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ABSTRACT

A sound nutrition advice is important for patiemtish coronary heart disease, diabetes and obesity.
The family doctor has high potential to promoteriioh to their patients through its broad reach,
including the hard-to-reach low socio-economic glagnfortunately, in daily practice of most
family doctors, this nutrition communication is ragtimal. Therefore, a combination of qualitative
and quantitative studies among patients and fadoltors was performed in order to explore and
assess their communicative characteristics reggurdlitrition communication.

In our literature review, we searched for studedsout the occurrence, the patients’
perspective and the family doctors’ perspectiveardigng nutrition communication in general
practice. It can be concluded that results abaubtiturrence of nutrition communication in general
practice differed widely. Moreover, patients’ pgrtens regarding nutrition communication
through family doctors appeared to be positive. iBadoctors’ perceptions were positive too, but
they also experienced several barriers, such &ofaome and patient non-compliance.

To explore and assess the patients’ perspeateeised focus groups, in-depth interviews and
face-to-face interview-assisted questionnaires. igcrdpancy between perceived relevance and
information needs regarding food topics was dispedePatients’ perceptions regarding nutrition
communication through family doctors were positiwhereas patients had difficulties with
estimating their nutrition behaviour, nutrition aemess is important as a first step in behavioural
change. With our hypothetical model, we were ableriravel the concept of nutrition awareness.
Individual variables were more prominent than emwmnental variables. In addition, gender and age
added to our model. Total explained variance apguetr be 54%.

In order to explore and assess the family docieesspective, we used focus groups and
guestionnaires. These studies showed that familgtodss were positive about nutrition
communication towards their patients. However, tlgynot always feel capable to communicate
about overweight. Moreover, family doctors usedmlsination of nutrition communication styles,
namely informational, reference, motivational, gontational and holistic nutrition communication
styles. Our hypothetical model was tested for eagtrition communication style and showed
explained variances up to 57%. Individual variablese the best predictors and socio-demographic
variables did not add to the models. It is reconuheeinthat family doctors become convinced that
patients prefer them for nutrition communicatioraigtg nutrition awareness among patients is
necessary. Finally, we advise that family doctaralise that they can apply different nutrition

communication styles.
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CHAPTER 1

INTRODUCTION

Based on:

Van Dillen S, Hiddink GJ, Koelen M, De Graaf C, VAfoerkum C. Towards a more effective
nutrition communication between health professi@ma consumer: The consumer perspective.
Amsterdam School for Cultural Analysis (ASCA) arahsholt Conference ‘Eat and Drink and Be
Merry? Cultural Meaning of Food in the 2 Century’, Workshop Health, Healing and Well-being,
Amsterdam, June 3-5, 2002, 24-31.

Van Dillen SME, Szwajcer EM, Van Binsbergen JJ,ditt GJ, Van Woerkum CMJ. Experts and

non-experts in health care settings: an area sfaafSubmitted for publication.



Chapter 1

Family doctors are being more and more confrontie patients who suffer from nutrition-related
diseases, such as coronary heart disease, typdetels and obesity. Family doctors have to inform
these patients in the process of decision makiogtaibeir treatment. In addition, health promotion
(including nutrition) is an important task in thailg practice of family doctors. Communication can
be seen as one of the main ingredients in medar&. ¢cHowever, there is room for improvement
where the topic nutrition is concerned. Research siewn that patients’ expectations regarding
nutrition communication clash with family doctorsexpectations regarding nutrition
communication. On the one hand, patients expedcitioatcommunication from their family doctor.
On the other hand, family doctors perceive serioaisiers to providing nutrition information in
their practice. As a result, nutrition communicatlmetween family doctors and patients sometimes
goes wrong and becomes an area of tension.

In order to provide recommendations for more effecnutrition communication between
family doctors and patients, further research quired to explore and assess both patients’ and
family doctors’ perspectives on nutrition communigca. Therefore, this thesis discusses nutrition
communication between family doctors and patiemdepth. In the introduction, the state of the art
regarding the nutrition behaviour of Dutch conswneill be presented. Next, doctor-patient
interaction will be discussed, taking into accowatent developments between doctors and patients,
and theories and models for doctor-patient comnatioio. The focus shifts then to nutrition
communication, including patients’ and family dastoperspectives on nutrition communication,
nutrition interaction between family doctors andiguats, and conditions for effective nutrition
communication. As a result, the main objective aggkarch questions will be stated. Finally, an

outline of the thesis will be provided.

STATE OF THE ART: NUTRITION BEHAVIOUR OF DUTCH CONS UMERS

In the Netherlands, several reports stressing mgoitance of nutrition behaviour have been
published recently by the National Institute fobkeiHealth and Environment.

The report of Jansen et al. (2002) was based oeraelackground studies. The authors
focused on unhealthy behaviour in specific targetgs. In their view, nutrition behaviour can be
seen as part of general (un)healthy behaviour.his teport, current nutrition behaviour was
described for four specific target groups, namgdgople with low socio-economic status,

youngsters, the elderly and migrants.
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Introduction

People with low socio-economic status had the mwsgavourable profile compared to
youngsters, the elderly and migrants. People vatih $ocio-economic status consumed too much
fat, too little fruit and too few vegetables.

Youngsters displayed a fat intake comparable totoked population. However, they had a
considerably low fruit and vegetable consumptiouigsters’ fruit and vegetable consumption
showed a strong, unfavourable trend, especiallygids. There appeared to be a favourable trend
with respect to youngsters’ total fat consumption.

For the elderly, fat consumption was comparablehi® total population. The fruit and
vegetable consumption of the elderly was considgralgher than the rest of the population.
Moreover, favourable trends with respect to fatstonption and vegetable consumption were
observed among the elderly. However, the fruit comgtion of the elderly had strongly decreased
during the past ten years.

Migrants displayed lower fat consumption than tlalt population. Furthermore, they
showed higher fruit and vegetable consumption thartotal population.

The third Dutch Public Health Status and Forecesg®rt of Van Oers (2002) focused on
public health, health care and prevention in théhBidands, based on several overview studies. A
considerable amount of annual mortality is linkedé&haviour and to nutrition in particular. Those
factors are too much saturated fat (5%), too liftiet and too few vegetables (5%), high blood
pressure (6%) and severe overweight (6%).

Van Kreijl and Knaap (2004) provided an overviewf@dd consumption in the Netherlands
and its consequences for public health. They caiecluhat the life expectancy of Dutch people has
shortened by an average of two life years, dueatm@ too much, and eating a less balanced diet.
People ate too little fish, too little fruit, toeWw vegetables and too much saturated fat. Van IKreij
and Knaap also looked at the consequences forghbbhlth of unfavourable food consumption,
food infections and overweight. We will report theonclusions shortly.

Unfavourable food composition leads to 40,000 nases of diabetes, coronary heart disease
and cancer altogether per year in the Netherladdfavourable food composition also leads to
13,000 deaths per year in the Netherlands.

Food infections lead to between 20 and 200 deaéhnsypar. Yearly, there are between
300,000 and 700,000 cases of gastero-enteritiscdrabe attributed to food infections, and 32,000
cases of food allergies. Van Kreijl and Knaap codelthat health loss through unhealthy food is

between 40 and 100 times greater than healthhosagh unsafe food.
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Chapter 1

Overweight also leads to 40,000 new cases of digbebronary heart disease and cancer
altogether per year. Furthermore, overweight l¢ads,000 deaths per year. Since overweight is
strongly related to nutrition behaviour, we shédlb@rate on this topic. Overweight often occurs in
men, the elderly, people with a low education lepebple who have given up smoking and women
after pregnancy. Serious overweight is appearingenaften and at a younger age (Van Oers,
2002). In 2004, the Dutch Minister of Health, Wedfaand Sports stated that Dutch people do not
live healthily enough. Overweight was one of thee¢hthemes chosen as spearheads for prevention
policy, the other two being smoking and diabete&/8/ 2004). Nowadays overweight (Body Mass
Index (BMI)>=25.0) occurs in 40% of Dutch adult$, whom 10% can be classified as obese
(BMI>=30.0) (Visscher et al., 2002). Since 2000esity has been considered as a disease by the
World Health Organisation (WHO, 2000). The Healtbu@cil of the Netherlands estimates that
between 15 and 20% of Dutch adults will become epésthe current trend continues (Health
Council of the Netherlands, 2003).

It can be concluded that much can be improved énctlirrent nutrition behaviour of Dutch
consumers. Obesity, in particular, has become érieeomost important, but also most difficult,
public health problems. Family doctors can play ggamrole in strengthening the motivation and
capabilities of their patients to change nutritlteehaviour. They reach nearly all segments of the

population, including the hard-to-reach low socim@omic groups.

DOCTOR-PATIENT INTERACTION

First, recent developments in doctor-patient irdtoa will be described. Furthermore, theories and

models for doctor-patient communication will beriflad.

Recent developments in doctor-patient interaction

In the past few decades, the relationship betwesmods and patients has changed significantly.
Historically, the relationship between the doctod dhe patient has been viewed as a hierarchical
relation. Doctors have medical expertise, so theycansidered to be experts, while patients are
considered to be laymen. However, the clear distindbetween expert and layman has become
blurred. Nowadays, doctors are confronted with awvdgthrmed and critical patients. Patients are

likely to become more medically and nutritionalitetate. Moreover, health professional expertise
Is no longer automatically appreciated and acceasea form of superior knowledge. Patients have
expertise in relation to their own body and liféstyAs a result, there is a shift in the doctorigat
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Introduction

relationship, which now focuses on sharing res@iece negotiating treatments (Kourhis-Blazos et
al., 2001). It is becoming a more equal relatiopshi

In 2001 the chief medical officer for England irdumed the term ‘expert patient’. Expert
patients are people who have the confidence, skiitd information to play a central role in the
management of life with diseases (Department of ltHe&2001). This might be seen as
empowerment: a subjective feeling of greater cdntneer one’s own life experienced by an
individual following active membership in groupsaganisations (Koelen & Van den Ban, 2004).
Doctors are increasingly encouraged to involvegpdsi in treatment decisions, recognising patients
as experts with a unique knowledge of their owrtheand their preferences for treatments, health
states and outcomes (Say & Thompson, 2003). Dootast make it clear that they want patients to
become expert patients (Lorig, 2002). Patients deehthe possibilities to develop their own
expertise. Medical knowledge is widely availablecluding for patients to prepare themselves
before consulting the doctor. Patients can coll@ten contradictory or incomplete) health
information from a wide variety of sources, suchttesr social network and the media, including
the Internet (De Almeida et al., 1997). Use of lifternet for health information continues to grow
rapidly and may have an impact on the doctor-patielationship. However, many doctors are
suspicious: they are of the opinion that there rssla that expert patients may demand particular
treatments that are unproved, unsuitable or expen8o the term ‘involved’ is less prone to
provoke hostility than ‘expert patients’, becauseoivement clearly requires at least two parties
(Shaw & Baker, 2004).

The Internet, however, may improve patients’ apitd interact efficiently and productively
with doctors. In some cases, it may make them batie to care for themselves (Baker et al.,
2003). The Internet should by no means replacece-tiaface consultation with a doctor, but
information acquired from it may prompt the patiemtask more questions, and also ask the right
guestions (Kourhis-Blazos et al., 2001). Resutismfa Dutch study showed that 15% of doctors are
daily confronted with one or more patients who wandiscuss health information from the Internet
with them (RVZ, 2002). The study of Malone et &0Q4) showed that patients more often
confronted family doctors with health informatiaorn the Internet than other health professionals.
Health professionals in primary care, who are ‘gaii&s’, may feel vulnerable when confronted
with patients who have ‘specialist information’ indhe Internet. Doctors have stereotypical views
of Internet users and fear for their own profesaicstatus in relation to the Internet-informed
patient. As a result, doctors should consider @étiive strategies in coping with Internet-informed
patients (Van Woerkum, 2003).

13



Chapter 1

All in all, in contemporary information society tmeles of family doctors and patients have
changed. Family doctors are no longer the sole rexp@®atients do have access to expert
information. Family doctors need to deal with thamging relationship between family doctors and
patients in their daily practice, and even withemet-informed patients. Possibly, family doctors

may adapt their communication style depending erpttient sitting in front of them.

Theories and models for doctor-patient communicatio

Where doctor-patient communication is concernedersg variables can be identified. Ong et al.
(1995) presented a theoretical framework for deptirent communication, relating background,
process and outcome variables. Background variablleieh seem to play a role in doctor-patient
communication, are culture, opinions of the dogtatient relationship, types of patients and
doctors, and disease characteristics. Processbiesiaccur within the medical encounter and
include types of communicative behaviours, suchtask-focused versus affective behaviour.
Outcome variables, such as satisfaction, compliarezall and understanding of information, and
health status, are used to assess the effectivehdestor-patient communication.

With respect to doctor-patient communication, salvarrangements have been developed,
among other things, communicative behaviours, comecation styles in general and
communicative models.

In medical communication, communicative behaviooas be divided into task-focused
behaviour on the one hand and affective behaviourth® other. Task-focused behaviour is
instrumental of nature, and is defined as techlyidalsed skills in problem solving, which compose
the base of expertness for which the doctor is wted Affective behaviour is defined as
behaviour that is designed to establish and mairggiositive relationship between the doctor and
his patient (Ong et al., 1995). Recent researchgrbutch family doctors (Van den Brink-Muinen
et al., 2004), however, demonstrates that, althdagtily doctors provide more information and
involve patients in the decision-making processat(tls, task-focused behaviour), less socio-
emotional behaviour (that is, affective behaviasrshown. One possible explanation is the focus
on evidence-based and protocol-based health cara @onsequence, communication with family
doctors is particularly characterised by task-fecusommunication. This constitutes a risk for the
guality of the communication between family doctargl patients. Both task-focused and affective
communication are essential to meet the needsgddlients in order to be patient oriented.

Another arrangement of doctor-patient communicai®rbased on communication styles.

According to Street (2002), one’s communicationestgerves as a pragmatic function in that it
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Introduction

represents a set of responses that are readillabdaBnd appropriate for communicating across
various situations. Roter et al. (1997) revealed #istinct communication styles, namely, narrowly
biomedical (i.e. giving biomedical information), panded biomedical (i.e. asking questions),
biopsychosocial (i.e. biomedical and psychosoci@hange), psychosocial (i.e. psychosocial and
social exchange) and consumerist (i.e. answeriegtons).

Furthermore, the above-mentioned recent develomrierdoctor-patient communication are
also recognisable in different communicative mod®lan Woerkum, 1999; Koelen & Van den
Ban, 2004). In this arrangement, three communieathodels of interpersonal communication
between family doctors and patients can be distsfga. In the prescription model (or medical
model), the family doctor provides information apatients are expected to process this and act
accordingly. The second model is the persuasioneinadlde family doctor provides well-chosen
messages, which are more adjusted to individuamatand aimed at changing their attitudes and
behaviour. In the interaction model, family doctord patient learn from each other by means of
interaction. The advantage of the last model isith@fers the opportunity for tailoring, that iany
combination of information or change strategiegniied to reach one specific person, based on
characteristics that are unique to that persoatingj to the outcome of interest and derived fram a
individual assessment (Kreuter & Skinner, 2000).

The choice of type of communicative behaviour omomnication style may have an
influence on the choice of communicative modelthe interaction model, family doctors may
tailor the information needs of their patients. Wender whether these arrangements in general
communicative behaviours, general communicatioestyor communicative models are also

applicable in general practice where the topicitiotris concerned.

NUTRITION COMMUNICATION

First, the patients’ perspective on nutrition conmnoation will be discussed. Then, the focus shifts
to the family doctors’ perspective on nutrition goomication. Subsequently, the two perspectives

will be integrated in nutrition interaction betwedamily doctors and patients. Finally, the

conditions for more effective nutrition communicatiwill be described.
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Chapter 1

Patients’ perspective on nutrition communication

Generally speaking, health professionals are gfmceived as credible sources, because of their
expertise (the level of source’s knowledge of tseussed topic, established by education, training
and experience in the field) and trustworthineke @ource can be expected to provide an objective
or unbiased perspective on the topic and is wiliadhelp patients with their diverse questions)
(Benoit & Stratheman, 2004). The question remasavhether this is also the case for nutrition
in particular. A pan-European study on nutritioformation sources showed that there is general
agreement about the source of information on hgadting that people mainly use and trust,
namely, the health professionals (De Almeida et 297). Hiddink et al. (1997a) showed that
consumers preferred family doctors as a sourceutdtion information over ten other potential
sources. Furthermore, the level of perceived eigeedf the family doctors was among the highest.
Only the dietician and the Netherlands Food anditiart Education Bureau had a slightly higher
perceived expertise.

The conclusion is that patients have a favouratileude towards nutrition communication
through family doctors. The relative importancedifferential nutrition information sources has
changed over the past ten years. The monitorifghofvn nutrition information sources from time
to time is important. During the last five yeaifse tnternet has taken a huge leap. The Internet has
improved as a result of technological developmemd accessibility. Nowadays, information at
web-sites is better arranged, since several orgtmis have developed well-ordered web-sites that
are more consumer-friendly. Due to such societahghks, there is a need for an up-to-date study

about nutrition information sources, including nesurces such as the Internet.

Family doctors’ perspective on nutrition communicaton
Dutch family doctors generally agreed that nutntie important in clinical practice and that they a
family doctors should provide nutrition informatido patients, but they did not provide nutrition
information to a great degree. Furthermore, fantibctors perceived strong barriers to being
involved in nutrition issues in their practice, isample, lack of time, lack of education, and tgmi
doctors’ perception of patients lacking the moimatto change their lifestyle (including nutrition
behaviour) (Hiddink et al., 1995).

An American study also showed that physicians apated the importance of nutrition, but
did not know how to implement these concepts icgiza (Kushner, 1995).

Accordingly, family doctors were reluctant to fllfiheir role as provider of nutrition
information. Only few studies have assessed whatlyadoctors actually do in their busy practice.
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Introduction

One family doctor may provide information aboutritign to a patient, while another may refer a
patient to a dietician, when a nutrition problenmngolved. Communication styles may play a role

here and more research is definitely needed.

Nutrition interaction between family doctors and paients

According to the Ottawa Charter, health profesdeomeeed to move increasingly in the health
promotion direction, beyond their responsibility foroviding clinical and curative services (Koelen
& Van den Ban, 2004). Over recent years, governnmast stated that primary care is an ideal
setting in which to provide nutrition educationthe public (Moore et al., 2000). Family doctors are
becoming more and more the central gatekeeperseadthly lifestyles. Research on nutrition
communication showed a mixed picture. Moreoverpesviously mentioned, patients expected
nutrition communication from their family doctors the one hand (Hiddink et al., 1997a). On the
other hand, as we saw, family doctors perceivazhgtbarriers to providing nutrition information
(Hiddink et al., 1995). When nutrition communicatis at stake in general practice, the end result
is tension. This situation calls for a two-sidegmach. Therefore, we shall explore in-depth both
the perspective of patients and the perspectiviarofly doctors. Finally, we shall integrate both
perspectives.

There are several opportunities for nutrition iat#ion in general practice. However, this
does not mean that all opportunities are utiliSdte first opportunity consists of non-medicament
advice, which is a fixed part of the therapeutiticas of family doctors. General practice is
characterised by both personal and longitudindlfea, which are reflected in knowledge of family
history and continuity of care (Van Weel, 2003).nyigatients, from nearly all segments of the
population (including the hard-to-reach), visitithemily doctor one or more times per year, and
then have the opportunity to evaluate given advice2000, Dutch patients had on average 6.2
contacts with general practice yearly. Contactussgpy is highest for the elderly (Jabaaij, 2001).
Dutch consultations take about ten minutes (Van Benk-Muinen et al., 2003). Furthermore,
patients at high risk of chronic diseases (for gglanthe nutrition-related diseases diabetes rasllit
and hypertension) are obliged to visit their fandgctor periodically and therefore they are an
important target group for nutrition communicati®an Binsbergen & Ocké, 2001). Moreover, as
previously mentioned, family doctors have the hgjheeferral scores as nutrition information
sources and have a high level of perceived exper®me might argue that family doctors are not
specifically educated to provide nutrition informaeit However, they could keep basic information
and co-operate with other health professionalsiiore specific information.
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Chapter 1

There were multiple opportunities, but there welso gproblems. Unfortunately, there is
currently a mismatch between the attitude of p&diewho appear willing to accept dietary advice
from family doctors, and the reluctance on the pathese professionals to fulfil this role (Moore
et al., 2000). Family doctors are not aware of fdet that patients expect to receive nutrition
information from them not only when they are illitkalso in respect of prevention (Hiddink, 1996).
Of course, this will influence the nutrition comncetion process. For example, family doctors
may respond to patients indifferently. Moreoverpdtients feel that their own expectations clash
with family doctors’ expectations, their establidhelationship may be harmed. As a consequence,
patients feel unsatisfied and respond with non-d@mpe with prescribed regimens (Di Nicolla &
Di Matteo, 1984). In addition, family doctors hatteir own strategies for providing nutrition
information, but often they do not know how to copgh critical questions from increasingly
demanding consumers (Van Woerkum, 1999). Theirvetgions in nutrition behaviour often lack
a theoretical basis. Effective nutrition communmatis based on appropriate theories from
communication sciences and social psychology (Gootet al., 1995). Moreover, information
supply is not sufficient to achieve internal motiga for behavioural change. There should be
interaction between family doctor and patient. Veharteraction takes place, family doctor and
patient actively share information with each otheemd they co-operate in the treatment of the
complaint (for example, change of nutrition behavjaVan Woerkum, 1999; Van Binsbergen &
Ocké, 2001).

The above-mentioned factors suggest that nutrd@mmmunication through family doctors is
very meaningful but, in the daily practice of mdainily doctors, this nutrition communication
between family doctor and patient is not optimaa\Binsbergen & Ocké, 2001; Hiddink et al.,
1995; Van den Hogen et al., 1996). Therefore, comoative characteristics (for example,
knowledge, beliefs, attitudes, motivations and beha) of both conversation partners will be
studied to obtain insights into the perspectiveaih patients and family doctors in order to previd

recommendations for more effective nutrition intti@n.

Conditions for effective nutrition communication

In a comprehensive review, Contento et al. (199%&nmened the effectiveness of nutrition

communication research interventions, conductedh wreschool children, school-aged children,
adults, pregnant women and caregivers of infamis,cdder adults. The review included 220 studies
undertaken between 1980 and 1995. In 2002, theiedavut a review of 350 studies, 130 of which
were conducted since 1995 (Contento et al., 20D review provides evidence that nutrition
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education can be effective in changing dietary bigha, even though there is variability in
outcomes. Intervention strategies that have beentifited from research as contributing most
strongly to nutrition communication effectivenese as follows: they (1) are behaviourally
focused; (2) address personal relevant motiva{@)suse active interpersonal strategies; (4) use
tailoring; (5) take account of stage of dietary e (6) use non-traditional channel; (7) enhance
direct involvement with food; (8) take care of letggm maintenance of change. Below these

conditions will be clarified.

1. Behaviourally focused

First, given the evidence that nutrition communaratis more likely to be effective when it is
behaviourally focused, changes in nutrition behawieould appear to be the primary outcome of
choice for intervention. Promoting behavioural dpamns considered more important than merely
transferring knowledge. To realise behavioural gearthe Stages of Change Model (Prochaska &
Velicer, 1997) might be helpful.

2. Address personal relevant motivators

Next, attention to determinants, such as motivaaoid reinforcers with personal relevance among
consumers, is crucial. In this context, Green amrduker's (2005) Precede-Proceed Model is
essential. These authors distinguished predisppséigforcing and enabling factors. Predisposing
factors relate to the motivation of an individual &ct, including knowledge, values, beliefs,
attitudes, and perceived needs and abilities. Redimfg factors include social support, peer
influences, and advice and feedback by health psadeals. Enabling factors are conditions,

including new skills, availability, accessibilityd affordability of health care.

3. Use active interpersonal strategies

The change is most successful when an active eteopal intervention strategy is used. One might
systematically incorporate self-assessment comptrea standard, goal-setting, social support,
small groups and involvement of family. With resperaccurate self-assessment, a lot of people
are not aware of their own personal risk behaviegarding nutrition, and therefore they feel no

need to change. Lack of awareness seems to plale dere (Brug et al., 1994). Awareness is a
concept of the Precaution Adoption Process Modetifidtein, 1988) and the Stages of Change
Model (Prochaska & Velicer, 1997). However, no cléefinition of nutrition awareness is given in

the literature. Also, it remains unclear which &stcontribute to nutrition awareness.
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4. Use of tailoring
The fourth criterion involves the use of tailoringhich means that interventions are geared to an
individual. Tailoring increases the attention foetmessage. Interventions could be personalised

through the use of the name and personal charstatsrof the receiver (Brug et al., 1998).

5. Take account of stage of dietary change
Interventions that take account of the stage dfadyechange are more successful. Strategies that
increase motivation might move individuals from firecontemplation stage (not yet aware of risk

behaviour) to the contemplation stage (aware &flyehaviour) (Prochaska & Velicer, 1997).

6. Use non-traditional channel

Moreover, a variety of non-traditional channels pr@mising. Of course, the Internet can be seen as
a non-traditional channel, but other channels, sashmotivational interviewing, might also be
useful. The aim of motivational interviewing isferilitate behavioural change by helping patients
to explore and resolve their ambivalence aboutbfgaviour change (Britt et al., 2004). The 5As
construct (Assess, Advise, Agree, Assist and Arediagjow-up) provides a conceptual framework
for describing, delivering and evaluating healtlindeoural counselling interventions in primary
care (Goldstein et al., 2004).

7. Enhance direct involvement with food
The seventh criterion concerns the enhancementettdnvolvement with food, such as cooking.
In addition to health consequences, there were ottresiderations that influence food choice, such

as taste reflections and food safety concerns.

8. Take care of long-term maintenance of change
Finally, behavioural change is only useful if itnche maintained for a long time. An important

condition is the availability of a good monitorisgstem.

It can be concluded that effective interventions laehaviourally focused, and based on prior
research and appropriate theorlder et al. (1999) in their review highlight seal theories and
models about behavioural change that could be tetpf health professionals in optimising the
effectiveness and efficiency of their interactiomish patients. Examples of such theories are the
Stages of Change Model, Social Cognitive Model fitogn affects behaviour), social support
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theories (reinforcement offered by social netwoks)l self-management models (reinforcement of
actions to change using one’s own resources). Géral. (2002) tried to understand both the
theories and their application in a variety of isgit, such as health care. Ten theories or models
clearly emerged as the most often used. The first &and by far the most dominant, were Social
Cognitive Theory and the Stages of Change Modeé fdmainder of the top ten theories and
models were: the Health Belief Model (health beliafffect health behaviour), social support,
patient-provider communication (interpersonal comioation affects health behaviour), the
Theory of Planned Behaviour (attitudes, socialuefice and self-efficacy affect intention and
behaviour), stress and coping (processes of dewlitigstressful events), community organisation
(target group identifies and addresses its owntlmgmbblems), ecological models (multiple levels
of environmental factors affect health behavioum) ®iffusion Theory (process of communicating
a new idea to users).

It can be concluded that the conditions for effextnutrition communication should be
included when studying nutrition communication bedw family doctors and patients. These
conditions should be reconsidered in order to disccessential elements for more effective

nutrition communication between family doctors gadients.

MAIN OBJECTIVE AND RESEARCH QUESTIONS

It is not so long ago that nutrition communicatmame under the spotlight for the first time. The
first publication on this subject in the Netherlarmppeared around 1988 (Van Dusseldorp et al.,
1988). Several developments have taken place im#antime, including changing roles of family
doctors and patients, the rise of the Internet, tedproblem of overweight and obesity. These
changes are potentially important for effectivertioh communication in general practice.
The main objective of the study presented in thesis is to provide recommendations for
more effective nutrition interaction between fandlyctor and patient.
To achieve this main objective, we chose a twossidpproach, taking into account the
perspective of patients and the perspective oflfadactors.
The general research questions were:
1. What are the communicative characteristics (e.gwkedge, beliefs, attitudes, motivations and
behaviour) of patients regarding nutrition commatimn through family doctors?
2. What are the communicative characteristics (e.gwkedge, beliefs, attitudes, motivations and
behaviour) of family doctors regarding nutritiommmunication towards patients?
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3. How can we integrate both the perspective of pttiand the perspective of family doctors in
order to provide recommendations for more effectiviition interaction?

To obtain insight into the perspective of patieatspmbination of qualitative and quantitative
studies was used. The aim of the qualitative sthypng consumers was to explore consumers’
perceptions regarding nutrition communication tigtoufamily doctors in general. Qualitative
results were used as input for the quantitativedystun addition, a hypothetical model was
developed in order to test it in the quantitatingdyg. In the quantitative study among consumers,
their perceptions regarding nutrition communicatiomough family doctors were assessed.

To understand the perspective of family doctorghbyualitative and quantitative methods
were used, analogous with the consumer studies.airheof the qualitative study among family
doctors was to explore family doctors’ perceptioagarding nutrition communication towards
consumers. Analogous with the consumer studieslitgfige data were used as input for the
guantitative study. Moreover, a hypothetical modlat developed in order to test this model in the
guantitative study. Furthermore, family doctorsrgeptions regarding nutrition communication
towards consumers were assessed in the quantisatichg.

Finally, both the perspective of patients and teespective of family doctors were integrated
in order to provide recommendations for more efiechutrition interaction. In addition, we were
able to write a review in which we provided an awew of the state of the art regarding nutrition
communication in general practice. This review wasied out after the empirical studies were
finished, namely, in 2005. We selected articlegtemi between 1995 and 2005, including articles
from the Fourth Heelsum International Workshop hal@004 (Truswell, 2005). In this way, we
were better able to situate our results in ordgravide contemporary recommendations for more

effective nutrition communication in general praeti

OUTLINE OF THESIS

Chapter 2 provides a literature review on nutrittmmmunication in general practice. Next, the
results of the qualitative consumer study are desdr Nutrition behaviour is rather complex. A

problem is that the majority of consumers belidweytare eating healthily, but in fact they are not.
Little research has been done on this so-callell &icnutrition awareness and its correlates.
Therefore, a hypothetical model for nutrition awsass is developed, including socio-demographic
and psycho-social variables (Chapter 3). In thentitadive study among consumers, the focus shifts

to nutrition information seeking behaviour. Pereeiwelevance and information needs regarding
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food topics and preferred nutrition information sms among consumers are assessed and reported
in Chapter 4. Furthermore, the concept of nutritiamwareness is unravelled and its socio-
demographic and psycho-social correlates are agke$he final model for nutrition awareness is
described in Chapter 5. Next, perceptions of fandibctors regarding nutrition communication
towards consumers are studied. In the qualitativdysamong family doctors, five specific nutrition
communication styles of family doctors are idertifiChapter 6). In addition, a hypothetical model
for nutrition communication style is developed, luiting socio-demographic and psycho-social
variables. In the quantitative study among famitctdrs, our hypothetical model for nutrition
communication style is tested (Chapter 7). Finalhe main conclusions and recommendations
for more effective nutrition interaction betweenmiy doctors and patients are formulated

in Chapter 8.

NOTE

In this thesis, several broad concepts will be u3éd term ‘consumer’ refers to everybody who
makes use of health care facilities, being a merab#re population. The term ‘patient’ refers to a
person who visits his family doctor with a healdmplaint. The term ‘family doctor’ is used in the
introductory chapter and conclusions and discussi@pter. In other chapters, comparable terms,
such as ‘general practitioner’, are used, due tmafion to journals. In this thesis, family dogctor
patient and consumer were referred to using theopat pronouns ‘he’, ‘him’ and ‘his’ for reasons
of readability.
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CHAPTER 2

AN OVERVIEW OF NUTRITION COMMUNICATION IN GENERAL P RACTICE

Based on:
Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf Zan Woerkum CMJ. Nutrition

communication in general practideeview submitted for publication.
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ABSTRACT

Family doctors are frequently confronted with patsewho suffer from obesity or other nutrition-
related diseases, such as diabetes and coronarty dig@ase. There is increasing evidence that
nutrition communication is effective in changinginmition behaviour. Moreover, it is widely argued
that family doctors are ideally placed to providgrition information.

The aim of this review is to provide an overviewtbé state of the art regarding nutrition
communication in general practice. First, an ovawof the occurrence of nutrition communication
in general practice is provided. Next, it is eg&di®d that patients’ perceptions regarding nutritio
communication through family doctors are positi#dthough there are many opportunities for
nutrition communication in general practice, theggortunities are often not taken up. Even
though family doctors’ perceptions regarding nignt communication are positive, they also
perceive barriers, such as lack of time and patientcompliance.

In Chapter 8, we shall complement the results & thview with the results of our own
empirical studies regarding nutrition communicatimeiween family doctors and patients (Chapter
3, 4,5, 6 and 7) in order to provide contempon@agyommendations for more effective nutrition
communication between family doctors and patients.

Keywords: Nutrition communication, general practice, prignaare, obesity, attitude.
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INTRODUCTION

In 2001, the prevalence of obesity (Body Mass In(®MI)>=30) in American adults was 21%.
Mokdad et al. (2003) showed a continuing incredsabesity in all age groups. Obesity is strongly
associated with several major health risk factbist only in the United States, but also in other
industrialised countries, obesity is increasingefeight (BMI1)>=25.0) occurs in 40% of Dutch
adults, of whom 10% can be classified as obese #880.0) (Visscher et al., 2002). Since 2000,
obesity has been considered as a disease by thd YWealth Organisation (WHO, 2000). Obesity
has become one of the most important, but also difistult, health problems. A substantial health
gain can be obtained even with a 10 to 15% weigtd (Mathus-Vliegen, 1998). Lifestyle factors,
including nutrition, play a role here. Many othdsahses, such as type 2 diabetes mellitus and
coronary heart disease, are nutrition-related too.

Family doctors are frequently confronted with patise who suffer from nutrition-related
diseases. In several guidelines of the Dutch CelleigGeneral Practitioners, nutritional elements
are included (Van Binsbergen & Drenthen, 2003).ridah advice is an important aspect of
primary care, but unfortunately there is insufficieise of available resources (Van Weel, 2003).
Moreover, family doctors from different countriesork under different conditions, and these
conditions affect their ability to communicate abautrition. For example, in the Netherlands, the
United Kingdom and Canada, patients are registefid one doctor, whereas there is no formal
attachment to one doctor in the United States amstrAlia (Truswell et al., 2003). The review of
Contento et al. (1995) provides evidence that totricommunication is effective in changing
nutrition behaviour. Among other things, the use aative interpersonal strategies has been
identified as contributing strongly to nutritionramunication effectiveness.

In 1988, Van Dusseldorp et al. carried out thet fataidy on nutrition communication in
general practice. Nutrition was discussed in 14%hmefconsultations between Dutch family doctors
and patients. Specifically, nutrition was frequgndiscussed in relation to complaints, such as
obesity, stomach disorders, hypertension, diabetdbtus, gastero-enteritis and the common cold.
In about half of the contacts, nutrition communimatwas initiated by the family doctor and, in the
other half, the patient brought nutrition up in tthscussion (Van Dusseldorp et al., 1988). Ten
years ago, Hiddink et al. (1995) argued that tlseemed to be a gap between the views of GPs and
patients with respect to nutrition communication.studies undertaken before 1995, the role of
family doctors in nutrition communication was oft@ssessed from a negative point of view by only

addressing barriers and not predisposing factaidaring forces. As a result, family doctors have
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a low involvement in nutrition (Hiddink et al., 199 We took the studies of Hiddink et al.
(1995/1997a/1997b/1997¢/1997d/1999) as a startogt for this review. We expect that things
have changed since these studies. First of altethee new food topics to be discussed, such as
food safety, genetic modification of food and fuootl foods. Moreover, increases in the
prevalence of obesity have led to increased atterfor nutrition communication. Furthermore,
new media have been developed, such as the Intevheth might have an influence on nutrition
communication between family doctors and patients.

Therefore, this review will focus mainly on recestidies about nutrition communication in
general practice, incorporating publications fro893 to 2005. For each topic, we will provide a
chronological overview, starting with the oldesidst and ending with the latest. The aim of this
review is to provide an overview of the state @& #nt regarding nutrition communication in general
practice. In Chapter 8, we shall complement theseilts with the results of our own empirical
studies regarding nutrition communication betwesmily doctors and patients (Van Dillen et al.,
2003/2004/2005a/2005b/2005c¢). As a result, we $teabletter able to situate the results of our own
empirical studies in order to provide contemporegommendations for more effective nutrition
communication in general practice.

First, we shall search for publications with fattusformation about the occurrence of
nutrition communication in general practice. Moregwve shall explore the patients’ perspective,
including patients’ perceptions and patients’ caanb that lead to nutrition communication.
Furthermore, the family doctors’ perspective wile lexplored, including family doctors’
perceptions and strategies regarding nutrition camaation. Finally, some conclusions will be
drawn from this review, and contemporary recommgada for more effective nutrition

communication in general practice will be provided.

