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ABSTRACT

The purpose of this study was to evaluate the effec
tiveness of nutritional counseling in an out-patient clinic 
situation with patients having gastrointestinal disorders 
and misconceptions about their symptoms and diet. .Most of 
the patients* misconceptions lead to nutritionally inade
quate food intakes.

The patients in the study were randomly placed in 
a control or experimental group. During appointments, the 
control patients were given no encouragement to change any 
ideas about their health condition or diet or their estab- 

. lished eating patterns.
The experimental patients were counseled using vari

ous approaches depending upon the patient's emotional state 
and his responsiveness. Attempt was made to dispel the 
patient's misconceptions and to help him achieve a more 
normal eating pattern and an adequate nutrient intake.

During the eight week period, members of the con
trol group basically maintained their initial levels of 
nutrition. The experimental group showed definite changes. 
Two of the six experimental patients improved their food 
intakes so that they met their Recommended Dietary Allowance 
for all nutrients, one maintained his initial intake, and
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one withdrew from the study0 The food intakes of the 
other two showed a lowering of nutritional status.

This indicates that nutritional counseling can be 
of value in the treatment of some patients.



CHAPTER 1

INTRODUCTION

Dietary counseling with a patient should begin with 
interviews to obtain from him information concerning custom
ary food habits„ activitiesp and economic status (1„ 2)„ 
Through interviewingP the dietitian can gain empathy for the 
situation and promote cooperation with the patient. Also an 
awareness of the patient's emotional needs and reactions 
would be an asset in preparing the patient's dietary pre
scription (3)o In-depth interviewing and- dietary prescription 
consideration must be extended by follow-up contact with the 

- patient (1),
This is a time consuming process„ and dietitians in 

hospital situations have a limited period of time to work 
with patientso In many casesp hospital stays are shortp 
and conditions are crowded. Thereforep in-depth counseling 
is not accomplished for all patients. Patients for whom 
specific modified diets are ordered demand the dietitian's 
efforts in translating the diet to the patient and helping 
him adapt. She then has less time to work with patients 
ordered a basically normal diet who may have misconceptions 
and need counseling. Physicians and dietitians both recog
nize that in order for diet therapy to be effective consider
able time must be spent and follow-up measures taken (4, 5)»
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Generally after a patient leaves the hospital,, the : 
dietitian does not maintain contact with the patient» She 
is not involved in out-patient dietary care0 The nutria 
tionist serving patients through health centers or clinics 
could help continue the dietary care given the patient in 
the hospitalo In addition she could be available for the 
entire counseling process to patients not requiring hospi
talization 0

Experience has shown a local specialist in gastro
enterology that many of the out-patients he sees are people 
with dietary misconceptions related to their gastrointes
tinal symptoms which can or have led them to nutritional 
deficiencieso These patients correlate such symptoms as 
nausea, heartburn, bloating, or pain with food they have 
eaten and its effect on their health probleme In some cases 
the patient does not completely understand his health prob
lem and lets it restrict his normal dietary habits more 
than necessary (6)0 For many more patients, emotional 
problems tend to precipitate the symptoms„ Regardless of 
the cause of the pains, the suspected food is eliminated 
from the diet thus leading to severe dietary restriction 
and monotonyo

A highly restrictive diet that a patient has imposed 
upon himself could be the result of several contributing 
factors„ These include misunderstanding the relationship 
between a patient's physical symptoms and his food intake,
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misinterpreting articles of research oversimplified for 
the lay reader's understandingp accepting as fact published 
material based on inadequate research, and each individual 
considering himself a nutrition expert0 These correlate 
well with the four sources John McKenzie cites of dietary 
misinformation (7)°

The misunderstanding of the relationship between 
symptoms and food comes from a lack of information about 
digestive processes and an over-awareness of the digestive 
tracto Thus food is caused to occupy a more important 
place in the patient's condition than is warranted»

Secondly, articles reporting current nutrition 
-research are often stmpTifled so that the general public 
can understando This simplification means deleting spe
cific detail and interpreting results„ The lay reader may 
make general application of the information to various 
situations, which may or may not be appropriate„

Nutrition is a common topic today. Popular articles 
covering everything from the wonder vitamin, vitamin E, to 
the evils of pesticides can be found, Many of these are 
not supported by adequate research. Therefore, a lay person 
relying on popular articles may be accepting inaccurate 
information.

Lastly, the field of nutrition is so intimately 
involved with each individual's personal life that the
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tendency is to regard oneself as an expert concerning 
one's own nutritional stateo

Due to the numerous demands upon a physician's "timer. 
he cannot always work with these patients to coax and per*- 
suade them to return to normal and adequate eating patterns. 
The nutritionist, with her specialized training, could accept 
this challenge to work with each patient individually, dis
cussing the situation, reasoning with misconceptions, and 
helping in the readjustment to a normal diet.

