuticals 
Petson Condition Actions/ Environment Actions/ Environment 

Attitudes Anitudes 

Clinical dietetics has professional ties to nutritional science and to other health 

care professions. Therefore clarification of clinical dietetics' scope and boundaries 

involves defining which knowledge topics practitioners perceive as relevant to the 

practice of dietetics and distingxiishing between knowledge topics perceived as unique 

and knowledge topics perceived as shared with nutritional sciences and other health 

professionals. 

Statement of Purpose 

The purpose of this study was to validate the proposed Metaparadigm of Clinical 

Dietetics by seeking perceptions of practitioners from selected practice groups in the 

American Dietetic Association. Perceptions concerning relevance of knowledge topics 

derived from clinical dietetic and other literature were requested to determine if 

practitioners perceived the proposed Metaparadigm of Clinical Dietetics as 

encompassing the profession's body of knowledge as characterized by ninety-four 

selected knowledge topics. 

A further purpose was to seek the perceptions of practitioners concerning the 

comparative relevance of the same knowledge topics to nutritional scientists and to other 

health professionals. Comparative relevance was sought to discover the knowledge 
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topics that were perceived as uniquely relevant to clinical dietetics and which knowledge 

topics were perceived as shared with nutritional scientists and/or other health 

professionals. 

A final purpose was to determine if respondents with specified characteristics 

perceived these topics differently. 

Summary 

The purpose of this study is 1) the validation of the proposed Metaparadigm of 

Clinical Dietetics, 2) determination of practitioners' perceptions concerning knowledge 

topics perceived as unique and/or shared with other health professionals and with 

nutritional scientists and 3) determination whether subgroups of respondents as defined 

by demographic characteristics predict mean relevance scores of domains or selected 

knowledge topics. 
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REVIEW OF LITERATURE 

The Metaparadigm of Clinical Dietetics is proposed as the most abstract level of 

the body of knowledge of the profession. It potentially includes many types of 

knowledge. "Today knowledge is regarded ... as an open system rather than as a fixed 

set of propositions ...." (6). One conceptuali2ation describes four patterns of knowing: 

empirics, ethics, esthetics and personal knowledge (7, 8). 

Types of Knowledge 

Empirics as a pattem of knowing draws on traditional ideas of science in which 

reality is viewed as something that can be verified by other observers. What is known is 

that which is accessible through the senses. This has been broadened to include 

phenomenology and inductive (grounded) means of generating knowledge (7). 

Nutritional science defines empiric knowing as development of understanding and 

conclusions by the process of scientific observation. However, the classical school of 

empiricism that prevailed for fourteen centuries was based on observations alone, 

disregarding all theoretical and philosophical considerations ... giving rise to erroneous 

assertions and opinions as if they were feet. Experimentation and analysis were added to 

empiricism by medicine, nutrition and others to contribute to empirical knowing and the 

creation of scientific knowledge (9). 

En^irical knowing, the use of science and the scientific method, is generally 

regarded by clinical dietitians as the way to conceptualize knowledge that is authentic 

and credible. "Clinical dietetic research allows objective measurement of complex 



20 

environments and tangible evaluation of the outcomes of procedures and treatments. The 

strength of a discipline ... is closely associated with its research base (10)." Empirical 

research methods used by clinical dietitians include qualitative, case studies, surveys, 

experimental, quasi-experimentaL cohort, and case-control. A combination of deductive, 

qualitative and inductive methods were used in this study to define and validate the 

proposed metaparadigm. 

Ethics as a pattem of knowing focuses on what ought to be done, what is good, 

right, responsible. Chinn and Kramer argue that empirical methods cannot be used to 

"test" ethical theory because ethics theory rests on underlying philosophic reasoning (7). 

In solving nutritional problems, Schuftan admonishes readers that "aU science 

should be a search for meaning. Nutritional scientists must recognize the interplay 

between knowledge and power and that intellectual development cannot be separated 

firom moral development. In accepting the perception that food and nutrition 

interventions are intrinsically good, nutrition scientists have to realize the importance of 

programs' social and political context (II). 

Ethics have been addressed in the dietetic literature in the field of life support. A 

primary issue is whether the provision of food and water is ever an heroic measiire (12). 

Also addressed are the ethics of responsible scientific conduct (13) nurturing a sense of 

social responsibility (14) and the development of moral judgment (15). The Code of 

Ethics (16) of the ADA formalizes the ethical stance of the profession (see appendix A). 

Esthetics as a pattern of knowing is described as the meaning or beauty 

experienced by the patient or nurse (7). No nutritional science literature was found that 



addressed esthetic knowing. Esthetics in clinical dietetics may be seen in recognition that 

the meaning of food may influence food intake. For example the meaning of food, when 

used for giving or accepting caring or control, must be considered in the treatment of 

patients with eating disorders. 

Personal knowing as a pattern of knowing has been described as "a holistic and 

integrative process of making sense out of ourselves in our world ... is the weaving of 

threads of conceptions, perceptions, remembrances, reflections into a fabric of meaning . 

..(17)." 

Clinical dietetics has historically concentrated on empirical knowledge, a legacy 

from nutritional sciences. In recent years ethical and esthetic knowledge has been 

recognized and developing. Publications concerning patterns of personal knowing were 

not found in the clinical dietetic literature. 

Structxtfe of tCnowledee 

The proposed Metaparadigm of Clinical Dietetics is the most abstract level in the 

structure of the body of knowledge of the profession. The structure of knowledge 

involves conceptualizing knowledge on one of several continuums or hierarchies. 

An implicit hierarchy of knowledge in science existed during the growth of the 

British Association for the Advancement of Science in the early 1800's. The "new" 

sciences of anatomy, physiology, geography, economics and statistics tried to establish 

legitimacy by comparing themselves with the established science of biology. Sassower 

argues that the dichotomy of disciplines set up hierarchies, justifying the privileged 

position of expertise (18). 
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From the perspective of nutritional science. Harper states "Separation of 

disciplines is an artificial process, an organizational mechanism of the human mind to 

simplify the management of information ... yet there is a body of knowledge that is 

stnctly nutrition (19)." Nutritional science has historically worked within the modernist 

scientific paradigm, reducing the whole to smaller and smaller units, addressing only 

those units which can be physically observed and developing technology to measure ever 

smaller units with greater precision. Investigating the influence of nutritional factors on 

expression of single genes occupies many nutrition scientists (20). 

Walsh comments that "Systems sciences argue that hierarchy is essential for 

integration, wholeness and systems functioning .... Hierarchy is simply a ranking of 

phenomena according to their holistic capacity... not necessarily their value, 

domination or oppression.... Systems theories are essentially theories of surfaces or 

exteriors. To understand interiors (subjectivity, experience, consciousness) requires 

another approach, namely empathy, introspection and interpretation" (21). 

Nursing's perspective concerning a hierarchy of knowledge is summarized by 

Reed; "Knowledge is not hierarchically ordered. Postmodern awareness of the 

intersubjectivity of knowledge invalidates such ordering and opens the door for valuing 

contributions to knowledge that are not empirically verifiable in the modernist sense (6)." 

Knowledge may be conceptualized as a continuum as well as hierarchical. Haase 

describes two such intersecting continuums: fi*om Concrete to Abstract and Static to 

Dynamic (see Appendix B). 
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The structure of contemporary nursing knowledge is conceptualized by Fawcett 

(3) as follows 
Figure 2. Structure of Contemporary Nursing 
Knowledge (Fawcett) 

Metaparadigm 
I Philosophy 

Conceptual Models 

I 
Theories 

1 
Empirical Indicators 

The proposed structure of clinical dietetics' body of knowledge is a hierarchy of 

concepts on a continuum from very abstract (the metaparadigm) to empirical (the 

science), not a hierarchy of value or truth. Within the hierarchy is the potential for 

knowledge-building with abductive processes, (6) induction, deduction, also including 

reduction and incorporation methods (22). The metaparadigm is the abstract level of 

knowledge which will encompass increasingly concrete levels of knowledge. 
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Figure 3-A. Conceptualizations of Proposed Structures 
of the Body of Knowledge 

of Clinical Dietetics 

Body of Knowledge of Clinical Dietetics 

Metaparadigm of Clinical Dietetics 

Paradigms / Conceptual Models of Clinical Dietetics 

Theories of Clinical Dietetics 

The hierarchy could also be expressed in terms of abstractness as defined by 

measiu-ability. 

Figure 3-B. 
Body of Knowledge of Clinical Dietetics 

The Global: The Defining Concerns 

The Unmeasurable: Paradigms, 

Conceptual Models, World Views 

The Measurable: Theories, Hypotheses 

The Measured: Data, Observations 
Descriptions 
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Levels of FCnowledee - Level IV: Metaparadigm 

Metaparadigm of Nursing 

The metaparadigm of any discipline is made up of the global concepts that 

identify the phenomena of interest to a discipline (23, 24). Fawcett describes the 

metaparadigm of nursing as the most abstract component in the structural hierarchy of 

contemporary nursing knowledge acting as an encapsulating unit, or framework, within 

which the more restricted ... structures develop (5). It is the broadest consensus within 

a discipline. It provides the general parameters of the field and gives scientists a broad 

orientation from which to work (26). Thus, the functions of a metaparadigm are to 

summarize the intellectual and social missions of a discipline and place a boundary on the 

subject matter of that discipline" (26, 27, 5). 

A metaparadigm for research and theory development in nursing was proposed in 

1979. It was proposed as a way of organizing phenomena studied, analyzing existing 

research and designing future research "even though it did not reflect a consensus of 

contemporary scientists in nursing (28)." Fawcett proposed four concepts, based on a 

review of literature on theory development, summarizing the phenomena of concern to 

the nursing profession, creating the metaparadigm of nursing: 1) Person, 

2) Environment, 3) Health and 4) Nursing (4,5). The presence of the metaparadigm has 

guided and structured nursing: It has influenced practice, education, research and 

theory. It has helped define the profession. 
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Proposed Metaparadigm of Clinical Dietetics 

The proposed metaparadigm of clinical dietetics is grounded in Kight's research 

typology for client-centered dietetics which specified five domains, (29) paralleling the 

initial development in nursing. Reflection by an expert panel of clinical dietitians (N=6), 

resulted in strong agreement that a metaparadigm is 1) representative of a discipline's 

uniqueness, 2) representative of actual/potential reality for a discipline, 3) made up of 

guiding units for building a discipline's structural hierarchy of knowledge, 

4) general/global/highly abstract in nature, 5) an encapsulating unit/framework 

representative of a given discipline and 6) is made up of central units before/beyond 

paradigms, which are components in a structural hierarchy of knowledge (3). 

It was fiirther agreed that domains encompassing the phenomena of concern to 

clinical dietitians are 1) Reference Person, 2) Human Condition, 3) Practitioner 

Action/Attitude, 4) Practitioner Environment, 5) Client Action/Attitude, 6) Client 

Envirormient and 7) Nutraceuticals. 

Metaparadigm of Clinical Dietetics 

Reference Human Practitioner Practitioaer Client Client Nutraceuticals 
Person Condition Actions/ Environment Actions/ Environment 

Attitudes Attitudes 

For this study The Metaparadigm of Clinical Dietetics refers to the seven global, 

abstract concepts that collectively describe the phenomena of concern to the profession 

of clinical dietetics and are the guiding concepts which encompass the less abstract levels 

of professional knowledge. 



The proposed metaparadigm largely coincides with the criteria for a 

metaparadigm proposed by Fawcett. (4) The definition of the domains are profession-

specific, it is perspective-neutral and is potentially international in scope and substance, 

coinciding with proposed role of the ADA (30). 

While the nursing metaparadigm oflfers the advantage of parsimony, Rubenstein, 

Laughlin and McManus (22) present the view that "the pursuit of sinple models of a 

complex reality is detrimental to the development of accurate knowledge of the 

environment. En:q)irical evidence suggests that cognitive systems and strategies are not 

always the most streamlined .... Even though mathematical parsimony is a criteria for 

selecting the desired factor structure in fector analysis (31), the use of parsimony 

provides no help in resolving the problem of psychological reality. This failure parallels 

the problems involved in the application of the principle of parsimony to scientific 

theories in general" (22). 

Booth observes that parsimony becomes problematic in psychoneuro-

immunology (PNI) because PNI deals with multidimensional, recursive, conq)lex systems 

(32). The phenomena of concern and the practice of clinical dietetics are also 

multidimensional recursive and complex. Therefore strict parsimony was not an 

ultimate criteria in the development of the proposed Metaparadigm of Clinical Dietetics. 

These considerations, in my opinion, justify separating the domains of 

Practitioner and Client, and using separate domains for Actions/Attitude and 

Environment at the expense of parsimony. Since Nutraceuticals is in the initial "naming" 

stage of science and is very diverse, differentiating this domain rather than including it in 
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both practitioner environment and client environment domains will clarify clinical 

dietetics' inclusion of Nutraceuticals in the profession's body of knowledge. 

Levels of Knowledge - Level III: Paradigms / Conceptual Models / 

World Views 

The relationships between domains of the proposed Metaparadigm of Clinical 

Dietetics will be demonstrated in the future in the paradigms, conceptual models and 

world views of practitioners as more conscious development of the body of knowledge 

progresses. They are not measurable because abstract concepts are used to express this 

level of knowledge. Knowledge topics thought to be included and relevant to paradigms 

of clinical dietetics are included in the validation survey. 

Paradigms 

To Thomas Kuhn a paradigm was an archetypal experiment, or "problem 

solution" that would inqilicitly tell scientists how to look at the world. Paradigm also 

meant the entire constellation of beliefe, values and techniques that binds the scientific 

community together. Systems of theory and methodology were also called paradigms by 

Kuhn. (23, 24). Paradigms may reflect reality (the way things are) or values (the way 

things should be) (33). 

"Struggle with the concept (of paradigms) is evidence of coming of age - not 

proof of immaturity of a discipline. The scientific status of a discipline cannot be 

improved by legislating agreement on fimdamentals and then turning to problem solving 

(25)." Progress in buflding science is made by sequential concrete solutions to solve 

puzzles or problems encountered and generating more puzzles. Paradigms are generated 
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by the interaction of the level of analysis (micro/macro) and the substantive component 

emphasized in the question (material, affective or symbolic). Paradigms are often not 

discipline-wide, but are encountered in substantive areas of research (25). Paradigms are 

said to shift when they lose explanatory power. The protocols being tested for dietetic 

treatment of non-insulin-dependent diabetes, putting management of the disease in the 

hands of the client, has been identified as a paradigm shift away from the usual 

assumptions imbedded in the concept "diabetic diets" (34). 

Paradigms are also said to be characterized by the way their proponents respond 

to three basic questions: (1) What is the nature of the "knowable", of "reality" 

(Ontology), (2) What is the relationship between the knower and the known 

(Epistemology) and (3) How should the inquirer go about finding out knowledge? 

(Methodology) (35). 

Conceptual Models 

"A conceptual model is an abstraction... a representation of the universe or 

some portion thereof... (it) provides a way of perceiving the life process and serves as 

an aid to thinking (36)." "A conceptual model is not made up of propositions to be 

validated, nor is it composed of hypotheses to be tested ... cannot be empirically tested 

because of the abstract nature of the concepts.... A model is a way of conceptualizing 

nursing; it is a nursing perspective .... A solid theoretical base does not turn a model 

into a theory (37)". "Conceptual models of nursing provide explicitly philosophical and 

pragmatic orientation to the services ONLY nurses can provide... provide explicit 

orientation for the general public, identify the purpose and scope of nursing ... specify 
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for nurses the mission and boundaries of the profession... clarify the realm of nursing 

responsibility and accountability... and allow the practitioner and/or profession to 

document services and outcome (5)." 

Clinical dietetics' paradigms and/or conceptual models are not often formalized, 

but likely exist due to the course content required by the ADA for educating dietitians. 

A conceptual model Young and Scrimshaw, still widely used in clinical dietetics and 

nutritional science, shows temporal relationships and development of clinically evident 

nutritional disease (38). A refinement of the conceptual model of the Recommended 

Dietary Allowances, showing both deficiency and toxicity ranges, is under consideration 

and is anticipated to be more reflective of reality and knowledge, and therefore more 

explanatory, and more useful to the practitioner than the present model. (39). 

World Views 

Any discussion of knowledge and levels of knowledge needs to recognize the 

world view fi-om which the discussion is launched. One's professional and personal 

world view determine what is defined as knowledge, therefore influencing all else that 

follows. World view is the overall perspective or basic beliefs about what is real, what is 

true, the nature of human beings, how the world works, what is desirable, ethical. 

Philosophy is defined as the study of and statements regarding the values, beliefs and 

perspectives on the world, truth, reality, knowledge, purpose and existence. World view 

and philosophy are therefore similar concepts. 

A world view that the whole can be created from component parts gives a 

different view of knowledge or truth than the world view that the whole is greater than 
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the sum of the parts. Acceptance of only physically observable phenomena will preclude 

knowledge development regarding phenomena such as attitude, emotional stress, mental 

processes and group interaction. Paradigms of clinical dietetics will appropriately 

include diverse phenomena. Clinical dietetics' world view will influence the process of 

educating practitioners as well as the subject matter. 

The oflBcial world view of the American Dietetic Association is seen in the 

statements of mission, vision, philosophy and values. The contents were developed by 

consensus in the House of Delegates of the ADA (see appendbc A). These statements by 

the American Dietetic Association guide the practice of clinical dietetics. 

Personal world view cannot be divorced from practice and one's professional 

world view. However, the ADA has a censure procedure that may be exercised if a 

practitioner is foimd to be operating outside the values of the organization. The fact that 

it is seldom invoked could be construed to mean clinical dietitians are well enculturated 

during their training period or the profession appeals to individuals with certain 

predictable characteristics. 

Ethical issues are part of a professional's world view. In considering the ethics 

of withholding food and/or water in individual situations, practitioner actions are linked 

to the value systems of the patient, significant others, the health care team members, and 

the facility. This circular-causality / contextual world view is also evidenced by 

consideration of the political and legal ramifications in the development of decisions 

which may change or develop over time, with one patient or with successive patients 

(41). 
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The investigator's perception is that the world view of clinical dietitians' includes 

the following assumptions: the clinical dietitian has knowledge that is as scientifically 

and clinically correct as is possible at that point in time, the client has ability to change, 

the environment influences the client and can be influenced by the client, and changes 

made will have a positive outcome. "Positive outcome" is usually defined by the 

practitioner and/or health care system and generally includes symptom relief or disease 

risk reduction. It is most often assimied that the client shares these assumptions and 

definitions. These assumptions are usually not explicitly addressed, which demonstrates 

the influence of paradigms. Making paradigms explicit is one area of potential 

knowledge development for clinical dietetics. 

The world view of clinical dietetics is influenced by the world view of nutritional 

science which includes study of the particulate while historically keeping in mind that a 

whole organism is influenced by the fimctioning of the smallest unit measurable at any 

one point in history (42). "Advances in nutrition science will inevitably raise questions of 

values, which are para-scientific .... Is a population taller, and are they happier, or will 

they be productive in arts and sciences?... It is reasonable to envisage a time that 

dietary regimes can be designed for not only growth and health, but also for function and 

cultural values (43)." 

Levels of Knowledge - Level U: Theories and Hvpotheses 

Measurable relationships among concepts are the next level in the structure of 

knowledge of clinical dietetics. Hypothesis refers to a relational statement between two 

en^irical indicators (44). For example, in scientific research it could be a statement 
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about a population characteristic or could predict the outcome of a study. Theory refers 

to an internally consistent group of relational statements that present a systematic view 

about a phenomena and that is useful for description, prediction and/or control (45). 

Theory provides a discipline with the means to articulate its focus (46). Theories and 

hypotheses demonstrate absence/presence, association/ correlation, cause/efifect, 

predictive, or prescriptive relationships or temporal patterns of occurrence. In the 

proposed organization of knowledge of clinical dietetics, hypotheses and theories 

operationalize and test the more abstract ideas found at the level of paradigms and/or 

conceptual models. At this level concepts are defined precisely, relationships are 

explicit, hypotheses are stated in measurable terms, methods of measurement are defined 

and degree of generalizability is acknowledged. The content of potential theories and 

hypotheses accepted in clinical dietetics are included in the survey validating the 

metaparadigm. A validated metaparadigm will be a metatheory ( a theory concerning 

theories) of clinical dietetics. It will define the basic professional concerns from which 

the paradigms and theories are fashioned. 

A statement by Dickoff and Jarries on theories in nursing can be applied to 

clinical dietetics. "There is no question whether nursing ( read "clinical dietetics") 

should or should not have theories ... a professional discipline must provide for more 

than mere understanding; it must provide for conceptualization especially intended to 

guide the shaping of reality for actualizing the professional purpose (47)." A validated 

metaparadigm will provide this conceptualization for clinical dietetics. 
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In comparison, nutritional science commonly deals with micro-theories, 

addressing phenomenon at the subsystem, molecular and genetic level. Nutritional 

scientists are also involved in anthropology (nutrition and culture), epidemiology 

(nutrition in social systems), food science (nutrition and food production), medicine 

(nutrition in diseases), or physiology (nutrition related to physical performance and/or 

body composition). 

Clinical nutritional science deals with nutrients, their mental effects and physical 

effects at the level of tissue, organs and body composition. It may include the fiinctional 

capacity of the whole person. In addition it includes study of the eSects of foods as 

consumed and the environment, which may dififer in effect from isolated nutrients. It 

also includes considering the meaning attributed to foods and eating circumstances. 

Levels of Knowledge - Level I: Science 

The need for imposing order on experience is a human need: order exists in the 

mind of the curious scientist-observer with perception and thought as the instruments 

used (48). "Science is the systematic acquisition of knowledge derived from 

observation, experimentation, and analysis conducted to determine the nature and 

principles of what is being studied (9)." The metaparadigm concepts are the broad 

statement of concerns that clinical dietetics practitioners will observe, describe, 

experiment with and analyze. 

Knowledge begins with the identification and naming of a phenomenon (object of 

sensuous perception) or noumenon (object of purely intellectual intuition). A name 

infers nuances, conjures images, provokes emotions, hints at political context; it can 
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imply the paradigm of the one who names. .. researchers have a responsibility to 

recognize and consider the names which define the discipline (49)." "All human thought 

and inquiry is guided by some theoretical perspective, including the recognition and 

naming of phenomena .... A new and unique knowledge base does require a new way 

of speaking (50)." The new name and concept "Metaparadigm of Clinical Dietetics" is a 

new way of thinking for clinical dietitians. 

Prior to and during the early 1900's, the identification and naming of nutrients 

was the mission of nutrition science. Nutritional science and food technology has 

recently spawned a host of new foods and terms still in the process of being defined and 

differentiated. The term "Nutraceutical" in the proposed Metaparadigm of Clinical 

Dietetics was selected fi-om new terms (51) in the food and health industry which 

includes phytochemicals, pharmafoods, functional foods and designer foods (see 

Glossary). ADA's position paper on nutraceuticals supports research regarding the 

health benefits and risks of these substances and commits dietetics to ensuring the public 

has accurate scientific information in this emerging field (52). 

In addition to identification and naming, knowledge at the "science" level 

includes systems of classification, definition and description. The taxonomies of 

diagnosis (53), etiologies, interventions (54, 55, 56) and outcomes of dietetic and 

nursing care are examples of building blocks for enlarging the science of the respective 

professions (57). Also basic to the science of clinical dietetics will be the continued 

organized observations and data collected by clinical dietitians as they practice the 

profession. 
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Defining Clinical Dietetics 

In 1917 dietetics was defined by the ADA as the "science of nutrition and the art 

of feeding peopIe"(58). In the first issue of the Journal of the American Dietetic 

Association in 1925 the dietitian was described as "closely related to the medical aspect. 

.. an adjunct to the doctor in observation, diagnosis and treatment of a special group of 

diseases ... with contact with the clinician and the laboratory worker through the more 

extensive work being carried on in blood chemistry and metabolism... responsible for a 

well balanced special or general diet for all the clients of the hospital... responsible for 

the teaching of student nurses ... whose curriculum demands a standard of dietetics to 

be taught." Research in clinical nutrition was seen as an integral part of the profession 

(59). 

The 1984 role delineation study of the ADA defined clinical dietitian as "a health 

care professional credentialed as a registered dietitian who affects the nutrition care of 

individuals and groups in health and illness. "The clinical dietitian provides nutrition 

assessment, planning, implementation (including education and referral), and evaluation 

services; provides consultation for food service to coordinate nutrition care services, 

manages departmental and persormel functions for nutrition care services; delineates and 

manages external influences on the delivery of nutrition care. The clinical dietitian 

educates and coordinates activities as a member of the health care team; maintains skill 

and knowledge in optimal nutrition care; and conducts applied research." (60). 

Additional fiinctions include counseling clients regarding nutrient-drug 

interactions and utilizing knowledge of the psychological aspects of eating, nurturing and 



37 

the psychological consequences of nutrient deficiencies. Clinical dietetics has also been 

defined as the emerging epidemiological branch of nutritional sciences (61, 62) and as 

intervention specialists (63). 

Relationships Between riinical Dietetics. Nutritional Scientists. Other Health 
Professional*; and the Health Care Milieu 

The knowledge shared and relationships presently existing will be the springboard 

fi-om which future relationships between clinical dietetics, other health professions and 

nutritional sciences will be laimched. To further elucidate the present perceptions, this 

validation survey requested practitioners' responses regarding comparative relevance of 

knowledge topics that may be shared with other health professionals and with nutritional 

scientists. 

Relationships: Nutritional ScieiKe 

The science of nutrition developed in the twentieth century, following concepts 

linking diet and survival, linkii^ diet with disease in ancient Greece and diet with 

longevity in the sixteenth century. Clinical dietetics is grounded in nutritional sciences, 

^plying the discoveries and accepted fects of nutritional science in clinical practice. 

Drawing a distinction between nutrition and dietetics in England, McLaren defines 

nutrition as being "phv'siological process" and dietetics as "an endeavor that has goals 

that are sociaL" "Dietetics and medicine are both science and some art: nutrition on its 

own is not a true disc^line while dietetics is, since it has a clear concept of its identity 

and goals" (64, 65). 
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Nutrition and food sciences have been described as facing an identity crisis 

because of their interdisciplinary nature (66). Nutrition is the "sum of the process 

concerned with growth, maintenance, and repair of the living body as a whole or, studied 

in vitro, within cells, organs, entire animals or humans (67)." Nutritional scientists see 

their role as dealing with the fundamental aspects of physiology and chemistry, 

biochemistry, molecular biology and nutritional influences on genetic transcription (20), 

although some define nutrition science as the science of food and its relationship to 

health (67). Nutritional sciences research has also included the health and feeding of 

whole populations and includes issues regarding food supply. 

Nutritional scientists and clinical dietitians acknowledge the need for 

communication on research findings, the philosophy guiding research, societal needs, 

ethics in decision-making, research and reporting findings (68). Communication with 

governmental bodies who create legislation and set health-related priorities for society 

and who make research funding decisions need to know the perspective of nutritional 

scientists. The public and the media also benefit fi-om having interpretation of research 

fi-om clinical dietitians and nutritional scientists (69). 

Relationships: Other Health Professionals 

As health team members, clinical dietitians function in a milieu of shared 

professional knowledge. Other health professionals including nurses, pharmacists, 

physicians, psychologists and others often observe and address nutrition-related 

problems in treating clients. The roles and titles of professionals with special nutrition 

education is debated. 
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Clinical dietetics is historically linked to nursing: both have a common ancestor in 

Florence Nightingale. In the 1800's she modified the "Regular" diet, called it the "Extra" 

diet and noted that sicker soldiers recuperated more quickly with this dietary change ... 

. "(Nightingale) laid an excellent foundation (for dietetics) in her continued emphasis on 

the importance of properly chosen and well prepared food as a fector in treatment of the 

sick" (70). Nursing has been defined as "the diagnosis and treatment of human responses 

to actual or potential health problems (46)." Nurses have nutrition-related nursing 

diagnostic codes and may assess functional status in regard to nutrition and feeding 

(55)(56)(57). 

Pharmacists are mandated by the Omnibus Reconciliation Act of 1990 to counsel 

patients regarding medications, which may include over-the-counter medications as well 

as prescriptions. Parenteral feedings, nutrient-drug interactions, weight reduction aids 

and vitamin-mineral supplements could be included in their counseling responsibilities 

(71, 72). 

The inclusion of nutrition in the education and practice of medicine has been the 

subject of much debate. Nutrition courses in the curriculum of medical schools has been 

legislated, although compliance has been slow (73)(74)(75). The title of Physician 

Nutrition Specialist (PNS) has been defined and a role proposed. The role defines a 

collaborative, supportive and supervisory relationship with clinical dietitians (76). 

"Nutrology" has been suggested as a specialty area for physicians (77). The term "public 

nutrition" has been proposed to conceptually group nutrition-related issues for 

populations as con^iared to clinical nutrition which deals with the individual. It is 



proposed this inclusive term could replace the terms public health and international 

nutrition (78). Others question "whether it is possible or wise to ... advance the 

recognition of nutrition as a medical discipline (74)." The medical International 

Classification of Diseases (ICD9) (79) diagnostic codes include codes to rule out 

nutrient deficiency diseases and for diagnosing malnutrition. 

Clients taking psychoactive drugs have potential two-way interactions between 

nutrients and drugs (80). The Diagnostic and Statistical Manual of Mental Disorders 

fourth edition (DSMIV) includes diagnoses for various forms of eating disorders (81). 

Psychologists may be faced with these issues when treating clients with anorexia 

nervosa, bulimia, compulsive overeating, depression, alcohol and drug abuse as well as 

mental retardation. 

Other health professionals such as social workers and physical therapists may 

include factors concerning ability to eat and the procurement and preparation of food in 

their professional assessments and treatment recommendations. 

Relationship; Health Care Milieu 

Dietary factore are associated with five of the ten leading causes of death and 

contribute substantially to the preventable illness and premature death in the United 

States (82). Nutrition is identified as one of the three root determinants of death and 

disability in the US (83)(75). Demographic changes anticipated in the U. S. population, 

as described in the Pew Commission report (84), will make interventions related to the 

interaction of nutrition and chronic health problems increasingly important. The ongoing 

application of new knowledge in molecular biology and food technology to the clinical 
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area will be required. The psychology of individual and social change will be relevant to 

the fields of nutrition and dietetics. Clinical dietetic research will be one aspect of 

demonstrating eflBcacy of clinical interventions and of promising health-and-diet-related 

hypotheses. 

"Research in the area of clinical nutrition bridges the gap between basic science 

research and clinical dietetic practice. The practice of clinical dietetics ... is based on 

clinical nutrition research (85)." The Research Agenda for Dietetics Conference calls for 

practice research concerning clinical conditions such as cardiovascular disease, diabetes, 

cancer, obesity, eating disorders, renal failure, chronic intestinal disorders, acquired 

immunodeficiency syndrome, chronic neurologic disorders and acute metabolic stress. 

(85). Non-clinical areas of research for advancing the health care of populations 

includes, but is not limited to, areas of nutrition policy, societal issues, environmental 

issues, education and competency of practitioners, and cost-benefit ratio of nutrition 

services and programs. In addition to treating health problems, the dietetic profession is 

also seen as "serving the public through the promotion of optimal nutrition, health and 

well-being" (52). Experimental research and use of placebo controls, which have been 

the 'gold standard' of research, in the future may be complemented with the consecutive 

patient questionnaire database due to ethical and financial issues (86, 87). 

Some say the dominant world view, or paradigm, of health care is changing ... 

"led by the people, not science or medicine" (Rubik, B. Personal Communication. Why 

is Alternative Medicine Alternative? Department of Integrative Medicine, University of 

Arizona School of Medicine, April 4, 1996, 88). Alternative health care modalities often 
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Include nutrition and diet either self-prescribed or practitioner-prescribed. "... although 

the use of vitamin and mineral supplements falls within the biomedical model, use in 

mega-doses or for purposes not endorsed or accepted within biomedicine would be 

classified in the United States as Complementary or Alternative Medicine (89)." Clients 

of climcal dietitians often seek information and/or advice concerning alternative health 

literature and products. 

Summarv and Conclusion 

The following factors revealed in the literature serve as the rationale for this 

work: 

1. Clinical dietetics has not previously defined the structure or uniqueness of the 

body of knowledge used by practitioners. 

2. Clinical dietetic practitioners are trained to apply nutritional sciences in the 

clinical setting as well as to incorporate knowledge from the social sciences. 

3. Practitioners of clinical dietetics share a body of pre-clinical and clinical 

knowledge with other health care providers. The boimdary between clinical nutrition 

care provided by clinical dietitians and by other health care professionals is ambiguous. 

This lack of clarity includes traditional and non-traditional health care. 

4. Recognition of the influence of nutritional factors on health problems in the 

United States is increasing. The mission of the American Dietetic Association includes 

contributing to the improvement of public health. 
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5. Knowledge developed through profession-specific research, guided by 

scientific theory and metatheory, as demonstrated by the nursing profession, will enrich 

the potential of contribution clinical dietetics to public health. 

6. The proposed Metaparadigm of Clinical Dietetics has potential for 

encompassing various types emd forms of knowledge. New types and forms of 

profession-specific knowledge, shared knowledge and transformed knowledge fall within 

the boundaries of the proposed Metaparadigm of Clinical Dietetics. This organization of 

knowledge can guide the practice of clinical dietetics, the education of clinical dietetic 

practitioners and the generation of profession-specific knowledge. 
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RESEARCH METHODS AND INSTRUMENT DEVELOPMENT 

Research Design 

This study uses a descriptive- correlational - exploratory factor analytical design. 

A concept analysis of the concept metaparadigm was conducted by an expert panel of 

clinical practitioners (N=6). Deductive examination of dietetic literature by the expert 

panel and additional literature by the investigator was followed by a written survey of the 

expert panel's perceptions and level of agreement concerning the characteristics of a 

metaparadigm and the fit of literature-based knowledge topics into the seven proposed 

domains (3). Structured qualitative interviews of six additional practitioners were 

conducted. Interviews were transcribed, comments were reduced to themes and 

compared to the knowledge topics derived fi-om the literature and the expert panel's 

work. A pilot of the survey instrument was completed by four additional practitioners. 

These processes were followed by this inductive validation of the proposed 

metaparadigm using a written survey mailed to practitioners to determine perceptions of 

a random sample of practitioners. These processes will be described in detail later in this 

paper. 
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Research Questions 

Research Question 1: 

Do clinical dietitians perceive the domains represented by the proposed 

Metaparadigm of Clinical Dietetics as encompassing the body of knowledge relevant to 

clinical dietetics? 

Research Question 2: 

Which knowledge topics are perceived as unique to clinical dietetics and which 

topics are perceived to be shared with selected other health professionals and/or 

nutritional scientists? 

Research Question 3: 

Do perceptions of relevance differ between sub-groups of clinical dietitians as 

defined by selected demographic characteristics? 

Since this was not an experimental study, hypotheses were not a formal part of 

the design although certain expectations existed regarding what the data might 

demonstrate. It was expected that a pattern of knowledge topics (~50%) would be 

perceived by clinical dietitians to be clustered in groups (factors) which represent 

knowledge topics which are uniquely relevant to the discipline, another pattern of 

knowledge topics (~ 15%) would be perceived to be relevant to and shared with selected 

other health professionals and a third pattern of knowledge topics (~15%) would be 

perceived to be relevant and shared with nutrition sciences. It was expected that ~15% 
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of the knowledge topics would be perceived as relevant to all three groups and a few 

knowledge topics (< 5%) would be perceived as not relevant to any group. 

Perceptions of relevance to clinical dietetics and comparative relevance to other 

health professionals and nutritional science were expected to vary with level of 

education, years of experience and level of professional activity as measured by number 

of publications, but not vary with route of entry, practice environment, age or gender. 

Definitions 

Metaparadigm: The Metaparadigm of Clinical Dietetics refers to the seven 

global, abstract concepts that describe the phenomena of concern to the profession of 

clinical dietetics and are the guiding concepts which encompass the less abstract levels of 

professional knowledge (3). 

Reference Person: Reference Person refers to the theoretical, statistically 

derived individual representative of the reference population, for example the reference 

"infant 0.5-1.0 years old" referred to in the Recommended Dietary Allowances (97). It 

includes the assumption of defined criteria of selection and assumes the user is informed 

regarding the essential details of the derivation. When reference values are used in 

evaluation or interpretation it is acknowledged that health and disease are relative, not 

absolute states. (98, 99, 100) 

Human Condition; For clinical dietitians Human Condition refers to the 

nutritional status of individuals in a state of health or with nutritional problems. The 

scientifically derived reference status is compared with observed departures from 



reference status to assess the human condition of clients. Such assessment gives 

direction to practitioner actions and attitudes relative to clients. 

Practitioner Actions / Attitudes: 

Practitioner: Practitioner refers to the Clinical Dietitian 

Clinical Dietitian: Clinical Dietitian refers to a member of the American Dietetic 

Association who has passed the registration examination and has specified a clinical area 

of interest on membership data forms. 

Actions: Actions refer to behaviors engaged in or purposefully refi-ained fi-om, 

relative to the practice of the profession or to professional development. 

Attitude: Attitude refers to intrapersonally based thoughts and feelings about 

aspects of the clinical dietitian's professional role enactment that are elicited by 

situational cues. They may be explicit, and willfully affect professional behavior, or 

implicit (unstated, unknown, subconscious or unconscious) and involuntarily affect 

behavior, not being under the influence of the will. In this study attitude includes, but is 

not limited to, ability, aptitude, beliefs, decisions, emotions, ethics, ideas, knowledge, 

morals, opinions, preferences, thoughts, values, will and world view. 