OCCURRENCE OF NUTRITION COMMUNICATION IN GENERAL PR ACTICE

With respect to the occurrence of nutrition comroation in general practice, publications about
family doctors’ actual nutrition communication bglwaur will first be described. Moreover, factual
information about the duration of nutrition commeation will be discussed. Also, results will be
presented that reflect the contribution of patieat&l/or family doctors in initiating nutrition
communication. Finally, some conclusions about dleeurrence of nutrition communication in

general practice will be drawn. Comparisons shdwddmade with caution, due to differences
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between countries, differences between measuremethtods, differences between patients’ self-

reports and family doctors’ self-reports, and défeces between indicators.

Family doctors’ actual nutrition communication behaviour

With respect to family doctors’ actual nutritionnemunication behaviour, several studies were
found. The first series of studies concern the gratlage of family doctors who self-reported that
they had provided nutrition information to theirtipats. The second series of studies concern the
percentage of patients who self-reported that tea received nutrition communication from their
family doctors. The third series of studies condempercentage of consultations in which nutrition
was discussed by family doctors.

To start with the first series of studies about peecentage of family doctors who provided
nutrition information to their patients, data wet#ained by self-reports of family doctors.

Nine studies were based on self-reports of familgtors. To start with the study of Hiddink
et al. (1995), 28% of Dutch family doctors provideaily nutrition information to about 10% of
their patients, and 48% to about 5% of their pasiefthis means that about three-quarters gave
nutrition information to 1-6 patients a day. Ovesotthird of American family doctors provided
dietary counselling to 40% or less of patients (khes, 1995). This is in agreement with another
American study in which two thirds of physicianpoeed that they personally provided nutrition
counselling for their patients (Glanz et al., 1998gvertheless, only 6% of American family
doctors included nutrition counselling in the méjor(>50%) of patient encounters, while 19%
incorporated nutrition counselling in less than 1686ffice visits (Eaton et al., 2002). Thirty-eigh
percent of Danish family doctors were contactedydhy patients with diseases or symptoms
related to diet, but only 30% of family doctorsds#iiey gave dietary advice once a day or more
(Holund et al., 1997). In Germany, 65% of familyctlos provided special nutrition counselling
programs to their patients (Wiesemann, 1997). kisgly high 98% of British family doctors were
occasionally up to always obtaining information afooutrition from their patients (McAvoy et al.,
1999). Nicholas et al. (2005) found that 97% of thaisan family doctors self-reported that they
provided some nutrition counselling. ‘Some’, howeve not very specific. One study assessed
nutrition communication as well as weight commutiarain particular. In an American study, 43%
of physicians self-reported undertaking nutritiovuselling, and 50% self-reported counselling
patients at least yearly with regard to weightpBysicians who counselled frequently on nutrition,
90% also frequently counselled on weight. Familgtdos were more likely than other physicians to
provide nutrition and weight counselling (Frankakt 2002).
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The second series of studies focused on the pagerdf patients who received nutrition
communication from their family doctors.

Seven studies based on self-reports of patients feemnd. One fourth of American patients
mentioned that their family doctor asked about daietnutrition, whereas one fifth of patients
reported that family doctors recommended diet (hazal997). Twenty-three percent of American
patients reported having received advice to chalgfary habits from their family doctor (Thomas
et al., 2002). According to Honda (2004), 21% of &iman patients received family doctors’
advice on diet. In another American study, the @etage was still higher: discussion of diet was
recalled by 44% of the patients (Flocke & Stand¥)4). An international survey in five countries
(Australia, New Zealand, the United Kingdom, Canadtal the United States) about patients’
experience in primary care found an overall laclewiphasis on prevention. Only 28% of British
patients reported receiving advice from their fgmdloctors on weight, nutrition and exercise,
compared to 52% in the United States, 45% in Cariz&Pa in Australia, and 33% in New Zealand
(Schoen et al., 2004). Thirteen percent of patiesperted that they discussed diet in UK primary
care (Moore & Adamson, 2002). An American studyufsed on weight communication in
particular. Two thirds of patients reported thathe past their family doctor had told them they
were overweight and discussed the health bendfiteemht loss; only one third reported that their
family doctor had ever given them specific advicehow to lose weight (Simkin-Silverman et al.,
2005).

The third series of studies concerned the percenbthgonsultations in which nutrition was
discussed by family doctors. In several studiesiooted before 1995, diet came up for discussion
in 14-28% of consultations (Hiddink et al., 1997Percentages were obtained by using either
observations or self-reports.

Six studies were observational studies. It is esiah that 1 in 6 consultations in Dutch
routine practice focused on diet as a main intdrgar(Van Weel, 1997). Nutrition was discussed
in 60% of the visits between Canadian family dogtand patients (Beaudoin et al., 2001).
However, the overall prevalence of nutrition codinsg in a study using direct observation of
American family doctors was 24% (Eaton et al., 20@etary habit counselling was observed in
25% of encounters between American family docteors patients (Anis et al., 2004). In another
American study, diet was observed in 21% of th@s/{§locke & Stange, 2004). Another American
study focused on weight communication in particuBxcess weight was mentioned in 17% of
encounters with American overweight patients, whigght loss counselling occurred with 11% of
overweight adults (Scott et al., 2004).

30



An overview of nutrition communication

Percentages of consultations in which nutrition Wesussed were also obtained by way of
self-reports. Two studies based on self-reportevieund. When asked about the frequency with
which they gave nutrition advice, Australian fandlgctors self-reported that they gave such advice
in 15% of consultations (Helman, 1997). Australi@mily doctors reported providing dietary
counselling on average in 15% of their consultaieach month (Richards & Mitchell, 2001).

It can be concluded that results about family da&tt@ctual nutrition communication
behaviour differ widely, depending on differencedvieen countries, differences in measurement
methods, differences between patient’s self-regortsfamily doctors’ self-reports, and differences
between indicators. In general, percentages of l[yadoctors’ actual nutrition communication
behaviour were the highest in the United Statepogsible reason might be that Americans suffer
from more nutrition-related health complaints. Takbundance of food has led to very high
percentages of obesity in the United States. Howedmerican family doctors might also have
received more nutrition education in their vocadibtraining or they might have received more
nutrition information from national education off&. Furthermore, differences in family doctors’
actual nutrition communication behaviour can beatex to differences in measurement methods.
Observational studies revealed different resuld thtudies based on self-reports. Moreover, there
were differences between self-reports of patients self-reports of family doctors. There was a
discrepancy between the average percentage ofyfatndtors who self-reported giving nutrition
communication (approximately 60%) and the percemtafy patients who self-reported having
received nutrition communication (approximately 30%owever, the percentage of consultations
in which nutrition communication was observed wighdly lower (approximately 25%), whereas
the percentage of consultations in which familytdos self-reported nutrition communication was
still lower (approximately 15%). Finally, there wenlso huge differences in indicators. Some

studies used answer categories which were notdistinctive, in that they were too broad.

Duration of nutrition communication
Only few studies assessed the exact duration eitiontcommunication during consultation, using
either observations or self-reports.

Two studies used observations. The average tima gpenutrition counselling in the United
States was approximately one minute, ranging fr@® seconds to >6 minutes. Visits that included
nutrition counselling were longer, at 12.8 minutempared to 9.8 minutes, than those that did not

include nutrition counselling (Eaton et al., 2002nother American study showed that family
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doctors who discussed diet with their patients sf@ss than one minute doing so (range of 0.3-6.7
minutes) (Flocke & Stange, 2004).

Three studies used self-reports. Based on sunsejtseof American family doctors, Glanz et
al. (1995) found that 70% of family doctors repdrthat they discussed dietary change for five
minutes or less, with only 9% counselling patieiois nine minutes or longer. Kushner’'s (1995)
study showed that American family doctors spend &v fewer minutes discussing dietary changes.
Australian family doctors reported spending an agerof eight minutes discussing dietary change
with patients, but reported they would prefer tergh 15 minutes (Richards & Mitchell, 2001).

It can be concluded that time spent on nutritiomewnication per consultation varies. The
lowest time spent on nutrition communication appdaio be 20 seconds. This is rather short to
provide solid advice on nutrition, and it might ppessible that these family doctors directly refdrre
to another health professional for comprehensiveitrmn advice. The highest time spent on
nutrition communication appeared to be nine minuféss is rather long, if one notes that the
average consultation time is about ten minutesidght imply that family doctors who are acting in
this way had applied the interaction model. In thixdel, patient and family doctor learn from each
other by means of interaction. As mentioned beldwis not so strange that family doctors
perceived lack of time as an important barrier tovging nutrition information. Furthermore,
obesity has become widely discussed as a genemakog so if family doctors raise the subject,

they now have society on their side (Truswell et2005).

Contribution of patients and/or family doctors in initiating nutrition communication
As Hiddink et al. (1997a) mentioned in their adicthe initiative was equally divided between
family doctor and patient in a study undertakerobefl995. Of all visits observed, family doctors
initiated dietary habits counselling over threedsras often as patients did (Anis et al., 2004). In
Australia, most nutrition advice was initiated e tfamily doctor (69%) and was disease-specific
rather than being general information on healthiinga In 31% of consultations, the issue of
nutrition was initiated by the patient (Helman, TR9

It can be concluded that family doctors mainly tdbk initiative to discuss nutrition with

their patients.
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Conclusions with respect to occurrence of nutritiorcommunication in general practice

The occurrence of nutrition communication in geheractice, as revealed in the literature review,
was measured using different measurement methdds. iakes it difficult to compare results,
especially the percentages of family doctors’ dctwdrition communication behaviour. Estimates
of these percentages varied. Higher percentages feand in studies based on direct observation
than in studies based on self-reports. Moreovergtivere also differences between family doctors’
self-reports and patients’ self-reports. Studiesebaon self-reports of family doctors revealed that
the majority of family doctors provided nutritionformation to their patients. Yet, studies based on
self-reports of patients showed that only a miyor@ported having received nutrition information
from their family doctor. This discrepancy may imghat family doctors possibly overestimate
their actual nutrition communication behaviour. Hmer, patients may underestimate family
doctors’ actual nutrition communication behaviotithey do not listen carefully to their family
doctors.

Furthermore, we conclude that there were differencefamily doctors’ actual nutrition
communication behaviour between countries. In teéhbrlands, the percentage of consultations in
which nutrition is discussed is around 15%. HowgueAmerica and other countries in which the
problem of obesity is huge, there is a nutritiolated reason for almost 25% of all visits to family
doctors.

Moreover, nutrition communication takes about fiménutes per consultation. In countries
where patients are registered with one family dgétas much easier to give nutrition advice step
by step over time. After all, behaviour change pg@cess that takes time (Truswell et al., 2003).

Furthermore, it can be concluded that family doctare the main initiators of nutrition

communication.

PATIENTS’ PERSPECTIVE

With regard to the patients’ perspective, we sli@scribe studies about patients’ perceptions
regarding nutrition communication through familycttrs in general, and patients’ complaints that

lead to nutrition communication. Finally, conclussoabout the patients’ perspective regarding

nutrition communication in general practice will thewn.
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Patients’ perceptions regarding nutrition communicdion

By patients’ perceptions regarding nutrition comication, we mean the views of patients
regarding the fact that family doctors provide itisn information. Studies about patients’
perceptions regarding nutrition communication tlgtodamily doctors were looked at, including
preferred nutrition information sources, use of riioh information sources, and perceived

expertise and reliability of family doctors as drition information source.

Preferred nutrition information sources and actualuse

Two studies explored the preferred nutrition infatimn sources among patients. A survey among
Dutch patients showed that they preferred familgtoie as a source of nutrition information over
ten other potential sources (Hiddink et al., 1997ajerican patients expected dietary advice and
guidance from their family doctors that would héfem avoid risk factors and prevent disease
(Glanz, 1997).

Three studies assessed the actual use of nutiitilmnmation sources. A survey in 15
European countries showed that the five sourcasfofmation most frequently mentioned were
television/radio, magazines and newspapers, healtbfessionals, food packages, and
relatives/friends (De Almeida et al., 1997). Bhtigatients mentioned that most nutrition
information came from the media, whereas healtlfieggionals were mentioned less frequently as a
source of information than the media (Buttriss, M99 his was in contrast with a Croatian study in
which most patients were given advice on diet ®rtfamily doctor, followed by family members
and medical nurses. Patients who were overweight wdvised more by family doctors than by
family members (Pavlekovic & Brborovic, 2005).

It can be concluded that most patients prefer fardibctors as a source for nutrition
information. When it comes to actual use of nuintinformation sources, both the media and

health professionals were mentioned.

Perceived expertise and reliability of family doctos

Six studies assessed the expertise and reliabilityutrition information sources as perceived by
patients. The level of perceived expertise of tamily doctor is among the highest in Dutch

patients. The dietician and Food and Nutrition Edienn Bureau had slightly higher perceived

expertise (Hiddink et al., 1997a). A pan-Europeanvey on attitudes on food showed that the most
trusted sources of information in almost all coastrwere health professionals and government
agencies (De Almeida et al., 1997). The majorityBatish patients said that a conversation with
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their family doctor was a source of advice theystied. Advice of health professionals was more
likely to be of use, whereas the credibility of thiedia was perceived as low (Buttriss, 1997).
American patients looked on physicians as goodcaedible sources of health information (Glanz,
1997). In Spain, physicians were found to be thestrmeliable source of nutrition information,
followed by nurses, pharmacists and TV programnf&srra-Majem et al., 1999). Australian
patients viewed family doctors as part of a setradlitional health information providers, quite
distinct from the commercial mass media. When ihes to the reliability of New Zealand family
doctors as sources of nutrition information, meldmactitioners appear to be highly regarded,
along with dieticians (Worsley, 1999).

To conclude, patients perceive family doctors dmlske and expert nutrition information

sources.

Patients’ complaints leading to nutrition communicdion
By patients’ complaints, we mean their medical ¢oos. Patients’ complaints leading to nutrition
communication were assessed, using either obsensadr self-reports.

Only one study was based on observations. Amerganly doctors focused on nutrition
counselling more frequently during well care vidisl%) and chronic illness visits (30%) than
during acute illness visits (17%). Specifically,tntion counselling occurred in 45% of visits in
diabetes, 25% of visits in post-myocardial infarotior stroke, 31% of visits for hypertensive
patients, 26% of prenatal visits, and 33% of vigitebese patients (BMI>30)(Eaton et al., 2002).

Three studies made use of self-reports. The thiest prevalent conditions for which British
family doctors self-reported that they were likaly give dietary advice were hypertension,
functional digestive disorders and ischaemic hdmgase (Mant, 1997). The main complaints for
which advice was given by Australian family doctevere heart disease, hyperlipidemia, obesity
and diabetes (Helman, 1997). The majority of Adistnafamily doctors reported that they strongly
agree to provide nutrition counselling for diabgfé®%), lipid disorders (71%), and obesity (68%),
but the same could not be said for hypertensio®o)2dschaemic heart disease (46%), and
overweight (45%) (Nicholas et al., 2005).

To conclude, obesity and diabetes are the mainagakdonditions for which family doctors

discuss nutrition.
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Conclusions with respect to the patients’ perspeacte
It can be concluded that perceptions of patierganding nutrition communication through family
doctors are positive. Although most patients prefiterfamily doctors as a nutrition information
source, the media were also often mentioned. Ratggrceived family doctors as a reliable and
expert nutrition information source. Moreover, pats expected nutrition communication from
their family doctors. However, if patients were atisfied with the nutrition information provided
by family doctors, they could use the Internet. Med for using the Internet were lack of
information received from family doctors, uncertgirabout the advice received from family
doctors, freedom to discuss health problems in wace-to-face interaction with family doctors
was considered embarrassing, and a search fomafan for other people (Van Woerkum, 2003).

Finally, patients’ complaints frequently leadingrtotrition communication were obesity and
diabetes, and their co-morbidities.

To conclude, the patients’ perspective regardingittn communication through family

doctors seems to be favourable.

FAMILY DOCTORS’ PERSPECTIVE

With respect to the family doctors’ perspective, sf&all describe studies about family doctors’
perceptions regarding nutrition communication. tdidon, family doctors’ strategies regarding
nutrition communication will be discussed. Finallye shall provide some conclusions with respect

to the family doctors’ perspective regarding nigritcommunication in general practice.

Family doctors’ perceptions regarding nutrition communication

By family doctors’ perceptions regarding nutriticommunication, we mean the views of family
doctors regarding the fact that family doctors ptevnutrition information for patients in general.
We searched for studies about family doctors’ s towards nutrition communication, family
doctors’ self-efficacy to provide nutrition infortan, and family doctors’ perceived barriers

regarding nutrition communication.

Family doctors’ attitudes towards nutrition communication
In general, family doctors have a positive attitto@ards the nutrition guidance of their patients
(Hiddink et al., 1995). Several studies were fouhdt specifically assessed task perception,

nutrition interest, and expectations regardingitiotr communication.
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Eight studies revealed family doctoitsisk perceptionThese were studies that focused on
task perception of prevention. Seventy-six percémutch family doctors confirmed that nutrition
information is a part of their task, including atlividual prevention level. However, they perceived
their task in nutrition information to be more atendary or tertiary level (90% positive answers)
rather than primary prevention (60% positive ansyériddink et al., 1995). Task perception was
a major determinant of actual nutrition communimatbehaviour (Hiddink et al., 1997b/1997d).
Two thirds of Croatian family doctors recogniseeithrole in individual work with patients in
tertiary prevention, but less in work on primarydaecondary prevention (Pavlekovic & Brborovic,
2005). There were a couple of studies that conatadron task perception of nutrition. Nearly
three-quarters of American family doctors felt tlagétary counselling was important and the
responsibility of the family doctor, but it was Uear how often this responsibility manifested itsel
in action (Kushner, 1995). Ninety percent of Darfiaimily doctors considered dietary counselling
as a part of their task (Holund et al., 1997). Tiagority of Scottish family doctors agreed that
nutrition had an important role to play in the mgement of disease and that they could offer
nutrition advice to patients (Eley Morris et al99B). Over three-quarters of Australian family
doctors agreed that nutrition counselling was pétheir role (Richards & Mitchell, 2001). More
specifically, three-quarters of American family tlms agreed that family doctors should provide
periodic counselling regarding the dietary intakéad and cholesterol. More than half of the family
doctors agreed with periodic counselling about afietenergy intake, carbohydrates and fibre
intake, and sodium intake (Soltesz et al., 199%&kre was also a study that focused on task
perception of overweight. Seventy-three percemsi@ieli family doctors reported that they believed
it was part of their role to counsel overweightobese patients on the risks of obesity, even in the
absence of other cardiovascular risk factors (Fogelet al., 2002).

Seven studies that studieditrition interestamong family doctors were found. Seventy
percent of Dutch family doctors expressed conslieriterest in the role of nutrition in health and
25% said they were neutral in this aspect (Hiddihkal., 1995). An active interest in the effect of
nutrition on health and disease was a major detemmti of family doctors’ actual nutrition
communication behaviour (Hiddink et al., 1997b/1@9Moreover, nutrition interest appeared to
be just as important a determinant in cross-seatiand longitudinal situations (Hiddink et al.,
1999). Ninety-two percent of German family doctattributed great importance to nutrition in
particular (Wiesemann, 1997). Likewise, the proportof Swiss physicians rating nutrition
counselling as being important or somewhat importadas 93% (Cornuz et al., 2000).
Nevertheless, only about 15-17% of Australian fgrdibctors self-reported having a special interest
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in nutrition, while they considered a large randeotiher options as more important. This places
family doctors in the midrange of medical spededit well below groups such as gastro-
enterologists, paediatricians and public health sghigns (Helman, 1997). Almost 90% of
Australian family doctors viewed weight managemantimportant and felt they had an important
role to play. Although they considered themselwebéd well prepared to treat overweight patients,
they believed that they had limited efficacy in glgi management and found it professionally
unrewarding (Campbell et al.,, 2000). Forty-six atcof American physicians thought that
discussing nutrition was highly relevant to theiagiices, 47% thought the same about discussing
weight, and 21% stated that they had received siterrelated training (Frank et al., 2002). A
Dutch study aimed to develop a concise prioritydisdisease-related topics reflecting the needs of
family doctors for nutrition communication gearax @veryday practice. The top 5 of the most
important nutrition-related topics in general preetwere weight problems, diabetes mellitus,
hypercholesterolaemia, intestinal complaints amaehignsion (Maiburg et al., 2004).

Several studies revealed family doct@gpectations regarding nutrition communicatidine
perception of family doctors in twelve European minies was that the main source of information
on healthy diet for the population is the mediaotBns et al., 2005). Most British family doctors
(83%) rated their nutritional knowledge as averdn,the majority of family doctors (76%) also
believed their knowledge was fairly up-to-date (M®& Adamson, 2002). In addition, two thirds
of Australian family doctors believed they had tkeowledge to provide nutrition counselling
(Nicholas et al., 2005).

To conclude, family doctors’ perceptions regardmgrition communication through family
doctors are favourable. They feel that nutritiomaoaunication is the task of the family doctor,
especially in the case of tertiary prevention. tidiion, most family doctors are interested in

nutrition. Nevertheless, family doctors believetttineir nutrition knowledge could be improved.

Family doctors’ self-efficacy to provide nutrition information

Several studies that included family doctors’ sdffeacy to provide nutrition information were
found. A study among Dutch family doctors showedt teelf-efficacy in general (that is, the
perception of their own ability to influence théeBtyle and eating habits of patients with health
problems) was a major determinant of actual notrittommunication behaviour (Hiddink et al.,
1997b/1997d). Self-efficacy in coronary heart dése@hat is, the perception of their own ability to
give dietary advice in the treatment and preventibonoronary heart disease) also played a major
role (Hiddink et al., 1997d). Both self-efficacyriables were just as important as determinants in
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cross-sectional and longitudinal studies (Hiddinlale, 1999). Yet, family doctors probably make
insufficient use of the opportunities for nutritimwommunication in their consultations. Three-
guarters of British family doctors were (very) paepd to counsel patients on nutrition issues, such
as excess calories, but only one fifth of Britiaimfly doctors reported that they felt (very) effeet

at helping patients change nutrition behaviour (Mayet al., 1999). The results of EUROPREV
research, aimed at assessing family doctors’ d@gutowards prevention, showed that 56% of
family doctors believed that the implementatiorpadventive activities was difficult (Brotons et,al.
2003). Only 21% of American family doctors expeded personal gratification in counselling
about diet issues (Soltesz et al., 1995b). Sixtg-fpercent of South African family doctors
indicated that counselling on nutrition would béeefive. However, South African family doctors
appeared to be more confident in their ability toyide counselling on smoking cessation (86%)
than on nutrition counselling (57%) (Talip et &#003). The majority of British family doctors
believed that they were occasionally successfuhetping patients make changes to their diet,
whilst only 15% felt that they were usually sucdekssand nobody believed that they were always
successful (Moore & Adamson, 2002). Two thirds afs&kalian family doctors believed they had
the confidence to provide nutrition counselling ahdt they had the skills to provide nutrition
counselling. About 50% of family doctors said thlegve the experience necessary to provide
nutrition counselling (Nicholas et al., 2005).

Several studies that included family doctors’ sdffeacy to provide information specifically
about weight were found. American family doctord dot find counselling patients on weight very
satisfying (Soltesz et al., 1995b). Only one thofdScottish family doctors believed that they had
been successful in treating overweight patientsy(Blorris et al., 1999). Israeli family doctorstfel
more prepared (65%) to advise on weight managenam on other topics such as smoking
cessation or coping with stress, but they did epbrt having the impression of having made any
difference in the success at making long-lastingngles in lifestyle. However, most family doctors
(72%) believed that they had limited efficacy iedting obesity and considered themselves not well
prepared by medical school to treat overweightepédi (Fogelman et al., 2002). In the EUROPREV
study, a relatively high 58% were sceptical aboelpimg patients achieve or maintain normal
weight (Brotons et al., 2003). Nevertheless, a\stadout American family doctors’ attitudes
toward the treatment of obesity showed that 85%awiily doctors agreed that they felt obligated to
educate on health risk (Foster et al., 2003). Alismn family doctors assigned higher priority to
diabetes, lipid disorders and obesity than to hypesion, ischaemic heart disease and overweight
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(Nicholas et al., 2005). Some studies investigawtiefficacy to use specific strategies and these
were described below.
To conclude, family doctors are not very confidémttheir ability to provide nutrition

information to patients. When it comes to weigheit self-efficacy seems to be even lower.

Family doctors’ perceived barriers regarding nutrition communication

In addition, several researchers investigated #ngdrs perceived by family doctors with respect to
nutrition communication. The most important bagiexpressed by Dutch family doctors were not
being trained in nutrition (65%), lack of time tddxess nutrition issues (47%), and the perception
that patients lack motivation to change dietarytgras (43%) (Hiddink et al., 1995). Lack of
nutrition training and lack of time to treat oveigle were major determinants of family doctors’
actual nutrition communication behaviour (Hiddink al., 1997b). Secondary analysis also
discovered lack of skills to treat overweight asmajor determinant of actual nutrition
communication behaviour (Hiddink et al., 1997d).dn American study, ranking of perceived
barriers to delivery of dietary counselling werelaf time (75%), patient non-compliance (71%),
inadequate teaching materials (69%), lack of cdlingdraining (67%), lack of knowledge (62%),
inadequate reimbursement (61%), and low physicariigence (50%) (Kushner, 1995). A survey
of British family doctors believed apathy to be theeatest barrier to dietary change among the
public (Buttriss, 1997). Most Danish family doctguerceived the patients’ lack of motivation,
insufficient time for each patient and inadequatgition knowledge as the most important barriers
to proper nutrition counselling (Holund et al., T99American family doctors reported not having
had adequate preparation for their role as promategood nutrition (Glanz, 1997). Similarly, lack
of training was most notably a barrier to counasgllabout nutrition among Swiss family doctors
(Cornuz et al., 2000). In a South-African studycklaof time was the barrier most frequently
identified, followed by a lack of patient compliad=amily doctors also indicated that a lack of
knowledge was a barrier regarding nutrition couimggl(Talip et al., 2003). Some 60% of Israel
family doctors reported the feeling that they haslfficient knowledge regarding nutritional issues
(Fogelman et al., 2002). Among the obstacles inviddal-based nutrition communication,
Croatian family doctors selected lack of time astiost important, followed by lack of incentives,
lack of knowledge on nutrition, lack of knowledge effective counselling and lack of family

approach in nutrition consultation (Pavlekovic &Brovic, 2005).
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It can be concluded that family doctors perceiveess barriers to providing nutrition
information, including lack of time, lack of knovdge, lack of training, lack of skills and lack of

patient compliance.

Family doctors’ strategies regarding nutrition commnunication

Giving personal information to patients and askihg patient to make an appointment with the
dietician were considered by Dutch family doctassbe highly effective and highly applicable.
More than 90% of family doctors implemented thesatsgies for nutrition guidance. Publications
available in the examination room had a good saorngerceived effectiveness and applicability.
Eighty percent of family doctors had publicationsoat nutrition in their examination room
(Hiddink et al., 1997c). American family doctorgirdfidence in their ability to motivate and guide
patients who needed to change their diets was rateléFhey were most confident about being able
to provide specific nutrition information, followely helping patients to set short-term dietary
change goals, increasing patients’ motivation, fgiog specific dietary changes and advising
patients about maintenance of change (Glanz etl@85). An Australian study used the same
arrangement. Australian family doctors rated tleemfidence for helping patients to set short-term
goals and recommending specific dietary changethadighest, followed by increasing patient
motivation, providing specific nutrition informatioand giving specific maintenance advice
(Richards & Mitchell, 2002). Eighty-five percent éiustralian family doctors provided nutrition
leaflets to their patients, with 59% stating thefyen discuss these with their patients. Other
strategies were assessing the patients’ diet esebsieg the patients’ readiness to change (Nicholas
et al., 2005).

With respect to communication about overweight, ittragitudinal study of Hiddink et al.
(1999) revealed that communication about overwelgtg shown a significant decrease over the
last five years, just as some of its major deteamis, such as self-efficacy factors and some
attitudes. In a survey about Israeli family doct@tsitudes regarding obesity, the medical advice
most frequently offered was to increase physictligyg, to decrease the number of total calories,
and consultation with a dietician (95, 81 and 588spectively). Moreover, 62% of family doctors
stated they distribute patient-information leafletsl 57% of family doctors reported that they tried
to recruit patients’ family members into the praceRelatively few (25%) advised group support
meetings (Fogelman et al., 2002). Mercer et al082Gought to draw lessons from the tobacco
experience for the organisation of more successbekity control. They recommended using the
5As: Assess, Advise, Agree, Assist, and Arrangieyaup.
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To conclude, family doctors use a range of stragegegarding nutrition communication. This
implies that there are many opportunities to previdtrition information, but they require different
levels of effort. Little effort is necessary to pite health education publications in the examaomati

room. A lot of effort is required from family doctto give specific maintenance advice to patients.

Conclusions with respect to family doctors’ perspeove
It can be concluded that family doctors’ percepiamgarding nutrition communication are
positive. The majority perceive nutrition communioa as their task, especially in tertiary
prevention. Most family doctors are also interestechutrition. However, family doctors’ self-
efficacy to provide information about nutrition aweight is rather low.

Besides, family doctors perceive several barrieqgroviding nutrition information, including
lack of time, lack of knowledge, lack of educatiand patient non-compliance.

Moreover, family doctors’ strategies regarding itigin communication varied.

To conclude, family doctors’ perspective on nutnticommunication shows a mixed picture:
although they have favourable attitudes towardsitiart communication to their patients, they

perceive several barriers to providing nutritioformation.

GENERAL CONCLUSIONS ABOUT NUTRITION COMMUNICATION I N GENERAL
PRACTICE

In this review, we provided an overview of nutmtioommunication in general practice, taking into
account the perspective of both patients and fardogtors. In this field, we found several
publications that were based on observations alidegorts. Standardised observations reduced
recall bias and increased data objectivity. On dtieer hand, observations were appropriate to
assess frequencies and duration of nutrition conncation. Self-reports were possibly influenced
by social desirability. However, with respect tygso-social variables, one could only rely on self-
reported data. Comparisons were hard to make, bea#uifferences in measurement methods and
differences between countries. The highest pergestavere found for family doctors’ actual
nutrition communication behaviour in the Unitedt8&&a This might be explained by patient factors,
such as a higher prevalence of nutrition-relatesgakes, but also by factors inherent in the health
care system, such as the vocational training progra

Nutrition is a daily topic in general practice. Witespect to the patients’ perspective, patients

are generally positive about nutrition communicatibrough their family doctors. The family
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doctors’ perspective shows a more mixed picturéh@dgh family doctors hold favourable attitudes
towards nutrition communication to their patientsgy perceive several barriers to nutrition
communication in general practice.

Whether this situation also holds in Dutch gengralctice will be studied in our empirical
studies with Dutch patients (Chapter 3, 4 and 8l)family doctors (Chapter 6 and 7). These results
will be compared in Chapter 8 with the results bé tstudies performed by Hiddink et al.
(1995/1997a/1997b/1997¢/1997d/1999) and the residlt®cent studies presented at the Fourth
Heelsum International Workshop (Truswell, 2005).
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ABSTRACT

Background: Consumers have been exposed to nutrition infaomdtom a variety of sources,
including the family doctor. Furthermore, they weamet aware of their own risk behaviour
regarding nutrition.

Objective: This study sought to assess food associationsyecsation topics, interest in food
topics, and use of information sources by mearguafitative consumer research. Another aim was
to provide a hypothetical model for nutrition awagss that could be tested in a quantitative survey.
Design Three focus groups with 30 Dutch consumers att@gewere carried out. Qualitative data
were analysed with the computer software progranDNBT (QSR, Melbourne, Australia) by
sorting text blocks into categories and new theamasrged. In addition, a hypothetical model for
nutrition awareness was developed.

Results Consumers associated food most often with safd &nd interest in food safety was most
often discussed. Tasty food was the most impoftaod conversation topic. The family doctor was
the information source most talked about. Furtheendhey possibly lacked some nutrition
awareness.

Conclusions Careful analysis revealed new themes (new imp#st 10 y), such as concerns about
food safety and reconsideration of the roles ofiffadoctors and dieticians. Based on these themes,
recommendations for nutrition communication wermposed.

Key words: Consumers, family doctors, nutrition communicatitre Netherlands, focus groups,
NUD*IST, nutrition awareness, interaction betweamily doctors and consumers, beliefs about
food, conversation topics, interest in food topingrmation sources

Acknowledgements We thank the market research office GfK (Lianae der Wijst, Kamieke van
de Riet for their collaboration in this researcimdamoderator leteke Hasselo and assistant
moderator Willie van Varik for guiding the focusogps). We also thank the Nutrition Center

(Boudewijn Breedveld) for comments on the checkkatally, we thank the participants.

46



Model development for nutrition awareness

INTRODUCTION

Today the relationship between nutrition and hehdth been firmly established (Willett, 1994; US
Preventive Services Task Force, 1998; WHO, 2000DHI3S, 2000; USDA/USDHHS, 2000;
National Heart, Lung, and Blood Institute, 1998hisT evidence is translated into the dietary
guidelines produced by the Health Council of thehlddands in 1986 (first version; some revisions
have been published)(Nutrition Council of the Nedneds, 1986; Health Council of the
Netherlands, 2000/2001). During the past few degadatrition education has been developing
(Contento et al., 1995). Health professionals mlewautrition education; however, the interaction
between health professional and consumer is nahap{Hiddink et al., 1995; Van den Hogen et
al., 1996; Van Binsbergen & Ocké, 2001). In additithe supply of nutrition information in the
media has increased. Recently, new informationcgsuhave developed, such as web-sites, that
provide information on demand (Van Woerkum, 20@8.a result, consumers have been exposed
to nutrition information from a variety of sourcééew questions arise, and family doctors are often
called upon to answer them (Van Woerkum, 1999).

Answering these questions is not always easy foilyadoctors, because eating behaviour is
the result of a complex interaction of biologicatonomic, sociological and psychological factors
(Shepherd, 1985; Rozin & Vollmecke, 1986; De G&datafleu, 1992, Contento et al., 1995; Van
Assema et al., 1990/2001). One problem is that mmssumers believe they eat healthily; however,
the Third National Food Consumption Survey shovwa thany do not (Nutrition Center, 1998).
Little research has been done on this lack of avem® (Brug, 1994; Lechner et al., 1997; Van
Assema et al., 2001). Awareness is an importanteqarin the Stages of Change Model (Prochaska
& DiClemente, 1992) and the Precaution AdoptioncBss Model (Weinstein, 1988). The first
model describes stages through which people mayr@se toward long term health behaviours: (1)
precontemplation (not yet considering change); ¢@nhtemplation (considering change); (3)
preparation (planning change); (4) action (activelyange); and (5) maintenance (sustaining
change). Application of Stages of Change to nofritis reported by Lechner et &l997). The
Precaution Adoption Process Model distinguishesetlevels: (1) awareness of risk behaviour (e.qg.
they know that too much fat food is unhealthy); éareness of other people’s performing risk
behaviour (e.g. they know that people eat too nfatin general); and (3) awareness of their own
risk behaviour (e.g. they know that they eat toacimfat). Only after reaching this third level will
people be motivated to change. Therefore, detemtsrat nutrition awareness should be studied.
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A goal of many nutrition education programs is tose awareness as the first step in
behavioural change (Contento et al., 1995; Van wsset al., 2001). Information sources can
influence awareness positively. Previous consuesgarch mentioned television, radio, magazines,
newspapers, health professionals, and food lal®lsmfarmation sources (Kunkel et al., 1986;
Worsley, 1989; Probart et al., 1989; Medeiros gt1891; De Almeida et al., 1997). Hiddink et al.
(1997a) carried out an extended Dutch survey 1§oy with the family doctor, the dietician and the
Netherlands Nutrition Center (an independent intgithat takes part in the public debate on food
and nutrition; their products and services are dimma consumers, physicians, dieticians, and
teachers) as preferred sources.

At the moment there are new food topics being dised, such as food safety, genetic
modification of food, and functional foods. Alsbptights about effective nutrition education have
evolved (Contento et al., 1995; Truswell, 1997/)9%@r these reasons, we judged it necessary to
add to the study of Hiddink et al. (1997a). Howeubere is little information available on pre-
existing knowledge, attitudes, and beliefs abowtdfoso first a qualitative research phase was
carried out. This article describes the resultqualitative consumer research. Moreover, the aim is

to provide a hypothetical model for nutrition awagss that can be tested in the quantitative survey.

