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Summary
Targeted new approaches are needed to facilitate healthy eating and halt the year-on-year rise of
obesity and diet-related diseases in children and adults. Evidence shows that childhood and adult
obesity negatively impacts short and long term health and well-being. Due to the high costs of
treating obesity and diet-related diseases, stimulating good family nutrition shows to be the most
realistic and cost-effective option in the long term.
However, current approaches in nutrition promotion are so focused on eliminating nutritional
risks, that little is known about the resources and strategies that facilitate healthy eating and how
these could be applied in family nutrition promotion. In the following research project proposal, we
will review how research can be applied to gain insight into the resources and strategies that
promote family nutrition within the context of everyday life, and to develop the rationale for a more
holistic health promotion view in nutrition promotion efforts.
The “salutogenic” framework will be used in this research project as the theoretical approach to
better understand the resources that facilitate healthy eating within everyday social and physical
contexts. The framework integrates theory on the origin of health, health-related practices, and
views people rather than experts as the principle initiators of change. Central to salutogenesis are
the resources that people use to deal with everyday stressors, which one can imagine are multiple
within the current “obesogenic” environment. Therefore, by using salutogenesis as the theoretical
approach, the overall objective of this research project will be to provide insight in the resources that
enable healthful eating in Dutch families, thereby contributing to the search for new nutrition
promotion efforts that combat obesity and overweight.
This research will be carried out through a mixture of research activities: exploratory research
including literature reviews, quantitative and qualitative research with families at the household
level, and scientific backstopping to identify the prerequisites for enabling social and physical
contexts for healthy family nutrition in the Netherlands. The research findings are expected to be
highly relevant for not only nutrition promotion, but also for dietary counseling, public health, and
nutrition research. The findings will aid science and practice in developing new methods and
approaches that support families in enabling resources from the social and physical contexts to
promote healthy family nutrition in the Netherlands.
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Poor nutrition is a major risk factor in the development of obesity (Nicklas et al 2001, Quatromani et
al 2002) and diet-related diseases such as diabetes (Misra and Ganda 2007, Schulze et al 2004) and
cardiovascular disease (Hu et al 2000, Kerver et al 2003). It has been estimated that 1.8 percent of
the total global disease burden can be attributed to inadequate consumption of fruits and vegetables
(Lock et al 2004). Moreover, poor dietary patterns, such as skipping breakfast and high soft drink
consumption, are shown to be strong predictors of the development of obesity in children and
adolescents (Croezen et al 2007, Johnson et al 2008, Nicklas et al 2003). This is a concern for both
public health and society as obesity causes a wide range of physical and mental health problems
(Freedman et al 1999), including reduced quality of life (Schwimmer et al 2003). Due to the high cost
of treating obesity and the myriad of diseases and problems it can cause, preventing obesity through
family-based nutrition promotion is shown to be the most realistic and cost-effective option in the
long term (Dietz and Gortmaker 2001, Goldfield et al 2001).
Current approaches typically take a “pathogenic” perspective to promote family nutrition. When
we say pathogenic, we mean the reduction of individual risk factors such as telling people what they
should avoid eating to reduce later risk of illness. Though relevant for patient care and cure, several
characteristics of this approach limit its relevance for family nutrition promotion. These approaches
typically fail to address how families can accomplish healthy eating within the physical and social
contexts of “real-life” eating practices (Bouwman and Woerkum 2009). Moreover, they tend to have
a singular focus on the relation between food practices and the physical dimension of health, rather
than a holistic health promotion view. Given the fact that healthy eating and other lifestyle-related
behaviors are learned and supported through expansive social environments (Koelen 2007, van der
Lucht and Lucht 2010), it is not surprising that these approaches have had limited success, and
obesity and diet-related chronic diseases continue to be widespread (Fox et al 2007, Wang et al
2008).
There has been recent discussion from science, public health and policy on utilizing and enabling
social (Christakis and Fowler, 2007) and physical (Thaler and Sunstein, 2009) contexts as a means to
combat obesity. Yet, little is known about how people use resources within and outside themselves
to shape their food practices and how these can be used to complement current nutrition promotion
strategies.
In order to understand how we can best promote the resources and strategies that support family
nutrition in Dutch families, it will be valuable to study families that are doing well and finding out
how they are coping so effectively. For example, not all families have developed poor eating habits
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and overweight. Why is it that in the face of the constant challenges of an “obesogenic” society,
there are those that still manage to sustain their intentions to eat healthy (Bouwman and Vaandrager
2010)? What resources and skills do these resilient families have which allow them to remain
healthy and slim whilst the waistlines of many others are expanding? Gaining greater insight into
these resources that support families in maintaining healthy dietary behaviors could have great
potential if applied to future family nutrition promotion (Williams et al 2011).
Therefore, it may be necessary to take an entirely different approach to family nutrition
promotion and to consequently manage the obesity epidemic (Swan et al, submitted for publication).
Instead of looking at the risk factors that create the problem, it is time to put new focus on
examining and developing approaches that form part of the solution (Van Woerkum and Bouwman,
submitted for publication).
In the following research project proposal, we first discuss how the theoretical approach will be
applied to this research to study resources which promote family nutrition in the context of everyday
life. Next, we discuss the research aim and questions. Then we give a brief description of how the
research will be carried out. Thereafter, we discuss how the knowledge acquired from this research is
to be shared, implemented, and consolidated. Lastly, we finish off with concluding remarks on the
expected research implications.
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The salutogenic framework for health development will be applied to this research to gain insight
into resources and strategies families use to “eat well”. Rather than looking at the pathogenic factors
that cause a disease or condition, the salutogenic approach examines and encourages the availability
of resources that promote health.
“Salutogenesis” was a concept developed by Aaron Antonovsky in the late 1970s whilst
conducting an epidemiological study on the effects of menopause on women who had undergone
stressful life events, such as survivors of concentration camps during the Second World War.
Antonovsky found that despite going through such a horrific experiences, some of these women
were able to maintain good health and lead a normal life (Antonovsky 1979). This fascinated
Antonovsky and inspired him to further study these women through qualitative research that
explored their sources of adaptability and resilience. This research acted as the foundation for
developing the salutogenic framework for health. The major concepts that make up the framework
are the General Resistance Resources (GRR) and the Sense of Coherence (SOC) constructs.