Practitioner Environment: Practitioner environment refers to the complex 

social and physical circumstances in which clinical dietetics is practiced. It includes 

relationships with other professionals, the local and national organization, the prevailing 

political and social milieu, the scientific knowledge and the state of technology available 

and profession-specific tools. 



48 

Client Actions / Attitudes: 

Client: Client refers to any individual or group that presents to a clinical 

dietitian for nutritional services. 

Attitudes; Attitudes refers to intrapersonal characteristics and processes of a 

client. Attitudes may be explicit and willfiiUy affect professional behavior or implicit 

(unstated, unknown, subconscious or unconscious) and involuntarily affect behavior, not 

being under the influence of the will. In this study attitude includes, but is not limited to, 

ability, aptitude, beliefe, decisions, desires, emotions, ethics, ideas, knowledge, morals, 

opinions, preferences, thoughts, values, will and world view. 

Client Environment: Client environment refers to the complex social and 

physical circumstances surrounding a client who receives nutritional interventions from a 

clinical dietitian. It includes influences of health status and medications, family and 

associates, food available, work, finances, cultural influences, the marketplace and self 

care skills. 

Nutraceuticals: Nutraceuticals refers to any substance that can be considered to 

be a food or a con^wnent of a food that affects health, including the prevention and 

treatment of disease. Such products range from all natural, processed, 

created/engineered, manufactured foods, designer foods, functional foods, 

phytochemicals, isolated nutrients, supplements, chemopreventive agents and 

pharmafoods (51,52). 

Other Health Care Professional: Other Health Professional refers to any other 

health profession/professional about which respondent has knowledge or experience. 
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Nutritional Scientist: Nutritional scientist refers to academic scientists who 

elucidate problems and solutions related to nutritional status, nutritional requirements, 

nutrient metabolism and/or biochemistry, molecular and genetic biology related to 

nutrition (101). 

Relevance: Relevance refers to any phenomenon of concern that pertains to, is 

influential, important or applicable to either the practice of clinical dietetics, other heahh 

professionals or to nutritional science or is an integral part of the body of knowledge of 

each, respectively. 

Definitions of additional terms may be found in the Glossary. 

Instrument Development and Testing 

The survey instrument was constructed using the first four steps in classical test 

theory: the concept was defined, a self-report scale designed, items were reviewed, and 

a preliminary tryout of items conducted. This survey could be considered a field test 

according to classical test theory (90). 

An expert panel of clinical practitioners educated in theory-building (N=6) (90, p. 

344) was convened at regular intervals for three months. Characteristics of a 

metaparadigm, Kight's previously published dietetic research typology (29) and all 

clinical articles from the Journal of the American Dietetic Association from 1978-1993 

were reviewed and discussed. Topics were sorted and clustered to assess the fit of 

topics into Kight's five-domain typology and two additional domains (Reference Person 

and Nutraceuticals) were added. The investigator reduced the literature into knowledge 

topics and clustered the knowledge topics into the proposed domains. A written 
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questionnaire was completed by members of the expert panel regarding characteristics of 

a metaparadigm, determining level of agreement and perceived fit of literature-based 

knowledge topics into the seven proposed domains. Results were published by Leyse 

and Kight (3). 

Structured, open-ended qualitative interviews of six additional practitioners were 

conducted to ascertain practitioner's perceptions of the phenomena of concern to the 

discipline, shared and unique concerns, and meanings of terminology under consideration 

(see Appendbc C). Practitioners were clinical dietitians practicing in Tucson, firom a 

variety of practice environments, (psychiatric in-patient, university medical center and 

HMO) with one to fifteen years in practice and educational levels firom B. S. degree to 

doctoral student. Interviews were held in the practitioner's work environment and lasted 

approximately forty to sixty minutes. Interviews were taped and transcribed, transcripts 

were reduced to themes, then knowledge topics, and compared to the knowledge topics 

derived firom the literature and the expert panel's work. The knowledge topics were 

theoretically placed into the domains of the proposed metaparadigm to detemiine 

applicability. The selection of a relevance scale was influenced by these interviews based 

on interviewee's perceptions of the term relevance compared to their perceptions of the 

term fimdamental. 

Additional literature was reviewed by the investigator: knowledge topics were 

reduced to ninety-four for the final survey. Forty-seven of the ninety-four knowledge 

topics were those considered by the expert panel. Other topics were derived fi"om 

abstraction of concrete topics into more general topics, separation of complex concepts 
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into elemental concepts to prevent confounding, were topics the expert panel did not 

discuss suflBciently to give a clear level of agreement or were added based on qualitative 

interviews or review of the literature. 

Relevance Scores of Knowledge Topics 

Perceptions of relevance and comparative relevance for ninety-four dependent 

variables were measured on a four-point Likert-like scale (90). A forced choice four-

point scale was selected to eliminate a neutral response from respondents. Perceived 

relevance to clinical dietitians was indicated on the scale shown in Table 1. 

Table 1. Scales for Measuring Relevance of BCnowledge Topics to Clinical Dietetics and 
Comparative Relevance of Knowledge Topics to Other Health Professionals and 
Nutritional Scientists. 

Relevance Scale Numerical Score 

Irrelevant (TR) 
Somewhat Irrelevant (SIR) 
Somewhat Relevant (SR) 
Relevant (R) 

translated to score = 0 
translated to score = 1 
translated to score = 2 
translated to score = 3 

Comparative Relevance Scale 

Not Relevant (NR) 
Less Relevant than to Clinical Dietetics (LR) 
Equally Relevant to Clinical Dietetics (ER) 
More Relevant than to Clinical Dietetics (MR) 

translated to score = 0 
translated to score = 1 
translated to score = 2 
translated to score = 3 

Domains were assigned letters to prevent any suggestion of order of importance to the 

seven concepts. Domain A = Reference Person, Domain B = Human Condition, Domain 
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C = Practitioner Actions / Attitudes, Domain D = Practitioner Environment, Domain E = 

Client Actions / Attitudes, Domain F = Client Environment, and Domain G = 

Nutraceuticals. Knowledge topics were assigned a numbering system to facilitate recall 

of the domain into which they were assigned and the professional group associated with 

any given score for ease of data management and interpretation. For example item 

G2aOHP is an item from the Domain of Nutraceuticals, section 2, item a, on the scale 

for Other Health Professionals. Following review by doctoral committee faculty the 

inquiry regarding "Other Health Professionals" considered was revised. Respondents 

were asked to specify any health professionals they considered rather than just the four 

initially specified in the survey (Nurses, Pharmacists, Physicians, Psychologists). 

A late version of the survey instrument was pilot-tested by administering it to 

four clinical practitioners who were unfamiliar with any previous development. These 

practitioners were members of the Southern Arizona District Dietetic Association with 

varied levels of education and practice environments. The pilot test was conducted as a 

group activity in the conference room at the investigator's practice environment. The 

members of the group were provided only with the written instructions that would be 

mailed to sample respondents. The pilot was timed to determine what burden would be 

placed on those in the sample population. It took slightly less then one hour for these 

four practitioners to complete the survey. Therefore it was decided that the length of the 

survey was not an undue burden. During the discussion following the administration of 

the survey it was determined that there was no misunderstanding of terminology and the 
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survey was seen as requiring some thought, but not as an impossible task. Placement of 

instructions regarding "other health professionals" was changed at their suggestion. 

The survey instrument was designed and printed in the University of Arizona 

Testing OfiBce with the assistance of Rick Haan, Computer Scientist to allow 

computerized data entry by scanning of completed surveys using an OPSCAN 5 

automated scanner (see Appendix D). The error rate of recording data for analysis is 

less than 0.5% with a potential of scanning 1000 pages per hour. The SAS software 

program and The University of Arizona mainframe computer were utilized for data 

analysis. 

Human Subjects Review 

A description of this study and a copy of the survey instrument was reviewed and 

approved by the Human Subjects Committee of The University of Arizona (see appendix 

E). Participants in the interviews, pilot and written survey were treated anonymously. 

Names of the expert panel members were published in the report of their work and in the 

acknowledgments in this dissertation. 

Data Collection Procedures 

Sample and Sampling 

Clinical Dietitian was operationally defined as a member of the American 

Dietetics Association who has passed the registration examination and has specified a 

clinical area of interest ( a Dietetic Practice Group) on membership data forms. A 

sample of five hundred practitioners was selected based on a goal of responses equal to 

2.5 times the number of dependent variables (2.5 X 94 = 235) for an optimum factor 
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analysis and on previous response rates to surveys of clinical dietitians of >55% (102, 

103). With this response rate a final sample of275 was anticipated. A random sample 

of five hundred members of thirteen selected Dietetic Practice Groups (DPG) was 

purchased from the American Dietetic Association in the form of four duplicate sets of 

mailing labels. The Dietetic Practice Groups were selected to encompass a variety of 

clinical specialty groups in addition to the general clinical practice group. The selection 

process potentially included practitioners from all states in the United States and any 

foreign members of the dietetic practice groups. There were no duplicate names in the 

sample obtained, even though some clinical dietitians belong to more than one dietetic 

practice group. 

The sample drawn included three members from Canada, one from England and 

one from Puerto Rico. These five members were excluded from the mailings resulting in 

a final sample number of495. In May, 1996 there were 29,440 members in the Dietetic 

Practice Groups selected. The sample of 500 represents 1.7 % of this population. 
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Table 2. Selected American Dietetic Association Dietetic Practice Groups Represented 
in Study Sample and Percent of Members From Which They were Drawn 

Dietetic Practice Group May 1996 membership 

Dietetic Practice Group (DPG) No. of members % of T 
DPG 

Members 
DPG 10 - Public Health Nutrition (PHN) 1300 4 
DPG 11 - Gerontological Nutritionists ( GN) 2510 9 
DPG 12 - Dietetics in Developmental and Psychiatric 

Disorders (DDPD) 1170 4 
DPG 20 - Oncology Nutrition (ON) 930 3 
DPG 21 - Renal Dietitians (RPG) 1840 6 
DPG 22 - Pediatric Nutrition (PNPG) 2020 7 
DPG 23 - Diabetes Care and Education (DC) 3570 12 
DPG 24 - Dietitians in Nutrition Support (NS) 3530 12 
DPG 25 - Dietetics in Physical Medicine and 

Rehabilitation (DPMR) 460 2 
DPG 27 - Dietitians in General Clinical Practice (DGCP) 1950 7 
DPG 28 - Perinatal Nutrition (PN) 590 2 
DPG 31 - Consultant Dietitians in Health 

Care FaciUties (CDHCF) 5400 18 
DPG 33 - Sports, Cardiovascvilar and Wellness 

Nutritionists (SCAN) 4170 14 

Total membership in these practice groups 29,440 100 

A record system was begun for tracking the date of each mailing and each reply 

received for each member of the sample (see Appendix F). A letter was mailed to each 

practitioner selected in the random sample except those outside the U.S. The letter gave 

a brief rationale for the study, defined a metaparadigm and requested a commitment of 

one hour for completing the survey. A pre-printed postage-paid postcard coded with 

respondent's identification number was enclosed with the letter. Members of the sample 
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were asked to return the postcard if they were willing to complete the survey. Each 

respondent was mailed an overview of the survey, a copy of the survey, a page of term 

definitions, instructions for completing the survey and a postage-paid, pre-addressed 

envelope for returning the completed survey. If the survey was not returned by eight 

weeks, a different colored reminder card was sent requesting they complete and return 

the survey. Ten weeks after the first letter was mailed, a second postcard was mailed 

asking those who had initially not committed to completing a survey to reconsider and 

return the second postage-paid postcard (104, 105) (see Appendix G ). 

The initial letter was mailed in early November, 1996. Surveys were mailed out 

December 26, 1996 to avoid the Christmas holidays. The second request for 

commitment was mailed near the end of January, 1997. The reminder card for returning 

completed surveys was mailed March S"', 1997. The last survey was received on June 

12,1997 and was included in the data analysis. 

Several telephone, e-mail or letter inquiries were received during the process, 

asking about the survey or wondering if they were too late to be included. Seven 

members of the original sample wrote notes on the reply card indicatii^ why they did not 

make a commitment to completing the survey. Four were from dietitians who had been 

in retirement for several years and three weren't in clinical positions but had joined the 

practice group just to keep current on professional happenings via the Dietetic Practice 

Group newsletter. 
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Data Management 

Data was scanned into the con^uter using The OPSCAN 5 scanner at The 

University of Ari2X)na Testing Center. The SAS software program and The University of 

Arizona mainframe conqjuter were utilized in analysis. Analysis and computer generated 

printouts were obtained through Center for Computing and Information Technology 

(CCFT) at The University of Arizona. Duplicate copies of raw data, program commands 

and analysis results are stored on floppy disks and are in the possession of the 

investigator. Original survey instruments and paper copies of data analyses are also on 

file with the principal investigator. 

Siimmarv 

This chapter described the research design and research questions, provided 

definitions to terminology, described the development of the instrument, sampling 

procedures and data collection. A table summarizing investigative and psychometric 

methods used in this study follows. The psychometric methods will be discussed more 

fiilly in the following ch^ter. 
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Table 3. Summary of Psychometric Methods Used in this Study 

Sorting and Clustering Reducing literature to knowledge topics 
Reducing interviews to knowledge topics 
Clustering knowledge topics into domains 

Content Validity Index 

Qualitative Interviews 

Expert Panel questionnaire 

Discovery from practitioners; practice-based 
compared to literature-based concerns 
Reducing transcribed data to themes, categories 

Pilot Testing of Instrument Test with practitioners unfamiliar with concepts 
Test burden on respondents (time) 

Descriptive statistics 
Frequencies, Means, 
Standard deviations, 
Scatter Plots, Mode 

Derived Statistics 
DijBferences in Means 
Cronbach Alpha reliability 
evaluation 

Correlations 

Scores of Relevance, Comparative Relevance 
Demographic characteristics 

Bar graphs of States of Residency 
Relevance Scores of Clinical Dietitians 

vs Con^jarative Relevance scores of Other 
Health Professionals and Nutritional Scientists 

Characterization of typical respondent 

Unique and Shared knowledge topics 

Scores of Relevance and Comparative Relevance 
of knowledge topics for each Domain 

Correlation of Demographic characteristics to 
Domain Mean Relevance scores 

Analvsis of Variance Prediction of relevance scores from demographic 
groups 

Factor Analvsis Based on correlations of relevance scores of 
knowledge topics 
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DATA ANALYSIS AND RESULTS 

Response Rate 

A random sample of five hundred dietitians was selected fi"om selected Dietetic 

Practice Groups in the American Dietetic Association. Five dietitians lived outside the 

U. S. and were omitted fi-om the mailings. Therefore, the initial letter asking for a 

commitment of time and response to the survey was mailed to 495 clinical dietitians. 

Completed surveys were obtained fi-om one hundred thirty-six respondents for a 

response rate of twenty-seven percent (136 / 495 = 0.27). 

Missing Data 

Missing relevance/comparative relevance scores were replaced with the mean 

score of that variable to prevent list-wise and pair-wise deletion during analysis. 

Frequencies and other descriptions were calculated omitting respondents with missing 

data. The extent of missing data on calculations are indicated in individual item results. 

Missing data fell within a range of 0-6%. 

One item. Nutritional Counseling in the Clinical Dietetic section of the survey, 

had almost no variance. One hundred thirty-five respondents scored it as three on the 

relevance scale. One respondent scored it as two. This respondent omitted a response 

to one item (Transformational Leadership). Calculations involving these two items were 

affected by this absence of variance for the item Nutritional Counseling. There was no 

correlation involving Transformational Leadership and Nutritional Counseling for this 
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respondent. Nutritional Counseling did not load on any factor in the factor analysis for 

Clinical Dietetics (see Appendix M). 

Description of the Sample 

Typical Respondent 

Based on frequencies and modes, the typical respondent was female, lived in 

Ohio, New York, Florida, California or Virginia and belonged to one of the following 

four Dietetic Practice Groups: General Clinical Practice, Consultant in Health Care 

Facility, Gerontological Nutritionists or Public Health Nutrition. She was either 30-39 

years old or 50-59 years old (bi-modal) and had been in practice 11-20 years. Her 

practice environment was a hospital, and she was nearly as likely to have a Master's 

degree as a Bachelor's degree (bi-modal). Her route of entry into the profession was 

through an internship and she was not likely to have been involved in research or to have 

authored publications. 

Identifying Characteristics of Respondents 

Comparison of identifying characteristics between the initial sample and the 

respondents was one indication of possible bias in the survey responses. Potential bias 

could have occurred from receiving response from members of only a few Dietetic 

Practice Groups or from practitioners from only one area of the United States. 



Dietetic Practice Groups 

Sixty-one percent of respondents represented four Dietetic Practice Groups 

(Genereil Clinical Practice, Consultant in Health Care Facility, Gerontological 

Nutritionists or Public Health Nutrition). All thirteen selected Dietetic Practice Groups 

were represented by at least one respondent. "Total DPG Membership" proportions in 

the random sample were non-determinable. Clinical dietitians do not always become a 

member of the General Clinical Practice DPG, but rather, join the specialty group that 

corresponds to their work environment or interests. Some join several practice groups 

to keep current in several areas of dietetics. There was no duplication of names in the 

random sample. Ninety-four percent of respondents indicated their DPG, a missing data 

rate of six percent. 
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Table 4. Comparison of Percent Survey Respondents and Percent of ADA 
Membership in Selected Dietetic Practice Groups 

Frequency % % Total ADA 
of DPG 

Respondents Membership* 

26 from Dietitians in General Clinical Practice DPG 20 7 
19 from Consultant Dietitians in Health Care Facilities DPG 15 18 
19 from Gerontological Nutritionists DPG 15 9 
14 from Public Health Nutrition DPG 11 4 
11 from Diabetes Care and Education DPG 7 12 
8 from Pediatric Nutrition DPG 6 7 
8 from Sports, Cardiovascular &Wellness DPG 6 14 
6 from Renal Dietitians DPG 5 6 
6 from Dietitians in Nutrition Support DPG 5 12 
4 from Dietetics in Developmental and Psychiatric Disorders 3 5 
3 from Oncology Nutrition DPG 2 9 
2 from Dietetics in Physical Medicine &Rehabilitation DPG 2 2 
1 from Perinatal DPG 1 2 

Total 127 100 100 
Missing Data 7 5.8 
* see Table 2. 

State of Residence 

Frequencies of practitioners from each of the fifty states in the original random 

sample and sample of respondents who completed a survey are compared below. See 

also the bar graph generated for visual comparison (see Appendix H). 

In the initial sample one state was not represented. In the respondent sample 

fourteen states were not represented. States with the most respondents were New York, 

Ohio, Florida, California, Texas, Virginia, Massachusetts and Minnesota. These eight 

states accounted for 67 responses (49%). Northwest states (Washington, Oregon, 
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Idaho, Wyoming, and Montana) and southwest states (New Mexico, Arizona, Utah, 

Nevada, Colorado, Oklahoma) were minimally represented in the survey. There were 

three respondents from the northwest states and four from the southwest states. 

Together these two areas accounted for 5% of the responses. 

Table 5. Comparison of Frequency Distribution of States of Residency of Practitioners 
from Initial Sample and Practitioners Who Completed a Survey. 

No. in No. of 
State of Residence Code Orieinal Sample Respondents 
Alabama AL 01 6 2 
Alaska AK 02 3 2 
Arizona AZ 03 3 0 
Arkansas AR 04 4 I 
California CA 05 56 8 
Colorado CO 06 7 3 
Connecticut CT 07 10 1 
Delaware DE 08 3 0 
District of Columbia DC 09 1 0 
Florida FL 10 24 9 
Georgia GA 11 11 2 
Hawaii HI 12 3 0 
Idaho ID 13 3 1 
Illinois IL 14 28 4 
Indiana IN 15 13 5 • 
Iowa lA 16 9 2 
Kansas KS 17 5 3 
Kentucky KY 18 4 0 
Louisiana LA 19 4 1 
Maine ME 20 3 0 
Maryland MD 21 12 3 
Massachusetts MA 22 11 7 
Michigan MI 23 20 03 
Minnesota MN 24 16 6 
Mississippi MS 25 8 3 
Missouri MO 26 14 5 
Montana MT 27 0 0 
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Table 5 continued 

No. in No. of 
State of Residence Code Original Sample Respondents 
Nebraska NE 28 1 0 
Nevada NV 29 4 0 
New Hampshire NH 30 1 1 
New Jersey NJ 31 9 3 
New Mexico NM 32 1 0 
New York NY 33 27 10 
North Carolina NC 34 7 4 
North Dakota ND 35 3 1 
Ohio OH 36 35 10 
Oklahoma OK 37 6 1 
Oregon OR 38 5 0 
Pennsylvania PA 39 23 5 
Rhode Island RI 40 3 1 
South Carolina SC 41 10 5 
South Dakota SD 42 1 1 
Tennessee TN 43 5 1 
Texas TX 44 30 9 
Utah UT 45 1 0 
Vermont VT 46 1 0 
Virginia VA 47 18 8 
Washington WA 48 13 1 
West Virginia WV 49 2 1 
Wisconsin WI 50 11 3 
Wyoming WY 51 1 0 
Missing data 1 

N = 495 136 

Demographic Characteristics of Sample 

Number of Years in Practice 

Eighty-one percent of respondents had been in practice more than ten years, the 

length of time it takes to become an expert in a field of endeavor. (91) Nearly half of the 

respondents had been in practice more than twenty years. There were no respondents 

who had entered the practice of clinical dietetics less than five years ago. 
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Table 6. Number of Years Respondents have been in Practice 
in Clinical Dietetics 

Years Frequency Percent 
0-5 
1-5 
6-10 
11-20 
>20 

0 
6 

20 
43 
65 

0.0 
4.5 

14.9 
32.1 
48.5 

Total 134 
2 

100.0 
1.4 Missing data: 

Environment in which the respondents practiced dietetics 

In addition to the four categories provided, opportunity was provided in the 

survey for respondents to write in additional practice environments. Added written 

responses under "Other" on the survey were collapsed into two additional categories, the 

remaining responses making up the "other" category of environment. The added 

practice environments were Long Term Care and Out-Patient practice environments. 

The "other" practice environments included clinical research, health care consultant, 

public health, or a university, with three or four respondents in each category. Ninety 

percent of practitioners were employed in seven selected environments. Ten percent 

were in "other" environments. Fifty-seven percent of respondents were working in a 

hospiteil or long terra care facility. Thirty-three percent were working with clients in the 

environments of out-patient clinics, WIC clinics, private practice or Health Maintenance 

Organizations. 
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Table 7. Practice Environments of Survey Respondents 

Environment Frequencv Percent 
Hospital 60 45.5 
HMO 3 2.3 
Private Practice 19 14.4 
WIC(Women, Infants and Children) 6 4.5 
Long Term Care 15 11.4 
Out-Patient 15 11.4 
Other 14 10.6 
Total 132 100.1 
Missing data: 4 2.9 

Level of Education as Measured by Highest Degree Obtained 

Forty nine and a half percent of respondents had obtained undergraduate degrees, 

forty-five percent had masters degrees, five and a half percent had a doctorate degree. 

One hundred nine respondents (78%) had obtained degrees in science: B.S., M.S., D.Sc. 

Table 8. Highest Educational Degree Obtained by Respondents 

Highest Decree Frequencv Percent 
Bachelor of Arts 5 3.9 
Bachelor of Science 59 45.7 
Master of Arts 7 5.4 
Masters of Science 48 37.2 
Master of Public Health 3 2.3 
Doctor of Philosophy 5 3.9 
Doctor of Science 2 1.6 
Total 129 100.0 
Missing data 7 5.1 
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Route of Entry into Dietetics 

Sixty-nine percent of respondents entered the profession via an internship. 

Fourteen percent entered the profession by the experience route. Fifteen percent entered 

the profession via the Coordinated Undergraduate Program (CUP) route. The 

experience routes were discontinued as an option for entering the profession in 1987 

(Personal communication, Credentialing Division, American Dietetic Association). 

Therefore respondents taking this route entered the profession at least nine years ago. 

Two respondents entered through the Approved Pre-Professional Practice Program 

(AP4) route of entry. 

Table 9. Respondent's Route of Entry into the Profession. 

Route of Entrv Frequency Percent 
Internship 90 69.2 
CUP(Coordinated Undergraduate Program) 20 15.4 
Experience 18 13.8 
AP4 (Approved Pre-Professional 

Practice Program") 2 1.5 
Total 130 99.9 
Missing data 6 4.4 

Level of Professional Activity 

Professional activity level was measured by four demographic items: 

history of publications, number of publications, involvement in clinical dietetic 

research and whether this research involvement was in the past or present (106). 

Twenty-sbc percent of respondents had published between one and six publications. 

Seven percent had published seven or more publications. Forty-sbc percent of 



respondents had been involved in research; one third were presently involved in research. 

Some respondents were involved in past and continue research involvement. 

Table 10. Level of Professional Activity as Measured by 
Authorship of Publications. 

Publications Frequencv Percent 
No 90 66.7 
Yes 45 33.3 
Total 135 100.0 
Missing Data 1 .7 

Table 11. Respondents' Number of Publications. 

No. Publications Frequency Percent 
1-2 22 16.3 
3-6 13 9.6 
7-10 3 2.2 

>10 7 5.2 
Total 45 33.3 

Table 12. Respondent's Involvement in Research. 

Involvement in Research Frequency Percent 
No 73 54.1 
Yes 62 45.9 
Total 135 100.0 
Missing data 1 0.7 

Past research 25 18.4 
Present research 46 33.8 
Total 71 52.2 
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Age of Respondents 

Sixty percent of respondents were fifty years old or greater. One respondent 

was less than thirty years old. Seventy-eight percent were between the ages of thirty and 

sixty. 

Table 13. Age of respondents 

Aee Frequency Percent 

20-29 1 0.7 
30-39 45 33.6 
40-49 10 7.5 
50-59 49 36.6 
60-69 22 16.4 
70-79 6 4.5 

>79 1 0.7 
Total 134 
Missing data 2 1.4 

Gender of Respondents 

Ninety-seven percent (N=131) of the respondents were female, three percent 

(N=4) were male. One person did not indicate gender. Gender-neutral names in the 

original sample prevented determining the proportion of females to males in the random 

sample obtained. 

Respondents Requesting Results of the Survey 

One hundred-eight (82%) respondents requested information regarding the 

results on the survey. Twenty-three (17.6%) respondents indicated they did not wish to 

be sent results of the survey. Five respondents did not indicate their preference. 



70 

Research Questions 

The following section addresses the research questions in order of presentation. 

The details of analysis and results are included in context of the research question. 

Research Question I 

Do clinical dietitians perceive the domains represented by the proposed 

Metaparadigm of Clinical Dietetics as encompassing the body of knowledge relevant to 

clinical dietetics? 

Reliability of Survey Instrument 

Reliability (degree of internal consistency) of a measuring instrument (the 

written survey) is a prerequisite for assessing the validity of construct measurement. 

Measuring relevancy of knowledge topics is an indirect measure for the construct 

Metaparadigm. Testing reliability in measuring relevance or comparative relevance of 

knowledge topics is considered a measure of random error in the measxirement 

technique. The magnitude of the reliability coeflBcient is directly related to the variance 

of the obtained scores. A Cronbach's alpha coeflScient of 1.0 would represent perfect 

reliability. A level of a = 0.70 was defined as acceptable for this new instrument (94, 

50). The highest s.d. (standard deviation) for the 282 measures (3 professional groups X 

94 knowledge topics) was 1.14. Four items had a mean s.d. of >1.0. AH four were in 

the Comparative Relevance to Nutritional Scientists scores. The lowest s.d. was 0.086. 

Five items had a s.d. of, < 0.20. All five were in the Relevance to Clinical dietetics 

scores. In general standard deviation decreased as relevance and/or comparative 
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relevance increased. Assumptions of homoscedasticity were therefore not warranted. 

Separate reliability scores were assessed for each professional group. Cronbach's alpha 

was calculated for each domain separately since each dom£iin and the knowledge topics 

characterizing the domain were theoretically defined as a different aspect of the content 

of the body of knowledge. The Cronbach alpha for sub-scales of the domain of Human 

Condition were calculated separately and as a domain total. The sub-topics in the 

domain of Human Condition could possibly be thought of as theoretically different topics 

(pre-clinical sciences [B-1], knowledge concerning departure fi-om normal human 

functioning [B-2] and nutritional status [B-3].) The Cronbach coeflBcient alpha 

calculated for the domain as a whole was 0.74 for Clinical Dietetics, 0.81 for Other 

Health Professionals and 0.83 for Nutritional Scientists. Lower Cronbach alpha scores 

for subscales could be related to the small mraiber of items in each subscale. Sections B-

2 and B-3 for Clinical Dietetics had Cronbach alpha scores of 0.419 and 0.584. Sections 

B-2 for Nutritional Scientists had a Cronbach alpha score of 0.680 and B-3 for Other 

Health Professionals had a Cronbach alpha score of 0.616. 
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Table 14. Cronbach Alpha Scores for Assessing Reliability of Survey Instrument, 
Calculated by Individual Domains 
Domain Professional group Cronbuch alpha 

Standardized variables 
A. Reference Person Clinical Dietetics 0.809 

Other Health Professionals 0.859 
Nutritional Scientists 0.886 

B. Human Condition Clinical Dietetics 0.743 
Other Health Professionals 0.807 
Nutritional Scientists 0.831 

C. Practitioner Actions / Attitudes Clinical Dietetics 0.855 
Other Health Professionals 0.869 
Nutritional Scientists 0.938 

D. Practitioner Environment Clinical Dietetics 0.853 
Other Health Professionals 0.869 
Nutritional Scientists 0.904 

E. Client Actions/Attitudes Clinical Dietetics 0.759 
Other Health Professionals 0.690 • 
Nutritional Scientists 0.899 

F. Client Environment Clinical Dietetics 0.692 * 
Other Health Professionals 0.773 
Nutritional Scientists 0.880 

G. Nutraceuticals Clinical Dietetics 0.847 
Other Health Professionals 0.845 
Nutritional Scientists 0.897 

* These items do not meet the criteria of a Cronbach alpha value of a - 0.70. 



73 

Two professional group scales were just under the critical value of a = 0.70. 

One in the domain Client Environment for Clinical Dietetics, had a value of a = 0.692. 

The other in the domain of Client Actions/Attitudes for Other Health Professionals , had 

a value of a = 0.690. With rounding, they both met the criteria of 0.70 and were 

accepted. 

Relevance of Knowledge Topics 

Ordinal data of perceived relevance was transformed to a numerical score 

and data was treated as interval data. Using the relevance scale of 0-3, knowledge topics 

with mean scores of 2.5-3.0 were judged to be perceived as Relevant to Clinical 

Dietetics by respondents. Knowledge topics with mean scores of 1.5 - 2.49 were judged 

to be Somewhat Relevant to Clinical Dietetics. Knowledge topics with mean scores of 

0.5 to 1.49 were judged to be Somewhat Irrelevant to Clinical Dietetics. Knowledge 

topics with a mean score of 0 - 0.49 were judged to be Irrelevant to Clinical Dietetics 

(see Appendbc I). Ninety-nine percent of the knowledge topics were either Relevant or 

Somewhat Relevant to Clinical Dietetics, which yields a negatively skewed, leptokurtic 

distribution. 

Relevance Scale 

0 0.5 l.O 1.5 2.0 2.5 3.0 '4 * •* *• <4 *• •* • 

Irrelevant Somewhat Irrelevant Somewhat Relevant Relevant 
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Table 15. Knowledge Topics Perceived as Relevant to Clinical Dietetics in Descending 
Order of Mean Relevance Score 

Relevant knowledge topics with means between 2.90 - 2.99: N = 32 (34% of total) 
Nutritional counseling 
Nutritional recommendations * 
Assessment of diet (eating habits, food preferences) * 
Nutritional education * 
Nutritional goal-setting * 
Clinical dietetic continuing education * 
Client having a care-giver who is responsible and knowledgeable re: nutrition needs 
Assessment of environmental influences on clients (cultural influences, food 

availability, preparation facilities, social support) * 
Dietitian - Client relationship * 
Food choices made by clients 
Route of food delivery (enteral/parenteral) 
Acceptable laboratory test ranges 
Nutrient fimctions 
Nutrition education materials * 
Assessment of individual's health status (medical dx, Rx, health/dental problems, 

mobility, vision, biochemical) 
Signs/symptoms/potential for disease development related to nutritional status * 
Client food sources * 
Documentation of clinical dietetic activities * 
Measurement of dietetic outcomes 
Assessment of nutritional status (dietetic-specific physical examination, 

anthropometric) * 
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Table 15 continued 

Relevant knowledge topics with means between 2.90 - 2.99, continued 

Level of client knowledge for nutritional self-care 
Adequacy of finances of client for food • 
Ability of client for nutritional self-care 
Interaction of lifestyle status, health status with nutritional status 
Food preferences 
Individual's food allergies/sensitivities 
Use of dietetic treatment protocols 
Nutrient disposition (absorption, utilization, excretion) 
Registered status with ADA * 
Recommended Dietary Allowances * 
Misleading nutritional claims 
Evaluation (of clients) for nutritionally treatable etiologies * 

Relevant knowledge topics with means between 2.80 - 2.89: N =13 (14% of total) 

Assessment of individual's mental status (readiness to change, educational level, 
cognitive flinctioning) * 

Potential or presence of nutrient/food/drug interactions 
Knowledge of pre-clinical sciences: physiology 
Client lifestyle choices made * 
Influence of emotional status on food intake * 
Tools for physical nutritional assessment of individuals * 
Social milieu for eating * 
Practitioner's personal professional philosophy 
Nutritional reference values 
Reimbursement for dietetic interventions 
ADA code of ethics * ' 
Effects of nutraceuticals 
Determination of client transportation to acquire food * 

Relevant knowledge topics with means of 2.70 - 2.79: N=15 (15% of total) 

Knowledge of anthropometric measurement * 
JCnowledge re: normal human aging * 
Tools for assessment of nutrition-related behaviors of individuals * 
Prognostic Nutrition Indices * 
Food-borne environmental toxins 
Composition of nutraceuticals 



Table 15 continued 

Professional network, relationships 
Knowledge of biochemistry 
Functions of nutraceuticals 
Normal growth patterns * 
Management of clinical dietetic services * 

Relevant knowledge topics with means of 2.70 - 2.79: N=15 (15% of total) 
continued 

JCAHO nutrition standards * (107) 
Knowledge of integrated metabolism 
Computer programs re: nutrition and/or diet * 
Diagnostic thought processes 

Relevant knowledge topics with means of 2.60 - 2.69: N=8 (9%) 

Public policy / law * 
Changes in tissue appearance related to nutritional deficiency * 
BCnowledge of biology 
Interdependent colleague relationships 
State licensure • 
BCnowledge of psychology 
Use of nutritional codes * 
Intellectual multi-skilling (in-depth, science-based clinical practice, critical/global 

thinking, conceptualizing) 

Relevant knowledge topics with means of 2.50-2.59: N==9 (9% of total) 

Tools for attitude assessment of individvials * 
Menu writing * 
Expression of findings using nutritional diagnostic codes, classification systems * 
ADA philosophy * 
Electronic communication capability * 
ADA mission statement * 
ADA values statement * 
Collaborative research 
Funding for clinical dietetic research 
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Table 15 continued 

Somewhat Relevant Knowledge topics with means of 1.50 - 2.49: N=16 (16% of 
total) 

Transformational leadership 
Links with business / industry 
Normal appearance of tissues likely to develop nutrient-based lesions 
Client world view re: health and nutrition 
Normal reproduction stages * 
Nutritional factors in hormone regulation and gene expression 
Knowledge of epidemiology 
Board certified specialists - ADA * 
Processing of nutraceuticals 
Role of principal investigator in research 
Theory-building in clinical dietetics * 
Nutritional science laboratory methods * 
Clinical Nutrition Specialist credential- American Board of Nutrition, AIN/ASNS 
Statistical methods * 
Fellow Status - ADA 
Knowledge of anthropology 

Somewhat Irrelevant Knowledge topics with mean of 0.50 - 1.49: N=1 (<1% of 
total) 

Technical multi-skilling (draw blood, take B/P) 

No knowledge topics had a mean relevance to clinical dietetics score of less than 0.5 

• = themes the expert panel agreed or strongly agreed were clearly and convincingly 
representative of domains in which they were placed (N=47). (I) 

Missing data for knowledge topics ranged fi^om 0-7 responses, a rate of < 5 %. 
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Table 16. Summary of Knowledge Topic Relevance 
to Clinical Dietetics 

Relevance Score Frequency Percent 

Relevant 
Somewhat Relevant 
Somewhat Irrelevant 
Irrelevant 

77 
16 
1 
0 

82 
17 

1 
0 

Total 94 100 

Perceptions of the Proposed Metaparadigm and the Body of Knowledge 

Ninety-five percent of respondents (N = 123) perceived the proposed 

Metaparadigm of Clinical Dietetics as encompassing the body of knowledge utilized in 

clinical dietetics. Five (4.7) percent (N = 6) did not perceive the proposed Metaparadigm 

of Clinical Dietetics as encompassing the body of knowledge. Topics mentioned as 

missing by respondents included some the investigator felt were covered in the survey 

but possibly overlooked, forgotten after completing the whole survey or perceived 

differently by the respondents than by the investigator. Topics listed by respondents 

were basic science, biology, budgets, business mentality, continuing competence, food, 

food composition and preparation, human and social psychology, pediatrics and public 

relations. Sociology and quality assurance was mentioned by one respondent and were 

not mentioned in the survey. Another respondent mentioned marketing the professional 

and skill in convincing other health professionals of our expertise. One respondent, 

perhaps misunderstanding the term Domain, felt "calling 'Client' a domain was offensive 

and wrong", commenting "they should be perceived as partners or possibly as directors 
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of their own nutritional care". Seven respondents did not answer this question, a level of 

five percent missing data. 