METHODS

Focus groups

A focus group is a group with a minimum of seved anmaximum of twelve subjects discussing
their thoughts on a specific issue (Krueger, 1988Yyecent years, focus groups have become the
most popular qualitative method used in social lagldavioural sciences (Green & Kreuter, 1999).
We decided to use focus groups for exploration ofivations, generation of hypotheses, and ideas
about new theoretical concepts. Later on, we waudd it for interpreting the results of our
guantitative study (Basch, 1987; Krueger, 1988; Vasema, 1992a; Morgan, 1993; Kitzinger,
1995). Focus groups have been widely used in h@attinotion and nutrition research (Krueger,
1988; Van Assema, 1992b; Baranowski et al., 199%pthan & Maclean, 1993; Iszler et al.,
1995), combined with other qualitative and quatitiea methods (Krueger, 1988; Chapman &
Maclean, 1993; Kitzinger, 1995). We used focus gspugualitative in-depth interviews, and a

guantitative survey.
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Subjects

Our target group consisted of Dutch adults age®@§- The Dutch market research office GfK

took a sample from the ScriptPanel, which is regméative of the Dutch population. Three focus

groups were composed based on age (n=30): (1) 38{80ungsters), (2) 31-50 y (middle-aged),

and (3) 51-80 y (elderly). We decided to group ipgrants by age because of differences in eating
patterns, information demands, and communicatitatae habit at different ages. Each group

consisted of men and women, because we wantedk® ev/broader discussion.

Procedure

In the first half of 2001, three focus groups wemaried out. After sampling, the recruiters
contacted the respondents by telephone, mentiothiaty the discussion topic was nutrition
communication. Focus groups were planned in th@iegeand lasted for 2.5 h. Discussions were
videotaped, and simultaneous observation was gesgilier an introduction, a moderator started
the interview with the aid of a checklist, which svhased on various questionnaires and was
funnel-shaped. It contained questions about foodyeneral, nutrition and health, information
sources, food topics, nutrition knowledge, anditiatr education (including the role of the family
doctor). In the middle of each session, the moderaffered each respondent 30 cards with food
topics and asked each respondent to pick five camti®and sort them with regard to importance.
Chosen cards were counted and results were distu¥¥ben the discussions were finished,
participants were asked to fill in a written queshaire about information sources and food topics.
Finally, each participant received a gift coupon.

Analysis

Initially, the authors stated hypotheses, and tiapis of the focus groups were made. Relatively
few researchers use software designed for quabtanalysis (Richards & Richards, 1998). QSR

NUD*IST is the leading computer package for quéira analysis (Richards, 1998). QSR stands
for Qualitative Solutions and Research, an Austraboftware development company. NUD*IST

stands for Non-numerical Unstructured Data Indexi®garching and Theorising. It is an Index-

based approach, which means that codes are kept index system to explore ideas and create
concepts (Richards, 1998). Data were analysed éyfitst author, using version 4 (QSR, 2002).

Before analysis, a coding framework was construttased on the research aims and interview

schedule.
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Hypothetical model
Figure 3.1 shows our hypothetical model of nutrition awareneBhree environmental variables

were included: commercial sources, neutral souraed, social sourcesT@§ble 3.1). Next, eight
individual variables were part of the model. Alsocio-demographic variables were included: sex,

age, education level, income, life cycle, and resa# (GfK, 2000).

External variables Independent variables  Dependent variable

Environmental variables:

-Commercial sources
-Neutral sources
-Social sources

CN

Socio-demographic variables/

-Sex -Age
-Education level -Income 2\?\/&?;:\?988
-Life cycle -Residence
\ v /
Individual variables:

-Interest in nutrition -Perception of the role of behaviolr

-Health awareness and heredity in health

-Health locus of control -Beliefs about food

-Attitudes toward food topics -Information needs regarding foog

-Information behaviour topics

Figure 3.1Hypothetical model for nutrition awareness
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Table 3.1Variables included in the model for nutrition awazss

Variables

Definitions

Nutrition awareness

Commercial sources

Neutral sources

Social sources

Interest in nutrition

Realisation of one’s own pesbaek behaviour regarding nutrition (Weinsteif38)

Information sources, like mezbaymercials, advertisements, displays, and, skogppnel (Kunkel et al., 1986;
Worsley, 1989; Medeiros et al., 1991; De Almeidalet1997; Buttriss, 1997; Hiddink et al., 199Barenschot,
1999; SWOKA, 1999; Falk et al., 2001)

Information sources, such as fadabtors, dieticians, Consumer Alliances, nati@thlcation organisations, and
government (Kunkel et al., 1986; Hiddink et al.918; Berenschot, 1999; SWOKA, 1999; Falk et alQ120

Information sources in the sociairenment, such as partner, family, friends, rekdi neighbours, and
colleagues (Kunkel et al., 1986; Worsley, 1989;bRarbet al., 1989; De Almeida et al., 1997; Falklet2001)

Involvement of the consumethwhe topic of nutrition (Hiddink et al., 1997Rerenschot, 1999; SWOKA, 1999)

Perception of the role of behaviour Consumer's estimation of the contribution of bebaral factors (diet, smoking, alcohol, stress, ptatsactivity,

and heredity in health

Health awareness

Health locus of control (HLC)

Beliefs about food

Attitudes towards food topics
Information needs regarding
food topics

Information behaviour

personal hygiene) and the non-behavioural factoediy on the consumer’s health state (Hiddinkl et1®97a)

Interest in health, which is c&din choosing healthy food products, and intérephysical activity (Van
Gaasbeek & Hansman, 2000)

Individuals' beligfstheir own ability to control health (internal I€l), extent to which health is controlled by
health professionals (powerful others HLC), ancerikto which health is determined by chance or (&tance
HLC) (Norman & Bennett, 1996)

Meanings attached to food itydaiing (IEFS, 1996; SWOKA, 1999; Falk et al., @D

Opinion about cerfaind topics (SWOKA, 1999; Worsley & Worsley, 1991)

Consumer's needs of specific knowledge to obtagmvars to important questions (Hiddink et al., 1997a

The way the consumer obtaifemation (in a passive way, one can obtain imfation by normal media use; a

more active form is also possible, namely actiwagking for information (GfK, 1999)
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RESULTS

Below, the results of the focus groups will be dssed. For each category, the first ten
subcategories will be represented. Next, the fik& subcategories will be illustrated. We will

finish with some remarks about lack of awareness.

Food associations

The first ten associations, in decreasing ordergwg) safe food, (2) preparing meals, (3) healthy
food, (4) tasty food, (5) eating less fat, (6) waltiey food, (7) price of products, (8) vegetabi&s,
balanced food, and (10) shopping.

The most important association was safe food, #ifefeht perspectives were voiced. First, it
was associated with food scares: "In general, rabasit nutrition is negative. When they talk about
nutrition, it is always about troubleSalmonella dioxins, and BSE [bovine spongiform
encephalopathy] are the news topics."” Other assmesawere food hygiene, use of pesticides and
insecticides on plants, genetic modification ofdpand food additives. The elderly talked most
often about safe food by expressing their concabasit safe food.

Preparing meals was associated with time spenbokimg: "Very quick and easy. Let's say,
quick cooking. A lot of salads or raw food, if ibeksn't take much time, because | don't like that.”
Furthermore, consumers thought about saving meatsial cooking time, warming up meals,
danger ofSalmonella cooking for groups, and recipes. The focus gralmsved that youngsters
were most often concerned about preparing meals.

When talking about healthy food, consumers mentlotine relationship between nutrition
and disease: "When you notice that people in yowirenment become ill, you begin to pay
attention to nutrition."” They also cited vitaminpglements, life cycle (living situation: if someone
lives independently or lives together, and if soneebas children or not), and sex (ie, that healthy
eating associated more with women than with m&ungsters in particular talked about the
relationship between nutrition and disease more #&mgy other group talked about this topic.

Next, many consumers discussed the idea of tasty. fbhey wondered if healthy food could
also be tasty food: "I know deep inside that ihdd so healthy and that | should eat less. Bud it i
very difficult, because those products are justtdsty things.” When thinking about tasty food,
they thought about food preferences, homegrowrhffesd, and sociabilityEspecially the elderly

had the association of tasty food.
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Finally, consumers coupled eating less fat with yndifferent efforts, such as eating fewer
French fries, use of baked and fried products {egse with olive oil), consuming low-fat dairy
products, and eating lean meat or fish. They adso@ated it with efforts to lose weighthe group

aged between 31 and 50 years old often mentiorntetydass fat.

Conversation topics

Consumers loved to talk about tasty food. Conviemsabpics, in decreasing order, were (1) tasty
food, (2) healthy food, (3) recipes, (4) consegesmaf BSE and foot and mouth disease (FMD), (5)
regular eating, (6) diet, (7) price of foods, (&ldnced food, (9) the question "What will we eat
tonight?" and (10) nutrition of children.

When consumers talked about tasty food with othargheir social environment, the
conversation was about recipes, new products, amtygut for dinner!'If you're going out for
dinner, we ate there the other day and it was idekc" Especially the consumers between 31 and
50 talked about this with friends and colleagues.

Healthy food was also a conversation topic. Thegrospoke about fruits and vegetables.
"Who eats fruit and who doesn't, what fruit sonts #nere and whether eating more fruit actually
would help you feel healthier, because there da af people who don't believe that it would."
They also discussed eating habits, eating lessldaing weight, and the relationship between
nutrition and health. Conversation partners wermtpéamily members.

Consumers also mentioned recipes as a conversapan They talked about this with friends
and colleagues. "If | made something deliciousy theked: what have you made, what is in it, how
do you make that, and how long does it take?"

Youngsters especially discussed consequences ofaB8EMD with their friends. "l try to
convince people to become vegetarian, but | mugtl san not successful, although mentioning
BSE helps."

Some consumers, especially the elderly, talked tategularly eating with others, especially
the elderly. They spoke about breakfast, what tineals are eaten, and snacks: "My mother often

scolds me for the in-betweens. | think she reallgight.”

Interest in food topics

Respondents were interested in decreasing ordeeifollowing food topics: (1) food safety, (2)
fruits and vegetables, (3) genetic modificationfobdd, (4) vitamins, (5) composition of food
products, (6) preparing and saving food, (7) foodptements, (8) eating less fat, (9) European E-
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numbers (Additives, both natural and artificiallpgduced, are only allowed after a series of studies
that show they produce no indicative health riskePallowance in the European Union they get an
E-number.), and (10) functional foods.

Food safety was the topic most often discussedy Ttheught about food scares, food
hygiene, use of pesticides and insecticides ontglaand food additives: "When my children or
grandchildren visit me, | always look at whethemsthing, like an ice cream, contains too much
artificial colouring." They mentioned food safety an important topic, and they were interested in
some aspects in particular: Do we eat productsdteasafe? How do we know if an egg is a free-
range egg other than from the mark? What is gomwith the use of pesticides and insecticides on
plants? The following information sources were rTgd: newspapers, magazines, the Internet,
the Netherlands Nutrition Center, the researchitiiest TNO Nutrition, the Food Inspection
Department and Health Inspection Department.

Next, fruits and vegetables were an important ftamc. Discussion points were the slogan
(‘Eat 200 g of vegetables and two pieces of freit gay.’), vitamins, the health value of fruits and
vegetables, actual fruit and vegetables consumptiegetables in combination with potatoes and
meat, freshness, taste, and biological fruits agetables. "That information is mostly transmitted
via radio and TV. It is written in all the newspapel think that when you are old, you still know
that slogan.”

Many consumers expressed dislike for genetic mmatifin of food, another food topic. "And
| think, why do they mess with that, why could tHegve those soy beans as they are?" Especially
the elderly talked about it. They were interestedhformation about the consequences of genetic
modification for plants and humans. They mentionib& following information sources:
universities, research institutes, Consumer Alkgricod labels, and World Wildlife Fund.

Consumers believed that vitamins were an imporf@od topic. The first thought was that
they are necessary. "Every winter a lot of peoplett a cold and get the flu, but don't become ill,
because they take extra vitamins." Other discustpits were products that contain vitamins,
vitamin supplements, products enriched with vitan{functional foods), and what happens to
vitamins during cooking.

Also, composition of food products was mentionednsiimers talked about additives, food
allergies, food labels, and food lists. Particyidine elderly spoke about this. They said they ednt
more information on the following aspects: Whattde European E-numbers mean? How do we
know if a product contains additives?; How muchrgypedoes a portion of a product contain?
Information sources mentioned were food labels, Nle¢herlands Nutrition Center, Postbus 51
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(information channel from the Dutch governmenthdaenanufacturers, supermarket magazines (eg.

Allerhande), and food lists from the European Union

Information sources

Consumers mentioned in decreasing order the fafigwiutrition information sources: (1) family
doctor, (2) social environment, (3) magazines, l@grnet, (5) dietician, 6) television, (7) the
Netherlands Nutrition Center, (8) food labels, {8 media, and (10) food manufacturers.

The family doctor was the information source thatswmost talked about. Especially the
elderly talked about the family doctdrhey said they went to the doctor when'ilthe doctor gives
advice only when something is the matter.” In tlewpoint of the consumers the family doctor was
the one who diagnosed, advised, and eventuallyreef¢o another specialist, such as the dietician.
They found the family doctor suitable as nutritionformation source in the following
circumstances: disease in general, lowering chelelsteating less fat, eating less salt, diet, food
allergies, and drugs. "Nutrition affects your orgaand the wellness of your body, so the family
doctor is the best person to consult about nutritio

Another important nutrition information source whe social environment. Many consumers
got nutrition information from their own partnen haddition, their own parents, friends, children
and relatives, acted as information sourtkly. mother tells me that | should eat healthy, aoa |
realise that a little bit." Social environment vespecially important for the youngsters.

Magazines were often used as an information soMagazines mentioned were supermarket
magazines (eg, Allerhande), magazines for women l(lglle, Margriet), magazines for parents
(eg, Ouders van nu, Moeders), magazines for conmsunieg, Consumentengids, Kritisch
Consumeren), and culinary magazines (eg, Sla, lrekkgezond). "Look at the magazines: there is
a lot written about diets. Women should alwayshse &nd losing weight."

The Internet was seen as an important informatamce. "When something happens in your
social environment, you will search on the Intertmeget more information about the topic.” Web-
sites such as Health Index, Health Center, Web @pt¢he Netherlands Nutrition Center, and
Senior Web were mentionetihe Internet was most popular among the youngsters.

Finally, the dietician was considered an informatsource, especially by the elderly. "I think
a doctor knows more than us, but he is very genHrgbu really want to know something about
nutrition, you should go to a dietician." They faltie dietician a suitable source for topics such a

diet, losing weight, and over- and underweight feois.

55



Chapter 3

Lack of nutrition awareness

Another conclusion from the focus groups was tlmstsamers believed they eat healthily. In this
study we could not get a picture of their actudlngabehaviour. It was very possible, that they
lacked nutrition awareness. Therefore, a hypotaktodel for nutrition awareness was developed
as described above (Figure 3.1). On the basiseofjtialitative research and literature, 17 factors
were selected with a high probability of predictimggrition awareness. Another eight factors were

also measured in the quantitative questionnaireven¢ excluded from the hypothetical model.

DISCUSSION

This article describes the results of qualitatisesumer research. For discussion, we have selected

the following themes.

Concerns about food safety

Food safety was the topic most often discussedc€ros about food safety were also found in
other Dutch studies (Berenschot, 1999; SWOKA, 1988mmittee on biotechnology and food,
2002). Consumers found safety the most importarit afjuseveral social aspects, including
healthiness of a product, freshness, environménéaldliness, animal welfare, and third world
effects (SWOKA, 1999). They were concerned aboat foygiene, hormones in meat, and BSE.
The Berenschot study (1999) showed that 25% neweried about food safety. A recent study
showed that more than 60% of the Dutch populatias worried about biotechnology, particularly
genetically modified products (Committee on biotemlbgy and food, 2002).

Concerns about food safety can be explained byaittethat the physical and psychological
distance between producers and consumers is gtiligg. In recent years food technology has
rapidly developed, and consumers have little ideauahow food is produced. These factors have
led to a process of alienation (Hermus, 2001). Memysumers believe they have no control over
food safety (Committee on biotechnology and fodi)2). Recent food scares have worsened this,
because in panic they have drawn wrong conclusisinthis moment, food is in fact safer than ever
before (Hermus, 2001).

Tasty versus healthy food versus safe food

Respondents viewed tasty and healthy food as t¥ereint and mutually exclusive things. In the

Western European way of thinking, ‘healthy’ is asated with reasonable thought, and ‘tasty’ with
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emotion. Rozin et al. (1999) noticed cultural diffieces in concerns for healthiness and obtaining
pleasure from eating. Food could also be dichotedhis healthy food and junk food. Junk food
was associated with pleasure (Chapman & Maclea®3)1%ccording to Falk et al. (2001) many
people associated eating with good health. Anathelty showed that consumers' first association
was pleasure (IEFS, 1996). Food choices were gfitgated by how foods taste. Nutrition education
ought to consider pleasure as well as safety.

Furthermore, consumers noticed that healthy and sadre different concepts. In their
perception, safe food had to do with the short temmereas healthy food was associated with the
long term. Generally, people are more sensitivestiort-term than to long-term considerations
(Raaijmakers & Vaandrager, 2000). Therefore, waddecto develop three hypothetical models:
nutrition awareness (Figure 3.1), tasty food awessenand food safety awareness. The last two

models will be described later.

Concerns about weight

Many women believed that a slim figure is achielgdeating healthy food and avoiding junk food
(Chapman & Maclean, 1993). In our study, resporglbatdly mentioned weight. In general terms,
the youngsters discussed losing weight and thedstaess ideal. One respondent admitted being
too heavy, but the others did not. Some were,dty taverweight, as about 40% of Dutch people are
(Visscher & Seidell, 2001).

In contrast, during the in-depth interviews shoveetbt of people complained about their
weight. They said they paid attention to their viatignd admitted being too heavy. They expressed
a need for more information about (losing) weighd anentioned the dietician and family doctor as
information sources. So weight seems to be a semns$dpic that is hard to get at in a focus group.
Participants felt more comfortable to speak abdutniin-depth interviews, when only the

interviewer was present.

Information overload regarding fruit and vegetables

Despite interest in fruits and vegetables, respotsddid not need more information, because they
already knew. Responses to the question ‘What rgigaidelines do you know?’ indicated high
knowledge (eg, ‘Eat 200 g of vegetables and twegseof fruit per day’). General principles are
taught in schools and communicated by the NethdéslaNutrition Center. In this way
communication flowed via the central route of tHaliration Likelihood Model, so there is a high
tendency to think about information more thorougfifetty & Cacioppo, 1986). The other way of
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information processing goes along the peripheraterowhich involves cues such as information
source of the message, form of the message, anmbaviour of others (Schaalma et al., 2001).
Furthermore, repetition was involved. The messdge® worked because they convince and
remind. However, reactions to messages turn soumdssages are presented too often
(overexposure effect) (Zimbardo & Leippe, 1991).n€amers experienced information overload

owing to repetition. Providing some novelty in tiepeated messages keeps things interesting.

Concerns about preparing and saving meals

Youngsters were concerned about preparing and gawvieals. This can be explained by the
convenience culture. Consumers are living in thén Zbciety: they always have to hurry and do
their shopping and cooking in a rush. Of coursedf@roducers noticed this and developed
convenience products (Korver, 2001). Youngsterenéarned to spend a lot of time on cooking
and about alternatives, so they have become usasht@nience food.

Information needs of elderly

The elderly were probably more receptive to newerimiation. In accordance with a recent study
(Committee on biotechnology and food, 2002), thgyressed a need for information about genetic
modification of food. They said they wanted infotimoa about new topics such as food safety,
composition of food products, food supplements, fandtional foods. Information needs of elderly

were important and should be acted upon, becawseumber of people over 50 in the Dutch

population is rapidly growing (Hermus, 2001) andkimg increasing demands on the health care

system.

Roles of family doctors and dieticians

Family doctors and dieticians were considered cemphtary: the family doctor indicated,
advised, and eventually referred to the dieticiaaspite the fact that only a few consumers had
experience with a dietician, they perceived diatisi as being more reliable and more
knowledgeable about nutrition. Family doctors areticdians are in a position to provide effective
nutrition interaction (Nicholas et al., 2003). Acdmg to Fuller et al. (2003), people believe that
family doctors play a role in nutrition communiaatiwhen patients have something wrong with

them. Good referrals were also deemed necessarny kndadth themes were involved.
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Determinants of nutrition awareness

Little research has been done on the determinantsumition awareness. Women and more
educated consumers were usually more nutrition @@irois et al., 2001). The Pan-EU survey
(IEFS, 1996) concluded that youngsters (<35 y) waoee aware of diet because of lifestyle and
outlook on health. A thorough analysis of the dmiaants of nutrition awareness is necessary.
Therefore, we have developed a hypothetical moalelntitrition awareness, to be tested in the

guantitative study.

Limitations and implications
The topics health and family doctors got extrardite in the discussion. It could be that the rssul
were exaggerated. If so, the quantitative studclakify these points.

Based on the themes, recommendations for nutritmnmunication were establishebaple
3.2. The results of this study served as a basisth@ development of the quantitative
guestionnaire. The hypothetical model for nutritewareness will probably be useful for target
group segmentation. Finally, family doctors andeotihealth professionals could benefit from
understanding how consumers think, talk about, @stdwith regard to nutrition, and in turn this

could enhance the effectiveness of their nutrititaractions.
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Table 3.2Recommendations for nutrition communication

Give transparent information about food safety: enalear which food chains are involved in produttidhe recently established Dutch Food
Authority could narrow the gap between consumedsmanducers (Committee on biotechnology and fo6822. The Netherlands Nutrition Center
could provide information to consumers. In casa fod scare, they will be more able to cope with i

Discuss weight: overweight is a social problem simoluld be a discussion topic among scientists ambers of the general public. The emphasis
should not be on losing weight, but balanced fawd getting enough physical activity. Family doctarsl dieticians are considered as suitable
information sources.

Disseminate a new message: healthy eating camredaa tasty eating. This is something the familytaloshould take into account.

Try the peripheral route for communication abouttfand vegetables: the central route probably do¢svork anymore because of information
overload. The focus should be on peripheral cdear statement of a reliable and expert informasioarce, an attractive message form that is new
and different, and attractive role models who siiosvbest behaviour to adopt.

Educate youngsters about preparing and saving maae awareness and increase their knowledggidats, self-efficacy, and skills. School
probably provides a good setting (eg, biology lassgare lessons, techniques lessons).

Fulfil the information needs of the elderly: progithformation about new food topics. The family Wwshould consider the needs of the elderly,
because they frequently go to the doctor.

Strengthen co-operation between family doctorsdieticians: both groups of health professionalsuhaork together, because they could benefit

from each other and play complementary roles.
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ABSTRACT

Objective: For more effective nutrition communication itasucial to identify sources from which
consumers seek information. Our purpose was tsagsrceived relevance and information needs
regarding food topics, and preferred informatiorurses by means of quantitative consumer
research.

Design Based on qualitative studies, a quantitative tijoiesaire was developed and administered
in face-to-face interviews.

Subjects The study population consisted of Dutch adulsdafj8-80 y. A stratified sample of 923
adults was taken from the GfK ScriptPanel; 603 oegents completed the questionnaire.

Results Despite high perceived relevance of food topicsareing dietary guidelines (55-78%),
most respondents indicated that they did not wamtenmformation about these topics (71-74%).
Furthermore, our study revealed information neegsurding safety- and health-related food topics
(up to 77% in some subgroups). Differences in peecerelevance and information needs were
found in subgroups based on gender, age, percaregght and socio-economic status. Education
offices of the food sector and the family doctorevenentioned for most food topics, who ranked
among the highest regarding perceived reliabiigrceived expertise, clearness and accessibility.
Conclusions With respect to five food topics (losing weigldports and nutrition, lowering
cholesterol, carbohydrates, and food compositiontgrested subgroups should receive tailored
information. For other groups and food topics, auation-wide strategy should suffice, utilising
the preferred information source. If people who o yet interested become interested through a
life event, information on demand can be put irdios.

Sponsorship Dutch Dairy Association.

Keywords: nutrition communication; food topics; informatioreeds; information sources; health
professionals; media.
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INTRODUCTION

The growing body of scientific evidence of a radaship between nutrition and chronic disease has
led to dietary recommendations which are built intdrition communication (USDA/USDHHS,
2000; Nutrition Council of the Netherlands; 1988lutrition experts can channel strategies for
nutrition communication if they understand whatrees of information consumers prefer (Holgado
et al., 2000). Consumers use different informasonrces depending on the kind of information
they are seeking (Raab et al., 1989). Mass mediaraarmediaries, such as health professionals
and teachers, provide nutrition communication (€otd et al., 2002). Next to normal media use,
consumers scan mass media for relevant informahtongdetailed explanations are probably better
given by health professionals (Worsley, 1989). Maslia are agenda-setting in that consumers
tend to discuss what is said in mass media (Vaged& Koelen, 1997).

In the traditional communication model consumers &ewed as passive ‘receivers’.
However, consumers act more and more as initiaabithe communication process by actively
seeking for messages (Vaandrager & Koelen, 199#; Waerkum, 1999). Underlying this process
Is an information need, as the result of a percepwblem and translated into a question when
problem solution is in reach (Te Molder, 1999).6bfa set of circumstances trigger an information
need, but also the media and other informationcgsuplay a role here. However, the messages
must be seen and heard, attract attention andrbecty interpreted (Holgado et al., 2000).

To our knowledge, few studies have assessed the soarces of nutrition information in a
comprehensive way. These studies found that masi&amnaed health professionals are important
sources (Kunkel et al., 1986; Cass Ryan & Gate88;1Worsley, 1989; Probart et al., 1989;
Medeiros et al., 1991, Silvester & Horwath, 199% Aimeida et al., 1997; Buttriss, 1997; Holgado
et al., 2000). In the Netherlands, only one studg been conducted, which showed that many
consumers use the family doctor as their firstitiair information source, followed by a dietician
and the Netherlands Nutrition Center (Hiddink et B997a). Some studies have focused on specific
source characteristics like perceived reliabilitydaperceived expertise (Kunkel et al., 1986;
Worsley, 1989; Silvester & Horwath, 1991; De Almeiet al., 1997; Hiddink et al., 1997a).
Additional characteristics, such as clearness efmiessage and accessibility of the message, have
hardly been studied.

For five reasons, we judged it necessary to conduguantitative survey among Dutch
consumers. Most studies have been conducted in cvl@tries and the only Dutch study is almost
10 y old. In the meantime, ideas about effectivigithon communication have changed (Contento et
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al., 1995/2002; Goldberg, 2000; Truswell, 1997/9)99%e supply of nutrition information in mass

media has increased and new information sources baen developed with the emphasis on

information on demand, such as telephone informat@vices and web-sites (Goldberg, 2000; Van

Woerkum, 1999/2003). Furthermore, concerns aboad fopics like food safety, genetically

modified foods, vitamin supplements and functiofealds have become apparent (Clayton, 2000;

Miles & Frewer, 2001; Coulson, 2002). We also badekthat the role of relevant others in people’s

direct environment have been underestimated iniguevstudies. In this article, the following

research questions will be answered:

* What food topics are important for Dutch consumers?

» Isthere a need for information on these topics?

* What information sources do consumers prefer flarmation about these topics?

* What is the best source for information about tiotriand health when criteria like perceived
reliability, perceived expertise, clearness of thessage and accessibility of the message are

taken into account?

STATISTICAL METHODS

Questionnaire
Qualitative studies were carried out in the firatftof 2001, by means of focus group interviews
and in-depth interviews to learn about the consismrspective (Van Dillen et al, 2003). Based
on these results, a hypothetical model for nutritawvareness was developed to be tested in a
guantitative study; this model will be describesegihere (Van Dillen et al., 2005a). In addition, a
guestionnaire was developed, based on the quaditaBsults. In the second half of 2001, a
guantitative survey was conducted among Dutch coessi who completed a face-to-face
interview-assisted questionnaire. The questionnaordgained questions about perceived relevance
of food topics, information needs, information sms, nutrition interest, nutrition knowledge,
nutrition awareness, nutrition behaviour, nutriticommunication, and expectations regarding
nutrition communication through family doctors.dame units of the questionnaire the interviewer
made use of cards.

Perceived relevance of food topmere assessed in the following way. Each partitipeas
provided with a list of 18 food topics (balanceetdicarbohydrates, eating less fat, European E-
numbers, food allergy, food composition, food hygie food safety, fruits and vegetables,

functional foods, genetically modified foods, lagirweight, lowering cholesterol, minerals,
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nutrition and drugs, preparing and storing measyts and nutrition, vitamins) and asked to pick
out five cards which were personally relevant aarthe them in order of importance.

In addition, respondents were asked if they neeadece information about the five food
topics identified as importaniaformation needs regarding food topics (urgenagre assessed by
five questions, consisting of yes-no categories.

Preferred information sourcesere measured in the following way. Participanesevasked
to indicate which persons or institutions they fdwuitable for providing information about the
selected information needs regarding food topidsobua list of 20 options (Consumer Alliances,
dietician, direct environment, education officestloé food sector, family doctor, government, the
Internet, magazines, manufacturer, medical spstialational education offices, newspapers, the
Netherlands Nutrition Center, pharmacist, radidailerade, scientific organisations, television,
written education materials, open-ended optiongyTivere allowed to select a maximum of three
information sources.

Respondents were also asked from which personsstituitions they sought information
about nutrition and health in the past yeReliability was measured by asking which persons or
institutions were perceived as most reliable intaratof nutrition and health. The same was done
for expertise, clearness and accessibiityh respect to information sources.

Perception of own weighwas measured with one question, consisting otategories: (1)
too heavy, (2) want to lose a lot of weight, (3y gdtention to weight, (4) not afraid to get fa) (
maintain good weight and (6) too leddemographic questioneecorded were gender, age and

Socio-economic status.

Subjects

Our target group consisted of Dutch adults age8@8nean age 48 y). We took a stratified sample
from the GfK ScriptPanel, which was representativéthe Dutch population regarding gender, age,
education level, and residence. A total of 923 dwiere selected to participate in a face-to-face
interview-assisted questionnaire; 603 responded®& (women and 218 men) completed this
guestionnaire, so the net response rate was 65%ddrtion, 82 respondents completed a non-
response questionnaire by telephone (9%). Threegemes were established, comparable to our
previous qualitative studies (Van Dillen et al., 03D youngsters (18-30 y; n=88), middle-aged
(31-50 y; n=262) and elderly (51-80 y; n=253). Tweight groups were established, one

consisting of those who are far too heavy, who warnibse a lot of weight or who have to pay

attention to their weight (n=370; referred to ascpe&ved overweight), and the other including those
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who are not afraid to get fat, who maintain goodghtor who are too lean (n=230; referred to as
perceived normal weight) (no data available of éhrespondents). Furthermore, data on socio-
economic status were retrieved from the databa&fKiScriptPanel. Two groups were established
for analysis: low socio-economic status, comprisatgsses C and D (n=200) and high socio-
economic status, comprising classes A and B (n=403)

Procedure

In the second half of 2001, a survey was carrigdroa stratified sample of Dutch adults aged 18-
80 y. A total of 923 respondents received an ancement letter in which they were invited to
participate in a study of nutrition and communioati Next, the recruiters contacted them by
telephone for making an appointment for a faceatefinterview. People who refused were asked
immediately if they would answer a few questiorgareling their interest in nutrition and nutrition
knowledge; 82 completed this non-response quesdiosinPeople who agreed to participate were
visited at their homes at the appointed time by aofiethe interviewers who filled in the
guestionnaire. Finally, 603 respondents compldieddce-to-face interview-assisted questionnaire.
The duration of each interview was about 40 min.t#¢ end, each participant received a gift

coupon.

Analysis

Data were analysed with the computer software prog6PSS, version 10.0.5. SPSS stands for
Statistical Package for the Social Sciences. Faesscriptive data were analysed and relationships
between variables were tested with Pearson caoetatDemographic profiles were generated with
the cross-tabs procedure. Chi-square analysis vemsl uo detect significant relationships.
Univariate analysis teststests, ANOVA) were used to analyse significantedégnces in perceived
relevance and information needs regarding foodctopetween subgroups, based on gender, age,
weight and socio-economic status. Regarding agdeBami adjustment for multiple comparisons
was applied. Multivariate analysis tests (logistegression with the enter procedure) were
performed to verify significant results from theivariate analysis. For all analyses, the signiftaan
level was set at 0.05.
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RESULTS

Perceived relevance of food topics

Eighteen food topics were classified in order ofcpered relevanceT@ble 4.1). A total of 469
respondents found a balanced diet important (7&8#)er most frequently mentioned topics were
fruits and vegetables, eating less fat, food hygigireparing and storing meals, and vitamins
(category 1). These topics were rated as extremgdprtant and therefore assigned to category 1.
Moderately important food topics were sports anttithen, lowering cholesterol, losing weight,
food safety and food composition (category 2). $mgedups of respondents found nutrition and
drugs, carbohydrates, food allergy, genetically ined foods, minerals, European E-numbers and

functional foods important (category 3).

Table 4.1Perceived relevance and urgency of 18 differend fiopics mentioned by
Dutch adults (N=603)

Food topic Relevancean ny/N (%) Urgencyn m/ng (%) n/N (%)
Balanced diet 469 78 120 26 20
Fruit and vegetables 453 75 107 24 18
Eating less fat 334 55 96 29 16
Food hygiene 294 49 67 23 11
Preparing and storing meals 282 47 86 30 13
Vitamins 277 46 68 25 11
Sports and nutrition 154 25 48 31 8
Lowering cholesterol 136 23 a7 35 8
Losing weight 128 21 65 51 11
Food safety 118 20 51 43 8
Food composition 90 15 28 31 5
Nutrition and drugs 49 8 22 45 4
Carbohydrates 46 8 14 30 2
Food allergy 42 7 15 36 2
Genetically modified foods 39 7 30 77 5
Minerals 36 6 13 36 2
European E-numbers 34 6 20 59 3
Functional foods 23 4 5 22 1

n; and n stand for the number of people who perceived thtgodar food topic relevant respectively urgent.

N stands for the total number of survey respondents
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Information needs regarding food topics (urgency)

Table 4.1 also shows the information needs reggrébod topics. Of the 469 respondents who
mentioned a balanced diet as important, 120 exgdeasneed for more information (26%). For
category 1, 23-30% expressed a need for more iatowm so more than 70% of the adults did not
want more information. There is obviously no need rhore information on the most important
topics, indicating a discrepancy between percensdevance and urgency of food topics. More
urgent is information about topics of categoriesn23, such as genetically modified foods (77%),
European E-numbers (59%), losing weight (51%),ioitr and drugs (45%) and food safety (43%).

Differences by gender

Table 4.2 shows significant univariate differences in pevedi relevance and information needs
regarding food topics between men and women (Stigderdf=601, all p<0.05). Men found sports
and nutrition, minerals, nutrition and drugs, aadoohydrates more important than women. Losing
weight was more relevant for women than for menth&smore, women expressed a greater need
for more information about losing weight. Similaifferences were found in logistic regression
analysis (Wald, df=1, all p<0.05).

Table 4.2Differences in perceived relevance and informatieads regarding

food topics between men (n=218) and women (n=3&5601)

Food topic T P Men (%) Women (%)
Sports and nutrition (relevance) 3.0 0.00* 33 22
Losing weight (relevance) -3.0 0.00* 15 25
Minerals (relevance) 25 0.01% 9 4
Nutrition and drugs (relevance) 2.3 0.02% 12 6
Carbohydrates (relevance) 2.0 0.04* 11 6
Losing weight (need) -2.1 0.04* 7 13

* Also significant in logistic regression analysis

Differences by age

Table 4.3 shows significant univariate differences in peredi relevance and information needs
regarding food topics between youngsters, middedaand elderly (ANOVA, df=600, all p<0.05).
Youngsters found sports and nutrition and vitamimsre important than the other age groups.
Middle-aged subjects mentioned food compositiomdf@llergy and functional foods as more
relevant. Elderly attached more importance to lawgecholesterol and eating less fat. With respect
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to information needs, youngsters found informaadiout sports and nutrition more urgent. Elderly
were more interested in more information about lewgecholesterol. Significant results were also
found in multivariate analysis by logistic regressianalysis (Wald, df=1, all p<0.05) with the

exception of food composition, food allergy anddtional foods.

Table 4.3Differences in perceived relevance and informatieads regarding food topics
between respondents aged 18-30 y (n=88), 31-5836@&) and 51-80 y (n=253) (df=600)

Food topic F P 1830y (%) 31-50y (%) 51-80y (%)
Lowering cholesterol (relevance)  18.9  0.00* 2 6 18 34°
Sports and nutrition (relevance) 17.5 0.00* 46 29°° 15°

Eating less fat (relevance) 6.0 0.00* 346 51° 63°
Vitamins (relevance) 58  0.00* &3 44 42

Food composition (relevance) 3.4 0.03 6 17 16

Food allergy (relevance) 3.1 0.04 5 10 5
Functional foods (relevance) 31 0.05 5 b 6 2

Sports and nutrition (need) 9.6  0.00* 417 10 3
Lowering cholesterol (need) 8.9  0.00* 20 6% 13

Different superscripts a, b, and ¢ mean significhffierences after Bonferroni adjustment for muétipomparisons

* Also significant in logistic regression analysis.

