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ABSTRACT
Recent data indicate that the patient-cerniered counseling
model enhances long-term dietary adherence. This model
facilitates change by assessing patient needs and subse-
gquently tailoring the intervention to the patient’s stage in
the process of change, personal goals, and unigue chal-
lenges. This article describes this model, including its
theoretical foundations, a 4-step counseling process, and
applications, This behavioral counseling model can help
nutrition professionals enhance patient adherence to
nutrition care plans and dietary guidelines. .7 Am Diet

. Assoc. 8001;101:338-8586,841.
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Facilitating dietary change:
The patient-centered counseling model

MILAGROS . ROSAL, Phi); CARA B. EBBELING, PhD; INGRID LOFGREN, RL;
JUDITH K. OCKENE, FhD; IRA S. OCKENE, MD; JAMES K. HEBERT, SoD

s with most training programs for health professionals

(1,2), formal education in dietetics devotes relatively

little time to training in behavior modification and be-

havioral counseling skills, While levels of these skills
vary among dietitians, the paucity of formal training and the
nature of patient encounters in the clinical setting (few repeat
visits under sometimes severe time constraints) provide little
opportunity to develop an understanding of the principles and
practice of hehavioral medicine,

To facilitate patient adherence to diefary guidelines in the
context of prescribed nusrition care plans and public health
initiatives, nuiritionists need to increase their knowledge of
and comdort 1evel with practical intervention strategies based
an cognitive behavioral theery (3-7). As demonstrated in
previous investigations (8,9), the patient-centered counseling

‘yrodel provides an effective approach for intervening with

patients to promate dietary change and long-term adherence.
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Ryt

uestions for Assessing Stage of Change and Motivation

How do you fesl about your current diet?

What problems have you mad because of your dist?

‘Have you (ever) theught about making ghanges in your diet?

fvhat would you like ta change abeiit your dist now?

why would you fika tc changeg your diet now?

What concerns do you have alout changing your dlat now?

What reasons might you have to want te maintaln your
current diet?

What would maotivate you to maintain your current diet?

nuestions for Assessing Past Experiences

with Dietary Change

Have you aver made changes in yaur diet?

Have you maintained these changes? If so, for how long?
if not, how long did you maintain the change?

How did you make shanges in your diett? What helpad?

what difficulties did you encounter? How did you
handle them?

Questions about Anticipated Challenges

ot Barriers to Changs

Wwhat could gat in your way of attaining your goal?

Wwhat situations will make it hardast for you

o achiave your goal?

Whzt other situations might make it difficult for vou to maintain
yaur shange?

FIG 1. A Maodel for Opsn-ended Quesiioning.

Quaestions about Strategies to Cope with Challengas
or Batrlers to Change
What could you de whan you face this challenge?
What alge could vou do In the face
of this challenge or bartier?
Who could help you cope with this challenge? How?:
What has been helpful in the past to deal
with this barrier?

Questions for Goal Setting

What ara you willing to charge in your digt now?

When? How often will you do this?

Where will you do it?

What will you have to do in advance to ensure that you
are able to maka and maintain this changa? ‘

How confident are you of your ability to make and
maintain this change?

Questions for Fallow-Up

Hew did you do with your plan?
What helped you stay on target?
What difficuliies did you encounter?

Questions for Assessing Lapse and Relapse
What made it difficuit for you to stay with yeur plan?
How did you feel after that?

What elze could you have done to stay on tragk?
What would you like 1o do now?

Incorporating constructs of current state-of-the-art theories,
this Tnodel is tailored to specific stages of change, goals, and
challenges of individual patients (3-7). The shared responsi-
bility of nutritionist and patient in achieving dietary change is

" emphasized (7). This article describes the theoretical prin-

ciples underlying patient-centered counseling, practical is-
sues to consider in implementing this model to promole
dietary changa, and training and practice applications. The
term patients will he used to refer to patients, cliens, or
study participants,

THEORETICAL FOUNDATION OF
PATIENT-CENTERED COUNSELING
The model for patient-centered counseling reflects principles

- from several research-supported theories and models: Gon-

surner Informasion Processing Theory, the Health Belief Model,
the Stages of Change Model, Social Cognitive Theory, and
Behavioral Self-Management Principles, each of which are
briefly described below.