Placement of Respondent's Work Within Domains of Metaparadigm 

Respondents were asked to indicate in which domains of the proposed 

metaparadigm they placed their own work. Possible responses were fi"om zero to seven 

domains. Six domains were selected as areas in which over fifty percent of responding 

practitioners placed their own work. The domain of Nutraceuticals was selected by 

forty-two percent of respondents. Sbcty-five percent of respondents placed their work in 

four or more domains of the metaparadigm. A summary' of responses is found in Tables 

17 and 18. 

Table 17. Application of Metaparadigm by Practitioners- I 

Domain Frequencv selecting % selecting 
Practitioner Actions / Attitudes 106 78 
Client Action / Attitude 106 78 
Client Environment 90 66 
Human Condition 89 65 
Reference Person 81 60 
Practitioner Environment 79 58 
Nutraceuticals 57 42 
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Table 18. Application of Metaparadigm by Practitioners- II 

No of Domains 
in Which Respondents 
Placed Their Work Frequency Percent 

0 
1 
2 
3 
4 
5 
6 
7 

5 
16 
15 
12 
9 

26 
31 
22 

3 
12 
II 
9 
7 

19 
23 
16 

Totals 136 100 

Research Question 2 

Which icnowledge topics are perceived as unique to clinical dietetics and which 

topics are perceived to be shared with selected other health professionals and/or 

nutritional scientists? 

Other Health Professionals 

Respondents were asked to indicate which other health professionals they were 

considering when indicating Comparative Relevance. Four professions were listed 

(Nurses, Pharmacists, Physicians and Psychologists) and a space provided to list any 

other health professionals respondents considered. 

An average of eighty-five percent of respondents indicated they were considering 

nurses, forty-four percent considered pharmacists, seventy-five percent considered 

physicians, twenty-percent considered psychologists and twenty percent considered other 

categories of health professionals when scoring comparative relevance of knowledge 
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topics. These figures were consistent across the seven domains with the exception of the 

'"psychologists: and "other" categories. Psychologists were compared to clinical 

dietetics by thirteen percent of the respondents under the domains of Reference Person 

and Nutraceuticals and nineteen to twenty-seven percent under the other domains. Other 

health professionals were compared by thirteen percent of respondents under the domain 

of Nutraceuticals and eighteen to twenty-eight percent for the other domains. 

Categories of Other Health Professionals added by respondents included the 

following; 

1. Social Workers were named by twenty-four respondents. Twenty named Social 

Workers under the domain of Client Environment. Seven respondents named Social 

Woricers in > 3 domains. 

2. Physical Therapists were named by sixteen respondents. Eleven named Physical 

Therapists > in 3 domains. 

3. Occupational Therapists were named by thirteen respondents. Seven named 

Occupational Therapists in > 3 domains. 

4. Speech Therapists were named by twelve respondents. Six named Speech Therapists 

in > 3 domains. 

Additional types of professionals named by four or less respondents included: 

activity therapist, behaviorist, biochemist, certified diabetic educator, dialysis technician, 

non-clinical dietitian, exercise physiologist, food scientist, health educator, specific nurse 

categories of NP, FNP, LNP, nurse discharge planner, and staff nurses, nutritionist. 
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physician assistant, physiologist, rehabilitation therapist, researcher, respiratory therapist 

and therapist. 

Knowledge Topics Perceived to be Unique to Clinical Dietetic 

Uniqueness was determined by comparing the scores of Relevance to Clinical 

Dietetics with the scores of Comparative Relevance to Other Health Professionals and 

Comparative Relevance to Nutritional Scientists. Mean scores of items judged as 

Relevant to Clinical Dietetics ( > 2.5) were compared to mean scores of each other 

group separately. Items perceived as having less relevance (a comparative relevance 

score of 0.5-1.49) or as having no relevance (a comparative relevance score of .0-0.49) 

to another group were judged to be unique to clinical dietetics. Items Relevant to 

Clinical Dietetics with a Comparative Relevance score of more ( ^.5) or equal relevance 

(1.5-2.49) to an other group were considered shared and not unique. 

Scale of Comparative Relevance to Clinical Dietetics (C.D.) 

0---—. .  0.5- 1.0 1.5-- 2.0 r^-^7— 

Not relevant Less relevant Equally Relevant More Relevant 
than to C.D. as to C.D. than to C.D. 

Example 1: 

Nutritional Counseling knowledge topic (domain of Practitioner Actions/Attitudes): 

Mean relevance score for clinical dietetic = 2.999 

Mean comparative relevance score for other health professionals = 0.937 

Mean comparative relevance score for nutritional scientists = 0.865 

Nutritional counseling was perceived to be unique to clinical dietetics. 
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Example 2: 

Nutrient disposition knowledge topic (domain of Reference Person) 

Mean relevance score for clinical dietetics = 2.909 

Mean comparative relevance score for other health professionals = 1.453 

Mean comparative relevance score for nutritional scientists = 2.527 

Nutritional disposition was perceived to be shared with nutritional scientists, with this 

topic being even more important to nutritional scientists and less important to other 

health professionals than to clinical dietetics. 

Listed below are knowledge topics Relevant to Clinical Dietetics (relevance score 

> 2.5) and less or not relevant to other health professionals or nutritional scientists, 

(comparative relevance score < 1.5) and therefore considered unique to clinical 

dietetics. No knowledge topics from the Domains of Reference Person or Nutraceuticals 

met this criteria (N=27). 

Table 19. Unique Knowledge Topics Derived from Relevance Scores of 
Clinical Dietetics and Comparative Relevance Scores of Other Health 
Professionals and Nutritional Scientists. 

Domain B: Human Condition 
Nutritional Status 
a. Expression of findings using nutrition diagnostic codes, classification 

systems (108) 
Domain C: Practitioner Actions / Attitudes 

Assessment of Individuals 
a. Diet (eating habits, food preferences) 



Table 19 continued 

b. Environment (cultural influences, food availability, food preparation 
facilities, social support) 

Nutritional Diagnosis 
c. Use of nutrition diagnostic codes 

Provision of Nutritional Interventions 
a Menu writing 
b. Nutrition education 
c. Nutrition counseling 
d. Nutritional goal-setting 
e. Nutritional recommendations 
f Use of dietetic treatment protocols 

Documentation of Activities 
a. Documentation of clinical dietetic activities 
b. Measurement of dietetic outcomes 
c. Management of clinical dietetic services 

Philosophy of Clinical Dietetics 
b. American Dietetic Association philosophy 

Domain D: Practitioner Environment 
Professional Credentialing 

a. Registered status-ADA 
d. RD Licensure -State 
f. Clinical Dietetic continuing education 

Professional Self-Defined Responsibility 
a. ADA Code of ethics 
b. ADA Mission statement 

Political / Social Milieu 
a. JCAHO nutrition standards 
c. Reimbursement for dietetic interventions 
Available Tools and Technology 
f Nutrition education materials 

Domain E; Client Actions / Attitudes 
Acceptance of Responsibility for Self Care 

b. Knowledge for nutritional self care 
Influences on Food Intake 

a. Food Preferences 
Choices Made 

b. Food Choices 
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Table 19 continued 

Domain F. Client Environment 
Food Resources 

a. Food Sources 
Personal Social Resources 

c. Social milieu for eating 

Knowledge Topics Perceived to be Shared 

Listed below are knowledge topics Relevant to Clinical Dietetics (relevance score 

> 2.5) and with a score of more or equal relevance to an other group (Comparative 

Relevance score > 1.5), and therefore considered to be shared knowledge (N = 49 ). 

Table 20. Knowledge Topics Considered be Shared Knowledge Derived from 
Scores of Relevance to Clinical Dietetics and Comparative Relevance to Other 
Health Professionals and Nutritional Scientists 

Comparative Relevance Scores 
Knowledge Shared With 

Knowledge Topic and Domain OHP* NS** 

Domain A: Reference Person 
A-1. Normal Human Functioning 
a. Nutrient disposition (absorption, utilization, excretion) 2.511 
d. Integrated Metabolism 2.641 
A-2. Normal Human Developmental Stages 
a. Aging 2.076 2.282 
b. Growth patterns 2.060 2.282 
A-3. Desired Nutritional Health Status 
a. Interpretation of clinical nutritional biochemical tests .. 2.083 2.146 
b. Recommended Dietary Allowances 2.154 
A-4. Scientific Methodology for Nutrition and Dietetics 
a. Anthropometric Measurement 2.108 

* OHP=Other Health Professionals **NS = Nutritional Scientists 
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Table 20 continued 

Comparative Relevance Scores 
Knowledge Shared With 

tCnowledge Topic and Domain QHP* NS** 
c. Nutritional Reference Values 2.468 
Domain B: Human Condition 
B-1. Pre-Clinical Sciences 
b. Biochemistry 1.923 2.763 
c. Biology 1.992 2.603 
d. Physiology 2.198 2.580 
e Psychology 2.092 1.649 
B-2. Knowledge Concerning Individuals' Departures From 

Normal Human Functioning 
a. Changes in tissue appearance related to 

nutritional deficiency 1.985 2.379 
b. Individual's food allergies / sensitivities 1.727 1.577 
c. Signs/symptoms/ potential for disease development related to 

nutritional status/ function 1.870 2.138 
b. Interaction of lifestyle status, health status, with nutritional 

status 1.661 1.646 
B-3. Nutritional Status 
c. Prognostic Nutrition Indices 1.845 
d. Potential or Presence of Nutrient/Food/Drug Interactions . 1.984 2.015 
Domain C: Practitioner Actions / Attitudes 
C-1. Assessment of Individuals 
c. Health status (medical dx, Rx, health/dental problems, 

mobility, vision, biochemical) 2.177 1.554 
d. Mental status (readiness to change, educational, level, 

cognitive fimctioning) 1.915 
e. Nutritional status (dietetic-specific physical examination, 

anthropometric) 1.585 
C-2. Nutritional Diagnosis 
a. Diagnostic thought processes 1.819 1.692 
b. Evaluation for etiologies 1.612 1.706 
e. Intellectual Multi-skilling: (In-depth, science-based 

clinical practice, critical/global thinking, conceptualizing) 1.854 2.023 
C-5. Participation in Clinical Dietetics' Research 
a. As collaborator 1.508 2.546 
C-6. Philosophy of Clinical Dietetics 
a. Practitioner's personal professional philosophy 1.515 
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Table 20 continued 

Comparative Relevance Scores 
Knowledge Shared With 

Knowledge Topic and Domain OHP* NS** 
C-7. Relationships 
b. Networks 1.779 1.756 
c. Interdependent Colleagues 1.832 1.731 
Domain D: Practitioner Environment 
D-3. Political / Social Milieu 
b. Public policy / law 1.739 1.736 
d. Funding for research in Clinical Dietetics 2.515 
D-4. Available Tools and Technology 
a. Tools for physical nutritional assessment of individuals .... 1.891 
b. Tools for assessment of nutrition-related behaviors 

of individuals 1,701 
c. Tools for attitude assessment of individuals 1.626 1,632 
d. Computer programs re: nutrition and/or diet 1.960 
e. Electronic communication capability 1.771 1.976 
Domain E: Client Actions / Attitudes 
E-1. Acceptance of Responsibility for Self Care 
a. AbUity for nutritional self care 1.63 8 
c. World view re: health and nutrition 1.908 
E-2. Influences on Food Intake 
b. Emotional status 1.856 
E-3. Choices Made 
a. Lifestyle choices 1.756 
Domain F; Domain of Client Environment 
F-1. Food Resources 
b. Route of food delivery (enteral, parenteral) 1.840 
F-2. Personal Social Resources 
a. Adequate finances for food 1.672 
b. Transportation to acquire food 1.591 
d. Care-giver who is responsible and knowledgeable re: 

nutrition needs 1.746 
F-3. Environmental Threats 
a. Food-borne environmental toxins 1.734 2.085 
b. Misleading nutritional claims 1.674 
Domain G: Nutraceuticals 
G-1. Knowledge Concerning Nutraceuticals 
a. Composition of nutraceuticals 2.446 
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Table 20 continued 

Comparative Relevance Scores 
Knowledge Shared With 

Knowledge Topic and Domain OHP* NS** 
G-2. Appropriate Use of Nutraceuticals 
a. Functions of nutraceuticals 1.527 2.423 
b. Effects of nutraceuticals 1.634 2.409 

Equally Relevant Knowledge Topics 

Knowledge Topics perceived as Relevant to Clinical Dietetics (relevance score of 

2.5 or greater) and equally relevant ( comparative relevance score of 2.0 - 2.5) to Other 

Health professionals include aging, growth patterns, physiology, psychology and 

interpretation of clinical nutritional biochemical tests. Knowledge topics perceived as 

Relevant to Clinical Dietetics (relevance score of 2.5 or greater) and equally relevant 

(comparative relevance score of 2.0 - 2.5) to Nutritional Scientists include aging, growth 

patterns, signs/symptoms of disease development, potential for nutrient/drug interaction, 

intellectual multi-skilling, food borne environmental toxins, interpretation of clinical 

nutritional biochemical tests, RD A, anthropometric measurement and the composition, 

function and effects of nutraceuticals. 

Knowledge Topics More Relevant to Nutritional Scientists 

Knowledge topics perceived to be relevant to clinical dietetics, (relevance score 

of 2.5 or greater) but of greater relevance to nutritional scientists (comparative relevance 

score of 2.5 or greater) include nutrient disposition, nutrient function, integrated 

metabolism, biochemistry, biology, physiology, tissue appearance in nutritional 

deficiency and participating in research as a collaborator. 



No knowledge topics were perceived to be relevant to clinical dietetics and more 

relevant to other health professionals. 

Summary regarding shared knowledge topics 

77 of 94 knowledge topics were considered relevant to clinical dietetics (82%). 

27 of 94 knowledge topics were perceived as unique to clinical dietetics (29%). 

49 of 94 knowledge topics were perceived as relevant and shared (52%). 

26 of these 49 were shared with both other health professionals and nutrition scientists 

(28% of total knowledge topics). 

16 of these 49 were shared with nutritional scientists (17% of total knowledge topics). 

7 of these 49 were shared with other health professionals (7% of total knowledge 

topics). 

Table 21. Comparison of Observed Relevance Scores and Expected Relevance Scores 

Relevance Expected Observed 
Relevant to Clinical Dietetics no estimate predicted 82% 
Unique to Clinical Dietetics 50% 29% 
Relevant to Clinical Dietetics and Shared 45% 52% 
Relevant, Shared with Other Health Professionals 15% 7% 
Relevant, Shared with Nutritional Scientists 15% 17% 
Relevant, Shared with both OHP and NS 15% 28% 
Not relevant to any group 5% 0 

Comparisons between clinical dietetics, other health professionals and nutritional 

scientists can also be made on the basis of mean scores of relevance and comparative 

relevance for individual domains as well as individual knowledge topics. Respondents 

scored all seven domains as having mean relevance scores greater than 2.5 for Clinical 
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Dietetics. Comparative relevance to Other Health Professionals scores indicated equal 

relevance for the domains of Reference Person. Human Condition, Client 

Actions/Attitudes and Client Environment. Of less comparative relevance to Other 

Health Professionals were the domains of Practitioner Actions/Attitudes, Practitioner 

Environment and NutraceuticaJs. Nutritional Scientists were scored as having equal 

comparative relevance in the domains of Reference Person, Human Condition, 

Practitioner Environment and Nutraceuticals and less comparative relevance in the 

domains of Practitioner Actions/Attitudes, Client Actions/Attitudes and Client 

Environment (See Appendix K). 

Factor Analysis 

Two methods were used in this study to measure relevance The first, just 

described, was requesting direct reported perceptions of relevance of knowledge topics 

and whether respondents could place their work within the proposed domains of the 

proposed metaparadigm. 

The second method measuring the construct Metaparadigm and domain content 

of knowledge topics, was factor analysis, an indirect measure of perceptions of 

relevance. The feet that the orthogonal fector solutions were as explanatory (explained 

an equal or greater amount of variance and contained similar knowledge topic content) 

as the oblique rotations plus the low inter-fector correlations of the oblique rotation 

lends to the belief that distinct underlying constructs are being distinguished. A larger 

san^)Ie size is needed for assessing stability of fector structure. The sample size was 

1.45 times the number of dependent variables instead of the anticipated ratio of 2.5 times 
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the number of dependent variables. Interpretation of factors with this sample is therefore 

considered preliminary. 

Forty percent of the variance was explained by seven Clinical Dietetic Factors, 

forty-three percent of the variance was explained by seven Other Health Professionals 

Factors, and forty-five percent of the variance was explained by seven Nutritional 

Scientists Factors. This leaves more than fifty percent of the variance in all factor 

solutions unexplained. Loadings (correlations of items to factor, multiplied by 100) on 

each factor were suflBciently high to allow analysis of factor content using knowledge 

topics with loadings of > 50. Bums and Grove (90) identify r = > 0.50 as a strong 

relationship. 

Based on visual examination of the scree plot and the theoretical seven domains, 

an eigenvalue of 3.0 was initially used to determine the nimiber of factors to retain, (see 

Appendix L). With an eigenvalue of 3.0 seven factors were retained for clinical dietetics, 

six for other health professionals and five for nutritional scientists. The orthogonal 

solution was compared with the oblique rotation. The highest correlation between the 

seven Clinical Dietetic factors retained on the Promax oblique rotation was 15. Any 

loading > 39, met the criteria for 0.05 level of significance. Since both rotations were 

quite similar, the Varimax orthogonal rotation was used for the comparison of fector 

structures. Knowledge topics with loadings > 50 were used for describing fector content. 

A second factor solution designating seven fectors for all three groups was 

generated for comparison (see Appendix M). Seven-fector solutions corresponded with 
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the seven domains of the proposed Metaparadigm of Clinical Dietetics and accounted for 

a larger percentage of the variance. The three seven-factor solutions were used for 

analysis. 

Knowledge topics are reported below in descending order of correlation with 

each factor, offering a comparison between the orthogonal rotation and the oblique 

rotation of Clinical Dietetic factors. Knowledge topics with loadings of > 40 were listed 

for Climcal Dietetics factors to demonstrate the effect of oblique rotation. Knowledge 

topics dropped during rotation are noted by (-). Knowledge topics with loadings > 50 

on the orthogonal rotation were used for comparisons of factor content of Clinical 

Dietetics, Other Health Professionals and Nutritional Scientists factors. 

It was originally anticipated that 1) factor analysis might demonstrate groups of 

knowledge topics that were unique or shared with other health professionals and/or 

nutritional scientists, or that 2) factors might demonstrate groups of knowledge topics 

that were perceived to belong within the domains of the proposed Metaparadigm of 

Clinical Dietetics. Another interpretation is discussed later in this work. 

Clinical Dietetics 

The seven factors retained accounted for forty percent (40.18 %) of the variance 

for Climcal Dietetics, leaving 60% of the variance unexplained. Any loading > 25 on the 

Varimax rotation or > 28 on the Promax rotation was within the 0.05 significance level. 

The highest inter-fector correlation on the Promax rotation was 21, the 0.05 level of 

significance was a loading of > 40. 
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Table 22. Knowledge Topics with Orthogonal and Oblique factor loadings for 
Clinical Dietetic Seven-Factor Solution 

* Capital letter = Domain Identification ; A= Reference Person 
B= Human Condition; C= Practitioner Actions/Attitudes; 
D= Practitioner Environment: E= Client Actions/Attitudes; 
F = Client Envirormient; G= Nutraceuticals 

Numeral = Subsection in Domain on survey 

Clinical Dietetics - Factor I 

Knowledge Topic 
Percent of variance explained: 

CI* Dietitian : client relationship 
A3 Acceptable laboratory test ranges 
D4 Tools for physical assessment of 

individuals 
C7 Networks 
A2 Aging 
D4 Nutrition education materials 
A2 Growth patterns 
D4 Tools for assessment of nutrition-

related behaviors of individuals 
C7 Interdependent colleagues 
G2 Effects, of nutraceuticEds 
GI Composition of nutraceuticals 
C7 Transformational leadership 
G2 Fimction of nutraceuticals 

Factor Loading 
Oblique rotation Orthogotial rotation 

6.06 % 

78 76 
77 75 

70 70 
60 61 
60 61 
58 59 
56 59 

56 55 
54 57 
46 51 
45 49 
41 46 
40 46 
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Table 22 continued 

Clinical Dietetics - Factor II 

Factor Loading 
FCnowiedee Topic Oblique rotation Orthogonal rotation 
Percent of variance explained: 6.05 % 

D2 ADA code ethics 75 75 
D2 ADA mission statement 73 73 
D2 ADA values statement 73 74 
C6 American Dietetic Association 

philosophy 63 64 
El Client world view re; health 

and Nutrition 50 52 
F3 Food-tome enyfrp^entd tpx^ 44 55 
D1 Registered status - ADA 45 46 
El Knowledge for nutritional self care 42 43 
Gl Processing of nutraceuticals 41 43 
D1 Board Certified Specialists - ADA 40 41 
D1 Clinical dietetic continuing education 40 41 
Gl Composition of nutraceuticals 41 

Clinical Dietetics - Factor III 
Factor Loading 

Knowledge Topic Oblique rotation Orthogonal rotation 
Percent of variance explained: 5.90% 

F2 Social milieu for eating 61 62 
E2 Influences - emotional status 59 59 
E3 Life style choices 59 59 
F2 Adequate finances for food 57 56 
E3 Food choice 52 52 
F3 Food-bome environmental toxins 52 55 
F2b Transportation to acquire 51 51 
F2 Care-giver who is responsible and 

knowledgeable re: nutrition needs 50 49 
CI Assessment - environmental (cultural 

influences, food availability, food 
preparation facilities, social support) 49 49 

E2 Influences - food preferences 49 50 
F1 Food sources 49 50 



Table 22 continued 

Clinical Dietetics - Factor III continued 

Factor Loading 
Knowledge Topic Oblique rotation Orthogonal rotation 

C2 Evaluation for nutritionally treatable 
etiologies 46 50 

C1 Health status (medical Dx, Rx, health/ 
dental problems, mobility, vision, 
biochemical 44 45 

D4 Tools for attitude assessment of 
individuals 44 45 

Clinical Dietetics - Factor IV 

Factor Loading 
Knowledge Topic Oblique rotation Orthogonal rotation 
Percent of variance explained: 5.81% 

C3 Interventions - nutritional 
recommendations 69 69 

CI Assessment - diet (eating habits, 
food preferences) 65 66 

B3 Interaction of lifestyle status, health 
status, with nutritional status 60 61 

A3 Recommended Dietary Allowances 54 56 
C3 Intervention - nutritional education 52 53 
E3 Food Choices 46 46 
El Knowledge for nutritional self-care 45 47 
El Ability for nutritional self-care 44 46 
B2 Individual's food allergies/sensitivities 43 46 
CI Assessment - nutritional status (dietetic-

specific physical examination, 
anthropometric 43 45 

D4 Nutrition education materials 41 45 
B3 Potential or presence of nutrient/food/ 

drug interactions 42 
C4 Management of clinical dietetic services 40 
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Table 22 continued 

Cliaical Dietetics - Factor V 

Factor Loading 
Knowledge Topic Oblique rotation Orthogonal rotation 
Percent of variance explained: 5.68% 

C6 Practitioner's personal professional 
philosophy 65 64 

G2 Function of nutraceuticals 63 64 
G2 Effect of nutraceuticals 58 60 
C3 Use of dietetic treatment protocols 54 53 
C5 Research as collaborator 53 53 
El Knowledge for nutritional self care 42 42 
C7 Transformational leadership 48 
A4 Anthropometric measurement- 47 
C2 Diagnostic thought processes- 47 
C4 Documentation of clinical dietetic activities47 
C2 Use of nutritional diagnostic codes- 41 
C2 Evaluation for nutritionally treatable 

etiologies 40 
C4 Measurement of dietetic outcomes 40 

Clinical Dietetics - Factor VI 

Factor Loading 
Knowledge Topic Oblique rotation Orthogonal rotation 
Percent of variance explained: 5.51% 

A1 Pre-clinical - integrated metabolism 68 66 
A1 Normal appearance of tissues likely to 

develop nutrient-based lesions 67 64 
Bl Pre-clinical - epidemiology 57 59 
A4 Nutritional science laboratory methods 56 55 
A1 Nutritional fectors in hormone regulation 

& gene expression 55 54 
A2 Normal reproduction 54 56 
A4 Statistical methods 54 55 
B2 Changes in tissue appearance related 

to nutritional deficiency 54 52 
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Table 22 continued 

Clinical Dietetics - Factor VI continued 

Factor Loading 
Knowledge Topic Oblique rotation Orthogonal rotation 
A4 Theory-building in clinical dietetics 52 52 
B1 Pre-clinical - physiology 47 51 
B1 Pre-clinical - biochemistry 46 48 
A1 Nutrient disposition 42 42 
HI Pre-clinical - biology 42 43 
A4NutritionaI reference values 41 

Clinical Dietetics - Factor VII 

Factor Loading 
Knowledge Topic Oblique rotation Orthogonal rotation 
Percent of variance explained: 5.17% 

D3 Funding for research in clinical 
dietetics 62 61 

D3 Reimbursement for dietetic 
interventions 60 61 

D3 Links with business/industry 59 59 
D4 Tools for assessment of nutrition-

related behaviors 54 53 
C5 Rese^ch - ̂  cbUabbfatoi' •'44 45 
C5 Research - as principal investigator 44 44 
D4 Tools for attitude assessment of 

individuals 44 44 
83 Prognostic Nutrition Indices 43 46 
C4 Management of clinical dietetic services 43 46 
D3 JCAHO nutrition standards 43 47 
D3 Public policy / law 42 43 
D4 Electronic communication capability 42 45 
B3 Expression of findings using nutritional 

diagnostic codes, classification systems 41 43 
C7 Networks 40 
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Factor VII shows a clear association with the domain of Practitioner 
Environment. 

Other Clinical Dietetic factors show association with more than one domain of 

the metaparadigm. 

Table 23. Comparison of Clinical Dietetic Factor Content with Domains of Proposed 
Metaparadigm using BCnowIedge Topics with Factor Loadings of > 50 

Domain of Proposed Metaparadigm of 
Clinical Dietetics 

Content of A B C D E F G 
Clinical Dietetic 
Factor 
I 3* 3 3 
II 1 3 1 
m 3 4 
IV 1 1 3 
V 3 2 
VI 7 3 
vn 4 
* number of knowledge topics in domain and factor 

Capital letter = Domain Identification A= Reference Person 
B= Human Condition; C= Practitioner Actions/Attitudes 
D= Practitioner Environment E= Client Actions/Attitudes 
F = Client Environment G= Nutraceuticals 

Unique Knowledge Topics Related to Factor Structure 

A comparison of knowledge topics in Clinical Dietetic Factors with the items 

determined as unique to clinical dietetics show association between five factors and two 

domains of the proposed metaparadigm. Five unique knowledge topics with a loading of 

> 50 were included in the seven factors: I) The American Dietetic Association 

philosophy in Factor U; 2) assessment of client habits, 3) nutrition recommendations and 
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4) nutrition education in Factor IV and 5) use of clinical dietetic treatment protocols in 

Factor V were the unique knowledge topics found in the seven factors. Consideration of 

knowledge topics with loadings of40-50 included three more knowledge topics: 6) 

assessment of client environment in Factor III; 7) expression of findings concerning 

Human Condition using nutrition diagnostic codes and 8) management of clinical dietetic 

services in Factor VII. This is a total of eight of twenty-seven unique knowledge topics 

divided among five factors. Seven of the eight were in the Domain of Practitioner 

Actions / Attitudes. One was in the Domain of Human Condition, (see Table 24) 
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Table 24. Unique Knowledge Topics Relative to the Domains of the Proposed 
Metaparadigm of Clinical Dietetics and Clinical Dietetic Factors 

Clinical Dietetic 
Factors Domains of Proposed Metaparadigm of Clinical Dietetics 

A B C D E F G 
I 
II 1 
m 1 
IV 3 
V 1 
VI 
VII 1 1 

C = Domain of Practitioner Actions / Attitudes 
B = Domain of Human Condition 

Other Health Professionals 

Two factor solutions were run for comparison. Six factors were retained based 

on an eigenvalue of 3.0 using the scree plot as a visual guide and to keep consistency 

with the eigenvalue of 3.0 used for the initial Clinical Dietetics factor analysis. Thirty-

five percent (34.55) of the variance for Other Health Professionals was explained by 

these six factors. Any loading > 26 on the Varimax rotation, or > 29 on the Promax 

rotation, was within the 0.05 significance level. The highest correlation between the six 

Other Health Professionals factors retained on the Promax rotation was 33. Any 

correlation > the criteria of 44 was significant at the 0.05 level of significance. 

The seven-factor solution for Other Health Professionals explained 42.8 % of the 

variance for this group. The orthogonal (Varimax) rotation of the seven-factor solution 
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was used in making comparisons with the Clinical Dietetic factor solution. Knowledge 

topics with loadings > 50 were used for comparisons. 

Table 25. Knowledge Topics and Orthogonal Factor Loadings for Other Health 
Professionals Seven-Factor Solution. 

• Capital letter = Domain Identification A= Reference Person 
B= Human Condition C= Practitioner Aaions/Attitudes; 
D= Practitioner Environment E= Client Actions/Attitudes; 
F = Client Environment; G= Nutraceuticals 

Numeral = Subsection in Domain on survey 

Other Health Professionals - Factor I 

Knowledge topic Factor loading 
Percent of variance explained 7.6 % 

Dl Registered status - ADA 80 
D1 Board Certified Specialists - ADA 79 
Dl RD licensure - State 79 
D1 Fellow status - ADA 76 
Dl Clinical dietetic continuing education 76 
D2 ADA Mission statement 76 
D2 ADA Code of ethics 74 
D2 ADA Values statement 74 
D1 Clinical Nutrition Specialist -

AIN/ASNA .70 
D3 Reimbursement for dietetic interventions 48 
C6 American Dietetic Philosophy 43 
D3 Funding for research in clinical dietetics 42 
C7 Dietitian - Client relationship 41 

Other Health Professioaals - Factor II 

tCnowledge Topic Factor Loading 
Percent of variance explained 6.98% 

A1 Pre-clinical - integrated metabolism 71 
B1 Pre-clinical - biochemistry 68 
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Other Health Professionals - Factor II 

Knowledge Topic Factor Loading 

B1 Pre-clinical-biology 62 
A1 Nutritional factors in hormone 

regulation and gene expression 65 
A4 Nutritional science laboratory methods 60 
A2 Growth patterns 57 
A4 Statistical methods 56 
A2 Normal reproduction 55 
A3 Acceptable laboratory test ranges 54 
A2 Aging 53 
A3 Recommended Dietary Allowances 53 
A4 Nutritional Reference Values 53 
B1 Pre-clinical - epidemiology 50 
A1 Normal appearance of tissues likely to 

develop nutrient-based lesions 45 
A1 Nutrient disposition 40 
A4 Theory-building in clinical dietetics 40 

Other Health Professionals - Factor III 

Knowledge Topic Factor Loading 
Percent of variance explained 6.49% 

C3 Intervention - nutritional counseling 71 
CI Assessment - diet (eating habits, food 

preferences) 62 
CI Assessment-Environmental (cultural 

influences, food availability, food 
preparation fecilities, social support) 60 

C3 Nutritional education 59 
E3 Food choices 59 
C4 Documentation of clinical activities 57 
C3 Interventions - nutritional 

recommendations 56 
C3 Menu writing 56 
E2 Influences - food preferences 56 
C3 Intervention - goal setting 54 
D4 Nutrition education material 5 
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Other Health Professionals - Factor III 

Knowledge Topic Factor Loading 
Percent of variance explained 6.49% 

C4 Measurement of dietetic outcomes 49 
C4 Management of clinical dietetic services 46 
D4 Computer programs re: nutrition 
and/or diet 42 
F1 Food sources 41 

Other Health Professionals - Factor IV 

Knowledge Topics Factor Loading 
Percent of variance explained 6.23% 

B2 Changes in tissue appearance related 
to nutritional deficiency 64 

C1 Assessment - Health status (medical Dx, 
Rx, health / dental problems, mobility, 
vision, biochemical) 62 

C2 Evaluation for nutritionally treatable 
etiologies 62 

B2 Signs/symptoms/potential for disease 
development related to nutritional 
status/function 59 

B3 Prognostic Nutrition Indices 57 
CI Assessment - nutritional status (dietetic-

specific physical examination, 
anthropometric) 56 

C2 Use of nutritional diagnostic codes 54 
B3 Expression of findings using nutritional 

diagnostic codes,, cl^jsificarion .systems.... .5.1 
B3 Potential or presence of nutrient/food/ 

drug interactions 49 
D4 Tools for physical assessment of 

individuals 48 
A1 Normal appearance of tissues likely to 

develop nutrient-based lesions 47 
F2 Care-giver who is responsible and 

knowledgeable re: nutrition needs 4 
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Other Health Professionals - Factor IV continued 

Knowledge Topics Factor Loading 

E1 Knowledge for nutritional self-care 40 

Other Health Professionals - Factor V 

Knowledge Topics Factor Loading 
Percent of variance explained 4.46% 

G2 Function of nutraceuticals 69 
G2 Effect of nutraceuticals 69 
G1 Processing of nutraceuticals 62 
G1 Composition of nutraceuticals 56 
El Client world view re health and nutrition 51 
F3 Food-borne environmental toxins 46 
F3 Misleading nutritional claims 44 

Other Health Professionals - Factor VI 

Knowledge Topics Factor Loading 
Percent of variance explained 4.46% 

E2b Influences on intake - emotional status 62 
F2b Transportation to acquire food 61 
F2c Social milieu for eating 60 
D4c Tools for attitude assessment of 

individuals 58 
F2a Adequate finances for food 58 
F2d Care-giver who is responsible and 

knowledgeable re: nutrition needs 46 
D4e Electronic communication capability 43 
E3a Lifestyle choices 43 

Other Health Professionals - Factor VII 

Knowledge Topics Factor Loading 
Percent of variance explained 3.97% 

C7a Transformational leadership 65 



105 

Table 25 continued 

Other Health Professionals - Factor VTI 

Knowledge Topics Factor Loading 

Bid Pre-clinical - physiology 52 
C7c Interdependent CO Ueagues 51 
Cih Networks 47 
C2e Intellectual multi-skilling: (In-depth, 

science-based clinical practice, critical/ 
global thinking, conceptualizing) 46 

C2a Diagnostic thought processes 42 

Content of Other Heahh Professionals Factors I, II and III, based on 

Comparative Relevance, showed association with the domains of the proposed 

metaparadigm. Other Health Professional Factor I was associated with the domain of 

Practitioner Environment, Factor II was predominantly associated with the domain of 

Reference Person, Factor III was predominantly associated with the domain of 

Practitioner Actions / Attitudes. 
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Table 26. Comparison of Other Health Professional Factor Content 
with Domains of Proposed Metaparadigm. 

Domain of Proposed Metaparadigm of Clinical Dietetics 
Content of 
Other Health 
Professional 
Factor A B C D E F G 
I 9* 
II 10 3 
III 8 1 2 
IV 4 4 
V 1 4 
VI 1 1 3 
VII 1 2 
* number of knowledge topics in domain and factor 
Capital letter = Domain IdentiGcation A= Reference Person 

B= Human Condition C= Practitioner Actions/Attitudes; 
D= Practitioner Environment E= Client Actions/Attitudes; 
F = Client Environment G= Nutraceuticals 

Nutritional Scientists 

Two factor solutions were run for comparison. Five factors were retained based 

on an eigenvalue of 3.0 using the scree plot as a visual guide and for consistency with 

clinical initial factor analysis. Forty-five percent (44.7 %) of the variance for Nutritional 

Scientists was explained by these five factors. Any loading > 31 on the Varimax rotation 

or > 37 on the Pro max rotation was within the 0.05 significance level. The highest 

correlation between the five Nutritional Scientists oblique factors was 54, between 

factors I and II. An inter-fector correlation of > 50 was greater than the 0.05 level of 

significance. Nutritional Scientists Factors I and II showed a correlation slightly greater 

than 0.05 being due to chance. 
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The orthogonal rotation (Varimax) of the seven-factor solution was used in 

making comparisons with the Clinical Dietetic factor solution. The seven-factor solution 

accounted for 52.8 % of the variance for Nutritional Scientists. Knowledge topics with 

loadings > 50 were used for comparisons. 

Table 27. Knowledge Topics and Orthogonal Factor Loadings for Nutritional Scientists 
Seven-Factor Solution. 

