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Abstract

This study investigated the effects of dietitian weight status, dietitian self-
disclosure about personal weight issues, and participant weight status on participants’
initial perceptions and evaluations of registered dietitians. The research design was a
randomized 2 x 2 x 2 factorial design consisting of 2 dietitian weight status conditions
(normal weight and obese), 2 dietitian self-disclosure conditions (absence or presence of
self-disclosure about personal weight issues), and 2 participant weight status conditions
(normal weight and obese). A simulated nutrition counseling situation was developed in
which participants were shown a photograph of a dietitian and then listened to an audio
recording of an overview of nutrition counseling supposedly prepared by the dietitian.
Participants were subsequently asked to evaluate the dietitian on a variety of dimensions
related to nutrition counseling. Results of this study were divided into 3 parts.

In the first part, the outcome measures were participants’ ratings of the dietitian’s
expertness, trustworthiness, and attractiveness, as measured by the Counselor Rating
Form. Statistical analyses included multivariate analysis of variance (MANOV A) and
analysis of variance (ANOVA) as appropriate. Results indicated that an obese dietitian
who self-disclosed about (i.e., verbally acknowledged) her current overweight status was
rated as less expert (p = .0003) and attractive (p = .02) by normal weight participants than
an obese dietitian who did not self-disclose. These effects were not observed with obese
participants.

In the second part, the outcome measures were participants’ ratings of their
willingness to begin nutrition counseling with the dietitian, perception of the dietitian’s

knowledgeability, perception of the dietitian’s effectiveness (both general effectiveness
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and effectiveness within a variety of specific nutrition counseling contexts), perception of
the dietitian’s status as a role model, comfort in discussing personal concerns with the
dietitian, and perception of the dietitian’s ability to relate to their concerns. Analyses
again consisted of MANOV A and ANOVA as appropriate.

Results indicated that participants were less willing to begin nutrition counseling
with the obese dietitian compared with the normal weight dietitian (p =.01). No effects
were observed for participants’ ratings of the dietitian’s knowledgeability or overall
effectiveness as a nutrition counselor. However, the obese dietitian was generally
perceived as less effective than the normal weight dietitian in “weight-related” nutrition
counseling contexts (p <.05). The normal weight dietitian who disclosed a past history
of overweight was seen as a better role model than the normal weight dietitian who did

not self-disclose ( p =.02). The obese dietitian who acknowledged her current

overweight status was seen as a poorer role model than one who did not self-disclose (p
.0007). Normal weight participants were more comfortable with the normal weight
dietitian than with the obese dietitian (p = .01) and also thought that the normal weight
dietitian would be better able to relate to their concerns (p = .005). Obese participants
were equally comfortable with the normal weight or obese dietitian, but thought that the
obese dietitian would be better able to relate to their concerns (p = .009).

In the third part, the outcome measures were again participants’ ratings of the
dietitian’s expertness, trustworthiness, and attractiveness, as measured by the Counselor
Rating Form. For this part, predictive models were developed for each of these
dependent variables using multiple regression procedures with stepwise selection method.

Potential predictors in each model were participants’ internal, powerful others, and
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chance health locus of control beliefs, as assessed with the Multidimensional Health
Locus of Control (MHLC) Scale. Results indicated that participants’ powerful others
health locus of control scores were positively related to their evaluations of the dietitian’s
expertness, trustworthiness, and attractiveness (p < .05 in each model), while their chance
health locus of control scores were negatively related to their evaluations (p < .05 in each
model). These health locus of control dimensions accounted for small, but significant
amounts of the variability in each dependent variable (model R? values of .05 - .07).

Some overall conclusions may be drawn from the results of this study. First, in
no instance was it beneficial for the obese dietitian to verbally acknowledge her current
overweight status; acknowledgement of personal overweight consistently resulted in
more negative perceptions of the dietitian by participants. Negative effects of dietitian
obesity were observed for some of the outcome variables; most notable was that
participants were less willing to begin nutrition counseling with the obese dietitian.
Otherwise, when dietitian weight status was important in participants’ perceptions, the
effects appeared to be context-specific and/or dependent upon the weight status of the
participants. Thus, in some situations, obese dietitians may face an additional barrier
with clients that normal weight dietitians do not face. Finally, a characteristic of the
participants, health locus of control orientation, also played an important role in their
perceptions of the dietitian. In conclusion, characteristics and behaviors of the dietitians,
as well as characteristics of the participants, were important factors in participants’

perceptions and evaluations of registered dietitians.
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Preface

As an aid to the reader, a description of the organization of this dissertation
follows. Part I contains an introduction to the study topic, a review of the relevant
literature, and an outline of the study purposes. Part II contains a comprehensive
description of the methodology for the overall study. PartsIII, IV, and V contain the
study results, written in journal style as 3 articles to be submitted for publication. Finally,
the appendices provide copies of all materials, instruments, and questionnaires used in the

study.
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Introduction

The stigmatization of obese individuals has been well documented within a
variety of contexts (1, 2). Puhl and Brownell (2) have reviewed studies about the
attitudes of various health professionals, including physicians, nurses, and registered
dietitians, toward obese patients or clients. In each case, negative attitudes have been
reported. Remarkably, no published studies were identified that investigated the attitudes
of patients or clients toward obese health care professionals. This may be particularly
relevant with dietitians providing nutrition counseling, which often involves weight-
related issues.

Two studies have addressed the attitudes of registered dietitians toward obese
clients. Oberrieder et al (3) reported negative attitudes about obesity in both registered
dietitians and dietetics students. McArthur and Ross (4) investigated the attitudes of
registered dietitians toward overweight clients and toward their own overweight status
(referred to as “personal overweight”). Results indicated that registered dietitians who
counseled overweight clients expressed an ambivalent attitude toward overweight clients,
as compared with the negative attitudes of physicians and nurses that have been reported
in other studies. Dietitians who perceived themselves as overweight had both negative
and positive attitudes about their personal overweight. In the subset of dietitians who
both perceived themselves as overweight and counseled overweight clients, more
favorable attitudes were reported toward personal overweight than toward overweight
clients. These authors concluded that dietitians’ attitudes about obesity could negatively

affect the relationship between dietitian and client in a nutrition counseling context.



Following this line of reasoning, it is assumed that the attitudes of clients about the
weight status of a registered dietitian may be of equal importance.

Recent estimates of the prevalence of obesity in the United States indicate that
64.5% of adults are classified as overweight or obese (5). With prevalence of this
magnitude, there is no reason to Believe that health professionals are not among those
who struggle with weight issues. For example, Oberrieder et al (3) found that 14.5% of
the 234 dietitians participating in their survey were considered overweight based on body
mass index (BMI, kg/mz) calculated from self-reported height and weight. Other surveys
of health professionals that have included information about weight status have reported
estimates of overweight (either self-perception of weight status or weight status
calculated from self-reported height and weight data) in the range of 10-30% of
respondents, who included dietitians (4, 6), physicians (7), and nurses (8). Although
these estimates of overweight are lower than in the general population, it is certainly
possible for a client to encounter an overweight health care provider. Therefore, it is
important to investigate client attitudes toward the weight status of health professionals.

In conclusion, research about the stigma of obesity within a health care context
has been remarkably one-sided up to this point. This study will be the first to assess the
effects of obesity in a health professional on clients’ perceptions of that professional, in
this case, a registered dietitian, for whom weight status may be particularly relevant.

Following is a review of the published literature relevant to the context of this study.



Review of the Literature

This literature review summarizes research relevant to the current study. The
review begins with an introduction of the interpersonal influence model of counseling
and a discussion of the application of this model to a nutrition counseling context. Ina
counseling relationship (psychological or health-related), characteristics of both
counselors and clients are important determinants of clients’ perceptions of counselors.
Following a brief discussion of the general stigmatization of obese persons,
characteristics of counselors or health professionals, including weight status, self-
disclosure, and modeling of health behaviors, are addressed. Finally, a client
characteristic, health locus of control, is addressed. Following the review of the
literature, the purpose of the current study is discussed, and specific research questions

are outlined.

Counseling as an Interpersonal Influence Process

An important role played by registered dietitians is that of a nutrition counselor.
Nutrition counseling is comparable to psychological counseling in many ways.
Snetselaar (9) describes nutrition counseling as “a combination of nutrition expertise and
psychological skill delivered by a trained nutrition counselor...(p. 3).” Nutrition
counselors may work within the same theoretical contexts and utilize many of the same
counseling skills and techniques that psychological counselors use (9-15). Goals of
nutrition counseling include change in the client’s eating attitudes and/or behaviors, just
as attitude and/or behavior change is the goal in psychological counseling. Spraggins et

al (16) stated that “comparable with psychological counseling, nutrition counseling, to be
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effective, requires a strong background in both nutrition concepts and human behavior to
facilitate the dietary compliance of clients (p. 244).” Thus, registered dietitians, as
nutrition counselors, may benefit from knowledge gained within the field of counseling
psychology.

Strong (17) described counseling as an interpersonal influence process, in which
the counselor attempts to bring about cognitive and/or behavioral change in the client.
Within this conceptualization, characteristics of the counselor as perceived by the client
were theorized to play a key role in the counselor’s influence potential. Three counselor
characteristics proposed to be important in the client change process were the perceived
expertness, trustworthiness, and attractiveness of the counselor. Expertness refers to the
perception of the counselor as a source of valid information and assistance. Perception of
expertness is influenced by objective evidence of specialized training such as diplomas,
titles, etc., behavioral evidence of expertness such as knowledgeable and confident
presentation of information, and reputation as an expert. Trustworthiness refers to a
counselor’s perceived honesty, sincerity, openness, and lack of self-interest. Perception
of trustworthiness is also influenced by the individual’s social role, such as that of
counselor, physician, etc. It is important to emphasize that attractiveness within the
interpersonal influence model refers to social or interpersonal, rather than physical,
attractiveness. Attractiveness in this context includes the extent to which a client feels
liking for, compatibility with, and similarity to a counselor.

Strong (17) theorized that counselors who exhibited these 3 characteristics have
more influence potential with clients in achieving therapeutic change. LaCrosse (18)

found that clients’ initial impressions of counselors’ expertness, trustworthiness, and
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attractiveness accounted for 35% of the variance in counseling outcomes, as measured by
goal attainment. Other researchers have documented relationships between perceived
counselor expertness, trustworthiness, and attractiveness and client satisfaction and/or
continuation with counseling (19-21).

The publication of Strong’s (17) article in 1968 generated a wealth of research on
various factors important in this interpersonal influence process. Much of this research
has been summarized in 3 comprehensive reviews (22-24). Both counselor and client
variables have been investigated within the context of the interpersonal influence model
of counseling, including the interaction of counselor and client variables. Among the
counselor characteristics that have been studied are counselor weight status and counselor
self-disclosure. These issues will be discussed in later sections of this review.

The existing research on the interpersonal influence process of counseling has
focused on a psychological counseling context. No published studies were identified that
investigated clients’ perceptions of dietitians’ expertness, attractiveness, and
trustworthiness. Because nutrition counseling is analogous to psychological counseling,
it is assumed that the same qualities (expertness, trustworthiness, and attractiveness) that
are important for a psychological counselor are also important for a nutrition counselor,

or registered dietitian.

General Stigma of Obesity
A wealth of research has investigated the stigmatization of obese individuals in a
wide variety of contexts. Obese persons have been described as physically unattractive,

undesirable as romantic partners, socially impaired, flawed in personality and/or



character, and personally responsible for their overweight status (25). A study by
Cossrow et al (1) reported the results of focus groups conducted with participants about
their experiences with weight stigmatization. Results of this study demonstrated that
obese persons experience a vast amount of stigmatization in many aspects of their lives.
Participants reported stigmatization in a variety of settings, including at home among
family members, in social settings among friends or strangers, in work settings, and in
interactions with service providers such as waitpersons, salespersons, or health care
providers.

Puhl and Brownell (2) have reviewed much of the research on the stigmatization
of obese individuals and have documented 3 important areas of living in which
stigmatization consistently occurs. These areas are education, employment, and
healthcare. Within the educational setting, overweight children may suffer rejection,
teasing, and/or negative stereotyping from peers and/or teachers. In addition, overweight
students may experience bias in terms of college acceptance and even financial support
for college from parents. Within the employment setting, overweight persons may be
less likely to be hired, make lower wages, be less likely to be promoted, and be more
likely to be terminated. Finally, within the health care setting, obese persons may suffer
from the negative attitudes toward obesity of health care professionals. Negative
attitudes toward obese patients or clients have been documented in physicians, medical
students, nurses, and dietitians. These attitudes may affect clinical judgment and
treatment practices, as well as discourage obese persons from obtaining needed health
care. Thus, within each of these contexts, there is consistent evidence of stigmatization,

and at times even discrimination against obese persons.
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Effects of Counselor/Health Professional Weight

Although there is a vast amount of research documenting the stigmatization of
obese individuals within a variety of contexts (1, 2), only 2 published studies were
identified that specifically examined the effect of counselor weight on client evaluations
of the counselor. In the first of these studies, McKee and Smouse (26) investigated the
effect of counselor weight, counselor professional status, and client gender on clients’
initial perceptions of a psychological counselor’s expertness, trustworthiness, and
attractiveness. Eighty clients, 40 males and 40 females, requesting counseling from a
university counseling service were randomly assigned to treatment conditions consisting
of 2 counselor weight conditions (normal weight or overweight) and 2 counselor
professional status conditions (high status or low status).

Clients viewed a photograph of either a normal weight or overweight counselor,
along with a description of that counselor as either high status (PhD level licensed
counseling psychologist) or low status (counselor trainee). The photograph of the
overweight counselor was created by photographically imposing the head from the
photograph of the normal weight individual onto the body of the photograph of the
overweight individual; the photograph of the normal weight counselor was unaltered.
The counselors were dressed in similar professional clothing. This resulted in 2
photographs of the same counselor, differing only in weight status. These manipulations
were to control for the general physical appearance of the counselors in the photographs.

After viewing the photograph, clients then listened to an audiotaped introduction
to counseling supposedly prepared by the counselor in the photograph. After listening to

the tape, clients rated their perceptions of the counselor’s expertness, trustworthiness, and



attractiveness. Results indicated that clients rated overweight counselors of low
professional status as less expert and trustworthy than normal weight counselors of low
professional status. These effects for counselor weight were not found for counselors of
high professional status. These researchers concluded that “...it may well be that the low
status, obese counselor seeking greater efficacy will face the choice of either losing 50
pounds or getting a PhD (p. 337).”

The second study by Wiggins (27) assessed clients’ perceptions of the
effectiveness of normal weight and overweight counselors. A group of 16 professional
counselors, 8 male and 8 female, served as the counselors in this study. Four male and 4
female counselors were of normal weight, and 4 male and 4 female counselors were
overweight. Eight counseling graduate students were coached to play the role of clients.
Each of the graduate students presented a predetermined concern to each counselor, and
then rated each counselor in terms of cognitive effectiveness, affective ability, leadership
qualities, and overall global effectiveness. Results indicated that overweight male
counselors were perceived as less competent compared with normal weight counselors in
terms of cognitive effectiveness, affective ability, leadership qualities, and overall global
effectiveness. Overweight female counselors were perceived as less competent compared
with normal weight counselors in terms of affective ability, leadership qualities, and
overall global effectiveness. In general, clients rated overweight counselors as less
competent than normal weight counselors in a wide variety of areas.

Thus, the results of these two studies were not entirely consistent. Wiggins (27)
found a general negative effect of counselor overweight status on client perceptions,

while McKee and Smouse (26) found that counselor overweight status did not negatively
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affect client impressions unless the counselor was also of low professional status. No
published studies were identified which addressed the effect of a health professional’s

weight status on clients’ or patients’ perceptions of that professional.

Effects of Self-Disclosure

As opposed to the limited research on counselor weight status, counselor self-
disclosure is an issue that has been well researched within the psychological counseling
literature. Watkins (28) defined self-disclosure as “verbalized, personal
revelations...made by the counselor to the client (p. 478).” The results of research on the
effects of counselor self-disclosure, much of which has been reviewed by Watkins (28),
have been equivocal. This author (28) noted that self-disclosure might be conceptualized
along a number of dimensions. These dimensions include positive versus negative,
referring to the valence of the information disclosed, personal versus demographic,
referring to the intimacy level of the disclosure, and similar versus dissimilar, referring to
the similarity of the counselor’s disclosed experiences with those of the client. This
dimensionality of self-disclosure is one reason that it has been difficult to draw overall
conclusions about the efficacy of counselor self-disclosure; studies of the effects of the
different types of self-disclosure have produced varying results. Within Strong’s (17)
original conceptualization of counseling as an interpersonal influence process, self-
disclosure should increase attraction to a counselor to the extent that it establishes
similarity between counselor and client; some research has supported this position (17,

22-24, 28).
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Only one published study was identified that investigated the effects of self-

disclosure of personal health behaviors by a health professional. Frank et al (29) studied
the effects of disclosure of personal health habits by a physician on patients’ perceptions
of the physician. Study participants included 131 patients in the waiting area of a general
medical clinic. Patients were randomly assigned to view one of 2 brief health education
videos about improving diet and exercise. In one video, the physician presenting the
educational message revealed information about personal healthy dietary and exercise
behaviors and had objective evidence of a healthy lifestyle visible (i.e., an apple and bike
helmet on the desk). In the control video, the physician did not discuss personal
behaviors and the apple and bike helmet were not present.

Results indicated that patients viewing the video of the physician who revealed
information about personal healthy behaviors perceived the physician as healthier, more
credible, and more motivating than patients viewing the video of the physician who did
not self-disclose and demonstrate personal healthy behaviors. In addition, the disclosing
physician was rated as more credible and motivating specifically in terms of diet and
exercise compared with the physician who did not disclose. Thus, these authors
concluded that the demonstration of healthy lifestyles by physicians may help to motivate
patients to also implement healthy practices, thereby enhancing traditional methods of
counseling about health behaviors.

A recently published study specifically addressed the effects of self-disclosure
about obesity. This study was in an entirely different context, but deserves mention as
the results have implications for the current study. Hebl and Kleck (30) examined the

effects of verbally acknowledging physical stigmas (obesity and physical disability)
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within an employment interview context. These researchers found that job applicants
who did not verbally acknowledge their obesity or physical disability were not evaluated
differently. However, when applicants did verbally acknowledge their stigmas, those
who acknowledged obesity were evaluated less positively on several dimensions than
those who acknowledged a physical disability.

These authors (30) proposed that it is the perceived controllability of each of the
stigmas that is responsible for these results, suggesting that obesity is generally
considered to be a controllable condition, while physical disability is considered to be
uncontrollable. Research conducted by DeJong (31) also suggested that women who
acknowledged obesity but attributed it to a medical condition were rated less negatively
than were those who acknowledged obesity without the medical reason for the condition.
In addition, a review of the effect of counselor physical disability on evaluations of
counselors concluded that counselor disability status had only a limited effect on
perceptions of counselors’ expertness, trustworthiness, and attractiveness (32). Thus,
previous research has suggested that only when a stigmatizing condition is perceived as
being controllable does acknowledgement of the condition result in negative evaluations.
It is possible that the issue of perceived controllability of obesity may be even more
relevant in the current study, if participants think that a dietitian, as a nutrition

professional, should be better able than others to control her weight.