The problem of dietary misconceptions that can lead 
to deficiencies is frequently encountered, as physicians 
and dietitians would affirm. But what is being done for 
these patients ? 'What approach ido professionals in the med
ical field use to deal with them, and how effective are 
their efforts? Little research is available to answer these 
questions. Neither statistical nor subjective prediction 
can be made concerning this situation. The purpose of this 
study was to give some indication of how effective out
patient counseling can be in this situation, to determine 
what type of patient will benefit, and also to broadly apply 
the results to the general situation of patients with any 
kind of dietary problem. Could long-term counseling in
volving correlation of medical records, family situations, 
personal attitudes about food and health, and every day 
eating habits benefit patients with other types of dietary 
problems?



This paperj, dealing with dietary counseling of 
patients with food misconceptions„ includes a description 
of the methodp materials„ and experimental design used in 
the study, a report and evaluation of the results0 and a 
discussion of the researcher’s conclusions and recommen
dations 0



CHAPTER 2

EXPERIMENTAL METHODS A N D 'MATERIALS '

A practicing specialist in gastroenterology. Dr, 
John Gregor McGregor, provided the patients and office 
space needed for this study0 He selected patients from 
his practice who fit into the category of having bizarre 
eating habits, misconceptions about foods and health, and 
possible nutritional deficiencies,,

Over the time span of this study, ten patients were 
selected and counseled for eight weeks. These ten were 
randomly placed into a control or experimental group when 

_ appointments were made for the initial interview. The 
patients of the control group were interviewed but were not 
counseled. The patients of the experimental group were in
terviewed, given dietary prescriptions, and helped to inte
grate and understand the recommendations. The random pro
cedure for placing patients was followed with one exception 
where nutritional deficiencies were obvious and needed to 
be corrected. This patient was placed in the experimental 
group. The above resulted in a control group of four and 
an experimental group of six.

The counseling was carried out in a professional 
atmosphere. All appointments were made through the physi
cian’s receptionist and were scheduled to last one hour,
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The counseling was done in the physician's private office. 
Each patient’s case and the intended approach was discussed 
with the physician before any dietary recommendations or 
prescriptions were given.

The control group patients were given no impetus 
to change their ideas about food habits or health problems. 
No attempt was made to dissipate their dietary misconcep
tions or to improve their nutrient intake. They were not 
given encouragement for the dietary regime they had pre
scribed for themselveso nor for changing their pattern.

The experimental group of patients were counseled 
in an attempt to change their diets to provide a more nor
mal Intake, to dissipate their dietary misconceptions, 
and to improve their nutrient intake. The counseling ap
proach varied with each patient and his response, but in
cluded either logical, authoritarian, experimental, or a 
combination of two or more of these. The terminology de
scribing these approaches is used by psychologists and 
educational psychologists and was adapted to be appro
priate to this situation (8, 9)°

With the logical approach, factual information 
about the patient's gastrointestinal problems and about 
the properties of foods in general and their digestion 
would be used to show that there is no physiological reason 
for a particular food to cause heartburn, bloating, or 
diarrhea, .



With the authoritarian approach j, the patient would 
be told he needed to improve his daily intake of a particu
lar nutrient and that his deficiency could be a contribu- 
ting factor to his health problem« He would then be told 
which foods he should eat and in what amounts to improve 
his nutrient intake„ /

With the experimental approach, the patient would 
be asked to start a diet especially designed for him of 
foods he likes, arranged so that his nutrient intake would 
be improvedo Small amounts of foods that cause gastro
intestinal symptoms would gradually be added to the diet 
until a more normal pattern developed.

fhe -materials used in the study consisted of sever
al forms and questionnaires as can be found in the appen
dices c Personal Data form, Appendix A, included questions 
of personal information about the patient, his medical 
history, and eating habits. Questions on this form were 
derived from the Dietary Questionnaire for Family Survey 
of the Committee on Nutrition for National Defense (10), 
Questions pertinent to this study were added, and those 
not applicable were deleted. Information for this form 
was obtained through interview so that the patient's 
attitudes toward his diet and health could be noted. The 
purpose of the form was to give the researcher a background 
in the patient's dietary misconceptions.



- ' ' : ' 9 
The Food Likes=Dislikes form0 Appendix B „ was a

listing of food items in no definite order0 The foods 
included were those common to the area and ones with which 
most patients would be familiar0 The items were arranged 
without regard to composition/ that is protein, carbohy
drate, -or fat content, or to generic class, that is the 
classification of fruits, vegetables, meat, or milk. This 
random listing was purposely used to allow a means of 
checking the patients' consistency of response of like and 
dislike to similar foods such as milk, skim milk, cream, 
and ice cream (11),

The Food Recall form, Appendix C, was given to the 
-padrient to take home and fill out. This form was adapted 
from that used by the Cooperative Extension Service of The 
University of Arizona in the Expanded Nutrition Education 
Program (12), The patient was asked to write down every
thing he ate for two consecutive days and to estimate the 
amounts. He was to estimate meats, fish, and poultry prod
ucts in the number of ounces as served. Fruits and vege
tables were to be defined in terms of pieces where appli
cable, All other food amounts were to be classified in 
terms of common household measures. The purpose of this 
form was to give the researcher a quantitative means of 
evaluating the patient's nutrient intake.