Consumer Information Processing Theory (CIF)} postu-
lateg that information must not only be available but also
wanted or believed to be useful to the consumer, and the
consumer must have the time, energy, and level of compre-

'hension to procesa theinformation (109, Thus, the information

rust be presented at times when the patient is most receptive,
and at a level that he or she can comprehend, The mare the
provideris zhle to relate the patient's health concerns to his or
her diet and is confident, that the patient understands and is
shle to use this informatiorn, the greater the likelihood that the
patient will be motivated to make and maintain dietary changes,

The Health Belief Model (11,12) asserts that cognitive fac-
tors influence a patient's decision to change or modify a
specific behavior. Accordingly, an individual will change a
specific health-related behavior il he or she believes that: the
behavior makes hirm or her vulnerable to {or at risk for worsen-
ing) disease; changing the behavior will decrease risk; there
will be scrious conseqguences if the behavior is not meditied; he
or she is capable of taking action to change the behavior; and
the potential costs of taking action are outweighed by the
benefits.

The Stages of Change Model (13,14} of behavior suggests
that individuals change problem behaviors by moving through
a series of stages representing several levels ol readiness 10
charge. These levels reflect a process of change maving [rom
not considering change (pre-contemplation), to motivation to
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Nutritionist (N): What concerns do you have about your
diet? (OPEN. ENDED QUESTICN)

Patient (PT): | seem ta be losing melivation to eat a low-fat
ciat, and have skipped a coupla of appointmants bacauss of
fime pressures at work.

N: Tell me about vour work. (QPEN-ENDED QUESTION)
PT: I'm a lawyer with & large company. There is a lot of
pressure to produce and bring in new clients,

M: It sourds like yaur work is quite stressful. (REFLEC-
TIVE STATEMENT)

PT: Yes, but it is guite challenging, pays well, and | like
going to court to try cases.

MN: 3o, aven thaugh your work I strasstul, you find it
rewarding. (REFLECTIVE STATEMENT)

PT: Well, most of the time, but lately | wonder where it is all
going, s really affacting my motivation and energy tc keep
appointmants and follow a low-fat diet,

N: What other soncerns do you have about your diat?
{OPEN-ENDED QUESTION)

PT: That's & good guestion. Actually, | used 1o keep a foad
diary that was very helpful, but | don't seem to have the
mativation to continue to write things down all the time.

FIt: 2, Exawmple qaf Patient-centared Counsaling.

N: | know it is hard to think about keeping food diaries whan |
you are fesling so much stress at wark, (VALIDATING
STATEMENT)

What kinds of things have you done in the past to keap a food
diary? (OPEN-ENDED QUESTION)

PT: | used to keep it with me at ail times, Lut lately I'm too
tired to even think about it.

MN: What other kinds of things helpad you keep a food
diary? (OPEN-ENDED QUESTION)

PT: Reminding myself that | eat much heaithier meals when |
monitor what | eat.

N: What other things have been helpful to you 1o keap a
food diary? {OPEN-ENDED QUESTION)

PT: (Soing over the entire food diary at the end of the day. |
used o take pride in how much | iearmed akbowt nutrition and
how much | had begn able to improve my diet,

N: You mentioned a number of things about your work
and the siress you are experiencing at work. You also spoke
about having little epargy or mativation to atend appoint-
ments and keep food diartes. (SUMMARY STATEMENT)

I'm optimistic about your ability to wark toward your goal of
gtaying on a low-fat diet and would like to help you attain your
goal. {SUPPORTIVE STATEMENT)

What do you think might help vou, litle by little, to get back
on track with things you used to do? (OPEN-ENDED
QUESTION)

change (contemplation) prior to making & commitment to
change, and making the change (action). This model empha-
gizes that, to be effective, interventions should be tailored to
the specific stage at which the patient is. It emphasizes that
traditional interventiong are action oriented (focused on im-
mediate behavior change) and thus do not address issues faced
by patients who are not yet ready io make a change. For
example, counseling for a pre-contemplator or contemplator
requires the provision of information and materials stressing
the benefits of specific dietary changes and feedback on the
patient’s current diet-related risk; counseling a patient in the
preparation or action stages warrants development of an ac-
tion plan with specifically stated goals, and discussion of
relapse prevention strategies.