Effects of Modeling Health Behaviors
A consideration of the importance of role modeling by health professionals is also

relevant. This issue has recently been discussed within the health education literature and
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remains controversial. Veach and Cissell (33) asserted that health educators should view
role modeling as a professional responsibility, although the emphasis should be on
movement toward a healthy lifestyle rather than on any particular endpoint. In addition,
all aspects of health must be considered, including physical, emotional, social, and
spiritual health. They suggested that “a true role model is one who might struggle like
the rest of us to make healthy choices as opposed to one who has reached an inert
pinnacle of health (p. 621).” These authors also go on to state that “to encourage a
particular behavior pattern while failing to practice it clearly is hypocrisy (p. 622).” Scott
and Black (34) emphasized that the important issue to consider is whether role modeling
of healthy behaviors by health educators improves professional effectiveness.

Several studies have investigated the relationship between health professionals’
own health behaviors and their counseling patients or clients about similar behaviors.
Abramson et al (35) found that physicians who regularly participated in aerobic and/or
strength training exercise were more likely to counsel patients on the health benefits of
exercise. Other researchers have reported similar results concerning exercise and
physical activity promotion (36, 37). Bredfeldt et al (38) found that physicians’ own
lifestyle practices influenced the promotion of similar health habits in their patients.
Physicians who smoked were less likely to counsel patients about smoking cessation, and
physicians who regularly wore seat belts were more likely to recommend seat belt use to
patients. In this study, physicians’ personal exercise habits, alcohol use, and weight
status did not affect counseling of patients about each of these behaviors. Dalton and
Swenson (39) also reported that nurses who did not currently smoke were more likely to

counsel clients about smoking. In a survey of female physicians, Frank et al (7) found
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that personal dietary behaviors and weight history were related to more frequent
counseling about nutrition and weight. For example, those with a personal history of
obesity were more likely to engage in frequent weight-related counseling. Thus, although
results were not always consistent, there has been a good deal of evidence to suggest that
health professionals’ personal health habits influence the promotion of similar healthy
behaviors to patients or clients.

A few studies have addressed the effects of health professionals’ modeling of
smoking behaviors. Hanks and Antonuccio (40) found that smoking patients actually
smoked more after exposure to a physician model who smoked yet gave advice to quit
smoking compared with a physician who smoked and gave no advice about smoking.
Thus, patients’ smoking behaviors were negatively impacted when the physician model
gave advice inconsistent with his own behavior. Olive and Ballard (41) reported that
attitudes of patients about smoking by health professionals were related to the patients’
own smoking status. Attitudes of current smokers were less negative than were those of
patients who did not smoke. Thus, modeling by health professionals (in this case, of
smoking) was related to patients’ own health behaviors and their attitudes about health
professionals.

Smoking is an easily identifiable health behavior, and smoking by health
professionals has been shown to affect patients’ own smoking behaviors and their
attitudes about health professionals. The weight status of a health professional would be
similarly obvious to patients or clients. It is possible that a health professional’s weight
status, like smoking status, may impact client perceptions of health care professionals.

No published studies have addressed this potentially important issue. This issue seems
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particularly relevant within a nutrition counseling context, in which the health
professional is a registered dietitian who often counsels clients about dietary and weight-

related concerns.

Health Locus of Control

The previous sections of this literature review have focused on the effects of
various characteristics and/or behaviors of counselors or health professionals. This final
section will focus on a characteristic of clients that may be related to their perceptions of
counselors or health professionals. This client characteristic is locus of control,
specifically health locus of control.

Locus of control has been used as a cognitive predictor of various health
behaviors, including nutrition and dietary behaviors (42). The concept of locus of control
began with Rotter’s (43) social leamming theory. Social leaming theory states that the
likelihood that an individual will engage in a behavior is determined by the belief that the
behavior will result in a particular outcome and the value of that outcome to the
individual.

The locus of control construct was defined within this theoretical framework (44).
Locus of control orientation may be classified as internal or external. An internal locus
of control refers to the belief that outcomes are a result of personal behaviors, while an
external locus of control refers to the belief that outcomes are not a consequence of
personal actions, instead being controlled by outside forces. External locus of control has

been shown to be multidimensional, consisting of the powerful others (outcomes are the



16

result of the actions of powerful other people) and chance (outcomes are the result of
chance, fate, or luck) dimensions (45).

AbuSabha and Achterberg (42) emphasized that locus of control is a domain
specific construct. Health is one such domain; health locus of control refers specifically
to beliefs about the ability to control health-related outcomes. Health locus of control has
also been shown to be a multidimensional construct, consisting of the internal, powerful
others (in this case, mainly health care providers), and chance dimensions (46).
Theoretically, those with high internal health locus of control beliefs would take an active
responsibility for their health, thus engaging in health promoting behaviors (47). On the
other hand, those with high chance health locus of control beliefs would be less likely to
engage in health promoting behaviors. The importance of high powerful others health
locus of control beliefs is less apparent.

Locus of control and/or health locus of control have been examined in relation to
a variety of health outcomes and health promoting behaviors (42, 48). Some researchers
have reported relationships among these constructs (47, 49, 50), while others have found
no relationships (51, 52). The majority of the research on health locus of control and
health behaviors has focused on the role of the internal health locus of control dimension,
with higher internal beliefs hypothesized to predict performance of various health
behaviors (53). Studies of this hypothesis have produced mixed results as well.

It is theoretically plausible that health locus of control may also be a predictor of
perceptions of health care professionals. Health locus of control dimensions may
individually or collectively represent an attitudinal predisposition toward health care

professionals. This predisposition, in turn, may influence the interaction between health
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care providers and clients, thus affecting the outcome of health behavior counseling.
Heppner and Claiborn (24) have emphasized the importance of considering client
characteristics when assessing perceptions of psychological counselors. In addition,
Twemlow et al (54) reported that various patient attitudes were related to medical care
utilization and satisfaction with care from physicians. Thus, when assessing client
perceptions of a health care professional, it is important to consider characteristics of both
the professional and the client that may influence these perceptions.

Only one published study was identified that examined the relationship of locus of
control or health locus of control to perceptions of a health care professional. Anderson
and Dedrick (55) found that degree of trust in a physician was positively associated with
the powerful others health locus of control dimension and modestly associated with the
internal health locus of control dimension. Trust in a physician was not significantly
related to the chance health locus of control dimension. In a related study, Cashwell et al
(56) found that clients with a higher internal locus of control orientation (not health-
specific) rated a psychological counselor as more trustworthy. No other studies have

addressed this potentially important topic.

Study Purpose
The main purpose of this study was to assess the effects of dietitian weight status,
dietitian self-disclosure about personal weight issues, and participant weight status on
participants’ initial perceptions and evaluations of registered dietitians. An additional

minor purpose of the study was to examine participants’ health locus of control
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orientation as a potential predictor of their evaluations of dietitians. Specifically, this

study sought to answer the following research questions:

1

2)

3)

4)

5)

Does the weight status of a registered dietitian affect participants’ initial
perceptions and evaluations of the dietitian? If so, how?

Does self-disclosure about personal weight issues by a dietitian affect
participants’ initial perceptions and evaluations of the dietitian? If so, how?
Does the weight status of participants affect their initial perceptions and
evaluations of the dietitian? If so, how?

Do dietitian weight status, dietitian self-disclosure about weight, and/or
participant weight status interact to affect participants’ initial perceptions and
evaluations of the dietitian? If so, what is the nature of these interactions?
Do participants’ health locus of control orientations predict their initial

perceptions and evaluations of dietitians? If so, how?
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Research Design

A simulated nutrition counseling situation was developed in which participants
were shown a photograph of a registered dietitian and then listened to an audio recording
of an overview of nutrition counseling supposedly prepared by the dietitian. Pa.nicipants.
were subsequently asked to evaluate the dietitian on a variety of dimensions related to
nutrition counseling. This type of study design is referred to as an analogue
methodology. Heppner and Claiborn (1) defined analogue methodologies as
“experimental conditions set up to resemble (more or less) the counseling situation (p.
374.)”

The experimental design for this project consisted of 2 dietitian weight conditions
(normal weight and obese), 2 dietitian self-disclosure conditions (absence or presence of
self-disclosure about personal weight issues), and 2 participant weight conditions (normal
weight and obese). Thus, this project was a 2 x 2 x 2 factorial design, resulting in a total
of 8 cells or experimental conditions. There were a total of 160 participants, 80 of
normal weight and 80 obese, with 20 participants in each of the 8 cells. Normal weight
and obese participants were randomly assigned to experimental conditions. Table 1
provides an overview of the experimental design of the study.

Each normal weight and obese participant viewed a photograph of a registered
dietitian and listened to an audio recording corresponding to one of the experimental
conditions of the study, which consisted of the following 4 conditions:

1. Viewing a photograph of a normal weight dietitian who makes no reference to
personal weight issues in the audio recording

= Normal weight dietitian, no self-disclosure condition
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Table 1. Overview of research design and experimental conditions.

RD? Conditions No RD Self-Disclosure RD Self-Disclosure

Normal Weight Participants” Normal Weight Participants
Normal Weight RD

Obese Participants Obese Participants

Normal Weight Participants Normal Weight Participants
Obese RD

Obese Participants Obese Participants

? RD: registered dietitian.
® n = 20 participants in each of the 8 cells; 160 total participants.
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2. Viewing a photograph of an obese dietitian who makes no reference to personal
weight issues in the audio recording
= (QObese dietitian, no self-disclosure condition
3. Viewing a photograph of a normal weight dietitian who self-discloses about past
history of overweight in the audio recording
= Normal weight dietitian, self-disclosure condition
4. Viewing a photograph of an obese dietitian who self-discloses about current
overweight status in the audio recording

= Obese dietitian, self-disclosure condition

Participants

Human Subjects Review
This study was reviewed and approved by the University of Tennessee’s

Institutional Review Board for research involving human subjects. Approval was granted

prior to beginning participant recruitment.

Criteria for Participation

Participants consisted of 160 adult Caucasian women, 25 to 50 years of age. By
design, 80 participants were of normal weight, and 80 participants were obese. Weight
status of participants was defined using the most recent National Institutes of Health
guidelines for the classification of overweight and obesity (2). Using these criteria,

normal weight participants had a body mass index (BMI, kg/m?) of 18.5 —24.9. Obese
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participants had a BMI of 30 or greater. Potential participants who were categorized as
overweight (BMI of 25.0 to 29.9) were not used in this study, to ensure a potentially
greater separation of attitudes between the normal weight and the obese participants.

All women were used to eliminate participant gender as another independent
variable, as attitudes about weight and/or body shape have been shown to vary by gender
(3-6). All Caucasian women were used to eliminate race/ethnicity as another
independent variable, as attitudes about weight and/or body shape have also been shown
to vary by racial/ethnic group (4, 5, 7, 8).

Exclusion criteria required that participants were not registered dietitians. In
addition, participants were not currently receiving nutrition counseling from a dietitian,
and they had not seen a dietitian for nutrition counseling within the past 12 months. This
was to ensure that participants’ perceptions and evaluations of the dietitian presented in

this study were not influenced by current or recent interactions with a registered dietitian.

Recruitment

Participants were recruited from the University of Tennessee campus and from
the general Knoxville, Tennessee area by use of flyers, newspaper advertisements, and
referrals. The research project was described as a “study about the evaluation of
registered dietitians” in the flyers, or as simply a “nutrition study” in the newspaper
advertisements. Potential participants were offered an opportunity to receive $20.00 for
the study, which required approximately 30 minutes of their time. Appendix A provides
a copy of the flyer used for participant recruitment. Appendix B provides a copy of the

newspaper recruitment advertisement. Original recruitment efforts were aimed at



30

“women of various weight groups,” while later recruitment efforts (after the normal
weight participant conditions were filled) specifically solicited “women of above average

weight.”

Materials
Photographs

A professional photographer was employed to take high-quality color digital
photographs representing the normal weight and the obese dietitian weight conditions.
Professional photography equipment, including camera, backdrop, and lighting, were
used during the photo session. Two female models were recruited to serve as the normal
weight and obese dietitians in the photographs. The model for the normal weight
dietitian condition was in reality a registered dietitian; the obese model was not a
registered dietitian.

The normal weight model and the obese model were photographed wearing the
same clothing in appropriate sizes (i.e., sizes 8-10 for the normal weight model and
women’s sizes 18-20 for the obese model). Models wore casual professional attire (i.e.,
khaki pants and blue shirts), as well as a white lab coat, to reinforce the impression that
the models were health professionals. At the time the photographs were taken, the
normal weight model measured 64.50 inches tall on a wall-mounted stadiometer, and
weighed 134 pounds on a balance-beam scale, for a BMI of 22.64. The obese model
measured 64.25 inches tall and weighed 201 pounds, for a BMI of 34.35. Thus, the
dietitian models were almost identical in height, while there was a weight difference of

67 pounds and a difference of 11.71 BMI units. An obese versus simply an overweight
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model was used to help ensure that participants perceived the obese dietitian as
overweight; this assumption was later tested.

Care was taken to ensure that the photographs were similar in all ways, such as
the positioning of the model and the distance of the model from the camera. Photographs
were nearly full body images, including the area from the head to below the knees. From
the numerous proofs taken, the 2 photographs that were the most similar were selected,
one of the normal weight model and one of the obese model.

The photograph of the obese model was then computer-modified by a graphic
artist at a local professional photography establishment. The head from the photograph
of the normal weight model was imposed onto the body of the photograph of the obese
model and edited as necessary to appear realistic (i.e., slightly widening the face and
blending at the neckline). These manipulations were designed to create images of the
same individual at each weight status (i.e., normal weight and obese), thus controlling for
the potential confounding effect of the general physical appearance of the dietitian model.
A brief description of the dietitian in the photographs was created and placed below the
pictures. This description was the same for each of the 2 photographs. Each photograph
was described as a picture of a registered dietitian with a Master’s degree in nutrition
who had 5 years of nutrition counseling experience. Copies of the dietitian photographs

and descriptions used in the study are provided in Appendix C.

Audio Recordings
Audio recordings were created to accompany the photographs of the normal

weight and obese dietitians to represent the dietitian self-disclosure conditions. The



32

person who served as the normal weight dietitian model, who was a registered dietitian,
recorded the audio scripts. Each audio recording consisted of a brief introduction of the
dietitian, and then a general overview of the nutrition counseling process. This overview
included a discussion of situations in which a client might receive nutrition counseling
from a registered dietitian, assessment of food intake and eating behaviors, setting goals
for nutrition counseling, nutrition knowledge and behavioral skill building, barriers to
dietary change, evaluation of nutrition counseling progress, and follow-up to nutrition
counseling.

There were 3 versions of the audio recording, corresponding to the self-disclosure
conditions of the research design. In the first, the dietitian introduced herself and gave an
overview of the nutrition counseling process, with no reference to her own weight history
or weight status. This version of the audio recording was used for the no self-disclosure
condition with photographs of both the normal weight and obese dietitians. The second
and third versions were identical to the first, except that the dietitian did self-disclose
about either her past history of overweight or her current overweight status. The version
in which the dietitian referred to a past history of overweight was used for the self-
disclosure condition with the photograph of the normal weight dietitian. The version in
which the dietitian acknowledged her current overweight status was used for the self-
disclosure condition with the photograph of the obese dietitian.

Care was taken to ensure that the 3 versions of the audio recording were as
consistent as possible. Audio scripts were recorded at a sound studio at the University of
Tennessee library. The 3 versions of the audio recording script were the same, except for

the absence or presence of an additional brief paragraph for the self-disclosure
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conditions. The original script containing no self-disclosure was recorded first, using a
computer system available in the sound studio. Then, the 2 self-disclosure paragraphs
(one describing a past history of overweight and one acknowledging current overweight
status) were recorded separately. Each of the 2 self-disclosure paragraphs consisted of 6
sentences and was as structurally similar to the other as possible. Computer sound files
for each of the brief self-disclosure segments were then inserted at a designated position
into the sound file for the original audio recording. This created 3 versions of the audio
recording that were identical in every way, except for the self-disclosure sections. The
audio recording of the original script was exactly 6:01 minutes in length. The audio
recording containing the self-disclosure about past history of overweight was exactly
6:39 minutes in length, and the audio recording containing the self-disclosure about
current overweight status was exactly 6:35 minutes in length. Final versions of the 3
audio recordings were saved to compact discs to be used in participant interviews.
Copies of the complete scripts used in each of the 3 audio recordings are provided in

Appendix D.

Instruments and Questionnaires
Counselor Rating Form
Consistent with the assumption that characteristics important for psychological
counselors are also important for nutrition counselors, one set of dependent variables
used in this study were the three dimensions of the Counselor Rating Form (CRF). The
CRF was developed by Barak and LaCrosse (9) to measure perceived counselor

expertness, trustworthiness, and attractiveness, which were characteristics proposed by
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Strong (10) to be relevant to the counseling process. The CRF consists of 36 pairs of
bipolar adjectives, 12 items for each of the 3 dimensions. Participants (or clients)
evaluate a counselor by rating where the counselor falls on a 7-point scale for each of the
36 adjective pairs. Certain items are reverse coded, and then responses for the 12 items
in each dimension are summed, creating a score for each of the 3 dimensions for each
participant. Potential scores range from 12 to 84 for each dimension. The CRF is
provided in Appendix E.

The CRF has been the major instrument used in assessing client perceptions of
counselor expertness, trustworthiness, and attractiveness within a psychological
counseling context (11). Heppner and Claiborn (1) concluded that the CREF is the best
instrument available for measuring these constructs, and that consistent use of the CRF is
beneficial in that it allows comparison of studies. As discussed previously, psychological
counseling and nutrition counseling are similar in many ways. Therefore, the CRF was
chosen as an appropriate dietitian (i.e., nutrition counselor) rating scale for this study.

LaCrosse and Barak (12) reported that the CRF was capable of differentiating
both within and between counselors in terms of the dimensions of expertness,
trustworthiness, and attractiveness. In addition, reliability coefficients using the
Spearman-Brown formula for the 3 CRF scales across different counselors were .87 for
expertness, .85 for attractiveness, and .91 for trustworthiness. Higher scores on each of

the 3 CRF dimensions have been associated with better counseling outcomes (13).
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Dietitian Rating Questionnaire

The dietitian rating questionnaire (DRQ) was a set of additional questions created
by the investigator. These questions were designed to assess participants’ perceptions
and evaluations of dietitian qualities specifically relevant to the research questions of this
study; no existing instrument appropriate for these purposes was identified. The items on
the DRQ were used as additional dependent variables in this study.