The experimental design for the study included four 
types of contact with patients to obtain or give specific



kinds of informationo The types were an initial interview, 
second appointment, follow-up appointments, and final 
interviewo

Initial Interviews As was previously stated, the 
physician selected patients from his practice who complain
ed of food-caused gastrointestinal, symptoms, had bizarre 
eating habits, and had misconceptions about food and health„ 
Appointments were then made for the initial interview0 The 
personal date form (Appendix A) was used as a guide for 
discussion during the interview. Attempt was made to make 
the discussion informal and relaxed for the patient. The 
purpose of getting information such as medical history, 
drugs used, and eating habits from the patient himself in
stead of from his medical record was to get the patient's 
own interpretation of his problem and to become familiar 
with the patient's personality and responsiveness. Know
ledge of these psychological factors would help the reseach- 
er devise the most appropriate approach to each individual's 
dietary problem.

After questions on this form were answered, discus
sion progressed to the food likes-dislikes form (Appendix.
B). Directions for completion were given. The patient was 
to put the number of the statement which best described his 
feeling toward a particular food in a space provided in 
front of that food. He was to put an asterisk in front of 
any food that caused disturbances after eating.
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- During the last part of the interview, the patient
was given the food recall form (Appendix C) to take home. 
Instructions were given concerning how to complete it. The 
patient was to write down everything he ate for two consec
utive days and beside each to estimate the amount eaten. 
Amounts were to be written in ounces as served for meats, 
fish and poultry. All other foods were to be given in 
common household measures of cups,. This form was to be 
mailed to the researcher for evaluation prior to the second 
interview.

At this time, an appointment for about one week 
later was made to discuss the patient’s dietary intake and 
to make -recommendations to tire pa tlent.

Second Appointments Before the second interview, 
the researcher calculated the patient's nutrient intake 
from the recall form using the handbook Composition of Foods 
(13)o Each patient's case was discussed with the physician. 
If the patient were in the control group, the physician was 
informed of this so that in his contact with the patient 
he would not give advice in conflict with that given by the 
researcher. If the patient were in the experimental group, 
the physician and researcher would discuss the patient's 
medical record, his physical and psychological situation, 
and his eating habits and nutrient intake. Consideration 
of these factors led to a dietary prescription and a method 
of approach, /
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At the second appointment„ the researcher gave the 
patient a breakdown of his nutrient intake* explaining how 
it compared to his recommended dietary allowances as set by 
the National Research Council (14) „ The patients in the 
control group were then told that their diets were satis
factory and did not need to be adjusted. This was necessary 
to fit the design of the study. Any misconceptions were not 
supported or refuted. These statements were quickly passed 
over. The patients were given no dietary prescriptions or 
recommendations,

The patients in the experimental group were coun
seled with a logical, authoritarian, and/or experimental 
a p p r o a c h t h e  result of which, it was hoped, would be the 
patient's acceptance of the dietary prescription which the 
nutritionist and physician had selected.

Before leaving the second appointment, patients made 
appointments for follow-up interviews.

Follow-up Appointmentsg Follow-up appointments 
varied in number from one with some patients of the control 
group to four or five with some patients of the experimen
tal group. For the control group the purpose of the follow- 
up appointment was to give the patient the attention and 
support he needed, No recommendations were given, and the 
patient's existing dietary habits were encouraged.

The purpose of these appointments for the experi
mental group was to check the patient’s progress in
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accepting the dietary changes prescribed, to continue coun
seling to dissipate misconceptions, and to make further ad
justments in the diet to gradually achieve a normal food 
intake pattern0

During the last follow-up appointment, the patients 
in both groups were again given the food likes-dislikes 
form (Appendix B) and the food recall form (Appendix C) to 
fill but at home as before0 These forms were sent to the 
researcher for evaluation and would be discussion material 
for the final interview0

Final Interviews The final interview, which was 
scheduled approximately eight weeks after the initial in- ' 
terview., was..similar in form and content to the initial 
interview.

It was an informal discussion of how the patient 
felt physically, especially concerning the symptoms he 
had associated with foods initially. Also included was a 
discussion of the patient’s feelings about his dietary 
change if there had been one. The researcher’s evaluation 
of the second food recall was used to show the control 
group patients that they had maintained a satisfactory food 
intake. For the experimental patients, tlie second recall 
evaluation showed what progress they had made in increasing 
their nutrient intake.