Social Cognitive Theory (12,15) states that the procass of
learning involves active participation by the patient; behavior
is learned and therefore can be unlearmned, and behavior is
deterrnined by multiple influences. Self-efficacy, the central
soncent of social cognitive theory, refers to a patient’s belief in

334 / March 2001 Volume 101 Number 3

his/her ability to change or maintain a specific behavior. The
level of self-efficacy has a direct impact on a person’s willing-
ness 1o engage in a behavier and to persist in the face of
ohstacles (eg, lack of initial success, busy schedule). For
example, a positive belief that one has the necessary knowl-
edge and resources to eat alow-fat diet and is capable of doing
it will lead to a greater commitment to decrease dietary fat
intake and persistence in maintaining such change. Another
iraportant construct is outcome expectations, orthe degree to
which a patient believes that a given course of action will lead
to a particular outcome (eg, how firmly an individual believes
that lowering fat intake to < 30% calories from fat will reduce
risk for heart disease}. Qutcome expectations must be faver-
able for behavior change to occur.

Behavioral Self-Management (16-19) emphasizes behavior
modification principles, requiring increased awareness of the
triggers that cue a behavior and the consequences that rein-
force it. Self-monitoring strategies are useful for enhaneing
the patient’s awareness of triggers (“high-risk” situations) and
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The FIC 8. Samypls Self-Monitoring Form.
ing- -
ze of
For reinforcers (ie, short-term Laste, COMVENence) and long-term  patterns, readiness to change (stage of change) specific éat-
‘D?Vl" {diseasze prevention) conseqUences that rngintain specific eat- ing-related behaviors (eg, dietary faf, fruits and vegetables,
loing ing patterns, The patient can then decide whether to aveid a grains, sodiun), COTCETNA about changing dietary intake, feel-
v fat trigger, alterit, or substituie an incompatible behavior (thatis, ings sboul specific changes, past experiences with change in
yher engage in a behavior normally incompatible with eating, guch  dietary intake or other behavioral change, challenges experi-
ee to ns taking a showey or going Ifc:nr awalk) when the trigger ocours. enced in previous attempis to change distary intake, strategies
l_lead | that helped and those that did not help during previous at-
leves THE PATIENT-CENTERED COUNSELING STEPS terapts to change, reasons for wanting tormake distary changes,
Isduce The ghjectivesof patiem;-cehtered counseling for dietary change and reasons for wanting to maintain current. eating patterns.
avor- are to; &) increase the patient's awareness of his/her dist- The rutritionist can use open-ended guestions 0 obtain rel-
related risks; b) provide thle patient with nuirition knowledge;  evant informasion that will gesist him/ner in tailoring the
. ) increase the patient's cpnﬁdence in his/ner ability to make  dietary intervention. Examplss of open-ended assessment
1aviar dietary changes; and ) elnhance skills needed for long-tenn guestions are presented in Figure 1. In addition to the use of
of t_hf: adherence to dietary change plans. The patient-centered coun- open-gnded guestions, reflective statements and swmnary
ren- gseling model helps nutritionist professionals tailor the inter-  statements should be used to elarify and suramarize inforrna-
nemg verntion to the patient. Pafi.ient—centered coungeling involves & tion provided by the patient (see Pigure 2).
i) and . 4-step Process including: » brief, but thoro 1gh, assessment. of
the patient's current stage of change relative to general or  Step 2. Advise Advice for changing eating behaviors should
specific aspects of dietaryi behavior; advice with respect to the be personalized and refer to the patient's health concerns oF
need to change specific sating lLehaviors; assistance in chang- clinical condition, the patient’s stated reasons to change di-
ing such behaviors; and arranging follow-up to moritor how  etary intake, diet history, personal preferences, and other
plans are proceeding. The:se 4 wall-defined steps are discussed  benefits of modifying dietary intake for the patient. Two ex-