The DRQ consists of 2 parts. Part I of the DRQ included 6 items that assessed
the participant’s willingness to begin nutrition counseling with the dietitian or refer others
to the dietitian, the dietitian’s knowledgeability about nutrition and eating behaviors, the
dietitian’s overall effectiveness as a nutrition counselor, the extent that the dietitian was
seen as a good role model, the participant’s degree of comfort discussing nutrition
concerns with the dietitian, and the extent to which the dietitian was seen as being able to
relate to the participant’s nutrition problems. All items in Part I were answered on a 6-
point scale ranging from strongly disagree to strongly agree. Part Il of the DRQ assessed
the participant’s evaluations of the dietitian’s effectiveness in counseling clients in a
variety of nutrition counseling contexts. These contexts included prevention and
treatment of heart disease, treatment of high blood pressure, treatment of eating disorders,
treatment of diabetes, prevention of cancer risk, treatment of overweight and/or obesity,
guidance on nutrition during pregnancy and/or breastfeeding, guidance on infant and/or
child feeding, and guidance on nutrition for athletic training and performance. All items
in Part II were answered on a 6-point scale ranging from very ineffective to very effective.

At the end of the DRQ, there were 2 additional items. The first asked the

participant to evaluate the weight status of the dietitian in the photograph using a 5-point
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scale, with 1 = very underweight, 2 = slightly underweight, 3 = about average, 4 =
slightly overweight, and 5 = very overweight. The second asked the participant to
estimate the weight in pounds of the dietitian in the photograph. This was designed as a
test of the dietitian weight status manipulation in the photographs. The DRQ is provided

in Appendix F.

Multidimensional Health Locus of Control Scale

Participants’ internal, powerful others, and chance health locus of control beliefs
were used as potential independent variables predicting dietitian evaluations in this study.
Health locus of control was assessed with the Multidimensional Health Locus of Control
(MHLC) Scale (Form B), which was developed to evaluate these 3 dimensions of beliefs
about the controllability of health outcomes (14). The MHLC Scale consists of 18 items
(6 items for each of the 3 dimensions) with a 6-point response scale ranging from
strongly disagree to strongly agree. Responses for the 6 items in each dimension are
summed, creating a score for each of the 3 dimensions for each participant. Potential
scores range from 6 to 36 for each dimension. Alpha reliabilities for the 3 dimensions of
the MHLC Scale (Form B) were reported as .710 for the internal health locus of control
dimension, .691 for the chance health locus of control dimension, and .715 for the
powerful others health locus of control dimension (14). The MHLC Scale is provided in

Appendix G.
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General Information Questionnaire

The general information questionnaire was another set of additional questions
created by the investigator. This questionnaire consisted of 3 parts. The first part
assessed participants’ demographic information, including marital status, occupation of
the participant and her spouse (if applicable), level of education of the participant and her
spouse (if applicable), and household income. The second part assessed the participant’s
nutrition counseling history (if applicable). The third part assessed the participant’s
weight and dieting history. The general information questionnaire is provided in

Appendix H.

Data Collection Procedures

Participant eligibility was initially assessed via telephone. When a potential
participant called in response to recruitment, the research project was explained as a
“study of factors related to the evaluation of registered dietitians by women of different
weights.” Thus, participants were aware that their own weight status was a factor of
interest in the study, but were not aware that dietitian weight was an issue. Details about
participation in the study were briefly outlined. At that time, if a caller indicated an
interest in participating, eligibility to participate was determined. Gender was confirmed,
and age, self-reported height, self-reported weight, self-reported race/ethnicity,
occupation, and involvement in nutrition counseling with a registered dietitian were
assessed. If the caller met eligibility requirements for the study, she was invited to

participate, and a data collection interview was scheduled at a time and place convenient
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for her. A copy of the complete telephone script and pre-interview questionnaire is
provided in Appendix I.

Prior to the data collection interview, participants were classified as normal
weight or obese, based on BMI calculated from self-reported height and weight. Also
before the data collection interview, participants had been randomly assigned to one of
the dietitian weight conditions and self-disclosure conditions described above.

Data were collected during one interview that required approximately 30 minutes.
The data collection interviews took place in the participant’s home or another private
conference setting convenient to the participant. At the beginning of the data collection
interview, details of the study were reviewed with the participants, and they were asked
to read and sign an informed consent form outlining the study. The participants were
provided with a copy of the informed consent form. A copy of the informed consent
form is provided in Appendix J.

The participants’ height and weight were then measured, and BMI was
recalculated to verify participant weight group assignment. Height without shoes was
measured with a steel measuring tape using a wall or doorway at the interview site and a
square. Weight in street clothes without shoes was measured using a high quality,
portable bathroom scale.

After participant weight group assignment was confirmed, participants were
shown a photograph reflecting one of the 2 dietitian weight conditions. Participants then
listened to an audio recording reflecting one of the dietitian self-disclosure conditions.
Participants were told that the dietitian in the photograph prepared the accompanying

audio recording. The dietitian photographs and descriptions were framed in standard 8 x
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10 frames, which allowed the photograph to remain standing in front of the participants

on a table or desk while the audio recording played and while instruments and
questionnaires were completed. The audio recordings were played on a small, portable
compact disc player, with participants wearing headphones to enhance audibility and
filter out noise from the surroundings.

After viewing the photograph and listening to the audio recording, each of the
instruments and questionnaires was explained to the participants. For the CRF and the
DRQ, participants were asked to evaluate the dietitian seen in the photograph and heard
in the audio recording, based on their initial impressions after listening to the script. The
MHLC Scale was explained as a questionnaire about participants’ own health beliefs, and
the general information questionnaire was described as general background information
about the participants. Participants then completed all of the instruments and
questionnaires, which were presented in a notebook in a predetermined order.
Participants first completed the CRF and then the DRQ, followed by the MHLC Scale
and the general information questionnaire. The investigator remained accessible, in case
the participants had any questions about any of the instruments or questionnaires. After
all instruments and questionnaires were completed, data were checked for completeness.
At the end of the data collection interview, participants were paid $20.00 as
compensation for completing the data collection interview and thanked for their
participation in the study. A signed receipt was obtained, and a copy was given to the

participants.
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Statistical Analyses

SAS (version 8.2, 1999-2001, SAS Institute Inc., Cary, NC) was used for all
statistical analyses. Descriptive statistics, including means, standard deviations, ranges,
and frequencies were computed for variables of interest. Simple correlations between
variables of interest were also computed. Analysis of variance (ANOVA) was used to
test for differences in selected characteristics among the study condition groups.

Multivariate analysis of variance (MANOV A) was used to test for differences in
the various sets of dependent variables, including the set of CRF dimensions and the 2
sets of DRQ items, by dietitian weight status, dietitian self-disclosure status, and
participant weight status conditions, including all interactions among these factors.
MANOVA was used to provide protection against the possibility of a Type I error.
Significant multivariate tests were followed by univariate analysis of variance (ANOVA).
A probability level of 0.05 was used as the significance level for all tests.

Models predicting each of the 3 CRF dimensions were also developed. Scores on
each of the 3 MHLC Scale dimensions were used as potential independent variables
predicting each of these dependent variables. Models were created using stepwise
regression procedures, and only independent variables significant at a probability level of

0.05 were retained.
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Abstract
Objective: To assess the effects of a registered dietitian’s weight status and self-
disclosure about personal weight issues on normal weight and obese participants’
perceptions of the dietitian’s expertness, trustworthiness, and attractiveness, 3
characteristics important for counselors.
Design: The research design was a randomized 2 x 2 x 2 factorial design
consisting of 2 dietitian weight status conditions (normal weight and obese), 2
dietitian self-disclosure conditions (absence or presence of self-disclosure about
personal weight issues), and 2 participant weight status conditions (normal weight
and obese). A simulated nutrition counseling situation was developed in which
participants were shown a photograph of a dietitian and then listened to an audio
recording of an overview of nutrition counseling supposedly prepared by the
dietitian. Participants were subsequently asked to evaluate the dietitian.
Participants: A convenience sample of 160 normal weight and obese Caucasian
women between the ages of 25 and 50 was recruited from the general community.
Main outcome measures: The dependent variables were participants’ ratings of
dietitian expertness, trustworthiness, and attractiveness as measured by the
Counselor Rating Form.
Statistical analyses: The major analyses were multivariate analysis of variance
(MANOVA) and analysis of variance (ANOVA) as appropriate.
Results: An obese dietitian who self-disclosed about (i.e., verbally

acknowledged) her current overweight status was rated as less expert (p = .0003)
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and attractive (p = .02) by normal weight participants than an obese dietitian who
did not self-disclose; these effects were not observed with obese participants.

= Application: Overweight or obese dietitians may be perceived more positively by
normal weight clients when the dietitians do not refer to their personal overweight

status.

Introduction

An important role played by registered dietitians is that of a nutrition counselor.
Nutrition counseling is comparable to psychological counseling in many ways.
Snetselaar (1) describes nutrition counseling as “a combination of nutrition expertise and
psychological skill delivered by a trained nutrition counselor...(p. 3).” Nutrition
counselors may work within the same theoretical contexts and utilize many of the same
counseling skills and techniques that psychological counselors use (1-7). Goals of
nutrition counseling include change in the client’s eating attitudes and/or behaviors, just
as attitude and/or behavior change is the goal in psychological counseling. Spraggins et
al (8) stated that “comparable with psychological counseling, nutrition counseling, to be
effective, requires a strong background in both nutrition concepts and human behavior to
facilitate the dietary compliance of clients (p. 244).” Thus, registered dietitians, as
nutrition counselors, may benefit from knowledge gained within the field of counseling
psychology.

Strong (9) described counseling as an interpersonal influence process, in which
the counselor attempts to bring about cognitive and/or behavioral change in the client.

Within this conceptualization, characteristics of the counselor as perceived by the client
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were theorized to play a key role in the counselor’s influence potential. Three counselor
characteristics proposed to be important in the client change process were the perceived
expertness, trustworthiness, and attractiveness of the counselor. Expertness refers to the
perception of the counselor as a source of valid information and assistance.
Trustworthiness refers to a counselor’s perceived honesty, sincerity, openness, and lack
of self-interest. It is important to emphasize that attractiveness within the interpersonal
influence model refers to social or interpersonal, rather than physical, attractiveness.
Attractiveness in this context includes the extent to which a client feels liking for,
compatibility with, and similarity to a counselor.

Strong (9) theorized that counselors who exhibited these 3 characteristics have
more influence potential with clients in achieving therapeutic change. LaCrosse (10)
found that clients’ initial impressions of counselors’ expertness, trustworthiness, and
attractiveness accounted for 35% of the variance in counseling outcomes, as measured by
goal attainment. Other researchers have documented relationships between clients’
perceptions of these counselor characteristics and their satisfaction and/or continuation
with counseling (11-13).

The publication of Strong’s (9) article in 1968 generated a wealth of research on
various factors important in this interpersonal influence process. Much of the research
has been summarized in 3 comprehensive reviews (14-16). Both counselor and client
variables have been investigated within the context of the interpersonal influence model
of counseling, including the interaction of counselor and client variables.

The effect of counselor weight status on client perceptions of the counselor is one

such factor that has been investigated. Although there is a vast amount of research
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documenting the stigmatization of obese individuals within a variety of contexts (17, 18),
only 2 published studies were identified that specifically examined the effect of counselor
weight on client evaluations of the counselor. McKee and Smouse (19) found that clients
rated overweight counselors of low professional status as less expert and trustworthy than
normal weight counselors of low professional status. These effects for counselor weight
were not found for counselors of high professional status. However, Wiggins (20)
showed that clients rated overweight counselors as less competent than normal weight
counselors in a variety of areas. Thus, the results of these two studies were not entirely
consistent. One study (20) found a general negative effect of counselor overweight status
on client perceptions, while the other (19) found that counselor overweight status did not
negatively affect client perceptions unless the counselor was also of low professional
status.

The effect of self-disclosure by the counselor on client perceptions of the
counselor is another factor that has been investigated within the interpersonal influence
process of counseling. As opposed to counselor weight status, counselor self-disclosure
is an issue that has been well researched within the counseling literature. Watkins (21)
defined self-disclosure as “verbalized, personal revelations...made by the counselor to
the client (p. 478).” The results of research on the effects of counselor self-disclosure,
much of which has been reviewed by Watkins (21), have been equivocal. Within
Strong’s (9) original conceptualization of counseling as an interpersonal influence
process, self-disclosure should increase attraction to a counselor to the extent that it
establishes similarity between counselor and client; some research has supported this

position (9, 14-16, 21).
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The existing research on the interpersonal influence process of counseling has
focused on a psychological counseling context. No published studies were identified that
investigated clients’ perceptions of dietitians’ expertness, attractiveness, and
trustworthiness. Because nutrition counseling is analogous to psychological counseling,
it is assumed that the same qualities (expertness, trustworthiness, and attractiveness) that
are important for a psychological counselor are also important for a nutrition counselor,
or registered dietitian. The purpose of this study was to extend the conceptualization of
counseling as an interpersonal influence process to the context of nutrition counseling.
Within this theoretical framework, this study sought to answer the following research
questions:

1) Does the weight status of a registered dietitian affect participants’ perceptions

of the dietitian’s expertness, trustworthiness, and attractiveness? If so, how?

2) Does self-disclosure about personal weight issues by a dietitian affect

participants’ perceptions of the dietitian’s expertness, trustworthiness, and
attractiveness? If so, how?

3) Does the weight status of participants affect their perceptions of a dietitian’s

expertness, trustworthiness, and attractiveness? If so, how?

4) Do the above factors interact to affect participants’ perceptions of a dietitian’s

expertness, trustworthiness, and attractiveness? If so, what is the nature of

these interactions?
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Methods

Research Design

A simulated nutrition counseling situation was developed in which participants
were shown a photograph of a dietitian and then listened to an audio recording of an
overview of nutrition counseling supposedly prepared by the dietitian. Participants were
then asked about their perceptions of the dietitian. This type of research design is
referred to as an analogue methodology. Heppner and Claiborn (16) defined analogue
methodologies as “experimental conditions set up to resemble (more or less) the
counseling situation (p. 374).”

The experimental design for this project consisted of 2 dietitian weight conditions
(normal weight and obese), 2 dietitian self-disclosure conditions (absence or presence of
self-disclosure about weight), and 2 participant weight conditions (normal weight and
obese). Thus, this project was a 2 x 2 x 2 factorial design, resulting in a total of 8 cells or
experimental conditions. There were a total of 160 participants, 80 of normal weight and
80 obese, with 20 participants in each of the 8 experimental conditions. Normal weight
and obese participants were randomly assigned to one of the 4 possible dietitian weight
status and dietitian self-disclosure status combinations consisting of 1) normal weight
dietitian, no self-disclosure, 2) obese dietitian, no self-disclosure, 3) normal weight
dietitian, self-disclosure about past history of overweight, or 4) obese dietitian, self-

disclosure about current overweight status.



50
Participants

Participants consisted of 160 adult Caucasian women, 25 to 50 years of age. The
research design required that 80 participants were of normal weight, and 80 participants
were obese. Weight status of participants was defined using the most recent National
Institutes of Health guidelines for the classification of overweight and obesity (22).
Using these criteria, normal weight participants had a body mass index (BMI, kg/m?) of
18.5 —24.9. Obese participants had a BMI of 30 or greater.

Exclusion criteria required that participants were not registered dietitians, were
not currently receiving nutrition counseling from a dietitian, and had not seen a dietitian
for nutrition counseling within the past 12 months. This was to ensure that the
participants’ impressions and evaluations of the dietitian presented in this study were not
influenced by current or recent interactions with a registered dietitian.

Participants were recruited from the University of Tennessee campus and from
the general Knoxville, Tennessee area by use of flyers, newspaper advertisements, and
referrals. Participants received $20.00 as compensation for completing the study. The
study was approved by the University of Tennessee’s Institutional Review Board for
research involving human subjects, and participants signed informed consent forms prior

to participation in the study.

Materials
Photographs
Photographs were taken to represent the normal weight and obese dietitian weight

conditions. Two female models were recruited to serve as the normal weight and obese
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dietitians in the photographs. The model for the normal weight dietitian condition was in
reality a registered dietitian; the obese model was not a registered dietitian. The normal
weight model and the obese model were photographed wearing the same clothing in
appropriate sizes. Models wore casual professional attire, including a white lab coat to
emphasize that they were health professionals. Photographs were nearly full body
images, including the area from the head to below the knees. When the photographs
were taken, the normal weight model measured 64.50 inches tall and weighed 134
pounds, for a BMI of 22.64. The obese model measured 64.25 inches tall and weighed
201 pounds, for a BMI of 34.35.

The photograph of the obese model was then computer-modified. The head from
the photograph of the normal weight model was imposed onto the body of the photograph
of the obese model and edited as necessary to appear realistic (i.e., slightly widening the
face and blending at the neckline). This resulted in images of the same individual at each
weight status (i.e., normal weight and obese), thus controlling for the potential
confounding effect of the general physical appearance of the dietitian model. A brief
description of the dietitian in the photographs was created and placed below the pictures.
This description was the same for each of the two photographs. Each photograph was
described as a picture of a registered dietitian with a Master’s degree in nutrition who had

5 years of nutrition counseling experience.

Audio Recordings
Audio recordings were created to accompany the photographs of the normal

weight and obese dietitians to represent the dietitian self-disclosure conditions. Each
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audio recording consisted of a brief introduction of the dietitian, and then a general
overview of the nutrition counseling process. This overview included a discussion of
situations in which a client might receive nutrition counseling from a registered dietitian,
assessment of food intake and eating behaviors, setting goals for nutrition counseling,
nutrition knowledge and behavioral skill building, barriers to dietary change, evaluation
of nutrition counseling progress, and follow-up to nutrition counseling.

There were 3 versions of the audio recording, corresponding to the self-disclosure
conditions of the research design. In the first, the dietitian introduced herself and gave an
overview of the nutrition counseling process, with no reference to her own weight history
or weight status. This version of the audio recording was used for the no self-disclosure
condition with photographs of both the normal weight and obese dietitians. The second
and third versions were identical to the first, except that the dietitian did self-disclose
about either her past history of overweight or her current overweight status. The version
in which the dietitian referred to a past history of overweight was used for the self-
disclosure condition with the photograph of the normal weight dietitian. The version in
which the dietitian acknowledged her current overweight status was used for the self-
disclosure condition with the photograph of the obese dietitian.

The 3 versions of the audio recording script were identical, except for the absence
or presence of an additional brief paragraph for the self-disclosure conditions. Use of
computer sound files allowed the recordings of the self-disclosure paragraphs to be
inserted into the recording of the original script. The audio recording of the original

script was approximately 6 minutes in length; the audio recordings for the 2 self-
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disclosure conditions were each approximately 6 /2 minutes in length. Final versions of

the 3 audio recordings were saved to compact discs to be used in participant interviews.

Instruments and Questionnaires
Counselor Rating Form

Consistent with the assumption that characteristics important for psychological
counselors are also important for nutrition counselors, the dependent measures used in
this study were the three dimensions of the Counselor Rating Form (CRF). The CRF was
developed by Barak and LaCrosse (23) to measure perceived counselor expertness,
trustworthiness, and attractiveness, which were the characteristics proposed by Strong (9)
to be relevant to the counseling process. The CRF consists of 36 pairs of bipolar
adjectives, 12 items for each of the 3 dimensions. Participants (or clients) evaluate a
counselor by rating where the counselor falls on a 7-point scale for each of the 36
adjective pairs. Certain items are reverse coded, and then responses for the 12 items in
each dimension are summed, creating a score for each of the 3 dimensions for each
participant. Potential scores range from 12 to 84 for each dimension.