CHAPTER 3

RESULTS AND DISCUSSION

One of the purposes of this study was to determine 
what type of patient can most benefit from nutritional 
counseling;, In order to evaluate this, the patients had to 
be characterized and grouped considering a number of vari
ables? Although all the patients in the study were seeing 
a specialist in gastroenterology, they each had unique 
medical histories, emotional conditions concerning their 
disorders, and misconceptions about food and health. These 
factors made up the individual's situation prior to coun- 

- selingo
The patients in the study were classified accord

ing to the physician's medical diagnosis (Table I), Two of 
the control group patients (C-2, C-4)* and four of the 
experimental patients (E-2, E-4, E-5» E-6) were medically 
classified as having general gastrointestinal motility dis
orders? This condition involves a disruption of the normal 
peristaltic movement of the intestines? Often times various 
sections are spastic and foods or refuse do not move 
through the tract normally (11)? Common symptoms of this

1? "C” indicates a control patient. "E" indicates an 
experimental patient, and the number identifies a specific 
patient?

14



Table I 0 Patients0 Medical Diagnoses
15

Diagnosis Control Experimental
General Gastrointestinal 0 2 E=2
Motility Disorder 0 4 E-4

E-5E=6

Disorders inactive O l E-l
or not intestinal 0 3 E-3

Table II0 Emotion Status of Patients 
Interview Evaluation

from initial

Status Control Experimental
Attention seeking O l E-3

0 3 E-4

Over-emphasis on 0 3 E-i
digestive system E-2

E-5E-6

Unwillingness to 
become involved 
with diet

0 2
0 4

E»2
e ~6
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disorder are heartburn,,; t>loatingp constipation„ and nausea. 
The remaining patients did not have active intestinal dis
orders and were previously treated for colitusD divertic- 
ulosise and allergies. Some had active problems other 
than gastrointestinal, such as mild hypertension, hyper
cholesterolemia, and low hormone levels.

Closely associated with the patient’s offical medi
cal diagnosis was his emotional status. The patients were 
classified according to their emotional states concerning 
their health problems as subjectively determined by the 
researcher following initial interviews (Table 11), Two 
of the control patients (C-l, C-3) and two of the experi
mental patients (E-3, E-4") exhibited attention seeking 
tendencies, desiring companionship rather than dietary help. 
The second category of patient, showing an over-emphasis 
and concern for the digestive system, included one patient 
of the control group (C-3) and four patients of the exper
imental group (E-l, E-2, E-5b E-6)e Two patients from each 
group (C-2, C^4, E-2, E-6) were unwilling to become in
volved with their nutritional problems at all.

The third factor involved in the patient's situ
ation prior to counseling was the source of food miscon
ceptions, The patients were categorized according to the 
four sources previously discussed (Table III, 7), Two 
patients of the control group (C-l, C-3) and all six of the 
experimental group patients were considered to misunderstand
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Table III» Sources of Patients0 Food Misconceptions8

Sources Control Experimental
Misunderstanding C-l E-l
the relationship C-3 E-2
between symptoms E-3and diet E-4

E-5E-6

Misinterpreting E-l
nutrition research E-3
reports

-

Accepting reports 
based on inadequate 
research

C-l E-2

Considering oneself C—2 E-6
- a nutrition expert C—^

a e Sources of food misconceptions were based on 
the four sources cited by McKenzie (?)„
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the relationship between their symptoms and their diets„
Two experimental patients (E-l,, E~3) had misconception 
stemming from misinterpretation of nutritional research 
reports 0 Each of these patients„ because of. her readings„ 
thought she had a severe medical-nutritional problem0 
One self“diagnosed her condition as diabetes„ the other as 
hypoglycemiao -

One patient from each group ■(C-lp E-2) had accepted 
nutrition reports based on inadequate research; This cate
gory involved two patients who tended to follow food fads„ 

The fourth category included two patients of the control 
group (02* C~4) and one of the experimental group (E-6)«, 
.These patients.considered themselves nutrition experts and 
would not listen to any information that conflicted with 
their own knowledge and opinions0

These tables show that patients in each group had 
various medical and emotional problems„ No one category 
would characterize either the control or experimental pa
tient* There was no one condition common to all patients 
either in the control or experimental group *

After characterizing the patients* a means had to 
be devised to evaluate whether any benefit was derived from 
the counseling* Comparison of dietary changes from the 
initial recall form to the final recall form were noted.
The changes were analyzed in a number of ways * Some pa
tients showed a definite change in nutrient intake * whereas



Table IV, Nutrient Intake before and after Counseling as determinedfrom Patient Recalls