. below. ; amples of personalized advice follow:

] Step L: Assess A conilplete behavioral assessment is an “Mr. Jones, as your nutritionist, Tam concerned about
eszential cormponent of the patient-centered couhseling ap- how your present diet is aifecting your health. One of your
proach. Tmportant information ta obtain include: patient's major risk factors for heart disease is your high hlgod
knowledge of risks associated with current eating pafterns, chalesterol level, Lifestyle changes, such as decreasing
history of health problems associated with current eating the amount of saturated fat in your diet, can reduce this

|
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; ris] .
Steps to Success _ ; ths
The purpase of this activity is to help you achigve and maintain healthfut eating habits. The steps aullined below will guide yau in ; u
1) identitying argas for improvemnent, 2) satting a goal, and 3) daveloping a plan of action, i the .
. 3 dia
1. Identitying areas for dietary Improvement, We encourage you to use information from your most recent s&ll-monitoring and/ : sug
of past experiences to identify areas lor dietary improvement. List the three areas that are mosl irmportant to you fram & personal bel
perspecltive. like
% § anc
3 !
) Step
2. Setting a goal. Select ore area for dietary modification from the list above, Your goal must be specifi, measurabla, and help .
realistic. Answer all guestions that apply to the area that you have selected for modification, of chs .
" ventic
Area to modity: patier
what will you do differently so that you know {(or spmeone else observing you knows) thal you are making progress toward your géig%i
goal? Be specific. seribe |
expre -
can b
Specity 2 fime period (eg, week, manth, vacalion); Tallaw
Speclfy haw aoften (g, daily, one time psr weak): Valid
ety
Specify how mugh (eg, 1/2 cup, 1 0z): ke
Specify where (eg, home, work, restaurant, sodial gatheting): 5&:—‘;
Specify with wharm (eq, husband, children, grandehildren, friands): y't:n“uI
3. Developing a plan of action. List the three challenges that you are most tikely 1o ancounter in your effort to reach your distary prot
goal. (Befow is a tist of challenges that cormmonly affect seme women. Add your own challenges as NEcessary.) time
fooc
Challenge #1) Conr
a1
Challenge #2) mak
Challenge #3) .I
torir
what will you do o manage your chaltengas in order to prevent them from affecting your ability to attain your goal? lowy-
. ] Lk
To manage Chatlenge 1, 1 will
Banre:
- “T'm
To manage Challenge 2, | will altc
wy
To manage Challengs 3, | will a;lr;l'm
sna
. How contident are you, oh a scale of 0% to 100%, that you ¢an achlave this goal? it
0% 10% 20% 30% 40% 50% 60% 70% BO% HO% 100% A patie
‘ : Varjous
{If you are not at least 75% confident, madify your goal to increase the likelihood that you will be successiul.)
| will begin working on the following goal:
on |date} . | will self-rmanitor using an Eating Diary to avaluate my success in reaching this goal. | will
bring the diary with me to my naxt appointment and discuss successes/challenges with my nutritionist.
Signalture . Date
FiG 4 Serple Personalized Goaol-setting Sheet,

336/ March 2001 Volune 101 Number 3
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- risk, T would like to help you raake ehanges inyour diet 8o
. that you can decraase your rigk of another heart attack.”

“Mrs. Clark, as vour nutritionist, 1 need to advise you of
the importance of diet and exercise for ranaging your
disbetes. Large increases and decreases in your blood
gugar are related to your current eating patterns. I would
be happy to assist you in moditying your diet to reduce the
likelihood of diabetes complications, lose some weight,
and feel healthier.” .