Differences by weight

Table 4.4 shows univariate differences between respondeiits marmal weight and those with
overweight (Student’s t, df=598, all p<0.05). Peopf normal weight attached more importance to
minerals, carbohydrates, and European E-numbergrw@ight people found losing weight,
lowering cholesterol, and eating less fat more irtgpd. In addition, people of normal weight were
more interested in more information about carboataly, while overweight people wanted more
information about losing weight. Significant mulivate results were also found when using

logistic regression analysis (Wald, df=1, all p<g).0
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Table 4.4Differences in perceived relevance and informatieads between respondents

with perceived normal weight (n=230) and perceigedrweight (n=370) (df=598)

Food topic T P Normal weight (%)  Overweight (%)
Losing weight (relevance) -7.9 0.00* 5 31
Minerals (relevance) 2.9 0.00* 10 4
Carbohydrates (relevance) 28 0.01* 11 5
Lowering cholesterol (relevance) -2.4  0.02* 17 26
Eating less fat (relevance) -2.2 0.03* 50 59
European E-numbers (relevance) 22 0.03* 8 4
Losing weight (need) -6.4  0.00* 1 17
Carbohydrates (need) 26 0.01* 4 1

* Also significant in logistic regression analysis.

Differences by socio-economic status

Table 4.5 shows that people with a high socio-economic staerceived functional foods and
European E-numbers as more important, while peopleow socio-economic status perceived
eating less fat as more important (Student’s t6@% all p<0.05). Furthermore, people of high
socio-economic status expressed a greater needinformation about food composition.
Multivariate analysis with logistic regression ayrsé (Wald, df=1, all p<0.05) revealed significant
results for perceived relevance of functional fo@shsl eating less fat and an information need

regarding food composition.

Table 4.5Differences in perceived relevance and informatieads between
respondents with low socio-economic status (LSE200) and high
socio-economic status (HSES; n=403) (df=601)

Food topic T P LSES (%) HSES (%)
Functional foods (relevance) -3.0 0.00* 1 6
Eating less fat (relevance) 27 0.01* 63 52
European E-numbers (relevance) -2.0 0.03 3 7
Food composition (need) -2.2 0.03* 2 6

* Also significant in logistic regression analysis.
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Preferred information sources
Table 4.6shows the most often mentioned information soufaeproviding information about the
18 food topics. It is important to note that we diot intend to obtain all information from every
participant. What we aimed to learn was assigngabrtance and information needs regarding food
topics, and preferred information sources. So weedito provide the most relevant information
summarised in Table 4.6. Education offices of tbedf sector, written education materials, the
Netherlands Nutrition Center, the family doctor andtional education offices were often
mentioned for most food topics. For health-reldtesatl topics, such as lowering cholesterol, losing
weight and food allergy, the family doctor was meméd as the most suitable information source.
The family doctor also ranked among the highegt waspect to nutrition and drugs, and minerals.
Table 4.7 shows the perceived reliability, perceived exgesticlearness and accessibility of
different sources for providing information abouitrition and health, indicating that the family
doctor, the dietician and education offices offthed sector ranked among the highest.

DISCUSSION

We will address specifically three problems: ajBpancy between relevance and urgency; b) the
practical results, both for tailoring to informatimeeds as well as for the possible use of nutritio

information sources; and c) preferences for infaromasources.

Discrepancy between relevance and urgency

Our results were in agreement with other studiesutlthe relevance of food topics, namely
balanced diet (SWOKA, 1999; Lappalainen et al.,89alk et al., 2001), fruit and vegetables
(Lappalainen et al., 1998), and eating less fappladainen et al., 1998; SWOKA, 1999). It is
possible that respondents chose these topics tiafiedietary guidelines in category 1 (high
relevance), because they are well covered by mutrdommunicationFood topics in categories 2
and 3 (moderately and low relevance) are only itgmarfor a small group of people who are

engaged with the particular topic.
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Table 4.6Matrix reflecting the three information sourceshwthe highest potential to communicate effectively

consumers about a certain food topic

Food topic

Source 1 Source 2 Source 3

Balanced diet
Fruits and vegetables
Eating less fat

Food hygiene

Preparing and storing meals

Vitamins

Sports and nutrition
Lowering cholesterol
Losing weight

Food safety

Food composition
Nutrition and drugs
Carbohydrates

Food allergy
Genetically modified foods
Minerals

European E-numbers

Functional foods

Education offices food sector Mageazin Nutrition Center

Education offices food sectdretail trade Magazines

Education offices food sector  Nwmlaeducation offices Written education materials

Education offices food sector Consuli&ances Written education materials
Education offices fextor  Retail trade Magazines
Education offices food sector  Nutritionr®er Written education materials

Written education materials  tibdaal education offices Direct environment
National educatoffices

Education offices fosettor

Family doctor Education offices food sector

Family doctor Nutrition Center

Education offices food sector  Scientifganisations Television

fotr Center Manufacturer

Nagiloeducation offices

Education offices food sector

Pharmacist Family doctor

Education offices food sector  NomitCenter Direct environment

Family doctor Nutrition Center Eduoatbffices food sector

Education offices food sector Consumer Alliances
Written eahian materials
Education offices food sector ittéreducation materials

Naticeducation offices

Scientific organisations
Education offices food sector Family doctor
Scientific organisations

Written education materials Education offices food sector




Food topics and information sources

Table 4.7Rank orders for perceived reliability, perceivegertise, clearness, accessibility

and overall assigned to information sources witipeet to nutrition and health

Information source Reliable  Expertise Clear Acdadssi Overall
Family doctor 1 2 2 1 1
Dietician 2 1 1 2 1
Education offices food sector 3 3 3 3
National education offices 4 4 4 7 4
Consumer Alliances 5 8 5 9 5
Pharmacist 6 9 11 12 9
Medical specialist 7 5 6 11 6
Nutrition Center 8 6 10 15 11
Magazines 9 10 8 5 7
Television 10 13 9 9
Direct environment 11 12 13 8 12
Written education materials 12 14 12 13 13
Scientific organisations 13 7 15 18 14
Retail trade 14 16 14 10 15
Internet 15 11 7 4 8
Government 16 15 16 17 16
Manufacturer 17 17 17 16 17
Newspapers 18 18 18 14 18
Radio 19 19 19 19 19

Urgency was generally low for the most importamddopics. A possible explanation for this

discrepancy might be existing nutrition knowledgar study revealed high scores with respect to

knowledge of dietary guidelines in accordance waither studies (Probart et al., 1989; Nutrition
Center, 1998). It is also possible that there ot no need, because general principles are taugh
in schools and unambiguously communicated to thdigpby the Netherlands Nutrition Center. In
addition, basic nutritional advice has changed \iitlg in the past 20 y (Goldberg, 2000). A last
explanation might be the modern use of informatinordemand. We will discuss this later on.

Tailoring to information needs
Information needs are very diverse and are changugg time (Te Molder, 1999). Certain life

events or societal changes can trigger new infoomabheeds and others are fulfilled in the
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meantime. Twelve years ago, Dutch adults were nmbstested in food safety (SMO, 1991). Our
respondents had some information needs regardifgtysalated food topics, which led to
uncomfortable feelings, because they are invisibi&angible and beyond consumer’s control
(Slovic, 1987). A reverse relationship between eeed risk and real threat exists: experts judge
microbiological hazards to be the main risk, b gublic is far more concerned about perceived
hazards such as food additives (Miles & Frewer,1200h addition, our study showed there were
also information needs regarding health-relatedl ftapics, possibly due to recently experienced
health problems. Such a life event is the triggeraictively seeking for information in the field of
nutrition and health. 37% of our respondents exga@shat they sought nutrition information in the
past year, compared to 30% in a previous studyarlnited States (Cass Ryan & Gates, 1988).

Our results imply that subgroups by gender, ageepeed weight or socio-economic status
do not have to be targeted separately, excepotat fopics, like losing weight, sports and nutntio
lowering cholesterol, carbohydrates, and food casitjpm. On the basis of our results we are able
to tailor the information needs regarding these fod topics to a specific subgroup and preferred
information source.

Losing weightvas perceived more urgent by women, which wasoom@ance with European
and American studies (European Commission, 1998gddio et al., 2000; Chapman & Maclean,
1993). In agreement with an American study, losimgight was an information need among
overweight people (Nowak, 1998). In the Netherlardl3% of men and 30% of women are
overweight, and 10% are suffering from obesity (Maars, 2002). Therefore, we recommend
family doctors to bring up weight in their facefaee contacts with their patients. Interestingly,
from 2002 the Netherlands Nutrition Center runsaangaign to prevent overweight. The body
image should be realistic and achieved throughabamation of healthy diet and physical activity.

Sports and nutritionvas more urgent among youngsters, in agreemeht lxitopean and
American studies (European Commission, 1998; Nowi#98). Surprisingly, a recent Dutch
review showed that young people in particular warsufficiently physically active and ate
insufficient fruit and vegetables (Van Oers, 2008 recommend that existing written education
materials should be scanned for their suitabilityyfoung people, otherwise new leaflets should be
composed, or new communication channels shouldobsidered. If leaflets are to be used, they
should include peripheral cues, like attractivee nmlodels. It is also important to disseminate these
leaflets at places where they band together andrenttgey are receptive to receiving such

information, which might include clubs, movie thest pubs or popular restaurants.

74



Food topics and information sources

Lowering cholesterolvas an information need among the elderly, whiets w accordance
with studies in the United States and New Zealarthke, 1990; Silvester & Horwath, 1991). A
possible explanation might be health status. Wemaeend Dutch family doctors to make use of
the NHG standards and patient information lettemsnposed by the Dutch College of General
Practitioners (Van Binsbergen & Drenthen, 2003).

Carbohydratesvas another information need to be fulfilled amgegple of normal weight,
possibly reflecting interest in nutrients and diffiet dietary options. Our recommendation to
education offices of the food sector is to stréssimportance of carbohydrates as an energy source.

Food compositiorwas an information need among people with highoseconomic status,
possibly due to high nutrition awareness. In théhBands, obesity, cholesterol and high blood
pressure are more prevalent in low socio-economoaps (Van Oers, 2002; Hulshof et, &003).
Our recommendation is to involve education offioéghe food sector to satisfy the information
need about food composition.

Preferences for information sources
For all other than the five above-mentioned foopide (like balanced diet), a population-wide
strategy should suffice, utilising the preferretbrmation source to reach people who are not (yet)
interested in information about a certain food ¢opi

Education offices of the food sectmuch as the Dutch Dairy Bureau, are altogether
considered suitable for almost every topic, pogsibécause of their knowledge of practical
information. During the past decade, educationceffi were more involved with nutrition
communication with the help of nutrition expertstdmains questionable if consumers really know
what these education offices are and about thenimgling interests of the food industry, but our
results revealed that the education offices wenegdeed as highly reliable and expert. Next,
written education materialerere considered suitable for more detailed infaromaabout complex
topics, such as European E-numbdrse Netherlands Nutrition Centevas preferred for topics
related to the dietary guidelines. It is remarkathlat the Netherlands Nutrition Center is not
mentioned for eating less fat, because in the gasade the Center ran a campaign named ‘Fat
Watch’. Furthermore, theamily doctor and national education officessich as the National Heart
Foundation, were preferred for health-related fdodics. Previous studies found that health
professionals (Holgado et al., 2000), physiciansnfel et al., 1986; Raab et al., 1989; Probart et
al., 1989) and family doctors (Worsley, 1989; Sshex & Horwath, 1991; Hiddink et al., 1997a)

were preferred as information source over otheem@l sources. Furthermore, family doctors were
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also regarded as the most reliable nutrition inftron source (Worsley, 1989; Serra-Majem et al.,
1999). Family doctors are in a unigue position liseaof high referral rates and high perceived
expertise, and reach practically all segments efpibpulation (Hiddink et al., 1997a). Therefore, it
Is important that medical students and practisimgszians are trained in clinical nutrition (Radb e
al., 1989; Walker, 2003; Maiburg et al., 2003). tRarmore, family doctors should augment their
discussion with ready availability of written magds, for instance patient information letters (Van
Binsbergen & Drenthen, 2003). A European study stbwhat the main source of information
about a health-related topic appeared to be pdrsmmaact with family, friends or neighbours
(Budtz & Witt, 2002). However, we did not find susults.

In contrast to other studiesiaditional mass mediare hardly mentioned as information
source (Cass Ryan & Gates, 1988; Medeiros et 28];1De Almeida et al., 1997; Buttriss, 1997)
and are probably more suited for attracting attentbut not for detailed explanations (Worsley,
1989). Other reasons might be the low level oftt(ttolgado et al., 2000; Buttriss, 1997) and
reliability (Worsley, 1989). An American study imdied that mass media score negative for
understanding of nutrition and can override thatp@sinfluence of other sources (Medeiros et al.,
1991).

Furthermore,new mediawere not preferred, but the Internet was amonghilghest for
accessibility. This result forms an opportunity foformation on demand. Consumers who are at
the moment not yet interested in information, mipbttriggered by a life-event, and transform a
relevant food topic into an urgent food topic. Téfere, we consider it important that reliable
information is available at the Internet web-sitsthe time consumers need this. Of course,
consumers might also choose to contact health ssimfieals who are accessible, if they need

information.
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CHAPTER 5

EXPLORATION OF POSSIBLE CORRELATES OF NUTRITION AWA RENESS AND
THE RELATIONSHIP WITH NUTRITION-RELATED BEHAVIOURS:  RESULTS OF A
QUANTITATIVE CONSUMER STUDY

Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf Zan Woerkum CMJ. Exploration of
possible correlates of nutrition awareness anddlagionship with nutrition-related behaviours:

results of a quantitative consumer stuBlybmitted for publication.
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ABSTRACT

Objective: To unravel the concept of nutrition awarenesst aslates to risky personal nutrition-
related behaviours, and to assess the socio-deptogrand psycho-social correlates of nutrition
awareness.

Design Data were collected in a cross-sectional studiy whe aid of a face-to-face interview-
assisted questionnaire that was based on the Rimtadoption Process Model and Stages of
Change Model.

Setting: Dutch consumer homes.

Participants: 603 Dutch adults aged 18 to 80, selected frorareep

Main outcome measuresNutrition awareness and nutrition-related behargo

Analysis: Multivariate variance analysis tests, chi-squargtsteand multiple linear regression
analyses (p<=0.05).

Results: Our model explains nutrition awareness well (exyd variance 53.7%). Psycho-social
correlates were involvement with nutrition, heallwareness, association with healthy food,
perceived relevance of eating less fat, associatdh necessity, and perceived attributes of
independent organisations. Socio-demographic @e®lwere gender and age. The relationship
between nutrition awareness and nutrition-relatthlsiours proved to be very complicated.
Conclusions and implications The value of our study is that is unravels thecept of nutrition
awareness. Understanding the correlates of nutrdiwareness can contribute to a more effective
application of behavioural change models. Our tsssupport increasing involvement with
nutrition through personalising and tailoring te tinotivational stage.

Keywords: nutrition awareness, nutrition-related behavipuihe Netherlands, consumers
Acknowledgements:We would like to thank the market research offid& @ianne van der Wijst
and Kamieke van de Riet) for their collaboration ttes research. We gratefully thank the
participants for their time and contributions. Fipawe extend our appreciation to the Dutch Dairy

Association for financial support.
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INTRODUCTION

In the Netherlands, fat intake is above daily-rea@mnded levels, while fruit and vegetable intakes
are below recommended levels (Nutrition Center,8)98revious studies showed a gap between
perceived and actual dietary intakes (Brug et1&94; Lechner et al., 1997; Shim et al., 2000).
Awareness of personal dietary intakes seems tanperiant for the development of successful
nutrition interventions. Lack of awareness hasosericonsequences, because people who believe
they eat healthily are not motivated to changerthetrition behaviour (Van Assema et al., 2001).
Creating awareness is the first step in behaviochainge and it is the primary concept of the
Precaution Adoption Process Model (Weinstein, 1988fording to the Stages of Change Model,
awareness of personal risk behaviour is essentialmiotivating people to move from
precontemplation to further stages of behaviounahge (Prochaska & Velicer, 1997).

First, two qualitative studies were conducted tcasuee pre-existing knowledge, attitudes,
and beliefs about food. These studies left the @sgion that Dutch adults lacked nutrition
awareness (Van Dillen et al., 2003). On the baskiseweral empirical studies, we developed a
hypothetical model for nutrition awareness (Vanlddilet al., 2003), using socio-demographic as
well as psycho-social correlates, including indiat (Worsley & Worsley, 1991; Norman &
Bennett, 1996; IEFS, 1996; Hiddink et al., 1997ard®schot, 1999; SWOKA, 1999; GfK, 1999;
Van Gaasbeek & Hansman, 2000; Falk et al., 2004) emvironmental (Kunkel et al., 1986;
Worsley, 1989; Probart et al., 1989; Medeiros gt1#191; De Almeida et al., 1997; Bulttriss, 1997;
Hiddink et al., 1997a; Berenschot, 1999; SWOKA,Z9Balk et al., 2001) variables. In this model,
our working definition of nutrition awareness wasfallows: a realisation of one’s own personal
risk behaviour regarding nutrition (Weinstein, 1R88ew studies have actually explored the
relationship between nutrition awareness and sdeimegraphic correlates (Lechner et al., 1997;
De Graaf et al., 1997; Glanz et al., 1997; Sappe&isén, 1997; Girois et al., 2001). Two studies
(Lechner et al., 1997; Glanz et al., 1997) compasebjective food intake with objective food
intake (with the aid of a food frequency questiarg)ain order to construct an awareness variable.
In another two studies (Sapp & Jensen, 1997; Gebial., 2001), awareness was measured using
several diet-health linkages, and in a separattygiDe Graaf et al., 1997) it was measured using
the Stages of Change Model. However, no clear iiefin of nutrition awareness emerged.
Therefore, we considered unravelling the concepiitimn awareness to be a useful effort. In this
article, a novel approach is embraced wherein trmtriawareness is comprehensively measured

using several propositions, that reflect Dutch atiet guidelines (Nutrition Council of the
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Netherlands, 1986). In comparisons with the aboeetioned studies, care should be taken due to

the alternative measurement methods we chose ttmemp

METHODS

Study population and design

Our study population was Dutch adults aged 18-8frsyeA stratified sample of 923 respondents
was taken from the market research office GfK Sdpignel, which is representative of the Dutch
population with regard to gender, age, educatigalleand residence (GfK, 2000). 603 respondents
agreed to participate in the face-to-face intervamsisted questionnaire. Response rate was 65%.
The sample consisted of 385 women (64%) and 218(B&%), meaning that women were slightly
overrepresented. The mean age was 48 year. A spose questionnaire was conducted by
telephone with 82 respondents (9%), containing tiues about nutrition knowledge, nutrition

interest, and nutrition-related behaviours.

Questionnaire

Based on our qualitative (Van Dillen et al., 20@8)d empirical studies (Kunkel et al., 1986;
Worsley, 1989; Probart et al., 1989; Medeiros et1#891; Worsley & Worsley, 1991; Norman &
Bennett, 1996; IEFS, 1996; De Almeida et al., 19Bujtriss, 1997; Hiddink et al., 1997a;
Berenschot, 1999; SWOKA, 1999; GfK, 1999; Van Gaag&b& Hansman, 2000; Falk et al., 2001),
a comprehensive model for nutrition awareness wasldped. We decided to condense that model
down to its most important variables, which redlilie our hypothetical model for nutrition
awareness (Van Dillen et al., 2003). The dependmmiable for measurement wasitrition
awarenessWe decided not to include a stage of change measince we were only interested in
the first stages of behavioural change. We tookve@happroach by measuring nutrition awareness
with the use of several propositions, to reflecetaiy guidelines (Nutrition Council of the
Netherlands, 1986). For the construction of thisalde, we took eight items from the general
health interest scale (Roininen et al., 1999; iteB), three items from the health awareness scale
(Oude Ophuis, 1989; item 9-11) and six self-comgdatams (item 12-17). Nutrition awareness was
thus assessed by 17 propositions using a five-pdketrt scale (strongly agree-strongly disagree)
(Cronbach’sa = 0.89). Table 5.1 shows the results of the factor analysis. Consatyewe

constructed one scale by summing up the 17 items.
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Table 5.1Description of the items of nutrition awarenesdesca

Items Factor loading
1. The healthiness of food has little impact onfond choices 0.61

2. | am very particular about the healthiness ofifbeat 0.63

3. | eat what | like and | do not worry much abthé healthiness of food 0.66
4. It is important for me that my diet is low irt fa 0.66

5. | always follow a healthy and balanced diet 0.69

6. It is important for me that my daily diet comisia lot of vitamins and minerals 0.69
7. The healthiness of snacks makes no differenogeto 0.59

8. 1 do not avoid foods, even if they may raise chglesterol 0.59

9. | do not want to ask myself all the time whetther things | eat are good for me 0.59
10. I am prepared to leave a lot, to eat as healthyyossible 0.70
11. I think it is important to know how to eat hibgl 0.70

12. I have the impression that other people payeratention to healthy eating than | do 0.57
13. I think it is important to eat two pieces afifrand 200 gram vegetables a day 0.63
14. | pay attention that | do not eat too much 0.53

15. | take care that | eat a balanced diet 0.55

16. | take care that | eat regularly 0.40

17. | pay attention that | do not use too much suga 0.57

Below we will describe successively independentaides (environmental and individual) and
external variables (including socio-demographic).

Environmental variables were operationalisegp@seived attributes of nutrition information
sourcesand measured using four questions, pertaining hiclw people or institutions were
spontaneously perceived as: most reliable, posgedbie most expertise, having the greatest
clearness, and as being most accessible in maftéesalth and nutrition (Van Dillen et al., 2004).
Initially, we intended to include all of the infoation sources into just three factors, namely
commercial, neutral and social. However, factorlysia did not support the use of to such
straightforward factors. Therefore, we decided dmpute an overall score for each single source
based on perceived reliability, expertise, cleasraasd accessibility (Cronbachiss between 0.69
and 0.92). An additional factor analysis resultet iseven reliable factors; Cronbach’s varied
from 0.67 to 0.81.

In the end, eight individual variables were incldditerest in nutrition was operationalised

as involvement with nutrition(i.e. the value placed on (new information abauijrition), and
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included one item related to the importance oftthgc nutrition (Hiddink et al., 1997a) and one
self-composed item related to the importance of mg@armation about nutrition using a four-point
scale (not important-very important). The new MJalga ‘involvement with nutrition’ had a
Cronbach’su of 0.69.Perception of the role of behaviour and heredityhealth(i.e. an estimation

of the contribution of behavioural factors and ligseto state of health) was adopted (Hiddink et
al., 1997a), measured by seven questions using-pdiat scale (very little influence-very much
influence) (Cronbach’s, = 0.65).Health awarenes§.e. an interest in health, which is reflected in
healthy food choices and physical activity) waspdd (Oude Ophuis, 1989) by 11 questions using
a five-point scale (strongly agree-strongly disayr€ronbach’s. = 0.89).Health locus of control
(HLC) (i.e. belief in control of health) was adopted (&tan & Wallston, 1978) and measured
using nine questions and a five-point scale. Thegmarate scales were constructed, namely Internal
HLC (self-control; Cronbach’sy =0.66), Powerful Others HLC (health professionatsitrol;
Cronbach’sa = 0.74) and Chance HLC (control by fate; Cronbaeh= 0.43). Because of low
internal consistency, chance HLC was not includedthe analysis. Beliefs about food were
operationalised asssociations with foodi.e. the meaning attached to food in daily lifeyda
measured with one question - asking respondent$ @draes to mind when thinking about the
word ‘food’. Factor analysis revealed no reliablectbrs, so we decided to include single
associations. Because some associations were ranelytioned, we used only the seven
associations mentioned by more than 10% of theorefgnts. Attitudes toward food topics were
operationalised agerceived relevance of food topig®. importance of food topics) and measured
by one question: respondents were provided witfo@8 topic cards (e.g. balanced diet, eating less
fat) and asked to pick out five cards that weresqeally relevant and to sequence them in order of
importance (Van Dillen et al., 2004). Factor anaslygvealed no reliable factors, so single food
topics were used instead. From the 18 food toditswere mentioned by more than 10% of the
respondents and were thus used in the analyg@mation needs regarding food topifise. the
need for specific knowledge to obtain answers tpartant questions about food topics) were
assessed by five questions probing as to whetlsponelents needed more information about the
five food topics that had already been identifisdraportant (yes-no categories) (Van Dillen et al.,
2004). Since factor analysis revealed no reliaht#adirs, single information needs were used. Our
cut off line was 10% allowing seven information dego be taken into analysigiformation
behaviour(i.e. the way someone obtains information - bahsvely and actively) was assessed by
one question that asked respondents spontaneauosiyvithom (persons or institutions) they had
sought information about nutrition and health aver past year (Van Dillen et al., 2004).
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Socio-demographic variabledike gender, age, education level, income, litdey(living
situation: living independently or together, havicigildren or not), and residence were obtained
from the GfK ScriptPanel database.

Nutrition-related behavioursiere objectively measured in other studies (Leckhal., 1997,
Glanz et al.,, 1997) by means of food frequency tpmsaires. Since these are very time-
consuming, we took an alternative approach, usseommended amounts of eight different foods
(bread, cheese on bread, meat on bread, potatees/fish, vegetables, fruits, milk(products)) for
adults, as stated by the Netherlands Nutrition €e(®002). Nutrition-related behaviours were
measured by means of eight items (e.g. ‘How maegqs of fruit do you eat a day?’ ‘1, 2 or 3 of

more’). Factor analysis delivered no clear factor.

Data analysis

SPSS 10.5 was used for the statistical analysdsr Aescriptive statistics, principal component
factor-analyses with varimax rotation were donelider to construct scales. Scales were verified
using reliability analysis. Moreover, multivariat@riance analysis tests with Hotelling’s Trace
were used to analyse significant differences inviddal and environmental variables between
respondents with low and high nutrition awarenbssed on median split. Next, chi-squares were
used for associations between nutrition awarenedssacio-demographic correlates. In addition,
Pearson correlation coefficients between nutriteomareness and independent variables were
computed. Finally, our hypothetical model for ntibn awareness was tested using a multiple linear
regression, combining forward and backward procedEurthermore, for unravelling a possible
relationship between nutrition awareness and mritelated behaviours, we looked at Pearson
correlation coefficients, chi-squares and multifphear regression. For all analyses, a significance

level of p <=0 .05 was chosen.

RESULTS

Descriptive statistics

Scores for nutrition awareness ranged between 884nThe mean score was 60.35. Based on the
median, two groups for nutrition awareness weraldished, one consisting of adults with low
nutrition awareness (n=283; 47%) and the other cheivade up of adults with high nutrition
awareness (n=320; 53%). Nutrition-related behagiaoores for eight foods were divided into
three categories: consumption below, consistenih,vahd above daily recommended levels. It
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appears that 23% met recommended levels for besohg five to seven slices of bread per day.
About two-thirds ate the recommended one or tweeslof cheese, and one or two slices of meat on
their bread per day (68% respectively 66%). Neg8%4met the recommended intake level for
potatoes (three to five pieces per day). The recendation for meat/fish consumption of 100 g per
day was met by 42% of the sample. Furthermore, 4#9200 g of vegetables per day and 39% ate
two pieces of fruit. Finally, 48% consumed enouglk rfproducts), drinking two to three glasses

per day.

Differences in correlates between adults with lowrad high nutrition awareness

Respondents with high nutrition awareness assatcim@ed significantly more often with healthy
food as compared to respondents with low nutribaareness (26% versus 11%; F=23.2, df=1,
p=0.00; data not shown). Adults with low nutritiawareness thought more often about tasty food
than adults with high nutrition awareness (52% we#2%; F=5.4, df=1, p=0.02).

Respondents with high nutrition awareness perceif@otl topics, such as lowering
cholesterol (28% versus 16%; F=13.8, df=1, p=041) eating less fat (61% versus 49%; F=9.6,
df=1, p=0.00), as more relevant than responderts i nutrition awareness. Respondents who
were less aware of nutrition, perceived two fogoide to be more relevant than the high nutrition
awareness group, namely sports and nutrition (3&Péus 21%; F=8.8, df=1, p=0.00) and vitamins
(50% versus 42%; F=4.5, df=1, p=0.03). Adults witbh nutrition awareness expressed a greater
need for information about eating less fat (21%susrl0%; F=14.8, df=1, p=0.00) and about fruits
and vegetables (22% versus 13%; F=6.9, df=1, pF@@M adults with low nutrition awareness.

Respondents with high nutrition awareness were nimwaved with nutrition (F=187.3, df=1,
p=0.00), sought more information about nutritior&FL, df=1, p=0.01), and held stronger beliefs
related to health controlled by powerful others §fx df=1, p=0.01) than respondents with low
nutrition awareness. Surprisingly, respondents Wathh nutrition awareness demonstrated higher
health awareness (F=78.1, df=1, p=0.00) than ttatkehigh nutrition awareness.

Family doctors (F=11.6, df=1, p=0.00) and the goweent (F=4.3, df=1, p=0.04) were found
to be the most suitable information sources fopoesents with low nutrition awareness, while
those with high nutrition awareness relied moraraygazines (F=6.4, df=1, p=0.01). Respondents
with high nutrition awareness found independentanigations and the media (of borderline
significance) to be more suitable for providing amhation about nutrition and health than

respondents with low nutrition awarene3slfle 5.2. Respondents with low nutrition awareness
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found health professionals more suitable than medpats with high nutrition awareness (of

borderline significance).

Table 5.2Perceived attributes of nutrition information se@s@mong adults with low
(LNA; n=283) and high nutrition awareness (HNA,; 283 Hotelling’s Trace (F=2.7, df=7, p=0.01)

Dependent variable perceived Min' Max Mean (+sd) Mean(+sd) F df P
attributes of... LNAK HNAX

Independent organisations [0-1?] 0 8 0.8 (1.4) 1.1 (1.8) 6.7 1 0.01
Health professionals [0-1%] 0 12 3.4 (3.1) 2.9 (2.7) 39 1 0.05
Media [0-12f" 0 12 0.5(1.3) 0.7 (1.7) 39 1 0.05
Independent government education 0O 8 0.4 (1.0) 0.3(0.8) 36 1 0.06
[0_8]dh

Food producers and distributors 0 6 0.2 (0.6) 0.3 (0.8) 20 1 0.16
[0_8]eh

Education from food sector and the 0 8 1.0 (1.5) 1.1(1.7) 18 1 0.8
Internet [0-8T'

Environment [0-87" 0 5 0.2 (0.8) 0.3 (0.8) 00 1 097

#Independent organisations: Consumer Alliancespnaltieducation offices, scientific organisations
®Health professionals: family doctor, dietician, rieadlspecialist, pharmacist

“Media: written education materials, television, mzges

4Independent government education: Nutrition Cemfevernment

®Food producers: food manufacturers, retail trade

"Education from food sector and the Internet: edanaiffices of food sector, Internet
9Environment: direct environment, newspapers

"Range of scores for sources are given in parergh&se Methods.

' Min: minimum score.

I Max: maximum score.

k Sd: standard deviation.

The higher the score, the higher the attributesgrbap nutrition information sources were percejwelich means
that they were perceived as more suitable.

Further analysis looking at men (n=218) and womerB85) with respect to nutrition awareness,
found significant differences¥52.6, df =1, p=0.00). Men were balanced betweendad high

nutrition awareness, while significantly more womexpressed high nutrition awareness (77%).
Age was also significant: 23% were young (18-3@9% were middle-aged (31-50y), and 28%

were old (51-80y) in the low nutrition awarenessuyr, whereas 8% were young, 38% middle-aged
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and 54% old in the high nutrition awareness grogdpH1.3, df =2, p=0.00). Nutrition awareness
was also associated with having childrefi=8.3, df =1, p=0.00). Other socio-demographic

variables were not significantly different.

Regression model

First, we tested our hypothetical model for nuintiawareness (Van Dillen et al., 2003). Nutrition
awareness was best predicted by involvement wittritiom (that is value placed on (new
information about) nutrition), which explained 3% ®f the varianceTable 5.3. Health awareness
added 9.4%, association with healthy food 2.4%gcqieed relevance of eating less fat 1.6%,
association with necessity 1.0%, perceived attebudf independent organisations 0.7%, and
perceived relevance of vitamins 0.9%. Gender ardaaiyled 5.8%, 3.4% and 2.4% respectively.
The model explained 53.7% of the total variarféigure 5.1).

Table 5.3Regression model for nutrition awareness (n=603)

Step Variable R R R? T B P r
change

1 Involvement with nutritioh 0565 0.319 0319 16.8 057 0.00 0.57

2 Health awarene%s 0.643 0413 0.094 -98 -0.32 0.00 -0.46

3 Association with healthy fo6d  0.661  0.437 0.024 5.0 0.16 0.00 0.25

4 Perceived relevance of eating 0.673 0.453  0.016 4.2 0.13 0.00 0.14
less fat

5 Association with necessity 0.680 0.463 0.010 3.3 0.10 0.00 0.08

6 Perceived attributes of 0.686 0.470 0.007 3.0 0.09 0.00 0112
independent organisations

7 Perceived relevance of vitamins 0.692 0.479  0.009 -31 -0.10 0.00 -0.13

8 Gender 0.716 0.513 0.034 6.4 0.19 0.00 031

9 Age 0.733 0.537 0.024 5.6 0.16 0.00 0.30

#Involvement with nutrition: the value placed onynieformation about) nutrition.

® Health awareness: Interest in health, which iecedd in healthy food choices and physical agtivit

¢ Association with healthy food: meaning attachetbtal in daily life is healthy food.

dPerceived relevance of eating less fat: importarideod topic eating less fat.

€ Association with necessity: meaning attached ta fiocadaily life is necessity.

" Perceived attributes of independent organisatipesceived suitability of Consumer Alliances, natibeducation
offices, scientific organisations.

9Perceived relevance of vitamins: importance of famgic vitamins.
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External variables Independent variables  Dependent variable

Environmental variables:

Perceived attributes of
independent organisations

C N\

-Gender NUTRITION
-Age AWARENESS

Ny

Individual variables:

Socio-demographic variables/

-Involvement with nutrition  -Association with necessity
-Health awareness -Perceived relevance of eating less fat
-Association with healthy foodPerceived relevance of vitamins

Figure 5.1 Model for nutrition awareness

The relationship nutrition awareness and nutrition+elated behaviours

The highest correlation was found between nutritavareness and fruit consumption (r=0.30,
p=0.00). The relationship with vegetable consunmpti@s also positive (r=0.23,p=0.00), while the
others were negative, namely meat/fish (r=-0.27,@80 meat on slices of bread (r=-0.16,p=0.00),
potato (r=-0.15,p=0.00), and bread consumption0(&8,p=0.02). Relationships with cheese on
slices of bread and milk consumption were not $icgmt.

Adults with low nutrition awareness were more k&b consume three to five potatoes and
five to seven slices of bread per day (following tecommendation) than adults with high nutrition
awareness (55% versus 4596:7.7, df=2, p=0.02 respectively 57% versus 438619.7, df=2,
p=0.00). The group with high nutrition awareness w#ore likely to consume two pieces of fruit
(63% versus 37%y*=31.5, df=2, p=0.00), 100 g meat/fish (62% vers@863°=29.2, df=2,
p=0.00), 200 g vegetables (53% versus 47¢47.0, df=2, p=0.00), one or two slices of meat on
their bread (53% versus 47#14.0, df=2, p=0.00), and two or three milk produger day (53%
versus 47%?=10.2, df=2, p=0.01) in accordance with the recomuagions, as compared to the
low nutrition awareness. Respondents with highitiotr awareness did not consume more cheese

on their bread than people with low nutrition awesss (55% versus 4594=4.0, df=2, p=0.14).
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The variance in fruit consumption was explained roytrition awareness with 15.3%.
Nutrition awareness was also a predictor of vedetéd.3%), meat/fish (5.4%), and meat on slices
of bread consumption (2.6%), but not a predictorbicead, cheese on slices of bread, potato and

milk consumption.

DISCUSSION

Our model explains nutrition awareness rather yeadplained variance 53.7%). Socio-demographic
correlates were gender and age. Psycho-socialla@sewere involvement with nutrition, health
awareness (together 41%), while the others appebe trelatively minor, namely association with
healthy food, perceived relevance of eating les$s dasociation with necessity, and perceived
attributes of independent organisations. The kaiatip between nutrition awareness and nutrition-
related behaviours proved to be very complicated.