Calories Protein Calcium Iron Vitamin A Thiamine Riboflavin Niacin Vitamin C

RDAa
----
Be Af RDA Be Af RDA Be Af- RDA Be— ' Af RDA Be Af RDA Be — Af — RDA Be Af- RDA Be Af RDA Be- Af

fore ter fore ter fore ter f ore ter 1.. 1 fore ter fore ter forB. ter fore ter f ore ter
C-1, 1700 1491 1477 55 64 0 3 59.6 800 246 257 10 10,6 12,6 ;• 5 6 5 1,0 1,22 1.17 1,5 .95 .97 13 16,9 15.9 55 100 165
C-2 1700 1 1 2 3 55 6lo9 c=>«o 800 333 , 10 8,6 ca-b 5 8 1,0 .58 — — 1,5 1 . 0 61 i - 13 13.1 55 39.3
C^3 1700 1744 1 6 9 0 55 71o0 74,0 800 655 595 10 13.3 5 29 19 1,0 1,04 1.10 . 1.5 3.48 2 . 8 3 13 17.3 17,1 55 8 3 67
C-4 1850 1782 1481 55 122 „ 1 88,9 800 913 880 18 11,9 8,8 . |5 28 1 6 1,0 .95 -x? OO 1.5 2.1Is1.

1.97 13 3 2 . 2 12.4 55 108 47

E-l 1850 1990 2095 55 137.6 148 0 1 800 2 5 4 3 1 9 4 9 18 11,5 17.3 5 7 21 1,0 2,28 1.37 1.5 4,3
1

b- 2.91 13 7.2 24.1 : 55 429 340
E-2 1700 740 e=ee= 55 47.1 «>«=> 800 335 10 4,9 5 6 1.0 ,26 1.5 «8;7 13 5.5 55 13 e=*e®

E-3 1700 1635 2135 55 1 0 6 108 800 740 1169 10 12., 3 14,3 5 15 11 1.0 ,89 1,66 1,5 1 .8 ^ 2,28 13 17.6 20.3 55 105 201
E”4 120 ok 724 410 55 41,1 19.7 800 333 118 18 18 4,5. 5 2 1 5 1,0 ,49 ,42 1,5 ji . 8 3 13 8,7 7.7 55 74,8 86
E-5 2200 1273 2275 40 58 77.9 1000 2 7 0 890 10 11,2 10,1 4 1 2 1,0 I . 6 1 .82 1.2 . 6 9 I . 8 9 15 12.5 9.5 . 40 74 32
E—6 1700 1 3 6 9 1055 55 6 1 , 6 6 9 , 6 800 363 351 10 11,5 8,0 5 7 6 1,0 1.09 .80 '1.5 1,07 Hv O C

O 13 17.7 17.1 55 146 28

a.RDA refers to Recommended Dietary Allowances for each nu
trient as determined by the National Research Council (14)„

^Patient was prescribed a low calorie diabetic diet.
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©thers showed, no significant change in nutrient intake but 
made important changes in eating habits and attitudes to-. 
ward nutritiono

Nutrient intake before and.after counseling was 
calculated from the patient’s food recalls (Table IV)0 
The recalls were evaluated using the Composition of Foods 
tables and comparing intakes to Recommended Dietary Allow
ances for each patient’s age and sex group (136 14), The 
majority of the patients were getting adequate calories from 
their dietss However, one control patient and three experi
mental patients were deficient by more than 5 0 0  calories.
Two of these (C-2, E-2) withdrew from the study, and one 
. .(E-5) inor eased her in take after counseling to meet her 
needso The other patient (E-4) continued to be deficient. 

Calcium was the nutrient most often lacking in the 
diets. Only one patient from each group (C-4, E-i) was 
initially meeting his needs. After counseling, the only 
patient in the control group meeting his recommended allow
ance was the one who was initially ingesting enough calcium. 
The rest of the control group maintained approximately the 
same intake. In the experimental group, two patients (E-l, 
E-3) met their needs after counseling, one patient (E-5) 
increased his intake but not enough to meet his needs, one 
(E-ty) decreased, and the other patient (E-6) maintained his 
intake.



Iron was often low in the patientsc diets (Table IV), 
Two patients in the control group (C-l, C-3) and four pa
tients in the experimental group (E"3» E-4:,' E-5, E^6) were 
meeting their recommended allowances0 These same control 
patients met their iron requirements after counseling. In 
the experimental group, one patient (E«i) increased his iron 
intake to meet his allowance, Two patients (E-3» E-5) con
tinued to ingest enough iron, and two patients (E-4, E-6) 
decreased their intakes so that they no longer met their 
needs.

Only two patients (E-4, E-5), both in the experi
mental group, did not ingest enough vitamin A initially 
(Table .IV.), However, af ter counseling, one (E-E) had in
creased his intake to meet requirements.