Step #: Assist The type of assistance provided to patients to
help theim change dietary behaviors will depend on their stage
of change for gpecific ealing and related behaviors. The inter-
vention should be appropriate to the stage of change. For all
patients, but particularly for pre-conternplatory and contem-
plators, the nutritionist should sirive to provide information,
correct misunderstandings, address feelings about the pre-
scribed or recommended distary change, provide support, and
express realistic optirmism regarding potential for change. This
gan be done through motivational statements such as the
folowing:

Validating the patient’s feelings obout prescribed

digtary charges
“] know it's hard to... (&g, cut down on ice Cream when
your roommate keeps bringing it home, adhere to your
dietary goals during vacations, keep food records when
you have been o busy at home and work)."

“ft must be difficult to... (g, cope with your health
problem and think about changing your diet at the same
time, make dietary changes when you are not in control of
food shopping and food prepatation al home).”
Conveying respect and support tor the patient

ui'd be happy to help you when you are ready to start
meking changes,”

“Td like to help you with... (eg, developing a self-moni-
toring strategy for keeping track of what you eat, finding
low-sodium recipes that appeal to hoth you and your
husband).”

Expressing optimism abowl the chamees Jor Success
“Pn optimistic about your ability to...(ex, increase the
amount of whole grains that you eat) >

“You, appear confident in taking the necessary steps to

' achieve your gosl of... (eg, eating fruits and vegetables for

o snacks, decreasing consumption of soft drinks}.”

Tailoving counseling to stages of chdnge
A patient may be at differenl stages of change with regard to

{preparation or action) to reduce saturated fat intake but may not be
willing o consider (pre-contemplation) increased consurnption of
whole grains.

5 Counseling a patient about eating behaviors for which he/
; she ig in a pre-cortemplation stage requires exploring with the
j patient his/her personal pros (benefits) and cons (disadvan-
tages) of changing intake of specific foods. The cons of change
feed to be put into perspective, diseussing with the patient
ways to deal with them. Thus, the goal of intervening with
precontemplators is not to get the patient to change immedi-
ately but simply to motivate hir/her to move to contemplate
' thechange. Open-ended hypothetical questions can be helpful
i\ in discussing pros and cons with pre-conternplators:

N & F 5VC
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various esting behaviers, For example, he or she may be ready -

|1006/010
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“What types of benefits might. you expect if yo1 were
to... (eg, change yvour diet, decrease your salt intalke)?”

“What problems might you experience if you decided
to... (em, cut down on faf, increase the amount of fiber
you gaf)?”

Previous unsuceessiul attempts at dietary change should be
reframed by emphasizing the positive aspects uf cach atternpt
ta change. Examples of this inelude:

“What did you learn from your experience?”

“Most people experience ups and downs when making
changes.” -

“It's great that you have tried to change your diet in the
past. Your previous experiences will contribute to your
understanding of what helps you and what doesm’t.”

P

Formal education in behavioral
strategies for promoting
distary.change needs 1o be
emphasized more in dietetic
training and continuing
education programs

In contrast to a pre-coniemplator, a contemplator neads sup-
port to attempt 2 digtary change and develop realistic strate-
gies., In some patients, lack of motivation to make dietary
change will be related to low self-efficacy, or limited confi-
dence in the ability to succeed in changing dietary patierns.
With an individual preparing for action, the nutritionist
shanld discuss dietary goals and specific steps to achieve those
goals. Specific skills, such as gelf-monitoring, goal setting, and
problem solving shiould be taught. Self-monjtoring requires the
patient to log his/her eating benhavior for a determined period
of tire. In some cages, logging concurrent personal (ie, physi-
ological state, thought patterns, ernotiongl state/feelings) and
environmental (ie, location, presence of others) stimuli that
ray trigger or reinforce specific eating patterns is helpful. See

t
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Figure 3 for a sarnple self-monitoring form. Such detailed self-
monitoring reveals not only specific food intake targeted for
change but also specific eating-related areas that need atten-
tion (ie, high-risk situations). It thus provides opportunities to
discuss and plan strategies tailored to the patient’s unigue
circumstances. Evaluation of the patient’s self-monitoring log
allows the nutritionist to discuss, in partnership with the
patient, areas representing challenges, potential triggers of
uridesirable eating patterns, and pther factors related to such
patterns that should be addressed as part of the Intervention.