* Capital letter = Domain Identification A= Reference Person 
B= Human Condition C= Practitioner Actions/Attitudes 
D= Practitioner Environment E= Client Actions/Attitudes 
F = Client Environment G= Nutraceuticals 

Numeral = Subsection in Domain on survey 

Nutritional Scientists - Factor I 

Knowledge Tonic Factor Loading 
Percent of variance explained 11.93% 

E2 Influences on intake - emotional status 79 
E3 Food Choices 79 
F2 Social milieu for eating 72 
F2 Caregiver who is responsible and 

knowledgeable re: nutrition needs 77 
F2 Adequate finances for food 74 
E2 Influences on intake - food preferences 72 
E3 Lifestyle choices 72 
El Ability for nutritional self-care 69 
F2 Transportation to acquire food 69 
El Knowledge for nutritional self care 68 
F1 Food sources 68 
D4 Nutrition education materials 61 
F1 Route of food delivery (enteral/ 

parenteral) 60 



Table 27 continued 

Nutritional Scientists - Factor I 

Knowledge Topic Factor Loading 

C1 Assessment-environmental (cultural 
influences, food availability, food 
preparation facilities, social support) 

C7 Interdependent colleagues 
D4 Tools for attitude assessment of 

individuals 
CI Assessment-Mental status (readiness 

to change, educational level, cognitive 
functioning) 49 

C7 Transformational leadership 48 
El Client world view re health and nutrition 46 
C7 Dietitian - Client relationship 45 
CI Assessment - diet (eating habits, food 

preferences) 43 
B3 Interaction of lifestyle status, health status 

with nutritional status 42 
C3 Interventions - nutritional counseling 42 
C7 Networks 42 
D4 Tools for assessment of nutrition-related 

behaviors o f individuals 42 

57 
50 

50 

Nutritional Scientists Factor II 

Knowledge Topics Factor Loading 
Percent of variance explained 10.63% 

C3 Interventions - Use of dietetic treatment 
protocols 75 

C3 Interventions - goal setting 74 
C3 Interventions - nutritional counseling 67 
C3 Interventions - nutritional 

recommendations 65 
C4 Documentation of clinical dietetic 

activities 65 
C4 Management of clinical dietetic 

services 62 
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Nutritional Scientists - Factor II continued 

Knowledge Topic Factor Loading 

CI Assessment - physical status (dietetic-
specific physical examination, 
anthropometric) 61 

CI Assessment-Mental status (readiness 
to change, educational level, cognitive 
fiinctioning) 60 

CI Assessment - health status (medical Dx, 
Rx, health/dental problems, mobility, 
vision, biochemical) 59 

C2 Evaluation for nutritional treatable 
etiologies 56 

C4 Measurement of dietetic outcomes 55 
B3 Prognostic Nutrition Indices 54 
C2 Use of nutritional diagnostic codes 52 
C2 Intellectual multi-skilling: in-depth, 

science-based clinical practice, critical/ 
global thinking, conceptualization 52 

C2 Diagnostic thought processes 51 
C3 Intervention - nutrition education 50 
C7 Dietitian : Client relationships 50 
D3 Reimbursement for dietetic 

interventions 50 
CI Assessment-diet (eating habits, 

food preferences) 48 
CI Assessment-environmental (cultural 

influences, food availability, food 
preparation facilities, social support) 48 

D3 JCAHO nutrition standards 48 
C2 Technical multi-skilling: draw blood, 

take B/P 47 
B3 Expression of findings using nutritional 

diagnostic codes, classification systems 46 
C3 Menu writing 46 
B3 Interaction of lifestyle, status, health 

status with nutritional status 45 
D4 Nutrition education materials 44 



Table 27 continued 

Nutritional Scientists - Factor II continued 

Knowledge Topic Factor Loading 

D4 Tools for physical assessment 
of individuals 43 

Nutritional Scientists -Factor III 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 8.11% 

A2 Aging 68 
A3 Recommended Dietary Allowances 68 
A2 Growth patterns 67 
A3 Acceptable laboratory test ranges 66 
A2 Normal reproduction 64 
A4 Nutritional reference values 64 
A4 Anthropometric measurement 62 
A1 Nutrient disposition (absorption 

utilization, excretion) 61 
A1 Pre-clinical integrated metabolism 59 
A1 Nutrient functions 53 
B3 Potential or presence of 

nutrient/food/drug interactions 52 
A1 Nutritional fectors in hormone 

regulation &^ene ejq)ression 50 
B1 Pre-clinical anthropology 43 
B2 Signs/symptoms/potential for disease 

development related to nutritional 
status/function 43 

A4 Theory-building in clinical dietetics 42 
B2 Individual's food allergies/sensitivities 41 
B3 Prognostic Nutrition Indices 41 
C2 Use of nutritional diagnostic codes 40 



Table 27 continued 

N^utritional Scientists -Factor IV 

Knowledge Tonics Factor Loadines 
Percent of variance accounted for 7.33% 

D2 ADA mission statement 84 
D2 ADA code of ethics 83 
D2 ADA values statement 83 
D1 Registered status - ADA 80 
D1 RD licensure - state 76 
D1 Clinical dietetic continuing education 72 
D1 Board Certified Specialists - ADA 70 
D1 Fellow status - ADA 69 
D1 Clinical Nutrition Specialist 

AIN/ASNA 61 
C6 American Dietetic Association 

philosophy 58 
D3 Reimbui^inent for dietetic 

interventions 43 

Nutritional Scientists - Factor V 

BCnowledee Tonics Factor Loadines 
Percent of variance accounted for 4.01% 

G2 Efifect of nutraceuticals 82 
G1 Processing of nutraceuticals 75 
GI Composition of nutracueticals 74 
.02. Functions .of nu.trac.e.uticals M 
F3 Food-bome environmental toxins 49 
Al Nutritional factors in hormone 

regulation and gene expression 41 
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Table 27 continued 

Nutritional Scientists - Factor VI 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 3.83% 

D3 Funding for research in 
clinical dietetics 67 

D3 Links with business / industry 65 
C5 Clinical research as principle 

investigator 57 
D4 Computer programs re: nutrition 

and/or diet 57 

D4 Electronic communication capability 47 
C5 Clinical research as a collaborator 45 

Nutritional Scientists - Factor VII 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 3.79% 

B1 Pre-clinical epidemiology 60 
A1 Normal appearance of tissues likely 

to develop nutrient-based lesions 56 
B1 Pre-clinicai physiology 56 
B2 Change in tissue appearance 

related to nutritional deficiency 52 
B1 Pre-clinicai biocheniistry 47 
B1 Pre-clinical biology 46 
B2 Signs/symptoms/potential for disease 

development related to nutritional 
status/function 47 

Content of Nutritional Scientists Factors II, III, IV and V, based on Comparative 

Relevance, had clear association with the domains of the proposed metaparadigm. 

Nutritional Science Factor II was predominantly associated with the domain of 
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Practitioner Action / Attitude. Factor III was predominantly associated with the domain 

of Reference Person. Factor IV was predominantly associated with the domain of 

Practitioner Environment. Factor V was clearly associated with the domain of 

Nutraceuticals. 

Table 28. Comparison of Nutritional Scientists Factor Content 
with Domains of Proposed Metaparadigm. 

Domain of Proposed Metaparadigm of 
Clinical Dietetics 

Content of 
Nutritional 
Sciences 
Factor A B C  D E F G 
I •2 2 6 6 
II 1 16 1 
III 11 1 
IV 1 9 
V 4 
VI 1 3 
VII 1 3 
* number of knowledge topics in domain and factor 
Capital letter = Domain Identification A= Reference Person 

B= Human Condition C= Practitioner Actions/Attitudes; 
I>= Practitioner Environment E= Client Actions/Attitudes; 
F = Client Environment G= Nutraceuticals 

Shared Knowledge Topics and Clinical Dietetic Factors 

The factor content for all three groups had some common knowledge topics, but 

less than fifty percent of knowledge topics were held in common in even the closest 

factor structures. 
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Table 29. Comparison of Content of Clinical Dietetics Factors, 
Other Health Professionals Factors and Nutritional Scientists 
Factors 

Clinical No. of OHP NS 
Dietetic Topics with Factor: Factor: 
Factor loading ^0 Shared Topics Shared Topics 

/Total Topics /Total Topics 

Factor III 
I 10 0 3/ 12 

II 6 Factor I Factor IV 
3 / 9  4 / 1 0  

III 7 Factor VI Factor I 
4 / 5  6 / 1 6  

IV 5 Factor III Factor II 
3/11 2/18 

V 5 Factor V Factor V 
2 / 5  2 / 4  

VI 10 Factor II Factor 11 

VII 4 0 Factor VI 
2 / 4  

The total number of shared knowledge topics among the three seven factor solutions: 

Clinical Dietetics and Nutritional Scientists = 23 

Clinical Dietetics and Other Health Professionals =18 

See Appendix J for a graphic comparison of overlap between the three factor 

structures. This number of shared knowledge topics in the three fector solutions is small 
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compared to the total number of ninety-four knowledge topics, seeming to indicate only 

nominal similarity of factor structure. Therefore it did not seem meaningful to proceed 

with a Root Mean Square comparison. Even if the mathematical product indicated little 

difference, the content of the factors would not coincide meaningfliUy. 

Research Question 3 

Do perceptions of relevance differ between groups of clinical dietitians as defined 

by selected demographic characteristics? 

It was anticipated that perceptions of relevance as measured by mean relevance 

score of individual domains might differ between demographic groups with differing 

characteristics. Differing levels of 1) highest obtained education, 2) years of experience 

and 3) professional activity as measured by publications and involvement in research 

were anticipated to predict mean relevance scores of domains. Route of entry into the 

profession, practice environment, age and gender were not expected to predict mean 

relevance scores. 

Analysis of Variance: Demographics and Domain Mean Relevance Scores 

A multifactorial ANOVA ( > 1 predictor, 1 criterion) (109) was calculated using 

demographic categories as independent variables, comparing the mean relevance scores 

for each of the seven domains of the proposed metaparadigm. Small N size is noted, 

since some are quite small and this violates the assumptions made for an ANOVA. 
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Categories of independent variables consisted of: 

Years of practice: 1-5 years, 6-10 years, 11-20 years, > 20 years 

Practice Environment: HMO, (Health Maintenance Organization) Hospital, Long term 

care. Out-patient, Private practice, WIC, (Women, Infants, and Children program) 

Other 

Degree Obtained: BA, BS, MA, MPH, MS, D.Sc., Ph.D. 

Route of Entry: AP4, (Approved Pre-Professional Practice Program) CUP, 

(Coordinated Undergraduate Program) Experience, Internship 

Publications; Yes, No 

No. of Publications; 0, 1-2, 3-6, 7-10, >10 

Experience in Research; Yes, No 

Past Research: Yes, No 

Present Research: Yes, No 

Age; 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, >79 years of age 
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Table 30. Demographic Characteristics which Reached a Probability of < 0.05 of 
Obtaining Critical F Value by Chance. 

Domain Demographic ObtF p; Obt F Demographic Domain 
Characteristic by chance Group Mean 

Relevance 
Score 

Reference Years in Practice 3.58 0.015 1-5 yrs 2.74 
Person 11-20 yrs 2.54 

Publications Yes/No 8.77 0.040 

# of Publications 3.80 0.006 0 2.57 
7-10 2.87 

Research Yes / No 7.31 0.008 
Present Research 

Yes/No 10.99 0.001 
Age 2.47 0.027 20-29 yrs 2.866 Age 

30-39 yrs 2.497 

Human Publications Yes/No 4.03 0.040 
Condition 

Research Yes/No 5.69 0.019 

Present Research 
Yes/No 5.56 0.020 

Practitioners Route of Entry 2.86 .040 Experience 
Action/ (N=18) 2.75 

Attitudes AP4 
(N=2) 2.33 

Research Yes / No 4.36 0.032 

Present Research 
Yes/No 5.44 0.021 
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Table 30 continued 

Domain Demographic Obt F p: Obt F Demographic Domain 
Characteristic by chance Group Mean 

Relevance 
Score 

Practitioners None with probability of reaching critical F at < 0.05 
Environment 

Client None with probability of reaching critical F at < 0.05 
Actions / 
Attitudes 

Client 
Environment None with probability of reaching critical F at < 0.05 

Nutraceuticals Highest degree 2.29 0.040 D.SC. 
(N=2) 
Ph.D. 
(N=5) 

Route of entry 6.79 0.003 Internship 
(N=90) 

AP4 
(N=2) 

Age 4.85 0.0002 20-29 yrs 
(N=l) 

>79 yrs 
(N=l) 

1.75 

2.0 

2.7 

1.38 

2.75 

1.00 

The mean of the domain Reference Person was significantly different (probability 
t 

level = 0.015) for those who had been in practice 1-5 years (mean = 2.74) compared to 

those who had been in practice 11-20 years (mean = 2.54). The mean of this domain 
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was significantly different for those with no publications and those with 7-10 

publications, for those involved in research, and for those in the 20-29 year age group 

(mean = 2.866) in comparison to 30-39 year age group (mean = 2.497). 

The mean of the domain Human Condition was predicted by the respondent 

having authored publications and being involved in research. This was a Yes/No item; 

the probability of obtaining the distribution was p = 0.020 for research and p = 0.040 for 

publications. 

The mean of the domain Practitioner Actions / Attitudes was significantly 

different in the group that entered the profession by the experience route (mean = 2.75) 

and the group that entered by the AP4 route ( mean = 2.33). The probability of 

obtaining the significant F by chance was 0.040. With N = 2 for the AP4 group, this 

statistic is not meaningful. 

The mean of the domain Nutraceuticals was significantly different ( p = 0.040) 

for those with a D.Sc. degree ( mean = 1.75) and those with a Ph.D. degree ( mean = 

2.0). Small N size could be resulting in invalid results opposite fi-om my intuitive 

expectations. There was also a significantly different means for those who entered the 

profession by the internship route and those who entered by the AP4 route. Small N, 

again, affects the quality of the results obtained. With N = 1 for these two age groups ( 

20-29 years and >79 years), it is inappropriate to draw conclusions fi^om this comparison 

relative to the mean for the Domain of Nutraceuticals. 
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Theory-building in Clinical Dietetics re: Education and Route of Entry 

Tukey's Studentized Range-t tests were used to determine whether obtaining an 

advanced degree or route of entry into practice produced a significant difference in mean 

relevance score for knowledge topic "theory-building in clinical dietetics". Critical t 

values for equal and unequal variance were obtained. The assumption of equal variance 

was not warranted, therefore the probability of obtaining the critical t value for unequal 

means was used in this determination. The acceptable probability level was p < 0.05. 

The test between those with a Doctorate or Masters degree and the test between 

those with a Doctorate degree or a Bachelor's degree indicated no significant difference 

at p < .05. A combination of all respondents without a doctorate compared to 

respondents with a doctorate had p = 0.052 of reaching the critical t by chance. This 

result was 0.002 over the critical t value, thus not statistically significant unless rounding 

the third decimal place is considered. If rounded, having achieved a doctorate degree 

would predict a significant difference in relevance score for the variable theory-building 

in clinical dietetics. \\^th N = 7 for those with doctorate degrees, this question needs to 

be tested with appropriate populations. 

Route of entry by internship was tested against the experience route. The 

Internship route of entry was tested against a combination of other routes. None 

produced a significant difference in mean relevance score for building clinical dietetic 

theory. 
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Table 31. T-tests for Difference in Mean Relevance Scores for Knowledge Topic 
"Theory-Building in Clinical Dietetics" Related to Level of Education and Route of 
Entry into the Profession 

Demographic 
Characteristic 

N Mean s.d. s.e. obt t Prob 
>|T| 

Bachelors 64 2.20 0.74 0.09 0.84 0.400 
Masters 54 2.30 0.73 0.10 

Doctorate 7 2.71 0.49 0.18 2.30 0.052 
No Doctorate 125 2.26 0.74 0.07 

Doctorate 7 2.71 0.49 0.18 1.82 0.099 
Masters 54 2.30 0.73 0.10 

Experience 7 2.35 0.79 0.19 0.26 0.795 
Internship 87 2.30 0.73 0.08 

Internship 87 2.30 0.73 0.08 0.24 0.814 
Non-Internship 45 2.27 0.75 0.11 
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FINDINGS AND DISCUSSION 

The purpose of this study was to validate the proposed Metaparadigm of Clinical 

Dietetics by seeking perceptions of clinical dietitians regarding the relevance of ninety-

four knowledge topics distributed into seven proposed domains representing the 

phenomena of concern to the profession. Scores of comparative relevance to other 

health professionals and nutritional scientists were utilized to determine which 

knowledge topics were perceived as unique and which perceived as shared with these 

two groups. Groups designated by demographic characteristics were assessed to 

determine if any of these characteristics were related to the mean relevance scores of the 

domains. Interpretation of factor structure expands the meaning of the Domains of the 

Metaparadigm of Clinical Dietetics and their Knowledge Topic content, linking the 

factors with the Eight World Hypotheses, acknowledging varying levels of complexity 

and relationship. 

Sample and Survev Instrument 

Sample 

A sample of235 respondents from the initial selection of 500 random selected 

practitioners was desired; a final sample of 136 was obtained, for a response rate of 

twenty-seven percent. This response rate is not adequate for generalization to all clinical 

dietetic practitioners in the American Dietetic Association. The factor structure from 

this size sample with ninety-four dependent variables is likely to be unstable. Therefore 

interpretation of the exploratory factor analysis must be considered preliminary. It also 
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resulted in small N-size in some demographic groups, preventing meaningful 

comparisons. The sample contained no respondents who had been in practice for less 

than five years which may have led to a small number of those entering the profession 

through the AP4 route of entry which is the newest route of entry. These more recently 

educated respondents could possibly perceive knowledge relevant to the profession 

differently that more seasoned practitioners, thus introducing bias into the results. It 

would be especially important to determine the perceptions of additional AP4 graduates, 

since scores of relevance of the two respondents for the domains of Practitioner Actions 

/ Attitudes and Nutraceuticals were significantly different from those entering the 

profession through the experience and internship routes. 

Eighty-one percent of respondents had been practicing clinical dietetics longer 

than ten years, almost half the sample had been in practice longer than twenty years. 

This sample was seasoned professionals with a long term perspective of the profession 

and the milieu in which clinical dietetics has existed. It is possible that the initial letter 

requesting commitment to participate in the survey appealed to experienced 

practitioners, but not new practitioners. 

The northwest and southwest regions of the United States were under-

represented in the final sample with these two areas providing five percent of the 

responses. The distribution of respondents' location did not closely resemble the initial 

sample, which may have introduced some bias. Dietitians in less populated states may 

travel further to practice, may practice alone more often and may have to deal with more 

diverse populations, which may influence their perceptions of practice. 
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Sixty-one percent of respondents belonged to four Dietetic Practice Groups 

representing General Clirucal Practice, Health Care Facility, Gerontological and Public 

Health practices. Relatively strong representation from the General Clinical Dietetics 

DPG (20% of respondents) was appropriate since this study addresses the Metaparadigm 

of Clirucal Dietetics. The hospital practice environment was reported by forty-sLx 

percent of respondents with an additional fifteen percent practicing in long-term care 

facilities. Out-patient and private practice was the reported environment of thirty-three 

percent of practitioners. This seems an intuitively fair representation of current practice 

environments, with projected growth environments being Gerontology and Public 

Health. A sample containing more specialty clinical environments and the potential 

future growth area of managed care environments would create a broader representation 

of clinical dietetics for the future. 

Respondents were highly educated in science: seventy-eight percent of 

respondents had degrees in science: B.S., M.S., or D.Sc. Forty-five percent has obtained 

a Master's Degree, 5.5% has doctorate degrees. This orientation toward science 

supports science-based practice, professional advancement and building a profession-

specific scientific body of knowledge. 

Survey Instrument 

Reliability and Validity 

Cronbach edpha reliability scores of > 0.70 for a new instrument combined with 

respondent and expert panel perceptions of relevance, the ability of respondents to place 

their work in the proposed domains and low number of suggestions for additional 
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knowledge topics allow a conclusion of construct validity for this sample of practitioners 

for the construct Metaparadigm of Clinical Dietetics. Results indicate a high degree of 

content validity. Predictive validity is limited due to small N for 1) respondents in some 

Dietetic Practice Groups, 2) practitioners in practice less than five years, 3) number of 

practitioners with advanced educational levels, 4) number who entered the profession 

through the AP4 route of entry and 5) number of respondents fi-om the northwest and 

southwest United States. These factors may introduce systematic error (bias), prevent 

meaningful comparisons and reduce generalizability of the results. Involvement in past 

or present research appears to be the best predictor of domain mean relevance scores. 

Larger variance related to Comparative Relevance scores of some knowledge 

topics to Nutritional Scientists appears to indicate respondent's different perceptions of 

this group relative to knowledge topics included. There was less variance in perceptions 

of Clinical Dietetics, which is logical since practitioners would have more knowledge of 

their own profession and may have rather diverse experiences related to nutritional 

scientists. 

No knowledge topics in the domain of Reference Person and only one knowledge 

topic in the domain Human Condition were considered unique. This is logical since 

these domains may be thought of as "common ground", as common in the education of 

all groups. Each group then applies their unique knowledge in the practice environment. 

Only four of thirteen knowledge topics from the Human Condition domain 

loaded on any Clinical Dietetic Factor with a loading of >50. Interaction of lifestyle 

status and health status with nutritional status were found in Factor IV. Pre-clinical-
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epidemiology, changes in tissue appearance related to nutritional deficiency and pre

clinical physiology were found in Factor VI. This factor was ultimately labeled 

Knowledge Base, not perceived as unique. 

Other Instrument Issues 

It is possible that asking for perceptions of relevance and comparative relevance 

on the same page at the same time effected the thought processes of the respondents. 

Separate testing of the same knowledge topics, but at separate times on separate sheets 

of paper could produce results with potentially less confounding, although it would be 

more time-consuming. 

Additional testing of the survey with an expert panel could be expected to clarify 

whether some knowledge topics were redundant or unclear and/or to more clearly 

distinguish between practitioners with and without education in theory-building. 

Conducting the survey as a group with a leader present to answer questions could 

produce diflFerent results than a mailed survey, but could lead to a different type of bias. 

Directly asking practitioners what they think (Do you perceive the domains of 

this proposed Metaparadigm as encompassing the body of knowledge?) and using an 

indirect method (Factor Analysis) to determine perceptions of relevance and comparative 

relevance related to specific knowledge topics yields two different types of data. 

Integrating the outcomes of these two processes and replicating the results has the 

potential for leading to a Metaparadigm of Clinical Dietetics that is increasingly 

representative of practitioners' perceptions of Clinical Dietetics. 
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The survey did not direct respondents to differentiate between relevance at this 

time or at a future time. Future development requesting this distinction has potential for 

indicating more clearly respondents' perception for the profession's future direction. 

Relevance of Metaparadiem and Knowledge Topics 

Metaparadigm 

Ninety-five percent of respondents perceived the proposed Metaparadigm of 

Clinical Dietetics as encompassing the professional body of knowledge. Sixty-five 

percent placed their own work in four or more of the proposed domains of the 

Metaparadigm of Clinical Dietetics. Six of the seven domains were selected by over 

fifly-percent of respondents as areas in which they placed their own work. This indicates 

that using the direct questioning method, the domains and knowledge topics which 

characterized them were perceived as inclusive and applicable by clinical dietetic 

practitioners, validating the proposed Metaparadigm of Clinical Dietetics. 
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Relevance of Knowledge Topics 

Eighty-two percent of the knowledge topics were perceived as relevant to clinical 

dietetics (relevance score of 2.5 or greater). This produces a skewed distribution but also 

indicates that the selection of knowledge topics was not trivial and that the instrument 

has power of discrimination. The knowledge topic with the highest relevance score and 

least variance was "Nutrition Counseling". Only one knowledge topic was perceived as 

Somewhat Irrelevant: "Technical Multi-skilling", characterized by taking blood 

pressures and drawing blood. This indicates practitioners see their most relevant role as 

nutrition counselor rather than nutrition educator and see some technical skills as 

domains of other professions. A newly developing role as the provider of medical 

nutrition therapy, (nutrition therapist) should be included in any future validation of the 

Metaparadigm of Clinical Dietetics. 

Twenty-seven of the ninety-four knowledge topics (29%) from five domains 

were perceived to be unique to clinical dietetics, that is to have relevance to clinical 

dietetics and less comparative relevance to other health professionals and nutritional 

scientists. The two domains not containing any knowledge topics perceived as unique 

were Reference Person and Nutraceuticals. This is not surprising since standards of 

reference for "normal" and "health" are appropriately shared, though the terms are not 

defined precisely across disciplines. Newly developing areas within the domain of 

nutraceuticals are not yet firmly associated with any profession or group. Forty-two 

percent of respondents placed their work in this domain. Including food in this category 
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may not coincide with how practitioners normally think of nutraceuticals, even though 

this was included in the definition provided. Differentiation between unique and shared 

knowledge topics appear to be logical and serve to further demonstrate the 

discriminating power or construct validity of the survey instrument. 

Unique Knowledge Topics 

A synopsis of topics considered unique to clinical dietetics includes 1) use of 

nutrition diagnostic codes, 2) thorough in-depth assessment of clients, 3) use of dietetic 

interventions, 4) documentation of interventions and outcomes, 5) management of 

clinical dietetic services, 6) acting fi-om a sense of professional philosophy and 

responsibility, 7) credentialing, 8) meeting standards of care, and 9) use of nutritional 

education materials. The unique aspects of clinical dietetics that is demonstrated in the 

factor solution obtained indicates that Practitioner Actions / Attitudes and how they are 

enacted relative to the Human Condition is where professional uniqueness lies. 

Notably missing fi-om this list is theory-building in clinical dietetics or acting as 

principal investigator (perceived as Somewhat Relevant to clinical dietetics). Profession-

specific theories and research are two tools for building a profession-specific body of 

knowledge. Respondents perceived theory-building in clinical dietetics as somewhat 

relevant (relevance score of 2.3) and equally as relevant to nutritional scientists as to 

clinical dietetics (comparative relevance score of 2.1). This indicates a need for inclusion 

of clinical dietetic meta-theory and middle-range theory as well as the transformation of 

nutritional science micro-theories into clinical dietetic practice micro-theories in clinical 

dietetic preparatory and continuing education. The identification, development, and 
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application of theory to practice as well as explicit processing of the value derived from 

theory-building are potential components of such education. 

Respondents perceived the role of research collaborator as relevant, the role of 

principal investigator as somewhat relevant. The role of principal investigator is 

perceived as more important to nutritional scientists. The involvement in research, 

especially present research, is predictive of a difference in mean relevance scores for the 

domains of Reference Person and Human Condition. Practitioners may define research 

as laboratory-oriented nutritional research. This indicates clinical dietetic practitioners 

need knowledge and support (financial, educational and mentoring support) to develop 

interest and skill in clinically-oriented research. To develop clinical dietetic knowledge 

practitioners need to see their practice environment as the research laboratory. The 

amount of knowledge perceived as shared with nutritional scientists was somewhat 

greater than that shared with other health professionals. Increase of clinical dietetic 

research affiliation with other health professionals in the application of nutritional science 

in the clinical environment seenas the next step in development of professional 

knowledge. This step has potential for being personally rewarding, professionally 

enhancing and socially valuable. 

Shared Knowledge Topics 

Twenty-eight percent of the knowledge topics were shared v^ath both nutritional 

scientists and other health professionals. Seventeen percent of knowledge topics were 

shared with only nutritional scientists, seven percent with only other health professionals, 



131 

indicating a perception of greater alignment with nutritional sciences than with health 

care professionals at this time. 

Respondents considered a variety of other health professionals when scoring 

knowledge topics for comparative relevance. Eighty-five percent scored comparative 

relevance while thinking of nurses, seventy-five percent considered physicians, forty-four 

percent considered pharmacists, twenty percent considered psychologists. Eighteen 

percent named social workers, twelve percent named physical therapists, ten percent 

named occupational therapists and speech therapists were named by nine percent. This 

illustrates the diverse milieu in which clinical dietetic practitioners find themselves and 

with whom they may be making comparisons as to role. These indicators of relevance, 

uniqueness, shared knowledge and numbers of other health professionals considered by 

practitioners leads to the conclusion that boundaries (and therefore, potentially, roles) 

are indeed ambiguous. Distinguishing the extent and areas of shared knowledge gives 

the potential for educators to plan cooperative course work with other health 

professionals and nutritional scientists as recommended by the Pew Commission when 

projecting educational needs for health professions. Joint course work would decrease 

duplicate efforts, setting the stage for formation of coUegial relationships and 

cooperative research. Increased recognition by other health professionals of the clinical 

dietitian's unique contribution to health care might also result. 
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Factor Analysis 

An Interpretation of Factor Structure and Expanded Labels Indicating Relationships 
Between Domains of Metaparadigm of Clinical Dietetics 

The knowledge topics and initial domains represented in each Clinical Dietetic 

factor were reviewed for underlying constructs. The factors generated appeared to 

represent more than one of the initial domains, possibly describing relationships between 

domains of the proposed Metaparadigm of Clinical Dietetics. Knowledge topic content 

of each factor was abstracted and labeled to describe this relationship. These labels were 

then linked to the Proposed Eight World Hypotheses by Gary Schwartz and Linda 

Russek (see Appendix N). This expanded the Metaparadigm of Clinical Dietetics 

domains, with their knowledge topic content, to levels of complexity represented by the 

Eight World Hypotheses. The diagram shoving these links and labels was named a 

Metascope. (see Figure 5.) 

Four World Hypotheses were proposed by Stephen Pepper in 1942 (92) four 

were proposed by Gary Schwartz and Linda Russek in 1997 (93) (see Appendix N). The 

eight World Hypotheses are described as 1) Formistic, 2) Mechanistic, 3) Contextual, 

4) Organismic, 5) Implicit Process, 6) Circular Causality, 7) Creative Unfolding and 

8) Integrative Diversity. Each level is included and integrated into the next higher level 

of organization; each level increases in complexity of knowledge. This organization can 

apply to perceptions of how the physical world is organized or can be applied to non-

physical phenomena such as thought processes. 



133 

A brief description of each World Hypothesis follows; 

World Hypothesis I - Formistic: The Formistic hypothesis sees structures and 

functions existing as separate categories. 

World Hypotheses II - Mechanistic: The Mechanistic hypotheses assume that all 

effects have causes that precede them. These may also include processes involving 

whole categories. 

World Hypothesis III - Contextual: The Contextual hypothesis assumes that all 

structures and fimctions exist in context and are relative, not absolute. 

World Hypothesis IV - Organismic: The Organismic hypothesis sees the world 

as systems of interacting structures and functions, parts interacting to become a larger 

whole system. The system, or "whole", is seen to be greater than the simple sum of the 

parts which make it up. 

World Hypothesis V - Implicit Process: The Implicit Process hypothesis states 

that all systems involve invisible processes that interact over time. These invisible 

processes may be information, energy and/or matter. 

World Hypothesis VI - Circular Causality: The Circular Causality hypothesis 

states that the processes that are invisible and interact over time change because of this 

interaction through time. Feedback loops which modulate or regulate a reaction, a 

behavior, or storage of information are examples of this hypothesis. 

World Hypothesis VII - Creative Unfolding: The Creative Unfolding hypothesis 

states that systems create by intent, planning, order and growth. 
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World Hypothesis Vm - Integrative Diversity: The Integrative Diversity 

hypothesis states all phenomena in nature reflect complex interconnected, integrated 

orders of diverse processes, an example being the developing alternative medicine 

sciences. 

Figure four illustrates linkages between the Clinical Dietetic factors and the Eight 

World Hypotheses. 
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Figure 4. Adaptation of Schwartz and Russek World Hypotheses Wheel as Related to 
the Body of Knowledge of Clinical Dietetics as Revealed by Factor Analysis. 

Induced Factor Label World Hypotheses Link 
Clinical (Increasing Levels 
Dietetic of Complexity) 
Factor 

VI 
II 
VII 
I 
III 
V 
IV 
Metaparadigm 

Knowledge Base 
World Views 
Contextual Links 
Organismic Components 
Psychosocial Nutriology 
Improvement Knowledge 
Integrated Knowledge 

Formistic 
Mechanistic 
Contextual 
Organismic 
Implicit Process 
Circular Causality 
Creative Unfolding 
Integrated Diversity 
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Linkage Between Eight World Hypotheses and Expanded Metaparadigm Labels 

1.) Formistic (categories describing the phenomena*) - Knowledge Base refers to pre-

clirucal knowledge that is basic scientific knowledge obtained by clinical dietetic 

practitioners, knowledge often shared with other health professionals and nutritional 

scientists. These may be entire categories of knowledge that describe the phenomena of 

concern: knowledge of physiology, biochemistry, epidemiology, statistical methods, etc. 

2.) Mechanistic (causes associated with phenomena) - World Views refers to the world 

views of concern to the clinical dietetic practitioner: world views expressed in the code 

of ethics, mission and values statements and philosophy of the American Dietetic 

Association and the world view of the client re health and nutrition. The world view of 

the individual and/or profession is a causal factor in knowledge building, as it influences 

what is defined as knowledge, assumptions used to address knowledge, decisions 

concerning creation and use of knowledge. The practitioner's personal world view was 

seen by survey respondents as linking to Improvement Knowledge and the Circular 

Causality hypothesis. 

3.) Contextual (how context affects phenomena) - Contextual Links refers to the 

profession in society: reimbursement for interventions, funding for research, links with 

business and industry. 

•The phenomena referred to is the body of knowledge of clinical dietetics, the Metaparadigm being its 
most abstract level of expression. 



4.) Organismic (how components interact, resulting in emergent phenomena) -

Organismic Components refers to standards, tools and relationships used in the 

practice of the profession: normal growth and aging processes, normal laboratory test 

ranges, tools for assessing nutritional status and behavior, relationships with ch'ents, 

peers and colleagues. 

5.) Implicit Process (invisible processes help explain the phenomena) - Psychosocial 

Nutriology refers to the study of the individual clinical client or epidemiological group: 

invisible factors such as choices of food and lifestyle, emotional influences on eating 

behavior, environmental factors such as food borne toxins, the social milieu in which 

eating choices and behaviors take place, and availability of finances and transportation to 

acquire food. 

6.) Circular Causality ( reciuring circulation of processes which alter structure and 

function of phenomena) - Improvement Knowledge refers to factors which influence 

building new knowledge: the practitioner's personal philosophy, use of dietetic treatment 

protocols, eflfect and fimction of nutraceuticals, employing collaborative research as a 

way of improving dietetic assessment, interventions, and outcomes in a continuous 

circular feedback s>'stem. New knowledge causes changes which then become the 

subject of more improvement. 

7.) Creative Unfoldii^ (purpose, plan or design of the phenomena) - Integrated 

Knowledge refers to the purposeful integration and application of all other knowledge 

into practice: assessment, interventions, reference standards, interactions of lifestyle, 

health status and nutritional status, leading to the creative unfolding of the profession-
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specific body of knowledge for the purpose of reducing risk of disease and support for 

maintaining or obtaining health. This integration and application of dietetic knowledge 

coincides with the knowledge perceived as the unique aspects of clinical dietetics. 

8.) Integrative Diversity (model which incorporates the diverse properties uncovered by 

world hypotheses one through seven) - Integrated Diversity refers to the model of the 

body of knowledge uncovered in this study, characterized by seven domains and ninety-

four knowledge topics. The metaparadigm, the most abstract level of clinical dietetic 

knowledge, is the integrating model which links the induced factors along with their 

knowledge topic content to the eight world hypotheses. 

Table 32. Expanded Metaparadigm of (Metascopic) Clinical Dietetics Domain 
Labels Based on Exploratory Factor Analysis, with Associated Knowledge Topics. 