The CRF has been the major instrument used in assessing client perceptions of
counselor expertness, trustworthiness, and attractiveness within a psychological
counseling context (24). Heppner and Claiborn (16) concluded that the CRF is the best
instrument available for measuring these constructs, and that consistent use of the CRF is
beneficial in that it allows comparison of studies. As discussed previously, psychological
counseling and nutrition counseling are similar in many ways. Therefore, the CRF was

chosen as an appropriate dietitian (i.e., nutrition counselor) rating scale for this study.
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LaCrosse and Barak (25) reported that the CRF was capable of differentiating

both within and between counselors in terms of the dimensions of expertness,
trustworthiness, and attractiveness. In addition, reliability coefficients using the
Spearman-Brown formula for the 3 CRF scales across different counselors were .87 for
expertness, .85 for attractiveness, and .91 for trustworthiness. Higher scores on each of

the 3 CRF dimensions have been associated with better counseling outcomes (10).

General Information Questionnaire

The general information questionnaire was a set of additional questions created by
the investigator. This questionnaire consisted of 3 parts. The first part assessed
demographic information, including level of education and household income of the
participants. The second part assessed the participant’s nutrition counseling history (if

applicable). The third part assessed the participant’s weight and dieting history.

Data Collection Procedures

Participant eligibility was initially assessed via telephone. If the caller met
eligibility requirements for the study, she was invited to participate, and a data collection
interview was scheduled. Prior to the interview, participants were categorized as normal
weight or obese, based on BMI calculated from self-reported height and weight. Also
before the interview, participants had been randomly assigned to one of the dietitian
weight conditions and self-disclosure conditions described above.

Data were collected during one interview that required approximately 30 minutes.

The interviews took place in the participant’s home or another private conference setting
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convenient to the participant. After obtaining informed consent, the participants’ height
and weight were measured, and BMI was recalculated to verify weight classification.

After their weight classification was confirmed, participants were shown a framed
8 x 10 photograph reflecting one of the two dietitian weight conditions. Participants then
listened to an audio recording reflecting one of the dietitian self-disclosure conditions.
The audio recordings were played on a small, portable compact disc player, with
participants wearing headphones to enhance audibility and filter out noise from the
surroundings. Participants were told that the dietitian i-n the photograph prepared the
accompanying audio recording.

After viewing the photograph and listening to the audio recording, participants
completed each of the instruments and questionnaires. For the CRF, participants were
asked to evaluate the dietitian seen in the photograph and heard in the audio recording,
based on their initial impressions after listening to the script. After completing the CRF,
participants were asked 2 additional questions designed to assess the effectiveness of the
dietitian weight status manipulation in the photographs. First, participants were asked to
rate the weight status of the dietitian in the photograph using a 5-point scale, with 1 =
very underweight, 2 = slightly underweight, 3 = about average, 4 = slightly overweight,
and 5 = very overweight. Then, participants were asked to estimate the weight in pounds
of the dietitian in the photograph. Following these assessments, participants completed

the general information questionnaire.
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Statistical Analyses

SAS (version 8.2, 1999-2001, SAS Institute Inc., Cary, NC) was used for all
statistical analyses. Means and standard deviations were computed for variables of
interest. Analysis of variance (ANOVA) was used to test for differences in selected
characteristics among the study condition groups.

A multivariate analysis of variance (MANOVA) was then performed, with the
three dimensions of the Counselor Rating Form (expertness, trustworthiness, and
attractiveness) as dependent variables. The MANOVA tested for differences in this set of
dependent variables by dietitian weight status, dietitian self-disclosure status, and
participant weight status conditions, including all interactions among these factors.
MANOVA was used to provide protection against the possibility of a Type I error.
Significant multivariate tests were followed by univariate analysis of variance (ANOVA).

A probability level of 0.05 was used as the significance level for all tests.

Results
Participant Characteristics
Table 1 presents selected characteristics of the total sample, and characteristics by
participants’ weight status group. As planned, the obese participants had a significantly
higher BMI than did the normal weight participants (p <.0001). In addition, the obese
participants were significantly older (p <.0001) and had a significantly lower level of
education (p =.0002) than did the normal weight participants. There were no differences

in annual household income between the 2 groups.
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Table 1. Selected characteristics of the study sample.

Total Normal Weight Obese
Sample Participants Participants
Characteristic (n=160) (n =80) (n=80) P Value®
BMI (kg/m?) 29.72 £ 8.40 2220+ 1.86 37.25+4.89 <.0001
Age (years) 36.68 + 7.85 3390+ 7.53 3946+ 7.19 <.0001
Level of Education® 5.79 £ 1.03 6.09 + 0.98 5.50 £0.99 .0002
Household Income® 4.60 £ 2.66 493 +£2.89 428 £2.38 12

2 P values correspond to the test of difference between normal weight and obese participants
for each characteristic.

® Level of education was measured using a 1 to 7 scale, ranging from 1 = less than 7 grade
education to 7 = graduate school or professional training.

¢ Household income was measured using a 1 to 11 scale, ranging from 1 = below $10,000
per year to 11 = over $100,000 per year.
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Effectiveness of Dietitian Weight Status Manipulation

The mean estimated weight for the normal weight dietitian was 133.95 + 12.54
pounds, which was virtually identical to her actual weight of 134 pounds. Using the 5-
point scale to estimate weight status, with 1 = very underweight, 2 = slightly
underweight, 3 = about average, 4 = slightly overweight, and 5 = very overweight, the
mean estimated weight category for the normal weight dietitian was 3.06 + 0.29. Thus,
the normal weight dietitian was viewed as being of “about average” weight. The mean
estimated weight for the obese dietitian was 181.98 + 27.82 pounds. This was lower than
her actual weight of 201 pounds, but there was much more variability in the estimates
than for the normal weight dietitian. Using the 5-point scale to estimate weight status,
the mean estimated weight category for the obese dietitian was 4.16 + 0.54. Thus, the
obese dietitian was generally viewed as being “slightly overweight.”

Although the obese dietitian was viewed as less overweight than she was in
reality, she was viewed as overweight. The obese dietitian was seen as significantly
heavier than the normal weight dietitian (p <.0001) and was rated as being in a
significantly higher weight category (p <.0001). Therefore, the dietitian weight

manipulation was considered successful for the purposes of this study.

Effects of Experimental Conditions

Table 2 presents means and standard deviations for each of the CRF dimensions,
expertness, trustworthiness, and attractiveness, for each of the experimental conditions.
Table 3 presents results of the MANOVA for the set of CRF dimensions by dietitian

weight status, dietitian self-disclosure status, and participant weight status conditions,



Table 2. Means® and standard deviations for each of the Counselor Rating Form (CRF) dimensions

for each experimental condition”.

Participant ~ RD°  RD Self- CRIIERCRaong
VSVt;iﬁlT \;’t:itgul;t Di;:::?:;re Expertness Trustworthiness Attractiveness
Normal Normal No 74.00 £ 5.50 73.30+7.33 64.55+9.38
Yes 74.75 £ 6.42 75.35+17.51 69.20 + 6.14
Obese No 76.90 + 6.76 75.55+ 8.14 69.45 + 8.37
Yes 68.90 + 7.64 7245 +7.12 63.40 + 8.65
Obese Normal No 7540 +£7.13 72.80 +9.27 66.15 + 10.84
Yes 74.55 £ 6.55 73.85+£9.56 63.50 £ 9.73
Obese No 74.05 + 7.06 74.75 + 6.83 65.00 +10.13
Yes 73.75 +7.85 73.60 + 8.48 65.15+11.32

? Potential scores ranged from 12 to 84 for each dimension, with higher scores indicating a higher

level of each CRF dimension.

®n = 20 for each of the 8 experimental conditions, with 160 participants total.

° RD: registered dietitian.

6S



Table 3. Multivariate analysis of variance (MANOVA) for effects of
experimental conditions on the set of Counselor Rating Form
dimensions.

Effect F Value" P Value
RD” Weight Status (RDWT) 1.64 18
RD Self-Disclosure Status (RDSD) 2.76 .04
Participant Weight Status (PWT) 2.07 a1
RDWT x RDSD 1.17 33
RDWT x PWT 0.10 .96
RDSD x PWT 1.82 A5
RDWT x RDSD x PWT 4.00 .009

2 Wilks’ Lambda criterion was used.
Y RD: registered dietitian.
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including all interactions among these factors. Results of the multivariate tests showed a
significant main effect for dietitian self-disclosure status (F =2.76, p =.04). No other
main effects or 2-way interactions were significant. The 3-way interaction between
dietitian weight status, dietitian self-disclosure status, and participant weight status was
also significant (F = 4.00, p = .009). Because dietitian self-disclosure status was
contained in the significant 3-way interaction, the main effect for self-disclosure status
was not interpreted for variables in which the 3-way interaction was significant.
Univariate ANOV As were then conducted to determine for which variables the
significant 3-way interaction existed. Table 4 presents the ANOV As for each of the CRF
dimensions. The 3-way interaction was significant for the variables expertness (F = 4.54,
p = .03) and attractiveness (F =5.11, p=.03). Neither the 3-way interaction nor the main
effect for dietitian self-disclosure was significant for the variable trustworthiness.

In order to assess the nature of this 3-way interaction for the variables expertness
and attractiveness, a series of follow-up tests were conducted. Data were divided by
participant weight category, and the 2-way interaction between dietitian weight status and
dietitian self-disclosure status was examined within each participant weight category for
each of the 2 variables. ANOV As conducted within each participant weight category
revealed significant 2-way interactions between dietitian weight status and dietitian self-
disclosure status for expertness (F = 8.72, p = .004) and for attractiveness (F = 8.46, p =
.005) within the normal weight participant group, but not in the obese participant group.

Data were then divided by dietitian weight status within the normal weight
participant group to determine where significant differences existed by dietitian self-

disclosure status for the variables expertness and attractiveness. These interactions



Table 4. Univariate analyses of variance (ANOV A) for effects of experimental conditions on each of the Counselor Rating

Form (CRF) dimensions.

CRF Dimensions
Expertness Trustworthiness Attractiveness
Effect F Value P Value F Value P Value F Value P Value
RD° Weight Status (RDWT) 1.37 24 0.04 .84 0.00 95
RD Self-Disclosure Status (RDSD) 3.71 .06 0.05 .82 0.43 Sl
Participant Weight Status (PWT) 0.54 46 0.10 75 1.30 .26
RDWT x RDSD 3353 .06 2.07 A5 1.75 19
RDWT x PWT 0.03 .85 0.21 .65 0.05 .82
RDSD x PWT 1.95 .16 0.03 .85 0.03 .85
RDWT x RDSD x PWT 4.54 .03 0.33 .56 5.11 .03

®RD: registered dietitian.

a9
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between dietitian weight status and dietitian self-disclosure status within the normal
weight participant group are presented graphically in Figure 1. Results indicated that
there was a significant difference in expertness rating between dietitian self-disclosure
categories within the obese dietitian group (F = 14.58, p = .0003), but not in the normal
weight dietitian group (F = 0.13, p=.72). An obese dietitian who self-disclosed about
her current overweight status to normal weight participants was rated less expert than one
who did not self-disclose (means of 68.90 and 76.90, respectively). There was also a
significant difference in attractiveness rating between dietitian self-disclosure categories
within the obese dietitian group (F =5.41, p=.02). An obese dietitian who self-
disclosed to normal weight participants was rated less attractive than one who did not
self-disclose (means of 63.40 and 69.45, respectively). Within the normal weight
dietitian group, although not statistically significant at a probability level of 0.05, there
was a trend toward the opposite relationship (F = 3.19, p =.08). That is, a normal weight
dietitian who self-disclosed about a past history of overweight to normal weight
participants was rated as more attractive than one who did not (means of 69.20 and 64.55,

respectively).

Discussion
Results of this study indicated that when an obese dietitian verbally
acknowledged her current overweight status to normal weight participants, she was rated
as significantly less expert and attractive than an obese dietitian who did not self-disclose
about her weight. These effects were not observed with obese participants, who rated

dietitians similarly regardless of dietitian weight status and/or self-disclosure status.
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Figure 1. Graphs of interactions between dietitian weight status and dietitian self-
disclosure status within normal weight participant group for expertness (a) and
attractiveness (b) ratings.
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Wiggins (20) reported that clients rated overweight counselors as generally less
competent than normal weight counselors. In contrast, findings of this study showed that
dietitian weight status was only important in terms of perceived dietitian expertness and
attractiveness when dietitian self-disclosure status and participant weight status were also
considered. Likewise, McKee and Smouse (19) found that counselor weight status was
only perceived negatively when another factor was also considered. In their study,
counselor overweight status did not negatively affect client perceptions of counselor
expertness and trustworthiness unless the counselor was also of low professional status.

Regarding the effects of self-disclosure, results of this study were also
inconsistent with some previous reports. Within the conceptualization of counseling as
an interpersonal influence process (9), counselor self-disclosure has been shown to
increase a client’s attraction to a counselor (i.e., increase the perceived attractiveness of
the counselor), theoretically because self-disclosure demonstrates similarity between
counselor and client (9, 14-16, 21). In the current study, there were no effects of dietitian
self-disclosure within the obese participant group, who might be expected to perceive
weight-related self-disclosure positively. However, self-disclosure about (i.e.,
acknowledgement of) current overweight status by an obese dietitian was perceived
negatively by normal weight participants. It may be that self-disclosure by a currently
obese dietitian accentuated the dissimilarity between the normal weight participants and
the dietitian and emphasized the dietitian’s inability to address her own weight-related
issues, thus decreasing perceptions of the dietitian’s attractiveness and expertness.

A recent study of stigma acknowledgement within an entirely different context

reported results strikingly similar to those reported for the normal weight participant



66
group in the current study. Hebl and Kleck (26) examined the effects of verbally

acknowledging physical stigmas (obesity and physical disability) within an employment
interview context. These researchers found that job applicants who did not verbally
acknowledge their obesity or physical disability were not evaluated differently.
However, when applicants did verbally acknowledge their stigmas, those who
acknowledged obesity were evaluated less positively on several dimensions than those
who acknowledged a physical disability.

These authors (26) proposed that it is the perceived controllability of each of the
stigmas that is responsible for these results, suggesting that obesity is generally
considered to be a controllable condition, while physical disability is considered to be
uncontrollable. Research conducted by DeJong (27) also suggested that women who
acknowledged obesity but attributed it to a medical condition were rated less negatively
than were those who acknowledged obesity without the medical reason for the condition.
In addition, a review of the effect of counselor physical disability on evaluations of
counselors concluded that counselor disability status had only a limited effect on
perceptions of counselors’ expertness, trustworthiness, and attractiveness (28). Thus,
previous research has suggested that only when a stigmatizing condition is perceived as
being controllable does acknowledgement of the condition result in negative evaluations.
It is possible that the issue of perceived controllability of obesity was even more relevant
in the current study, if normal weight participants believed that a dietitian, as a nutrition
professional, should be better able than others to control her weight.

Results of this study do not explain why effects for dietitian weight status and

dietitian self-disclosure status were found only within the normal weight participant
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group. The obese participants were significantly older and less educated than the normal
weight participants. These differences are consistent with demographic characteristics
that have been associated with obesity. Weight and obesity prevalence have been shown
to increase with age (29, 30). In addition, a lower educational level has been associated
with an increased risk of obesity (31-33). However, while the differences in age and
educational level between the normal weight and obese participants in this study were
statistically significant, the relatively small magnitudes of the differences (i.e., age 34
versus 39 and “ college degree” versus “some college” for the normal weight and obese
participants, respectively) are unlikely to be of practical significance.

This study extended the conceptualization of counseling as an interpersonal
influence process to include the context of nutrition counseling. A strength of this study
was a research design which resulted in a high degree of experimental control. This
allowed various factors potentially affecting the evaluation of registered dietitians to be
studied, while minimizing potential confounding factors. However, the nature of the
research design was also a limitation of this study. This study relied on a counseling
analogue methodology, as has much of the research reported within the interpersonal
influence literature. Studies utilizing analogue methodologies, the current study
included, have limited generalizability beyond the research setting. Other limitations of
this study include that the participants were all Caucasian women between the ages of 25
and 50. Thus, results may not be generalized to men, those of a different race/ethnicity,
or other age groups. Finally, although the total sample for this study included 160

participants, the sample size in each of the 8 cells (n=20) was relatively small.
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Future research should focus on assessing the relevance and importance of
perceived dietitian expertness, trustworthiness, and attractiveness within an actual
nutrition counseling context. It will be important to study the perceptions of dietitians by
real clients involved in longer-term nutrition counseling and determine if these dietitian
characteristics are related to outcome variables, such as client satisfaction or goal
attainment.

The results of this study have important implications for registered dietitians who
are overweight or obese. On a positive note, this study did not find an overall negative
effect for dietitian obesity in terms of client perceptions of dietitian expertness,
trustworthiness, and attractiveness. Perceptions of dietitian expertness and attractiveness
were more negative only when current obesity was verbally acknowledged to normal
weight women. Otherwise, a registered dietitian who was presented as well educated,
experienced, professionally attired, and well spoken was perceived as generally expert,
trustworthy, and attractive.

Results of this study indicate that overweight or obese dietitians, in initial
interactions with normal weight clients, may be better served by not referring to their
personal overweight status. Obese participants rated dietitians similarly regardless of
weight status and/or self-disclosure about personal weight issues. This is especially
relevant because overweight and/or obese individuals are more likely to be involved in
weight-related nutrition counseling. In conclusion, initial perceptions of a dietitian may
be most positive when an overweight or obese dietitian does not verbally acknowledge
personal overweight to normal weight clients. Weight status of the dietitian may not be a

concern for obese clients, at least in initial interactions.
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Abstract

Objective: To assess the effects of a registered dietitian’s weight status and self-
disclosure about personal weight issues on normal weight and obese participants’
evaluations of the dietitian on a variety of dimensions relevant to nutrition
counseling.

Design: The research design was a randomized 2 x 2 x 2 factorial design
consisting of 2 dietitian weight status conditions (normal weight and obese), 2
dietitian self-disclosure conditions (absence or presence of self-disclosure about
personal weight issues), and 2 participant weight status conditions (normal weight
and obese). A simulated nutrition counseling situation was developed in which
participants were shown a photograph of a dietitian and then listened to an audio
recording of an overview of nutrition counseling supposedly prepared by the
dietitian. Participants were subsequently asked to evaluate the dietitian.
Participants: A convenience sample of 160 normal weight and obese Caucasian
women between the ages of 25 and 50 was recruited from the general community.
Main outcome measures: The dependent variables were participants’ ratings of
their willingness to begin nutrition counseling with the dietitian, perception of the
dietitian’s knowledgeability, perception of the dietitian’s effectiveness (both
general effectiveness and effectiveness within a variety of specific nutrition
counseling contexts), perception of the dietitian’s status as a role model, comfort
in discussing personal nutrition concerns with the dietitian, and perception of the

dietitian’s ability to relate to their concerns.
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Statistical analyses: The major analyses were multivariate analysis of variance
(MANOVA) and analysis of variance (ANOVA) as appropriate.