The use of patient-centered
counseling promotes
interaction and collaboration
between the patient and
nutritionist such that the
patient is actively involved in
developing an appropriate
care plan, including
strategies for achieving
dietary goals

Gaoal setting

Goal setting is ahother important aspect of patieni-centerad
counseling, Goals are most useful when the patient sets them
with the assistance of the nutritionist, after reviewing areas in
need of change. An open-ended question such as *“What are you
ready w0 do now?” can encourage the patient Lo consider
options for change. Patients should focus on only & few goals at
atime (1-3, depending on the patient), Goals should be clearly
defined and include specific behaviorsz and the specific circum-
stances under which these behaviors will ocour (eg, when,
where, how often, for how long). Goals such as “T will try to
work onincreasing grains® are not specific. Instead, a goal such
as *I will eat a small bowl of whole-grain cereal every weekday
morning before leaving for work™ clearly indicates what behav-
ior the patient will modify.

Aspart of goal setting, the patient’s concerns and perceived
or real challenges/barriers to attaining the agreed-upon goal
need to be identified, and a plan for managing such barriers
should be negotiated. The nutritignist’s use of feedback, reflec-
tion, surnmary, &nd problem-solving strategies will encourage
the patient to explore ways of coping with anticipated difficul-

338 / March 2001 Valume 101 Number 3
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tieg and, thus, will enhance the patient’s self-efficacy expecta-
tions. An expectation of success (high self-efficacy) is a critical
factor in the degree of cammitment and persistence that an
individual will make in histher efforts to make and maintain
dietary changes. Open-ended questions such as the following
help assess overall self-efficacy for general or specific dietary
change, identily challenges with respect to stated goals, and
develop problem-solving skills.

“On a scale of 0% to 100%, how confident are you that you
could.., (eg, decrease portion sizes of red meats containing lots
of saturated fat, reduce frequency of eating high-sodium snack
foods)? ‘

What will be the most difficult challenges for you to... (8g,
attain a goal of 30% of calories from [at)?

What steps will you take to manage ... (eg, pressure from
your spouse to eat high-fat desserts, having & fruits and
vegetables a day)?™

Low self-efficacy may be due to either perceived or actual
defirits in personal knowledge, skills, resources, or environ-
mental supports. For patients with low self-efficacy for a
specific diet change (ie, <80% on a 0%-100% scale), the
intervention should begin by working on the areas where
deficits have been identified. For patients wha identify limited
knowledge a3 thelr main obstacle to change, additional infor-
mation or additional means of providing dietary information
(ed, pamphlets, videos, internet) should be considered, de-
pending on the patient and the available resources. When
deflicits in one or more skills are identified, priority should be
placed on addressing them. These deficits can include, but are
notrestricted to, limited cooking experience, poor assertiveriess
skills (eg, to cormununicate dietary needs to others, to refuse
unhealthy food offers), difficulties in soliciting social support
from others (eg, spouse, children, close friends), or perhaps
lack of information about where to buy specific foods. In
menaging high-risk situations, strategies may include: avoid-
ing the situation; engaging in behaviors incompatible with
eating (such as going for a walk); having substitutes available
to deal with the high-risk sitwation (eg, having fruits available
for dessert); and developing alternative coping skills to use in
high-rigk situations, such as learning to feel cornfortable when
refusing food offers that are inconsistent with specified dietary
goals. Referral to appropriate professionals should be made if
the identified obstacle is bevend the nutritionist's level of
competence (eg, referral to a psychalogist for patients with an
eating disorder or with deficies in the skills needed to make
desired dietary changes).