The three B vitamins showed about the same pattern. 
Those meeting their needs initially continued to do so. For
niacin, all the control patients were meeting their require
ments and except for one (C-4) continued to meet them after • 
counseling (Table IV), Two experimental patients (E-3, E-6) 
met their needs at the beginning and end of counseling. One 
patients (E-l) increased his intake from his initial defi
cient level to meet the requirement. The other two patients
(E-4, E-5) remained low.

Dietary intakes of riboflavin roughly paralleled 
that of calcium. Those patients who met their calcium needs 
also met their riboflavin requirements with three exceptions



(C=>3p E-=3v E=5) o These patients met their riboflavin needs 
without meeting requirements for calcium (Table IV)„

Patients in the control group basicly maintained 
their initial levels of nutrition,, None of these patients 
met their allowances for all nutrients before counseling 
(Table IV)« Following the eight weeks of contact with a 
nutritionist, one (0-3) was lacking in two nutrients, one 
(0=1) was lacking in four, one (0-4) was lacking in five, 
and one (0-2) had withdrawn from the programe There was 
essentially no change in the control group on meeting 
Recommended Dietary Allowances,

The experimental group did show changes. Initially 
.none were meeting their allowances for all nutrients.
After counseling, two patients (E-l, E-3) were meeting all 
their needs (Table IV), one patient (E-3) was deficient in 
five nutrients, one (E-6) was deficient in six, one (E-4) 
was deficient in seven, and one (E-2) had withdrawn. It 
is important to point out that the two patients who with
drew from the study (C-2, E-2) were lacking in the greatest 
number of nutrients initially.

In evaluating this table, it must be noted that each 
recall covered only two days and may not have been a true 
representation of the patient8s overall nutrient intake. 
Seven day recalls would be more accurate if patients 
would cooperate. Another factor to consider is that some 
changes in eating habits that would expand and balance the
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diet may not alter the nutrient intake„ This factor was 
taken into consideration (Table V ) „ Most of the patients 
showed no change in habits 0 Two patients (E-l, E-3) showed 
an improvement of their habitsp and one (E-4) showed a de
terioration of habitso All of those who showed any change 
in habit were in the experimental group.

After examining all of the data„ it can be concluded 
that the control group did not change their dietary patterns 
during the time of this study. There is no such definite 
conclusion for the experimental group. Some patients made 
beneficial changes, whereas some did not change, and still 
others made deleterious changes. Although no one character
istic can be -pointed out for those who did or did not bene
fit from counseling* certain relationships can be seen.

Two patients (E-l* E-3) showed a definite improve
ment in dietary patterns as can be seen in the nutrient in
take before and after counseling (Table IV) and in their 
eating habits and attitudes (Table V), In characterizing 
these patients* the researcher classified them as not having 
gastrointestinal disorders (Table I), and seeking attention 
(E-3) and over-emphasizing the digestive system (E-l) (Table 
II)o Both were misunderstanding the relationship between 
symptoms and diet and misinterpreting nutrition research 
reports (Table III), ,
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Table Vo Patients0 Changes in. Attitude and Eating Habits 
- with Counseling .______  . ■ '

Changes Control_____ • Experimental
Improvement of E=1
Eating Habits and E-3
Attitudes about ''
Nutrition

No Significant Change C-l E=2
in Eating Habits or C=2 E-5
Attitudes about C=3 E-6
Nutrition 0-4

Detrimental Change E-4
in Eating Habits or 
Attitudes about 
Nutrition
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For one patient (E-5) there was no change after 
eounselingd The intake of some nutrients increased„ but 
there was no change in meeting the Recommended Dietary 
Allowances (Table IV) or in his eating pattern and atti
tudes (Table V), This patient was classified as having a 
gastrointestinal disorder (Table I), over-emphasizing the 
digestive system (Table II)„ and misunderstanding the rela
tionship between symptoms and diet (Table III),

Another patient (E-4) showed detrimental changes in 
nutrient intake (Table IV) and in eating habits and attir- 
tudes (Table V), The researcher classified this patient 
as having a gastrointestinal disorder (Table I) and seeking 
.attention (Table II)* Misconceptions stemmed from misun
derstanding the relationship between symptoms and diet 
(Table III),

The remaining patient (E-6) showed detrimental 
changes in nutrient intake (Table IV) and no change in 
eating habits and attitudes (Table V)* This patient was 
characterized as having a gastrointestinal disorder (Table 
I)o over^emphasizing the digestive system, and being un
willing to become involved with his diet (Table II),
Sources of misconception were misunderstanding the rela
tionship between symptoms and diet and considering oneself 
a nutrition expert (Table III),
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The two patients who withdrew from the program (C-=2 „ 

E=2) were not meeting their recommended allowances for six 
and eight nutrients respectively* Both were characterized 
as having gastrointestinal disorders (Table I) and as being 
unwilling to become involved with their diets (Table II).
The sources of their misconceptions were misunderstanding 
the relationship between symptoms and diet and accepting 
reports based on inadequate research (E-2) and considering 
himself a nutrition expert (C-2).