Results: Participants were less willing to begin nutrition counseling with the
obese dietitian compared with the normal weight dietitian (p =.01). No effects
were observed for participants’ ratings of the dietitian’s knowledgeability or
overall effectiveness as a nutrition counselor. However, the obese dietitian was
generally perceived as less effective than the normal weight dietitian in “weight-
related” nutrition counseling contexts (p <.05). The normal weight dietitian who
disclosed a past history of overweight was seen as a better role model than the
normal weight dietitian who did not self-disclose (p =.02). However, the obese
dietitian who acknowledged her current overweight status was seen as a poorer
role model than one who did not self-disclose (p =.0007). Normal weight
participants were more comfortable with the normal weight dietitian than with the
obese dietitian (p = .01) and also thought that the normal weight dietitian would
be better able to relate to their concerns (p =.005). Obese participants were
equally comfortable with the normal weight or obese dietitian, but thought that
the obese dietitian would be better able to relate to their concerns (p = .009).
Application: There were some negative attitudes expressed toward obese
dietitians; most notable was that participants were less willing to begin nutrition
counseling with the obese dietitian. Otherwise, when dietitian weight status was
important to participants, the effect appeared to be context-specific and/or

dependent upon the weight status of the participants. In some situations, obese
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dietitians may face an additional barrier with clients that normal weight dietitians

do not face.

Introduction

The stigmatization of obese individuals has been well documented within a
variety of contexts (1, 2). Puhl and Brownell (2) have reviewed studies about the
attitudes of various health professionals, including physicians, nurses, and registered
dietitians, toward obese patients or clients. In each case, negative attitudes have been
reported. Remarkably, no published studies were identified that investigated the attitudes
of patients or clients toward obese health professionals. Client attitudes about the weight
status of registered dietitians, who often counsel clients about weight-related issues, may
be particularly relevant.

Two studies have addressed the attitudes of registered dietitians toward obese
clients. Oberrieder et al (3) reported negative attitudes about obesity in both registered
dietitians and dietetics students. McArthur and Ross (4) found that registered dietitians
who counseled overweight clients expressed an ambivalent attitude toward overweight
clients, as compared with the negative attitudes of physicians and nurses that have been
reported in other studies. These authors concluded that dietitians’ attitudes about obesity
could negatively affect the relationship between dietitian and client in a nutrition
counseling context. Following this line of reasoning, it is assumed that the attitudes of
clients about the weight status of a registered dietitian may be of equal importance.

Within this context, a consideration of the importance of role modeling by health

professionals is relevant. This issue has recently been discussed within the health
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education literature and remains controversial. Veach and Cissell (5) asserted that health
educators should view role modeling as a professional responsibility, although the
emphasis should be on movement toward a healthy lifestyle rather than on any particular
endpoint. They suggested that “a true role model is one who might struggle like the rest
of us to make healthy choices as opposed to one who has reached an inert pinnacle of
health (p. 621).” Scott and Black (6) emphasized that the important issue to consider is
whether role modeling of healthy behaviors by health educators improves professional
effectiveness.

A few studies have addressed the effects of health professionals’ modeling of
smoking behaviors. Hanks and Antonuccio (7) found that patients’ smoking behaviors
were negatively impacted when they were exposed to a physician model who gave advice
about smoking cessation that was inconsistent with his own behavior. Olive and Ballard
(8) reported that attitudes of patients about smoking by health professionals were related
to the patients’ own smoking status, with attitudes of current smokers being less negative
than those of patients who did not smoke. Thus, modeling by health professionals (in this
case, of smoking) was related to patients’ own health behaviors and their attitudes about
health professionals.

Smoking is an easily identifiable health behavior; weight status is similarly
obvious. It is possible that a health professional’s weight status, like smoking status, may
impact client perceptions of health care professionals. No published studies have
addressed this potentially important issue, which seems especially relevant within a

nutrition counseling context.
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Only one published study was identified that investigated the effects of self-

disclosure of personal health behaviors by a health professional. Frank et al (9) studied
the effects of disclosure of personal health habits by physicians in a brief health education
video about healthy diet and exercise. Results indicated that patients viewing the video
of the physician who revealed information about personal healthy dietary and exercise
behaviors and had objective evidence of a healthy lifestyle visible (i.e., an apple and bike
helmet on the desk) perceived the physician as healthier, more credible, and more
motivating than patients viewing the video of the physician who did not self-disclose and
demonstrate personal healthy behaviors. Thus, these authors concluded that the
demonstration of healthy lifestyles by physicians may help to motivate patients to also
implement healthy practices, thereby enhancing traditional methods of counseling about
health behaviors. It is possible that self-disclosure about personal weight issues by
dietitians may also affect clients’ perceptions of the dietitians.

Recent estimates of the prevalence of obesity in the United States indicate that
64.5% of adults are classified as overweight or obese (10). With prevalence of this
magnitude, there is no reason to believe that health professionals are not among those
who struggle with weight issues. For example, Oberrieder et al (3) found that 14.5% of
the 234 dietitians participating in their survey were considered overweight based on body
mass index (BMI, kg/m?) calculated from self-reported height and weight. Other surveys
of health professionals that have included information about weight status have reported
estimates of overweight (either self-perception of weight status or weight status
calculated from self-reported height and weight data) in the range of 10-30% of

respondents, who included dietitians (4, 11), physicians (12), and nurses (13). Although
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these estimates of overweight are lower than in the general population, it is certainly
possible for a client to encounter an overweight health care provider. Therefore, it is
important to investigate client attitudes toward the weight status of health professionals.
The purpose of this study was to investigate the effects of dietitian weight status,
dietitian self-disclosure about personal weight issues, and participant weight status on
participants’ initial perceptions and evaluations of registered dietitians within the context
of nutrition counseling. Specifically, this study sought to answer the following research
questions:
1) Does the weight status of a registered dietitian affect participants’ perceptions
and evaluations of the dietitian in a nutrition counseling situation? If so, how?
2) Does self-disclosure about personal weight issues by a dietitian affect
participants’ perceptions and evaluations of the dietitian in a nutrition
counseling situation? If so, how?
3) Does the weight status of participants affect their perceptions and evaluations
of the dietitian in a nutrition counseling situation? If so, how?
4) Do the above factors interact to affect participants’ perceptions and
evaluations of the dietitian in a nutrition counseling situation? If so, what is

the nature of these interactions?

Methods
Research Design
A simulated nutrition counseling situation was developed in which participants

were shown a photograph of a dietitian and then listened to an audio recording of an



81

overview of nutrition counseling supposedly prepared by the dietitian. Participants were
subsequently asked to evaluate the dietitian on a variety of measures relevant to a
nutrition counseling context. A study design of this type is termed an analogue
methodology. Heppner and Claiborn (14) described analogue methodologies as
“experimental conditions set up to resemble (more or less) the counseling situation (p.
374).”

The research design for this study was a randomized 2 x 2 x 2 factorial
experiment. The factors studied were dietitian weight status (normal weight and obese),
dietitian self-disclosure status (absence or presence of self-disclosure about weight), and
participant weight status (normal weight and obese). This design resulted in a total of 8
cells or experimental conditions, with 20 participants in each of the 8 cells. Normal
weight and obese participants were randomly assigned to one of the 4 possible
combinations of dietitian weight status and dietitian self-disclosure status, which included
1) normal weight dietitian, no self-disclosure, 2) obese dietitian, no self-disclosure, 3)
normal weight dietitian, self-disclosure about past history of overweight, or 4) obese

dietitian, self-disclosure about current overweight status.

Participants

The sample for this study consisted of 160 adult Caucasian women between the
ages of 25 and 50. By design, 80 participants were of normal weight, and 80 participants
were obese, as defined using the most recent National Institutes of Health guidelines for

the classification of overweight and obesity based on body mass index (BMI, kg/mz)
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(15). Normal weight participants had a BMI of 18.5 — 24.9, while obese participants had

a BMI greater than or equal to 30.

Criteria for exclusion required that participants were not registered dietitians.
Additionally, participants were not currently involved in nutrition counseling with a
dietitian, and they had not received nutrition counseling from a dietitian within the past
year. These exclusion criteria were included to ensure that current or recent interactions
with a dietitian did not bias perceptions of the dietitian presented in this study.

Participants were solicited by use of newspaper advertisements, flyers, and
referrals from the University of Tennessee campus and from the general Knoxville,
Tennessee area. Participants were paid $20.00 as compensation for taking part in the
study. The study protocol was approved by the University of Tennessee’s Institutional
Review Board, and participants signed informed consent forms prior to participating in

the study.

Materials
Photographs

Photographs corresponding to the normal weight and obese dietitian weight
conditions were taken. Two female models, one of normal weight and one obese, were
used to represent the normal weight and obese dietitian weight conditions. Both models
wore the same casual professional attire in appropriate sizes, including a white lab coat to
reinforce the impression that they were health care professionals. Photographs included
the area from the head to below the knees. At the time the photographs were taken, the

normal weight model measured 64.50 inches tall and weighed 134 pounds, for a BMI of
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22.64. The obese model measured 64.25 inches tall and weighed 201 pounds, for a BMI

of 34.35.

Computer editing allowed the head from the photograph of the normal weight
model to be imposed onto the body of the photograph of the obese model, creating
realistic photographs of the same person at each weight status (i.e., normal weight and
obese). Thus, the general physical appearance of the dietitian model was controlled in
this study. Both photographs contained the same description of the dietitian below the
picture. Each photograph was described as a picture of a registered dietitian with a

Master’s degree in nutrition and 5 years of nutrition counseling experience.

Audio Recordings

Audio recordings corresponding to the self-disclosure conditions of the research
design were created to accompany the photographs of the normal weight and obese
dietitians. Each audio recording included a brief introduction of the dietitian, followed
by a general overview of the nutrition counseling process. This overview included a
discussion of situations in which a client might receive nutrition counseling from a
registered dietitian, assessment of food intake and eating behaviors, setting goals for
nutrition counseling, nutrition knowledge and behavioral skill building, barriers to dietary
change, evaluation of nutrition counseling progress, and follow-up to nutrition
counseling.

There were 3 versions of the audio recording, corresponding to the self-disclosure
conditions of the study. The first version included the dietitian introduction and the

overview of nutrition counseling with no reference by the dietitian to personal weight
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issues. The second and third versions were identical, except that the dietitian did self-
disclose about either her past history of overweight or her current overweight status. The
version including self-disclosure about a past history of overweight accompanied the
photograph of the normal weight dietitian in the self-disclosure condition. The version
including acknowledgement of current overweight status accompanied the photograph of
the obese dietitian in the self-disclosure condition.

The 3 versions of the audio recording script were the same, other than the absence
or presence of an additional brief paragraph for the self-disclosure conditions. Computer
recording and editing of sound files allowed the original script to be recorded first,
subsequently recording and inserting the self-disclosure segments into the original script.
This resulted in 3 copies of the audio recording that were identical, except for the self-
disclosure sections. The audio recording of the original script was approximately 6
minutes in length; the audio recordings for the 2 self-disclosure conditions were each
approximately 6 %2 minutes in length. Final versions of the 3 audio recordings were

copied to compact discs to be played in interviews with study participants.

Questionnaires
Dietitian Rating Questionnaire

The dietitian rating questionnaire (DRQ) was a set of questions created for use in
this study. These questions were designed to assess participants’ perceptions and
evaluations of dietitian qualities specifically relevant to the research questions of this
study; no existing instrument appropriate for these purposes was identified. Items on the

DRQ were used as the dependent variables in this study. The DRQ consists of 2 parts;
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the complete questionnaire is provided in Table 1. Part I of the DRQ included 6 items

that assessed the participant’s willingness to begin nutrition counseling with the dietitian
or refer others to the dietitian, the dietitian’s knowledgeability about nutrition and eating
behaviors, the dietitian’s overall effectiveness as a nutrition counselor, the extent that the
dietitian was seen as a good role model, the participant’s degree of comfort discussing
nutrition concerns with the dietitian, and the extent to which the dietitian was seen as
being able to relate to the participant’s nutrition problems. All items in Part I were
answered on a 6-point scale ranging from strongly disagree to strongly agree. Part Il of
the DRQ assessed the participant’s evaluations of the dietitian’s effectiveness in
counseling clients in a variety of nutrition counseling contexts. All items in Part II were
answered on a 6-point scale ranging from very ineffective to very effective.

At the end of the DRQ), there were 2 additional items. The first asked the
participant to evaluate the weight status of the dietitian in the photograph using a 5-point
scale, with 1 = very underweight, 2 = slightly underweight, 3 = about average, 4 =
slightly overweight, and 5 = very overweight. The second asked the participant to
estimate the weight in pounds of the dietitian in the photograph. This was designed as a

test of the dietitian weight status manipulation in the photographs.

General Information Questionnaire
The general information questionnaire consisted of a set of questions assessing
demographic information about the participants, the participants’ nutrition counseling

history (if applicable), and the participants’ weight and dieting history.
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Table 1. Dietitian Rating Questionnaire (DRQ).

DRQ Part I*: Cronbach’s a=.79

Item 1: I would be willing to begin nutrition counseling with this dietitian or would
be willing to refer my family and/or friends to this dietitian.
Item 2: This dietitian is knowledgeable about nutrition and eating behaviors.
Item 3: This dietitian would be an effective nutrition counselor in terms of helping
clients to reach their dietary goals.
Item 4: This dietitian is a good role model for healthy eating behaviors.
Item S: I would feel comfortable discussing my eating habits and dietary concerns
with this dietitian.
Item 6: This dietitian would be able to relate to my nutrition and dietary problems.
DRQ PartII”: Cronbach’s a = .89
Item 7: How effective do you think this dietitian would be in counseling clients in
each of the following circumstances?
7a: Prevention and treatment of heart disease
7b: Treatment of high blood pressure
7c: Treatment of eating disorders
7d: Treatment of diabetes
Te: Prevention of cancer risk
7f: Treatment of overweight and/or obesity
7g: Guidance on nutrition during pregnancy and/or breastfeeding
7h: Guidance on infant and/or child feeding
7i: Guidance on nutrition for athletic training and performance

? All items in Part I were answered on a 6-point scale ranging from 1 = strongly disagree
to 6 = strongly agree.

® All items in Part II were answered on a 6-point scale ranging from 1 = very ineffective
to 6 = very effective.
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Data Collection Procedures

Participant eligibility was initially determined in a telephone interview. If the
caller was eligible to participate in the study, a data collection interview was scheduled.
Prior to the data collection interview, participants were classified as normal weight or
obese, based on BMI calculated from height and weight data reported in the telephone
screening. Participants had also been randomly assigned to one of the dietitian weight
status and dietitian self-disclosure status conditions before the data collection interview
took place.

Data collection required one interview lasting approximately 30 minutes.
Participants were interviewed in their homes or other private conference settings.
Informed consent was obtained, and then participants’ height and weight were measured.
Participants’ BMI was then recalculated to verify that weight group classification was
correct.

Once weight status was confirmed, participants were shown a framed 8 x 10
photograph of either the normal weight or obese dietitian. Participants then listened to an
audio recording on compact disc reflecting one of the dietitian self-disclosure conditions.
Audio recordings were played using a small, portable compact disc player with
participants wearing headphones to improve audibility and decrease background noise.
Participants were told that the dietitian in the photograph prepared the accompanying
audio recording.

After viewing the photograph and listening to the audio recording, participants
completed each of the instruments and questionnaires. In completing the DRQ,

participants were asked to evaluate the dietitian seen in the photograph and heard in the
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audio recording, based on their initial impressions after listening to the script. After

completing the DRQ, participants completed the general information questionnaire.

Statistical Analyses

All statistical analyses were performed using SAS (version 8.2, 1999-2001, SAS
Institute, Inc., Cary, NC). Descriptive statistics were calculated for variables of interest.
Differences in selected characteristics among the study condition groups were tested with
analysis of variance (ANOVA). Internal consistencies for the 2 parts of the DRQ were
assessed by computing a Cronbach’s alpha for each set of variables.

Two multivariate analyses of variance (MANOV As) were then performed. The
first MANOV A was for the set of 6 variables from Part I of the DRQ, and the second
MANOVA was for the set of 9 variables from Part II of the DRQ. MANOVA was used
to provide protection against the possibility of a Type I error. The MANOV A tested for
differences in the sets of dependent variables by dietitian weight status, dietitian self-
disclosure status, and participant weight status conditions, including all interactions
among these factors. Only multivariate tests that were significant were pursued with
univariate analyses of variance (ANOVAs). A probability level of 0.05 was used as the

criterion for significance for all tests.

Results
Participant Characteristics
By design, the obese participants had a significantly higher BMI than did the

normal weight participants (means of 37.25 versus 22.20, respectively, p <.0001). The
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average age of the total sample was 36.68 + 7.85 years. The obese participants were
significantly older compared with the normal weight participants (means of 39.46 years
versus 33.90 years, respectively, p <.0001). The study sample was generally college
educated, but the obese participants had a significantly lower mean level of education
than did the normal weight participants (“some college” versus “college degree,”
respectively, p =.0002). Average annual household income in this sample was
approximately $40,000 per year; obese and normal weight participants did not differ in

income.

Effectiveness of Dietitian Weight Status Manipulation

Participants who viewed the normal weight dietitian estimated her weight at
133.95 + 12.54 pounds on average, which was nearly identical to her actual weight of 134
pounds. Using the 5-point scale to estimate weight status, with 1 = very underweight, 2 =
slightly underweight, 3 = about average, 4 = slightly overweight, and 5 = very
overweight, the average reported weight category for the normal weight dietitian was
3.06 £ 0.29. This indicates that the normal weight dietitian was considered as being of
“about average” weight. Participants who viewed the obese dietitian estimated her
weight at 181.98 + 27.82 pounds on average. This estimate was lower than her actual
weight of 201 pounds, but there was more variability in weight estimates than for the
normal weight dietitian. Using the 5-point scale to estimate weight status, the average
reported weight category for the obese dietitian was 4.16 + 0.54. This indicates that the

obese dietitian was considered as being “slightly overweight.”
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Although the obese dietitian was not perceived as being as overweight as she
actually was in reality, she was considered overweight. The obese dietitian was seen as
significantly heavier than the normal weight dietitian (p <.0001) and was rated as being
in a significantly higher weight category (p <.0001). Therefore, the dietitian weight

status manipulation was considered successful for the purposes of this study.

Internal Consistency of the Dietitian Rating Questionnaire

Table 1 presents Parts I and II of the DRQ, as well as the Cronbach’s a for each of
the 2 parts. Cronbach’s a was computed as a measure of the internal consistency of each
set of items. The Cronbach’s a was .79 for Part I of the DRQ, and was .89 for Part II.