Ee-assessing self-efficacy

The nutrition profession should assess the patient's self-efli-
cacy expectations with rvegard to each negotiated goal to
ensure that the patient's beliefs about his or her ability to
achieve the goal are favorable to facilitate behavior change.
Self-efficacy expectations should be reassessed and, if neces-
sary, enhanced al every intervention step to increase the
likelihood that the plans for change negotiated with the patient
will be successful,

Behawvioral controcts

Behavioral contracts signed by the patient can help clarify
individual goals and strategies and reinforce commitment o
make the negotiated changes, thereby enhancing the likeli-
hood of goal attainrnent. See Figure 4 for a sample of a
personalized goal-getting sheet.
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Continuing professional education gquestionnaire

After reading the continuing professional education article,
“Facilitating dietary change: the patient-centered counseling
model,” please answer the following questions by indicating
your responses on the self-assessment questionnaire form Jo-
cated on the next page.

This activity has been approved for 1 hour of continuing
professional education eredit for registered dietitians and di-
atetic technicians, registered, by the Coramission on Dietetic
Registration. Answers (0 the continuing professional educafion
questionnaire can be found on page 383.

ADA merabers should cut out the completed form and return
it, with a check for $18 each (nongnembers $25) to cover
processing, to: American Dietetic Association, PO Box 97215,
Chicago, IL 60878-T215,

Questionnaires yust be returned within 1 year of their
appearance in the Jowrnal in order o be aligibie for credit.
Notification will not be sent if the hour is approved.

1. All but which of the following is an objective of patient
centered counseling:

A. increase awareness of diet related risks

B. provide nutrition knowledge

. cinphasize short term adherence to dietary changes

. increase confidence in the ability to make distary changes

2. Avoidance of the abstinence vielation iz part of which of
the following strategies:

A. validating patients feelings

B. conveying respect for patient

C. preventing relapse

D. goal setting

Questions 3-6 match the theory or model described in
each statement:

2. Behavior is learned and can therefore be unlearned:
A, Health Belief Model :

B. Stage of Change Model

C. Social Cogrnitive Theory

. I, Behavioral Self-Management

4. Individual change behavior by moving through a series of
stages:

A. Heaith Belief Model

B. Stage of Change Model

C. Social Cognitive Theory

D. Behavioral Sel-Management

5. The individual must be aware of the cues that trigger &
behavior: ‘

A. Health Beliel Modcl

B. Stage of Change Model

. 3ocial Cognitive Theory

D. Behavioral Self-Management

6. An individual will change a behavior if he believes there are
serious consequences if the behaviar is not modified:

A. Health Belief Model

B. Stage of Change Model

C. Social Cognitive Theory

D Behavioral Sell-Management

Questions 7-18 match the patient-centerad couseling step
described in each statement

7. Inforreation depends on the stage of change:
A. as55es55

B. advise

C. aszist

D. follow-up
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8. History of health problems:
A. assess

B. advise

C. assist

. follow-up

9. Evaluate and monitor progress:
A. assess

B. advise

C. assist

D. follow-up

10. Should be personalized and refer to health concerns of the
patient:

A, asszess

B. advise

C. assist

n. follow-up

11. Address benefits of modifying dietary intake for the
patient:

A, 3ssess

B. advisg

C. assist

D. follow-=up

12. Discuss pros and cons of dietary change:
A, assess

B. advize

C. assist

D. follow-up
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Foritems 13 to 17, decide if the statemnents are true or false

13. A pailent may be at different stages of change regarding
various eating behaviors

A. True

E. Falze

14, Reflective statements should not be used during the as-
sessment step

A. True

B. False

15. The gosl of intervention regarding a pre-contemplator is
Immediate change

A, True

B. False

16, A contemplator needs support to attempt change

A, True
B. False

17. Goals and steps to achieve these goals should be discussed
with patient preparing for action

A True

B. False

CONTINUING PROFESSIONAL EDUCATION REFORTING FORM
Continuing Professional Bducation Article "Facilitating digtary change: the patient-