2.1 General Resistance Resource (GRR)
The GRRs are biological, material, and psychosocial resources that help make it easier for people to
perceive their lives as meaningful, comprehensible, and manageable. Some examples of GRRs are
things like money, self-esteem, social networks, and cultural traditions (Antonovsky 1987, Lindström
and Eriksson 2010). GRRs are not only individual resources, but also resources available within the
family, neighborhood, community, and society.
The availability and variety of these GRRs in a person’s life lead to the life experiences that
promote the development of the SOC. Antonovsky classified these as life experiences that are
consistent, have an underload-overload balance, and involve participation in socially valued decision
making. If a person has multiple GRRs at their disposal, and they are able to repeatedly use these in
a health promoting way when faced with various stressors, they will develop a strong SOC over time.

2.2 Sense of Coherence (SOC)
The SOC is made up of three different traits: meaningfulness (the motivation to cope with stress),
comprehensibility (the ability to comprehend the challenge before you), and manageability (the
belief that you have resources to help you) (Lindström and Eriksson 2006). The SOC was defined by
Antonovsky as, “a global orientation that expresses the extent to which one has a pervasive,
enduring, though dynamic feeling of confidence” (Antonovsky 1987). Moreover, the SOC is not only
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about having these resources at one’s disposal, but the ability to identify and use them in a way that
benefits one’s health (Lindström and Eriksson 2010).
Antonovsky developed a scale to measure the strength of the SOC, called the Orientation to Life
Questionnaire. Since these SOC scales were originally devised by Antonovsky in the 1980s, they have
been translated into at least 33 languages in 32 countries with at least 15 different modified versions
of the questionnaire available, including a Family SOC scale (Eriksson and Lindström 2005). These
scales measure the strength of the three traits that compromise the SOC: meaningfulness,
comprehensibility, and manageability. These SOC scales have been found to be highly reliable, valid,
and cross-culturally applicable instruments to assess how people cope with stressful situations and,
as a result, stay healthy (Eriksson and Lindström 2005). These findings harmonized with Antonvosky’s
claims that the SOC was a universal mechanism and could be applied to any culture throughout the
world.

