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Abstract

Dietary habits form an important aspect of health promotive behaviour among people at
risk for cardiac diseases. The change in eating habits, with self monitoring and without
self monitoring was assessed before, during and after the dietary intervention among the
sample (n-18) of subjects who were at risk for coronary heart dieseases. The specific
changes in their eating habits are discussed at different stages of intervention for self

monitored. group and comparison group.

One of the major risk factors

!assocnated with health issues is diet on
-particular food. Adapting a particular

diet pattern or dietary lifestyle forms a
major intervention strategy in health

promotion and prevention of degenera- - -

tive ‘diseases like CHD, Cancer Ulcer
etc These interventions aim at:

i) Those activities which produce
- dietary change among participants.

i'i) ~ The change in the eating,'behaviour
should affect the indices of risks
for diseases.

iii) ~ Finally such reduction of risks
should also result in decreased
morbidity and mortality.

~The aim of this study is to develop
nutritional activities that will succeed in
producing changes in eating habits. The
eating behaviour, which consists of
constellation of habits which are ac-

" quired over years, can be modified using

learning  principles. It is not only the
quantity and type of food that is con-
sumed, the place and time are also

multifold factors which come under the
perview of Diet Counselling.

According to the social learning
theory, behaviour change requires social
and environmental support and mastery
of experience to sustain new behaviours.
Eating habits are highly resistant to
changes because they are imbibed from
childhood. The behavnourally oriented
approach to change the dietary lifestyle
was also aimed at. Exposure to informa-
tion on appropriate social reinforcement
is not the only condition which facili-
tates the desired changes but, self regu-
lation and mastery over ones own habit
with good social support can sustain the
changes for longer duration (Carmody
et.al. 1986) Self-monitoring and self-
observation are basic control proce-
dures. The systematic recording and
monitoting provides an information feed-
back to the individuals to regulate their
behaviour. Thus, self—monitdring through
records has reinforcing property and
enables the individual to modify the
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undesirable behaviour. This technique

has been successfuly applied in modifi-
cation of eating behaviour, smoking and
exercise behaviour, obsessive compul-
sive disorder, marital relationship. (Foreyt,
et al 1979; Carmody et al 1986, Hunt
and Matarazzo 1973; Hall 1975). This
article reports the evaluation of self-
monitoring procedure in influencing the
dietary habits.

METHOD

The sample of the study consisted
of 18 subjects who were a part of long
term intervention on “Life style changes
in promoting health and personality
development”. These subjects were ex-
tensively screened on biomedical and
psychological parameters. The Bio-med-
ical parameters were height, weight, BP,
cardiovascular status, assessment by a
cardiologist. The psychological status
included  assessment “of stress level,
coping preference, Type ‘A’ behaviour,
and anger expression.

The nutritional programme formed
an important strategy in reducing health
risks and promoting health and positive
attitudes among these participants. The
observations of this programme have
been outlined in this article.

The mean age of the sample was

46.5 years with a standard deviation of
3.05. Counselling - involved different
phases, each phase having a rationale.

PHASE I (3 WEEKS)

Base line data .on diet habits for-

the total subjects, including dietary re-

~ call charts, were collected. Three weeks

data were obtained on each subject prior
to starting actual counselling.

.~ PHASE II (4 WEEKS)
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During this period all the subjects

- were given the information on role of

nutrition in health, ideas about compat-
ible food, appropriate eating habits etc.
The information was disseminated through
lectures and literature,

PHASE III (8 WEEKS)

~Individualised counselling on ap-
propriate diet and if necessary substi-
tutes recipes were provided.

PHASE 1V (12 WEEKS)

Three follow-up nutritional coun-
selling sessions were conducted in a
span of nine months, wherein the dietary

- habits recall was obtained and further
‘counselling was given to each subject.
“All the subjects had uniform exposure to

lectures, informaion brochures and coun-
selling sessions.

The adherence to the intervention
was requested by asking them to main-
tain dietary charts. The participants
differed only in their self-monitoring

* habits. The self-monitoring procedure

used in the study was behavioural dairy
of daily food intake in terms of quantity
and quality of food. The self-monitored
group also studied their consumption
pattern each day and evaluated its con-
tent and appropriateness. Thus, they had
an access to change or substitute the
food or a particular item in the later part
of the day or next day. They were asked




to follow specific time in recording their

food intake and also plan their next day -

- meals and adhere to it. TWenty~four

hours dietary recalll and dietary charts

were also used to check adherence to
dietary instructions. The 9 subjects who

- were regularly maintaining the dietary -

charts for a period of 82 weeks formed

the self-monitored group. The compari--

. son group consisted of 9 participants
who were not maintaining any diet
charts, who just recalled dietary intake at
the -appropriate interval when requested
by the investigator. They were exposed
.only to information and counselling.

Thus experimental group had self-
moynitoring charts for 82 weeks, whereas
the comparison group had 21 charts
~ spanning for a period of one and half
years. ‘

- The participants were evaluated

on health risk indices such as BP, ECG,

Blood Suga'r and on somatic symptom
checklists,  at ‘the end of . Nutritional
Counselling Programme.

The dietary charts of self-moni-

tored group and comparison groups
were analysed by a dietician and 15
variables - were identified for further
“statistical analysis.

I Calorie intake in terms of the
‘ caloric value of each food item
consumed /

Protein (gms)

Fat (gms)

Calcium (mg)

Vitamin A (1.U.)