Integration and expansion of Metaparadigm Domains of Reference Person, 
Practitioner Actions/Attitudes and Practitioner Environment 

Expanded label: Organismic Components 

Knowledge topics in Clinical Dietetic Factor 1: 
Dietitian: Client relationship 
Networks 
Interdependent colleagues 

Acceptable laboratory test ranges 
Aging 
Growth patterns 

Tools for physical assessment of individuals 
Nutrition education materials 
Tools for assessment of nutrition-related behaviors of individuals 



139 

Table 32 continued 

Integration and expansion of Metaparadigm domains Practitioner Environment and 

Client Actions/Attitudes 

Expanded Label: World Views 

Knowledge topics in Clinical Dietetic Factor II: 

ADA code ethics 
ADA mission statement 
ADA values statement 
ADA philosophy 

Client world view re: health and nutrition 

Integration and expansion of Metaparadigm domains of Client Actions/Attitudes and 
Client Environment 

Expanded label: Psychosocial Nutriology 

BCnowledge topics in Clinical Dietetic Factor III: 

Influences - emotional status 
Life style choices 
Food choices 

Social milieu for eating 
Adequate finances for food 
Food-borne environmental toxins 
Transportation to acquire food 

Integration and expansion of Metaparadigm domains of Reference Person, Human 
Condition and Practitioner Actions/Attitudes 

Expanded Label: Integrated Knowledge 

Knowledge topics in Clinical Dietetic Factor IV 

Nutritional Interventions - Recommendations 
Assessment - of diet, eating habits, food preferences 
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Table 32 continued 

Nutritional Interventions - Education 
Interaction of lifestyle status, health status, with nutritional status 
Recommended Dietary Allowances 

Integration and expansion of Metaparadigm domains of Practitioner Actions/Attitudes 
and Nutraceuticals 

Expanded Label: Improvement Knowledge 

Knowledge topics in Clinical Dietetic Factor V: 

Practitioner's personal professional philosophy 
Use of dietetic treatment protocols 
Research as collaborator 

Function of nutraceuticals 
Eflfect of nutraceuticals 

Integration and expansion of Metaparadigm domains of Reference Person and Human 
Condition 

Expanded Label: Knowledge Base 

Knowledge topics in Clinical Dietetic Factor VI: 

Pre-clinical - integrated metabolism 
Normal appearance of tissues likely to develop nutrient-based lesions 
Nutritional science laboratory methods 
Nutritional factors in hormone regulation & gene expression 
Normal reproduction 
Statistical methods 

Pre-clinical - epidemiology 
Changes in tissue appearance related to nutritional deficiency 
Pre-clinical - physiology 
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Table 32 continued 

Expansion of Metaparadigm domain of Practitioner Environment 

Expanded Label: Contextual Links 

Knowledge Topics in Clinical Dietetic Factor VTI 

Funding for research in clinical dietetics 
Reimbursement for dietetic interventions 
Links with business/industry 
Tools for assessment of nutrition-related behaviors 

Graphic Summary of Metaparadigm Domains, Factors and Expanded Labels which 
Link with the Eight World Hypotheses 

The expanded metascopic labels which illustrate relationships and linkages among 

the domains of the Metaparadigm of Dietetics, and with the Eight World Hypotheses 

meet the criteria of a metaparadigm as agreed upon by the expert panel and as described 

in the literature £is reviewed in this work. It utilizes the concept of knowledge being an 

open system, allows for the existence and development of multiple types of knowing; it 

assumes knowledge exists at varying levels of complexity rather than as a simple linear 

continuum. As agreed upon by the expert panel, the newly validated Metaparadigm of 

Clinical Dietetics is abstract and general in nature, serves as an encapsulating framework 

representing the discipline of clinical dietetics, represents the uniqueness of the 

profession, expresses actual reality, and supports the emergence of potential reality. The 

domains can act as guiding units for building knowledge and are composed of central 

units beyond paradigms. The definitions of the domains are profession-specific, 

perspective-neutral and are potentially international in scope and substance. The levels 



of complexity demonstrate that the phenomena of concern to clinical dietetics are multi

dimensional, recursive and complex. The newly proposed Metaparadigm of Clinical 

Dietetics integrates the substance of the proposed metaparadigm domains and 

knowledge topics confirmed by practitioners as relevant and applicable, and links these 

components of the body of knowledge with the proposed Eight World Hypotheses of 

Schwartz and Russek. (see Figure 5) 



Figure 5. Metuscopc* illus(ra(in{; links between Metuparudigni or Clinical Dietetics Domains, 
Clinical Dietetic Factors (CDF) and Eight World Hypotheses (WHLs) 

WHL 1 
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Base 
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Views 
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WHLS 
Integrated Diversit 

etaparudigm of ClinicaK^ietetics Dftmains 
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WHL6 
Improvement 

Knowledge 
Contextua 
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•Metascope: A diagram for viewing Ihe perceptual range of abstraction and associations encompassing Ihe professional's realms 
of concern. Copyright: Rulh Leyse, 1998 
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Application of Expanded (Metascopic) Clinical Dietetic factor labels to 

Other Health Professional factors 

Adaptation of Schwartz and Russek World Hypotheses Wheel as Related to the Other 
Health Professionals Factor Content 

Induced Factor Label World Hypotheses Link 
Clinical (Increasing Levels 
Dietetic of Complexity) 
Factor 

VI Knowledge Base Formistic 
II World Views Mechanistic 
VII Contextual Links Contextual 
I Organismic Components Organismic 
III Psychosocial Nutriology Implicit Process 
V Improvement Knowledge Circular Causality 
IV Integrated Knowledge Creative Unfolding 

* Capital letter = Domain Identification : 
A = Reference Person; B = Human Condition; C = Practitioner Actions/Attitudes; 
D = Practitioner Environment: E = Client Actions/Attitudes; F = Client Environment; 
G = Nutraceuticals; 
Numeral = Subsection of Domain on survey instrument 

Other Health Professionals - Factor I 
Knowledge tonic Factor loadine 
Percent of variance explained 7.6 % 

D1 Registered status - ADA 80 
D1 Board Certified Specialists - ADA 79 
D1 RD licensure - State 79 
D1 Fellow status - ADA 76 
D1 Clinical dietetic continuing education 76 
D2 ADA Mission statement 76 
D2 ADA Code of ethics 74 
D2 ADA Values statement 74 
D1 Clinical Nutrition Specialist-

AIN/ASNA 70 
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Other Health Professional Factor I includes knowledge topics that coincide with 

the new domain label World Views: the causes associated with phenomena. Included are 

three knowledge topics that coincide with Clinical Dietetic Factor 11: ADA mission 

statement, ADA code of ethics, ADA values statement. Another five of the nine 

knowledge topics in this factor relate to professional credentials: registration, licensure, 

certification, fellow status, clinical nutrition specialist. This could be interpreted as the 

view of the practitioner by society. It is not related to contextual links with society, but 

more views of the dietetic practitioner. These topics are not seen as related to 

knowledge improvement or knowledge integration. The Other Health Professional 

factor shows more diversity but is consistent with the Clinical Dietetic Factor World 

Views. The comparative relevance mean of the initial domain (Practitioner 

Environment) was perceived to have the least comparative relevance to Clinical Dietetics 

of any domain in the study (see Appendix K). These knowledge topics were not 

perceived as shared knowledge. Five topics in this factor were perceived as unique to 

Clinical Dietetics (high relevance to Clinical Dietetics and less Comparative Relevance to 

others): registered status, RD licensure, clinical dietetic continuing education, ADA 

code of ethics and ADA mission statement. These perceptions are interpreted as 

adequate robustness to label Other Health Professional Factor I as World Views and 

including the views of society, with substantially less relevance to Other Health 

Professionals than to Clinical Dietetics. 
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Other Health Professionals - Factor II 

tCnowledge Topic Factor Loading 
Percent of variance explained 6.98% 

A1 Pre-clinical - integrated metabolism 71 
B1 Pre-clinical - biochemistry 68 
Bl Pre-clinical-biology 62 
A1 Nutritional factors in hormone 

regulation and gene expression 65 
A4 Nutritional science laboratory methods 60 
A2 Growth patterns 57 
A4 Statistical methods 56 
A2 Normal reproduction 55 
A3 Acceptable laboratory test ranges 54 
A2 Aging 53 
A3 Recommended Dietary Allowances 53 
A4 Nutritional Reference Values 53 
BI Pre-clinical-epidemiology 50 

Other Health Professional Factor II includes topics that coincide with the new 

domain label Knowledge Base: categories describing knowledge. Six of thirteen 

knowledge topics coincided with topics included in Clinical Dietetic Factor labeled 

Knowledge Base. Three additional topics on this factor did not fall into any Clinical 

Dietetic Factor and seemed appropriate for this label: pre-clinical biology, pre-clinical 

biochemistry and nutrition reference values. Three of the thirteen were included in 

Clinical Dietetic factor Organismic Components: growth patterns, aging, acceptable 

laboratory test ranges. The comparative relevance means for the initial domains 

(Reference Person and Human Condition) were perceived to be of equal relevance to 

Other Health Professionals as to Clinical Dietetics. None were considered as unique to 

Clinical Dietetics. Seven were considered to be shared knowledge (see Table 20.) 



147 

These perceptions were interpreted as Other Health Professionals Factor II being 

tentatively labeled Knowledge Base, acknowledging an Organismic Component with 

potential interaction between the categories of knowledge. 

Other Health Professionals - Factor III 

Knowledge Topic Factor Loading 
Percent of variance explained 6.49% 

C3 Intervention - nutritional counseling 71 
CI Assessment - diet (eating habits, food 

preferences) 62 
CI Assessment -Environmental (cultural 

influences, food availability, food 
preparation facilities, social support) 60 

C3 Nutritional education 59 
E3 Food choices 59 
C4 Documentation of clinical activities 57 
C3 Interventions - nutritional 

recommendations 56 
C3 Menu writing 56 
E2 Influences - food preferences 56 
C3 Intervention - goal setting 54 
D4 Nutrition education material 54 

Other Health Professionals Factor HI includes eleven knowledge topics: six 

knowledge topics that coincide with the new domain label Integrated Knowledge, 

purposeful integration and application of knowledge; two that coincide with new domain 

label Psychosocial Nutriology, study of invisible processes; one knowledge topic from 

domain Organismic Components, interaction resulting in emerging phenomena; and two 

topics that did not appear on any Clinical Dietetic factor. The comparative relevance 

means for the initial domain (Practitioner Actions/Attitudes) was perceived as less 

relevant to Other Health Professionals than to Clinical Dietetics. All knowledge topics in 
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this factor were perceived to be unique and relevant to Clinical Dietetics. These 

perceptions are interpreted as Other Health Professional Factor III being appropriately 

labeled Integrated Knowledge with some topics from less complex levels of knowledge 

being present. 

Other Health Professionals - Factor IV 

Knowledge Topics Factor Loading 
Percent of variance explained 6.23% 

B2 Changes in tissue appearance related 
to nutritional deficiency 64 

CI Assessment - Health status (medical Dx, 
Rx, health / dental problems, mobility, 
vision, biochemical) 62 

C2 Evaluation for nutritionally treatable 
etiologies 62 

B2 Signs/symptoms/potential for disease 
development related to nutritional 
status/flmction 59 

B3 Prognostic Nutrition Indices 57 
CI Assessment - nutritional status (dietetic-

specific physical examination, 
anthropometric) 56 

C2 Use of nutritional diagnostic codes 54 
B3 Expression of findings using nutritional 

diagnostic codes, classification systems 51 

Other Health Professional Factor IV contains no knowledge topics that coincide 

with Clinical Dietetic factors. Four topics were perceived as shared with Other Health 

Professionals, two were shared with Nutritional scientists, but not with Other Health 

Professionals and one was considered unique to Clinical Dietetics. All topics had a 

relevance score > 2.5. The comparative relevance means for one initial domain (Human 

Condition) was perceived as equally relevant to Other Health Professionals. The 
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comparative relevance means for the other initial domain (Practitioner Actions/Attitudes) 

was perceived as less relevant to Other Health Professionals than to Clinical Dietetics. 

These perceptions were interpreted as meaning Other Health Professional Factor IV, 

which includes topics of assessing health status and nutritional status, evaluating 

sign/symptoms for potential disease development related to nutritional status/function, 

changes in tissue appearance related to nutritional deficiency, and use of nutritional 

diagnostic codes to express findings, appears to characterize the domain labeled 

Integrated Knowledge. Other Health Professional Factor III appears to represent the 

client aspect of Integrated Knowledge while Other Health Professional Factor IV (which 

follows) appears to represent the application of scientific nutrition knowledge aspect of 

the domain. 

Other Health Professionals - Factor V 

Knowledge Topics Factor Loading 
Percent of variance explained 4.46% 

G2 Function of nutraceuticals 69 
G2 Effect of nutraceuticals 69 
G1 Processing of nutraceuticals 62 
01 Composition of nutraceuticals 56 
E1 Client world view re health and nutrition 51 

Other Health Professionals Factor V includes knowledge topics that coincide 

with new domain label Improvement Knowledge: circulation of processes which alter 

structure and function of the phenomena, (knowledge), causing changes which become 

new knowledge and the subject of more improvement. Four of the five topics in Factor 

V concern the function, effect, processing and composition of nutraceuticals. The 
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Clinical Dietetic domain of Improvement Knowledge includes additional clinical aspects 

and two of the four topics in Other Health Professionals Factor V. The initial domain 

means of comparative relevance (Nutraceuticals) was perceived to be of less relevance to 

Other Health Professionals than to Clinical Dietetics. These knowledge topics had 

individual relevance scores of > 2.5, therefore being perceived as relevant to clinical 

dietetics. Effects and fiinctions of nutraceuticals were perceived to be knowledge topics 

shared with Other Health Professionals. The Clinical Dietetic factor Improvement 

Knowledge is more complex than the Other Health Professional factor. These 

perceptions are interpreted as meaning that Other Health Professional Factor V is 

partially aligned with the Clinical Dietetic Factor Improvement Knowledge. 

Other Health Professionals - Factor VT 

Knowledge Topics Factor Loading 
Percent of variance explained 4.46% 

E2b Influences on intake - emotional status 62 
F2b Transportation to acquire food 61 
F2c Social milieu for eating 60 
D4c Tools for attitude assessment of 

individuals 58 
F2a Adequate finances for food 58 

Other Health Professional Factor VI includes four of five knowledge topics that 

coincide with newly labeled Clinical Dietetic factor Psychosocial Nutriology: invisible 

processes that help explain the phenomena. The comparative relevance means for the 

initial domains (Client Environment and Client Actions/Attitudes) were perceived as 

equally as relevant to Other Health Professionals as to Clinical Dietetics. The mean of 

the other initial domain (Practitioner Environment) was seen as less relevant to Other 
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Health Professionals than to Clinical Dietetics. Influence of emotional status on food 

intake, availability of transportation to acquire food and adequate finances for food were 

perceived as shared with other health professionals. Social milieu was perceived as a 

unique concern of clinical dietetics. These perceptions were interpreted as being 

adequately robust for Other Health Professional Factor VI to be labeled Psychosocial 

Nutriology. 

Other Health Professionals - Factor VU 

Knowledge Topics Factor Loading 
Percent of variance explained 3.97% 

C7a Transformational leadership 65 
Bid Pre-clinical - physiology 52 
C7c Interdependent colleagues 51 

The Other Health Professional Factor VII included three topics coinciding with 

two Clinical Dietetic factors. One topic was not included in any Clinical Dietetic Factor 

(pre-clinical physiology), but could logically be categorized in the domain of Knowledge 

Base. The small content and diverse distribution of topics in Other Health Professional 

Factor VII is interpreted as having no clear alignment with any newly labeled Clinical 

Dietetic factor. 
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Table 33. Summary: Application of Expanded (Metascopic) Clinical Dietetic 
Factor Labels to Other Health Professional Factors. 

Other 
Health 
Professional 
Factor 

New 
Factor 
Label 

Robustness 
of Fit: 
Apply/Not Apply 
to Other Health Professional 
Factor 

I World Views Yes, plus society views 
Not shared. Less relevant and 
Unique to Clinical Dietetics 

II Knowledge Base Yes, Tentative, Shared, Equally 
Relevant, Potential interaction 
with Organismic Component 
content 

III Integrated Knowledge Yes, Unique to Clinical Dietetics, 
Client aspectLess relevant. Some 
topics less complex levels of 
knowledge 

IV Integrated Knowledge Yes, No topics in a Clinical 
Dietetic Application of 
Nutrition Factor, Equally 
relevant. Shared science 
knowledge aspect 

V Improvement Knowledge Yes, Partially aligned with Clinical 
Dietetic factor, Partially shared. 
Clinical Dietetic factor more 
complex 

VI Psychosocial Nutriology Yes, Equally relevant. Shared 

VU No correspondence to 
new label 

Three topics, diverse 
domains 
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Application of Clinical Dietetic (metascopic) factor labels to Nutritional Scientists 
Factors 

Adaptation of Schwartz and Russek World Hypotheses Wheel as related to Nutritional 
Scientists factor content 

Induced Factor Label World Hypotheses Link 
Clinical (Increasing Levels 
Dietetic of Complexity) 
Factor 

VI Knowledge Base Formistic 
II World Views Mechanistic 
VII Contextual Links Contextual 
I Organismic Components Organismic 
III Psychosocial Nutriology Implicit Process 
V Improvement Knowledge Circular Causality 
IV Integrated Knowledge Creative Unfolding 

* Capital letter = Domain Identification : 
A= Reference Person; B= Human Condition; C= Practitioner Actions/Attitudes; 
D= Practitioner Environment: E= Client Actions/Attitudes; F = Client Environment; G= 
Nutraceuticals; 
Numeral = Subsection of Domain on survey instrument 

Nutritional Scientists Factor I 

Knowledge Topic Factor Loading 
Percent of variance explained 11.93% 

E2* Influences on intake - emotional status 79 
E3 Food Choices 79 
F2 Social milieu for eating 72 
F2 Caregiver who is responsible and 

knowledgeable re: nutrition needs 77 
F2 Adequate finances for food 74 
E2 Influences on intake - food preferences 72 
E3 Lifestyle choices 72 
E1 Ability for nutritional self-care 69 
F2 Transportation to acquire food 69 
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Nutritional Scientists Factor I continued 

El Knowledge for nutritional self care 
D4 Nutrition education materials 
Fl Route of food delivery (enteral/ 

68 
61 

parenteral) 
CI Assessment-environmental (cultural 

60 

influences, food avaUability. food 
preparation facilities, social support) 

C7 Interdependent colleagues 
D4 Tools for altitude assessment of 

57 
50 

individuals 50 

Nutritional Scientists Factor I includes knowledge topics that coincide with the 

new domain label Psychosocial Nutriology; the study of iavisible processes relative to 

the individual client or epidemiological group of clients. These include emotional 

influences on eating, food choices, social milieu for eating, adequate finances for food, 

lifestyle choices, transportation to acquire food, and others. Twelve of the sLxteen 

knowledge topics with r > 0.50 are included in this description . The comparative 

relevance means for the initial domains (Client Actions/Attitudes and Client 

Environment) for this group of knowledge topics were perceived to be of less relevance 

to nutritional scientists than to clinical dietetics. Fifteen of sixteen knowledge topics 

were perceived as not having equal or more relevance to nutrition scientists based on 

individual topic comparative relevance scores and therefore as not being shared 

knowledge (see Table 20). These perceptions are interpreted as meaning that Nutritional 

Scientists Factor I, newly labeled Psychosocial Nutriology, contains elements that are 

related to the study of the clinical client and are largely not shared and less relevant to 
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nutritional scientists than to clinical dietetics. This new domain label appears adequately 

robust to be used in naming Nutritional Scientists Factor I. 

Nutritional Scientists Factor 11 

C3 Interventions - Use of dietetic treatment 

C3 Interventions - nutritional counseling 67 
C3 Interventions - nutritional 

recommendations 65 
C4 Documentation of clinical dietetic 

activities 65 
C4 Management of clinical dietetic 

services 62 
CI Assessment - physical status (dietetic-

specific physical examination, 
anthropometric) 61 

C1 Assessment-Mental status (readiness 
to change, educational level, cognitive 
fimctioning) 60 

C1 Assessment - health status (medical Dx, 
Rx, health/dental problems, mobility, 
vision, biochemical) 59 

C2 Evaluation for nutritional treatable 
etiologies 56 

C4 Measurement of dietetic outcomes 55 
B3 Prognostic Nutrition Indices 54 
C2 Use of nutritional diagnostic codes 52 
C2 Intellectual multi-skilling: in-depth, 

science-based clinical practice, critical/ 
global thinking, conceptualization 52 

C2 Diagnostic thought processes 51 
C3 Intervention - nutrition education 50 
C7 Dietitian : Client relationships 50 
D3 Reimbursement for dietetic 

interventions 50 

Knowledge Topics Factor Loading 
Percent of variance explained 10.63% 

protocols 
C3 Interventions - goal setting 

75 
74 
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Nutritional Scientists Factor II included knowledge topics which coincide with 

the new domain label Integrated Knowledge: the purposeful integration and application 

of knowledge into practice. This includes knowledge topics such as use of dietetic 

treatment protocols, goal setting, counseling, nutritional recommendations, assessment 

of nutritional status, health status, mental status, intellectual multi-skilling. diagnostic 

thought processes, plus others . Twelve of eighteen knowledge topics with r > 0.50 are 

included in this definition. 

The comparative relevance means for the initial domains (Practitioner 

Actions/Attitudes and Practitioner Emironment) for this group of knowledge topics 

were perceived to be of less relevance to nutritional scientist than to clinical dietetics. 

SLx of the eighteen knowledge topics were perceived as shared with clinical dietetics 

based on individual knowledge topic comparative relevance scores: assessment of 

physical status, assessment of health status, evaluation for nutritionally treatable 

etiologies. Prognostic Nutrition Indices, intellectual multi-skilling, diagnostic thought 

processes. Nine topics in this factor were perceived as not shared with clinical dietetics, 

three were perceived as less relevant to nutritional scientists than to clinical dietetics. 

These perceptions are interpreted as meaning that Nutritional Scientists Factor II, newly 

labeled Integrated Knowledge, contains elements that are related to application and 

integration of knowledge into clinical practice and are largely not shared and less 

relevant to nutritional scientists than to clinical dietetics. The domain of Integrated 

Knowledge appears adequately robust to label Nutritional Scientists Factor II. 
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Nutritional Scientists -Factor III 

Knowledge Tonics Factor Loadings 
Percent of variance accounted for 8.11% 

A2 Aging 68 
A3 Recommended Dietary Allowances 68 
A2 Growth patterns 67 
A3 Acceptable laboratory test ranges 66 
A2 Normal reproduction 64 
A4 Nutritional reference values 64 
A4 Anthropometric measurement 62 
Al Nutrient disposition (absorption. 

utilization, excretion) 61 
Al Pre-clinical integrated metabolism 59 
Al Nutrient flmctions 53 
B3 Potential or presence of 

nutrient/food/drug interactions 52 
Al Nutritional factors in hormone 

regulation &. gene expression 50 

Nutritional Scientists Factor III includes knowledge topics that coincide with the domain 

of Organismic Components: how components such as standards, tools and relationships 

interact resulting in emergent phenomena. Three of the four knowledge topics loading 

most highly on this factor include topics of aging, growth patterns, and acceptable 

laboratory test ranges, which coincide with the Clinical Dietetic domam Organismic 

Components. Nutritional Scientists Factor III also contains four topics from the Clinical 

Dietetic Factor newly labeled Knowledge Base. Five topics in Nutritional Scientists 

Factor in did not appear on any Clinical Dietetic Factor. Four of these five topics could 

be interpreted as belonging in the domain of Knowledge Base: nutritional reference 

values, anthropometric measurement, nutrient disposition, nutrient functions, and 

nutritional factors in hormone regulation and gene expression. The new domain label of 
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Knowledge Base appears to more closely describe Nutritional Scientist Factor III despite 

the highest three loadings. The initial domain means of comparative relevance ( eleven 

of twelve from domain of Reference Person) for this group of knowledge topics was 

perceived by respondents as being at the high end of the range "equal relevance to 

clinical dietetics". Nine of the twelve topics in this factor were perceived as shared 

knowledge based on individual topic comparative relevance scores. These perceptions 

are interpreted as meaning that Nutritional Scientists Factor III cannot be clearly labeled 

with either of the Clinical Dietetic domain labels, but is perceived as containing much 

shared basic knowledge with clinical dietetics. 

Nutritional Scientists -Factor IV 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 7.33% 

D2 ADA mission statement 
D2 ADA code of ethics 
D2 ADA values statement 
D1 Registered status - ADA 
D1 RD licensure - state 

84 
83 
83 
80 
76 

D1 Clinical dietetic continuing education 72 
D1 Board Certified Specialists - ADA 70 
D1 Fellow status - ADA 
D1 Clinical Nutrition Specialist, 

69 

AIN/ASNA 
C6 American Dietetic Association 

61 

philosophy 58 

Nutritional Scientists Factor IV includes knowledge topics that coincide with the 

domain of World Views: causes associated with phenomena. This includes knowledge 

topics of ADA mission statement, ADA code of ethics and ADA values statement as the 
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topics with the top three loadings. It also includes topics related to registration, 

licensure, certification, continuing education and others. Like Other Health Professional 

Factor I, this could be interpreted as the view of the practitioner by society. It is not 

related to contextual links with society, but more views of the dietetic practitioner. 

These topics are not seen as related to knowledge improvement or knowledge 

integration. The Nutritional Scientists factor shows more diversity but is consistent with 

the Clinical Dietetic Factor World Views. The initial domain means of comparative 

relevance (Practitioner Actions/Attitudes and Practitioner Environment) were perceived 

as less relevant or on the low end of the range of equal comparative relevance. Seven of 

ten topics in Nutritional Scientists Factor IV did not appear on a Clinical Dietetic Factor 

and were not perceived as shared knowledge based on individual topic relevance scores. 

These perceptions are interpreted as meaning that Nutritional Scientists Factor IV can be 

tentatively labeled with the Clinical Dietetic domain label of World Views It is more 

complex than the Clinical Dietetics factor, as well as being perceived as not shared and at 

the low end of the range measuring equal relevance to Clinical Dietetics. 

Nutritional Scientists - Factor V 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 4.01% 

G2 Effect of nutraceuticals 82 
Gl Processing of nutraceuticals 75 
01 Composition of nutraceuticals 74 
G2 Fimctions of neutraceuticals 74 

Nutritional Scientists Factor V includes knowledge topics that coincide with the 

domain of Improvement BCnowledge: circulation of processes which alter structure and 
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function of the phenomena (knowledge), causing changes which become new knowledge 

and the subject of more improvement. This includes the knowledge topics concerning 

the efifects, processing, composition and functions of nutraceuticals. The Clinical 

Dietetic Domain of Improvement Knowledge includes additional clinical aspects and 

includes two of the four topics in Nutritional Scientists Factor V. The initial domain 

means of comparative relevance (Nutraceuticals) was perceived by respondents to be of 

equally high relevance to both Nutritional Scientists and Clinical Dietetics. Three of the 

four knowledge topics were perceived to be shared with Nutritional Scientists based on 

individual topic comparative relevance scores. Nutritional Scientists Factor V is partially 

aligned with the domain label of Improvement Knowledge. These perceptions are 

interpreted as meaning that nutraceuticals are relevant and highly shared by Nutritional 

Scientists and are a portion of the newly labeled domain of Improvement Knowledge. 

NutritioDal Scientists - Factor VI 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 3.83% 

D3 Funding for research in 
clinical dietetics 67 

D3 Links with business industry 65 
C5 Clinical research as principle 

investigator 57 
D4 Computer programs re: nutrition 

and/or diet 57 

Nutritional Scientists Factor VI includes topics that coincide with the domain of 

Contextual Links: how context affects knowledge. Knowledge topics include fimding 

for research in clinical dietetics and links with business and industry. Two of the four 
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topics in Nutritional Scientists Factor VI are identical with two of four topics in Clinical 

Dietetic Factor VII. The other two topics did not load on a Clinical Dietetic factor. 

Computer programs were seen as a topic of shared relevance and could be interpreted as 

part of the contextual links of clinical dietetics. The role of principal investigator was 

seen as only slightly relevant to clinical dietetics respondents, and seen as more relevant 

to nutritional scientists. The initial domains of comparative relevance (Practitioner 

Environment and Practitioner Actions/Attitudes) were seen as low in the range "of equal 

relevance" to clinical dietetics. Two of the four topics in Nutritional Scientists Factor VI 

were perceived as shared with Clinical Dietetics. These perceptions are interpreted as 

meaning that the Clinical Dietetic domain label of Contextual Links can be considered 

tentatively descriptive of Nutritional Scientists Factor VI. 

Nutritional Scientists - Factor VII 

Knowledge Topics Factor Loadings 
Percent of variance accounted for 3.79% 

B1 Pre-clinical epidemiology 60 
A1 Normal appearance of tissues likely 

to develop nutrient-based lesions 56 
B1 Pre-clinical physiology 56 
B2 Change in tissue appearance 

related to nutritional deficiency 52 

Nutritional Scientists Factor VII includes four knowledge topics all of which 

appear in newly labeled Clinical Dietetic domain of Knowledge Base. This is four often 

topics in the Clinical Dietetic factor. The initial domains means of comparative relevance 

(Human Condition and Reference Person) were perceived as being of equal relevance to 

Clinical Dietetics and Nutritional Scientists. Two topics were perceived as shared with 
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Nutritional Scientists: pre-clinical physiology and change in tissue appearance related to 

nutritional deficiency based on individual topic comparative relevance scores. Clinical 

Dietetics newly labeled domain of Knowledge Base includes three knowledge topics in 

Nutritional Scientists Factors HI, and three that did not load on any Nutritional Scientists 

factor. These perceptions are interpreted as Nutritional Scientists Factor VII as a partial 

component of Clinical Dietetic newly labeled domain of Knowledge Base but cannot 

labeled as completely coinciding with the Knowledge Base domain. 
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Table 34. Summary: Application of Expanded (Metascopic) Clinical Dietetic 
Factor Labels to Nutritional Scientists Factors. 

Nutritional New 
Scientist Factor 
Factor Label 

Robustness 
of Fit: 
Apply/Not Apply 
to Nutritional Scientists 
Factor 

I Psychosocial Nutriology 

II Integrated Knowledge 

III Organismic Components 

TV World Views 

V Improvement Knowledge 

VI Contextxial Links 

VII Knowledge Base 

Yes, Not shared. Less relevant 
than to Clinical Dietetics 

Yes, Not shared. Less relevant 
than to Clinical dietetics 

No, mixed with Knowledge Base, 
Shared basic knowledge,Eqiial 
relevance 

Yes, tentative, plus society's 
views, NS content more diverse, 
not shared. Barely equally 
relevant to Clinical Dietetics 

No, CD content more diverse 
Partial coincidence with Clinical 
Dietetic factor 

Yes, tentative; Shared, low end of 
Equal Relevance range compared 
to Clinical Dietetics 

No, CD content more diverse. 
Partial coincidence with Clinical 
Dietetic factor, equal relevance to 
Clinical Dietetics 
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Summary of Factor Analysis 

This factor analysis can be considered as yielding preliminary conclusions. A 

minimum sample size of235 respondents would be optimal for a stable factor structure. 

Knowledge topics with loadings indicating a strong positive relationship (r = > 0.50) 

with the factor were used in the interpretation. The seven factors in this analysis, 

accounted for approximately forty percent of the variance. 

These knowledge topics were initially categorized into the seven domains of the 

proposed Metaparadigm of Clinical Dietetics. These domains and factor content 

knowledge topics were linked to the Eight World Hypotheses. The eight hypotheses are 

interpreted as representing increased complexity of knowledge and understanding (110) 

(see Appendix O). The links between the domairxs of the Metaparadigm of Clinical 

Dietetics and the eight levels of complexity are interpreted as illustrating relationships 

between metaparadigm domains and the explanatory power of the Metaparadigm of 

Clinical Dietetics. The diagram illustrating the relationships and links is termed a 

metascope. The eighth level of complexity, labeled Integrated Diversity for the 

profession of Clinical Dietetics, could potentially be developed as metaparadigms of 

knowledge for Nutritional Scientists and for Other Health Professionals. 

The expanded labels were partially applicable to the factors derived from scores 

of comparative relevance to other health professionals and nutritional scientists. 

Comparative Relevance to other groups is slightly different than perceived Relevance to 

these groups. Domain comparative relevance scores give a sense of how respondents 
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perceive the knowledge topics, the domains, and potentiaUy the relationships designated 

by the expanded labels. 
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CONCLUSIONS AND RECOMMENDATIONS 

Respondents to this survey, although not fully representative of clinical dietitians 

belonging to the American Dietetic Association, perceived this selection of knowledge 

topics as representing the body of knowledge of Clinical Dietetics. They were able to 

place their own work solidly within the proposed seven domains of the proposed 

metaparadigm. A group of twenty-seven knowledge topics were perceived as unique to 

clinical dietetics. Nutrition Counseling was seen as especially relevant to the profession. 

Technical multi-skilling, characterized by drawing blood and taking blood pressures, and 

was seen as least relevant. This indicates this study explicates the body of knowledge 

and Metaparadigm of Clinical Dietetics that is recognizable and applicable by 

practitioners. 

Factor analysis, yielding a different type of data on perceptions, appeared to 

represent underlying relationships between domains of the metaparadigm. Labels 

expanding the understanding of the domains, based on the structure of the factor analysis 

and the Eight World Hypotheses are proposed. These labels are 1) Knowledge Base, 

2) World Views, 3) Contextual Links, 4) Organismic Components, 5) Psychosocial 

Nutriology, 6) Improvement Knowledge, and 7) Integrated Knowledge. Links between 

the expanded labels and the Eight World Hypotheses of Schwartz and Russek, illustrated 

in a metascope, are elucidated. Validation of the proposed expanded domain labels and 

these links by the expert panel and/or a larger, more representative sanople of clinical 

dietitians is recommended. Perceptions of practitioners who have been in practice 1-5 
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years, those who entered the profession by the AP4 route and practitioners from the 

northwest and southwest United States as well as groups from multiple Dietetic Practice 

Groups (generalists, specialists and practitioners in developing practice environments) 

need to be included in future samples. 

Clinical dietetic theory-building was not seen by respondents as having high 

relevancy. The role of principal investigator in conducting research was perceived as 

only somewhat relevant. The role of collaborator in research was perceived as slightly 

more relevant, but not of top relevancy. Clinical Dietetics was perceived as sharing more 

knowledge with nutritional scientists than with other health professionals. Joint course 

work and student research as part of a treatment or investigative team would align with 

national health care trends, needs and recommendations by the Pew Commission (84, 

111, 112). 

Clinical dietetic educators need to encourage knowledge, interest and expectation 

regarding theory-based clinical research using dietetic practice as the laboratory and 

other health practitioners as research colleagues. Preparatory and continuing education 

in clinical dietetic theory needs to incorporate metatheory, middle range theory, 

microtheory, the identification, development, and the application of theory, (102, 113) as 

well as acknowledge the personal, professional and societal value gained from theory-

based research. 

Development of the areas practitioners considered unique to Clinical Dietetics 

would clarify and expand their professional role. These include 1) use of nutrition 

diagnostic codes in the diagnosis of client nutritional problems and documentation of 
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activities (108), 2) consistent consideration of client environmental factors and client 

knowledge concerned with diet and eating, 3) measurement of outcomes of dietetic 

interventions such as use of dietetic protocols, counseling, education, goal setting and 

recommendations, 4) meeting standards of care set by JC AHO and 4) management of 

clinical dietetic services. These activities need to continue to be guided by the 

professional philosophy and ethical standards of the American Dietetic Association (16) 

to meet the goals of the profession as stated in the ADA Mission statement. Meeting 

JCAHO standards (107) may need to be conceptually expanded to include standards for 

HMO's and other non-hospital practice environments as health care milieu changes 

occur (114). 

Developing the body of knowledge "guided by theory rather than random efforts 

to relate things to one another ... reduces the trial-and-error effort.... People who 

explore theories are at the vang;uard of each field of science .... It is just as important to 

develop theories regarding attributes as it is to develop methods of analysis" (94). 

Leaders in the dietetic profession recently commented concerning the need for research 

in clinical dietetics for supporting development of the profession as well as individual 

practitioners (95, 96). The Metaparadigm of Clinical Dietetics, linked with the Eight 

World Hypotheses, has the potential for serving as an organizing influence for creation 

and explication of profession-specific theories. The profession of nursing has 

demonstrated the influence of a professional metaparadigm on practice and research (5). 

Blegan and Tripp-Reimer comment that the four concepts in the Metaparadigm of 

Nursing are central to other disciplines as well, but that they have "provided a rationale 
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and mechanism for the discipline to move beyond the conceptual models" (115). Clinical 

Dietetics' route to knowledge development will have some similarities to and differences 

from the route of nursing knowledge building. 

Clinical dietetic practitioners have potential for transforming nutritional science 

knowledge into clinical knowledge, for developing new knowledge in collaboration with 

nutritional scientists and acting as principal investigator or colleagues of other health 

professionals in clinical research. Clinical nutrition has been recently differentiated from 

nutritional epidemiology, with the two seen as being on a continuum from intake to 

disease (101) (see Glossary). Clinical dietetic practitioners can appropriately be involved 

in the study and treatment of both the large populations of epidemiology and the smaller 

numbers of direct patient care. 

Creating science-based, profession-specific theory around these areas of 

uniqueness, the Metaparadigm of Clinical Dietetics and the Eight World Hypotheses is 

recommended for building the body of knowledge of clinical dietetics. In the process 

practitioners can make contributions to solutions needed for effective health care while 

realizing individual professional satisfaction. 
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APPENDIX A: CODE OF ETHICS,GU1DING STATEMENTS OF THE AMERICAN 
DIETETIC ASSOCIATION 
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New Code of Ethics Developed for the Dietetic Profession 

Preamble 

The American Dietetic Association and its credentialing agency, the Commission 

on Dietetic Registration, believe it is in the best interests of the profession and the public 

they serve tJiat a Code of Ethics provide guidance to dietetic practitioners in their 

professional practice and conduct. Dietetic practitioners have voluntarily developed a 

Code of Ethics to reflect the ethical principles guiding the dietetic profession and to 

outline commitments and obligations of the dietetic practitioner to self, client, society, 

and the profession. 

The purpose of the Commission on Dietetic Registration is to assist in protecting 

the nutritional health, safety and welfare of the public by establishing and enforcing 

qualifications for dietetic registration and for issuing voluntary credentials to individuals 

who have attained those qualifications. The Commission has adopted this Code to apply 

to individuals who hold these credentials. 

The Ethics Code applies in its entirety to members of The American Dietetic 

Association who are Registered Dietitians (RDs) or Dietetic Technicians, Registered 

(DTRs). Except for sections solely dealing with the credential, the Code applies to all 

American Dietetic Association members who are not RDs or DTRs. Except for aspects 

dealing with membership, the Code applies to all RDs and DTRs who are not ADA 

members. AH of the aforementioned are referred to in the code as "dietetic 

practitioners." 
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Principles 

1. The dietetic practitioner provides professional services with objectivity and with 

respect for the unique needs and values of individuals. 

2. The dietetic practitioner avoids discrimination against other individuals on the basis of 

race, creed, religion, sex, age and national origin. 

3. The dietetic practitioner fulfills professional commitments in good faith. 

4. • The dietetic practitioner conducts him/herself with honesty, integrity, and fairness. 

5. The dietetic practitioner remains fi-ee of conflict of interest while fulfilling the 

objectives and maintainii^ the integrity of the dietetic profession. 

6. The dietetic practitioner maintains confidentiality of information. 

7. The dietetic practitioner practices dietetics based on scientific principles and current 

infomaation. 