2.3 SOC in relation to health
Findings from a systematic review of 458 scientific publications and 13 doctoral theses found that a
high SOC score is strongly associated with better perceived physical and mental health, and it has a
main, moderating, and mediating role in the explanation of positive health (Eriksson and Lindström
2006). Furthermore, several studies have shown that a strong SOC is associated with lower incidence
of cardiovascular disease (Poppius et al 1999); reduced mortality from cancer (Surtees et al 2003);
and lower rates of mental health problems (Torsheim et al 2001, Tselebis et al 2001). Consequently,
SOC seems to be a health-promoting resource, which strengthens resilience and creates a positive
state of subjective health (Eriksson and Lindström 2006).
Research has also found that a strong SOC is also associated with healthier eating patterns and
lifestyle choices than those with a weaker SOC. Lindmark and colleagues (2005) found in major crosssectional study of Swedish adults, that both men and women with a high SOC score reported higher
intake of healthier food choices such as vegetables and whole grains. They further found that those
with lower SOC scores reported higher intakes of unhealthier food choices such as pizza, French fries
and hamburgers (Lindmark et al 2005). Moreover, research from a population-based cohort study in
the United Kingdom found that men and women with a strong SOC reported higher intake of fruits,
vegetables and fiber and had a 20 percent reduced risk of all-cause mortality than those with a lower
SOC, independent of social class and education level (Wainwright et al 2007).
Similar associations between high SOC and healthier eating patterns have also been studied
amongst families. Ray and colleagues (2009) found that a strong parental SOC was associated with
more regular eating patterns in their children, lower intake of energy-dense foods, and higher intake
4

of nutrient-rich foods. They also discovered that parental SOC and children’s intake of nutrient-rich
foods was mediated by providing access to fruits and vegetables at home, parents acting as a role
model for their child by eating fruits and vegetables, and eating regular family meals together (Ray et
al 2009).

2.4 Applying salutogenesis to coping well in the “obesogenic” environment
Antonovsky described the salutogenic trajectory as the “ease/disease continuum”(Antonovsky 1987).
This continuum describes how people, when under the threat of various stressors, identify and use
GRRs in a health promoting way and therefore helps them to stay healthy (H+) and not succumb to
disease (H-). Over time, this strengthens SOC and leads people down the path towards “good”
health.
If we apply this to the example of those who are coping well with the “obesogenic” environment,
this can be described as the availability of GRRs (e.g. support from family and friends on healthy
eating, access to healthy and affordable food) and the capacity to use these in a way that sustains
intentions to eat healthy (high SOC), despite the constant onslaught of tempting unhealthy foods
(tension) from the obesogenic environment (the stressor). This ultimately leads to maintenance of a
healthy diet and healthy weight and on the continuum towards achieving positive health (H+). The
ease/disease continuum applied to the example of coping well in the obesogenic environment is
depicted in Figure 1.

Figure 1 Ease/disease continuum applied to the example of coping well in the
obesogenic environment
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3 Research aim and questions
This project aims to provide insight in the resources that enable healthful eating in Dutch families,
thereby contributing to the search for new nutrition promotion efforts that combat obesity and
overweight.

The following research questions will be addressed:
1)

What are the physical, psycho-social and contextual characteristics of Dutch families who eat
healthfully and those who do not?

2)

What are stressors1 to healthy family nutrition?