Thus, both sets of items demonstrated strong internal consistency.

Effects of Experimental Conditions

Means and standard deviations for each of the DRQ items for each of the 8
experimental conditions are presented in Tables 2 (Part I) and 3 (Part II). Potential scores
for each item ranged from 1 to 6. Table 4 presents results of the MANOV A for the set of
6 variables from Part I of the DRQ by dietitian weight status, dietitian self-disclosure
status, and participant weight status conditions, including all interactions among these
factors. Results of the multivariate test showed a significant main effect for dietitian
weight status (F = 17.80, p <.0001). Two 2-way interaction effects were significant.
The interaction between dietitian weight status and participant weight status was
significant (F = 3.30, p = .005), as was the interaction between dietitian weight status and

dietitian self-disclosure status (F = 3.45, p =.003). Since dietitian weight status was



Table 2. Means and standard deviations® for Dietitian Rating Questionnaire (DRQ) Part I items for each experimental condition ®.

Normal Weight Participants

Obese Participants

Normal Weight RD® Obese RD Normal Weight RD Obese RD
No Self- Self- No Self- Self- No Self- Self- No Self- Self-
DRQ Item Disclosure Disclosure Disclosure Disclosure Disclosure Disclosure Disclosure Disclosure
1. Willingness to see 5.00+ 0.65 5.10+0.72 4.80+1.06 4.05+1.15 4.65+0.93 5.00+0.92 4.60+1.10 470+ 1.17
2. Knowledgeable 5.10+0.45 5.30 £ 0.57 530£0.73 4.95+0.83 5.10+ 0.64 525+0.55 525+ 0.44 5.35+0.59
3. Effective 5.00 + 0.46 5.15+0.59 5.10+0.72 4.75+0.79 520+ 0.62 5.05+0.60 4.95 % 0.60 4.90 + 0.85
4. Good role model 4.95+0.60 5.30 £ 0.57 4.40+1.05 3.05+1.23 495 +0.76 5.30+0.66 4.10+0.85 3.65+ 1.31
5. Comfortable with 525+0.79 5.60 + 0.60 5.20+0.70 4.60 +1.31 525+ 1.02 5.05+1.10 5.40 = 0.60 5.30 +£1.03
6. Ability to relate to 4.85+0.67 4.95+0.83 440+ 135 4.05+1.19 455+ 1.10 5.00 £ 0.97 5.35+0.49 5.30 £ 0.98

* All items were answered on a 6-point scale ranging from 1 = strongly disagree to 6 = strongly agree.

® n = 20 for each of the 8 experimental conditions, with 160 participants total.

° RD: registered dietitian.
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Table 3. Means and standard deviations® for Dietitian Rating Questionnaire (DRQ) Part II items for each experimental condition®.

Normal Weight Participants

Obese Participants

Normal Weight RD* Obese RD Normal Weight RD Obese RD
No Self- Self- No Self- Self- No Self- Self- No Self- Self-
DRQ Item Disclosure Disclosure Disclosure Disclosure Disclosure Disclosure Disclosure Disclosure
7a. Heart Disease 5.20+0.52 5.10+0.55 520+0.52 495+ 0.89 5.15+0.67 495 +0.39 5.15+£0.37 5.15+ 037
7b. High Blood Pressure 525+ 044 5.05+0.51 5.20+0.52 5.00+0.86 5.10+0.85 5.05+0.39 5.00 + 0.46 520+ 041
7c. Eating Disorders 4.90+0.79 5.05+0.89 490+ 1.07 445+ 1.23 5.10+0.91 525+0.55 450+ 1.32 5.05+1.19
7d. Diabetes 5.25+0.44 5.10 £ 0.45 5.10 + 0.64 4,90+ 0.85 520+ 0.77 5.10+£0.31 490 +0.79 5.20+0.52
7e. Cancer Prevention 4.85+049 5.00+0.73 5.00+0.73 4.80+0.77 4.80+ 1.01 5.00 + 0.46 4.85+0.81 5.10+0.45
7f. Overweight/Obesity 5.30+0.66 5.60 + 0.50 4.75+0.79 395+ 1.28 475+1.12 530+ 0.57 4.45+1.39 4.80+1.28
7g. Pregnancy/Breastfeeding 5.45+ 051 5.35+0.59 5.30+ 047 490 + 0.64 5.30 £0.57 490+ 0.55 5.05+0.39 4.95+0.51
7h. Infant/Child Feeding 5.10+0.31 5.15+£0.75 5.05 + 0.69 4.85+0.59 5.20 + 0.62 5.00+0.56 5.00 + 0.32 5.00 + 0.56
7i. Sports Nutrition 5.05+ 0.60 490 + 0.55 4.65+1.04 420+ 1.15 5.20+0.70 5.10+0.55 4.15+1.18 4.50 + 1.28

* All items were answered on a 6-point scale ranging from 1 = very ineffective to 6 = very effective.
® n =20 for each of the 8 experimental conditions, with 160 participants total.

° RD: registered dietitian.



Table 4. Multivariate analysis of variance (MANOVA) for effects of
experimental conditions on the set of Dietitian Rating Questionnaire
Part I items.

Effect F Value" P Value
RD” Weight Status (RDWT) 17.80 <.0001
RD Self-Disclosure Status (RDSD) 1.03 41
Participant Weight Status (PWT) 2.02 .07
RDWT x RDSD 3.45 .003
RDWT x PWT 3.30 .005
RDSD x PWT 1.48 .19
RDWT x RDSD x PWT 1.03 41

2 Wilks’ Lambda criterion was used.
® RD: registered dietitian.
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contained in both of the significant 2-way interactions, the main effect for dietitian
weight status was not interpreted for variables in which either of the 2-way interactions
were significant. Only those effects with significant multivariate tests were pursued in the
univariate ANOV As for these 6 variables.

Table 5 presents the univariate ANOV As for each of the DRQ Part I variables for
which significant effects existed. No significant effects existed for any of the
experimental conditions for the ratings of the dietitian’s knowledgeability about nutrition
and eating behaviors or for the ratings of the dietitian’s overall effectiveness as a nutrition
counselor.

There was a significant main effect for dietitian weight status for the rating of the
participant’s willingness to begin nutrition counseling with the dietitian or refer family
and/or friends to the dietitian (F = 6.69, p =.01). For this variable, participants were
significantly less willing to begin nutrition counseling with the obese dietitian compared
with the normal weight dietitian (means of 4.54 and 4.94, respectively).

There was a significant interaction effect for the rating of the dietitian’s status as a
good role model for healthy eating behaviors. The 2-way interaction between dietitian
weight status and dietitian self-disclosure status was significant (F = 18.50, p <.0001).
The normal weight dietitian who did self-disclose (i.e., acknowledge a past history of
overweight) was rated as a significantly better role model (F = 5.92, p =.02) than the
normal weight dietitian who did not self-disclose (means of 5.30 and 4.95, respectively).
The opposite was true for obese dietitians. The obese dietitian who self-disclosed (i.e.,

acknowledged current overweight status) was rated as a significantly poorer role model



Table 5. Univariate analyses of variance (ANOV A) for effects of experimental conditions on the Dietitian Rating Questionnaire (DRQ)
Part I items.

DRQ Part1 Items

Willingness to See Good Role Model Comfortable With Ability to Relate to

Effect FValue PValue FValue PValue FValue P Value F Value P Value
RD* Weight Status (RDWT) 6.69 .01 83.13 <.0001 1.23 27 0.16 .69
RD Self-Disclosure Status (RDSD) 0.10 75 3.58 .06 0.88 35 0.06 .81
Participant Weight Status (PWT) 0.00 1.000 0.27 61 0.36 59 9.83 .002
RDWT x RDSD 3.16 .08 18.50 <.0001 2.11 15 2.33 13
RDWT x PWT 212 45 0.27 61 6.13 .01 15.52 .0001
RDSD x PWT 3.16 .08 2.40 12 0.01 93 1.09 30
RDWT x RDSD x PWT 0.94 33 240 A2 3.22 07 0.01 .94

*RD: registered dietitian.

S6
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(F =12.56, p=.0007) than the obese dietitian who did not self-disclose (means of 3.35

and 4.25, respectively).

There were also significant interaction effects for the rating of the participant’s
comfort in discussing eating habits and dietary concerns with the dietitian and for the
ratings of the dietitian’s ability to relate to the nutrition and dietary problems of the
participants. For both of these variables, there was a significant 2-way interaction
between dietitian weight status and participant weight status (F =6.13, p=.01 and F =
15.52, p <.0001, for the participant’s comfort with the dietitian and the dietitian’s ability
to relate to the participant’s concerns, respectively). Normal weight participants rated
themselves as being significantly more comfortable with the normal weight dietitian than
with the obese dietitian (F = 6.58, p = .01; means of 5.43 and 4.90, respectively). Obese
participants were equally comfortable with the normal weight and obese dietitians. In
addition, normal weight participants perceived the normal weight dietitian as being
significantly better able to relate to their nutrition concerns compared with the obese
dietitian (F = 8.40, p = .005; means of 4.90 and 4.23, respectively). On the other hand,
obese participants perceived the obese dietitian as being better able to relate to their
nutrition concerns compared with the normal weight dietitian (F = 7.18, p =.009; means
of 5.33 and 4.78, respectively).

Table 6 presents results of the MANOV A for the set of 9 variables from Part II of
the DRQ by dietitian weight status, dietitian self-disclosure status, and participant weight
status conditions, including all interactions among these factors. Results of the
multivariate test showed significant main effects for dietitian weight status (F = 4.44, p <

.0001), dietitian self-disclosure status (F = 2.44, p = .01), and participant weight status (F



Table 6. Multivariate analysis of variance (MANOVA) for effects of
experimental conditions on the set of Dietitian Rating Questionnaire
Part II items.

Effect F Value' ~ P Value
RD” Weight Status (RDWT) 4.44 <.0001
RD Self-Disclosure Status (RDSD) 2.44 .01
Participant Weight Status (PWT) 227 .02
RDWT x RDSD 1.71 .09
RDWT x PWT 2.25 02
RDSD x PWT 1.07 39
RDWT x RDSD x PWT 0.55 .84

2 Wilks’ Lambda criterion was used.
® RD: registered dietitian.
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=2.27,p =.02). Only the 2-way interaction between dietitian weight status and
participant weight status was significant (F = 2.25, p =.02). Since dietitian self-
disclosure status and participant weight status were contained in the significant 2-way
interaction, the main effects for dietitian weight status and participant weight status were
not interpreted for variables in which the 2-way interaction was significant. Only those
effects with significant multivariate tests were pursued in the univariate ANOV As for
these 9 variables.

Table 7 presents the univariate ANOV As for each of the DRQ Part II variables
for which significant effects existed. No significant effects existed for any of the
experimental conditions for the ratings of the dietitian’s effectiveness in counseling
clients in the following contexts: heart disease, high blood pressure, diabetes, cancer
prevention, and infant/child feeding.

There were significant main effects for dietitian weight status for the rating of the
dietitian’s effectiveness in counseling clients about eating disorders and athletic training
and performance (F =4.68, p=.03 and F =21.93, p <.0001 for eating disorders and
sports nutrition, respectively). For each of these variables, participants rated the obese
dietitian as being significantly less effective compared with the normal weight dietitian
(means of 4.73 and 5.08 and 4.38 and 5.06, for eating disorders and sports nutrition,
respectively).

There was a significant interaction effect for the rating of the dietitian’s
effectiveness in counseling clients for the treatment of overweight/obesity. The 2-way
interaction between dietitian weight status and participant weight status was significant

(F =4.84, p=.03). Normal weight participants rated the normal weight dietitian as being



Table 7. Univariate analyses of variance (ANOVA) for effects of experimental conditions on the Dietitian Rating Questionnaire

(DRQ) Part II items.
DRQ Part II Items
Eating Disorders Overweight/ Sports Nutrition Pregnancy/
Obesity Breastfeeding

Effect FValue PValue FValue PValue FValue PValue FValue P Value
RD® Weight Status (RDWT) 4.68 .03 22.24 <.0001 Z1.93 <.0001 5.60 .02
RD Self-Disclosure Status (RDSD) 0.38 54 0.40 53 0.36 .55 8.76 .004
Participant Weight Status (PWT) 0.86 36 0.22 .64 0.07 .80 5.60 .02
RDWT x RDSD 0.10 .76 4.18 04° 0.07 .80 0.00 1.00
RDWT x PWT 0.10 .76 4.84 .03 0.88 35 1.40 24
RDSD x PWT 2.39 A2 4.84 03° 2.10 15 0.00 1.00
RDWT x RDSD x PWT 2.39 12 2.00 .16 1.63 .20 3.15 .08

*RD: registered dietitian.

® These univariate effects were not interpreted because the corresponding multivariate tests were not significant.

66
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significantly more effective than the obese dietitian in weight management counseling (F
=29.96, p <.0001; means of 5.45 and 4.35, respectively). Obese participants did not rate
the normal weight and obese dietitians differently; both were perceived as equally
effective in weight management counseling.

All 3 main effects were significant for the rating of the dietitian’s effectiveness in
counseling clients within the context of guidance on nutrition during pregnancy and
breastfeeding. For this variable, normal weight participants rated the dietitian as being
significantly more effective than did the obese participants (F = 5.60, p = .02; means of
5.25 and 5.05, respectively). Participants rated the obese dietitian as being significantly
less effective compared with the normal weight dietitian (F = 5.60, p =.02; means of 5.05
and 5.25, respectively). Finally, a dietitian who self-disclosed was rated as being
significantly less effective than one who did not self-disclose (F = 8.76, p = .004; means

of 5.03 and 5.28, respectively).

Discussion

This was the first study to assess the effects of a dietitian’s weight status and self-
disclosure about personal weight issues on normal weight and obese participants’
perceptions of the dietitian in a nutrition counseling context. Results of this study
indicated that a dietitian’s knowledgeability about nutrition and overall effectiveness as a
nutrition counselor were rated similarly regardless of dietitian weight status, self-
disclosure about weight, or participant weight status. However, although there were no
differences due to these factors in perceived general counseling effectiveness, differences

did emerge when specific nutrition counseling contexts were considered. There were no
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differences associated with dietitian weight status, self-disclosure about weight, or
participant weight status in perceptions of a dietitian’s effectiveness in counseling about
heart disease, high blood pressure, diabetes, cancer prevention, and infant/child feeding.
However, dietitian weight was a relevant factor when rating the dietitian’s effectiveness
in what may be considered the “weight-related” counseling contexts. These contexts
included eating disorders, sports nutrition, and overweight/obesity.

Obese dietitians were perceived as less effective than normal weight dietitians
when counseling clients about eating disorders and sports nutrition. For counseling about
overweight/obesity, both dietitian weight status and participant weight status were
relevant. In this case, only normal weight participants perceived the overweight dietitian
as being less effective when counseling about overweight/obesity. Obese participants did
not rate the normal weight and obese dietitians differently in terms of effectiveness.

These results regarding the perceptions of obese participants about a dietitian’s
effectiveness in counseling for overweight/obesity are consistent with those reported by
Olive and Ballard (8) within a smoking context. Their results indicated that current
smokers perceived smoking by health professionals less negatively than did those who
did not currently smoke. Thus, in both the current study and the Olive and Ballard (8)
study, participants’ personal situation was relevant in predicting their attitudes towards a
health professional. In both cases, participants were less critical when assessing a health
professional in relation to an issue with which they also struggled. On the other hand,
Crandall and Biernat (16) reported that “being fat” (i.e., a higher BMI) in women was
uncorrelated with the women’s “anti-fat” attitudes; with men, BMI and “anti-fat”

attitudes were positively, but modestly, related. These authors concluded that there was
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little evidence to suggest that attitudes toward obesity were based on an individual’s
personal situation. Results of this study suggested that obese women were more tolerant
of an obese dietitian.

Frank et al (9) assessed the effects of physician self-disclosure about personal diet
and exercise habits within the context of educating patients about these same issues.
These authors reported that physicians who disclosed healthy dietary and exercise
behaviors of their own in a health education video were perceived by patients as more
credible and motivating both overall and specifically in regards to diet and exercise
compared with physicians who did not disclose these behaviors. Results of the current
study are consistent with these “context-specific” effects of modeling. Dietitian weight
status (and also participant weight status in the case of counseling for weight
management) was generally only relevant when considering weight-related nutrition
counseling contexts.

The only inconsistent results of this study were those observed for perceived
effectiveness in counseling within the context of pregnancy and/or breastfeeding.
Normal weight dietitians were rated as more effective than obese dietitians within this
context. Dietitians who did not self-disclose about weight were also rated as more
effective than those who did self-disclose. Finally, normal weight participants rated
dietitians as more effective than did obese participants. These results are interesting, but
inexplicable within the context of this study. It is possible that the parity status and/or
breastfeeding history of participants may be relevant to these results; this information was

not obtained.
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In terms of role modeling, a normal weight dietitian who self-disclosed about a
previous history of overweight was rated as a significantly better role model for healthy
eating behaviors than a normal weight dietitian who did not self-disclose about personal
weight issues. On the other hand, an obese dietitian who verbally acknowledged her
current overweight status was rated as a poorer role model than one who did not
acknowledge her current overweight. This lends some support to the suggestion by
Veach and Cissell (5) that perhaps those who struggle like everyone else to achieve a
healthy lifestyle are the true role models. Apparently, however, a dietitian needs to have
overcome personal weight difficulties in order to be perceived as a better role model for
healthy eating behaviors; acknowledging a current struggle with weight was not
beneficial. In the study by Frank et al (9), disclosure of healthy behaviors by physicians
improved patients’ perceptions of the physicians; that study did not also assess the effects
of “negative” self-disclosure by a physician. Results for perceptions of the dietitians as
role-models were also consistent with results reported in Part III of this dissertation about
perceptions of dietitians’ characteristics relevant to counseling. In both cases, obese
dietitians who verbally acknowledged their current overweight status were perceived
more negatively.

Two affective dimensions assessed in this study included participants’ comfort in
discussing dietary concerns with the dietitian and their perception of the dietitian’s ability
to relate to their nutrition problems. Normal weight participants were more comfortable
with the normal weight dietitian and also thought that the normal weight dietitian would

be better able to relate to their nutrition concerns. Obese participants were equally
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comfortable with the normal weight or obese dietitian, but thought that the obese dietitian
would be better able to relate to their concerns.

The ability to relate to a client’s concerns is a component of dietitian empathy,
which is vital to the nutrition counseling process (17). Squier (18) describes empathy, in
part, as “the ability to take another person’s point of view (p. 327).” Squier (18)
reviewed the role of empathetic understanding in the relationship between health
professionals and patients, and concluded that perceived empathy is necessary for
creating patient compliance with health behavior changes. Both participants’ comfort
with dietitians and participants perceptions of dietitians’ ability to relate to their concerns
are components of the interpersonal relationship between the dietitian and client. A more
effective counseling interaction may result when clients are comfortable with a dietitian
and think that the dietitian understands their personal concerns. In the case of these
affective dimensions, the weight status of both the dietitian and the participants were
relevant.