As found in other studies (De Graaf et al., 1991gn@ et al., 1997; Sapp & Jensen, 1997;
Girois et al., 2001), women tended to be more awéarautrition than men. The association of age
with nutrition awareness is less consistent. lroed@nce with another study (Sapp & Jensen, 1997),
the elderly appeared to be more nutritionally awar@an-European study (De Graaf et al., 1997)
on consumer attitudes about nutrition found thaigbe over 25 were more likely to be nutritionally
aware, whiles other studies (Glanz et al., 1997¢i&iet al., 2001) found no significant difference.
However, that different measurement methods weeel us these comparisons should be kept in
mind.

To our knowledge, no other studies analysed thechmsgocial correlates for nutrition
awareness. As expected, adults with high nutriberareness associated food more often with
health, whereas adults with low nutrition awarenassociated food more often with taste.
Apparently, taste is important for the latter groWijis is supported by the pan-European study, in
which respondents in the precontemplation stage (hatrition awareness) found taste more
important, while people in maintenance stage (Inigtnition awareness) found that health was more
important (De Graaf et al., 2001).

With respect to food topics, lowering cholestenotl @ating less fat were perceived as being
more relevant by respondents with high nutritioraeamess. It is interesting that they choose these
specific food topics, which were actually multi-dinsional and complex. The fat guideline
contains complex nutrition information and as subhs been reported as being conceptually
difficult for consumers to understand (Keenan gt2002). Sports and nutrition, and vitamins were
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perceived as more relevant by adults with low tiotri awareness, probably because they had a
limited view of when nutrition is important.

As expected, involvement with nutrition was higla@nong respondents with high nutrition
awareness and this appeared to be the strongeslaterfor nutrition awareness (explained
variance 31.9%). Involvement is an important cohgefhe Elaboration Likelihood Model (Petty
& Cacioppo, 1986). People with high involvementedke central route to persuasion, after diligent
consideration of the information available. Thignisline with other results, showing that people
with high nutrition awareness found media in geharadl magazines in particular more suitable.
Although media often do provide misleading inforroaf people with high nutrition awareness
were probably more able to discriminate betweemnm@ct and correct information. People with
low involvement rely more on peripheral cues, sashreliable and expert sources, and our results
showed that people with low nutrition awarenesgdemore on health professionals in general and
family doctors in particular. In our study, suititlyi scores were the highest for family doctors,
dieticians, and education offices of the food se¢ian Dillen et al., 2004). In another study,
family doctors and dieticians were also the leadmfigrmation sources (Hiddink et al., 1997a).
Contradictory to another study (Girois et al., 200tealth awareness and nutrition awareness were
negatively associated. Apparently, nutrition awassndeals with a very specific part of health
awareness, which suggests further investigatioeésled.

Some relationships between nutrition-related behagi and nutrition awareness were
expressed, especially for fruits and vegetablesoAting to previous studies (Krebs-Smith et al.,
1995; Van Duijn et al., 2001), awareness was styoagsociated with increased fruit and vegetable
intake. Respondents with high nutrition awarendssnaore often, following recommendations,
whereas people with low nutrition awareness oveduhe recommendations by eating too much
carbohydrates (e.g. bread and potatoes) and fatdeeese and meat). Possibly, adults with high
nutrition awareness more often choose alternaties; pasta and meat-replacements.

There were some limitations. Firstly, women wereroapresented in this study. Secondly, on
the basis of cross-sectional design, one cannotenpakdict causality between correlates and
nutrition awareness. Moreover, nutrition-relatechdgours were not measured with a food

frequency questionnaire.
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IMPLICATIONS FOR RESEARCH AND PRACTICE

The value of our study lies in its unravelling bétconcept nutrition awareness. Understanding the
correlates can contribute to a more effective appibn of behavioural change models (Weinstein,
1988; Prochaska & Velicer, 1997). Most behaviourarge interventions are designed for
individuals who are already prepared for actionni@bell et al., 1994). However, action-orientated
advice is inappropriate for people who are stithware of personal risk behaviour. Communication
strategies such as feedback, education, and manipaigns (Prochaska & Velicer, 1997) aimed at
consciousness raising can affect a shift from presraplation (unaware) to contemplation (aware)
stage.

Our study has shown that involvement with nutritionbe the most important correlate for
nutrition awareness. Involvement can be increasdguthe person’s name and other personal
characteristics, and tailoring to the motivationslage (Kristal et al., 1999). Adults at
precontemplation stage can be provided with pelsmthfeedback, for instance estimates of usual
nutrient intake. Furthermore, comparisons with neg@nded and peer group average intake levels,
can help adults making more realistic assessmasatapplied in computer-tailoring and self-tests
(Oenema & Brug, 2003).

Since adults with high nutrition awareness reliadttoe media, scientific organisations need
to better engage and communicate with the mediaceMe@r, a novel finding is that health
professionals are especially appropriate for phiagdnutrition information to adults with low
nutrition awareness. Appropriate nutrition trainisigould be offered. The question remains as to
whether health professionals are capable of matiyathese patients. This demands further

investigation.
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IDENTIFICATION OF NUTRITION COMMUNICATION STYLES AN D STRATEGIES: A

QUALITATIVE STUDY AMONG DUTCH GPS

Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf Zan Woerkum CMJ. Identification of
nutrition communication styles and strategies: alitative study among Dutch GPs.

Submitted for publication.

91



Chapter 6

ABSTRACT

Objective: The objectives of this study were to identify nitidn communication styles of Dutch
GPs, their strategies regarding nutrition commuioca and nutrition information seeking
behaviours. Another aim is to provide a hypothétivadel for nutrition communication style,
including psycho-social and socio-demographic \des

Methods: Nine focus groups with 81 GPs were used to ob@s’ perceptions of nutrition
communication. Data were analysed with the commaéiwvare program NUD*IST.

Results Five nutrition communication styles were idemifji namely informational, reference,
motivational, confrontational and holistic styleefBrring to a dietician, providing advice according
to dietary guidelines, and offering written educatimaterials were mentioned as strategies
regarding nutrition communication. GPs sought tiotriinformation in scientific studies, specialist
literature, and postgraduate training courses.

Conclusion: The informational style of nutrition communicatiss dominant among Dutch GPs.
GPs hardly provided maintenance advice for nutriti@haviour. Many GPs referred patients to
dieticians, who were viewed as colleagues. GPd toeget basic information about nutrition by
scanning the literature, but they were seldom aftivinvolved in seeking specific nutrition
information. Although GPs felt that patients expegpert nutrition information, they perceived
their nutrition knowledge as restricted.

Practice implications We advise to raise self-efficacy of GPs regardingrition communication
and to build good collaboration with dieticians.

Keywords: Doctor-patient communication; general practice; oumication style; health
promotion; nutrition, qualitative research

Acknowledgements:We thank the participating GPs and the market rekeaffice Gfk (Lianne
van der Wijst, Linda Ruijten, Jorien Schaap).
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INTRODUCTION

The general practitioner (GP) is being more andentmmfronted with patients who suffer from
nutrition-related diseases, like coronary heartake, type 2 diabetes, and obesity. In these cases,
the GP has to inform patients in the process ofst@emaking about their treatment. In addition,
GPs are uniquely placed to provide effective hepittmotion advice about nutrition. Therefore,
attention to GPs’ communication style is important.

A communication style serves as a pragmatic fundmothat it represents a set of responses
that are readily available and appropriate for cemicating across various situations (Street,
2002). Research on doctor-patient communicatioeaksva number of positive and negative effects
of the GP’s communication style on outcomes, suehpatient satisfaction, health status, and
compliance (Deveugele et al., 2002). For examgfdiaive communication styles had a positive
effect on patient satisfaction, while dominant cammication styles showed a negative effect on
patient satisfaction (Klein Buller & Buller, 1987Roter et al. (1997) revealed five distinct
communication styles, namely narrowly biomedicalVifg biomedical information), expanded
biomedical (asking questions), biopsychosocial rffedical and psychosocial exchange),
psychosocial (psychosocial exchange), and conssim@mswering questions). This study showed
that the majority of the physicians used only aiyéesn most of their consultations. Lawson (2002)
revealed that physicians and nurse practitionezd ugormational (being attentive) and controlling
communication styles (giving directions). Colemarak (2004) studied GPs’ confrontational and
non-confrontational communication styles in oraediscuss smoking with patients.

These three studies assessed what GPs actualiytdeii busy practice, although many other
studies took a normative approach, while assesgéarfprmances of GPs according to current
standards. In our study, we joint with the thrased&s, which concerned general communication
styles. However, nutrition concerns a special topibich is often prevention-tinted. We assume
that communication about nutrition requires morecsit communication styles. Therefore, we try
to understand in this study how GPs dealt with itiatr. As far as we know, specific nutrition
communication styles were not studied before. Kieolgé of one’s nutrition communication style
is important, because this offers the opportunitygiving advice to GPs, dependent on their
nutrition communication style.

Regardless of one’s typical communication styles@Ro adapt their responses to situation-
specific considerations. In this case we talk abswategies. Communication strategies were
defined as cognitive-affective factors that accdontadaptation based on strategic considerations,
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like goals or purpose (Street, 2002). So indepetnatehis predominant style, a GP can use a set of
different strategies regarding nutrition communmatIn two studies, these strategies were defined
as nutrition-related practices (Glanz et al., 19REhards & Mitchell, 2001). Five strategies were
assessed: providing specific nutrition informatic@gtting short-term goals, increasing patient
motivation, recommending specific dietary changed giving specific maintenance advice. GPs
were most confident about being able to providei§igenutrition information (Glanz et al., 1995)
and set short-term goals (Richards & Mitchell, 2001

To implement these strategies, nutrition knowledgeneeded, so GPs might search for
nutrition information. Previous studies investighthe use of nutrition information sources by GPs
(Kushner, 1995; Hiddink et al., 1997c). The Interisea major new source of nutrition information.

The aims of this study were to identify the predaamit nutrition communication styles of
Dutch GPs, their strategies regarding nutrition emmication and their information seeking
behaviours. An additional aim is to provide a hymical model for nutrition communication style
that can be tested in a planned future quantitativeey. This approach is analogous with our

studies among consumers (Van Dillen et al., 2003).

METHODS

Focus groups

In focus groups, participants are brought togetbengage in a discussion around a specific topic.
The results are used to increase the understamdititat particular topic (Krueger, 1988). In our
research nine focus groups were used to obtain @?septions of nutrition communication. Each
session lasted for 2 h. An experienced moderatmteduthe discussion with the aid of a checklist.
The checklist contained among other things questiabout strategies regarding nutrition

communication and information seeking behaviouralpaitrition.

Study population

For the enrolment of respondents, we used the Digigphone book. For each focus group, a
random group of 100-200 GPs was selected withimadius of 50 km around the city of
investigation. These GPs received an announcereget,lin which they were invited to participate
in a focus group with the topic ‘health and lifdety Subsequently, GPs were personally
approached by telephone. The recruiters took adcofirecording GPs with distinguishing
characteristics in the study population (males/Hesjasolo/dual/group practice, city/country). In
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total, 81 GPs participated. The majority of respantd were male (n=70). Fifty GPs worked in a
solo practice, 23 GPs worked in a dual practiced, eight GPs worked in a group practice. Forty

GPs worked in a city, while 41 GPs worked in thartoy.

Analysis

For this article, content analysis and simple cmgnivere used. Discussions were video taped and
transcribed verbatim. Data were analysed with traputer software program NUD*IST version 4.
NUD*IST stands for Non-numerical Unstructured Datdexing, Searching and Theorising (QSR,
Melbourne). On the basis of a coding framework, fin author analysed the data. Different
nutrition communication styles were identified aftit each respondent the dominant nutrition
communication style was derived from the data. diditton, data were quantified by counting.
Furthermore, factors with a possible influence loa nutrition communication style were tracked
down, and fitted into a hypothetical model for iitidn communication style. Finally, the transcripts

were reread to form impressions of emerging themes.

Hypothetical model

On the basis of existing literature and additiofsaitors derived from our data, we developed a
hypothetical model for nutrition communication styas shown ifrigure 6.1 The model included
psycho-social and socio-demographic variables. iRsgocial variables consisted of individual and
environmental variables. Individual variables weligided into three categories, namely GPs’
perceptions of lifestyle, GPs’ perceptions of ridn communication and GPs’ perceptions of
nutrition information. Environmental variables wet&ided into three categories, namely patient
variables, office variables and health professignedriables.Table 6.1 gives an overview of all
individual and environmental variables, includirgfiditions. Furthermore, five socio-demographic
variables were included, like gender, type of pcactnumber of practice years, practice size and

residence.
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External variables

Independent variables Dependent variable

Environmental variables:

GPs’ perceptions of lifestyle:

-Perception of role of behaviour in health
-Interest in nutrition

-Perception of nutrition expertise

GPs’ perceptions of nutrition communication:
-Task perception of prevention

-Initiative of family doctor to discuss nutrition
-Strategies regarding nutrition communication
-Self-efficacy for strategies of nutrition commuation
-Nutrition training

-Perception of nutrition and physical activity

-Task perception of nutrition issues

-Perception of effectiveness nutrition communiaatio

GPs’ perceptions of nutrition information:
-Interest in nutrition information

-Information seeking behaviour regarding nutrition
-Information needs towards nutriti

Socio-demographic va

A
riable% \

-Gender
-Type of practice
-Number of practice years

[
»

NUTRITION
COMMUNICATION
STYLE

-Practice size
-Residence

Figure 6.1Hypothetical
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Individual variables:

Patient variables:

-Initiative of patient to discuss nutritio
-Patient’s complaints

-Age of patient

-New patient

-Chronically ill patient

-Motivational stage of patient

-

Office variables:

-Health check

-Availability of education materials
-Length of consultation

Health professional’s variables:
-Suitability of information sources
-Co-operation with health professiona
-Experiences with co-operation
-Performances of dietician

S

model for nutrition communication gyl



Table 6.1Variables included in the hypothetical model fatrition communication style

Variables Definitions

GPs’ perceptions of lifestyle

Perception of the role of behaviour in health Eation of the contribution of behavioural factorge¢dsmoking, alcohol, physical activity and
personal hygiene) on patients’ health state (Hikl@inal., 1997c¢)

Interest in nutrition Involvement in the topic aftntion (Hiddink et al., 1997c¢)

Perception of nutrition expertise Estimation of omutrition knowledge (Van Dillen et al., 2004)

GPs’ perceptions of nutrition communication

Task perception of prevention Perceived relevafiggimary, secondary and tertiary prevention (Hiécdet al., 1997c). The
following definitions were used, according to thetéh College of General Practitioners. Primary
prevention means preventing diseases by remowkdactors, secondary prevention means searching
for disease by unaware patient, followed by adexjtraatment, tertiary prevention means preventing
deterioration by occurred disease (Drenthen, 1999)

Initiative of GP to discuss nutrition GP raises slbject of nutrition during consultation (Helmas97)

Strategies regarding nutrition communication  Rdéfigrto a dietician, providing nutrition advice, efing written education materials, offering
patient information letters, referring to a cougeplying a psychological approach, clarifying gbgb
examinations (this study)

Self-efficacy for strategies regarding nutritionConfidence in ability to provide specific nutritiamformation, set short-term goals, increase patien

communication motivation, recommend specific dietary changesg giecific maintenance advice (Glanz et al., 1995;
Richards & Mitchell, 2001)
Nutrition training Attendance of classes in nudnitin medical school, during residency, througblk$vship or while in

practice (Kushner, 1995)

Perception of nutrition and physical activity Iation of both dietary and exercise counselling §2gtial., 2004)




Table 6.1 continued

Variables

Definitions

Task perception of nutrition issues

Perception of effectiveness of nutrition

communication

GPs’ perceptions of nutrition information
Interest in nutrition information
Information seeking behaviour regarding

nutrition

Information needs towards nutrition

Patient variables
Initiative of patient to discuss nutrition

Patient’'s complaints

GP can handtation problems themselves or put them asidedatcian: recommend nutrition
advice, take nutrition anamnesis, refer, motivdiegnose problems, provide simple nutrition
information, provide specific nutrition informatipprescribe diets (Hiddink et al., 1997a)

Effective components of nutrition communication #re following: theory-based, based on prior
research, behaviourally focused, motivation, ineohent, tailoring, new media, various psycho-social

factors, food preparation, long-term maintenanaénto et al., 2002)

Being receptiveriew information about nutrition (Van Dillen et,&2003)
The way one obtains information in a passive avaavay: books, dieticians, Internet, newspapers,
postgraduate training courses, magazines, the Nitidks Nutrition Center, education offices of food
sector, journals (Kushner, 1995; Hiddink et al97& Van Dillen et al., 2004)

Needs for sfiekinowledge to obtain answers to important questj like course in behavioural
change, course in communication skills, Internet-giith nutrition information, minimal intervention
strategy towards overweight, postgraduate trainmgse about nutrition, patient information letters
and standards, independent magazine about nutnitiantical tool concerning nutrition, schematic

overview of nutrients (this study)

Patieatses the subject of nutrition during consultatiplelman, 1997)

Medical conditions in whichnition problems are most often mentioned are ttieving: diabetes
mellitus, coronary heart disease, hypertensionetojplesterolaemia, overweight/obesity, irritable
bowel syndrome (Van Dusseldorp et al., 1988; Majlmiral., 2004)




Age of patient

New patient

Chronically ill patient

Motivational stage of patient

Office variables

Health check

Availability of education materials
Length of consultation

Health professional’s variables
Suitability of information sources
Co-operation with health professionals

Experiences with co-operation

Performances of dietician

Nutrition counselling was more likéb occur during visits by patients who were ol(€aton et al.,
2002; Anis et al., 2004)
Nutrition counselling was more likebydccur during visits by patients who were new gt al.,
2004)
Nutrition counselling wasame likely to occur during visits for chronic illag (Eaton et al., 2002)
Stages of behaviodhainge are the following: precontemplation (unayasontemplation (aware),

preparation (planning), action (changing), mainteea(sustaining)(Prochaska & Velicer, 1997)

Nutrition counselling was more lik@yoccur during visits for well care (Eaton et 2002)
Physicians iifices with brochures on dietary habits counsefiatients on dietary habits more
frequently (Anis et al., 2004)

Nutrition counselling wasmadikely to occur during longer visits (Eaton &t 2002)

Persons, orgatigss or media who are considered to be mostleli@xpertised, clear and accessible
to provide nutrition information: books, dieticiarsternet, newspapers, postgraduate training esurs
magazines, the Netherlands Nutrition Center, edutaiffices of food sector, journals (this study)

Collabarativith health professionals in the past with respe nutrition: practice assistant, nurse
practitioner, diabetes nurse, medical specialistjaan (this study)

Positive or negapiraetices of collaboration with health professiengkactice assistant, nurse
practitioner, diabetes nurse, medical specialistiagan (this study)

Positive or negative erpees of referring to a dietician: competent,gh®fogical approach,
spending more time, long waiting period, no showdifficult reporting, high dropout rate, bad

outcomes (this study)
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RESULTS

Nutrition communication styles

Five nutrition communication styles were identifiathmely (1) informational, (2) reference, (3)
motivational, (4) confrontational, and (5) holisstyle. Typical quotes from GPs with different
nutrition communication styles are showriliable 6.2

Most GPs used the informational nutrition commutarastyle. They said they discuss risk
factors and the consequences of treatment opt®Rs. also mentioned using written education
materials to support their nutrition communicatidn.addition, they offered simple information
about nutrition. In case of diabetes, overweighd &od allergy, most GPs were relying on an
informational style.

Some GPs used a reference style. They automatiedyred to another medical specialist
for nutrition communication, especially for complexutrition information. Several health
professionals were mentioned, including dieticiams;se practitioners, physician assistants, and
internists. GPs also discussed that they felt their nutrition knowledge was insufficient.

Next, some GPs with a motivational style were idiat. They said they tried to assess the
motivation of their patients and subsequently mgpihose who are motivated to change their
nutrition behaviour. They also mentioned to fit theeds of the patients. Some GPs spoke about
acting as a role model with respect to lifestyle.

Also, some GPs were characterised by a confromtistyle. They felt it important to
appoint complaints. They tried to relate nutrittorcomplaints and warn patients for running a risk.

Finally, a few GPs having a holistic style werentiiied. GPs mentioned that they made a
risk profile during the first visit of each patiefmcluding weight and nutrition behaviour) andythe
kept up his developments in the medical record.yToen had an anthroposophical train of
thought.

The first four styles were more often identified nmale GPs and those working in a solo
practice, while the last style was more often idiertt in female GPs and those working in a group

practice.
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Table 6.2Typical quotes from GPs with different nutritionnemunication styles

Type of style Typical quotes

Informational style “I tell the patient that he stia eat less fat, but | leave it to him.” (GP11)
“I never refer to the dietician, | just explaimityself.” (GP16)
“I have got a lot of education materials, it isgdant to give them home.” (GP10)
Reference style “If there is a problem with weighsugar, then | call in the dietician.” (GP61)
“Several times you have to say: go to the dietiead let her analyse.” (GP70)
“I refer them to Belgium for a stomach band, b@ytigradually understand that
this is their only chance to survive.” (GP5)
Motivational style “I try hard if people are willipp if they can extend their life with 10 years aind
they are really motivated.” (GP2)
“I look if they are vulnerable, then | talk for ang time. If they are not, then |
mention it by the way, but not bore them.” (GP40)
“Most important is to look if somebody is really tivated or not. If so, | try to
exploit this.” (GP74)
Confrontational style  “l ask them how they feeltthaother fellow lives nicely from their build
retirement.” (GP22)
“I ask their weight and length and then | show treetable which turned out that
they are inside a risk area.” (GP9)
“With CHD | warned several times, but people tutt t be stubborn.” (GP4)
Holistic style “I keep up how somebody lives, stah repeat at a follow-up visit. | watch
weight, so | can tell them on time to take car&P¢3)
“At first visit | discuss BMI and | show that theye at risk.” (GP8)
“l ask them to keep up a diary, so | get a bettew\of their lifestyle.” (GP24)

Strategies regarding nutrition communication

Mean number of strategies regarding nutrition comication was 2.8. Seven GPs mentioned no
strategy at all, 13 GPs mentioned one strategy,vamte 19 GPs mentioned two strategies. So
almost half of the GPs mentioned zero, one or twaiegies.

The first five strategies regarding nutrition commumation, in decreasing order, were (1)
referring to a dietician, (2) providing advice aatiag to dietary guidelines, (3) offering written
education materials, (4) offering patient inforroatiletters, and (5) referring to a course.
Furthermore, applying a psychological approach dadfying physical examinations were also
often mentionedTable 6.3represents some examples from GPs with differeategjies regarding

nutrition communication.
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Referring to a dietician was most frequently memsid, particularly in cases where a
comprehensive nutrition advice is needed, like wdidbetes, overweight and food allergies. GPs
viewed dieticians as competent and able to spen@ thme on these topics. However, some GPs
discussed negative experiences with dieticiang ldng waiting period, no show up, difficult
reporting, high dropout rate, and bad outcomes.

Next, providing advice according to dietary guideb was often mentioned. They expressed
having some basic nutrition knowledge about carbodigs, fats, and fibres. Eat less fat was the
most cited advice, followed by maintaining a healtleight, eating a lot of bread and potatoes, and
not eating during the whole day. Only one responhdgplicitly named the dietary guidelines.

Furthermore, some GPs said that they offered wri@@ucation materials, especially about
high cholesterol and diabetes. Leaflets from théhdidgands Nutrition Center and the Netherlands

Heart Foundation were most often mentioned.

Table 6.3Typical quotes from GPs with different strategiegarding nutrition communication

Type of strategy Typical quotes

Refer to a dietician “Nutrition is a broad topio, Isdelegate it to the dietician, who is
skilled.” (GP27)
“I feel the return rate of the dietician is lowteafa year patients are
too heavy again.” (GP44)

Provide advice conform dietary “I provide general advice about nutrition: do nat ®o much, eat a

guidelines balanced diet.” (GP63)
“You can explain roughly that people should eas fes and sugar,
and more carbohydrates.” (GP13)

Offer written education materials  “l hand out bagiklabout cholesterol and diabetes.” (GP76)
“It is pleasant to give education materials. Inecasquestions
patients can return.” (GP8)

Offer patient information letters “I have got patienformation letters in my computer, which | égasi
print out.” (GP15)
“I copied the letters in three files, so | can grasem quickly.”
(GP36)

Refer to a course “I offer fat people a card fréma YVeight Watchers.” (GP70)

“l advise some patients to attend a fitness cou(&R59)
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A few GPs mentioned that they offered patient infation letters in case of diabetes,
hypertension and high cholesterol. They said thaté letters were integrated in the doctors
information system. Other GPs mentioned that thaglercopies of the letters.

Finally, a few GPs referred their patients to arseu Mentioned courses were Weight

Watchers, fithess courses, group education, ansitghzubs.

Relationships between styles and strategies

There were some relationships between nutritionnsomcation styles and strategies. GPs with an
informational style more often offered patient imf@tion letters and patient education materials.
GPs with a reference style were more likely to mefea dietician and to a course. GPs with a
motivational style more often applied a psycholagiapproach, while GPs with a holistic style
more often clarified physical examinations. Thessutts will be used in our planned future

guantitative survey.

Information seeking behaviours about nutrition knowledge and skills

The first five nutrition information seeking behaurs about nutrition knowledge and skills, in
decreasing order, were (1) reading about sciensificlies, (2) reading specialist literature, (3)
attending postgraduate training courses, (4) reastiformation from the education offices of the
food sector and companies, and (5) reading infaomarom the Netherlands Nutrition Center.
Table 6.4shows some typical quotes for different informatsgeking behaviours.

Reading scientific studies was the information seglkbehaviour most often mentioned.
However, GPs did not mention specific journals. yitheard somewhere about the results of a
study, like in newspapers or at training.

Second, GPs cited to read specialist literaturernals applied for GPs were mentioned like
Patient Care, Modern Medicine, and the Dutch jouihaisarts en Wetenschap'.

Some GPs said that they attended postgraduatenggaiaurses about general diseases, which
sometimes contained a nutrition component.

Several GPs discussed received information froncathn offices of the food sector and
companies. However, they agreed that this infownatras not always objective.

Finally, a few GPs mentioned that they got inforioratfrom the Netherlands Nutrition

Center, namely web-site, CD-ROM and leaflets.
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Table 6.4 Typical quotes of GPs with different informationekang behaviours about nutrition

knowledge and skills

Information seeking behaviours Typical quotes

Read about scientific studies “Nowadays, therarayee publications about CHD risk
factors, which absolutely changed my performan@@P30)
“I need independent information, sometimes you cacress
studies from universities.” (GP13)

Read specialist literature “I have read an arficl#luisarts en Wetenschap’ about
observing obesity.” (GP41)
“We read about evidence-based studies in our digtcia
literature." (GP63)

Attend postgraduate training courses “| attendestgraduate courses about diabetes and CHD with
fascinating stories about prevention.” (GP21)
“In a postgraduate course, they included the benefifish
oil.” (GP22)

Read information from education offices“Sometimes | get a magazine from the meat indus{GP26)

of the food sector and companies “I am overwhelmed with leaflets from the industrydd try to
get an helicopter view.” (GP79)

Read information from the Netherlands “I have a CD-ROM with nutrition topics from the Nition

Nutrition Center Center.” (GP1)
“I search for information about nutrition on thelwsite of the
Nutrition Center.” (GP9)

Development of a hypothetical model for nutrition @mmunication style

Five nutrition communication styles were identifi€ur approach was analogous with our studies
among consumers (Van Dillen et al., 2003). On thsidof this qualitative study and existing
literature, 32 factors were selected with a higlobpbility of predicting one’s nutrition
communication style. We included 14 individual adtes, 13 environmental variables and five

socio-demographic variables.
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DISCUSSION

As far as we know, this is the first study, whictplered specific nutrition communication styles. It
was a qualitative study. Our data were based drreg@brt and might not reflect actual practice.
Furthermore, the sample was not representativequereies were determined based on GPs’
expressions about the styles used rather than ndsmgpto a forced choice questionnaire. We
obtained a lot of valuable information. We haveestdd five themes for discussion and we will

elaborate on implications for research and practice

Dominant role of informational nutrition communication style

In accordance with other studies about general asmation styles among physicians, the
majority used predominantly informational style®{®& et al., 1997; Lawson, 2002). A recent study
among Dutch GPs showed that they provided morerrdton than 14 years ago (Van den Brink-
Muinen et al., 2004). In our study, GPs mentionkdt tthey mainly provide basic nutrition
information. It seems like GPs have a firmly estt@d, but restricted nutrition knowledge base
derived from vocational training and dietary guide$s from the Nutrition Center, which they
perceived sufficient for providing basic nutritiamformation. When difficult nutrition information

is required, a reference style is put into action.

Although most GPs were characterised by an infdonal nutrition communication style, a
substantial group of GPs was identified having @ivatonal style. They said they tried to persuade
patients to healthy eating patterns, while takimg@ account their readiness to change. This implies
that GPs might implicitly apply the Stages of Charidodel (Prochaska & Velicer, 1997). The
Stages of Change Model contains five stages: @9ggmemplation (not yet considering change, 2)
contemplation (considering change), (3) preparat{ptanning change), (4) action (actively
changing), and (5) maintenance (sustaining charide.model is viewed as a valuable model for
changing behaviour, especially in primary careenables the GP to obtain important information
for behaviour change in a short period of timert#tg with brief and simple advice makes sense,
because some patients will indeed change theirvimlraat the directive of their physician
(Zimmerman et al., 2000). A recent review showesl tthere were five studies, which paint a
positive picture for the effects of stage-baseckrirgntions on dietary behaviour, or more
specifically on fat intake (Van Sluijs et al., 2804The motivational style was more important than

we though until now.
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GPs’ view on dieticians: competitors or colleagues

Referring to a dietician was the strategy regardiatyition communication most often mentioned.
In accordance with another study (Nicholas et28lQ3), the primary influence of the GP’s decision
to refer to a dietician was a patient presentindp womplicated nutrition requirements. This implies
that GPs might not view their own nutrition knowdedsufficient.

Many GPs expressed positive experiences with fs¢ghbéshed dieticians (dieticians who run
their own practice), who lose themselves in theviddal patient and provide tailored advice,
which is more feasible. A few GPs expressed negagixperiences with home care dieticians
(dieticians who are employed at a domiciliary cagency), who provide standard advice. Standard
advice is often not effective in obesity preventamd treatment. Referred patients with complex
diseases, like obesity, often have low motivatishich might trigger bad outcomes. Therefore, it is
likely that expressed negative experiences withdoare dieticians rested on patient outcomes.

Generally, most GPs viewed dieticians as expenighis case, dieticians were viewed as
colleagues, as allied health professionals. A felRRs Gelt threatened through the expertise of
dieticians, because their self-image might be hdrnibese GPs viewed dieticians as competitors
in stead of colleagues in the field. Therefore,dyjoommunication is essential, because the majority
of the bottlenecks in the tuning of nutrition edima between GPs and dieticians concerned bad
communication. Examples were little consultationfamiliarity with the procedures of dieticians,
obscurity of consulting hours of dieticians and being personally acquainted with dieticians (Van
den Hogen et al., 1996).

Dismissal of maintenance advice

Our results about strategies regarding nutritiormmmaoinication were compared with the
arrangement of Glanz et al. (1995). Offering wntteducation materials and offering patient
information letters are comparable with providinmgesific nutrition information. Providing advice
according to dietary guidelines resembles recomimgnspecific dietary changes. However, the
arrangement of Glanz et al makes it impossibleategorise referring, so our rearrangement might

be valuable.
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In agreement with two studies (Glanz et al., 1996hards & Mitchell, 2001), giving specific
maintenance advice was hardly mentioned. A possixidanation is that this strategy requires high
efforts to keep a patient in the last phase ofStegyes of Change Model and to prevent relapse to
former undesired behaviour (Prochaska & VeliceQ7)90n the other hand, other strategies (such
as referring to a dietician and offering writtenuedtion materials) were more often mentioned,
while these strategies were easier to accompligieiin busy practice.

We assume that GPs did not use specific relapsemption strategies, but only superficially
check progress. In addition, they often postpoheddiscussion of weight problems to a follow-up
visit. Continuity of care enables GPs to break dawvice over successive consultations (Van
Weel, 2003).

Scanning information about nutrition

In a study among GPs, the primary sources of cumetrition information were medical journals
(69%) and dieticians (58%) (Kushner, 1995). In hrotstudy, dieticians (72%) and the literature
(34%) were most often mentioned (Hiddink et al974®. Our respondents did not mention medical
journals as an important nutrition information smirHowever, GPs mentioned scientific studies,
but they often did not specify where they readlifiough they sometimes mentioned newspapers.
As opposed to other studies (Kushner, 1995; Hiddinkl., 1997c), dieticians were not cited as a an
important nutrition information source, althouglfereals to dieticians were made. It seems like our
respondents preferred to read nutrition informatrostead of asking other health professionals. We
tend to conclude that GPs are quite passive inrsg@kformation about nutrition.

In accordance with our consumer stigan Dillen et al., 2004), GPs are as well not\aayi
involved in seeking information about nutrition. éhsense, GPs actually are consumers as well.
Through scanning they tried to manage the huge pilenformation which showed up their desks.
In this process, independent and reliable inforomafrom universities and education offices was

highly appreciated.

Dealing with patients’ expectations about the expéphysician

Our consumer studies showed that consumers havie @igectations regarding nutrition
communication through GPs (Van Dillen et al., 2Q084). GPs were perceived as the most
reliable and accessible nutrition information seyrand after the dietician perceived as possessing
the most expertise (De Almeida et al., 1997; Hidddhal., 1997c; Van Dillen et al., 2003/2004).
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This study among GPs showed that they believed ght¢nts expect a lot from them and
patients perceived the GP as an expert on every, togluding nutrition. However, GPs also felt
that they have rather low nutrition knowledge thelwss. However, GPs hold a dualistic position
regarding their nutrition knowledge. They beliewbdy had a restricted nutrition knowledge base,
being aware of the functions and recommended arsoondifferent nutrients. However, they
considered this type of knowledge as sufficientdealing with the most common health problems.
GPs should manage this dilemma by rethinking thaie as an expert, because GPs are in fact

generalists. New research could explore how GPatmmginage this dilemma.

CONCLUSIONS

Five nutrition communication styles were identifiedamely an informational, reference,
motivational, confrontational and holistic stylehélinformational style of nutrition communication
was dominant among Dutch GPs. A hypothetical mddelnutrition communication style was
developed, encompassing socio-demographic varigblkes gender, type of practice, number of
practice years, practice size and residence), ichai (including GPs’ perceptions of lifestyle, GP’
perceptions of nutrition communication and GPs’ cpptions of nutrition information) and
environmental variables (including patient variableffice variables and health professional’s
variables). GPs hardly provided maintenance adfocenutrition behaviour. Many GPs referred
patients to dietitians, who were viewed as collesg(allied health professionals). GPs try to get
basic information about nutrition by scanning titerature they get. They seldom are actively
involved in seeking specific nutrition informatioRinally, GPs had the impression that patients
expect expert nutrition communication from them,ilelhGPs perceived their own nutrition

knowledge as restricted.

Practice implications
The above-mentioned results have important impboat regarding effective nutrition
communication through GPs with respect to:
a) research:
Clarify differences in nutrition communication sglby gender or type of practice: it remained
unclear whether gender and type of practice exern#idence on nutrition communication
styles. Since this is a qualitative study, it ig possible to make statements. Therefore, a

guantitative study is needed to test our hypothetimdel.
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b) practice:

Raise self-efficacy of GPs regarding nutrition commication: GPs can rely on their firmly
established knowledge base and offer simple nutrithnformation. Involving nutrition as a
topic in vocational or postgraduate training casaaelf-efficacy.

Build good collaboration with dieticians: in cadecomplex diseases, GPs and dieticians should
work together towards the same goal. It is esdethizd they have a clear view of each other’s
fields.
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NUTRITION COMMUNICATION STYLES OF FAMILY DOCTORS:
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ABSTRACT

Objective: To assess nutrition communication styles of Dutahily doctors and in particular to
assess its psychosocial and socio-demographicla@se

Design A cross-sectional study in which a representataeple of 600 Dutch family doctors
completed a questionnaire.

Setting: The survey was conducted in October and Novemb@4 20the Netherlands.

Subjects 267 family doctors completed the questionnaiesgonse rate 45%).

Methods: Principal component factor analyses with varimatation were performed to construct
factors. Cronbach’s alpha was used as an indegliability. Our hypothetical model for nutrition
communication style was tested using multiple regjon analysis (MRA), combining the forward
and backward procedure under the condition of #meesresults.