8. The dietetic practitioner assumes responsibility and accountability for personal 

competence in practice. 

9. The dietetic practitioner recognizes and exercises professional judgment within the 

limits of his/her qualifications and seeks counsel or makes referrals as appropriate. 

10 The dietetic practitioner provides suflBcient information to enable clients to make their 

own informed decisions. 

11. The dietetic practitioner ^^o wishes to inform the public and colleagues of his/her 

services does so by using Actual information. The dietetic practitioner does not 

advertise in a &lse or misleading manner. 



173 

12. The dietetic practitioner promotes or endorses products in a manner that is neither 

false or misleading. 

13. The dietetic practitioner permits use of his/her name for the purpose of certifying 

that dietetic services have been rendered only if he/she has provided or supervised the 

provision of those services. 

14. The dietetic practitioner accurately presents professional qualifications and 

credentials. 

a. The dietetic practitioner uses "RD" or "registered dietitian" and "DTR" or 

"dietetic technician, registered" only when registration is current and authorized by the 

Commission on Dietetic Registration. 

b. The dietetic practitioner provides accurate information and complies with all 

requirements of the Commission on Dietetic Registration program in which he/she is 

seeking initial or continued credentials from the Commission on Dietetic Registration. 

c. The dietetic practitioner is subject to disciplinary action for aiding another 

person in violating any Commission on Dietetic Registration requirements or aiding 

another person in representing himselfilierself as an RD or DTR when he/she is not. 

15. The dietetic practitioner presents substantiated information and interprets 

controversial information without personal bias, recognizing that legitimate differences 

of opinion exist. 

16. The dietetic practitioner makes all reasonable effort to avoid bias in any kind of 

professional evaluation. The dietetic practitioner provides objective evaluation of 
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candidates for professional association memberships, awards, scholarships, or job 

advancements. 

17. The dietetic practitioner volimtarily withdraws from professional practice under the 

following circumstances: 

a. The dietetic practitioner has engaged in any substance abuse that could affect 

his/her practice; 

b. The dietetic practitioner has been adjudged by a court to be mentally 

incompetent; 

c. The dietetic praaitioner has an emotional or mental disability that affects 

his/her practice in a manner that could harm the client. 

18. The dietetic practitioner complies with all applicable laws and regulations concerning 

the profession. The dietetic practitioner is subject to disciplinary action under the 

following circumstances: 

a. The dietetic practitioner has been convicted of a crime under the laws of the 

United States which is a felony or misdemeanor, an essential element of which is 

dishonesty and which is related to the practice of the profession. 

b. The dietetic practitioner has been disciplined by a state and at least one of the 

grounds for the discipline is the same or substantially equivalent to these principles. 

c. The dietetic practitioner has committed an act of misfeasance or malfeasance 

which is directly related to the practice of the profession as detennined by a court of 

con^)etent jurisdiction, a licensing board, or a governmental body. 
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19. The dietetic practitioner accepts the obligation to protect society and the profession 

by upholding the Code of Ethics for the Profession of Dietetics and by reporting alleged 

violations of the Code through the defined review process of the American Dietetic 

Association and its credentialing agency, the Commission on Dietetic Registration. 

American Dietetic Association (1988) (16) 

Guiding Statements of the American Dietetic Association 

Mission statement of the American Dietetic Association 

The American Dietetic Association is the advocate of the dietetic profession 

serving the public through the promotion of optimal nutrition, health and well-being. 

Vision statement of the American Dietetic Association 

Members of the American Dietetic Association will shape the food choices and 

impact the nutritional status of the public. 

Statement of Philosophv of the American Dietetic Association 

Members of the American Dietetic Association serve the profession best by 

serving the public first. 

Statement of Values of the American Dietetic Association 

The actions of the American Dietetic Association and its members reflect the 

following values: 

•Excellence in the identification, development and delivery of quality programs, services 

and products. 

•Leadership in significant food, nutrition and related issues. 
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*Integrity in all professional and personal actions. 

*Respect for diverse viewpoints and individual differences. 

•Communication that is timely and effective. 

•Collaboration for action on critical issues. 

•Fiscal responsibility in effectively providing and managing human and financial 

resources. 

•Action that is timely and strategic. 

American Dietetic Association Membership Card 



APPENDIX B: CONTINUUMS OF KNOWLEDGE 



Continuums of Knowledge 

Knowledge may be seen as continuums instead of a hierarchy 

Static 
at one point in time 
specified, limited object 

Concrete 
operational, absolute 
observable 
may be theory-driven 

Abstract 
relative, 
subjective, 
theoretical 

Dynamic 
anthologize (being) 
epistemology (knowing) 
methodologies (doing) 

Haase, J. 
Fall, 1992 
Nursing 705 
The University of Arizona 
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APPENDIX C: QUALITATIVE INTERVIEW QUESTIONS 
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Questions used in Qualitative Interviews 
Regarding Phenomenon of Concern to Clinical Dietetics 

and Terminology 

1.) What do you experience as the relevant phenomena of concern in your practice of 
clinical dietetics? 

2.) How do you think about the concept of relevance? 

3.) Are any of the phenomena you mentioned more relevant than others? 

4.) Do you perceive any of the phenomena of concern you discussed as unique to 
clinical dietetics? 

5.) Do you perceive any of the phenomena of concern you discussed as being shared 
with other health professionals? 

6.) Do you perceive any of the phenomena of concern you discussed as being shared 
with nutrition scientists? 

7.) Should clinical dietetics expand in the future, can you imagine additional phenomena 
of concern that would be relevant to the practice of clinical dietetics? 

8.) How would you describe the difference between a phenomenon being "relevant" and 
being "fundamental"? 



APPENDIX D: SURVEY INSTRUMENT 



Expert Clinical 

Panel Dietitian 

Perceptions Perceptions 

Science 

Theories 

Paradigms 

Metaparadigm 

Ruth Leyse, Doctoral Candidate 
Interdepartmental Committee of Nutritional Sciences 

The University of Arizona 
Tucson, Arizona 

This survey is supported in part by the Fairchild-Kight Endowment Fund at The 
University of Arizona 
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Metaparadigm otXlinical Dietetics Validation Sur\-ey 

Survey Overview 

The purpose of this survey is to determine the perceptions of Clinical Dietitians 
regarding the relevance of selected knowledge topics drawn trom the body of 
knowledge of clinical dietetics and> or that of other health professionals or nutntional 
scientists. 

Part L examines the Relevance of each icnowledge topic to Clinical Dietetics. 

Part n. examines the Comparative Relevance of each knowledge topic to Other 
Health Professionals. 

Part in. examines the Comparative Relevance of each icnowledge topic to Nutritional 
Scientists. 

The abstract concepts used to describe the most general level of the body of knowledge 
relevant to a professional group are collectively called a Metaparadigm. It gives 
direction to the development of paradigms, theories and science of the profession, as 
illustrated below: 

Concepts proposed for the Metaparadigm of Clinical Dietetics are: Reference Person, 
Human Condition, Practitioner Actions and Attitudes, Practitioner Environment, Client 
Actions & Attitudes, Client Environment, and Nutraceuticals. This survey groups 
selected knowledge topics into these seven domains and requests your perceptions of 
their relevance to clinical dietitians and others. 

Metaparadigm of Clinical Dietetics 

Refereace Human Prxtiaaaer Practmooa' Clieu Client NuOTccutiois 
Pdsoo Cooditiaa Actions / Eavirooment Actioos/ EaviromQeta 

Attitudes Attitudes 

The domains, knowledge topics and spaces to express your perceptions start on page 
four. 
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Metaparadigm of Clinical Dietetics Validation Survey 

Instruction Sheet 

The survey and the answer sheet have been combined for ease in recording your 
perceptions and scanning your responses by computer. 

Use a number 2 pencil to mark your answen. 

Mark only one answer to most items. 
A few items request that you mark '*any that apply". On these items, mark as many 
as accurately reflect your thoughts. 

On the first page of the survey, in the upper left corner in the shaded box please write 
in the two-letter postal service abbreviation of the state in which you practice and the 
number of your primary Dietetic Practice Group (primary = 50% or more of your 
employment time). 

Dietetic Praaice Group numbers: 
10 - Public Health Mutrition 
11 - Gerontological Nutritionists 
12 - [>ietetics in [)eveiopmental 

and Psychiatric Disorders 
20 - Oncology Nutrition 
21 - Renal Dietitians 
22 - Pediatric Dietitians 
23 - Diabetes Care and Education 

24 - Dietitians in Nutrition Support 
25 - Dietitians in Physical Me^cine and 

Rehabilitation 
27 - Dietitians in General Clinical Praaice 
28 - Perinatal Nutrition 
31 - Consultant dietitians in Heahh Care 

Fadlides 
33 - Sports. Cardiovascular and Wellness 

Nutritionists 

You may complete the survey at your own pace. It does not have to be completed in one 
sitting. 

You may first complete all of "Part I - Clinical Dietetics", then "Part 2 - Other Health 
Professionals" and then proceed to "Part 3 - Nutritional Scientists" if you like. Or you 
may record your perceptions concerning all three groups for each individual icnowledge 
topic as you proceed through the survey. 

For your convenience the sheet of definitions is unattached, ft provides the survey 
definitions for major terminology and the abbreviations for the response categories. You 
may want to keep it handy for reference during completion of the survey. Metaparadigm 
Domain definitions are included in the body of the survey where they are being 
considered. 
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Definitions: 

Clinical Dietitian refers to a member of the .-Vmerican Dietetic Association who has passed the registration 
examination and has specitled a clinical area of interest on membership data forms 

Other Health Care Professional refers to any other health profession/professional about which you have 
kno\vledge or experience. (You will be asked to designate which other health professions/professionals you 
are considering for each domain.) 

.Nutritional Scientist refers to academic scientists who elucidate problems and solutions related to 
nutritional status, nutritional retjuirements. nutrient metabolism and/or biochemistry, molecular and genetic 
biology related to nutrition. 

Relevance refers to any phenomenon of concern that pertains to. is influential, imponant or applicable to 
the practice of clinical dietetics, other health professions or to nutritional science or is an integral pan of 
the body of knowledge of each, respeaively. 

Domain refers to a sphere of concern or function. 

Instructions: 

Part I : Indicate the term that best describes your perception of Relevance of all items to Clinical 
Dietetics. 

Use the rollowing scale to indicate your perceptions of Relevance to Clinical Dietetics. 

IR = Irrelevant 
SIR = Somewhat Irreievaat 
SR = Somewhat Relevant 

R = Strongly Relevant 

Part P: Indicate the term that best describes your perception of Comparative Relevance of all items to 
Other Health Froressionals. 

Use the rollowing scale to indicate the Comparative Relevance to Other Health Professionals. 

NR = Not Relevant 
LR = Less Relevant than to Clinical Dietetics 
ER = Equally as relevant as to Clinical Dietetics 
MR = More Relevant than to Clinical Dietetics 

Part ni; Indicate the term that best describes your perception of Comparative Relevance of all items to 
Nutritional Scientists. 

Use the same sade or Comparative Relevance for Nutridon Scientists as you used for Other Health 
Professionals 
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A. Domain of Reference Person 

Reference Persin refers to the theoretical, statistically derived individual representative of 
the reference population, for example the reference 'infant 0.5-1.0 years old* refen^ to in 
the Recommended Dietary Allowances. (National Research Coundl, 1989). It includes the 
assumption of defined criteria of selection and assumes the user is infonned reganling the 
essential details of the derivation. When reference values are used in evaluation or 
interpretation, it is acknowledged that health and disease are relative, not absolute states. 

Knowledge Topics 
Part I 

Clinical Dietetics 
Part II 

Other Health Professionals 
Part III 

Nutritional Sdentfsts 

A-1. Normal Human Functioning 

la. NutrienI dhposltai 
(abcocpdon, uttaOan. 
excrcticn) 

1c. Nutridcnal fMos n 
honnona reguMon & 
gene opressicn 

ta. Nonnal appeannca of 
tissues Oc  ̂to develop 
nutiient-tesed lesions 

A-2. Normal Human Developmental Stages 

2i. Agng 

a. Growth paOsns 

2c. Normal .tpraduction 

IR SIR SR R 

IR SIR SR R 

IR SIR SR R 

s J •,c 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR IJl ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR Ut ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 
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A. Domain of Reference Person .continued 

Knowledge Topic 
Parti 

ainical Oieletics 
Part II 

Other Health Professionals 
Part III 

Nutritional Scientists 

A-3. Desired Nutritional Health Status 
3a. Acceptable laCoratocy 

test ranges 

3b. Reconunended 
OtetaiyAlawancas 

IR SIR SR R 

IR SIR SR R 

NR LR ER MR 

NR LR ER MR 

NR LR ER MR 

NR LR ER MR 

A-4. Scientific Methodology for Nutrition and Dietetics 
4a. Anthropometric 

m—jr»maf< 

4b. Nutrtional sdence 
laboratoiy methods 

4c. Nutritional rtfannce 
value* 

4e. Thaofy-tutUIng h 
cSnical dieCefics 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

Which "other heaKh professionals' were you considering wtien you completed this domain? 
Indicate any that apply. 

Nurses Pharmadsts Physicians Psychologists Other (please specify ) • • • • • 

•.!'.fSi ;ivs 
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B. Domain of Human Condition 

For clinical dietitians Human Condition refers to the nutritional status of individuals in a 
state of health or with nutritional prot^lems. TTie scientifically derived reference status is 
compared with observed departures from 'Normal* status to assess the human condition of 
clients. Such assessment gives direction to practitioner actions related to clients. 

Knowledge Topics 
Parti 

ainical Dietetics 
Part III 

Nutritional Scientists 

Part II 
Other Health Professionals 

B-1. Pre-Clinical Sciences 
la. Anttvopdogy 

lb. Biochemistry 

1e.BUogy 

Id. Physioiogy 

1e. Psychology 

If. Epidemiotogy 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

B-2. Knowledge Concerning Individuals' Departure From Normal Human 
Functioning 

2a. Qiangcs in ttssu* 
appearanca retaad to 
nutritional deAaervy 

2b. IndMduaTs food 
aSoSies/seralntKS 

2c. Signs/symptonof 
pottnMilfcrdiin« 
devdopcnent FMiad 
to nutnticnal s&bjs/ 
ftjnctian 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 
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B. Domain of Human Condition, continued 
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Knowledge Topics 

Parti 
Oinical Dietetics 

Part II 
Other Health Professionals 

B-3. Nutritional Status 
3*. E;qireuion of Dndkigs 

using nutritional 
dagnasUc codes, 
cisssjficallon systeiTis 

31). Intcnction of litatyle 
status. hnBi itnus, 
witti nutritioral status 

3c. Prognostic Niiiition 
Indlcas 

3d. Potential or piesanca 
of njtrtent/foodWiug 
Meiactlons 

Part III 
Nutritional Sdentists 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

Which 'other health professionals* were you considering when you completed this domain? 
Indicate any that apply. 

Nurses Pharmacists Physicians Psychologists Other (please specify 

• • • • • 

C. Domain of Practitioner Actions / Attitudes 

Practitioner refers to Clinical Dietitian. 
Actions refer to behaviors engaged in or purposefully refrained from, relative to the 
practice of the prof^ion or to professional development. 
Attitude refers to intrapersonaily based thoughts and feelings about aspects of the clinical 
dietitian's professional role enactment that are elicited by situational cues. They may be 
explicit and willfully affect professional behavior or implicit (unstated, unbiown. 
subconsdous or unconsdcus) and involuntarily affect behavior, not being under the 
influence of the win. In this instrument attitude includes, but is not limited to, ability, 
aptitude, beliefs, deasions, emotions, ethics, ideas, biowledge, morals, opinions, 
preferences, thoughts, values, will and world view. 

C-1. Assessment of Individuals 

11. Diet (eaung haots. 
food preferences) 

IR SIR SR R NR LR ER MR NR LR ER MR 

lb. snwonmental (cutuni 
innuences. food 
ivailabliiy, food 
preparMion facMcs. 
soeal support) 

NR LR ER MR NR LR ER MR 

ACCtJ-SCJXAl 
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C. Domain of Practitioner Actions / Attitudes, continued 
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Knowledge Topics 

Parti 
Clinical Dietetics 

Part a 
Other Health Profecsionals 

C'1. Assessment of Individuals, continued 
1c. H«ih nau* (ftmSat 

Dn. RK. hMthMintil 

vWon, 

Id. Menial itAs 
(rcadnos Is ctangt. 
edLcadonat iMl. 
ccgnMn ftodoninB) 

It. NuMianal status 
(detsHs-tpecfc 
phyiical eonntion. 
anttKcpoRietic) 

IR SIR SR R 

IR SIR SR R 

IR SIR SR R 

C-2. Nutritional Diagnosis 

Part III 
Nutritional Saentss 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

2b. EvUuabon lot 
ntjtocatf tmatile 

2c. Use of nuMonil 

21 TscftniealmuH itjfcig. 
(Dnw Hood, iaka B/P) 

2e. inlBieetLal 
mutt-fUing: 
(In-depOi. 
besed cSrcal pfacflcg. 
crtaVgioM ttwilang. 
corccpaoiziig} 

C-3. Provision of Nutritional Inter/entions 

3a. Menu MTtng 

3b. Nutrtcna educaoon 

^CU-SCAAi 

IR SIR SR R 

IR SIR SR R 

i  - .E>: 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 
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C. Domain of Practitioner Actions/Attitudes, continued 

: . I • • 
Parti 

CSracal Oiecebcs 
Parti 

Ortier Heanti Profesaionafs ©®©g).©©©®©® 
OOGOGOlOOGd Top«cs 
®®©(iJ®@©®®® 
©®®@®ig)®®®@ . . 11_ , 
®®GQ®©®®®(S Provision of NutntionaJ Interventons, continued 
® ® © <S>® ®,® ®.® ® 
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Partm 
.SutnScnal Sotrzcs 

IR SIR SR R 

UNUMM IR SIR SR R NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

3r NuMoraf 
neaiwOiauim 

IR SIR SR R NR LR ER MR NR LR ER MR 

dvbiMrt pfobocte 
IR SIR SR R NR LR ER MR NR LR ER MR 

C-4. Doctanentation of Activities 

4l Ooeunrtabon or IRSmSRR NRLRERMR NRLRERMR 

4il Measnmert of IR SIR SR R NR LR ER MR NR LR ER MR 

 ̂ r« SIR SR RI TS LR ER MR| flS LR ER MR 

C-5. Participation in Qintcai Dietetic Research 

SiL As eotaeanier IR SIR SR R NR LR ER MR NR LR ER MR 

5b AssmcoX IR SIR SR R NR LR ER MR NR LR ER MRj 

C-6. Philosophy of Ctinicai Dietetics 

SLPricfioraf-ssmenrt [jr SIR SR Rj HR LR EH MR 
• crteecry NR LR ER MR| 

•JCCU-SCAM 

5fc Xatrcm 3rtaoc 
Ami jBuiprrioancf^ IR SIR SR R SR LR ER MR NR LR ER MR] 
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C. Domain of Practitioner Actions/Attitudes, continued 
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Knowledge Topics 

Parti 
Clinicai Dietetics 

Part 11 
Other Health Professionals 

Part III 
Nutritional Scientists 

C-7. Relationships 
7a. Transfonnadonal 

leadership 

70. NehKXlo 

7c. Ii 

7(1 DieOlan-Cfcnt 
fflirtiniiMpa 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

Which 'other health professionals* were you considecfno wtien you completed this domain? 
Indicate any that apply. 

Nurses Pharmacists Physidats Psychologists Other (plaasa specify ] • • • • • 
D. Domain of Practitioner Environment 

Practitioner Environment refers to the complex sodal and physical circumstances in which 
clinical dietetics is practiced. It includes relationships with other professionals, the local and 
national organization, the prevailing political and sodal milieu, the scientific knowledge, and 
the state of technology available and profession-specific tools. 

JCCtJ-SCAAl • 

D-1. Professional Credentialing 

lb. Board Cectifiad 
Speciilals - ADA 

Id. RD Licensure -State 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

.5%£J5:::V5 \c 
a 
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D. Domain of Practitioner Environment continued 
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Knowledge Topic 

Parti 
OInical Oietaa'cs 

Partn 
Other Healtli Professionals 

D-1. Professional Credentialing, continued 

Part III 
Nutiitional Sdentixts 

le. Cinic  ̂NuMion 
SpKMst-Airarfcan 
BoerdofNuMlan, 

IR SIR SR R NR LR ER MR NR LR ER MR 

AIN/ASNS 

tr.ClnicalcMatk: 
conHnufeig eductfon 

IR SIR SR R NR LR ER MR NR LR ER MR 

D-2. Professional Self-Oefined Responsibility 
2i.A0ACa(teart«)ics IR SIR SR R NR LR ER MR NR LR ER MR 

2t). ADA Mission 
•tslcmvt 

IR SIR SR R NR LR ER MR NR LR ER MR 

2c. ADA VahMs ttaaiie<< IR SIR SR R NR LR ER MR NR LR ER MR 

D-3. Political/Social Milieu 

stuidanis 

3c. Rentiursamert ior 
dMedc inUfvenclons 

3d. Funding for resevch 
ndMcaldielc6cs 

3e. Links vMtti 
business / indussy 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LR ER MR NR LR ER MR 

JCCU-SGAN • i3oi5sc>i-.fsi ."iivs « 
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D. Domain of Practitioner Environment .continued 
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Knowledge Topics 

Parti 
Clinical Dietetics 

Part II 
Other Healtii Professionals 

Part III 
Nutiitional Scientists 

D-4. Available Tools and Technology 
4a. Tacts for ptiyscH 

nutnUonal 
of indMduals 

4b. Took for 
a( nuHttotMvMad 

4e. Toolt fornttud* 
••imnwtof 
indvfeliaJs 

4d. Corputsr pfognms 
rt: nutiillcn wcMrdW 

4e. Etacfronic 
convnunJofion 
optbillly 

4e. Nulition eduoiticn 
materials 

IR SIR SR R 

IR SIR SR R 

IR SIR SR R 

IR SIR SR R 

IR SIR SR R 

IR SIR SR R 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

Which 'other health professionals' were you considering when you completed this domain? 
Indicate any that apply. 

Nurses Pharmacists Physicians Psychologists Other (please specif/ ) • • • • • 
E. Domain of Client Actions / Attitudes 

Client refers to any individual or group that present to a Clinical Dietitian for nutritional 
services. 
Actions refer to t)ehaviors engaged in or purposefully refrained from, relative to 
maintaining desired nutritional status or preventing nutrition-related departures from health, 
including but not limited to eating hatjits; food selection, procurement, intake; use of 
nutraceuticals, exercise, and utilization of recommendations. 
Attitude refers to intrapeisonal characteristics and processes of a client. Attitudes may be 
explicit and willfully affect behavior or implicit (unstated, unknown, subconscious or 
unconscious) and involuntarily affect behavior, not being under the influence of the will. In 
this instrument attitude includes, but is not limited to. ability, aptitude, beliefs, desires, 
emotions, ethics, ideas, knowledge, morals, opinions, preferences, thoughts, values, will 
and world view. 

E-1. Acceptance of Responsibility for Self Care 

ta. Abity for nudticral 
Mifcwe 

IR SIR SR R NR LR ER MR NR LR ER MR 

ACCU-SCAM • '.:3i 
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E. Domain of Client Actions / Attitudes, continued 
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Knowledge Topics 

Parti 
Clinical Dietetics 

Part II 
Other Health Professionals 

Part III 
Nutritional Scientists 

E-1. Acceptance of Responsibility for Self Care 

iccty-scAM -

tb. KnmiWge Ay 
nuMtonil M0 an 

IR SIR SR R NR LR ER MR NR LR ER MR 

1 e. World view m; heMh 
ardnUrilion 

IR SIR SR R NR LR ER MR NR LR ER MR 

E-2. Influences on Food Intake 

2l Food prehcwcn IR SIR SR R NR LR ER MR NR LR ER MR 

21i. Emotlorat statu* IR SIR SR R NR LR ER MR NR LR ER MR 

E-3. Choices Made 
3*. Ufactyta ctnica* 

IR SIR SR R NR LR ER MR NR LR ER MR 

3b. Food choices 
IR SIR SR R NR LR ER MR NR LR ER MR 

Which 'other health proressionals* were you considerinfl when you completed this domain? 
Indicate any that apply. 

Nurses Priarniadsts Physidara Psychologsts Other (please spedfy ) 

• • • • • 
F. Domain of Client Environment 

Client environment refers to the complex social and physical circuntstances surrounding a 
client who receives nutritional interventions from a clinical dietitian. It includes influences 
of health status and medications, family and assodates, food available, work, finances, 
cultural influences, the marXetplace and self care skills 

F-1. Food Resources 

11. Food sourccs 

lb. Rout* of food det»«ry 
(enteral. pventmO 

IR SIR SR R 

IR SIR SR R 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 
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F. Domain of Client Environment continued 
14 

i  1  
®(5)®©_®0®©0® 
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Knowledge Topics 

Parti 
ainical Oietelics 

Part II 
Other Heaitli Professionals 

Part III 
Nutritianal Scien&'sts 

F-2. Personal Social Resources 
 ̂AdaquMa finances IR SIR SR R 
tor food 

2>. TfanspotaUon to IR SIR SR R 
acqiirafood 

2c. Sodil mSeu for 
•eting 

IR SIR SR R 

2d. Car»-giw vrfw is IR SIR SR R 
ttepotaliie •nd 

numBcn needs 

F-3. Environmental Threats 
3*. Fcod-tcfne IR SIR SR R 

tnvirontnwiM laans 

3b. Msieading nubtional IR SIR SR R 
ciaiiTB 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

NR LR ER MR NR LR ER MR 

Wliicti 'other health professionals' were you considering when you completed this domain? 
Indicate any that apply. 

Nurses Pharmadsts Physiaans Psycholog'sts Other (please specify ) 

• • • • • 
G. Domain of Nutraceuticals 

Nutraceuticats refers to any sutsstance that can tie considered to De a food or a component 
of a food that affects health, including the prevention and treatment of disease. Such 
products range from all natural, processed, created / engineered / manufactured foods, 
designer food, functional foods, phytochemicals, isolated nutrients I supplements, 
chemopreventive agents and pharmafoods. 

G-1. Knowledge Concerning Nutraceuticats 
1*. Compoation ct 

nutnceutical* 
IR SIR SR NR LR ER MR NR LR ER MR 

t a. Processing of 
numceuticats 

JCCU-SCAN • laorzsz*! IL 

IR SIR SR NR LR ER MR NR LR ER MR 
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G. Domain of Nutraceuticals. continued 
15 

Knowledge Topic 

Parti 
airiai Dietetics 

Part II 
Other Health Professionals 

Part III 
Nuoitional Sdentists 

G-2. Appropriate Use of Nutraceuticals 

2a. Functions of 
nUnoauUcafs 

2b. EfTactsor 
nu(nc«utkaiB 

IR SIR SR R NR LR ER MR NR LR ER MR 

IR SIR SR R NR LA ER MR NR LR ER MR 

Which 'other health professionals* were you considering when you completed this domain? 
Indicate any that apply. 

Nurses Pharmadsts Physidans Psychdogiats Other (please spedfy 

• • • • • 

Do you perceive the domains in the proposed Metaparadigm of Clinical Dietetics 
as encompassing the txxly of knowledge utilized in Clinical Dietetics? 

If your answer was No, what do you perceive as tieing omitted? 

Domains omitted: 

YES NO 

Knowledge Topics omitted; 

In which domain(s) of the proposed Metaparadigm of Clinical Dietetics would you place your woric? 
(Indicate as many choices as you think applicatsle to your wot1() 
To review Domain definitions, see survey pages noted tselow; 

Reference 
Person 
(Page 4) 

Human 
Condition 
(Page 6) 

Practitioner 
Actions / 
Attitudes 
(Page 7) 

Practitioner 
Environment 
(Page 10) 

Client 
Actions / 
Attitudes 
(Page 12) 

Client 
Environment 
(Page 13) 

Nutraceuticals 
(Page 14) 

•  • • • • • •  

^CU'SCA/^ 
a 
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Information About Your Practice of Clinical Dietetics 
16 

1. How long have you been 
practidng clinical dietetics? 

2. What is your primary (>50%) 
practice environment? 

3. What is your highest degree? 

Q 

n 
Other 

1 -5 

• 

HIHO 

• 

6 - 1 0  

a 
Private 
PracBee 

• 

11 .20 a 
wic 

• 

>20 

Q 

BA BS MA MS MPH PtlO OSc OEd 

Other 

4. What was your route of entry 
into clinical dietetics? 

5. Have you pubTished any 
papers, books, etc.. while 
practicing clinical dietetics? 

Irtemship CUP 

• • 
Other 

YES NO 

If Yes, how many? 

Exgctlence AP4 

• 

1-2 3-8 7-10 >10 

6. Have you been involved in 
clinical dietetic research? 

YES NO If Yes: I PAST I PRESENT 

7. Age: 

8, Gender. 

20 - 29 M.39 40-49 50-59 90-69 70 - 79 >79vMra 

•  • • • • •  c T  
20-29 

• 

30*39 

• 

Female Male 

• • 

Thank you for taking the time to complete this survey. 

Requests for results; I wouk] like to receive a summary of the survey 
results wtien the data analysis is completed: 

YES NO 

Please mail the completed survey in the postage-paid envelope to 

JtCCU-SCAM 

Ruth Leyse, MS. RO 
SOS Shantz Hall 
Department of Nutritional Sciences 
University of Arizona 
Tucson. AZ 85721-0038 



APPENDIX E: HUMAN SUBJECTS REVIEW LETTER 



jr 5-r v;r> loT £ NLiMSr 
Tucson. Anzonj S 
(520' 626-6721 

30 October 1996 

Ruth Leyse, Ph.D. Candidate 
c/o Mary Ann Right, Ph.D., R.D. 
Department of Nutritional Sciences 
Shantz Building, Room 309 
PO BOX 210038 

RE; PERCEPTIONS OF THE METAPARADIGM OP CLINICAL DIETETICS; 
CONCEPTUAL DELINEATION OP PHENCMENA RELEVANT TO THE 
DISCIPLINE 

Dear Ms. Leyse: 

We have received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours. 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js 
cc: Departmental/College Review Committee 
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Coda Card Sirvwy SiKvqr Fins 2ad Rcqunt 

ID Ilc<am Scot Rcon RtoiBd Swejr RMoiti 
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THE UNIVERSfTY OF 

College of Agnculnire 
Depsnmcnt of Numdooai Sciences 

ARIZONA. Shane: Building 
P.O. Box 210038 
Tucun. Anzona. 83711-0038 
Telephoac (520) 621-3096 
FAX: (520) 62I-9+»6 

TUC30N AREONA 

November, 1996 

Dear Fellow Dietitian, 

Evidence that nutritional factors play a role in disease prevention and recovery 
from illness is mounting. Therefore nutrition topics are receiving increasing attention. 
Medical schools now have a congressional man<late to include nutrition in their curricula. 
Nursing diagnostic codes include nutrition-related problems and interventions. 
Psychologists address weight control and eating disorders. Pharmacists continue to 
provide patient counseling on drug-nutrient interactions and even diet therapies. 

Consequently, it is imperative for clinical dietitians to define, organize and claim 
their unique contribution to health care. Mere applicarion of nutritional science 
principles is insufficient Development of profession-specific science and knowledge 
within self-defined clitucal dietetic boundaries is paramount 

One effective means of defining professional scope and boundaries is to establish 
a Metaparadigm of Clinical Dietetics. A metaparadigm is a statement of general, 
comprehensive concepts that summarize the overall concerns of a professioa 

Completing the Metaparadigm of Clinkal Dietetics Validation Survey gives 
you the oppommity to participate in defining and organizing profession-specific 
concerns. A praaitioner-validated metaparadigm can help position clinical dietencs for 
greater recogmtion. contribution and growth. Please consider setting aside 
approximately one hour to complete the Metaparadigm of Clinical Dietetics Validation 
Survey to help with this important work. Send in the enclosed Corrunitment Reply Card 
and you will receive a copy of the survey and a postage-paid return envelope. 

Thank you for your time and consideration. 

PS; If you have questions I may be reached at (520) 323-7168 between 6;30 and 7:30 
AM, MST time or at e-mail adiess RLTHLEYSE-2A0L.com. 

encl.: Commitment Reply Card 

This survey is supponed in pan by the Fairchild-Kight E-ndcuTRent Fund u The L'tuvenity of .Vizona. 

Tucsoa. 

Sincerely, 

Ruth Leyse, MS, RD 
Doctoral Candidate 

School of Renewable V^cuni Rescttfon 
College oi .\^cv;.Rire 

it rJKuix ird Consumer Resource-' 
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The UNivERsmr OF 

'oUege of Agnculture 
)epartinent of NutnDonal Saences 

ARIZONA. Shanir Suilding 
PO. Box2t003d 
Tucson. Aruoru. 8S721-003S 
Teiepbooe: (520) 621-3096 
FAX; (520) 621-9446 

TUCSON Arizona 

November. 1996 

Dear Fellow Clinical Dietitian, 

Thank you for committing approximately one hour of your time to participate in 
the Metaparadigm of Clinical Dietetics Validation Survey. Together we can help clinical 
dietetics gain recognition by defining the phenomena of concern to our profession and by 
comparing our relevant bocfy of knowledge to that of other health professionals and 
nutritional scientists. 

Returning your completed survey will constitute informed consent for me to 
analyze and publish summary results from analysis of the data. Confidentiality will be 
maintained: responses will be coded for analysis. No individual's responses will be 
considered or reported separately. 

Enclosed are: 
• an overview of the survey 
• the instruction sheet 
• the definition sheet 
• the survey, printed on the computer-read answer sheet 
• a postage-paid, addressed manila envelope for returning the survey 

If you have any questions, feel free to call me at (520) 323-7168 be^veen 6:30 
AM and 7:30 AVI MST time or at e-mail address RUTHLEYSE^AOL.com. 

I will be looking forward to receiving your completed survey in the ne.xt two-three 
weeks. 

Sincsreiv. 

Ruth Le>-se. .VIS. RD 
Doctoral Candidate 

end: 5 

<hocl Of R^nrn-able \atur4l Seyour.-w 
CoUe$e ol .Aj^cjlture 

XTivl .'t r LJrj^uwrf 
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Ruth Leyse. Doctoral Candidate 
Nutritional Sciences Department 
309 Shantz Hall 
November, 1996 
telephone: 323-7168 

Copy for return postcard 

November, 1996 Commitment Reply Card 

Dear Ruth, 

Yes, I am willing to commit approximately I hour to 
completing the Metaparadigm of Clinical Dietetics 
Validation Survey. 
Please send my copy of the survey and the postage-paid 
return envelope so I can return the completed survey within 
the next 2-3 weeks. 

Sincerely, 

name (please print) 

address 

January, 1997 

This is a follow-up request for your participation in the 
Metaparadigm of Clinical Dietetics Validation Study. 

So fer I have received 110 commitments of participation; I need a 
total of250. Thus, your participation is vital to completion of this work 
of importance in definition our profession's body of knowledge. 

Please re^consider and return the enclosed card as soon as possible 
to indicate your willingness to participate, or notify me by e-mail at 
RUTHLEYSE@AOL.com, or leave a message at (520)323-7168. 

Thanking you in advance. 
Sincerely, 
Ruth Leyse, MS, RD 
Doctoral Candidate 

Yes, I am willing to complete a survey. 

(your name and any change of address - please print) 

mailto:RUTHLEYSE@AOL.com
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March, 1997 

A Reminder 

Some weeks ago The Metaparadigm of Clinical Dietetics Validation survey was 
mailed to you: I have not yet received your completed survey. 

Please let me know your perceptions by completing and returning the survey at 
your earliest convenience. 

Your contribution is essential for finishing this work and the ultimate value of the 
Metaparadigm to our profession. 

Feel free to contact me if you have any questions: (520) 323-7168 from 6:00 AM to 
7:00AM, MST. 