The most troubling result of this study is the effect of dietitian weight status on
the willingness of participants to begin nutrition counseling with a dietitian or refer others
to the dietitian. Participants were less willing to begin nutrition counseling with an obese
dietitian compared with a normal weight dietitian. This is an important area in which
overweight dietitians may face an initial barrier with both normal weight and obese
clients.

This was the first study to assess the effects of obesity in a health professional on
client perceptions of that professional. Research about the stigma of obesity within a

health care context has been remarkably one-sided up to this point. For this reason, there
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was limited research with which to compare results of the current study. Future research
should continue to explore effects of the weight status of health professionals (dietitians
and others) on clients’ or patients’ perceptions of the professionals. Future studies should
also focus on relating clients’ initial perceptions of dietitians to nutrition counseling
outcomes. Finally, it will be important to investigate potential ways of moderating the
initial negative effects of dietitian overweight status in circumstances where negative
perceptions exist.

The research design for this study resulted in a large degree of experimental
control, which strengthened the assessment of the independent effects of dietitian weight
status and self-disclosure about weight on participants’ perceptions of dietitians. On the
other hand, the analogue methodology used in this study is also a limitation. Results may
not be generalizeable from the research setting to actual nutrition counseling situations.
Another limitation of the current study is the quite homogenous participant sample. All
of the participants in this study were Caucasian women between the ages of 25 and 50,
who were generally well educated with adequate household incomes. Thus, results may
not be representative for men, other racial/ethnic groups, other age groups, and/or those
of lower socioeconomic status. A final limitation of the current study is the relatively
small sample size. Although the total sample consisted of 160 participants, there were
only 20 participants in each of the 8 experimental conditions.

In conclusion, results of this study have important implications for registered
dietitians who are overweight or obese. A dietitian’s weight status may not always be a
relevant factor in client perceptions of the dietitian. When dietitian weight status is

related to client perceptions of the dietitian, the perception is likely to be context-specific
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and/or dependent upon the weight status of the client. Overweight individuals are more
likely to be involved in weight-related nutrition counseling with a dietitian, and it appears
that dietitian weight status may matter least to these clients. In fact, perceptions of
dietitian empathy may be increased when both the dietitian and client are overweight.
Additionally, dietitians who have been previously overweight and lost weight may be
perceived as better role models by both normal weight and obese clients.

There were negative attitudes expressed toward obese dietitians in this study.
Notably, obese dietitians were rated less effective in counseling clients in weight-related
contexts. Most troublesome was the fact that clients may be less willing to begin
nutrition counseling with an obese dietitian. In these situations, overweight or obese
dietitians may face an additional barrier in initial interactions with clients that normal
weight dietitians do not face. In general, however, the attitudes toward obesity in this
study were not as negative and/or pervasive as those that have been reported previously

in a variety of contexts.
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Abstract
Objective: To determine if participants’ health locus of control beliefs were
significant predictors of participants’ perceptions of registered dietitians.
Design: A simulated nutrition counseling situation was developed in which
participants were shown a photograph of a dietitian and then listened to an audio
recording of an overview of nutrition counseling supposedly prepared by the
dietitian. Participants were subsequently asked to evaluate the dietitian.
Participants’ internal, powerful others, and chance health locus of control beliefs
were assessed with the Multidimensional Health Locus of Control (MHLC) Scale.
Participants’ MHLC Scale scores were then used as potential predictors of their
evaluations of dietitians.
Participants: A convenience sample of 160 normal weight and obese Caucasian
women between the ages of 25 and 50 was recruited from the general community.
Main outcome measures: The dependent variables were participants’ ratings of
the dietitian’s expertness, trustworthiness, and attractiveness as measured by the
Counselor Rating Form.
Statistical analyses: Predictive models for each of the dependent variables were
developed using stepwise regression procedures. Potential independent variables
for each model were participants’ scores on the internal, powerful others, and
chance dimensions of the MHLC Scale.
Results: Participants’ powerful others health locus of control scores were
positively related to their evaluations of the dietitian’s expertness, trustworthiness,

and attractiveness (p < .05 in each model), while their chance health locus of
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control scores were negatively related to their evaluations (p < .05 in each model).
These dimensions accounted for small, but significant amounts of the variability
in each dependent variable (model R? values of .05 - .07).

= Application: Client characteristics play an important role in their perceptions of
dietitians. Understanding the role of client characteristics in the nutrition
counseling relationship may lead to more effective counseling interventions and

better outcomes.

Introduction

Locus of control has been used as a cognitive predictor of various health
behaviors, including nutrition and dietary behaviors (1). The concept of locus of control
began with Rotter’s (2) social learning theory. Social learning theory states that the
likelihood that an individual will engage in a behavior is determined by the belief that the
behavior will result in a particular outcome and the value of that outcome to the
individual.

The locus of control construct was defined within this theoretical framework (3).
Locus of control orientation may be classified as internal or external. An internal locus
of control refers to the belief that outcomes are a result of personal behaviors, while an
external locus of control refers to the belief that outcomes are not a consequence of
personal actions, instead being controlled by outside forces. External locus of control has
been shown to be multidimensional, consisting of the powerful others (outcomes are the
result of the actions of powerful other people) and chance (outcomes are the result of

chance, fate, or luck) dimensions (4).
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AbuSabha and Achterberg (1) emphasized that locus of control is a domain
specific construct. Health is one such domain; health locus of control refers specifically
to beliefs about the ability to control health-related outcomes. Health locus of control has
also been shown to be a multidimensional construct, consisting of the internal, powerful
others (in this case, mainly health care providers), and chance dimensions (5).
Theoretically, those with high internal health locus of control beliefs would take an active
responsibility for their health, thus engaging in health promoting behaviors (6). On the
other hand, those with high chance health locus of control beliefs would be less likely to
engage in health promoting behaviors. The importance of high powerful others health
locus of control beliefs is less apparent.

Locus of control and/or health locus of control have been examined in relation to
a variety of health outcomes and health promoting behaviors (1, 7). Some researchers
have reported relationships among these constructs (6, 8, 9), while others have found no
relationships (10, 11).

It is theoretically plausible that health locus of control orientation may also be a
predictor of perceptions of health care professionals. Health locus of control dimensions
may individually or collectively represent an attitudinal predisposition toward health care
professionals. This predisposition, in turn, may influence the interaction between health
care providers and clients, thus affecting the outcome of health behavior counseling.
Heppner and Claiborn (12) have emphasized the importance of considering client
characteristics when assessing perceptions of psychological counselors. In addition,
Twemlow et al (13) reported that various patient attitudes were related to medical care

utilization and satisfaction with care from physicians. Thus, when assessing client
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perceptions of a health care professional, it is important to consider characteristics of both
the professional and the client that may influence these perceptions.

Only one published study was identified that examined the relationship of locus of
control or health locus of control to perceptions of a health care professional. Anderson
and Dedrick (14) found that degree of trust in a physician was positively associated with
the powerful others health locus of control dimension (r = .38, p <.01) and modestly
associated with the internal health locus of control dimension (r=.17, p <.05). Trustin
a physician was not significantly related to the chance health locus of control dimension.
In arelated study, Cashwell et al (15) found that clients with a higher internal locus of
control orientation (not health-specific) rated a psychological counselor as more
trustworthy. No other studies have addressed this potentially important topic.

The purpose of this study was to determine if participants’ health locus of control
beliefs were significant predictors of their perceptions of a health professional, in this
case a registered dietitian. The research question was as follows: Do participants’
internal, powerful others, and chance health locus of control beliefs significantly predict

their evaluations of registered dietitians?

Methods
Participants
This study was part of a larger study investigating the effects of dietitian weight
status, dietitian self-disclosure about personal weight issues, and participant weight status
on evaluations of registered dietitians (see Part III and Part IV of this dissertation for

results of the larger study). The sample for the study included 160 Caucasian women
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between the ages of 25 and 50. Eighty of the women were of normal weight, and 80 were
obese, as specified by the research design for the larger study. Participants were not
registered dietitians, were not currently receiving nutrition counseling from a dietitian,
and had not seen a dietitian for counseling within the past year.

Participants were recruited from the Knoxville, Tennessee area by newspaper
advertisements, flyers, and referrals. Participants received $20.00 for taking part in the
study. The University of Tennessee Institutional Review Board approved the study

protocol, and participants signed informed consent forms prior to beginning the study.

Instruments and Questionnaires
Multidimensional Health Locus of Control Scale

In this study, participants’ internal, powerful others, and chance health locus of
control orientations were used as potential independent variables predicting dietitian
evaluations. Health locus of control was assessed with the Multidimensional Health
Locus of Control (MHLC) Scale (Form B), which was developed to evaluate these three
dimensions of beliefs about the controllability of health outcomes (5). The MHLC Scale
consists of 18 items (6 items for each of the 3 dimensions) with a 6-point response scale
ranging from strongly disagree to strongly agree. Responses for the 6 items in each
dimension are summed, creating a score for each of the three dimensions for each
participant. Potential scores range from 6 to 36 for each dimension. Alpha reliabilities
for the 3 dimensions of the MHLC Scale (Form B) were reported as .71 for the internal
health locus of control dimension, .69 for the chance health locus of control dimension,

and .72 for the powerful others health locus of control dimension (5).
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Counselor Rating Form

The dependent variables in this study were participants’ perceptions of dietitian
expertness, attractiveness, and trustworthiness. These three characteristics were assessed
with the Counselor Rating Form (CRF) (16). The CRF consists of 36 pairs of bipolar
adjectives, 12 items for each of the 3 dimensions. Participants (or clients) evaluate a
counselor by rating the counselor on a 7-point scale for each of the 36 adjective pairs.
Responses for the 12 items in each dimension are summed, producing a score for each of
the 3 dimensions for each participant. Potential scores range from 12 to 84 for each
dimension. Reliability coefficients for each of the three CRF dimensions were .87 for
expertness, .85 for attractiveness, and .91 for trustworthiness (17).

Strong (18) has described each of the characteristics measured by the CRF.
Expertness refers to the perception of the counselor as a source of valid information and
assistance. Trustworthiness refers to a counselor’s perceived honesty, sincerity,
openness, and lack of self-interest. Attractiveness, as measured by the CRF, refers to
social or interpersonal, rather than physical, attractiveness. Attractiveness in this
perspective includes a client’s perceived liking for, compatibility with, and similarity to a
counselor. Clients’ initial perceptions of these qualities in counselors have been
investigated, and higher counselor scores on each of these dimensions were associated
with better counseling outcomes (19). Relationships between perceived counselor
expertness, trustworthiness, and attractiveness and client satisfaction and/or continuation
with counseling have also been reported (20-22).

The CRF has been used in many studies assessing client perceptions of counselor

characteristics within a psychological counseling context. Dietitians often play the role
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of nutrition counselors, and nutrition counseling is similar in many ways to psychological
counseling. Dietitians may work within the same theoretical contexts and utilize many of
the same techniques that psychological counselors use (23-29). Assuming that the
characteristics shown to be important for a psychological counselor are also important for
a registered dietitian, or nutrition counselor, the CRF was chosen as an appropriate rating

instrument for this study.

Data Collection Procedures

Data were collected during a single interview that lasted approximately 30
minutes. During the interview, participants were presented with a photograph of a
registered dietitian. In accordance with the larger study design, participants saw a
photograph of either a normal weight or obese dietitian. Participants then listened to a
short audio recording in which the dietitian provided a general overview of the nutrition
counseling process. The overview included a discussion of situations in which a client
might receive nutrition counseling from a registered dietitian, assessment of food intake
and eating behaviors, setting goals for nutrition counseling, nutrition knowledge and
behavioral skill building, barriers to dietary change, evaluation of nutrition counseling
progress, and follow-up to nutrition counseling. Also in accordance with the larger study
design, some participants heard a version of the audio recording that also contained self-
disclosure about personal weight issues by the dietitian.

After observing the dietitian photograph and listening to the audio recording,
participants completed each of the instruments. The MHLC was explained as a

questionnaire about participants’ health beliefs. In completing the CRF, participants
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were asked to rate the dietitian seen in the photograph and heard in the audio recording,

based on their initial impressions after listening to the script.

Statistical Analyses

SAS (version 8.2, 1999-2001, SAS Institute Inc., Cary, NC) was used for all
statistical analyses. Means and standard deviations were computed for each of the
MHLC Scale dimensions and other variables of interest. Correlations among the MHLC
Scale dimensions were also calculated. Predictive models were developed using dietitian
expertness, trustworthiness, and attractiveness as measured by the CRF as 3 separate
dependent variables. Potential independent variables predicting these dietitian qualities
were scores on the internal, powerful others, and chance dimensions of the MHLC Scale.
Models were created using stepwise regression procedures, and only independent

variables significant at a probability level of 0.05 were retained.

Results
Participant Characteristics
The average age of the women in this study was 36.68 + 7.85 years of age. The
participants were generally well educated, with some college experience on average. The
average annual household income was approximately $40,000 per year. Table 1 provides
mean scores for each of the MHLC Scale dimensions for the total study sample, and for
the normal weight and obese participant groups. Normal weight and obese participants

did not differ significantly on scores for any of the 3 dimensions.
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Table 1. Means and standard deviations for each Multidimensional Health Locus of Control
(MHLC) Scale dimension for the study sample.

Total Normal Weight Obese
MHLC Scale Sample Participants Participants
Dimension (n =160) (n=80) (n =80) P Value®
Internal 27.43 £ 3.60 27.66 + 3.66 27.19 £ 3.55 41
Powerful Others 19.05 + 4.63 18.58 + 4.68 19.53 £ 4.55 19
Chance 16.54 £4.52 16.03 + 4.46 17.06. +4.55 15

2 P values correspond to the test of difference between normal weight and obese participants

for each characteristic.
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Correlations

Table 2 presents the intercorrelations among the MHLC Scale dimensions. The
internal and chance dimensions were negatively correlated. The chance and powerful
others dimensions were positively correlated. Both of these relationships were modest
but significant. The internal and powerful others dimensions were not significantly

correlated.

Predictive Models

Table 3 presents the final models predicting dietitian expertness, trustworthiness,
and attractiveness. Models for each of these dependent variables contained the same two
predictors. In each case, participants’ powerful others health locus of control score was
positively related to dietitian evaluations (p < .05 in each model). Participants’ chance
health locus of control score was negatively related to dietitian evaluations (p < .05 in
each model). Thus, a higher belief in the importance of powerful others in determining
health outcomes and a lower belief in the importance of chance was related to higher
ratings of dietitian expertness, attractiveness, and trustworthiness. The predictive models
for expertness, attractiveness, and trustworthiness had R? values of 0.06, 0.05, and 0.07,

respectively.

Discussion
This study was the first to examine perceptions of a registered dietitian as a
function of participants’ health locus of control orientation. Results of this study

indicated that the external dimensions of health locus of control, powerful others and
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Table 2. Intercorrelations among Multidimensional Health Locus of Control (MHLC)
Scale dimensions.

MHLC Scale Internal Powerful Others Chance
Dimensions
Internal - r=(+).09 r=(-).23
p=.25 p=.003
Powerful Others --- --- r=(+).21
p=.008

Chance --- --- -
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Table 3. Final regression models predicting Counselor Rating Form (CRF) dimensions.

Dependent Variable: Expertness
Model R? =.0592

Independent Variables i P Value
Participant Powerful Others HLC" Score (+) 0.27 .03
Participant Chance HLC Score (-)0.33 .009
Dependent Variable: Attractiveness

Model R? =.0535
Independent Variables i P Value
Participant Powerful Others HLC Score (+)0.43 01
Participant Chance HLC Score (-)0.32 .05

Dependent Variable: Trustworthiness

Model R? =.0703
Independent Variables i} P Value
Participant Powerful Others HLC Score (+) 0.27 .05
Participant Chance HLC Score (-) 0.44 .002

2 HLC: health locus of control.
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chance, were significant predictors of participants’ perceptions of registered dietitians’
expertness, attractiveness, and trustworthiness. In each case, a higher score on the
powerful others dimension was related to more positive evaluations of the dietitian, while
a higher score on the chance dimension was related to more negative evaluations of the
dietitian. Internal health locus of control was not significant in any of the predictive
models. Thus, dietitians were perceived most positively in terms of expertness,
attractiveness, and trustworthiness by participants who scored higher on the powerful
others dimension and lower on the chance dimension. Each of these predictive models
accounted for a relatively small amount of the variability in dietitian expertness,
attractiveness, and trustworthiness, with only 5 to 7% of the variance explained.
Independent variables not investigated in this study obviously account for most of the
variability in each of these dependent variables. AbuSabha and Achterberg (1) have also
emphasized that locus of control, used as the sole cognitive predictor of health behaviors,
will not predict a large percentage of behavioral outcomes.

Results of this study are consistent with portions of a previously reported study.
Anderson and Dedrick (14) found that patients’ powerful others health locus of control
orientation was positively related to their degree of trust in a physician. However, these
authors also reported that patients’ internal health locus of control orientation was
positively related to degree of trust in a physician. In arelated study of clients’
perceptions of psychological counselors, Cashwell et al (15) found that clients with more
of an internal locus of control orientation (not health-specific) rated a counselor higher in
trustworthiness. Results of the current study do not support a relationship between

internal health locus of control orientation and evaluation of a registered dietitian.
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The majority of the research using the MHLC Scale to assess the relationship

between health locus of control and health behaviors has focused on the role of the
internal health locus of control dimension, with higher internal beliefs hypothesized to
predict performance of various health behaviors (30). Studies of this hypothesis have
produced mixed results. In the context of the present study, only the external health
locus of control dimensions were significant predictors of evaluations of registered
dietitians.

A limitation of this study is the analogue design, which refers to an experimental
study set up to resemble a counseling situation (12). Participants were not actual clients
involved in nutrition counseling with a registered dietitian, and no nutrition counseling
outcomes were examined. This limits the generalizability of results beyond the research
setting. In addition, the participants were all Caucasian women, 25-50 years of age, who
were, on average, well educated with adequate household incomes. Thus, results of this
study cannot be generalized to other groups.

The main conclusion of this study is that a characteristic of participants,
specifically external health locus of control orientation, played a significant role in their
perceptions of registered dietitians. These results suggest that clients’ health locus of
control orientation may potentially affect nutrition counseling outcomes via its affect on
perceptions of dietitians. Future research should focus on further defining the role of
client characteristics, dietitian characteristics, and the interaction of the two on nutrition
counseling outcomes. Understanding the role of client characteristics in the nutrition
counseling relationship may lead to more effective counseling interventions and better

outcomes.
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Appendix A:

Recruitment Flyer
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Study Participants Needed
UT Department of Nutrition

Women of various weight groups are needed
to participate 1n a study about the evaluation
of Registered Dietitians.

Make $20 for about 30 minutes of your
time!

If you meet the following requirements, call
Wendy at 974-XXXX for more information.

e Female

e Age 25— 50 years
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Appendix B:

Newspaper Recruitment Advertisement
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Newspaper Recruitment Advertisement
UT Nutrition Department seeks women of various weights, ages 25-50, to participate in a

nutrition study. Make $20.00 for 30 minutes of your time! Call Wendy at 974-XXXX.