Results Many family doctors felt at ease with a motivatibnatrition communication style. The
main predictor for motivational nutrition communtican style was task perception of prevention
(26%). Some individual and environmental correlatesl an additional influence (explained
variance 49%). Other styles showed explained veeamip to 57%. The motivational style was the
best predictor for actual nutrition communicaticghbviour (35%), while the confrontational style
was the best predictor for actual nutrition comnoation behaviour towards overweight (34%).
Conclusions In contemporary busy practice, family doctorsnse®e rely on their predominant
nutrition communication style to deal with standaithations efficiently: for the majority, this
proved to be the motivational nutrition communioatistyle. Moreover, family doctors used a
combination of styles. This study suggests thailjadoctors behave like chameleons, by adapting
their style to the specific circumstances, like teahhy time and patient. If family doctors
communicate about nutrition in general, they sedawt of the five nutrition communication styles.
If they communicate about overweight, they pickeitthe confrontational or motivational style.
Sponsorship Dutch Dairy Association.

Keywords: communication style; family doctors; nutritionmamunication; nutrition education, the
Netherlands; health professionals
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INTRODUCTION

In medical consultations, good communication isumhost importance. Communication style is a
relatively new concept in this field. A communicatistyle serves a pragmatic function in that it
represents a set of responses that are readillabdaand appropriate for communicating across
various situations (Street, 2002). When doctorsl @seinformational communication style, patients
expressed more overall satisfaction (Roter et1#197). Affiliative communication styles were
related positively to patients’ satisfaction, whes@ominant communication styles had a negative
relationship with satisfaction (Klein Buller & Belt, 1987). Research on doctor-patient
communication reveals that the majority of doctased only one communication style in most of
their consultations (Roter et al., 1997). This Esathe question whether doctors used only one
communication style or a combination of communmattyles.

Although several studies assessed performancesanilyf doctors according to current
standards, relatively few assessed what they dgtdalin their busy practice. In our study, we try
to understand which communication styles familytdo used, if they dealt with the subject of
nutrition. A recent study showed that family dostaxpressed difficulties with carrying out
prevention and health promotion activities (Brot@tsal., 2005). Therefore, knowledge of family
doctor’s nutrition communication style is importabecause this offers the opportunity of giving
advice to a family doctor, dependent on his stys. far as we know, specific nutrition
communication styles were not studied before. Weetore conducted a combination of qualitative
and quantitative studies among Dutch family doctors

In our qualitative study, five nutrition communimat styles were identified, namely an
informational, reference, motivational, confrondatal and holistic style (Van Dillen et al., 2005b).
An informational style means providing informatiabout nutrition and health. A reference style
stands for calling on other health professionalddal with nutrition problems. A motivational style
means guidance in dietary change. A confrontatiatgle stands for warning about nutrition
problems related to a health complaint and a holstile stands for involving several aspects as
being part of living circumstances. Our qualitatstady showed that most family doctors used an
informational nutrition communication style, butngbinations with other styles were also possible.
We suspected that the role of the motivationalitiotr communication appeared on the scene.

The aim of the quantitative study was to assessitiont communication styles and
combinations, and in particular to assess theiclpsysocial and socio-demographic correlates. In
addition, the relationships between different igini communication styles and actual nutrition
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communication behaviour were measured. At the énldi® article, we will give recommendations

to extend communication skills.

METHODS

Subjects

Our study population consisted of Dutch family dwst in practice for 5 to 25y. We asked NIVEL
(Netherlands Institute for Health Services Res@atake a random sample of 600 family doctors
from their database. 267 family doctors complebedguestionnaire (response rate 45%).

In addition, 27 family doctors completed a non-mese questionnaire (5%).
Representativeness analysis revealed that there wer significant differences in socio-
demographic variables between respondents (n=26d)tlae population of family doctors, in
practice for 5 to 25y (n=4003). There were alsosignificant differences between respondents
(n=267) and respondents of the non-response quasiie (n=27) in socio-demographic variables
or interest in nutrition, perception of nutritiorkpertise, task perception of prevention and
frequency of nutrition communication. Therefore, dezided not to compose a weight factor.

Of the 267 respondents, 198 were male (74%) andeg® female (26%). One hundred-and
six family doctors were working in a solo pract{@g®%), 100 in a dual practice (37%) and 61 in a
group practice (23%). They had been in practiceaforaverage of 17 y. Mean practice size was
2461 patients. Practices were located in highhanrfd 6%), urban (25%), moderately urban (22%),
little urban (20%) and not urban areas (17%).

Procedure

In October 2004, 600 family doctors received a @eat letter, in which they were asked to

participate by a questionnaire in a study aboutittari communication. Two weeks after the first

letter and questionnaire, personal reminders went¢ ® family doctors, who did not return the

guestionnaire. After four weeks, a second remindas sent. Finally, after six weeks a third

reminder and a non-response questionnaire were Beattime to complete the questionnaire was
about 30 minutes. Each respondent received a @ifpan and an overview of the main results of
the study.

114



Nutrition communication styles of family doctors

Questionnaire

First, a qualitative study was conducted to obtéamily doctors’ perceptions of nutrition
communication (Van Dillen et al., 2005b). On thesibaof focus group interviews with 81 family
doctors (nine sessions), we identified five nuintcommunication styles, namely an informational,
reference, motivational, confrontational and hatistyle.

The dependent variablutrition communication styleas assessed with forty self-composed
propositions using a five-point Likert scale (sgbndisagree - strongly agree) in order to construc
separate scales for each of the five styles.

On the basis of existing literature and additidaators derived from our qualitative study, we
developed a hypothetical model for nutrition commation style, containing psycho-social and
socio-demographic correlates. Definitions of alli@bles included in the hypothetical model were
described in another article (Van Dillen et al.020). Psychosocial correlates were divided into
individual and environmental variables.

Severalndividual variableswere measured, including family doctors’ percemiof lifestyle
(like perception of the role of behaviour in healhd interest in nutrition), family doctors’
perceptions of nutrition communication (like taskrgeption of prevention and perception of
effectiveness of nutrition communication) and famdbctors’ perceptions of nutrition information
(like information seeking behaviour regarding ridgri and information needs towards nutrition).
Table 7.1provides an overview of the number of items, Cemfitisa’s and factor loadings for all

individual variables.

Table 7.1 Individual variables used in the multiple regreas@nalysis to construct regression

models for nutrition communication styles in tabfe3-7.7

Description I* o Loadings

Family doctors’ perceptions of lifestyle

Perception of role of behaviour in health (Hiddetkal., 1997b) 6 075 0.60-0.77
Perception of role of heredity in health (idem) 1 - -
Interest in nutrition (Hiddink et al., 1997b) 1 - -
Perception of nutrition expertise (Van Dillen et 2004) 1 - -

Family doctors’ perceptions of nutrition communioat

Initiative of family doctor to discuss nutrition @linan, 1997) 1 - -
Task perception of prevention (Hiddink et al., 1897 3 0.63 0.68-0.90
Referring to dietician as strategy (Van Dillen ket 2005b) 1 - -
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Table 7.1 Continued

Description I* o Loadings

Providing nutrition advice as strategy (idem) 1 - -
Offering written education materials as strateggifn)
Offering patient information letters as strategle(n)

Referring to a course as strategy (idem)

Clarifying physical examinations as strategy (idem)

1

1

1
Applying a psychological approach as strategy (idem 1 - -

1
Self-efficacy for strategies regarding nutritiomaounication 5 0.83 0.66-0.87
(Glanz et al., 1995; Richards & Mitchell, 2001)
Nutrition training (Kushner, 1995) 1 - -
Perception of nutrition and physical activity (Arisal., 2004) 1 - -
Task perception of nutrition issues (Hiddink et 24897b) 6 053 0.37-0.70
Referring as task perception (idem) 1 - -
Prescribing diet as task perception (idem) 1 - -
Perception of effectiveness of nutrition communa@a{Contento et al., 2002) 10 0.80 0.47-0.72
Family doctors’ perceptions of nutrition informatio
Interest in nutrition information (Van Dillen et, @004) 1 - -
Information seeking behaviour regarding nutrition 9 085 0.51-0.80
(Van Dillen et al., 2004/2005b; Kushner, 1995; Hiddet al., 1997b)
Seeking nutrition information of dietician (idem) 1 - -
Information needs towards nutrition means (Vandbilét al., 2005b) 8 047 0.24-0.64
Information need towards NHG-standards and patrdotmation letters 1 - -
(idem)

I* Number of items constituting a factor (see metsjo

Alpha: Cronbach’s alpha, as an index of reliabitifythe factor (see methods)
Loadings: when a factor is constituted of at least items, the level of factor loadings gives araide what extent an
item is important for the expression of that fadqfor principal component factor analysis with vaaix rotation; see

methods)

Also, a number oénvironmental variablesvere measured, including patient variables (like
initiative of the patient to discuss nutrition atite patient's complaint), office variables (like
availability of education materials and length ohsultation), and health professional’s variables
(suitability of information sources and co-operatigith health professionals)able 7.2 provides
an overview of the number of items, Cronbactt’s and factor loadings for all environmental

variables.
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Table 7.2Environmental variables used in the multiple regi@s analysis to construct regression

models for nutrition communication styles in tabfe3-7.7

Description * a Loadings

Patient variables

Initiative of patient to discuss nutrition (Helmar®97) 1 - -
Patient’s complaint diabetes mellitus (Van Dusskddst al., 1988; Maiburg 1 - -

et al., 2004)

Patient’s complaint coronary heart disease (CHEB)(id 1 - -
Patient’s complaint hypercholesterolemia (idem) 1 - -
Patient’s complaint hypertension (idem) 1 - -
Patient’s complaint overweight/obesity (idem) 1 - -
Patient’'s complaint normal weight

Patient’s complaint irritable bowel syndrome (idem)
Patient’s complaint stress

Patient’s complaint fatigue

Patient’s complaint pregnancy

Age of patient (Eaton et al., 2002; Anis et al Q2D
New patient (Anis et al., 2004)

Chronically ill patient (Eaton et al., 2002) 1 - -
Patients in further motivational stages (Van Diligral., 2005b) 3 065 0.72-0.82

Patient in precontemplation stage (idem) 1 - -

[ N = T = =
1
]

Patient in contemplation stage (idem) 1 - -
Office variables

Health check (Eaton et al., 2002) 1 - -
Availability of education materials (Anis et alQ®4) 1 - -
Length of consultation (Eaton et al., 2002) 1 - -
Health professional’s variables 1 - -
(Reference) books as suitable source (Van Dilleal.e004) 1 - -
Dietician as suitable source (idem)
Internet as suitable source (idem)
Newspapers as suitable source (idem)

Post-graduate training courses as suitable soigtem)

T = e
1
1

Magazines as suitable source (idem)
Specialist literature as suitable source (idem) 1 - -
The Netherlands Nutrition Center as suitable so(idmam) 1 - -
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Table 7.2 Continued

Description [* a Loadings

Education offices of the food sector as suitablee® (idem) 1 - -
Scientific journals as suitable source (idem) 1 - -
Co-operation with health professionals (Van Dil&ral., 2005b) 4 047 0.44-0.77
Co-operation with nurse practitioner (idem) 1 - -
Experiences with co-operation (Van Dillen et aQ2b) 3 038 0.50-0.76
Experience with nurse practitioner (idem) 1 - -
Experience with dietician (idem) 1 - -
Performances of dietician (Van Dillen et al, 2005b) 6 071 0.47-0.79
Waiting list as performance of dietician (idem) 1 - -

Show up rates as performances of dietician (idem) 1- -

I* Number of items constituting a factor (see metsjo

Alpha: Cronbach’s alpha, as an index of reliabitifythe factor (see methods)

Loadings: when a factor is constituted of at least items, the level of factor loadings gives araide what extent an
item is important for the expression of that fadqfor principal component factor analysis with vaaix rotation; see

methods)

All psycho-social correlates were scored on a fie@it Likert-scale, except for information
needs towards nutrition (yes-no categories), péimef nutrition expertise, initiative of nutrito
communication, suitability of information source&®-operation with health professionals (three-
point scale), interest in nutrition (informationpyr-point scale), and perception of the role of
behaviour in health and self-efficacy for stratsgregarding nutrition communication (10-point
scale).

Socio-demographic correlategcorded were gender, type of practice, numbeprattice
years, practice size and residence.

Two behavioural measures were included. Fastial nutrition communication behavioaf
family doctors was operationalised with seven itdms= 0.68). Actual nutrition communication
behaviour towards overweighdf family doctors was operationalised with fivenis ¢ = 0.68)
(Hiddink et al., 1997b). Respondents were alsodstieestimate the percentage of consultations in
which they discussed nutrition in the past morfitagquency of nutrition communicatioahd how

many minutes they spent on discussing nutri(duration of nutrition communication

118



Nutrition communication styles of family doctors

Analysis
Descriptive statistics were compared. Wilcoxon Radkder Tests was used to compare the
numbers of nutrition communication styles of fandlgctors. Principal component factor-analyses
with varimax rotation were performed to constructlss. Scales were verified with reliability
analysis. Alpha’s greater than 0.55 were considastptable. If not, separate items were taken
along in the analysis (Table 7.1; Table 7)2)analysisvas used for associations between nutrition
communication styles and socio-demographic coeslaDur hypothetical model for nutrition
communication style was tested using multiple Iinegression, combining forward and backward
procedure under the condition of same results.Bdrderroni correction was used in this procedure
(Hommel, 1988). In the forward procedure of the tipié regression analysis (MRA), in every step
the next best determinant is taken in the equatiaii| the p-value is exceeded. In the backward
procedure, in every step the weakest determinagaken out the equation, until the highest number
of determinants is in the equation, and still theafue is less than 0.05. The outcome will only be
accepted as valid when forward and backward praeediliver exactly the same result.

Finally, the relationships between nutrition comigation styles and actual nutrition
communication behaviour of family doctors were gsafl with Pearson correlation coefficients
and multiple linear regression. Data were analyséa the computer software program SPSS 10.5.

P-values less than 0.05 were considered significant

RESULTS

Nutrition in general practice

In the past month, nutrition was discussed in 14% e consultations, which implies that nutrition
is a daily topic. Mean duration of nutrition comnzation was five minutes. Fifty-six percent of
the family doctors mentioned that they generallgktdhe initiative themselves to communicate
about nutrition, 4% mentioned that the initiativassmainly taken by the patient, while 40% said
that initiative was equally divided between familgctors and patients. Nutrition was most often
discussed in the following health problems: ovegh&bbesity (73% always), diabetes mellitus
(72%), hypercholesterolaemia (68%), irritable bowyghdrome (45%) and coronary heart disease
(CHD)(44%).
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Nutrition communication styles

Family doctors used a combination of nutrition commmgation styles. To compare different styles,
we composed a sum score for each style on the bhsight items (range 8-40). Mean score was
the highest for the motivational nutrition commuation style (29.2; SD 3.3), followed by the
confrontational (27.5; SD 4.2), reference (26.6; £B), informational (26.0; SD 3.1) and holistic
nutrition communication style (23.4; SD 3.8). Mdaynily doctors felt at ease with a motivational
nutrition communication style.

Wilcoxon Rank Order Tests revealed a significafitedence between the motivational and
confrontational nutrition communication style (Z=6p=0.00). Family doctors also scored higher
on the motivational nutrition communication stylean reference (Z=-7.4, p=0.00), informational
(Z=-11.1, p=0.00) and holistic style (Z=-13.7, p3@. Preference for the motivational style came
back in this hierarchy.

Relationships between the motivational nutritiomoaunication style and other styles were
positive (r>0.30), except for reference style (r£6). This means that family doctors combined
multiple styles, but the reference style did notahawvith the other styles.

In all, 111 family doctors (42%) had the highesbrec on the motivational nutrition
communication style. For the confrontational antenence style, this proved to be 24%. Nine
percent had the informational style at first rankjle 2% had the highest mean score on the holistic
style. From the family doctors with the highestrecon the motivational nutrition communication
style (n=111), 37 (14%) had the second highestesaorconfrontational style. The groups were too
small to establish profiles.

For further in-depth analyses, we re-scaled thetimurt communication styles. Factor analysis
revealed five factors: motivational nutrition commization style (four items;a = 0.69),
confrontational nutrition communication style (sevéems; a = 0.75), reference nutrition
communication style (four items; = 0.75), informational nutrition communication Isty(three

items;a = 0.75) and holistic nutrition communication sty$éx items;a = 0.72).

Differences by gender

Female family doctors had a higher score on thistioly?=2.3, df=1, p=0.13), motivational style
(x*=1.5, df=1, p=0.21) and informational nutrition cmumication styley’=1.4, df=1, p=0.23) than
their male colleagues. Male family doctors hadghér score on the confrontationgf=1.0, df=1,
p=0.31) and reference stylg?£0.8, df=1, p=0.37) than female family doctors, these gender

differences were not significant.
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Differences by type of practice

Type of practice was also not significant. Famibcibrs working in a solo practice did not differ in
their use of a referencg?1.3, df=2, p=0.52) or confrontational stylg?<0.3, df=2, p=0.84)
compared with those in dual or group practice. Bamoctors working in a dual practice more
often had a motivationay{=2.2, df=2, p=0.33) or informational stylg’¢1.9, df=2, p=0.39) than
other groups. Moreover, family doctors working ingeoup practice had higher scores on the
holistic style ¢*=1.2, df=2, p=0.56).

Regression analysis

Our hypothetical model for nutrition communicatistyle (Van Dillen et al., 2005b) was tested with
multiple linear regression. Main predictors for ational nutrition communication style were task
perception of prevention (26.2%), information segkibehaviour regarding nutrition (8.9%),
patient’'s complaint (hypertension) (5.2%), inter@stutrition (3.0%), task perception of nutrition
issues (2.7%), perception of nutrition and physamlvity (1.8%) and initiative of family doctor to
discuss nutrition (1.4%). Socio-demographic coteslawere no predictors, so total explained

variance was 49.2% able 7.3. The model is shown iRigure 7.1

Independent variables  Dependent variable

Environmental variable:

Patient’s complaint hypertensiﬂn

AN

Motivational nutrition
communication style

v /
Individual variables:

-Task perception of prevention
-Information seeking behaviour regarding nutritipn
-Interest in nutrition

-Task perception of nutrition issues
-Perception of nutrition and physical activity
-Initiative of family doctor to discuss nutrition

Figure 7.1Model for motivational nutrition communication syn=267)
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The best predictor of the confrontational style &b task perception of preventiorable
7.4 shows the regression model for the confrontatistgle (explained variance 30.3%). The
variance in reference style was explained by 54of%adividual and environmental variables with
task perception of nutrition issues as the mairdipter (Table 7.5. Table 7.6 shows that the
regression model for the informational style expdali 56.7% of the total variance and offering
patient information letters as strategy added niaistally, a new patient best predicted the holistic

style and the model explained 43.3% of the totabvae Table 7.7).

Table 7.3Regression model for motivational nutrition comnuation style (n=267)

Step  Variable R R R? T B P r
change
Task perception of prevention 0.511 0.262 0.262.7 90.51 0.000 0.51
2 Information seeking behaviour 0.592 0.351 0.089 6.0 0.32 0.000 0.46

regarding nutrition

3 Patient’s complaint hypertension 0.635 0.403 D.054.8 0.24 0.000 0.40

4 Interest in nutrition 0.658 0.433 0.030 3.7 0.1®.000 0.36

5 Task perception of nutrition issues 0.678 0.459.02p 3.6 0.17 0.000 0.34

6 Perception of nutrition and physical 0.691 0.478 0.018 3.0 0.14 0.003 0.27
activity

7 Initiative of family doctor to 0.701 0.492 0.014 2.7 0.12 0.007 0.28

discuss nutrition

Table 7.4Regression model for confrontational nutrition conmcation style (n=267)

Step  Variable R R R? T B P r
change

1 Task perception of prevention 0.408 0.166 0.166.3 70.41 0.000 0.41

2 Perception of the role of behaviour 0.477  0.228 0.061 46 0.26 0.000 0.35
in health

3 Perception of effectiveness of 0.507 0.257 0.029 3.2 018 0.002 0.31
nutrition communication

4 Patient’s complaint CHD 0.532 0.283 0.027 3.1 70.10.002 0.29
Length of consultation 0.551 0.303 0.020 2.7 0.18.007 0.31
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Table 7.5Regression model for reference nutrition commurocastyle (n=267)

Step  Variable R R R? T B P r
change
Task perception of nutrition issues 0.555 0.308.308 -10.9 -0.56 0.000 -0.56
2 Nutrition training 0.646 0.418 0.110 -7.1  -0.35 .0 -0.49
3 Applying a psychological 0.670 0.450 0.032 -3.9 -0.19 0.000 -0.34
approach as strategy
4 Referring to dietician as strategy 0.691 0.478 028. 3.8 0.17 0.000 0.25

Information seeking behaviour  0.704 0.496  0.018 -3.1 -0.16 0.002 -0.42
regarding nutrition

6 Perception of the role of 0.718 0.515 0.019 3.2 0.15 0.002 0.06
behaviour in health
Perception of nutrition expertise 0.730 0532 1w@0 -31 -0.16 0.002 -0.46
(Reference) books as suitable  0.740 0.547  0.015 -29 -0.12 0.004 -0.08

source

Table 7.6Regression model for informational nutrition comnwation style (n=267)

Step  Variable R R R? T B P R
change

1 Offering patient information letters 0.669 0.448  0.448 147 0.67 0.000 0.67

as strategy

2 Perception of effectiveness of 0.701 0.491 00.043 4.7 021 00.00 0.25
nutrition communication

3 Initiative of family doctor to discuss 0.721  0.520 0.029 40 0.17 0.000 0.23
nutrition

4 New patient 0.733 0.538 0.018 32 014 0.002 o0.21
Seeking nutrition information of 0.744 0554 0.016 31 0.13 0.003 0.19
dietician

6 Offering written education materials 0.753 0.567  0.013 28 0.13 0.006 0.43

as strategy
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Table 7.7Regression model for holistic nutrition communioatstyle (n=267)

Step  Variable R R R? T B P R
change

New patient 0.528 0.279 0.279 101 053 0.000 10.2

2 Providing nutrition advice as 0.594 0.353 0.074 55 0.28 0.000 0.37
strategy

3 Perception of nutrition and physical 0.623 0.388 0.035 3.9 019 0.000 0.29
activity

4 Chronically ill patient 0.644 0.414 0.026 3.4 &.10.001 0.40
Perception of nutrition expertise 0.658 0433 100 3.0 0.15 0.003 0.35

Relationship with actual nutrition communication behaviours

The highest correlation was found between motivatioutrition communication style and actual
nutrition communication behaviour (r = 0.59). REaships of actual nutrition communication
behaviours with all nutrition communication styl@ere positive, except for the reference nutrition
communication styleTable 7.8; Table 7.9.

The variance in actual nutrition communication hebtar of family doctors was best
explained by the motivational nutrition communiocatistyle (34.5%). The five styles together
explained 48.0% of the total variance (Table 7.8¥ditional analysis, including nutrition
communication styles, individual and environmentehriables, confirmed that nutrition
communication styles were the main predictors.

Table 7.9 shows that actual nutrition communicabehaviour towards overweight of family
doctors was best predicted by the confrontatiothdé £34.4%), and the motivational style added
5.9% (explained variance 40.3%). Additional anaysncluding nutrition communication styles,
individual and environmental variables, showed thdividual and environmental variables added

little to actual nutrition communication behaviaifrfamily doctors towards overweight patients.
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Table 7.8Regression model for actual nutrition communicabehaviour of family
doctors (n=267)

Step Variable R R R? T B P r
change

1 Motivational style 0.587 0.345 0.345 11.8 0.59 000. 0.59

2 Holistic style 0.628 0.395 0.050 4.7 0.25  0.000 .460

3 Confrontational style  0.657 0.431  0.036 4.1 0.2D.000 0.48

4 Reference style 0.682 0.465 0.034 -41 -0.20 (0.000.39

5 Informational style 0.693 0.480 0.015 2.7 0.13 00@. 0.29

Table 7.9Regression model for actual nutrition communicabehaviour towards

overweight of family doctors (n=267)

Step  Variable R R R? T B P r
change

1 Confrontational style  0.587 0.344 0.344 11.8 0.59.000 0.59

2 Motivational style 0.635 0.403 0.059 51 0.28 00.0 0.50

DISCUSSION

To our knowledge, this is the first study aboutritioin communication styles. We conclude that
many family doctors felt at ease with a motivationatrition communication style. The main
predictor for motivational nutrition communicatistyle was task perception of prevention (26.2%).
Some individual and environmental correlates hadutitional influence, but socio-demographic
correlates did not (explained variance 49.2%). Ottgles showed explained variances up to
56.7%. Our results indicated that individual valgsbwere more prominent than environmental
variables. For actual nutrition communication bebar of family doctors, the motivational style
was the best predictor (34.5%), while the confrboteal style was the best predictor for actual
nutrition communication behaviour towards overwei@@#.4%). This implies that if family doctors
communicate about nutrition in general, they cousg any of the five styles, but the majority
would choose the motivational style. If the subjelsinges to communication about overweight,
family doctors pick either the confrontational detmotivational style. In contrast to Roter et al.
(1997), our study suggested that family doctors waed multiple communication styles.

Moreover, the reference nutrition communicatiorestiid not match with the other styles.
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Daily topic in general practice

Our results about the frequency of nutrition comroation were in agreement with other studies
(Van Dusseldorp et al1988; Helman, 1997; Richards & Mitchell, 2001)vebweight/obesity,
diabetes mellitus and hypercholesterolaemia weeentlost important nutrition-related topics in
general practice, in accordance with other stu@N&s Dusseldorp et al., 1988; Maiburg et al.,
2004; Nicholas et al., 2005). However, a studyl@ven European countries showed that more than
half of the family doctors were sceptical of helpipatients to achieve or maintain normal weight
(Brotons et al 2005). In addition, another study showed that 7@%damily doctors believe
counselling on weight reduction is not easy (Fogelrat al., 2002).

Family doctors like to motivate

Our study revealed that the motivational nutritttommunication style was most dominant. In
addition, it was the best predictor for actual mian communication behaviour of family doctors
and the second predictor for actual nutrition comitation behaviour towards overweight. We
believe, this is the first time that specific ntitmh communication styles have been studied, so
comparisons with other studies are hard to makewtn studies about (general) communication
styles among physicians, the majority used inforomal communication styles instead of
controlling communication styles (Roter et al., Z9Bawson, 2002). Our qualitative study showed
that most family doctors used an informational tiotn communication style and that the role of
the motivational nutrition communication style wasing (Van Dillen et al., 2005b). This

expectation was supported in this survey.

Style affected by individual and environmental varables
The best predictor for the motivational nutritioonemunication style was task perception of
prevention. This variable was also found in mu#tiptgression analysis of determinants of actual
nutrition communication behaviour (Hiddink et all997b). We commented that especially
secondary and tertiary prevention were decisiveabge higher scores were found on these types of
prevention than on primary prevention. This is gre@ment with another study, in which family
doctors believed their role is primarily in indivdl work with those who have a health problem,
and less in work in primary prevention (Pavleko&i8rborovic, 2005).

The study of Hiddink et al. (1997) focused on famabctors’ individual attitudes and beliefs
towards nutrition communication. However, enviromtad variables, including patient variables

(like patient's complaint), office variables (likength of consultation) and health professional’s
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variables (suitability of information sources) mighfluence the nutrition communication style and
actual nutrition communication behaviour. Hence, deeided to include several individual and
environmental variables in our hypothetical mod@lr results indicate that individual variables
were more prominent than environmental variabldger@é were no socio-demographic correlates,
which might imply that one’s nutrition communicatistyle is mainly shaped by practice, during
working experience of many years.

Total explained variances for nutrition communicatstyles were relatively high and higher
than explained variances for actual nutrition comivation behaviour found in a previous study
(Hiddink et al., 1997b). However, individual andvennmental variables might indirectly have an
influence on actual nutrition communication behavity the way of nutrition communication
styles. These outcomes strengthen our feelingstaheuimportance of nutrition communication

styles.

Adaptation of style: family doctors as chameleons

In contemporary busy practice, family doctors setmrely on their predominant nutrition
communication style in order to deal with standaraiations efficiently: for the majority, this
proved to be the motivational nutrition communioatistyle. This study suggests that family
doctors behave like chameleons, by adapting thglie $o the specific circumstances. This study
showed that if family doctors communicate aboutitiah in general, they select any of the five
nutrition communication styles. If they communicabout overweight, they pick either the
confrontational or motivational style. In additiotihhe context, time and patient might influence
one’s communication style.

With respect to context, office and health profesal’'s variables might determine the
communication style. For instance, nurse practienor practice assistants assist some family
doctors. We expect that family doctors might adhpir nutrition communication style through this
co-operation. Lawson (2002) showed that both plemsi@and nurse practitioners used more
informational styles than controlling styles.

In the case of time constraints, it is possibld thmily doctors let the subject nutrition go at
the end of their working day and abandon theiritiitr communication.

With respect to the patient, patient satisfactiath\ithe medical encounter is assumed to be
directly related to physicians’ communication st{fdein Buller & Buller, 1987). Supposing that
family doctors’ nutrition communication style has effect on patient satisfaction too, they might
adapt to the patients’ nutrition communication etyCommunication geared to the individual
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patient will generate feelings of positive treatmnand a good work atmosphere (Van Woerkum,
2003).

Implications for practice and research

Our study showed that family doctors used a contimnaof nutrition communication styles. The

choice for a particular style depends on the specifcumstances, like context, time and patient. |

is important that family doctors have knowledge tbése styles and perform them properly.

Attention to the combination of different nutritiocommunication styles might be useful in

vocational training programs of family doctors’itraes.

We conclude with some practical recommendatiorextend communication skills:

* Motivate patients to eat healthily: family doct@isould guide patients with dietary change.
They should try existing methods, like Motivatioraterviewing or the 5 As (Assess, Advise,
Agree, Assist, Arrange follow-up) (Kolasa, 2005)Ithugh the motivational nutrition
communication style was used by most family dogtibis important that one is prepared to use
other styles.

» Confront overweight patients: nowadays overweightuos in 40% of the Dutch adults
(Visscher et al., 2002). They might contact fandlyctors more often with health complaints.
Family doctors should be aware of the fact thay e perceived as the best source to provide
information about losing weight (Van Dillen et.,a004). Family doctors experienced
difficulties in communicating about overweight ameéntioned that they miss a practical tool: to
meet these needs, a practical tool should be deselo

» Refer to dieticians: Family doctors could capitlan their positive experiences regarding co-
operation with dieticians in the past. In the catenore complicated topics, family doctors
should utilise the expertise of dieticians. Appica of the Team Approach might be useful
(Fogelman et al., 2002).

Finally, it is useful to assess these nutrition oamication styles during observations of medical

consultations between family doctors and patients.
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CONCLUSIONS AND DISCUSSION
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This thesis describes several studies with respeatutrition communication between family
doctors and patients. A two-sided approach waseshoking into account the perspective of
patients and the perspective of family doctors.sTtihapter starts by answering the research
questions. In addition, the main conclusions ofsé¢hestudies will be presented. Moreover,
comparisons between our empirical data and reBolts the review provided in Chapter 2 will be

made. Finally, implications for research and practvill be given.

BACK TO THE RESEARCH QUESTIONS: RESULTS AND CONCLUSIONS

The first research question concerned the commiivécaharacteristics of patients regarding
nutrition communication through family doctors (leé&d, knowledge, attitudes, motivations,
behaviour).

Chapter 3 showed that the respondents in our qgtigétstudy had different food associations,
such as safe food, tasty food and healthy foody THedieved they had sufficient knowledge about
healthy food. They mentioned several food topicgrgsortant topics, including food safety, fruit
and vegetables, genetic modification of food an@mins. Family doctors were perceived as a
suitable nutrition information source, especially relation to disease in general. In addition,
patients believed they ate healthily, but we cawdtiderive their actual nutrition behaviour frone th
focus groups. Previous research showed that pesglestimate healthy nutrition behaviour, such
as fruit and vegetable intake, while they undemnestie unhealthy nutrition behaviour, such as fat
intake (Brug et al., 1994; Lechner et al., 199 8ople who overestimated their healthy nutrition
behaviour, or underestimated their unhealthy natritbehaviour, were not likely to intend to
change their nutrition behaviour. This so-calledklaf awareness could be a major barrier to
changing nutrition behaviour through nutrition coomitation. Nutrition awareness is important,
and further research was required to unravel threeqat of nutrition awareness. As a result, we
developed a hypothetical model for nutrition awasen including both socio-demographic and
psycho-social variables. This hypothetical modes$ wested in a quantitative study. Data from the
gualitative study were also used in order to dgvét® questionnaire for the quantitative study. In
this way, qualitative research and quantitativeeaesh complement each other (Wester, 2004).
Green & Kreuter (2005) state that triangulatiompassible when different research methods are
used or different target groups are reached tesagsmmon issues. In our study, both patients and
family doctors can be seen as target groups. Tuiatign can be defined as using more than one
research approach to answer the same researcioguésielen & Van den Ban, 2004).
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Patients’ perceptions of nutrition communicationrevalso assessed in a quantitative study.
Chapter 4 showed that patients associated food fremgiently with tasty food. Patients perceived
their own nutrition knowledge as fair to good. Thayed food topics, such as balanced diet, fruit
and vegetable intake, and eating less fat, asmgtyeimportant. These food topics are reflected in
the dietary guidelines. However, we found a disaney between perceived relevance (i.e.
importance) and urgency (i.e. information needsfoofl topics. Despite high-perceived relevance
of these food topics, most respondents pointedhatitthey did not feel a need for more information
about these topics. It seems that there was afedtiation; possibly patients felt that they atig
knew enough about dietary guidelines from many aagns of the Nutrition Center. On the other
hand, patients rated several food topics relatechdalth and safety as of moderate or low
importance, while they expressed a need for mdi@rmation on these topics. Apparently, only
small groups of people were engaged with the pdatidopic.

For more effective nutrition communication, it issential to identify the sources from which
patients seek information. For most food topicsifa doctors were mentioned. With respect to
losing weight and lowering cholesterol, family dwrst were perceived as having the highest
potential to communicate effectively to patients.alddition, family doctors were perceived as the
most reliable and accessible nutrition informat®ource. After the dietician, they were also
perceived as most expertised and clear. Similaidteebave been found in the study of Hiddink et
al. (1997a), which showed that the level of perediexpertise of the family doctor was among the
highest. The dietician and the Food and Nutriti@lu€ation Bureau (now called the Netherlands
Nutrition Center) had a slightly higher perceivegertise.

We expected that the relative importance of difiéie¢ nutrition information sources had
changed over the past ten years. Moreover, newniaion sources, like the Internet, have been
developed. Therefore, we included information sesycsuch as the Internet and the direct
environment (family, friends and neighbours), irr study. Our expectation that new information
sources have appeared on the stage did not comeotrustudy showed that these sources were not
preferred as the first-choice nutrition informat®wurce. However, both family doctors and patients
increasingly use the Internet. Web-sites aboutthesk very popular. For the moment, however,
the Internet hardly plays a part in the interact@tween family doctors and patients. The Internet
does not necessarily have a negative influenceheniriteraction between family doctors and
patients. Patients with specific questions aboutitian can direct themselves for their first
orientation to family doctors to help them. If fdyndoctors have knowledge about reliable web-
sites and concentrate on the patient, the Inteepeesents enrichment (Ter Telgte et al., 2004).
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In Chapter 5 the focus of attention is nutritionaa@ness. Awareness in an important concept
in the Stages of Change Model (Prochaska & Velit887) and the Precaution Adoption Process
Model (Weinstein, 1988). In the literature, no clefinition of nutrition awareness was given.
Therefore, we thought it useful to unravel the @ptcof nutrition awareness. Our hypothetical
model for nutrition awareness, derived from thelitptave study, including both psycho-social and
socio-demographic variables, was tested in our tijfafie study. Psycho-social correlates of
nutrition awareness were assessed, including idaali and environmental variables. Individual
variables (such as involvement with nutrition ametafic associations with food) proved to be
better predictors for nutrition awareness than remvhental variables (such as perceived attributes
of nutrition information sources). Two socio-demeagfnic correlates had an additional influence on
nutrition awareness, namely, gender and age. Womee more nutrition aware than men. The
elderly were also more nutrition aware than youngge groups. Moreover, the relationship
between nutrition awareness and nutrition-relateldbliours was assessed. Respondents with high
nutrition awareness ate more often in accordantte ecommendations, whereas people with low
nutrition awareness overruled the recommendation®diing too many carbohydrates and too
much fat. Finally, respondents with low nutritionareness perceived family doctors as being more
suitable for providing nutrition information thaespondents with high nutrition awareness.

It can be concluded that patients had differenb@ations about food: tasty food was most
common. In addition, they perceived their own riaini knowledge as fair to good. The fact that
patients rated certain food topics as importantsdogt necessarily mean that they wanted more
information on these topics; probably they receieedugh information about dietary guidelines
from the media. Furthermore, they were generallsitp@ about nutrition communication through
family doctors. Since patients tend to mistakealg their nutrition behaviour, nutrition awareness

Is considered as essential to accomplish behaviobaage.