From the relationships demonstrated, it is apparent 
that benefits of counseling can not be predicted from the 
personal characteristics of the patient. The only char
acteristic .unique to those who benefited was that their 
misconceptions stemmed from misinterpreting nutrition re
search reports. Those who did not benefit showed a vari
ety of characteristics. Many more patients would need to 
be studied before a definite pattern could be seen. However, 
this study did show that some patients can benefit from nu
tritional counseling.



CHAPTER 4

.SUMMARY AND RECOMMENDATIONS

Due to the timing of the study and the specificity 
of the type of patients p there were a limited number of pa-? 
tients to include6 Therefore, no broad general conclusions 
can be drawn as to exactly how effective nutritional coun
seling can be or as to what type of patient can benefit.
The design of the study worked well. The time length, 
eight weeks, seemed sufficient to accomplish as much as 
possible. Beyond that length of time, patients would begin 
to lose interest. The questionnaires gave the researcher 
adequate information to classify the patients and to deter- 

- mine how to work with them. The experimental design proved 
appropriate except for the limited number of patients,

The specific type.of patient chosen for the study, 
those seeing a specialist in gastroenterology and having 
food misconceptions, was difficult to handle. These pa
tients would not be representative of the' patients an out
patient nutritionist would see. Counseling with these pa
tients involves much more than explaining a diet prescrip
tion, Generally these patients are reluctant to cooperate. 
They need their misconceptions dissipated and new eating 
habits developed before any dietary prescription will be 
accepted. In generalizing the conclusions of this study

27
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to the field of nutritional counseling,, it could be said 
that for most types of patients„ counseling would probably 
be more effective than results indicate for the type of 
patients reported in this study.

I would recommend further study of the benefits of 
nutritional counseling. An increased number of patients 
would be important, but method and criteria could follow 
those used here. Including more varied types of patients 
would introduce other aspects to the study and would perhaps 
show other relationships between types of patients and bene
fit from counseling.



APPENDIX A 

\ PERSONAL DATA 

Personal Data from Initial Interview 

Name_____________________ _______
Address _____  '   ■ '  _______
Phone_______- ■__________
Age _____________. Sex ____ _____ _
Marital S t a t u s _________• Number of children

■ at home

How long have you had these gastrointestinal disturbances?

Are you taking any drugs or antacids regularly?

Do you normally eat meals at home?

Do you prepare your own meals?

At what hours do you normally eat? Do you have a set pattern

What is your normal eating pattern, food groups for each meal 
and snacks? What food groups do you normally have for break
fast, lunch, dinner, and snacks?

Do you drink alcoholic beverages? How often?

Do you smoke?

Are you allergic to any food? Have you had allergy tests?



APPENDIX B

FOOD LIKES“DISLIKES

Put in front of each food the number of the statement which 
best describes your feeling about that food„

-u1= like very much, eat it regularly 
2- like to eat occasionally 
3" neutral, can take it. or leave it
4“ dislike„ but will eat it
5- dislike very much„ refuse to eat

Put an * by.the foods that cause you distress
_butter
_avocado
"strawberries
"apples

JLima beans
[fish
[ham
_beef steak, roasts
.carrots 
green beans 
corn 
lettuce
_white bread 
_turkey 
[pork 
lamb
_spinach
_Brussels sprouts
[parsnips
.potatoes

__whole milk
 eggs
__yogurt 
__pinto beans

.French dressing 
cheddar cheese 
_kidney beans 
[shellfish 
[peanut butter
_Cream of Wheat 
.sauerkraut 
_fruit pie 
.broccoli
.corned beef 
.Rice Kfispies 
.cucumbers 
soda crackers

.pears

.raspberries
[peanuts
.bra in 
.tripe 
.tongue 
[sausage
onion 
spaghetti 
.ice cream 
.cream pie

30



c.ornbread · -----___ Grape-.Nuts 
duck 

--==noodles 

___ celery 
___ cabbage 
__ ..._. summer squash 
___ eggplant 
__ ....;mayonnaise 

sour cream 
---muffinsp biscuitsp 

bacon 
---chicken 

cottage cheese ---
___ .rye bread 
___ .garlic 
----"pudding p custard 

cake ---
___ .graham crackers 

·All Bran 
--.-.h:.ot .oatmeal 
~--·Jello 

_____ canned peaches 
----~green peppers 

black pepper 
---skim milk 

____ cantaloupe 
banana ---

-~_oranges 

----"Peaches 
cream ----

liver. 
---Cornflakes 

rice ---: ___ buttermilk 

_____ cauliflower 
___ zucchini 
___ turnips 
_.....:..;_tomatoes 
~--m.argarine 

dinner rolls 

.31 



APPENDIX C 

FOOD RECALLS*

FOOD_________ AMOUNT

BREAKFAST

LUNCH

SNACK

DINNER

SNACK

, "Patient was asked to write down everything he ate„



APPENDIX D

PATIENT RECORDS

Control Patients
Age g 83 
Marital status s 
Relativess 
Meals g
Medical diagnosis g 