3)

What resources bound to people and their social and physical context should be available to
effectively avoid or combat stressors in the area of family nutrition?

4)

What are differences between families who eat healthfully and those who do not with regards to
the availability, identification and use of resources within themselves, their social and physical
context?

5)

How can nutrition promotion facilitate the creation of enabling social and physical contexts for
Dutch families?

1

In this context, stressors are defined as things which can compromise healthy eating. Examples could include things like a
fast-paced hectic lifestyle, proximity to fast food restaurant, etc.
6
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The research will be carried out 3 sequential phases over a period of 36 months.
Phase 1 - The first phase (6 months) includes exploratory research, which will a encompass
literature review and extensive search of Dutch health policy and health practice documents.
Phase 2 - The second phase (18 months) includes quantitative and qualitative research with
Dutch families at the household level.
Phase 3 - The third phase (12 months) includes amalgamating of data from phase 1 and 2 to
identify the prerequisites for enabling social and physical contexts for healthy family
nutrition in the Netherlands.

4.1 Overview of research phases
This section provides an overview of the 3 phases of this project. For each of the 3 phases of the
project, the research questions and methods are described. Figure 2 provides a graphical overview of
all 3 phases.

Figure 2 Overview of research activities
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4.1.1

Phase 1: Exploratory research

In this phase of the research, exploratory desk research in the form of a literature review will first be
carried out. Relevant scientific literature will be searched and identified using Social Science Citation
Index, Pubmed, Web of Science, PsychINFO, Psychology and Behavioral Sciences Collection, and
Google Scholar. Furthermore, there will be an extensive search of Dutch health policy and health
practice documents. Literature and documents will be searched to identify how healthy family
nutrition is currently defined, both in terms of risks and resources. Moreover, they will be searched
for evidence of stressors, resources and strategies for healthy eating from the individual, social and
physical contexts. We will also examine how unhealthy eating in Dutch families is currently being
addressed in nutrition promotion and this will be compared to the salutogenic approach.
The findings from this phase will further be used in phase 2 and phase 3 of the project. Firstly, the
findings will be used to develop quantitative and qualitative tools that identify and measure
stressors, resources and strategies for healthy eating from the individual, social and physical
contexts. Secondly, the findings will be used to identify the prerequisites for enabling social and
physical contexts for healthy family nutrition in the Netherlands.
4.1.2

Phase 2: Quantitative and qualitative research with Dutch families

In this phase of the research, quantitative and qualitative research will be carried out. First,
quantitative research will be carried out at the household level by administering a questionnaire that
identifies families that are eating well and displaying resilience to the obesogenic environment.
These families will be identified by asking participants for self-reported Body Mass Index (BMI) and
administering a validated eating habits scale. In addition to measuring BMI and family eating habits,
families will also be asked to complete the Family SOC (FSOC) scale. For the purpose of this study, we
will use the FSOC scale as it measures sense of coherence at the family level. The FSOC consists of 26
different questions, scored from +1 to +7. The underlying objective of the scale is to measure how
the respondent perceives family life as comprehensible, manageable, or meaningful. A high FSOC
score indicates a strong FSOC for the family. In addition to the questionnaire and FSOC scale, we will
also collect participants’ family socio-economic indicators and ethnic group.
These measurement tools will be administered to the online LISS (Long-term Internet Studies for
the Social Sciences) panel data center at Tilburg University. The foundation, CentERdata, selects
members to the LISS panel, in cooperation with the Central Bureau of Statistics. This panel consists of
a total of 5,000 households throughout the Netherlands.
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Households from the panel will be recruited for this study if they have at least one child under the
age of 16 years living at home. From each household recruited, the parent that is most often
responsible for the family cooking and food shopping will be asked to complete a questionnaire.
Within this panel, families will complete the above described measurement tools and those with
1) normal weight for all members, 2) high FSOC and 3) eating fruits and vegetables at least one a day,
will be selected for the second round of research. These selected families will be asked to fill in a
second questionnaire (developed from the exploratory research in phase 1) that maps the stressors
and resources for healthful eating within themselves and their social and physical context.
After the second round of questionnaires, a selected number of panel families will be asked to
participate in qualitative research using in-depth interviewing techniques. During the interviews, we
will explore the resources that families use to effectively avoid or combat stressors in the area of
nutrition.
Lastly, we will further employ additional qualitative methods that offer insight in conversations on
family nutrition. This can include, but are not limited to, internet forums for parents and social
networking sites for parents. Through these virtual “settings,” discourses from parents on how
healthy and unhealthy family nutrition is constructed will be analyzed, as to indicate whether and
how social networks are used as a resource for healthful eating.
4.1.3