The second research question concerned the comatiueiccharacteristics of family doctors
regarding nutrition communication towards patieftisliefs, knowledge, attitudes, motivations,
behaviour).

Chapter 6 showed that family doctors in our quaiéa study held a dualistic position
regarding their nutrition knowledge. They believwbdy had a restricted nutrition knowledge base,
being aware of the functions and recommended ammafrdifferent nutrients. They acquired this
information during their vocational training. Sonfamily doctors considered this type of
knowledge as sufficient for dealing with basic fiign issues related to the most common health
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problems. For more comprehensive nutrition advibey referred their patients to dieticians.
Others, however, mentioned lack of knowledge ac# t# time as barriers to providing nutrition
information. In addition, they perceived nutriticcommunication as their task, as well as
communication about overweight. It is not seenragasy task: they more often saw patients who
wanted to lose weight than patients who had sufidgsdost weight. It appeared that family
doctors perceived themselves as having low sdlfady to provide nutrition information. With
respect to information seeking behaviour, readmgndific studies, reading specialist literaturel an
attending postgraduate training courses were madioHowever, family doctors were not very
active in seeking information about nutrition. Witlespect to strategies regarding nutrition
communication, we tried to arrange the data int ¢htegories proposed by Glanz et al. (1995).
These strategies can be considered as nutritiatetepractices, such as providing specific nutritio
information, setting short-term goals, increasiagignt motivation, recommending specific dietary
changes, and giving maintenance advice. Howeverfelteghat referring patients to other health
professionals was missing in this perspective. Waed up with several other strategies regarding
nutrition communication, such as referring to atidian, providing advice according to dietary
guidelines, offering written education materialfeong patient information letters, and referring
patients to a course.

A few studies have been carried out to assess @etmnmunication styles of family doctors
(Roter et al., 1997). Nutrition is often preventiimed, and this requires more specific
communication styles. The topic of nutrition does slot easily into the biomedical communication
styles (that means giving biomedical informatisych as in the arrangement of Roter et al. (1997)
into narrowly biomedical, expanded biomedical, Bighosocial, psychosocial and consumerist. A
differentiation into specific nutrition communicaii styles makes these styles more recognisable
for family doctors. From the focus groups with fimiloctors, we were able to identify nutrition
communication styles that could be used as inpua fguestionnaire. Five nutrition communication
styles were identified in our qualitative study,medy, informational, reference, motivational,
confrontational and holistic. An informational styineans providing information about nutrition
and health. A reference style stands for callingotirer health professionals to deal with nutrition
problems. A motivational style means guidance etatly change. A confrontational style stands for
warning about nutrition problems related to a Heatimplaint. A holistic style stands for involving
several aspects as being part of living circumstanin addition, a hypothetical model for nutrition

communication style was developed, including sa®aoiographic and psycho-social variables.
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This hypothetical model was checked in a quanigasitudy. Results of the qualitative study were
used for the development of the questionnairelferquantitative study, described in Chapter 7.

Chapter 7 showed that family doctors perceivedttpec of nutrition as fairly important.
Most family doctors perceived their own nutritiorpertise as fair on a scale from bad to good.
Generally, they perceived it as their task to comicate with patients about nutrition, especially in
the case of secondary and tertiary prevention. iSqgegdty, they perceived referral mainly as a task
for family doctors, while providing specific nuioh was mainly perceived as a task for dieticians.
Motivating patients was perceived equally as a faslboth family doctors and dieticians. Where
nutrition is involved, family doctors co-operatedshoften with dieticians. Nutrition was discussed
in 14% of family doctors’ consultations with patieneach month. Mean duration of nutrition
communication was five minutes. Our study amongcBdamily doctors showed that 56% of these
family doctors generally took the initiative therwv&s to communicate about nutrition, 4%
mentioned that the initiative was mainly taken bg patient. Another 40% said the initiative was
equally divided between family doctors and patieMstrition was most often discussed with
patients who had health complaints, such as ovghtebesity and diabetes mellitus. However,
family doctors also expressed some difficultieshwptoviding nutrition information in their busy
practice. First, they showed a low self-efficacypimvide nutrition information. Family doctors
found it even more difficult to communicate aboukemweight. They believed that their nutrition
knowledge could be further improved. In additioamfly doctors mentioned that they needed
resources with respect to nutrition information araining, such as a practical tool to deal with
overweight patients, a course, a magazine or a sKeb-With respect to strategies regarding
nutrition communication, providing advice in confaty with dietary guidelines, referring to a
dietician and clarifying physical examinations @opressure, weight, etcetera) were frequently
mentioned. Combinations of different strategiesengsed. Giving specific maintenance advice was
hardly mentioned.

Studies about general communication styles havae beeducted but, to our knowledge, this
is the first study in which specific nutrition coramication styles were studied. The nutrition
communication styles derived from the qualitativeudg (Chapter 6) were assessed, i.e.
informational, reference, motivational, confrondaial and holistic nutrition communication styles.
Mean scores were highest for the motivational hatricommunication style. Many family doctors
felt at ease with a motivational style. Roter e{8997) found that the majority of doctors usetyon
one general communication style in most of theimstdtations. However, our study showed that
family doctors used a combination of specific riidn communication styles. Similar results have
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been found in a recent study about dietary advigeg styles among nurses. Nurses relied upon a
guite narrow selection of communication styles thalped them to control the topics and the
situation (Kiuru et al., 2004). We suggest thatifardoctors behave like chameleons, by adapting
their style to the specific circumstances, sucbamext, time and patient.

To understand why family doctors select a certautrition communication style, our
hypothetical model for nutrition communication stywas tested, including psycho-social and
socio-demographic correlates. From the psycho-kooraelates, individual variables (such as task
perception of prevention) appeared to be bettedipi@s than environmental variables (such as
patient variables). Moreover, socio-demographicetates had no additional influence on nutrition
communication style. Finally, the relationship bet&n nutrition communication styles and actual
nutrition communication behaviour was assessefntily doctors communicate about nutrition in
general, they prefer a motivational nutrition conmigation style. If they communicate about
overweight, they pick a confrontational nutritioonemunication style.

To conclude, family doctors perceived the topicrition as important. They perceived their
own nutrition knowledge as fair. Furthermore, thvegre positive about nutrition communication
towards patients. However, family doctors did ntwags feel capable of providing nutrition
information. Their self-efficacy to communicate abo@verweight was rather low. They also felt
that their nutrition knowledge could be improvedddhey expressed a need for a practical tool to
deal with overweight patients. Besides, some fardidgtors directly referred their patients to a
dietician when nutrition was involved. Although fdyndoctors used a combination of different
strategies regarding nutrition communication, tinegst often referred to a dietician or provided
advice in conformity with dietary guidelines. Wes@lconcluded that most family doctors felt at
ease with a motivational nutrition communicatioglest Moreover, they used a combination of

nutrition communication styles.

The third research question concerned the integratif the perspective of patients and the
perspective of family doctors. Patients expectddtian communication from their family doctors,
but these expectations were not met by their fachilgtors, who did not feel capable of providing
nutrition information. There are many opportunitigs nutrition communication in general
practice, but these are often not taken up. In @ndh we provided an overview of the state of the
art regarding nutrition communication in generahe(f the main conclusions was that patients
were positive about nutrition communication throdigiily doctors. Although family doctors were

positive about nutrition communication, they alsrgeived some barriers (such as lack of time,
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lack of training, lack of skills, and lack of pattemotivation). Moreover, they were cautious about
whether behavioural change could be easily achieVdégse conclusions served as input for
recommendations for more effective nutrition comimation. We will further elaborate on
recommendations for research and practice at th@#this chapter.

In 1997, Makrides et al. presented a preventiorctip@ model for family doctors and
counselling about coronary heart disease prevenlibe model was based on a qualitative study
and related literature, and was intended as a framie by which family doctors might more
effectively counsel their patients about coronamsarh disease. Likewise, in this thesis, two
hypothetical models were developed and tested.Hap@r 3, a hypothetical model for nutrition
awareness among patients was developed. This maaeltested in Chapter 4. In Chapter 6, a
hypothetical model for nutrition communication stydmong family doctors was developed and
subsequently tested in Chapter 7. Both models declupsycho-social correlates, distinguishing
individual and environmental variables. We triedcambine both models and map the psycho-
social components of patients and family doctors ioollinear modelRigure 8.1). This model
clarifies the interdependence of the two convessapiartners. The family doctors’ choice of one of
the five nutrition communication styles depends smveral factors, such as family doctors’
individual variables (such as perceptions of lijést perceptions of nutrition communication and
perceptions of nutrition information) and enviromtad variables (such as patient, office and health
professionals). Consequently, family doctors’ rign communication style might have an
influence on the patients’ individual variables qfsuas interest in nutrition) and environmental
variables (such as perceived attributes of thermédion source: family doctors). As a result,

patients’ nutrition awareness might increase.
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Individual variables for family doctors

Family doctors’ perceptions of lifestyle:
-Perception of role of behaviour in health
-Interest in nutrition

-Percention of nutrition experti

Family doctors’ perceptions of nutrition communioat
-Task perception of prevention

-Initiative of family doctor to discuss nutrition

-Strategies regarding nutrition communication
-Self-efficacy for strategies regarding nutriticonomunication
-Nutrition training

-Perception of nutrition and physical activity

-Task perception of nutrition issues

-Perception of effectiveness of nutrition commutiara

Family doctors’ perceptions of nutrition informatio
-Interest in nutrition information

-Information seeking behaviour regarding nutrition
-Information needs towards nutrition

Environmental variables for family doctors:

Patient variables:

-Patient complaints -Age of patient

Individual variables for patients

-Interest in nutrition
-Perception of the role of behaviour in healtip
-Health awareness

-Health locus of control

-Beliefs about food

-Attitudes towards food topics
-Information needs regarding food topics
-Information behaviot

A

v

Family doctors’ behaviour: Environmental variables Patients’ behaviour:

for patients: : —
Patients’ nutrition

-New patient -Chronically ill patient : R -Commercial sourceg | awareness
- . . . Family doctors’ nutrition Neutral
-Initiative of patient to discuss nutrition C } eutral sources
Motivational stage of patie communication style: -Social sources /
-Motivationa’ stad patiel -Informational
Office variables: -Reference
-Health check -Length of consultation -Motivational /
-Availability of education materials -Confrontational
-Holistic

Health professionals variables:
-Suitability of information sources
-Co-operation with health professionals
-Experiences with co-operation
-Performances of dietician

/

Figure 8.1.Collinear model for family doctors and nutritionnemunication towards patients
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SIX MAIN CONCLUSIONS

Conclusion 1: Patients expect nutrition communiatirom their family doctors.

Family doctors were generally perceived as the mas&ble and accessible nutrition information
source. Patients’ attitudes towards nutrition comication through family doctors were
favourable. They expected nutrition communicatiamt their family doctors. From the perspective
of the patient, nutrition communication through fgmdoctors is initially not problematic.

However, in subsequent consultations lack of patmetivation with behavioural change is

potentially a problem for nutrition communication.

Conclusion 2: Patients perceive family doctors ks best sources for information about food

topics, such as losing weight and lowering cholette

There were differences in patients’ perceptionsurdigg family doctors as information sources for
specific food topics. Family doctors were perceiasl being extremely suitable for providing
information about health-related food topics, sashlosing weight and lowering cholesterol. For
three subgroups with a significant information nefeanily doctors were mentioned as the best
nutrition information source. Compared to patiemntth normal weight, overweight patients had a
significant information need regarding losing weighemale patients also expressed a higher need
for information about losing weight than male patse The elderly were more interested in
information about lowering cholesterol than othge groups. In addition, family doctors were also
perceived in the top 3 of information sources wiita highest potential to communicate effectively

about food allergy, nutrition and drugs, and mifera

Conclusion 3: Patients with low nutrition awarengssceive family doctors as the best nutrition

information source.

In our study we decided on the basis of overaltessto divide patients into either a group with low
nutrition awareness or a group with high nutritesmareness. Patients with low nutrition awareness
found family doctors (and health professionals é@meyal) more suitable as a source for nutrition

information than did patients with high nutritiowareness.
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Conclusion 4: Family doctors provide mainly basidrition information to their patients.

Family doctors were ambivalent regarding nutritkmowledge. They felt that they had a restricted
nutrition knowledge base. However, they perceivesl knowledge as adequate for providing basic
health-related nutrition information to their pati® In the case of more complex nutrition

information, they referred their patients to othealth professionals, such as dieticians.

Conclusion 5: Family doctors use a combination wfriion communication styles, depending on

the situation.

Family doctors adapted their styles to the specificumstances, such as context, time or patient.
With respect to context, office and health profeisal variables were related to family doctors’
nutrition communication style. Through co-operatwaith other health professionals, family doctors
might adapt their nutrition communication style.tiMiespect to time, nutrition might not be a topic
at the end of the working day. In addition, spegifatient characteristics, such as the type oftiheal
complaint, might require a different nutrition comnication style. For communication about
nutrition in general, family doctors used all fiwetrition communication styles. For communication

about overweight, they used a confrontational otivational nutrition communication style.

Conclusion 6: Family doctors have a low self-efficéo communicate about overweight.

Family doctors found it rather difficult to commuoate about overweight. They felt that their
knowledge could be improved. Lack of time was aldoarrier to communicate about overweight.
In addition, family doctors more often observedgras who wish to lose weight than patients who
had successfully lost weight. Lack of patient mation might contribute to failure experiences of
family doctors. Moreover, they expressed a needafguractical tool to deal with overweight

patients.

139



Chapter 8

COMPARISON OF LATEST EVIDENCE WITH THE RESULTS OF T HIS STUDY

In Chapter 2, a review about nutrition communigatim general practice was described,
incorporating publications from 1995 to 2005. Belowe shall make comparisons between the
results of the studies of Hiddink et al. (1995/1&9B97b/1997¢/1997d/1999) and the results from
recent studies presented at the Fourth Heelsumnhttenal Workshop (Truswell et al., 2005;
Nicholas et al., 2005; Pavlekovic & Brborovic, 208®lasa, 2005; Brotons et al., 2005) on the one
hand, and our empirical studies on the other hand,order to provide contemporary
recommendations for more effective nutrition comimoation in general practice. Therefore, we
shall provide conclusions about the occurrenceutritron communication in general practice, from

both the patients’ and the family doctors’ perspect

Conclusions about occurrence

The picture about the occurrence of nutrition comivation in general practice in our empirical
studies is comparable with the results of studievdd from Chapter 2. Chapter 2 showed that
family doctors’ actual nutrition communication beglwur differed widely, depending on the
measurement method used. Our study belongs tditideseries of studies as reported in Chapter 2,
taking into account the percentage of consultationg/hich nutrition was discussed by family
doctors. Chapter 7 showed that the percentage wduttations in which family doctors self-
reported nutrition communication was still aroun8%, in agreement with other studies. We
conclude that nutrition is a daily topic in genemfdloreover, nutrition communication takes about
five minutes per consultation.

However, there were some changes in nutrition comcation in general practice. It can be
concluded that in our study it is mainly the famdgctors who initiate nutrition communication
with their patients. However, we did not ask pdasemow often they initiated nutrition
communication. It is possible that patients bripgtle topic of nutrition, but that family doctors d
not notice this at all. We expected that the itiiteof the family doctor to discuss nutrition wdul
be related to the family doctor’s nutrition comneation style. Chapter 7 showed that the initiative
of the family doctor to discuss nutrition was adceor for the motivational and informational
nutrition communication style.

Furthermore, as mentioned before, Chapter 2 shdheatddata from family doctors’ actual
nutrition communication behaviour varied widelypdading on the measurement method used. In

Chapter 7, we took an alternative approach, by eatnating on the nutrition communication styles
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of family doctors. Total explained variances fotrition communication styles (up to 57%) were
relatively high and even higher than explained araee for actual nutrition communication
behaviour (32%) found in a previous study (Hidditkal., 1997b). Therefore, we suggest that
individual and environmental variables may indilgcdhave an influence on actual nutrition

communication behaviour by way of nutrition comnaation styles.

Conclusions about the patients’ perspective

The picture about patients’ perceptions regardmigiton communication in our empirical studies
is comparable to the picture arising from the stadiescribed in Chapter 2. Patients’ perceptions
regarding nutrition communication through family cttrs were generally positive. Patients
preferred family doctors as a source for nutritioformation. They perceived family doctors as
reliable and expert nutrition information sourcds. addition, patients expected nutrition
communication from their family doctors.

Some differences were also found, since the NaoiritCenter was hardly mentioned in our
study among Dutch patients (Chapter 4). Moreover,assessed additional characteristics in this
study, such as the accessibility and clearnedseofmessage, and family doctors ranked also among
the highest (Chapter 4). Family doctors were pgszkas a good nutrition information source for
more health-related topics. Our study showed tleat food topics, such as food safety, genetic
modification of food, and functional foods, weredig discussed with family doctors. Furthermore,
we tend to conclude that the appearance of newanéatluding the Internet, has not lead to
changes in the preferred nutrition information sesr Finally, patients’ medical complaints
frequently leading to nutrition communication weséll obesity and diabetes, and their co-
morbidities. Frequencies were even higher thanrbef¢eeping in mind the current increases in the
prevalence of obesity and diabetes, we expectil@ition will be even more discussed in general

practice in the future.

Conclusions about the family doctors’ perspective
Our results were comparable with the results ofpBra2. Family doctors’ perceptions regarding
nutrition communication were generally positive.vi#wer, many family doctors perceived barriers
to nutrition communication.

A difference is that our study showed that intenestutrition among family doctors is higher
than before. Moreover, in our recent study lowdf-ekficacy scores were found with respect to
overweight. Another conclusion is that family dosto strategies regarding nutrition
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communication are measured in different ways. Coispas between studies should therefore be
made with caution. However, it appears from oudwtthat family doctors use several strategies
regarding nutrition communication, varying fromewgfng to a dietician to assessing readiness to
change. Family doctors do not solely use one gjydtet may switch over to another strategy. With

respect to overweight, family doctors still lackractical tool to deal with overweight patients.

IMPLICATIONS FOR RESEARCH

On the basis of our studies, the following recomdagions for research are suggested:

Undertake an observational study about nutrition communicatio styles

In Chapters 6 and 7, we identified and assessediomtcommunication styles of family doctors.

For further research, we recommend the undertakingn observational study about nutrition
communication styles of family doctors. In this way can be studied whether nutrition

communication styles are recognisable in routingcfice. Moreover, observations can provide
valuable insight into family doctors’ actual nutit communication behaviour by registering the

percentage of consultations in which nutritioniscdssed by family doctors.

Develop a practical tool for overweight

Family doctors play a major role in prevention amdviding nutrition information, because of high
access to high-risk subjects and existing contyroitcare. Chapter 4 showed that the family doctor
was perceived as a good nutrition information seuespecially for overweight, and evaluated as
the most reliable and accessible information souttapter 6 showed that family doctors reflected
a need for a more effective strategy to deal withraveight patients. In several NHG-guidelines,
the risk of overweight and the need to intervenaoisited out (Van Binsbergen & Drenthen, 2003).
However, most family doctors lack an adequate watetion strategy. More research about what
constitutes an effective strategy to provide infation to overweight patients is desirable: this of
necessity must be easy and feasible in generatiggad herefore, we recommend developing a
practical tool for family doctors in order to death overweight patients. A Minimal Intervention
Strategy (MIS) for overweight patients in genenalqtice may be useful. An MIS is a brief protocol
or a convenient, tested method to guide patientds Btrategy is characterised by a brief
intervention, tailoring according to stage of changnd a task division between family doctor and
assistant (Pieterse et al., 2001). Although an MI&ther minimal, this strategy is expected to be
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cost-effective. Moreover, the newly introduced piccnurse might play a key role. The potential
of an MIS is that the family doctor’s time will kedficiently managed and communication will be
most effective. Results from MIS for smoking cessatind exercise are promising (Pieterse et al.,
2001; Van Sluijs et al., 2004a). In 2004, a studytloe development of an MIS for overweight
children was started, focused on youth physiciAsdar as we know, no MIS for overweight adults
has been developed. We see an MIS as a good oppyprto guide overweight patients, because
this strategy offers a solution for family doctorperceived barriers to providing nutrition
information. The main barriers in a study amongikahioctors were lack of time, lack of education
(training) on nutrition issues, and the perceptibat patients are not motivated to change their
nutrition behaviour (Hiddink et al., 1995). Similasults have been found in our study. An MIS is,
after all, brief and practicable in a limited tirfveghich meets the barrier, lack of time), offers figm
doctors a training in which they learn to use ttnategy (which meets the barrier, lack of training)
and provides insight into the current stage of gleaim which tailored advice could be provided to
help the patient towards a following stage (whickeets the barrier, unmotivated patient).
Moreover, it is important to strengthen family dwst self-efficacy regarding communication about
nutrition and overweight in particular. We expectMIS to have a promising effect on the lifestyle
of overweight patients. By a promising effect, weamn a significant, measurable and meaningful
effect. However, before developing an MIS, furthesearch is needed to understand the scientific

and practical feasibility of an MIS for overweighdtients in Dutch general practice.

IMPLICATIONS FOR PRACTICE

In this section, recommendations for practice Wi# given in order to improve nutrition
communication between family doctors and patidntgieneral, we recommend that family doctors
carefully prepare their communication steps in orte be effective in modifying nutrition
behaviour. Therefore, it is important that theyetadccount of conditions for effective nutrition
communication as described in Chapter 1, such deessing personal relevant motivators, using
tailoring, taking account of stage of dietary changnd taking care of long-term maintenance of
change (Contento et al., 2002). The recommendatayrmactice are:
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Convince family doctors that they are highly esteeed by patients

We recommend convincing family doctors that pasieptefer them as providers of nutrition
information. The conditions for effective nutriticmommunication that are strongly connected to
this recommendation are the use of active integmaisstrategies and the use of non-traditional
channel (Contento et al., 2002).

First of all, general practice is a setting in whiaterpersonal communication takes place.
Chapters 4 and 5 showed that patients expectetioruttommunication from their family doctors.
Family doctors were perceived as the most reliaht accessible nutrition information source, and
after the dietician, the most expertised and cl€dwapter 6 showed that family doctors had the
impression that patients expect nutrition commuivcafrom them. However, family doctors did
not realise that patients judged them to be supethe case of nutrition communication, and that
they were rated as the most suitable nutritionrmfdion source. Furthermore, Chapter 5 showed
that patients lacked nutrition awareness. Nutrib@rareness can be increased with self-assessment
of personal intake in combination with personaldfegeck as active interpersonal strategies. Family
doctors do not often apply self-assessment on gatients. Therefore, we recommend giving more
attention to communication strategies for changiatyition behaviour, including strategies aimed
at consciousness raising.

A non-traditional channel mentioned by Content@lei{2002) is the Internet. However, our
studies showed that the Internet was not very afissad during nutrition communication between
family doctors and patients. Another non-traditionehannel mentioned is motivational
interviewing. Kolasa (2005) discussed how motivaiointerviewing might be an interesting new
tool for family doctors in their nutrition commuaitton with patients. A few minutes spent listening
to the patient and tailoring the intervention tce tpatient's stage of change can improve
communication and outcome (Zimmerman et al.,, 20@drting with brief and simple advice
makes sense, because some patients will indeede&lthrir behaviour on the direction of their
physician. Our study showed that patients with llowtrition awareness relied more on family
doctors than did patients with high nutrition aweres (Chapter 5). Therefore, we recommend to
family doctors that they take the challenge to mlewnutrition information to patients with low
nutrition awareness (or who are in the precontetigpigphase).
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Tailor the information needs of interested subgroup

Next, it is recommended that family doctors tatloe information needs of specific subgroups. The
use of tailoring is one of the conditions for effee nutrition communication. Moreover, this
recommendation also connects with the conditiortaking acccount of stage of dietary change
(Contento et al., 2002).

Tailoring can be put into action, if information ads are known. In Chapter 4, specific
information needs regarding food topics were mesabs@mong subgroups, based on gender, age,
perceived weight and socio-economic status. Inctee of significant differences in information
needs between subgroups, we advised providingredilonformation by way of the subgroup’s
preferred information source. It appeared that famioctors were perceived as the most suitable
information source for health-related food topisgch as losing weight and lowering cholesterol.
We recommend that family doctors tailor the infotima need regarding losing weight and
disseminate this information among interested sulgog of women and overweight people. It is
recommended that family doctors raise the issusedfht in their face-to-face contacts with their
patients. It is important that family doctors dissta realistic body image and that weight loss can
be achieved through a combination of nutrition ghysical activity. Moreover, we advise that
family doctors tailor the information need regagliowering cholesterol and disseminate it among
the subgroup of the elderly too, because doctasher preferred information source for the elderly.
Family doctors can use the NHG standard and paitiéotmation letters, composed by the Dutch
College of General Practitioners.

Tailoring can also be applied in stages of chaRg®eple in the precontemplation stage need
more information and guidance than others. Sinoelyadoctors are perceived as the most suitable
information source among people with low nutritiawareness, they are ideally placed to convey

nutrition communication to this group (Chapter 5).

Take account of information on demand
In addition, we stress the importance of informatam demand. This recommendation connects
with the use of a non-traditional channel, accaydmContento et al. (2002).

As mentioned before, the Internet is considereda ason-traditional channel. Chapter 4
showed that patients who are not yet interestedfammation might be triggered by a life event and
transform a relevant food topic into an urgent foopic. Therefore, we consider it important that

reliable information is available on the Internethasites at the time patients need this. Moreover,
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patients may also contact health professionalshel need information. Consequently, family

doctors should have knowledge of reliable web-sites

Take account of raising nutrition awareness

It is recommended to raise nutrition awareness gnpatients. This recommendation links with the
following conditions for effective nutrition commiaation, namely, behaviourally focused, take
account of stage of dietary change, address pdrsetevant motivators and enhance direct
involvement with food (Contento et al., 2002).

With respect to the behaviourally focused conditimeasuring nutrition behaviour with the
aid of a food frequency questionnaire is very ticoesuming. We agree with the focus on nutrition
behaviour. Nevertheless, we believe that nutrittamareness is just as important as nutrition
behaviour, because nutrition awareness can seraepasrequisite. Chapter 3 showed that patients
might think they eat healthily, but actually they dot eat healthily at all. The creation of nudmiti
awareness is of utmost importance, because obesstgmerged as a serious global health problem.
Our questionnaire makes it possible to make andistin between people who are aware and those
who are not aware. Consequently, nutrition commatioa can be tailored.

Keeping in mind the stages of change, Chapter Svaticdhat patients with low nutrition
awareness perceived family doctors as most suitalpeovide nutrition information. Accordingly,
we advise convincing family doctors that they avitable to provide nutrition information to
patients with low nutrition awareness. Patientdiatwv nutrition awareness are considered to be in
the first phase of the Stages of Change Model, harttee precontemplation stage. Family doctors
can play a role in moving people from precontemgatnot aware of risky nutrition behaviour) to
the contemplation stage (aware of risky nutriti@mdwviour). This shift may be difficult, but family
doctors can use their authority to endorse messagedrigger patients. It is recommended that
family doctors take advantage of this opportunity froviding stage-specific information to
patients with low nutrition awareness. Communigastrategies aimed at consciousness raising can
be put into action in order to effect a shift fropnecontemplation to contemplation. Other
communication strategies are personalised feediadkpersonal relevance.

This recommendation also connects with the condittd addressing personal relevant
motivators. In Chapter 5, we assessed the psyadtiatscorrelates of nutrition awareness. We
measured several predisposing factors, includirigtimm knowledge, beliefs, perceived relevance
of food topics and information needs regarding fomuics. Reinforcing factors in our study were

perceived attributes of nutrition information sa@sc and expectations regarding nutrition
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communication through family doctors. An enablirgtbr concerns the accessibility of nutrition
information sources. It is recommended that fardidgtors address personal relevant motivators in
order to raise nutrition awareness.

Finally, the condition of enhancing direct involvenmt with food links with our result that
involvement with nutrition was the best predictématrition awareness (Chapter 5). We measured
nutrition awareness using 17 propositions, inclgdihealth considerations. Moreover, our
guestionnaire contained propositions about tastk fand safety, so we were able to construct
scales for tasty food awareness and food safetyem®as (unpublished data). We advise family
doctors to take involvement with nutrition into stteration.

Pay attention to nutrition communication styles

We recommend that family doctors realise that tloeyn use a combination of nutrition
communication styles, which can be applied in défe situations. This recommendation links with
the following conditions for effective nutrition gonunication, namely, using active interpersonal
strategies and taking care of long-term maintenafchange (Contento et al., 2002).

With respect to using active interpersonal stra&ggChapters 6 and 7 showed that several
strategies regarding nutrition communication candigtinguished. Moreover, we identified and
assessed five specific nutrition communication estyl namely, informational, reference,
motivational, confrontational and holistic. Chapfeshowed that, if family doctors communicate
about overweight, they use either the confrontafion motivational nutrition communication style.
If family doctors communicate about nutrition inngeal, they select any of the five nutrition
communication styles, but the majority select thaivational nutrition communication style. Kiuru
et al. (2004) suggested that health professionathtrmeed to become more aware of their
counselling practices in routine situations. Thegjuires the conscious effort of self-evaluation,
which becomes possible for example with video-baskdational interventions.

Therefore, we specifically recommend that more ndtte be devoted to nutrition
communication styles in vocational training for geal practice and/or postgraduate courses.
Chapter 6 showed that family doctors felt that tieywe basic nutrition knowledge themselves.
Chapter 7 showed that family doctors perceivedrtbein nutrition expertise as fair. Vocational
training for general practice should provide insighto actual developments in the field of
nutrition, in order to respond adequately to expattents. Chapter 5 showed that patients with low
nutrition awareness, in contrast to patients witth mutrition awareness, perceived family doctors

as most suitable to provide nutrition informatidrnerefore, we advise paying more attention in
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Chapter 8

training to communication strategies for changintyition behaviour, including strategies aimed at
consciousness raising.

Finally, the condition of taking care of long-temmaintenance of change links with our
results. Chapter 6 showed that maintenance adwsehardly given to patients. Chapter 7 showed
that family doctors perceived that they were maiterovisited by patients who wanted to lose
weight than patients who successfully lost weighaintenance advice requires a great effort to
prevent relapse to former undesired behaviour. Lafckme might be a reason why this type of
advice is hardly given. If family doctors referrpdtients to dieticians, they might not revert to
maintenance of change. Behavioural change is aepsothat takes time. Family doctors are in a
position to give nutrition advice step by step otmere. Continuity-of-care offers the opportunity of
having regular contacts with patients in ordereiofiorce behaviour and prevent relapse. We advise

family doctors to take care of long-term maintereaotchange.

Final points for consideration
Contento et al. (2002) concluded that effectivemvntions ardehaviourally focused, and based
on prior research and appropriate theory

As mentioned above, we agree with the focus ontiautrinterventions that are behaviourally
focused. Nevertheless, attention must also be paidhutrition awareness, because nutrition
awareness is often seen as the first step in bain@lichange. There is definitely a gap between
perceived and actual nutrition behaviour. Peopl® Wwhklieve they already eat healthily are not
motivated to change their nutrition behaviour. @wdel for nutrition awareness makes it possible
to distinguish between people who have low nutnigovareness and those who have high nutrition
awareness. Consequently, nutrition communicationbeatailored.

With respect to prior research, this thesis inatlideveral studies that can serve as input for
the development of an intervention. In additionisiimportant that family doctors learn of best
practices, for example the Counterweight Prograramed at empowering primary care to tackle
the obesity epidemic (Counterweight Project Teadd42.

The third point concerns appropriate theory. N@lgirtheory has been universally accepted
as sufficient to encompass the range of human ey (Green & Kreuter, 2005). This also holds
true for nutrition behaviour. In Chapters 3 andhe Stages of Change Model and the Precaution
Adoption Process Model were discussed in orderxfae the concept of nutrition awareness.
However, additional theories were also mentionedhsas the Elaboration Likelihood Model. As
Elder et al. (1999) pointed out, consultation igallly constructed of several parts, namely,
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Conclusions and discussion

identification of the problem, assessing readinesshange, proposing an intervention, evaluating
the intervention and maintaining the behaviour. &ejng on the stage of consultation, different
theories and models could be applied. For exantieTheory of Reasoned Action could be used
in the second part, in assessing readiness to ehdnghe review of Elder et al. (1999), eight
theories and models are linked to the differentspaf the consultation. However, we suggest that
several other theories and models about (nutriti@maviour, behavioural change and interpersonal
interaction can be useful for nutrition interactioetween family doctors and patients. For instance,
the interaction model, the Stages of Change Modeélthe Precede-Proceed Model can be used in
all parts of the consultation (Linck, 2002).

In this thesis, we discussed the results of botaligtive and quantitative studies among
patients and family doctors. The patients’ perdgpectind family doctors’ perspective were
integrated and linked with conditions for effectimatrition communication in order to provide
recommendations. We hope that our recommendatidhgamtribute to more effective nutrition

communication in general practice.

149



150



REFERENCES

Anis NA, Lee RE, Ellerbeck EF, Nazir N, Allen GreinK, Ahluwalia JS. Direct observation of physician
counseling on dietary habits and exercise: pat@mgsician, and office correlateBrev Med2004; 38:
198-202.

Baker L, Wagner TH, Singer S, Bundorf MK. Use oé timternet and e-mail for health care information:
results from a national surveJAMA2003; 289: 2400-2406.

Baranowski T, Domei S, Gould R. Increasing fruidaregetable consumption among 4th and 5th grade
students: results from focus groups using recigregerminism.J Nutr Educl993; 25: 114-120.

Basch CE. Focus group interview: an underutilizezsearch technique for improving theory and pradtice
health educatiorHealth Educ Quarii987; 14: 411-448.

Beaudoin C, Lussier MT, Gagnon RJ, Brouillet Ml,ldrade R. Discussion of lifestyle-related issues in
family practice during visits with general mediatamination as the main reason for encounter. an
exploratory study of content and determinaRtst Educ Coun2001; 45: 275-284.

Benoit WL, Stratheman A. Source credibility and thaboration likelihood model. In: Seiter JS, GR$$
(ed.). Perspectives on persuasion, social influence, ammptiance gaining Pearson Education, Inc.:
United States of America, 2004.

Berenschot. VoedselveiligheitlYaar borgen en waar zorgebtrecht, The Netherlands: Berenschot, 1999
(in Dutch).

Britt E, Hudson SM, Blampied NM. Motivational intéewing in health settings: a revieRat Educ Couns
2004; 53: 147-155.

Brotons C, Ciurana R, Pineiro R, Kloppe P, Gody€wirko M, Sammut MR. Dietary advice in clinical
practice: the views of general practitioners indpa.Am J Clin Nutr2003; 77: 1048S-1051S.

Brotons C, Bjorkelund C, Bulc M et al. Preventiamdahealth promotion in clinical practice: the vieofs
general practitioners in Europerev Med2005; 40: 595-601.

Brug J. Psychosocial determinants of fruit and tedgle consumption among adults: results of focasigr
discussionsiFood Qual Prefl994; 6: 99-107.

Brug J, Van Assema P, Kok G, Lenderink T, Glanz S¢€lf-rated dietary fat intake: association with
objective assessment of fat, psychosocial facad,intention to changé.Nutr Educl994; 26: 218-223.
Brug J, Glanz K, Van Assema P, Kok G, Van Breuk&d®. The impact of computer-tailored feedback and

iterative feedback on fat, fruit and vegetableket&lealth Educ Beha$998; 25: 517-531.

Budtz S, Witt K. Consulting the Internet beforeivi® general practice: patients’ use of the Iné¢rand
other sources of health informatiddcand J Prim Health Car2002;20:174-176.

Buttriss J. Food and nutrition: attitudes, beliafisl knowledge in the United Kingdo#m J Clin Nutr1997;

65: 1985S-1995S.

151



References

Campbell MK, DeVellis BM, Strecher VJ, Ammerman ABeVellis RF, Sandler RS. Improving dietary
behaviour: the effectiveness of tailored messaggximary care setting®dm J Pub Healthl994; 84:
783-787.

Campbell K, Engel H, Timperio A, Cooper C, Crawfobd Obesity management: Australian general
practitioners’ attitudes and practic€&bhes Re2000; 8: 459-466.

Cass Ryan V, Gates A. Nutrient intake status, kadge, source of information and self-perceivedtheal
status among older adults in South Carolihslutr EId1988; 2: 41-48.

Chapman G, Maclean H. "Junk food" and "healthy foatkanings of food in adolescent women'’s cultdre.
Nutr Educ1993; 25: 108-113.

Clayton DB. Improving public awareness of nutritisauesNutrition 2000; 7/8: 637-639.

Coleman T, Cheater F, Murphy E. Qualitative stutdyestigating the process of giving anti-smokingieglv
in general practicdl?at Educ Coun2004; 52: 159-163.