Symptomss

Health and diet 
misconceptions;

Sex s female 
Divorced 
Lives alone
Prepares own meals at home
Previous colitus B allergies 
to pollen
Constant fatigue? itchings 
puffy lips after eating spe
cific foods

Insisted on a variety of 
food alergies such as coconut 
oil, honey, caffeine, cow’s 
milk, peaches 0 Relied on too 
many medications*

Age s 78 
Marital statusg 
Relatives s 
Meals g
Medical diagnosis s

Symptoms g
Health and diet 
misconceptions g

Sexg female 
Widowed 
Lives alone
Prepares own meals at home
Nausea, vomiting, low hormone 
levels
Nausea, vomiting, heartburn

severely limited food intake 
correlated intestinal problems 
with specific foods 0

33



C“3 Ageg 64
Marital statuss 
Relatives s 
Meals g
Medical diagnosis:

Symptomsg

Health and diet 
misconceptionsg

C—4 Age g 51
Marital status: 
Relatives g

Meals:
Medical diagnosis %

Symptoms s
Health and diet
misconceptions 8

34
Sexg female 
Single
Lives with older sister
Sister prepares meals at home
Diverticulosis„ gastrointes
tinal motility disorder
Gas, bloating, hand tremors, 
nervous stomach

Eliminated fresh fruits, 
spicy foods and bulky foods 
to prevent symptoms e

Sexg female 
Married
Lives with husband, no 
children
Prepares own meals at home
Gastrointestinal motility 
disorder, spastic colon, 
previous colitus and diver
ticulosis

f

None at present

Limited diet generally to 
low residue foods to prevent 
gastrointestinal symptomse
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Experimental Patients

E=1 Ages 52
Marital status 8 
Relativess

Medical diagnosis 
Symptomss

Health and diet 
misconceptionss

Sexg female 
Married
Lives with husband and three 
children
Hypercholesterolemia
Gas„ insulin reaction, cold 
sweat, nervousness, faintness, 
jumpy heart

Limited food intake severely 
associated gas with eating 
high protein foods and in
sulin reaction to eating 
high carbohydrate foods.

E=2 Ages 64
Marital status s 
Relativess 
Medical diagnosis s

Symptomss

Health and diet
misconceptions %

Sexs female 
Widowed
Lives with one daughter
General gastrointestinal 
motility disorder
No desire for food, bloating, 
weak stomach, frequent bowel 
movements.

insisted symptoms showed she 
had tapeworm, contributed 
symptoms at least partially 
to dried up gastric juices a



E-3 Age 8 71
Marital status? 
Relatives §
Meals ?
Medical diagnosis? 

Symptoms?

Health and diet 
misconceptions?

E“4 Age ? 49
Marital status ? 
Relatives?

Meals ?
Medical diagnosis ?

Symptoms?

Health and diet 
misconceptions?

36
Sexs female 
Widowed 
Lives alone
Prepares own meals at home
Mild hypertension,, previous 
active diverticulosis
Intestinal spasms„ gas, 
polyuria„ skin cancers around 
nose

Assumed symptoms meant she was 
diabetic, thought she was 
allergic to milk, wheat, toma
to, onion, apricot, and grape
fruit.

Sex ?' female 
Married
Lives with husband and one 
child .
Prepares own meals at home
Gall bladder surgically re
moved, gastrointestinal mo
tility disorder, border line 
diabetic, overweight
Acid stomach, gas, headache, 
frequent constipation, bloat
ing

Refused to eat insisting she 
had no appetite,



E~5 Ageg 9
Marital statuss 
Relatives %

Meals 8

Medical diagnosiss

Symptoms s
Health -and diet 
mis conceptions, s

E™6 Age g 6 k

Marital status s 
Relatives %
Meals s
Medical diagnosis s

Symptoms s
Health and diet
misconceptions s

37
Sex g female 
Single
Lives with parents and 
brother
Eats lunch at school
mother prepares dinner at home
Gastrointestinal motility dis
order, spastic colon
Frequent constipation

Mother feared that eating 
bulky high residue foods 
would cause a condition of
COlitUS e

Sexs female 
Married
Lives with husband
Prepares own meals at home
Broad, generalized gastro
intestinal motility disorder, 
spastic colon and small in
testine, diabetic
Constipation, gas, bloating

Insisted she had weak abdom
inal muscles, allergies to 
pineapple and onion.

/
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