133

Appendix C:

Dietitian Photographs and Descriptions
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The woman in this photograph is a Registered Dietitian with a Master’s
degree in nutrition. She has 5 years of nutrition counseling experience.
In the audio recording you are about to hear, this dietitian will
introduce herself to you and give you a brief overview of nutrition
counseling.
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The woman in this photograph is a Registered Dietitian with a Master’s
degree in nutrition. She has 5 years of nutrition counseling experience.
In the audio recording you are about to hear, this dietitian will
introduce herself to you and give you a brief overview of nutrition
counseling.
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Appendix D:

Scripts for Audio Recordings
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Script for Audio Recording Containing No Dietitian Self-Disclosure

[To be used with the photographs of both the normal weight and obese dietitians in the
no self-disclosure condition]

Hello. I would like to take a few minutes to introduce myself to you and tell you
a little about what is involved in the nutrition counseling process. My nameis ____ |,
and I am a Registered Dietitian with a Master’s degree in nutrition. I have been
providing nutrition counseling for the past 5 years, trying to help people change their
eating habits in ways that promote better health and quality of life.

There are many reasons why clients might consult a dietitian for nutrition
counseling. Clients may receive nutrition counseling for the prevention or treatment of
heart disease, treatment of high blood pressure, or treatment of diabetes. They may be
interested in learning how to reduce cancer risk through diet. Clients may seek nutrition
counseling for the treatment of overweight, or, on the other end of the spectrum, for the
treatment of eating disorders. Clients may be interested in learning about healthy eating
during pregnancy or breastfeeding, or about how to feed their infants, children, or
families better. Athletes may want nutrition counseling in the hopes of improving
athletic training and performance. Finally, clients may receive nutrition counseling about
dietary changes that are necessary as a result of specific diseases or problems, such as
intestinal or kidney diseases.

Regardless of the reason a client is involved in nutrition counseling, the goal of
the nutrition counseling process is to help clients make and maintain positive changes in

their eating habits. During the nutrition counseling process, the dietitian provides a
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temporary support system that encourages clients to make behavior changes, with the
clients ultimately accepting personal responsibility for their eating behavior and
maintaining permanent dietary lifestyle changes.

So what happens when a client is involved in nutrition counseling? I begin
nutrition counseling with an assessment of the client’s health status, lifestyle, and current
eating behaviors, as well as the client’s thoughts and feelings about food. It is important
for me to understand what the client is eating and why he or she chooses those foods.
There are usually many things that influence what people eat, including things in the
environment that prompt eating and what people are thinking and feeling. For example,
people may eat in response to a commercial on TV or they may eat when they are bored
or depressed. In general, clients are not simply eating in response to hunger.

In order to help the client make dietary changes, it is important for me to
understand what his or her current eating behavior is like and why. During this stage of
counseling, the client is typically asked to monitor his or her usual food intake, as well as
the circumstances surrounding eating. This monitoring includes recording not only what
and how much food was eaten, but also where food was eaten, who was present when the
food was eaten, what other activities the client was participating in while eating, how
hungry the client was before, during, and after eating, and any other emotions the client
was experiencing before, during, and after eating. I try to understand the client’s whole
experience with food from his or her own point of view, including thoughts, feelings, and
behaviors about food. Once I have gathered all of this information from the client about
his or her health needs, lifestyle, and current eating behaviors, I can help the client

determine what type of dietary program would be best.
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Next, the client and I work together to decide on reasonable goals for dietary
change. Goals may address changes in eating behaviors or changes in thoughts and
feelings about food. It is important for the client to have an active role in this goal-setting
process. I try to help clients set dietary goals that are specific, realistic, and attainable,
but still meaningful. In addition, it is important that any dietary program that I
recommend to a client be tailored to fit his or her own current lifestyle as much as
possible.

Once the goals for dietary change are set, I help the client gain both the
knowledge and skills necessary to meet those goals. I don’t just give advice or give
clients a diet regimen to follow. I make sure that clients have all of the nutrition
knowledge that they need to make positive dietary changes for better health. Then I also
ensure that they have the skills necessary to actually make the changes in their eating
behaviors. It is difficult for clients to change eating habits that have been in place usually

for years. Changing eating behaviors takes time, thought, and practice.

[Insert self-disclosure statement here, if applicable]

As the client works on making dietary behavior changes, we explore barriers that
are preventing him or her from making changes and meeting goals that were set. Many
things can be barriers to dietary change. For example, one common barrier that clients
often face is a perceived lack of support for dietary changes from friends or family
members. Another example is difficulty making healthy food choices when dining out or

in social settings. The client and I work together as problem-solvers, trying different
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strategies to address these barriers to behavior change until we identify what works for
that particular client. Over time, the client is hopefully able to make and maintain
positive changes in his or her eating habits, meeting the goals that were set at the
beginning of nutrition counseling. As nutrition counseling comes to an end, the client
and I evaluate the progress that has been made. After the nutrition counseling is
completed, I follow-up with the client for a while in the “real world” to help ensure that

he or she maintains the dietary changes that been made.
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Script for Audio Recording Containing Dietitian Self-Disclosure
About Past History of Overweight

[To be used with the photograph of the normal weight dietitian in the self-disclosure
condition]
This script was the same as the original script, except that the following self-

disclosure statement was inserted where indicated:

I know from personal experience just how difficult it can be for clients to make
changes in eating habits. For example, although I am currently at a healthy weight, I was
overweight in the past. In fact, although I’ve maintained my current weight for about 3
years now, at my heaviest weight I weighed about 65 pounds more than what I do now.
Being a dietitian, I know how to eat a healthy diet. However, I recognize that knowing
what to do and actually doing it are two entirely different matters. I know that it takes
time and a lot of hard work to change dietary behaviors and then actually maintain the

new eating habits.
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Script for Audio Recording Containing Dietitian Self-Disclosure
About Current Overweight Status

[To be used with the photograph of the obese dietitian in the self-disclosure condition]

This script was the same as the original script, except that the following self-

disclosure statement was inserted where indicated:

I know from personal experience just how difficult it can be for clients to make
changes in eating habits. For example, I am currently overweight, and have actually
struggled with my weight for most of my adult life. Being a dietitian, I know how to eat
a healthy diet. However, I recognize that knowing what to do and actually doing it are
two entirely different matters. Sometimes I have difficulty following through on making
healthy choices, although I am always trying to improve my eating behaviors. So, I deal

with some of the same problems that many of my clients face on a daily basis.
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Appendix E:

Counselor Rating Form
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Counselor Rating Form (Revised Form)
Listed below are several scales that contain word pairs at either end of the scale
and seven spaces between the pairs. Please rate the counselor you just saw on each of the
scales.

If you feel that the counselor very closely resembles the word at one end of the
scale, place a check mark as follows:

fair : : i ¥ : : X unfair

OR

fair X : : : : : : unfair

If you think that one end of the scale quite closely describes the counselor, then
make your check mark as follows:

rough : X : : : : smooth

OR

rough 3 : : : 1 X ¢ smooth

If you feel that one end of the scale only slightly describes the counselor, then
check the scale as follows:

active : : X : : : passive

OR

active : : : D, : passive

If both sides of the scale seem equally associated with your impression of the
counselor or if the scale is irrelevant, then place a check mark in the middle space:

hard . C . O . g soft

Your first impression is the best answer.

PLEASE NOTE: PLACE CHECK MARKS IN THE MIDDLE OF THE SPACES

Copyright ©, M.B. LaCrosse and A. Barak, 1974, 1975. Not to be reproduced without
permission.



Counselor Rating Form

agreeable disagreeable
unalert alert

analytic diffuse
unappreciative appreciative
attractive unattractive
casual formal

cheerful depressed

vague clear

distant close

compatible incompatible
unsure confident
suspicious believable
undependable dependable
indifferent enthusiastic
inexperienced experienced
inexpert expert
unfriendly friendly
honest dishonest
informed ignorant
insightful insightless
stupid intelligent

145
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unlikeable

likeable

logical

illogical

open

prepared

closed

unprepared

unreliable

reliable

disrespectful

respectful

irresponsible

selfless

responsible

selfish

sincere

insincere

skillful

unskillful

sociable

unsociable

deceitful

straightforward

trustworthy

untrustworthy

genuine

phony

warm

cold
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Appendix F:

Dietitian Rating Questionnaire
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Dietitian Rating Questionnaire

Instructions: Please respond to each of the following statements or questions about the
registered dietitian you just saw in the photograph and heard in the recording. Circle the
number that corresponds to your opinion. Your first impression is the best answer.

1. I would be willing to begin nutrition counseling with this dietitian or would
be willing to refer my family and/or friends to this dietitian.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

2. This dietitian is knowledgeable about nutrition and eating behaviors.

1 2 . 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

3. This dietitian would be an effective nutrition counselor in terms of helping
clients to reach their dietary goals.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

4. This dietitian is a good role model for healthy eating behaviors.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

5. I would feel comfortable discussing my eating habits and dietary concerns
with this dietitian.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree
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6. This dietitian would be able to relate to my nutrition and dietary problems.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

7. How effective do you think this dietitian would be in counseling clients in
each of the following circumstances?

a. Prevention and treatment of heart disease

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

b. Treatment of high blood pressure

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

c¢. Treatment of eating disorders

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

d. Treatment of diabetes

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective Effective Effective

e. Prevention of cancer risk

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective
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f. Treatment of overweight and/or obesity

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

g. Guidance on nutrition during pregnancy and/or breastfeeding

1 Zz 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

h. Guidance on infant and/or child feeding

1 p) 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

i. Guidance on nutrition for athletic training and performance

1 2 3 4 5 6
Very Ineffective  Slightly Slightly Effective Very
Ineffective Ineffective  Effective Effective

8. How would you describe the weight of the dietitian in the photograph?

______Very underweight
____ Slightly underweight
______About average
_____ Slightly overweight
____ Very overweight

9. Please estimate the weight of this dietitian: pounds
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Appendix G:

Multidimensional Health Locus of Control Scale (Form B)
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Multidimensional Health Locus of Control Scale (Form B)

1. IfI become sick, I have the power to make myself well again.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

2. Often I feel that no matter what I do, if I am going to get sick, I will get sick.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

3. IfIsee an excellent doctor regularly, I am less likely to have health problems.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

4. It seems that my health is greatly influenced by accidental happenings.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

S. I can only maintain my health by consulting health professionals.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

6. I am directly responsible for my health.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree
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7. Other people play a big part in whether I stay healthy or become sick.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

8. Whatever goes wrong with my health is my own fault.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

9. When I am sick, I just have to let nature run its course.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

10. Health professionals keep me healthy.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

11. When I stay healthy, I’m just plain lucky.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

12. My physical well-being depends on how well I take care of myself.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree
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13. When 1 feel ill, I know it is because I have not been taking care of myself

properly.
1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

14. The type of care I receive from other people is what is responsible for how
well I recover from an illness.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

15. Even when I take care of myself, it’s easy to get sick.

1 . 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

16. When I become ill, it’s a matter of fate.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

17. I can pretty much stay healthy by taking good care of myself.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree

18. Following doctor’s orders to the letter is the best way for me to stay healthy.

1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree
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Appendix H:

General Information Questionnaire
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General Information Questionnaire

Instructions: Please respond to each of the following questions by checking or writing
in the answer as indicated.
Part 1. Demographic Questions:
1. What is your marital status (check one)?
_____ Single
______ Married
____ Separated
_____ Divorced
_ Widowed
2. What is the highest level of education you have completed (check one)?
___ Lessthan 7" grade
____ Junior high school
______ Some high school
______High school graduate
______ Some college or specialized training
____ College graduate
____ Graduate school or professional training

3. What is your occupation?
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. What is the highest level of education your spouse (if applicable) has

. What is your spouse’s (if applicable) occupation?

completed (check one)?
___ Lessthan 7" grade
___ Junior high school
______ Some high school
_____ High school graduate
Some college or specialized training
_____ College graduate

____ Graduate school or professional training

. What is your current gross household income per year (check one)?

______ Below $10,000
____$10,001 to $20,000
____ $20,001 to $30,000
____$30,001 to $40,000
____$40,001 to $50,000
______$50,001 to $60,000
____$60,001 to $70,000
_____$70,001 to $80,000
____$80,001 to $90,000
____ $90,001 to $100,000

______Over $100,000
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Part II. Nutrition Counseling History Questions:

7. Have you ever received nutrition counseling from a registered dietitian?
_Yes _ No
If YES, continue to the next question. If NO, skip to Question # 12.

8. When did you receive nutrition counseling from this dietitian?

Month Year

9. Why were you receiving nutrition counseling from this dietitian?

10. How satisfied were you with your interactions with this dietitian (check one)?
____ Very satisfied
__ Satisfied
_____Neutral
_____ Dissatisfied
____ Very dissatisfied
11. How would you describe the weight of this dietitian (check one)?
_____Very underweight
_____ Slightly underweight
_____About average
_____ Slightly overweight

Very overweight
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Part II1. Dieting and Weight History Questions:

12. How would you describe your current weight (check one)?
_____ Very underweight
______ Slightly underweight
______Aboutaverage
______ Slightly overweight
______Very overweight
13. What is/was your lowest weight as an adult?
pounds
14. What is/was your highest weight as an adult?
___pounds

15. Have you ever tried to lose weight by following a weight-reduction diet of any
kind?

Yes No

If YES, continue to the next question. If NO, the questionnaire is complete.

16. Please estimate the number of times that you have tried to lose weight as an
adult (check your best estimate).

_ 1to3times
_ 4to6times
__T7to9times
______ 10 or more times

17. Are you currently trying to lose weight by following a weight-reduction diet
of any kind?

Yes No
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Appendix I:

Telephone Script and Pre-Interview Questionnaire
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Telephone Pre-Interview Script and Questionnaire

Hello. Thank you for calling. My name is Wendy Bounds, and I am a doctoral student in
the Department of Nutrition at the University of Tennessee. I am doing a study about
factors related to the evaluation of registered dietitians by women of different weights.
Women who take part in this study will meet with me for an interview that will take
approximately one hour and will be paid $20.00 for completing the study.

Are you interested in hearing more about the study? Yes No

If YES, proceed to the following:

During the interview, participants’ height and weight will be measured. Then,
participants will be shown a photograph and description of a registered dietitian. After
viewing the photograph, participants will listen to a brief audio recording that includes an
introduction of the dietitian and a discussion about what happens during nutrition
counseling. After listening to the audio recording, participants will be asked to evaluate
the dietitian they saw in the photograph and heard in the audio recording. They will also
be asked about their own health beliefs. Finally, participants will be asked some general
questions about marital status, level of education, occupation, income, experience with
nutrition counseling, and weight and dieting history.

Are you interested in participating in the study? Yes No

To make sure that you qualify to participate in the study, I need to ask you a few more
questions. Ask the questions below.

1. Confirmgender, =~ Female _ Male
2. Whatis your age? Years
3. Whatisyourheight?  Feet _ Inches
4. What is your weight? Pounds
Calculated BMI: kg/m’
5. Areyoucurrently pregnant? _ Yes _ No

6. How do you describe your race or ethnicity?

7. What is your occupation?
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8. Have you been involved in nutrition counseling with a registered dietitian within

the past 12 months (including currently)? _ Yes No

Is the caller eligible to participate in the study? _ Yes No

If caller is eligible to participate in the study, schedule the data collection interview. If
the caller is not eligible to participate after responding to the preliminary questionnaire,
relay this to her and thank her for her time.

Interview DayandDate: M T W R F Sa Su

Interview Time: am/pm

Interview Place (address and directions if applicable):

Name:

Contact Phone Number:  ( ) day / evening
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Appendix J:

Informed Consent Form
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INFORMED CONSENT STATEMENT

Factors Related to the Initial Impression and Evaluation of Registered Dietitians
INTRODUCTION

You are invited to participate in a research study. The purpose of this study is to
investigate how characteristics and behaviors of registered dietitians are related to the
way women of different weights evaluate the dietitians.

INFORMATION ABOUT PARTICIPANTS’ INVOLVEMENT IN THE STUDY

Your participation in this study involves one interview that will take approximately one
hour. During this interview, your height and weight will be measured. You will then be
shown a photograph and description of a registered dietitian. After viewing the
photograph, you will listen to a brief audio recording that includes an introduction of the
dietitian and a discussion about what happens during nutrition counseling. After listening
to the audio recording, you will be asked to complete 2 questionnaires in which you
evaluate the dietitian you saw in the photograph and heard in the audio recording. You
will then be asked to complete a questionnaire about your own health beliefs. Finally,
you will be asked some general questions about your marital status, level of education,
occupation, income, experience with nutrition counseling, and weight and dieting history.

RISKS

The risks associated with participation in this research study are minimal. No risks
greater than those ordinarily encountered in daily life are anticipated.

BENEFITS

There are no real benefits of participation in this research project other than contributing
to the body of knowledge in the area of nutrition counseling. Results of this study will
provide information about how clients perceive registered dietitians. A better
understanding of these perceptions may provide a basis for improving the quality of
interactions between dietitians and clients.

CONFIDENTIALITY

All records relating to your participation in this study will be treated with strict
confidence. A code number will be assigned to each participant, and code numbers rather
than names will be used on data forms. The coding sheet linking individual names with
code numbers will be destroyed within 6 months of the completion of the study. All data
forms will be stored in a locked file cabinet in Room 101 of The Graduate Center for
Human Ecology. Data will be made available only to the principal investigator and the
faculty advisor unless you specifically give permission in writing to do otherwise. Oral
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or written reports of study results will be for group data only and will not be linked in any
way to individual participants.

COMPENSATION

You will receive $20.00 for completing this study. You will be paid at the completion of
the data collection interview. You will be asked to sign a receipt and will be given a
copy of the receipt.

EMERGENCY MEDICAL TREATMENT

The University of Tennessee does not “automatically” reimburse participants for medical
claims. If physical injury is suffered in the course of research, please notify the
investigator in charge, Wendy Bounds, at (865) 974-4205.

CONTACT INFORMATION

If you have questions at any time about the study or the procedures, or if you experience
adverse effects as a result of participating in this study, you may contact the principal
investigator, Wendy Bounds, at Room 101 of The Graduate Center for Human Ecology
or by phone at (865) 974-4205. You may also contact the faculty advisor, Dr. Jean
Skinner, at Room 213 of the Jessie Harris Building or by phone at (865) 974-6244. If
you have questions about your rights as a participant, contact the Compliance Section of
the Office of Research at (865) 974-3466.

PARTICIPATION

Your participation in this study is voluntary; you may decline to participate without
penalty. If you decide to participate, you may withdraw from the study at any time
without penalty and without loss of benefits to which you are otherwise entitled. If you
withdraw from the study before data collection is completed, your data will be returned to
you or destroyed.

CONSENT

I have read the above information. I have received a copy of this form. I agree to
participate in this study.

Participant’s signature Date

Investigator’s signature Date
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