Phase 3: Identification of prerequisites for enabling social and physical contexts
for healthy family nutrition in the Netherlands

In this phase of the research, we will identify the prerequisites for enabling social and physical
contexts for healthy family nutrition in the Netherlands through the data collected from phases 1 and
2 of the project. Firstly, information gathered from the quantitative and qualitative research in phase
2 will be compared to the stressors, resources, and strategies identified from literature in phase 1 of
the research. Secondly, the information from the quantitative and qualitative research will be further
used to explore and analyze ways to strengthen resources and strategies for healthy eating in family
nutrition promotion through “scientific backstopping.” This means the amalgamation of information
(factual, conceptual, or methodological) collected from science and practice with the information
collected from families. Lastly, relevant indicators will be further identified by applying concepts
from the “reflexive learning process” (Bouwman and Woerkum 2009). This is a framework that helps
not only identify factors that encourage healthy eating, but also how to accomplish these changes in
the context of daily eating practices.
The overall findings from this research can be used by science and practitioners to develop new
methods and understanding for family nutrition promotion. These indicators can support
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professionals in guiding families in identifying, fostering, developing and utilizing resources and
strategies that direct their eating practices towards health.
4.1.4

Publications

This PhD trajectory will result in at least five publications in peer refereed scientific journals as well as
publications in professional journals for dieticians, general practitioners and other relevant
disciplines.
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5
5.1 Knowledge transfer
Knowledge transfer of the project results will be ensured by the following activities with relevant
target groups and professionals in health and nutrition:
presentations at meetings of Gelderland regional working group for childhood obesity;
presentations at national and international conferences and workshops (e.g. NHG
Wetenschapsdag, Dutch conference on Public Health, American Food and Nutrition
Conference and Expo);
publications in professional (e.g. Voedings Magazine) and international scientific journals
(e.g. International Journal of Family Practice, American Journal of Clinical Nutrition);
sharing research findings through international networks (e.g EurohealthNet).

5.2 Implementation
The implementation of research findings into practice will be ensured in several ways. Firstly, by
exploring documents from Dutch health policy and health practice on current approaches in nutrition
promotion, it will ensure that the research findings are practice-based and will be broadly applicable
and implementable into existing nutrition frameworks and strategies. Moreover, the research will be
carried out through quantitative and qualitative research with the target group (families). This is the
cornerstone of health promotion as families themselves are the inspiration and starting point for
change. This increases acceptability and ultimately implementation of complementary nutrition
promotion approaches, as families will assist in identifying pertinent and appropriate resources to
support healthy eating.

5.3 Consolidation
Researchers will build close ties and relationships with concerned actors and with the target group by
maintaining an excellent level of communication and employing participatory research approaches.
Participatory approaches enhance ownership, acceptability, and above all sustainability of research
findings.
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6
This research will not result in decontextualized determinants of eating behavior, but in patterns and
mechanisms that support our understanding of obesity-related behavior. These understandings will
inform the arrangement of enabling social and physical contexts for healthy family nutrition.

The overall findings from this research can be used by science and practitioners to:
develop new methods and understanding for family nutrition promotion;
complement current strategies for nutrition promotion.
Furthermore, the identification of resources that direct eating practices towards health can support
health professionals in fostering healthy family nutrition in the Netherlands.
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