Aftar reading each statament, pleasa zelact |
the best answer(z) or complation(s);

centered counseling model,” Jowrnael, March 2001 1. A B [ D
2, A B c D
Article Bxpivation Date: Postraorked March 29, 2008 3. A B G D
CONTINUING FROFESSIONAL EDUCATION QUESTIONNAIRE ANSWER FORM g' ﬁ g g g
1 it or type: ‘ & A B G D
Flgase pront or Type - A B pt b
A, A B G D
Narne, 9, A B G D
i0. A B c D
Address 11 A B
. 12, A B
City, Slute Zip 13, A B
14, A B
Registration Identification No. 16. A B G D
Egl'& Iration ENLUCACINN NG - 1n Py B C ]:J
! 17. A B c D

Learned something new

peers
Reirdfarced knowledge already known Other:

Will share what was learned with g0 Na. Q0500

Mail this form, with check or money order in

e the amouni of $18 each ($25 for non—ADA
members) to cover processing, to:

Yes, How 507

The American Dietetic Association
FOC Box 97215

2, Did this article impact your practice?

Chieage, IL 60875-7216

FOR ADA USE ONLY
Order No.
Custormar No, 33807

This activity has been approved for 1 howur of continuing professional education credit for

registered dietitlans and dietetic technicians, registerad.

ADA Member — P1 (318}

|
I
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|
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Step4: Arrange for follow-up Maintenance of dietary changes
is often difficult. Follow-up is an importent component of any

. behavicral intervention because it allows the nutritionist and

the patient to evaluate and monitor progress and to detetmine
whether the plan is appropriate. Questions such as “What part
of the plan was most helpful?” and “What pari of the plan did
not work?" can help the nutritionist and the patient revise the
plan and future goals, Arranging for a tiine when progress and
attainment of goals will be evaluated cominunicates to the
patient that: the dietary change is innportant, the nutritionist is
willing to spend time to help the patient monitor the change,
and that difficulties encountered will be examined and strate-
gies to overcome them will be discussed. Examples of open-
ended follow-up questions are provided in Figure 1.

Preventing relapse \ .

As part of follow-up contacts, relapse prevention strategies
initially introduced by Marlatt and colleagues (20, 21) should
be taught. These strategies include: a) continued identifica-
tion and awareness of high-risk situations; b) additional prob-
lem-solving strategies to manage such situations; ¢) identifica-
tion of thoughts that undermine dietary goals (eg, "Ideserve to
eat this bag of chips, I've been good with ey diet for a week.”)
and combating them; and d) avoidance of the abstinence
violation effect (eg, attributing lapses tointernal weakness and
personal failure, such as lack of will power, with a resulting
decrease in motivation to maintain dietary changes—"1 can't
change.™). Nutritionists can help patients avoid this by making
thern aware that this reaction is common, clarifying the differ-
ence between 2 lapse (slip) and relapse (return to an ald
behavior), emphasizing the importance of taking a lapse as a
quick cue to do something so that it dees not turninto a relapse,
and combating irrational interpretations of a lapse (eg, “Ican’t
change.™. It is useful to ernphasize that one mistake does not
make a person unable to change, unless the person uses it as an
excuse to not continue pursuing hisfher goals,

4 APPLIGATIONS

Patient-centered counseling has widespread application for
nutritionists in a variety of clinical, community and public
health specialtics. Previous research using the counseling
techniques described herein provides empirical evidence dem-
onstrating the effectiveness of this approach (8,9). Formal

educatior in behavioral strategies for promoting dietary change

needs to be emphasized more in dietetic training and continu-
ing education programs. Training should include the theoreti-
cal basis for counseling, cbservation of professionals with
expertise in behavioral medicine, extensive role playing in
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conjunction with feedback from a behaviorist, and application
in clinical and cormunity selttings, The use of patient-cen-
tered counseling promotes interaction and eollaboration be-
tween the patient and nutritionist such that the patient is
actively involved in developing an appropriate care plan, in-
cluding strategics for achieving dietary goals, Nutritionists
should master eoungeling slills to assist their patients in
acauiring knowledge, attitudes, and skills needed to move
through the process of change and, ultimately, adopt diets
consistent with favorable health outcomes.
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