Sincerely, 
Ruth Leyse, MS, RD 
Doctoral Candidate 
University of Arizona 

Name Address, if changed 



APPENDIX H: BAR GRAPHS OF RESPONDENT'S RESIDENCE 



75-

70-

65-

60-

55-

50-

45-

40-

35-

30-

25-

20-

15-

10-

5-

0 -



state frequency in returns (N=135) 

f 

15 

14 

13 

12 

11 

10 

9 

8 

7 

6 

5 

4 

3 

2 

1 

A A A A O O O D O V a H l  1  I  I K K k . M M M M H M M M N M H M N N N f l O O O P I I » I T T U V V W W W W  K L M l A O r O I L A I A O L N t V A A O I I M O t T O O I N J M V V H K R A I O O M X T A T A l V V  

States 
to 
o 



211 

APPENDIX I: RELEVANCE SCORES: MEANS OF DEPENDENT VARIABLES 
AND INDIVIDUAL DOMAINS 
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Means for all 282 variables, plus overall domain means 
All item means on 0-3 scale ' 

09:16 Tuesday, June 2 k ,  1997 

Variable Label 

A1AC0 
AlAOHP 
AlANS 
A1BCD 
AlBOHP 
AlBNS 
AlCCO 
AlCOHP 
AI CMS 
A1DC0 
AlOOHP 
A IONS 
A1EC0 
AlEOHP 
A1ENS 
A2AC0 
A2A0HP 
A2ANS 
A2BCD 
A2B0HP 
A2BNS 
A2CCD 
A2C0HP 
A2CNS 
A3ACD 
A3A0HP 
A3ANS 
A3BC0 
A3B0HP 
A3BNS 
AUACD 
Ai»AOHP 
A4ANS 
A'tBCO 
AUBOHP 
AliBNS 
Al«CCD 
A4C0HP 
A'iCNS 
AUOCD 
Ai^OOHP 
AUONS 
AUECD 
AUEOHP 
AUENS 
31AC0 
BIAOHP 
81ANS 
B1BCD 
B180HP 
BIBNS 
B1CC0 
31C0HP 

nutrd i sp.cd 
nutrdisp.ohp 
nutrdisp.ns 
nutrfunc.cd 
nutrfunc.ohp 
nutrfunc.ns 
hormgene.cd 
hormgene.ohp 
hormgene.ns 
i ntffletab.cd 
i ntmetab.ohp 
intmetab.ns 
normti ss.cd 
normtiss.ohp 
normti ss.ns 
ag i ng.cd 
aging.ohp 
aging.ns 
growpatt.cd 
growpatt.ohp 
growpatt.ns 
nrepro.cd 
nrepro.ohp 
nrepro.ns 
labrange.cd 
labrange.ohp 
labrange.ns 
rda.cd 
rda.ohp 
rda.ns 
anthros.cd 
anthros.ohp 
anthros.ns 
labmeth.cd 
labtneth.ohp 
labmeth.ns 
nurefval.cd 
nurefval.ohp 
nurefval.ns 
scatmeth.cd 
statmeth.ohp 
statmeth.ns 
cdtheory 
cdtheory 
cdtheory 
anthrpol.cd 
anthrpol.ohp 
anthrpol.ns 
biochem.cd 
b iochem.ohp 
biochem.ns 
biology.cd 
biology.ohp 

Mean 

2.3\ 1761*7 
1.1*1*27^8] 
2.5303030 
2.9^11765 
1.3358779 
2.5075758 
2.3432836 
1 .^•656489 
2.7862595 
2.7'»26if71 
1.U692308 
2.(>k]22\k 
2.'•264706 
1.9015152 
2.3664122 
2.7941176 
2.0757576 
2.2824427 
2.7573529 
2.0606061 
2.2824427 
2.3676471 
2.2651515 
2.3053435 
2.9485294 
2.0833333 
2.1461538 
2.9044118 
1.1590909 
2.1538462 
2.7941176 
I.3692308 
2.1076923 
2.1194030 
1.0310078 
2.8437500 
2.8235294 
1.1515152 
2.4728682 
2.0220588 
1.5681818 
2.8769231 
2.2962963 
0.7384615 
2.1317829 
I.7185185 
1.6564885 
2.0461538 
2.7720588 
1.9230769 
2.7633588 
2.6691176 
1.9923664 

Std Dev 

0.2846854 
0.5969191 
0.6108359 
0.2361640 
0.5631052 
0.6360207 
0.6948195 
0.8347981 
0.5263464 
0.5163450 
0.7386187 
0.5957375 
0.6736562 
0.8367499 
0.7962036 
0.4732496 
0.5186773 
0.6357891 
0.5091216 
0.5492198 
0.6711048 
0.7181130 
0.6283366 
0.7004738 
0.2529779 
0.5391776 
0.7055872 
0.2951127 
0.5502192 
0.6405126 
0.4236988 
0.6835664 
0.7599077 
0.7563742 
0.7899563 
0.4244032 
0.4368634 
0.6237641 
0.6383269 
0.7742802 
0.8306457 
0.3940524 
0.7337704 
0.6416288 
0.9632290 
0,9031607 
0.7418376 
0.9306290 
0.5013598 
0.6423719 
0.4i»43I56 
0.5313177 
0.6262978 

N 
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Means for a11 

Variable Label 

282 
All 

variables, 
item means 

plus overall domain means 
on 0-X scale 

09:16 Tuesday, June 2 k ,  1997 

Mean 

B1CNS 
B1DC0 
B100HP 
B1DNS 
BIECD 
BIEOHP 
BIENS 
BIFCO 
BIFOHP 
BIFNS 
B2AC0 
B2A0HP 
B2ANS 
B2BCD 
B2B0HP 
B2BNS 
B2CC0 
B2C0HP 
B2CNS 
B3ACD 
B3A0HP 
B3ANS 
B3BCD 
B3B0HP 
B3BNS 
B3CC0 
B3C0HP 
B3CNS 
B30CD 
B3D0HP 
B3DNS 
ClACO 
ClAOHP 
ClANS 
CIBCD 
CIBOHP 
C1BNS 
CICCD 
CICOHP 
CICNS 
C10CD 
CIDOHP 
ClONS 
CIECD 
CIEOHP 
CI ENS 
C2ACD 
C2A0HP 
C2ANS 
C2BC0 
C2B0HP 
C2BNS 
C2CCD 

biology.ns 
physiol.cd 
phys iol.ohp 
physiol.ns 
psychol.cd 
psychol.ohp 
psychol.ns 
epidemol.cd 
epidemol.ohp 
epidemiol.ns 
nudefapp.cd 
nudefapp.ohp 
nudefapp.ns 
foodalIr.cd 
foodalIr.ohp 
foodalIr.ns 
s/sdisdev.cd 
s/sdisdev.ohp 
s/sdisdev.ns 
nudxcod.cd 
nudxcod.ohp 
nudxcod.ns 
1ifstyl.cd 
1i fstyl.ohp 
1i fstyl.ns 
pni.cd 
pni.ohp 
pni.ns 
fooddrug.cd 
fooddrug.oph 
fooddrug.ns 
clhabi ts.cd 
clhabiats.ohp 
cihabiats.ns 
clenvrn.cd 
clenvrn.ohp 
clenvrn.ns 
clhealth.cd 
clhealth.ohp 
clhealth.ns 
cImental.cd 
cimental.ohp 
clmental.ns 
physexam.cd 
physexaffl.ohp 
physexam.ns 
dxthots.cd 
dxthots.ohp 
dxthots.ns 
nuetiol.cd 
nuetiol.ohp 
nuetiol.ns 
usecodes.cd 

2.603053'» 
2.8823529 
2.1984733 
2.5801527 
2.6148U8 
2.0923077 
1.6l»88550 
2.3259259 
2.1068702 
2.6615385 
2.6761»706 
1.98it8it85 
2.3787879 
2.9191176 
1.7272727 
1.5769231 
2.9k]]7G5 
1.8702290 
2.1384615 
2.5939850 
1.2769231 
1.4615385 
2.9242424 
1.6615385 
1.6461538 
2.7744361 
1.4418605 
1.8449612 
2.8955224 
1.9844961 
2.0153846 
2.9774436 
1.2265625 
1.2812500 
2.9548872 
1.3515625 
1.3125000 
2.9338235 
2.1769231 
1.5538462 
2.8962963 
1.9153846 
1.3255814 
2.9407407 
1.4461538 
1.5846154 
2.7185185 
1.8294574 
6923077 

_ 8970588 
1.6060606 
7131783 

2.6102941 

Std Dev N 

0.5215272 131 
0.3663397 136 
0.5323366 131 
0.5255649 131 
0.5983208 135 
0.4732561 130 
0.8126279 131 
0.6209000 135 
0.6708423 131 
0.5216825 130 
0.5562088 136 
0.6765973 132 
0.7047310 132 
0.2736623 136 
0.5674492 132 
0.7861730 130 
0.2361640 136 
0.5737454 131 
0.7548689 130 
0.6632975 133 
0.8354118 130 
0.9816443 130 
0.2656179 132 
O.5506OOO 130 
0.7762116 130 
0.4705983 133 
0.6949255 129 
0.7851116 129 
0.3306102 134 
0.5588003 129 
0.7674039 130 
0.1490457 133 
0.5206725 128 
0.7830638 128 
0.2083362 133 
0.5964441 128 
0.8108516 128 
0.2495093 136 
0.5052497 130 
0.7681806 130 
0.3060113 135 
0.4i»95409 130 
0.8400408 129 
0.2369887 135 
0.6233386 130 
0.8144491 130 
0.5132840 135 
0.7194185 129 
0.7957850 130 
0.3050054 136 
0.7179017 V32 
0.7623340 129 
0.6106802 136 
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Means for a 11 

Variable Label 

282 
All 

variables, 
item means 

plus overall domain means 
on 0-3 scale 

09:16 Tuesday, June 2k, 1997 

Mean Std Dev N 

C2C0HP 
C2CNS 
C20C0 
C2D0HP 
C2DNS 
C2EC0 
C2E0HP 
C2ENS 
C3ACD 
C3A0HP 
C3ANS 
C3BCD 
C3B0HP 
C3BNS 
C3CCD 
C3C0HP 
C3CMS 
C3DCD 
C300HP 
C3DNS 
C3ECD 
C3E0HP 
C3ENS 
C3FCD 
C3F0HP 
C3FNS 
CUCO 
CiAOHP 
CtANS 
C4BC0 
C<fBOHP 
CtBNS 
CfCCO 
Ci»COHP 
CUCNS 
C5AC0 
C5A0HP 
C5ANS 
C5BCD 
C5B0HP 
C5BNS 
C6ACD 
C6A0HP 
CSANS 
C63C0 
C6B0HP 
C6BNS 
C7ACD 
C7A0HP 
C7ANS 
C7BCD 
C7B0HP 
C78NS 

usecodes.ohp 
usecodes.ns 
techski1.cd 
techsk i1.ohp 
techski1.ns 
i ntski11.cd 
i ntski11.ohp 
i ntski11.ns 
menus.cd 
menus.ohp 
menus.ns 
nutreduc.cd 
nutreduc.ohp 
nutreduc.ns 
nucouns.cd 
nucouns.ohp 
nucouns.ns 
goal set.cd 
goal set.ohp 
goal set.ns 
nurecomd.cd 
nurecomd.ohp 
nurecomd.ns 
txprotoc.cd 
txprotoc.ohp 
txprotoc.ns 
docactiv.cd 
docativ.ohp 
docactiv.ns 
measoutc.cd 
measoutc.ohp 
measoutc.ns 
mngserv.cd 
mngserv.ohp 
mngserv.ns 
col 1abor.cd 
col labor.ohp 
col 1abor.ns 
resrchpi.cd 
resrchpi.ohp 
resrchpi.ns 
persphi1.cd 
persph iI.ohp 
persphi1.ns 
adaph11.cd 
adaph iI.ohp 
adaph i1 
t1eader.cd 
tleader.ohp 
tleader.ns 
networks.cd 
networks.ohp 
networks.ns 

1.2923077 
\ .053t*351 
1.'•632353 
2.5^19847 
].25S5'*20 
2.61029'fl 
1.8538'T62 
2.0229008 
2.5955882 
0.3587786 
0.5076923 
2.9705882 
1.0916031 
1 .2137'»05 
2.9925926 
0.9312977 
0.8682171 
2.9703704 
1.0076336 
0.922I»8O6 
2.9776119 
1.1307692 
1,3023256 
2.9185185 
1.0769231 
1.1937984 
2.9407407 
0.7404580 
0.7615385 
2.9407407 
0.9923077 
1.4186047 
2.7555556 
0.4153846 
0.5615385 
2.5333333 
1.5078125 
2.5461538 
2.2296296 
1.2945736 
2.5572519 
2.8296296 
1.3435115 
1.5153846 
2.6000000 
0.6412214 
1.4769231 
2.4888889 
1.6692308 
1.5230769 
2.7720588 
1.7786260 
1.7557252 

0.8301130 
0.8621349 
0.9019164 
0.7967196 
1.1407675 
0.6685838 
0.6239601 
0.8634960 
0.6484018 
0.5826822 
0.6960147 
0.1695823 
0.6006456 
0.8683108 
0.0860663 
0.5433633 
0.7539463 
0.1701948 
0.5882985 
0.8349065 
0.1484971 
0.6396276 
0.8803821 
0.3244249 
0.7534457 
0.8845684 
0.2369887 
0.7294654 
0.8426964 
0.2369887 
0.7418409 
1.0054358 
0.4483247 
0.5811592 
0.7153234 
0.7102659 
0.7208492 
0.6483317 
0.8804743 
0.8961994 
0.7249436 
0.4816133 
0.7723191 
0.8466497 
0.6824014 
0.6210252 
0.7389012 
0.7003908 
0.6273911 
0.8464736 
0.5159229 
0.5304581 
0.7026500 

30 
31 
36 
31 
31 
36 
30 
31 
36 
31 
30 
36 
31 
31 
35 
31 
29 
35 
31 
29 
34 
30 
29 
35 
30 
29 
35 
31 
30 
35 
30 
29 
35 
30 
30 
35 
28 
30 
35 
29 
31 
35 
31 
30 
35 
31 
30 
35 
30 
30 
36 
31 
31 
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Heans for al1 

Variable Label 

282 
A] 1 

var i ab1es, 
i tem means 

plus overall domain means 
on O-i scale 

09:16 Tuesday, June 24, 1997 

Mean S td Dev N 

C7CC0 
C7C0HP 
C7CNS 
C7DCD 
C7D0HP 
C7DMS 
01 ACQ 
DIAOHP 
01ANS 
01 BCD 
D1B0HP 
DIBNS 
01 CCD 
DICOHP 
OICNS 
01DCD 
OlDOHP 
OlONS 
DIECD 
OlEOHP 
D1ENS 
D1FCD 
OIFQHP 
D1PNS 
02ACO 
D2A0HP 
02ANS 
02BCD 
02B0HP 
02BNS 
02CC0 
02C0HP 
02CNS 
03AC0 
D3A0HP 
03ANS 
D3BCD 
D3B0HP 
03BNS 
D3CC0 
03C0HP 
03CNS 
D30C0 
03DOHP 
030NS 
03EC0 
D3E0HP 
D3ENS 
Ol^ACO 
OUAOHP 
04ANS 
OifBCD 
DUBOHP 

C011eag.cd 
colleag.ohp 
colleag.ns 
rdclient.cd 
rdclient.ohp 
rdclient.ns 
rdstatus.cd 
rdstatus.ohp 
rdstatus.ns 
adacert.cd 
adacert.ohp 
adacert.ns 
adafello.cd 
adafello.ohp 
adafello.ns 
stlicens.cd 
stlicens.ohp 
stlicens.ns 
cnsasns.cd 
cnsasns.ohp 
cnsasna.ns 
rdconted.cd 
rdconted.ohp 
rdconted.ns 
codeth ic.cd 
codeth ic.ohp 
codethic.ns 
adamissn.c 
adami ssn.c 
adamissn.ns 
adavalue.cd 
adavalue.ohp 
adavalue.ns 
jcahostd.cd 
Jcahostd.ohp 
jcahostd.ns 
polcylaw.cd 
polcylaw.ohp 
polcylaw.ns 
reimburs.cd 
reimburs.ohp 
re imburs.ns 
resfund.cd 
resfund.ohp 
resfund.ns 
bsIi nks.cd 
bsIi nks.ohp 
bsIi nks.ns 
toolphys.cd 
toolphys.ohp 
toolphys.ns 
toolbeha.cd 
toolbeha.ohp 

2.66176'»7 
1.8320611 
1.7307692 
2.9'»8529'» 
0.8854962 
0.8000000 
2.9117647 
0.6335878 
1.3129771 
2.3014706 
0.6183206 
1.2824427 
1.8518519 
0.511^504 
1.3282443 
2.6397059 
0.6259542 
1.1374046 
2.0962963 
0.7000000 
1.5384615 
2.9629630 
0.7461538 
1.4846154 
2.8222222 
0.6456693 
1.3906250 
2.5522388 
0.4881890 
1.3149606 
2.5338346 
0.4920635 
1.3228346 
2.7555556 
1.4461538 
1.1395349 
2.6940299 
1.7692308 
1.7364341 
2 .8222222  
1.0615385 
I.0697674 
2.5037037 
0.9461538 
2.5153846 
2.4850746 
1.1538462 
2.1007752 
2.8370370 
I.2671756 
1.8906250 
2.7910448 
1.1860465 

0.5865226 
0.4985004 
0,6908983 
0.3059860 
0.7300287 
0.7512264 
0.3542460 
0.8152971 
0.8046401 
0.8011090 
0.8082080 
0.9137817 
0.9582207 
0.7271272 
1.0110372 
0.6517531 
0.8623392 
0.9094661 
0.8183901 
0.8035773 
1.0203651 
0.1895559 
0.8003055 
0.8187210 
0.4710526 
0.7295091 
0.8346283 
0.6779798 
0.6282521 
0.8423398 
0.7129630 
0.6292349 
0.8153477 
0.5660371 
0.6826935 
0.9078149 
0.5235451 
0.6414429 
0.7757998 
0.4382235 
0.8236226 
0.3214511 
0.6333290 
0.7806928 
0.7495178 
0.6340593 
0.7518611 
0.8646257 
0.4604898 
0.6997189 
O .S346283 
0.5067162 
0.5319943 

136 
131 
130 
136 
131 
130 
136 
131 
131 
136 
131 
131 
135 
131 
131 
136 
131 
131 
135 
130 
130 
135 
130 
130 
135 
127 
128 
134 
127 
127 
133 
126 
127 
135 
130 
129 
134 
130 
129 
135 
130 
129 
135 
130 
130 
134 
130 
129 
135 
131 
128 
134 
129 
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Means for all 282 variables, plus overall domain means 
All item means on 0-3 scale ^ 

09:16 Tuesday, June lU, 1997 

Vari able Label 

D4BNS toolbeha.ns 
04CC0 toolatti.cd 
04C0HP toolatti.ohp 
D4CNS toolatti.ns 
D40CD compprog.cd 
04D0HP compprog.ohp 
040NS compprog.ns 
04EC0 eleccomm.cd 
D4E0HP elecconn.ohp 
04ENS elecconn.ns 
04FCD educmatr.cd 
04F0HP educmatr.ohp 
D4FNS educmatr.ns 
ElACO clset fcare.cd 
ElAOHP c1selfcare.ohp 
ElANS clselfcare.ns 
El BCD clknowlg.cd 
E1B0HP clknowlg.ohp 
E1BNS clknowlg.ns 
El CCD clwrIdvu.cd 
EICOHP clwr Idvu.ohp 
E1CNS clwrIdvu.ns 
E2ACD foodpref.cd 
E2A0HP foodpref.ohp 
E2ANS foodpref.ns 
E2BC0 emotinf1.cd 
E2B0HP emotinf1.ohp 
E2BNS emotinfI.ns 
E3ACD 1i fstylchoic.cd 
E3A0HP 1i fstylchoic.ohp 
E3ANS 1i fstylchoic.ns 
E3BC0 foodchoic.cd 
E3B0HP foodchoic.ohp 
E3BNS foodchoic.ns 
FIACD foodsorc.cd 
F1A0HP foodsorc.ohp 
FiANS foodsorc.ns 
FIBCD entparen.cd 
F1BGHP entparen.ohp 
FIBNS entparen.ns 
F2AC0 foodmoney.cd 
F2A0HP foodmoney.ohp 
F2ANS foodmoney.ns 
F2BC0 foodtrans.cd 
F2B0HP foodtrans.ohp 
F2BNS foodtrans.ns 
F2CCD socmi1ea.cd 
F2C0HP socmi1ea.ohp 
F2CNS socmilea.ns 
F20CD caregivr.cd 
F200HP caregivr.ohp 
F20NS caregivr.ns 
F3AC0 foodtoxn.cd 

Mean 

1.700787'* 
2.6074074 
1 .6335878 
1 .6328125 
2.7333333 
0.9923664 
1.9612403 
2.5970149 
1.7709924 
1.9763780 
2.9481481 
1.1718750 
1.2109375 
2.9259259 
1.6384615 
1 .1692308 
2.9333333 
1 .4503817 
1 .2384615 
2.3777778 
1.3129771 
1.9076923 
2.9117647 
1.1818182 
1.1538462 
2.8455882 
1.8560606 
1.1640625 
2.8676471 
1.7557252 
1.3565891 
2.9485294 
1.2900763 
1.3488372 
2.9411765 
1.2196970 
1.4045802 
2.9485294 
1.8396947 
1.4351145 
2.5264706 
1.6717557 
1.0230769 
2.8074074 
1.5909091 
0.3854962 
2.3308824 
1.4263566 
1.0156250 
2.3555556 
1.7 '»61538 
0.9147287 
2.7367647 

Std Oev 

0.8666205 
0.5997051 
0.7039024 
0.8591434 
0.4763042 
0.6384619 
0.8329456 
0.5896272 
0.5624792 
0.7711522 
0.2225537 
0.5765684 
0.8291191 
0.2628668 
0.5283270 
0.7689564 
0.2503729 
0.5712839 
0.7345710 
0.7417875 
0.6573135 
0.8207215 
0.3096136 
0.5771499 
0.7621017 
0.3626788 
0.5942803 
0.7293330 
0.3401269 
0.5127843 
0.7685055 
0.2217724 
0.5475617 
0.7871146 
0.2361640 
0.5569052 
0.8573539 
0.2529779 
0.6178971 
0.8691219 
0.2619684 
0.6256412 
0.7722451 
0.4488176 
0.6532893 
0.7710255 
0.4l37i»79 
0.6820831 
0.3131244 
0.2068479 
0.5328225 
0.8199753 
0.4777740 

N 

27 
35 
31 
28 
35 
31 
29 
34 
31 
27 
35 
28 
28 
35 
30 
30 
35 
31 
30 
35 
31 
30 
36 
32 
30 
36 
32 
28 
36 
31 
29 
36 
31 
29 
36 
32 
31 
36 
31 
31 
36 
31 
30 
35 
32 
31 
36 
29 
28 
35 
30 
29 
36 
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Means for all 282 variables, plus overall domain means 
All itefli means on 0-^ scale 

09:16 Tuesday, June 2 k ,  1997 

Variable Label Mean S td Oev N 

F3A0HP foodtoxn.ohp 1.73'»3750 0.6335051 128 
F3ANS foodtoxn.ns 2.0852713 0.8103916 129 
F3BC0 falsclam.cd 2.90if4ll8 0.3192277 136 
F3B0HP falsclam.ohp 1.4656'»89 0.6480469 131 
F3BNS falsclam.sn I.67HI86 0.8400408 129 
GIACO nutraceutcomp.cd 2.779'»n8 0.4665266 136 
GIAOHP nutraceutcomp.ohp 1.3787879 0.6119709 132 
GIANS nutraceutcoflip 2.^461538 0.6595928 130 
GIBCD nutraceut i proc.cd 2.2500000 0.7576768 136 
G1B0HP nutraceutproc.ohp 1.0916031 0.7385056 131 
G1BNS nutraceutproc.ns 2.'•692308 0.7064318 130 
G2ACD nutraceutFunc.cd 2.76'f7059 0.5197620 136 
G2A0HP nutraceutFunc.ohp 1.5267176 0.6484092 131 
G2ANS nutraceuticFunc.ns 2.4230769 0.7245997 130 
G2BC0 nutraceutEff.cd 2.8088235 0.479'»241 136 
G2B0HP nutraceutEff.ohp 1.6335878 0.6227249 131 
G2BNS nutraceutEff.ns 2 . k O S k k 8 S  0.6941288 127 
ACD Reference Person.cd 2.6139787 0.2843933 136 
BCD Human Cond i t i on.cd 2.6706577 0.2494581 136 
CCD Pract Act/Att.cd 2.7450670 0.2076948 136 
DCD Pract Envir.cd 2.6208736 0.2960986 136 
ECD Client Act/Att.cd 2.8305322 0.2336276 136 
FCD CIient Envir.cd 2.8872111 0.1939259 136 
CCD Nutraceuticals.cd 2.6507353 0.4567188 136 
AOHP Reference Person.ohp 1.543^147 0.3876399 132 
BOHP Human Cond i t i on.ohp 1.8411996 0.3510106 132 
COHP Pract Act/Att.ohp 1.3309119 0.3183303 132 
DOHP Pract Envir.ohp 0.9958060 0.3972024 132 
EOHP Client Act/Att.ohp 1.5001263 0.3367104 132 
FOHP CIient Envir.ohp 1.5861111 0.3855068 132 
GOHP Nutraceuticals.ohp 1.4053030 0.5417056 132 
ANS Reference Person.ns 2.4309335 0.4093422 132 
BNS Human Condition.ns 2.1136202 0.4251083 132 
CMS Pract Act/Att.ns 1.4005179 0.5223090 132 
DNS Pract Envir.ns 1.5427307 0.5243331 131 
ENS CIient Act/Att.ns 1.3275536 • 0.6128384 131 
FNS CIient Envir.ns 1.3025082 0.602957^ 131 
GNS Nutraceut i caIs.ns 2.4338422 0.6128710 131 



APPENDIX J: SHARED KNOWLEDGE TOPICS - GRAPHIC DEPICTION 



Key to Factor Comparison Diagram 

= Number of Nutritional Scientists knowledge topics 
in Factor specified 

= Number of common knowledge topics 

= Number of Clinical Dietetics knowledge topics 
in Factor specified 

= Number of common knowledge topics 

= Number of Other Health Professionals knowledge topics 
in Factor specified 

nO 



N S - I l  T =  1 8  

C D - I V  
T = 5 

N S - I V  T = 1 0  N S - I I I  T =  1 2  N S - I  T = 1 6  

CD - III 
T =7 

C D - I I  
T = 6 

C D - I  

T = 10 

OHP -V 
^ T = 5  /  0 

OHP 

N S - V I I  T  =  4  NS - V T=4 

C D - V I  
T = 10 

C D -  V  

7 Factors All Groups 
8-7-97 

NS - VI T = 4 

C D - V I I  
T =4 

OHP 
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APPENDIX K: COMPARATIVE RELEVANCE OF DOMAINS TO CLINICAL 
DIETITIANS, OTHER HEALTH PROFESSIONALS, AND NUTRITIONAL 
SCIENTISTS 



Comparative Relevance of Domains to Clinical Dietetics, Other Health Professionals and Nutrition Scientists 

4 

Reference Human Practitioner Practitioner Client Client Nutraccuticals 
Person Condition Actions Environment Actions £''nvironmenl 

Attitudes Attitudes 

CD High High • High High High High High 
Mean Relevance Relevance Relevance Relevance Relevance Relevance Relevancc 
Domain 
Relevance 2.61 2.67 2.74 2.62 2.83 2.«K 2.64 
Score 

OHP 
Mean Low-Equal Equal Less Less Low-Equal Equal Less 
Domain 
Comparative 
Relevance 1.54 1.84 1.33 0.998 1.5 1.59 1.39 
Score 

NS 
Mean 
Domain High-Equal Equal Less Low-Equal Less Less High-lu|unl 
Comparative 
Relevance 
Score 2.43 2.11 1.40 1.54 1.32 1.30 2.42 

Relevance Scale 
0 ^.5 1.0-

-• 4-
1.5-

-> •-
-2.0- -2.5- -3.0 

Comparative Relevance Scale 
0.5 1.0 1.5 21) 2 .S" •10 

Irrelevant Somewhil Irrelevanl Somewhat Relevant Relevant 
-¥ 4-

Not relevant I.ess relevant Mquall)'Kclevani More Kelcvanl 



Correspondence of Clinical Dietetic Domains, Mean Comparative Relevance Scores for Domains and Other I leallh 
Professionals Factors 

•« Proposed Domains • 
Reference Human Practitioner Practitioner Client Client Niitraceiiticals 
Person Condition Actions Environment Actions Hnvironment 

Attitudes Attitudes 

OHP 
Mean 
Domain 
Relevance 
Score 

Equal 
Low 

1.54 

Equal 

1.84 

Less 
Relevance 

1.33 

Less 
Relevance 

0.998 

Equal 
Low 

1.5 

Equal 

1.59 

Lc.ss 
Rclevancc 

1.39 

Comparison Other Health Professional Factors with Clinical Dietetic Domains 

CD Domain 

OHP Factor 

A 

II-A,B 

B 

II-A,B 
IV-B,C 
VII-B,C 

IV-B,C 
VII-B,C 

D 

I 

III-C,E,D 
VI-E,F,D, 

E 

1II-C,E,D 
V1-E,F,D 

G 

V 

VI-E.F,D 



Correspondence of Clinical Dietetic Domains, Mean Comparative Relevance Scores for Domains, and Nutritional Scientists 
Factors 

< Proposed Domains • 
Reference Human Practitioner Practitioner Client Client Nutraceuticals 
Person Condition Actions Environment Actions nnvironiiicnt 

Attitudes Attitudes 

NS 
Mean 
Domain 
Comparativ 
Relevance 
Score 

Equal 
High 

2.43 

Equal Less 
Relevance Low 

2.11 1.40 

Equal 
Relevance 

1.54 

Less 
Relevance 

1.32 

Less 
High 

1.30 

I'xjual 

2.42 

Comparison Nutritional Scientists Factors with Clinical Dietetic Domains 

CD Domair 

NS Factor III-A 
VII-A,B 

B 

VII-A,B 

C 

II 

D 

IV 
VI 

E 

1 -E,F 1-U,F 

CJ 

V 



APPENDIX L: SCREE PLOTS 



Initial Faator Hathodi Principal Conponanta 

Factor analyala f o r  Olatltlana 

Sera* Plot or Elganvaluaa 
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Inttlat raotor Nathoiii Prinolpal Conponanta 

Factor analyala for OHP 

Soraa Plot of Elganvaluaa 
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Initial Factor Mathod: Principal Componanta 

Factor analyala for NS 

Scraa Plot of Elganvaluaa 
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APPENDIX M: FACTOR ANALYSIS - SEVEN FACTOR 
SOLUTIONS 



Rotatfon Method; Varlmax 

AtACD 
A1BCD 
A1CC0 
AtDCD 
A1ECD 
AaACD 
A2BC0 
AaccD 
A3ACD 
A3BCD 
A4ACD 
A4BCD 
A4CCD 
A4DCD 
A4ECD 
B1ACD 
B1BCD 
B1CCD 
B1DC0 
B1EC0 
BtFCO 
B3ACD 
B2BC0 
B2CCD 
B3ACD 
B3BCD 
B3CCD 
B3DC0 
CIACO 
C1BC0 
CICCO 
C1DCD 
CI ECO 
C2AC0 
C2BCD 
C2CCD 
C20CD 
C2ECD 
C3AC0 
C3BCD 
C30C0 
C3ECD 
C3FCD 
C4ACD 
C4BCD 
C4CC0 
CSACD 
C9BCD 
C6ACD 
C6BCD 
C7AC0 
C7BCD 

I 

FACTOR 1 FACT0R2 

27 • -5 
31 » -6 
5 5 
32 • 4 
0 -a 
61 • -3 
59 • B 
35 * 4 
76 • 8 
-4 21 
3 13 
-4 12 
-4 22 
-7 1 
-18 26 • 
21 12 
17 -11 
5 -23 
2S -as • 
20 -27 • 
5 6 
-5 17 
32; • 32 • 
6 5 
9 4 
-2 -1 
-6 17 
20 15 
4 26 • 
4 -17 
13 -4 
2 6 
9 17 
4 -9 
2 9 
a  21 
-B 0 
4 4 
9 a  
a  10 
4 18 
3 -2 
14 26 * 
-3 -10 
-1 -2 
-8 IB 
15 -17 
6 -28 • 
13 -a  
6 64 * 
46 • as 

Factor analysis for Dietitians 

Rotated Factor Pattern 

FACT0R3 FACTQR4 FACTORS FACT0R6 FACT0R7 

-11 23 -3 42 * 2 nutrdlsp.cd 
-14 34 • 18 36 « -9 nutrfunc. cd 
10 -21 -11 54 • 24 hormgena.cd 
-5 7 -6 66 • -9 Intmetab.cd 
-4 -6 -4 64 * 1 norntIsa.cd 
12 a  6 31 * 5 nglng.cd 
15 9 15 28 • 25 • growpatt.cd 
12 - 16 1 1 56 • 14 nrepro.cd 

-13 -10 7 1 1 -6 1nbrangn.cd 
-9 56 • 10 12 20 rda.cd 
-2 4 47 • 16 18 nnlhron.od 
0 3 -a  55 * 22 labmeth.cd 
6 10 -5 41 « 25 • nurefvBl.cd 
12 5 2B 59 • 12 ntntinntli.cii 
6 5 26 • 52 * 1 1 cdtheory 

'19 5 24 39 « 10 anthrpo).cd 
25 • a  14 48 « -12 blochem.cd 
12 9 IS 43 « -7 biology,cd 
26 » 23 19 51 * -6 physlol.cd 
36 • 6 13 35 • -5 psycho).cd 
19 19 18 59 • 0 epideniol .cd 
-5 5 1 

-1 
52 • 9 nudafnpp. cd 

-3 46 • 
1 

-1 1 11 foodalIr.cd 
20 30 * -1 14 6 s/sdtsdev.cd 
24 -5 34 • 19 43 • nudxcod.cd 
23 61 • 20 -6 15 )Ifstyl,cd 
24 11 26 • 3 46 » pnl.cd 
11 42 • 30 * -7 11 fooddrug.cd 
9 66 • -15 12 6 clhnblta.cd 
49 * 30 * 0 12 , 20 clenvrn.cd 
45 • 24 12 4 2 c)haa)th.cd 
30 • 27 * 12 13 16 clmental.cd 
24 45 • 9 3 1 physaxnm.cd 
29 • -9 47 * 19 14 dKthots.cd 
80 * 25 • 40 • 12 -II nue 11o).cd 
20 15 41 * 14 27 • usecodea.cd 
11 1 18 1 1 17 techskl).cd 
19 1 39 • 15 -a  Intak111,cd 
-1 0 35 • - 1 1 23 innnua .cd 
7 53 * -1 8 4 nutreduc.cd 
24 0 16 -25 • 8 goal set.cd 
41 • 69 * 6 4 i  -7 nurecomd.cd 
-a  24 53 • -6 9 txprotoc.cd 
35 » 29 * 47 -9 1 

5 docact Iv.cd 
9 3a  * 40 • -13  0 menaoutc.cd 
-1 40 • 30 • O 46 • mngsorv.cd 
-16 17 53 • 20 45 • C O ) 1abor.cd 
-10 34 « 36 • 23 44 • resrchpl.cd 
O 14 64 • 6 10 pernphl1.cd 
-7 30 • 14 9 20 ndnphi1.cd 
7 2 48 • 12 24 tleader.cd 
20 -13 21 9 40 • networks.cd 



Factor analysis for Dietitians 

Rotation Method; Varlmax 

Rotated Factor Pattern 

FACT0R.1 
1 

FACT0R2 FACTORS FACT0R4 FACTORS FACT0R6 FACTOR? 