Vitamin D (mg)

TP N N
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. Iron (mg) -

8. Sodium (gms)

- Further the food items were classified on

6 categories based on the desirability

“and undesirability of its consumption

and its consequences on health, namely,
1. Enefgy and carbohyd fate rich foods
2. Protein and calcium rich foods
3. Minerals and Vitamin rich foods
such as vegetables.
‘The following three categories
were considered as undesirable food

items which would increase the dietary
risks for diseases. They were

I. Rich snacks and fried foods - food"
items fried, grilled and had more
oil content contributed more to
the risk. '

2, Corbonated and caffeinated drinks
- soft drinks, and coffee fell into
this category.

3. Pickles and chutneys - the ingre-
dient of oil, coconut and salt being
high in these types of food items;
was undesirable for people who
are at risk for coronary diseases.

RESULTS & DISCUSSION

The diet charts were subjected to
homogeneity tests. The homogeneity of
the 2 groups was established on all
variables -except for Calorie, Calcium,
Vitamin and Iron intake. The MANOVA
and ANOVA revealed a significant
difference between the two groups on all
variables. Then the data were subjected.
to Duncan’s procedure.’




Table I Mean Values of Food Types Consumed over Different Time Interval

Food Value Self Monitored Group Comparison Group

Before - During After Before  During After
Calorie 1658.66 134333 1480.88 | 155844 171022  1463.00
Protein 43.22 30.00 32.55 25.33 22.33 23.33
Fat  33.93 27.35 21.55 33.33 37.44 ‘ 40.00
Calcium 1575.11 906.66  3347.77 707.33  1074.44 653.41
Vitamin-A 3405.77 161522 3884.11 | 202055 112922 1109.77
Vitamin-C 35.47 19.44 24.33 27.66 17.66 - 30.66
Iron 14.00 12.77 16.00 9.44 11.16 11.44
Sodium - 286.77 297.11 225.33 283.11 . 257.00  315.11

Mean caloric intake of the com-
parison group during the intervention
peirod was significantly higher (1710.22)
than the self-monitored group (1343.33)
with all other means inbetween. The
mean protein intake of the self-moni-
tored group (43.22 gms) was significant-
ly higher than the other groups at various
time intervals. However, their intake
reduced slightly (32.55 gms) after the
intervention. In the comparison group
protein intake remained the same. The
mean fat intake of the comparison group
(40.00 gms) after the dietery interven-
tion was significantly higher than self-

monitored group. Whereas the Mean fat.

intake for the latter group before and
after intervention (27.35 mgs & 21.55
mgs) respectively remained lower. The
mean calcium consumption of the self-
monitiored group was highest after the
intervention (3347.77) and lowest for
cdmparison group (653.41) during the
same period.
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Though self-monitored group had
relatively higher vitamin A consumption
they maintained it and for the compar-
ison ‘group it decreased significantly.
Both the groups were homogeneous in
the intake of calcium and sodium during
the period of intervention and after the
training. However the mean intake of
Iron was significantly higher (16 mgs)
for the self-monitored group after inter-
vention when compared to mean values
of comparison group throughout the
period of observation (9.04, 11.16 & -
11.44 mgs respectively).

The mean frequency of consump-
tion of food, which were classified into .
different kinds was also compared for
the two groups (Table II). The self-
monitored subjects had consumed sig-
nificantly higher level of rich fried
snacks during their baseline level 16.44
& 11.88 respectively). The consumption

- of protein and calcium rich foods among
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tlongpertod was higher than the mean

the training and on follow-up. The

consumptron of energy and carbohy—y

elf-monitored group during"the“intéri ,

. frequency. of comparrson subjects, after ;

mterventron perrod

Table III

In erven 10ns L

Calorle Intake Per Day (Kcals) of Two Groups :

o Q omparison G!;gup

Before
Durmg G

- After . r’
~ Follow up (1)‘ S
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3 The mamtenance of change m the

calorre mtake upto three follow-up peri-

L ods were also analysed Though the
mean calone intake of the comparison

Baselme mea 080.55 |
duced during and after the di

hymter—f L
M;ventxon But, there was no mamtenance:; =
- on the follow-up perlod because the v

, group was srgmﬁcantly hrgher on: thef

s

"mean calorle consumptlon of the eom- L




~ parison group shot up back to the

-monitored group there was a gradual

decrease in the mean intak durlng,~_
dlfferent phases of mterventnon and it
was consxstantly mamtamed durmg thef‘,‘, 5
 three following periods (1339.33, 148322

- and 1303 77 k.cals respectlve y)
CONCLUSION :

 The self—momtored subJects were‘ ‘
able to maintain the lower level of
~ calorie mtake even durmg the follow up

. phases

the consumptnon of the desxrable foods

such as protexn calcmm iron, whrch

were health promotlve There Was sig-

‘mf“ cant reductxon m the consumpt1on of

nch snacks fat intak
momtored group Thus the group :“fere
found to be adhermg to the ,dretary
: mstructlons m f‘more strongly than
the comparrson group o S

There was signific cant mcrease in

“individual can also notxce th

wellbemg Thexr keen dlscrr

Self—momtormg can’ play a Vltalm% i

original level. However for the self-  role in improving the adherence: a“dfl.,fij
i comphance in the. people as the inten-
sion to change the dxetary hablts can be‘:"y, .
‘\‘brought to behavroural level Mere‘f
_;_omstructlons w1th prescrlptlon lxke state— .

i,rnents will not be enough to reduce the‘

healt} risks such as hxgher cholestrol

'obesrty etc. The health psychologrsts‘ :
~ have to play a major role in changing
these behavioural risks associated with
; degeneratwe diseases by employmg the‘
‘behav1oural techmques Self-monitor-
ing mcreases mdrvndual s responsxblhty'
‘and the rmmedlate awareness and v1sual,

feedback “can enhance | control over“
one’s eatmg behavnour

As the eatmg hablts ch”‘ngej the
of food on his phy'sicalk and
power and self-perceptlon can help

them to estabhsh an 1deal dlet or food,
for one's own body
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