C7CC0 BV « 5 3B * 0 27 « 3 11 
1 C7DCD 76 * -2 -1 19 -5 3 

11 
1 

DIACO 7 46 * 8 16 0 -6 8 
01 BCD -9 41 * 3 •-I 28 • 1 6 
DtCCD -20 39 « 2 -3 26 • 11 28 • 
01DCD -2 31 * 28 * 39 • 6 17 19 
01ECD -11 21 -1 -5 26 • 6 35 • 
D1FCD 17 41 * 3 25 * 14 1 1 -7 
02ACD 13 75 • 6 4 -2 2 12 
D2BCD ' 12 73 * 2 17 S 1 19 
D2CCD 10 74 * 1 22 2 -3 24 
D3ACD 6 22 10 19 2S 12 47 • 
D3BCD 12 21 3 -11 0 -2 43 • 
D3CCD 24 14 9 13 -2 8 61 * 
D30CD . 2 -5 -3 21 -1 23 61 * 
03EC0 6 15 6 1 1 -6 59 * 
D4ACD 70 * 12 10 22 8 -2 29 • 
D4BCD SS * -5 2 12 1 -3 53 • 
D4CCD 26 * -3 45 * 7 3 - 14 44 • 
D40CD 27 • 20 23 30 • 3 13 34 • 
D4ECD 21 13 8 -S 25 16 45 • 
D4FCD 59 * 27 • 5 45 * 8 -IB 10 
E1ACD 0 29 • 7 46 • 42 • -3 -4 
E1BCD 4 43 * 15 47 * 4 9 4 
E1CCD.' -5 52 * 37 • 2 9 14 2B • 
E2ACD 8 ° 29 • 50 * 18 -4 0 a 
E2BCD -4 2B • 59 « 1 

1 
11 6 J) 

E3ACD 0 3 59 « 
1 
1 19 2 3 

E3BCD 1 13 52 * 46 « -6 8 -8 
F1ACD 18 2B • BO * 11 -10 5 4 
F1BCD 2 39 • 12 32 • 6 -7 -7 
F2AC0 4 -17 56 * 19 -8 12 19 
F2BCD -3 15 51 • 4 15 2 ; 22 
F2CCD • 4 4 62 * -23 32 * -2 16 
F2DCD 10 -1 49 * 30 * -6 4 - 13 
F3ACD 2 47 • 59 • 12 4 23 12 
FSaCD S 34 « 17 8 - 14 B 37 • 
OIACD 49 • 41 * 5 -1 42 • 6 -7 
G1BCD 27 • 43 • 18 3 30 * 21 0 
G2AC0 46 • 11 IS -5 64 • 8 -11 
02BCD SI « 12 18 -6 60 • 2 - 11 

NOTE: Printed values 
Values greater 

are multiplied by 100 and rounded to the nearest Integer, 
than O.248434 have been flagged by an 

1 
Variance explained by each factor 

C O )laag.cd 
rdGllent.cd 
rdstntus.cd 
ndncert.cd 
ndnrello.cd 
Bl 1 ICBnn .r.cl 
cnsnsna.cd 
rdconted.cd 
codnthlc.cd 
adnmlssn.c 
aUavnlun.ccl 
Jcahostd.cd 
polcylaw.cd 
reImbura.cd 
resfund.cd 
bs)Inks.cd 
toolphys.cd 
toolbeha.cd 
toolattI.cd 
compprog.cd 
e I eccoinni. cd 
educniatr .cd 
cloelfcare.cd 
clknowlg.cd 
clwrldvu.cd 
foodprer.cd 
emotInf).cd 
I Ifstylchoic.cd 
foodchoIc.cd 
foodaorc.cd 
entparen.cd 
foodmoney.cd 
foodtrans.cd 
socmllen.cd 
careglvr.cd 
foodtoxn.cd 
fBlaclnm.cd 
nu t r aceu t cornp. cd 
nutraceutIproc.cd 
nutraceutPunc.cd 
nutraceutEf f.cd 

FACT0R1 FACTORS FACTORS 
6.064777 6.046341 S.80SSSB 

FACT0R4 FACTORS FACTORS FACTOR? 
5.813277 5.677491 5.511705 5.166nR0 JO 



Rotation Method: Vartraax 

FACTOR1 FACT0R2 

A1A0HP t'l 40 • 
A1B0HP 26 • 34 » 
A1C0HP 9 65 • 
A100HP -4 71 • 
A1E0HP 10 45 • 
A2A0HP 9 83 • 
A2B0HP 10 67 * 
A2C0HP 0 55 • 
A3A0HP a 54 • 
A3B0HP 13 53 • 
A4A0HP 10 36 * 
A4B0HP 13 60 • 
A4C0HP S 53 • 
A4D0HP -1 86 • 
A4E0HP 9 40 • 
BUOHP -12 33 • 
B1B0HP 3 68 * 
BICOHP a 62 • 
BIDOHP 8 36 • 
B1EQHP 20 32 • 
B1F0HP 24 50 • 
B3A0HP S 31 » 
B2B0HP 10 19 
B2C0HP 4 30 • 
B3A0HP 1 20 
B3B0HP 3 5 
B3C0HP 10 11 
B3D0HP 1 28 • 
C1A0HP i -1 
C IBOHl' 1 2 
C1C0HP 1 10 
ClOOHP -10 1 
C1E0HP IB 24 
C2A0HP 24 -1 
C2B0HP 6 10 
C2C0HP 23 4 
C3D0HP -4 -7 
C2E0HP 'l 1 
C3A0HP 18 5 
C3B0HP 20 -17 
C3C0HP 10 4 
C300HP 14 15 
C3E0HP 9 12 
C3F0HP a 4 
C4A0HP 21 2 
C4B0HP 30 • 9 
C4C0HP 27 » 5 
CSAOHP 29 • 30 • 
CSBOHP 24 37 • 
CSAOHP 30 • 21 
C6B0HP 43 • 20 
C7A0HP -3 8 

I 

Faotop analysis for OHP 

Rotated Factor Pattern 

FACTORS FACTDR4 FACTORS FACT0R6 

6 19 16 - 1 1 
16 7 39 • -6 
11 12 28 • -5 
2 9 13 -2 
4 47 * 1 2 
5 16 -20 24 
3 23 -21 0 
-5 . 15 -29 • 18 
2 22 20 -11 
10 -12 30 • 1 
11 20 16 23 
14 B 21 10 
11 13 25 • -5 
12 -8 22 5 
22 a 20 15 
•-3 -8 -4 35 • 
0 17 -3 a 

-14 13 -4 0 
-3 24 4 -4 
-16 11 -8 35 • 
-1 9 0 15 
-2 64 • 14 -11 
27 • 38 * 15 16 
11 59 * 13 -13 
21 51 • 17 8 
36 * 17 25 • 22 
10 57 • 9 15 
18 49 * 15 5 
62 • 0 -7 14 
60 0 8 a 25 • 
-8 62 • 9 -8 
-1 27 20 22 
20 56 * -4 4 
-10 38 • 7 14 
27 * 62 * 7 3 
13 54 « 15 25 • , 
-5 32 * -7 15 ' 
-2 36 * 6 a 
56 * 1 -6 -2 
59 • 7 1 1 4 
71 • 17 4 -2 , 
54 * 31 * 6 14 
S6 « 26 * 0 -1 
39 « 39 * -3 12 
57 • 0 7 3 
49 * 34 • 7 7 
46 • 7 0 14 
15 23 6 7 
3 26 * 9 -5 
19 9 IS 11 
29 • 11 -1 -4 
13 -7 18 8 

FACTOR? 

-IG nil t rd I sp. ohp 
-II  iiu  t  r f  u n c .  o h p  
-IS hnrmgonn.ohp 
-14 IntmRtab.ohp 
-12 normtIss.ohp 
-2 ngtng.ohp 
12 
II nrepro.ohp 
G lahranga.ohp 
3 rdn.ohp 
-7 anthros.ohp 
-5 InbiDBth.ohp 
1 nui-nrvn I . ohp 
33 • Rtnlmetli.ohp 
4 cdtheory 
3 nnthrpol .olip 
33 * blochetn.ohp 
36 • biology.ohp 
52 • phyalol.ohp 
26 • psycho I.ohp 
25 • epidemol.ohp 
-4 nudefapp.ohp 
-16 foortallr.ohp 
6 s/sdtsdav,ohp 
13 nudxcod.ohp 

-10 It fstyl.ohp 
-B pnI.ohp 
-7 fooddrug.oph 

-IG clhnhtata.ohp 
-14 cinnvrn.ohp 
30 • clhnnlth.ohp 
5 c InisntAl .ohp 
-9 physexnm.ohp 
42 • dxthots.ohp 
2B • mint lol.ohp 
13 usacodaa.ohp 
25 tachskll.ohp 
46 • IntRk111.ohp 
- 1 menus,ohp 
21 nutreduc.ohp 
15 nucouns.ohp 
31 * goatset.ohp 
25 nurecond.ohp 
37 • txprotoc.ohp 
24 docatlv.ohp 
31 • measoutc.ohp 
2B • mngaerv.ohp 
36 •  C O  I Inbnr.ohp 
31 • rsarchpl.ohp 
B paraph II.ohp k) 
5 adnphll.ohp H 

63 • t lOBilor .ohp 



Factor analysis for OHP 

Rotation Mathod; Vartmax 

C7BQHP 
C7C0HP 
C7D0HP 
OlAOHP 
OIBOHP 
OICOHP 
0lOOHP 
01EOHP 
DIFOHP 
U3A0HP 
D3B0HP 
D3C0HP 
03A0HP 
D3B0HP 
03C0HP 
D3D0HP 
D3E0HP 
D4A0HP 
OIBOHP 
04C0HP 
0400HP 
D4E0HP 
D4FaHP 
E1A0HP 
EIBOHP. 
E1C0HP 
E3AQHP 
E2B0HP 
E3A0HP 
E3B0HP 
FIAOHP 
F tBOHP 
F2A0HP 
F2B0HP 
F3C0HP 
F2D0HP 
F3A0HP 
F3BQHP 
QtAOHP 
GIBOHP 
aaAOMP 
a3B0HP 

I 
FACTOR1 

I 
-3 
10 
41 • 
80 • 
79 • 
76 • 
70 • 
70 • 
76 • 
74 • 
76 • 
74 • 
35 • 
39 * 
48 * 
42 • 
17 
19 19 
3 

16 
- 1 0  
20 
14 
8 
3 

-22  
-6 

- 1 2  
-IS 

- 1  
-2 
-6  
-3 
-7 
7 
6 
6 

- 8  
- 2  
4 

16 

Rotated Factor Pattern 

FAC70R2 

- 8  
9 

16 
-3 

-10 
9 
O 

-2  
14 
16 
18 
15 
14 
8 

10 
30 • 
31 
33 
17 
6 

28 » 
O 

11 
- 2  

- 2  
4 

11 
0 

- 1  
4 
4 
4 
7 
3 

- 2  
- 1  
5 

1 2  
18 
8 
13 
10 

FACTORS FACT0R4 FACTORS FACT0R6, FACT0R7 

2 1 29 • 14 47 • 
-3 -7 18 14 51 • 
35 4 - 11 3 28 • 
13 0 -21 -5 2 
10 8 -3 0 11 
19 18 -5 -3 1 1 
-4 -2 -8 -1 3 
-2 15 -6 -6 -4 
12 5 11 -13 2 
16 7 19 -8 -10 
5 3 16 -17 -5 
11 3 17 -20 2 
-2 -13 39 0 8 
10 1 17 25 « 16 
-6 28 • 29 * 27 » ' 2 
4 lO 34 16 1 
10 -13 28 • 29 * 24 
39 * 48 • -1 26 * ' 8 
19 32 • 0 39 * -6 
4 5 7 58 * 0 
42 • 6 15 27 * 0 
4 -6 12 43 • 6 
54 • 6 0 10 -15 
39 40 • 5 24 -13 
37 • 37 • 13 33 * -28 • 
6 0 51 • 27 -1 
56 -6 14 11 t -4 
6 0 0 62 * 19 
23 1 12 43 • 12 
59 • 6 20 4 -12 
41 • 15 1 1 31 • -21 
23 29 • 20 23 10 
20 13 3 58 • 1 7 
13 18 -9 61 • 1 17 . 
18 14 2 60 • -1 
9 47 • 18 46 • 1 -7 
12 16 46 * 13 17 
29 • B 44 • 5 8 
1 24 56 « 0 9 

15 11 62 • 8 4 
-3 18 60 • - 1 16 
-3 22 69 * 1 1 18 

NOTE: Printed values are mult 1^11 
Values areater than 0.347307 

id by loo and rounded to the nearest Integer, 
have been flagged by en 

networks.ohp 
colleag.ohp 
rdcllent.ohp 
rdstatus.ohp 
adacert,ohp 
adafello.ohp 
at I leans,ohp 
cnsasns.ohp 
rdconted.ohp 
codethlc.ohp 
adanlssn.c 
adavalue.ohp 
Jcahostd.ohp 
poIcyIaw.ohp 
relnburs.ohp 
resfund.ohp 
bslInKs.ohp 
toolphys.ohp 
toolbaha.ohp 
too I at11.ohp 
compprog.ohp 
eleccomm.ohp 
educmatr.ohp 
else Ifcare.ohp 
clknowlg.ohp 
cIwrIdvu.ohp 
foodpref.ohp 
emotinf1.ohp 
11fstylcholc.ohp 
foodcholc.ohp 
foodsorc.ohp 
entparen.ohp 
foodmoney.ohp 
foodtrana.ohp 
socmIlea.ohp 
careglvr.ohp 
foodtoKn.ohp 
falBclatn.ohp 
nu t r aceu t conip, ohp 
nutraceutproc.ohp 
nutraceutFunc.ohp 
nutraceutEff.ohp 

Variance explained by each factor 

^FACTORS FACT0R4 FACTORS FACT0R6 FACT0R7 
7.655731 6.982175 6.489168 6.226325 4.464038 4.460087 3.966353 



Rotation Method: Varlmax 

FACTOR 1 FACTQR2 FACT 

AUNS -10 -6 61 
A1BNS -7 14 53 
A1CNS -7 2 50 
A IONS -2 9 59 
AIENS 0 IS 33 
A2ANS 0 S 68 
A2BNS 0 36 67 
A3CNS 9 IB 64 
A3ANS 8 15 66 
A3BNS -1 -1 68 
AIANS 19 34 63 
A4BNS -4 -19 11 
A4CN5 n -10 64 
A4DNS . -a -33 • 10 
A4ENS as 1 43 
BIANS 9 2 43 
B1BNS -7 -7 21 
BICNS -G 9 21 
BIDNS -3 -5 33 
B1ENS 23 37 » 34 
B1FNS -8 5 24 
B3ANS -B 23 31 
BaBNS 3S • 35 41 
B2CNS ' 11 39 43 
B3ANS 9 46 » 38 
B3BNS -42 • 45 • 31 
B3CNS 14 54 • 41 
B30NS 24 11 52 
C1ANS ^43 • 48 • 18 
C1BNS ' .57 • 48 * 23 
C1CNS 33 • 59 • 28 
C10NS ,49 • 60 • 19 
CI ENS 30 • 61 • 32 
C2ANS 30 • B1 • 31 
C2BNS 37 56 • 37 
C2CNS 19 52 • 40 
C20NS 30 • 47 • 13 
C2ENS 37 53 • 20 
C3ANS 33 • 46 • -4 
C3BNS 30 • 50 • 2 
C3CNS • 67 • -9 
C3DNS 3S * 74 • 3 
C3ENS 37 65 • 11 
C3FNS 16 75 • S 
C4ANS 39 • 65 • -13 
C4BNS 34 • 55 • 3 
C4CNS 17 63 • -16 
C5ANS -11 10 7 
ceBNS 3 13 0 
C6ANS 37 • 37 • 1 
C6BNS 24 13 20 
C7ANS • 29 * -11 

Factor analysis for NS 

Rotated Factor Pattern 

FACT0R1 FACTORS FACTORS 
20 22 22 
11 26 28 • 
16 41 • 1 1 
9 31 » 2S 

-3 35 -4 
3 31 -1 
3 15 -1 

. 4 10 1 
-4 14 -6 
8 11 6 
1 5 9 
3 30 36 • 

-2 6 31 
S 0 27 

20 1 31 • 
6 -4 4 
3 -7 35 
9 -7 20 
7 9 -16 
0 -17 -18 
a 16 10 

-14 30 • -11 
-5 -14 -18 
-7 12 -4 

7 -3 -9 
-17 -7 20 
-14 3 16 
4 13 -10 
5 -5 -3 
1 -3 9 
1 21 2 
9 2 3 
0 3 20 
7 O 19 

12 6 3 
11 -4 - 1 1 
-2 -5 6 
-2 -4 9 
15 3 13 
20 12 2 
23 1 -8 1 35 -6 -8 1 
21 7 10 
23 16 9 

7 10 6 
-5 11 33 • i 
25 14 -10 1 
15 15 15 • 
10 6 57 • 
31 3 17 
58 * 0 15 
27 3 18 

nutrdlsp.ns 
nutrfunc.ns 
hormgnne.ns 
Intmetab.ns 
normtlas.ns 
aglng.ns 
growpatt.ns 
nropro.ns 
Inbranga.nn 
rdn,ns 
;nnthros.nn 
Inbmeth.ns 
nurervnl.rm 
stntrnnth.ns 
cdthoory 
anthrpol.n» 
blochnm.nii 
biology.na 
phyalol.ns 
psycho1.ns 
epIdemlol.na 
nudef npp 
fooda1Ir.na 
s/sdIsdev.ns 
nudxcod.na 
1 Ifatyl.na 
pnl.na 
fooddrug.ns 
clhablnta.na 
clenvrn.na 
cIheaIth.na 
clmental.na 
pliyaeKnm.nn 
dxthota.na 
nuetlol.MS 
usecodes.na 
tflchsk11.na 
Intak111.ns 
menua.ns 
ntitraduc .na 
nucouns.ns 
goal set.ns 
nurecomd.na 
tKprotoc.ns 
docactIv.ns 
meaaoutc.ns 
mngaerv.na 
col labor,na 
rearchpl.ns 
peraphll.na ^ 
adaphi1 
t1eader.ns 

FACTOR? 
7 
a 

12 
11 
5G • 
19 
23 
19 
0 
I 

26 
28 »  
19 
3fl • 
29 • 
31 • 
17 » 
16 • 
56 • 
39 • 
60 • 
52 • 
16 
17 • 
-5 
16 
19 
31 • 

7 
1 

17 
10 
8 
0 

-10 
-  I I  
-II 

9 
17 
13 

1 
3 
7 
1 
5 
a 
I 

33 • 
21 
19 
1 
22 



Factor ana IyaI a for NS 

Rotation Method; Varlnax 

Rotated Factor Pattern 

FACTOR 1 FACT0R2 FACT0R3 FACT0R4 FACTORS FACTORS FACTOR? 

C7BNS • na • 
C7CNS . BO • 
C70NS • 
DIANS 21 
DIBNS 10 
P1CNS 3 
01DNS as 
01 ENS -3 
DIFNS 23 
D2ANS 20 
D2BNS 21 
D3CNS 32 
03ANS 27 
03BNS 23 
03CNS 3\ 
D3DNS -a 
D3ENS 18 
04ANS 33 * 
04BNS -43 • 
D4CNS -50 * 
D4DNS 13 
04ENS II 
04FNS -61 • 
EIANS ,6B * 
ElUNS .60 * 
EtCNS ,46 • 
E3ANS .73 • 
E30NS _79 • 
E3ANS .72 • 
E3BNS -79 * 
FIANS -68 • 
FIBNS .60 • 
FaANS ,74 • 
F2BNS -69 * 
F2CNS .77 • 
F20NS _77 • 
F3ANS 25 
F3BNS 36 • 
QIANS 8 
QIBNS B 
a3ANS 14 
oaHNS B 

NOTE; Printed valuea are multiplied by 100 and rounded to the nearest Inteoer 
Values greater than 0.274649 have been flagged by an 

Variance explained by each factor 

14 -10 31 1 20 22 
16 -16 15 -2 13 23 
SO • -7 35 3 -12 14 
IS 9 80 • S 1 1 7 
30 7 70 11 0 17 
7 -6 69 • 16 30 16 
7 -3 76 • -1 -1 7 
6 -10 61 * 15 7 -1 
? 2 72 -8 11 -3 
13 14 83 * 2 2 -6 
1 1 16 84 « -3 9 -6 
12 IS 83 * -10 8 -5 
48 * 13 38 « 8 -23 -1 
16 27 28 * 17 17 a 
50 * 12 43 9 1 -22 
0 26 13 11 67 * -8 
10 2S 7 2 69 • . - 18 
43 « 19 11 19 32 • 11 
38 • 15 -1 9 34 • 1 9 
3? * 8 13 20 20 4 
34 1 37 * 1 1 67 • -B 
34 * -27 17 9 47 9 
44 2 20 0 -2 2 
21 2 20 0 -6 4 
31 ? IB 8 2 a 
4 14 6 30 21 -6 
17 -6 1? 3 3 -4 
30 3 10 -3 3 i - 12 
24 22 8 13 5 -6 
24 14 6 10 5 1 -9 
36 15 13 3 -7 -12 
IB 22 13 10 -4 -2 
25 -2 14 7 -6 -7 
31 • 2 17 a 1 1 -8 
23 1 14 0 -3  -3  
24 0 13 -3 -6 I -6 
32 8 13 49 * 13 0 
14 IS 23 24 5 6 
15 34 • -1 74 • 2 1 

15 
4 33 • 7 75 • 13 -2 
4 31  6 74 • 14 14  

-4  30  1 82 * 7 13 

networks.ns 
colleag.ns 
rdollent.ns 
rdatatua.ns 
adacert.ns 
adafe)lo.ns 
at I Icons.ns 
cnsasna.ns 
rdconted.ns 
codsthlc.na 
adamlssn.ns 
adavalue.na 
Jcahostd.ns 
po\cy\aw,na 
relnburs.ns 
resfund.ns 
balinks.ns 
toolphys.ns 
toolbeha.ns 
toolatti.ns 
compproB.nB 
eleccomm.ns 
Gducmatr.ns 
cISBlfcara.ns 
clknowlg.ns 
clwrldvu.ns 
foodpref.ns 
einot Inf) .ns 
\ Ifstylcholc.ns 
foodcholc.ns 
foodsorc.ns 
entparen.ns 
foodmoney.ns 
foodtrans.ns 
socmllea.ns 
careglvr.ns 
foodtoxn.ns 
falsclam.sn 
nutraceutconip 
nutraceutproc.ns 
nutraceutIcFunc.ns 
nutraceutEff.na 

FACTOR I FACTORa FACTORS FACT0R4 
11.934931 10.628854 8.111176 7.325949 

FACTORS 
4.014590 

FACT0R6 
3.829962 

FACTOR? 
3.787363 

M 
l/i 



APPENDIX N: EIGHT WORLD HYPOTHESES 
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1626 £. Glenn St 
Tucson, Arizona 85719 
Angust8,1997 

Gary E. Schwartz and Linda G. Rossek 
c/o Advances, The Jounul of Mind-Bodjr Hedft 
John £. l<etzer Institiite 
9292 West KL Aveznie 
Kalamazoo, MI 49009-9398 

Dear Mir. Schwartz and M?. Rttssek, 

I S»Va3rS ait uGWiI SSni Ivad utj 1SSUC Cf^ AdVauCCS &C dsy it CCSICS SI tiic Tn«ri] 

The Summer, 1997 issue especially cau^ attention becousc of your article "Us 

Challenge of One Medicine: Theories of Health and Fight 'Worid l^^theses"*. 

I am in the process of writing my dissertation at the University of Arizona 

concerning the validation of a Metaparadigm of Ginical Dietetics. I woold like to use your 

concepts of the e^t worid Iwpothescs illustrating each with aspects of dinical dietetics. & 

would be especially nice to use your Table 1 on page 9 and Egure 1 on page 21 in the 

^jpendix of my dissertation for a toiler explanation. FuQ credit and penmssion win be 

cited, ofcouise, ifyou grant permission for this use. 

Thank you for your consideration. 

RumLeyse 
Doctoral Candidate 
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Table 1 
Eight World Hypotheses 

WORLD HYPOTHESES DESCRIPTION 

FORMISnC All structures and functions exist as separate categories 

MECHANISTIC All effects have causes that precede them 

CONTEXTUAL All structures and functions exist in context and are relative 

ORGANISMIC All structures and functions reflect organizations of interactive 
relationships—parts interact and become whole systems 

iMPUcrr PROCESS All systems involve invisible processes of 
infbrmation/energy/matter that interact over time 

CIRCULAR CAUSALITY All systems involve the circulation of 
informadon/energy/matter that interact and change 
dynamically over time 

CREATIVE UNFOLDING All systems reflect flexible orders, express plans, and serve 
multiple purposes 

m INTEGRATIVE DIVERSITY All phenomena in nature reflect complex interconnected, 
integrated orders or harmonies of diverse processes 

ADVANCES: The Jounul of Mind-Body Health VoL U, No. 3 Summer 1997 

Gaiy E. Schwartz & Uncla G. Russek 

Gary £. Schwartz. Pk.D., is professor of Psychology, 
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Figure 1 
The World Hypotheses Wheel 

O What kind of integrative model 
best incorporates the diverse proper
ties of d\e phenomena uncovered in 
Questions 1 through 7? 

0 What purpose(s) 
does(do) the phenomena 
serve, and do they 
reflect an implicit 
plan or design? 

@ How do 
recurring cir
culation of 
processes alter 
the structure 
and function
ing of the 
phenomena 
over time? 

O What category(ies) 
descrxb€s(describe) the 

phenomena? 

What implicit (invisi
ble) processes must be 
taken into account to 
explain the phenomena? 

7. 
Creative 

Unfolding 

1. 
Fonnistic 

6 
Circular 
Causality 

2. 
echanisti 

8. 
Integrative 
Diversity 

5 
Implicit 
Process 

Organistruc 

® What 
cause{s) 
is(are) 
associated 
with the 
phenomena? 

How do different con
texts affect the phenome-
rta (or our description of 
the phenomena)? 

O How do different components 
comprising the phenomena interact 
and result in emergent phenomena? 

The diagram illustrates how each (^hypotheses 1 through 7 (Jormistic through creative unfolding) am be viewed 
as spokes of a hypothesis wheel, with hypothesis 8 (integralioe diversity) as the hub. The spokes and the hub each 
poses a question. Needless to say. this diagram does not display the myriad cf complex irUerrelationships among 
the hypotheses. For example, it does not depict how the me^nistic hypothesis incorporates the fbrmistic hypoth
esis. or haw the organismic hypothesis incorporates the fbrmistic, medtanistic. and contextual hypotheses. It also 
does not depict how hypotheses 5 through 8 roughly pairalM hypotheses 1 through 4. A diagram displaying all 
these relationships simultaneously xoould rttjuire implementing the integrative diversity hypothesis visually. The 
paintings pioneered by Ya'akoo Agam. which construct an integrative view of deferent forms viewed from differ
ent perspectives, provide a method for visualizing complex integrative diversities. 
ADVANCES: TTieJounuI of Mind-Body Health VoL13.No.3 Summer 1997 7 

Gary E. Schwartz & Liruia G. Russek 

Gary £. Schwartz. Ph.D.. is professor of Psychology, 
Neurology, and Psychiatry and director the 
Human Energy Systems Laboratory at the 
University of Arizona. Linda C. Russek. Ph.D., is a 
research psydwlogist at the Harvard University 
Student Health Service and codirector of the Human 
Energy Systems Laboratory at the University of 
Arizona. 



240 

APPENDIX O: METASCOPIC LABELS ILLUSTRATING LEVELS 
OF KNOWLEDGE COMPLEXITY 
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Levels of Knowledge Complexity in the Metaparadigm of Clinical Dietetics: 

Knowledge Complexity Increases from the Center Outward as 

Each New Level Incorporates the Components of Less Complex Levels 

Metaparadigm 
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GLOSSARY 

Abductive Reasoning: making a conceptual leap from experience to arrive at an 
educated guess or theory about a phenomenon. Reed Adv Nurs Sci 1995; 17: 74. 

Acculturation: the modification of a primitive culture by contact with an advanced 
culture. American Heritage Dictionary. 1979 Houghton Mifflin Dallas p. 9. 

Alternative health care: often used in the sense of an either-or, instead-of, relationship 
to traditional medicine. 

AP4: Accredited Pre-Professional Practice Program, a route of entry into the profession 
of dietetics. 

Biomedicine: The dominant healthcare system in the US in the 20'*' century, including 
the theoretical and practice models in use by physician and other practitioners. 
Alternative Therapies 1997 3: p.51. 

Chemopreventive agent: Nutritive or nonnutritive food component being scientifically 
investigated as a potential inhibitor of carcinogenesis for primary and secondary cancer 
prevention Position of The American Dietetic Association: Phytochemicals and 
functional foods. J Amer Diet Assoc 1995 p. 493-6. 

Clinical dietetics: (theoretical definition for this work) the art of applying specialized 
education and training in human nutritional science and social sciences to the diagnosis 
and treatment of nutrition problems in clients for modifying the course of disease and/or 
maintaining health. 

Clinical dietetics: (1917 by American Dietetic Association) the science of nutrition and 
the art of feeding people. 

Clinical dietetics: (Kight) the emerging epidemiological branch of nutritional science. 

Clinical dietitian: (1984 American Dietetic Association Role Delineation Study) a 
health care professional credentialed as a registered dietitian who affects the nutrition 
care of individuals and groups in health and illness. The clinical dietitian provides 
nutrition assessment, planning, implementation (including education and referral) and 
evaluation services; provides consultation for foodservice to coordinate nutrition care 
services, manages departmental and personnel fijnctions for nutrition care services; 
delineates and manages external influences on the delivery of nutrition care. The clinical 
dietitian educates and coordinates activities as a member of the health care team; 
maintains skill and knowledge in optimal nutrition care; and conducts applied research. 
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Clinical dietitian: (operational definition for this work) refers to a clinical dietetic 
practitioner who qualifies for practice as demonstrated by membership in and registration 
with the American Dietetic Association. For purposes of this study the practitioner is 
also member of a selected Dietetic Practice Group. 

Clinical Nutrition: describes the factors influencing intake, absorption, and metabolism 
of dietary factors as well as the mechanisms underlying the relation between diet and 
disease. Forman, MR and Halsted, CH. Am J ClinNutr 1998; 67: 183) 

Clinical practice: pertaining to a clinic or to the bedside; pertaining or founded on 
actual observation and treatment of patients as distinguished firom theoretical or basic 
sciences. Dorland's Illustrated Medical Dictionary, 28"' edition 1994 WB Saunders Co, 
Philadelphia. 

Complementary medicine: often used in the sense of together with, or complementary 
to, offerings of conventional medicine 

Complementary and Alternative Medicine(CAM): " is a broad domain of healing 
resources that encompasses all health systems, modalities, and practices and their 
accompanying theories and beliefe, other than those intrinsic to the politically dominant 
health system of a particular society or culture in a given historical period. CAM 
includes al such practices and ideas self-defined by their users as preventing or treating 
illness or promoting health and well-being. Boundaries within CAM and between CAM 
domain and the domain of the dominant system are not always sharp or fixed". Defining 
and describing complementary and alternative medicine. Alternative Therapies, Panel on 
Definition and Description, CAM Research Methodology Conference, April 1995; 
March 1997 Vol. 3 No.2 p. 49-57. 

CUP: Coordinated Undergraduate Program, one route of entry into the profession of 
dietetics. 

Designer foods: "processed foods that are supplemented with food ingredients naturally 
rich in cancer-preventing substances" Caragay, A B. Cancer-preventive foods and 
ingredients. Food Tech April 1992 p. 65-8. 

Designer Foods: Processed foods that are supplemented with food ingredients naturally 
rich in disease-preventing substances. This may involve genetic engineering of food. 
Position of The American Dietetic Association: Phytochemicals and fimctional foods. 
J American Diet Association 1995 p. 493-6. 
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Domain: a sphere of concern or function. 

Drugs: "Products intended for use in the diagnosis, cure, mitigation, treatment or 
prevention of disease or to affect the structure or a function of the body" Federal 
Register June 18, 1993; 58: 33692. also Hunt JADAFeb91 p. 151-153. 

Engineered Foods: sometimes called architectured or fabricated foods, involves 
restructuring of food components into new entities, for example soy protein fiber into 
meat analogs, surimi into shrimp or crab analogs. Smith, RE. Food demands of the 
emerging consumer: The role of modem food technology in meeting that challenge. Am 
J ClinNutr 1993 58 suppl: p. 307-12S. 

Genetically Engineered Foods: the insertion of one or more genes with a clearly 
defined and desired function into plants, animals or microorganisms that are used for 
human food or animal feed; this process can make use of any genes regardless of their 
original source, genes do not necessarily have to be fi-om closely related plants or 
animals that inter-breed. Brody, J E. A cool look at genetically altered foods. Food 
Insight IFIC Foundation 1993; July/August p. 2-3. 

Foods: "products primarily consumed for their taste, aroma, or nutritive value". Food 
and Drug Administration. Regulation of dietary supplements. Federal Register June 18, 
1993; 58: 33692. also Hunt JADAFeb91 p. 151-153. 

Functional foods: "processed foods, defined by the main functional ingredient; 
(oligosaccharides, fibres, minerals, etc.), that are claimed to perform specific health roles 
such as preventing, treating and curing various diseases, and which fall into a category 
somewhere between food, dietary supplements and drugs". Griffen, G. Talking straight: 
the benefits to industry of communicating advances in food sciences and diet philosophy. 
Trends Food Sci Technol 1993 4: p.77-9. also Hunt JADA Feb 91 p. 151-153. 

Functional Food: Any modified food or food ingredient that may provide a health 
benefit beyond the traditional nutrients it contains. Position of The American Dietetic 
Association: Phytochemicals and functional foods. J American Diet Association; 1995 
p. 493-6. 

HMO: Health Maintenance Organization, a business concerned with the contracting and 
provision of health care to a defined population. 
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Medical Foods: "products intended for use under the supervision for specific dietary 
management of a disease or condition". Food and Drug Administration. Food labeling: 
mandatory status of nutrition labeling and nutrient content revision, format 
for nutrition label. Federal Register January 6, 1993; 58: 2151. also Hunt JADA Feb 
91 p. 151-153. 

Medical foods definition has evolved 
fi'om meaning enteral formulas, 

to "foods represented for use solely under medical supervision to meet 
nutritional requirements in specific conditions" (1973); 

to the first legal definition in 1988 "foods formulated for consumption or 
administration enterally under the supervision of a physician and intended for the 
specific dietary management of diseases or conditions for which distinctive 
nutritional requirements based on recognized scientific principles are established 
by 'medical evaluation' ". Scientific Status Summary, Institute of Food 
Technologists' Expert Panel on food safety and nutrition. Medical foods. Food 
Tech: April, 1992: 8796. 

Medical Nutrition Therapy: Medical nutrition therapy involves the assessment of the 
nutritional status of patients with a condition, illness or injury that puts them at risk. 
This includes review and analysis of medical history, laboratory values and 
anthropometric measurements. Based on the assessment, nutrition modalities most 
appropriate to manage the condition or treat the illness or injury are chosen and include 
the following: 
Diet modification and counseling leading to the development of a personal diet plan to 
achieve nutritional goals and desired health outcomes. 
Specialized nutrition therapies including supplementation with medical foods for those 
unable to obtain adequate nutrients through food intake only; enteral nutrition delivered 
via tube feeding into the gastrointestinal tract for those unable to ingest or digest food; 
and parenteral nutrition delivered via intravenous infusion for those unable to absorb 
nutrients. Position of The American Dietetic Association: Cost-effectiveness of medical 
nutrition therapy JAmericanDiet Association Jan 1995 p. 89. 

Medicine: Strict constructionist definition: biomedicine and physician practitioners. 
Broad definition: everything that people do to preserve, promote and restore 

health and to prevent and treat illness 
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Metaparadigm: a statement of global, abstract over-reaching concepts that describes 
the domains, or phenomena of concern to a profession. It represents the actual and/or 
potential reality for a discipline and acts as a framework that encon^asses the less 
abstract levels of knowledge in the structural hierarchy of the body of knowledge. 
The proposed Metaparadigm of Clinical Dietetics includes the domains of Reference 
Person, Human Condition, Practitioner Actions/Attitudes, Practitioner Environment, 
Client Actions/Attitudes, Client Environment and Nutraceuticals. 

Metascope; a diagram for viewing the perceptual range of abstraction and 
associations encompassing the professional realms validated. 

A metascope illustrates the links between the initial primary domains of the 
Metaparadigm of Clinical Dietetics, the Clinical Dietetic Factors and the expanded 
(metascopic) labels derived from the Eight World Hypotheses. The essence of a clinical 
dietetic theorist's work can be expressed in a metascope, demonstrating the conceptual 
range of her concerns. 

Metascopic Label: Expanded (metascopic) labels, induced by fector analysis from 
practitioners perceptions of knowledge topics and linked to the Eight World Hypotheses. 
Metascopic labels mclude: Knowledge Base, World Views, Contextual Links, 
Organistnic Components, Psychosocial Nutrology, Improvement Knowledge and 
Integrated Knowledge. 

Noumenon: an object of purely intellectual intuition, as opposed to an object of 
sensuous perception The American Heritage Dictionary New College Edition 1979. 

Nutraceutical (source definition): "any substance that maybe considered a food or part 
of a food and provides medical or health benefits, including the prevention and treatment 
of disease. Nutraceuticals may range from isolated nutrients, dietary supplements, and 
diets to genetically engineered "designer" foods, herbal products, and processed 
products, such as cereals, soups and beverages. The Nutraceutical Initiative: A 
proposal for economic and regulatory reform. Food Technology, ed. Donald Pszczola. 
April, 1992 p. 77-78. 

Nutraceutical: Any substance that may be considered a food or part of a food and 
provides medical or health benefits, including the prevention and treatment of disease... 
Position of The American Dietetic Association: Phytochemicals and flmctional foods. J 
American Diet Association 1995 p. 493-6. 

Nutritional Epidemiology: examines the existence o^ the determinants of^ and the 
magnitude of disease risk in relation to diet; biochemical, anthropometric, and clinical 
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indicators of nutritional status; as well as the public health effect of this risk on the 
population. Forman, MR and Halsted. CH. Am J Clin Nutr 1998; 67: 183. 

Nutritional Scientist; refers to academic scientists who elucidate problems and 
solutions related to nutritional status, nutritional requirements, nutrient metabolism 
and/or biochemistry, molecular and genetic biology related to nutrition. 

Other Health Professional; refers to any other health profession/professional about 
which respondent has knowledge or experience. 

Phannafood: Food or nutrient that claims medical or health benefits, including the 
prevention and treatment of disease. Position of The American Dietetic Association; 
Phytochemicals and flmctional foods. .. J American Diet Association 1995 p. 493-6. 

Phytochemicals ; every naturally occurring chemical substance present in plants; some 
are biologically active, some are not. Caragay, A B. Cancer-preventive foods and 
ingredients. Food Tech April 1992 p. 65-8. 

Phytochemical; "Substances foimd in edible fiuits and vegetables that may be ingested 
by humans daily in gram quantities and that exhibit a potential for modulating htmian 
metabolism in a manner fevorable for cancer prevention." Position of The American 
Dietetic Association; Phytochemicals and flmctional foods. J American Diet 
Association; 1995 p. 493-6. 

Phytonutrients; unique substances produced during the natural course of plant growth 
and development that are specific to each plant's genes and environment. Bland, J S. 
Phytonutrition, phytother^y, and phytopharmacology. AltTher Nov. 1996 2 p. 73-6. 

Phytonutrition; the role of these substances in cultural food practices and cuisines 
worldwide in supporting health- Bland, J S. Phytonutrition, phytotherapy, and 
phytopharmacology. Alt Ther 1996 2 p. 73-6. 

Phytotherapeotic role; phytonutrients acting as modifiers of physiological fimction 
Bland, J S. Phytonutrition, phytotherapy, and phytopharmacology. Alt Ther 1996; 2; 
p. 73-6. 

Relevance; refers to any phenomenon of concern that pertains to, is influential 
important or applicable to the practice of clinical dietetics, other health professions or to 
nutritional science or is an integral part of the body of knowledge of each, respectively. 
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Shared: To participate in, use, or experience in common, can be applied to intangible 
things; in this study: knowledge (American Heritage Dictionary of the English Language, 
New College Edition, 1979) 

WIC: Women, Infants and Children, a federally funded program to provide health care 
and nutritional care to defined populations. 
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