Committee on biotechnology and fodeten en genen: een publiek debat over biotechr®legi voedsel
The Hague, The Netherlands: Committee biotechnoéogl/food, 2002 (in Dutch).

Contento I, Balch GI, Bronner YL et al. The effegeess of nutrition education and implications for
nutrition education policy, programs and reseaacteview of researchld. Nutr Educl995; 27: 277-420.

Contento IR, Randell JS, Basch CE. Review and aisabf evaluation measures used in nutrition edoicat
intervention researcld. Nutr Educ Beha2002; 34: 2-25.

Cornuz J, Ghali WA, Di Carlantonio D, Pecoud A, &ad F. Physicians’ attitudes towards prevention:
importance of intervention-specific barriers anggbians’ health habitézam Pract2000; 17: 535-540.

Coulson NS. Sources of food safety information: mao adolescents truséppetite2002; 38: 199-200.

Counterweight Project Team. Current approaches lesity management in UK primary care: the
Counterweight programmd.Hum Nutr Diete2004; 17: 183-190.

De Almeida MDVP, Graca P, Lappalainen R et al. Sesirused and trusted by nationally-representative
adults in the European Union for information onltigaeating.Eur J Clin Nutr1997; 51: S16-S22.

De Graaf C, Stafleu A. Waarom eten mensen wate?ein: Stasse-Wolthuis M, Kok GJ (ed/an mond
tot mond: voorlichting over voedinglouten/Zaventem, The Netherlands: Bohn Staflen Yaghum,
1992: 27-38 (in Dutch).

De Graaf C, Van der Gaag M, Kafatos A, LennermanKdarney J. Stages of dietary change among
nationally representative samples of adults inBhepean UnionEur J Clin Nutr1997; 51: S47-S56.

Department of HealthThe expert patient: a new approach to chronic disemanagement in the 21st
century.London: Stationery Office, 2001.

Deveugele M, Derese A, De Maesenaar J. Is GP-patienmunication related to their perceptions ofalis
severity, coping and social suppo&@c Sc Me@002; 55: 1245-1253.

152



Di Nicolla DD, Di Matteo MR. Practitioners, patisptand compliance with medical regimes: a social
psychological perspective. In: Baum A, Tayler SEg8r JE (ed.)Handbook of psychology and health
55-84. Hillsdale: Erlbaum, 1984.

Drenthen AJM. Programmatische preventie in de nisieapraktijk Bijblijven 1999; 15: 33-42 (in Dutch).

Eaton CB, Goodwin MA, Stange KC. Direct observatiminnutrition counseling in community family
practice Am J Prev Me@002; 23: 174-179.

Elder JP, Ayala GX, Harris S. Theories and intetienapproaches to health-behavior change in psimar
care.Am J Prev Med 999; 17: 275-284.

Eley Morris S, Lean MEJ, Hankey CR, Hunter C. Wietsgvhat treatment for obesity? A survey of GPs in
ScotlandEur J Clin Nutr1999; 53: S44-S48.

European Commissio Pan-EU survey on consumer attitudes to physictwigy, body-weight and health
Luxembourg: European Commission, 1998.

Falk LW, Sobal J, Bisogni CA, Connors M, Devine CMlanaging healthy eating: Definitions,
classifications, and strategigé¢ealth Educ Beha2001; 28: 425-439.

Flocke SA, Stange KC. Direct observation and patiecall of health behaviour adviderev Med2004; 38:
343-349.

Fogelman Y, Vinker S, Lachter J, Biderman A, ItzlakKitai E. Managing obesity: a survey of attitade
and practices among Israeli primary care physicikmig Obes2002; 26: 1393-1397.

Foster GD, Wadden TA, Makris AP et al. Primary galngsicians’ attitudes about obesity and its treatmn
Obes Re2003; 11: 1168-1177.

Frank E, Wright EH, Sedula Mk, Elon LK, Baldwin 8ersonal and professional nutrition-related prastic
of US female physician&m J Clin Nutr2002;75:326-332.

Fuller TL, Backett-Milburn K, Hopton JL. Healthy tg#g: the views of general practitioners and padsan
Scotland Am J Clin Nutr2003; 77: 1043S-1047S.

GfK. InterActPanel Dongen, The Netherlands: GfK, 1999 (in Dutch).

GfK. Basisvragenlijst ScriptPaneDongen, The Netherlands: GfK, 2000 (in Dutch).

Girois SB, Kumanyika SK, Morabia A, Mauger E. A qaanison of knowledge and attitudes about diet and
health among 35- to 75-year-old adults in the Uhisates and Geneva, Switzerlaan J Pub Health
2001; 91: 418-424.

Glanz K, Tziraki C, Albright CL, Fernandes J. Ntitm assessment and counseling practices: attitades
interests of primary care physiciadsGen Int Medl995; 10: 89-92.

Glanz K. Review of nutritional attitudes and couimggpractices of primary care physiciadsn J Clin Nutr
1997; 65: 2016S-2019S.

Glanz K, Brug J, Van Assema P. Are awareness damnjidat intake and actual fat consumption assediat
A Dutch-American comparisoiieur J Clin Nutrl997; 51: 542-547.

153



References

Glanz K, Rimer BK, Lewis FMHealth behavior and health education: theory, reshaand practice San
Francisco: Jossy-Bass, 2002.

Goldberg JP. Nutrition communication in the 21sttoey: what are the challenges and how can we meet
them?Nutrition 2000; 16: 644-646.

Goldstein MG, Whitlock EP, DePue J. Multiple belwaal risk factor interventions in primary care:
summary of research evidenéen J Prev Me@004; 27: 61-79.

Green LW, Kreuter MWHealth promotion planning: An educational and egital approach California:
Mayfield Publishing Company, 1999.

Green LW, Kreuter MWHealth promotion planning: an educational and egital approach New York:
McGraw Hill, 2005.

Health Council of the Netherlandgoedingsnormen: calcium, vitamine D, thiamine, fidne, niacine,
pantotheenzuur en biotindhe Hague, The Netherlands: Health Council ofNle¢therlands, publication
no. 2000/12 (in Dutch).

Health Council of the Netherlandgoedingsnormen: energie, eiwitten, vetten en vdstge koolhydraten
The Hague, The Netherlands: Health Council of teéhBrlands, publication no. 2001/19 (in Dutch).

Health Council of the NetherlandSvergewicht en obesitahe Hague, the Netherlands: Health Council of
the Netherlands, 2003 (in Dutch).

Helman A. Nutrition and general practice: an AdsiraperspectiveAm J Clin Nutr1997; 65: 1939S-
1942S.

Hermus RJJ. Honderd jaar voedingswetenschappemnitstian van een nieuwe discipline. In: Den Hartog
AP (ed.).De voeding van Nederland in de twintigste eewmgeningen, The Netherlands: Wageningen
Pers, 2001: 19-43 (in Dutch).

Hiddink GJ, Hautvast JGAJ, Van Woerkum CMJ, Fie@h Van ‘t Hof MA. Nutrition guidance by
primary-care physicians: perceived barriers anditawelvementEur J Clin Nutr1995; 49: 842-851.

Hiddink GJ.Determinants of nutrition guidance practices ofnpairy-care physiciansThesis. Wageningen,
The Netherlands: Wageningen Agricultural Universit996.

Hiddink GJ, Hautvast JGAJ, Van Woerkum CMJ, Fieah Van ‘t Hof MA. Consumers’ expectations
about nutrition guidance: the importance of primeaye physiciansAm J Clin Nutrl997a; 65; 1974S-
1979S.

Hiddink GJ, Hautvast JGAJ, Van Woerkum CMJ, Fie@&h Van ‘t Hof MA. Driving forces and barriers to
nutrition guidance practices of Dutch primary gahgsiciansJ Nutr Educl997b; 29: 36-41.

Hiddink GJ, Hautvast JGAJ, Van Woerkum CMJ, Fief@h Van ‘t Hof MA. Information sources and
strategies of nutrition guidance used by primarye gahysiciansAm J Clin Nutr1997c; 65: 1996S-
2003S.

Hiddink GJ, Hautvast JGAJ, Van Woerkum CMJ, Fiefeéh Van ‘t Hof MA. Nutrition guidance by
primary-care physicians: LISREL analysis improvaderstandingPrev Med1997d; 20: 29-36.

154



Hiddink GJ, Hautvast JGAJ, Van Woerkum CMJ, VanHbf MA, Fieren CJ. Cross-sectional and
longitudinal analysis of nutrition guidance by pam care physician€ur J Clin Nutr1999; 53: S35-
S43.

Hill JO. Obesity treatment: does one size fit &t J Clin Nutr2005; 81: 1253-1254.

Holgado B, Martinez-Gonzélez MA, de Irala-EstéveGibney M, Kearney J, Martinez JA. Sources of
information about diet and health in a Mediterraneauntry: comparison with other European member
statesEur J Public Healtl?000; 10: 185-191.

Holund U, Thomassen A, Boysen G et al. Importantceliet and sex in prevention of coronary artery
disease, cancer, osteoporosis, and overweightdarweight: a study of attitudes and practices afiSta
primary care physiciangm J Clin Nutrl997; 65: 2004S-2006S.

Hommel GA. A stagewise rejective multiple test mthare based on a modified Bonferroni t&ometrika
1988; 75: 383-386.

Honda K. Factors underlying variation in receippbi/sician advice on diet and exercise: applicatiofithe
behavioral model of health care utilizatigxm J Health Pron2004; 18: 370-377.

Hulshof KFAM, Brussaard JH, Kruizenga AG, TelmanLdwik MRH. Socio-economic status, dietary
intake and 10y trends: the Dutch National Food @Qomion SurveyEur J Clin Nutr2003; 57: 128-137.

Institute for European Food Studies (IEF&)Pan-EU survey on consumers attitudes to foodijtiaunt and
health: influences on food choice and sources fofination on healthy eatindgReport number 2. Dublin:
IEFS, 1996.

Iszler J, Crockett S, Lytle L et al. Formative exadlon for planning nutrition interventions: resuftom
focus groupsJ Nutr Educl995; 27: 127-132.

Jabaaij L. Contacten met de huisartspraktijk inR®isarts & Wetenschap001; 44: 589 (in Dutch).

Jansen J, Schuit AJ, Van der Lucht Hjd voor gezond gedrag. Bevordering van gezondragedij
specifieke groeperRIVM-rapport. Bilthoven, The Netherlands: Rijksiituut voor Volksgezondheid en
Milieu, 2002 (in Dutch).

Keenan DP, AbuSabha R, Robinson NG. Consumers'rstaaeling of the dietary guidelines for Americans:
insights into the futuredealth Educ Beha2002; 29: 124-135.

Kitzinger J. Qualitative research: Introducing fegroupsBMJ 1995; 311: 299-302.

Kiuru P, Poskiparta M, Kettunen T, Salveto J, Litenaen L. Advice-giving styles by Finnish nurses in
dietary counseling concerning type 2 diabetes darealth Comn2004; 9: 337-354.

Klein Buller M, Buller DB. Physicians’ communicaticstyle and patient satisfactioh.Health Soc Behav
1987; 28: 375-388.

Koelen MA, Van den Ban AW.Health education and promotionWageningen, the Netherlands:
Wageningen Academic Publishers, 2004.

Kolasa KM. Strategies to enhance effectivenesqidividual based nutrition communicatiorisur J Clin
Nutr 2005; 59: S24-S30.

155



References

Korver O. Voeding, gezondheid en de voedingsmiddefelustrie: een ingewikkelde situatie? In: Den
Hartog AP (ed.).De voeding van Nederland in de twintigste eetMageningen, The Netherlands:
Wageningen Pers, 2001: 71-83 (in Dutch).

Kourhis-Blazos A, Setter LT, Wahlgvist ML. Nutriticand health informaticlutr Res2001; 21: 269-278.

Krebs-Smith SM, Heimendinger J, Patterson BH, Suklar Kessler R, Pivonka E. Psychosocial factors
associated with fruit and vegetable consumptfon.J Health Proni995; 10: 98-104.

Kreuter MW, Skinner CS. Tailoring: What's in a narfiealth Educ Re2000; 15:1-4.

Krinke UB. Nutrition information topic and formatgferences of older adultSoc Nutr EdL990; 22: 292-
297.

Kristal AR, Glanz K, Curry S, Patterson RE. How céages of change be best used in dietary intéores®t
J Am Diet Asso®999; 99: 679-684.

Krueger RA.Focus groups. A practical guide for applied resdafdewbury Park: SAGE, 1988.

Kunkel ME, Cody MM, Davis RJ, Wheeler FC. Nutritioxformation sources used by South Carolina adults.
J Am Diet Asso@986; 3: 371-372.

Kushner RF. Barriers to providing nutrition coumsglby physicians: a survey of primary care physisi
Prev Med1995; 24:546-552.

Lappalainen R, Kearney J, Gibney M. A Pan Europganey of consumer attitudes to food, nutrition and
health: an overview-ood Qual Prefl998; 9: 467-478.

Lawson MT. Nurse practitioner and physician comroation stylesAppl Nurs Re2002; 15: 60-66.

Lazarus K. Nutrition practices of family physiciaafier education by a physician nutrition speciaksn J
Clin Nutr 1997; 65: 2007S-2009S.

Lechner L, Brug J, De Vries H. Misconception ofifrand vegetable consumption: differences between
objective and subjective estimation of intakéNutr Educ1997; 29: 313-330.

Linck H. Op weg naar een effectievere voedingsinteractisetushuisarts en patiént. Toepassing van
voorlichtingskundige theorieén bij de voedingsiatdie tussen huisarts en patiént. Ontwikkeling &an
aandachtspuntenlijst voor kwalitatief onderzoek logsis van deze voorlichtingskundige theorieén
Afstudeerscriptie. Wageningen, The Netherlands: @anicatie en Innovatie Studies, 2002 (in Dutch).

Lorig K. Partnerships between expert patients dnaigiansLancet2002; 359: 814-815.

Maiburg BHJ, Rethans J-JE, Schuwirth LWT, Mathugeyén LMH, Van Ree JW. Controlled trial of effect
of computer-based nutrition course on knowledge@adtice of general practitioner trainedsa J Clin
Nutr 2003; 77: 1019S-1024S.

Maiburg BHJ, J-J E Rethans, Van Ree JW. GPs’ némdgractice-oriented nutrition education; a Delphi
study among Dutch GPBam Pract2004; 21: 425-428.

Makrides L, Veinot PL, Richard J, Allen MJ. Primargre physicians and coronary heart disease pienent
a practice modePat Educ Coung997; 32: 207-217.

156



Malone M, Harris R, Hooker R, Tucker T, Tanna N,nHor S. Health and the Internet — changing
boundaries in primary carBam Pract2004; 21: 189-191.

Mant D. Effectiveness of dietary intervention imgeal practiceAm J Clin Nutrl997; 65: 1933S-1938S.

Mathus-Vliegen EMH. Overgewicht. Il. Determinantesn overgewicht en strategieén voor prevemiied
Tijds Geneest998; 142: 1989-1995 (in Dutch).

McAvoy BR, Kaner EFS, Lock CA, Heather N, Gilvafey Our Healthier Nation: are general practitioners
willing and able to deliver? A survey of attitudesand involvement with health promotion and lijést
counsellingBr J Gen Practl999; 49: 187-190.

Medeiros L, Russell W, Shipp R et al. Nutrition kiiledge as influenced by source of nutrition infotio
Nutr Res1991; 11: 979-988.

Meertens R, Schaalma H, Brug J, De Vries N. Deteamtien van gedrag. In: Brug J, Schaalma H, Kok G,
Meertens RM, Van der Molen HT (@d.Gezondheidsvoorlichting en gedragsveranderingn E
planmatige aanpakAssen, The Netherlands: Van Gorcum & Comp, 286172 (in Dutch).

Mercer SL, Green LW, Rosenthal AC, Husten CG, Keftean L, Dietz WH. Possible lessons from the
tobacco experience for obesity contrin J Clin Nutr2003; 77: 1073S-1082S.

Miles S, Frewer LJ. Investigating specific conceabsut different food hazardsood Qual Pref2001; 12:
47-61.

Mokdad AH, Ford ES, Bowman et al. Prevalence ofdpgediabetes, and obesity-related health riskofag
2001.JAMA2003; 289: 76-79.

Moore H, Adamson AJ, Gill T, Waine C. Nutrition ahdalth care agenda: a primary care perspedtma
Pract2000; 17: 197-200.

Moore H, Adamson AJ. Nutrition interventions byrpary care staff: a survey of involvement, knowledge
and attitudePubl Health Nutr2002; 5: 531-536.

Morgan DL.Successful focus groups: advancing the state ddith&ewbury Park: SAGE, 1993.

National Heart, Lung, and Blood Institute, Obed#yucation Initiative Expert Panel. Clinical guiaeds in
identification, evaluation and treatment of ovemgtgiand obesity in adults: the evidence re@hes Res
1998; 6: 51S-209S.

Nicholas L, Pond D, Roberts DCK. Dietitian-GendPahctitioner interface: a pilot study on what iihces
the provision of effective patient nutrition manegnt.Am J Clin Nutr2003; 77: 1039S-1042S.

Nicholas L, Pond D, Roberts DCK. The effectiven@$snutrition counselling by Australian general
practitionersEur J Clin Nutr2005; 59: S140-S146.

Norman P, Bennett P. Health locus of control. lon@er M, Norman P (ed.Predicting health behavior :
research and practice with social cognition mod@&gckingham: Open University Press, 1996: 62-94.

Nowak M. The weight-conscious adolescent: body endgod intake, and weight-related behavibAdol
Health1998; 23: 389-398.

157



References

Nutrition CenterZo eet Nederland: resultaten van de Voedselconsepgiing 1997-1998The Hague, The
Netherlands: Nutrition Center, 1998 (in Dutch).

Nutrition Center.Top 10 voor lekker en gezantihe Hague, The Netherlands: Nutrition Center;22(i6
Dutch).

Nutrition Council of the NetherlandsAdviesrichtlijinen goede voeding’he Hague, The Netherlands:
Nutrition Council of the Netherlands, 1986 (in Dhitc

Oenema A, Brug J. Feedback strategies to raiseca@ss of personal dietary intake: results of aganzed
controlled trial.Prev Med2003; 36: 429-439.

Ong LML, De Haes JCJM, Hoos AM, Lammes FB. Doctatignt communication: a review of the
literature.Soc Sci Med 995; 40: 903-918.

Oude Ophuis PAM . Measuring health orientation hadlth consciousness as determinants of food choice
behaviour. In: Avlonitis GJ (ed.Marketing through and practice in the 199®soceedings of the XVIII
Annual Conference of the European Marketing Acadet@g9: 1723-1725.

Pavlekovic G, Brborovic O. Empowering general gitaeters in nutrition communication: individual- ket
nutrition communication strategies in Croafar J Clin Nutr2005; 59: S40-S46.

Petty RE, Cacioppo JT. The elaboration likelihoaotlel of persuasiomAdv Exp Soc P$986; 19: 123-205.
Pieterse ME, Seydel ER, De Vries H, Mudde AN, Kok Gffectiveness of a minimal contact smoking
cessation program for Dutch general practitiong@rs&ndomized controlled tridPrev Med2001; 32: 182-

190.

Probart CK, Davis LG, Hibbard JH, Kime RE. Facttihat influence the elderly to use traditional or
nontraditional nutrition information sourcesAm Diet Asoc 1989; 89: 1758-1762.

Prochaska JO, DiClemente CC. Stages of change imddification of problem behaviorBrog Behav Mod
1992; 28: 184-218.

Prochaska JO, Velicer WF. The transtheoretical oflbealth behavior changém J Health Promi997;
12: 38-48.

Qualitative  Solutions and  Research International SRR  January  2002. Internet:
http://www.gsrinternational.com/products/n4.htfatcessed 30 January 2002).

Raab CA, Bock MA, Carpenter K et al. Targeting nages to supplement usedsAm Diet Asso&989; 89:
545-546.

Raad voor Volksgezondheid en Zorg (RVZ). E-heaitkicht. Zoetermeer, The Netherlands: RVZ, 2002 (in
Dutch).

Raaijmakers T, Vaandrager L. Gezonde voeding. &ijskrs FEM, Vaandrager L (edGezond leven: stand
van zaken en voorstel voor programmeriitne Hague, The Netherlands: ZorgOnderzoek Neudrla
2000: 75-95 (in Dutch).

Richards D, Mitchell G. GPs and nutrition: whatythveant and how they want it. A GP nutrition educati
project.Aust J Nutr Die001; 58: 56-59.

158



Richards L. QSR NUD*IST Introductory handboolMelbourne, Australia: Qualitative Solutions and
Research Pty Ltd, 1998.

Richards TJ, Richards L. Using computers in quaharesearch. In: Denzin NK, Lincoln YS (ed.).
Collecting and interpreting qualitative materialBhousand Oaks: SAGE, 1998: 211-245.

Roininen K, Lahteenmaki L, Tuorila H. Quantificatioof consumer attitudes to health and hedonic
characteristics of food#ppetite1999; 33: 71-88.

Roter DL, Stewart M, Putham SM, Lipkin M, Stiles Wiui TS, Communication patterns of primary care
physiciansJAMA 1997; 277: 350-356.

Rozin P, Vollimecke TA. Food likes and dislikégsinual Rev Nuti986; 6: 433-456.

Rozin P, Fischler C, Imada S, Sarubin A, Wrzesniews Attitudes to food and the role of food indiin
the U.S.A., Japan, Flemish Belgium and France:iplesenplications for the diet-health debafgpetite
1999; 33: 163-180.

Sapp SG, Jensen HH. Reliability and validity of ritien knowledge and diet-health awareness tests
developed from the 1989-1991 diet and health kndgéesurveysl Nutr Educl997; 29: 63-72.

Say RE, Thomson R. The importance of patient peefegs in treatment decisions — challenges for dacto
BMJ 2003; 327: 542-545.

Schaalma H, Meertens R, Kok G, Brug J, Hospersheofieén en methodieken van verandering. In: Brug J
Schaalma H, Kok G, Meertens RM, Van der Molen HTd.)(e Gezondheidsvoorlichting en
gedragsverandering: een planmatige aanpAksen, The Netherlands: Van Gorcum, 2001: 89117
Dutch).

Schoen C, Osborn R, Huynh PT et al. Primary catehsalth system performance: adults’ experiences in
five countriesHealth Affairs2004; 4: 487-503.

Scott JG, Cohen D, DiCicco-Bloom B et al. Speakifigveight: how patients and primary care clinicians
initiate weight loss counselin@rev Med2004; 38: 819-827.

Serra-Majem LL, Calvo JR, Male ML, Ribas L, LainBz Population attitudes towards changing dietary
habits and reliance on general practitioners irrSEur J Clin Nutr1999; 53: S58-S61.

Shaw J, Baker M. ‘Expert patient’ — dream or nigate? The concept of a well informed patient is
welcome, but a new name is needghld 2004; 328: 723-724.

Shepherd R. Dietary salt intakeood Nutr Sc1985; 96: 10-15.

Shim Y, Variyam JN, Blaylock J. Many Americans &isoptimistic about their diet§:0od Rev2000; 23:
44-50.

Silvester K, Horwath C.The nutrition informationusoes of elderly New ZealandesNutr Eld1991; 10:
45-53.

Simkin-Silverman LR, Gleason KA, King WC et al. Bigors of weight control advice in primary care
practices: patient health and psychosocial chaiatits. Prev Med2005; 40: 71-82.

Slovic P. Perception of risl&ciencel987; 236: 280-285.

159



References

Stichting Maatschappij en Onderneming (SM®beding en voorlichting. Resultaten van een onddzo
onder 628 personehe Hague, the Netherlands: SMO, 1991 (in Dutch).

Soltesz KS, Price JH, Johnson LW, Telljohann SEmHy physicians’ views of the Preventive Services
Task Force recommendations regarding nutrition camioation.Arch Fam Medl995a; 4: 589-593.

Soltesz KS, Price JH, Johnson LW, Tellijohann S&rcBptions and practices of family physicians remay
diet and canceAm J Prev Med 995b; 11: 197-204.

Street RL. Gender differences in health care peavphtient communication: are they due to style,
stereotype, or accommodatioR&t Educ Coun2002; 48: 201-206.

SWOKA. Vijfde meting van de SWOKA voedingsmonitaiden, the Netherlands: SWOKA, 1999 (in
Dutch).

Talip W, Stein NP, Visser M, Charlton KE, Temple Development and validation of a knowledge test for
health professionals regarding lifestyle modificatiNutr 2003; 19: 760-766.

Te Molder H. Communicatie in de informatiemaatsghijgpn: Van Woerkum CMJ, Van Meegeren P (ed.).
Basisboek communicatie en veranderidgisterdam, the Netherlands: Uitgeverij Boom, 1999

Ter Telgte YM, Van Binsbergen JJ, Van Dillen SMEddink GJ. Informatie over voeding: de toegevoegde
waarde van internelRatient Care2004; 31: 673-676 (in Dutch).

Thomas RJ, Kottke TE, Brekke MJ et al. Attemptstainging dietary and exercise habits to reduceafisk
cardiovascular disease: who'’s doing what in theroamity?Prev Cardiol2002; 5: 102-108.

Truswell AS (ed.). Nutritional attitudes and prae8 of primary care physicians. Proceedings of a
Symposium held in Heelsum, The Netherlands, Decermbd 3, 1995Am J Clin Nutrl997; 65: 1927S-
2022S.

Truswell AS (ed.). International workshop ‘Familpalors and patients: is effective nutrition intéi@ac
possible?’ Proceedings of a Symposium held in HeelS'he Netherlands, December 14-16, 1¥98.J
Clin Nutr 1999; 53: S1-S114.

Truswell AS, Hiddink GJ, Blom J. Nutrition guidanbg family doctors in a changing world: problems,
opportunities and future possibilitiesm J Clin Nutr2003; 77: 1089S-1092S.

Truswell AS (ed.). Empowering family doctors andigrts in nutrition communication. Proceedings fo# t
Fourth Heelsum International Workshop. Heelsum, Wie¢éherlands, December 13-15, 2084ir J Clin
Nutr 2005; 59: S1-S196.

Truswell AS, Hiddink GJ, Van Binsbergen JJ, Kokvian Weel C. Empowering family doctors and patients
in nutrition communicationEur J Clin Nutr2005; 59: S1-S3.

US Preventive Services Task For€dinician's handbook of preventive servid®dashington, DC: US Public
Health Services, International Medical Publishiimg, 1998: 400-412.

USDA/USDHHS (US Department of Agriculture, US Ddpaent of Health and Human Servicddutrition
and your health: dietary guidelines for AmericamMgashington, DC: USDA, DHHS, 2000.

160



USDHHS (US Department of Health and Human Seryiddealthy people 2010. With understanding and
improving health and objectives for improving hbhalvashington, DC: US Government Printing Office,
2000.

Vaandrager HW, Koelen MA. Consumer involvement intritional issues: the role of informatioAm J
Clin Nutr 1997; 65: 1980S-1984S.

Van Assema PT, Kok GJ, De Leeuw E. Gedragsbeinirigeth: Ten Hoor F, Asmoredjo-Kirchmann MET
(ed.). VoedingsberichtThe Hague, The Netherlands: Staat Drukkerij etgévierij, 1990: 359-393 (in
Dutch).

Van Assema PT. Het focusgroep-interview: een staplpe. Tijds Soc Geneesk992a; 7: 431-437 (in
Dutch).

Van Assema PT. Kanker-preventieonderzoek met foaceginterviewsGedrag en GezondheP92b; 20:
10-21 (in Dutch).

Van Assema P, Brug J, Lechner L. Voedingsgedradesprimaire preventie van kanker: de promotie van
groente en fruitTijds Soc Genees2001; 79: 346-355 (in Dutch).

Van Binsbergen JJ, Ocké MC. Voedingsadviezen ihudeartsenpraktijk. In: Van Binsbergen JJ, Kalngjn
Ocké MC (ed.)Voeding en chronische ziektddtrecht, the Netherlands: Van der Wees, 200122 {in
Dutch).

Van Binsbergen JJ, Drenthen AJM. Patient infornmatitetters on nutrition: development and
implementationAm J Clin Nutr2003; 77: 1035S-1038S.

Van den Brink-Muinen A, Van Dulmen AM, Bensing JMad. Eurocommunication Il: a comparative study
between countries in Central- and Western-Européactor-patient communication in general practice.
Utrecht, the Netherlands: NIVEL, 2003.

Van den Brink-Muinen A, Van Dulmen AM, Schellevi$SFBensing JM (ed.)Tweede Nationale Studie
naar ziekten en verrichtingen in de huisartspr&ktiOog voor communicatie: huisarts-patiént
communicatie in Nederlandllitrecht, the Netherlands: Nivel, 2004 (in Dutch).

Van den Hogen E, Van Assema P, Van der Horst ReAdiming tussen huisartsen en diétisten op het debie
van voedingsvoorlichting en dieetadviseribggd Tijds Diétl996; 51: 102-107 (in Dutch).

Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf ¥an Woerkum CMJ. Understanding nutrition
communication between health professionals and wess: development of a model for nutrition
awareness based on qualitative consumer research.Clin Nutr2003; 77: 1065S-1072S.

Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf @an Woerkum CMJ. Perceived relevance and
information needs regarding food topics and prefkinformation sources among Dutch adults: resflts
a quantitative consumer studsur J Clin Nutr2004; 58: 1306-1313.

Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf @an Woerkum CMJ. Exploration of possible
correlates of nutrition awareness and the relatignsvith nutrition-related behaviours: results of a

quantitative consumer study. 2005a, submitted édalipation.

161



References

Van Dillen SME, Hiddink GJ, Koelen MA, De Graaf @an Woerkum CMJ. Identification of nutrition
communication styles and strategies: a qualitasuedy among Dutch GPs. 2005b, submitted for
publication.

Van Dillen SME, Hiddink GJ, Koelen MA, Van Woerku@MJ. Nutrition communication styles of family
doctors: results of quantitative researebr J Clin Nutr2005c; 59: S47-S56.

Van Dusseldorp M, Meeuws H, Van Kessel H, Hendtik€hin L, Bakx C. Frequentie van voedingsvragen
op het spreekuur van de huisaNged Tijds Geneesko88; 132: 2325-2328 (in Dutch).

Van Duyn MAS, Kristal AR, Dodd K, Campbell MK, Sub®&F, Stables G, Nebeling L, Glanz K.
Association of awareness, intrapersonal and intsgpel factors and stage of dietary change witit fru
and vegetable consumption: a national surdaw.J Health Pron2001; 16: 69-78.

Van Gaasbeek T, Hansman H. Weinig effect van gdmeiddbesef ouders op snoepgedrag kinderen.
Voeding Nw2000; 12: 9-11 (in Dutch).

Van Kreijl CF, Knaap AGAC.Ons eten gemeten. Gezonde voeding en veilig voausskederland
Bilthoven, The Netherlands: RIVM, 2004 (in Dutch).

Van Oers JAM. Gezondheid op koers? Volksgezondheid Toekomst nvinke 2002 Houten, the
Netherlands: Bohn Stafleu van Loghum, 2002 (in Butc

Van Sluijs EMF, Van Poppel MNM, Stalman WAB, Van 8helen W. Feasibility and acceptability of a
physical activity programme in general practi€am Pract2004a; 21: 429-436.

Van Sluijs EMF, Van Poppel MNM, Van Mechelen W. gdebased lifestyle interventions in primary care:
are they effectiveAm J Prev Me@004b; 26: 330-343.

Van Weel C. Morbidity in family medicine: the pote for individual nutritional counseling, an agsis
from the Nijmegen Continuous Morbidity Registratidim J Clin Nutrl997; 65: 1928S-1932S.

Van Weel C. Dietary advice in family medicirem J Clin Nutr2003; 77: 1008S-1010S.

Van Woerkum CMJ. Nutrition guidance by primary cphgsiciansEur J Clin Nutr1999; 53: S19-21.

Van Woerkum CMJ. The Internet and primary care aigss: coping with different expectatiorsm J Clin
Nutr 2003; 77: 1016S-1018S.

Visscher TLS, Seidell JC. Gevaarlijk dik: mensen wigesitas lopen grote risicodedisch ContacR001;
56: 1570-1572 (in Dutch).

Visscher TLS, Kromhout D, Seidell JC. Long-term amdent time trends in the prevalence of obesity
among Dutch men and womént J Obes2002; 26: 1409-1416.

Volksgezondheid, Welzijn en Sport, Ministerie vaviW(S). Beleidsontwerp preventieThe Hague, The
Netherlands: VWS, 2004 (in Dutch).

Walker WA. Innovative teaching strategies for tmagnphysicians in clinical nutrition: an overvied Nutr
2003; 133: 541S-543S.

Wallston BS, Wallston KA. Locus of control and hbala review of the literaturédealth Educ Morl978;

6: 107-117.

162



Weinstein ND. The precaution adoption procétesalth Psych988; 7: 355-386.

Wester F. Analyse van kwalitatief onderzoeksmagtridluisarts & WetenschaR004; 47: 565-570 (in
Dutch).

Wiesemann A. Nutrition counseling in German gengrakttice: a holistic approacAm J Clin Nutr1997;

65: 1957S-1962S.

Willett WC. Diet and health: what should we e&t?encel994; 246: 532-537.

World Health Organisation (WHODDbesity: preventing and managing the global epidge@eneva: WHO,
2000.

Worsley A. Perceived reliability of sources of heahformation.Health Educ Re4989; 4: 367-376.

Worsley A, Worsley AJ. New Zealand general pramtiéirs' nutrition opinionsAustr J Nutr Dietl991; 48:
7-10.

Worsley A. How to improve the impact of nutritiomidance by general physicians: public health versus
individual patient®Eur J Clin Nutr1999; 53: S101-S107.

Zimbardo PG, Leippe MR. Making persuasion last: firesistence and behavioral consequences of attitud
change. In: Zimbardo PG, Leippe MR (edlhe psychology of attitude change and social imibee
Boston Massachusetts: McGraw-Hill, 1991: 168-201.

Zimmerman GL, Olsen CG, Bosworth MF. A ‘stages bhmrge’ approach to helping patients change
behaviourAm Fam Phy2000; 61: 1409-1416.

163



164



SUMMARY

Family doctors are being more and more confrontield patients who suffer from nutrition-related
diseases, such as coronary heart disease, typab2tes and obesity. Good communication is
essential in the treatment of their diseases,thstalso important to provide sound nutrition advi

to healthy patients. Patients’ expectations regardiutrition communication clash with family
doctors’ expectations regarding nutrition commuticca As a result, nutrition communication
between family doctors and patients sometimes goesg.

The main objective of the study presented in thesis is to provide recommendations for
more effective nutrition interaction between famiipctor and patient. To achieve this main
objective, we chose a two-sided approach, takibg &count the perspective of patients and the
perspective of family doctors. Firstly, the comnuative characteristics of patients regarding
nutrition communication through family doctors weexplored and assessed. Secondly, the
communicative characteristics of family doctors amting nutrition communication towards
patients were explored and assessed. Thirdly, thetiperspective of patients and the perspective of
family doctors were integrated in order to provieeommendations for more effective nutrition
interaction.

Chapter 2 showed the results of a literature reabaut nutrition communication in general
practice. This review included publications of fiest ten years. As a result, we are better able to
situate the results of our own empirical studiesnter to provide contemporary recommendations
for more effective nutrition communication in gealepractice. The review showed how often
family doctors actually discussed nutrition in ge@ractice. Moreover, information was collected
about studies that assessed different aspects eofpdients’ perspective and family doctors’
perspective.

In Chapter 3 the results of a qualitative study agh®utch patients were discussed. By
means of focus groups and in-depth interviews, fassbciations, conversation topics, interest in
food topics and information sources were mappeeése&hesults are interesting for family doctors,
dieticians, nutrition education organisations artleo professionals. Based on the results, a
hypothetical model for nutrition awareness was tge, including psycho-social and socio-
demographic variables. With the aid of a computergmam for qualitative data analysis, some
themes were constructed, such as concerns abodtdaiety and concerns about weight. The

chapter ended with some recommendations for méeetefe nutrition communication.
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Chapter 4 presented the results of a face-to-faterview-assisted questionnaire in which
Dutch adults ranged food topics in order of impocga Despite high-perceived relevance of food
topics regarding dietary guidelines, most respotddendicated that they did not want more
information on these topics. There seems to besar@pancy between perceived relevance and
information needs regarding food topics. Differenae information needs regarding food topics
between subgroups based on gender, age, perceiegghtwand socio-economic status were
analysed. Therefore, we recommended the tailoinmgedominant information needs by preferred
information source; for example, family doctors sldatailor the information need regarding losing
weight to the subgroup of overweight people. Widspect to sports and nutrition, lowering
cholesterol, carbohydrates and food compositicierésted subgroups should also receive tailored
information. We considered a population-wide stygtaseful for other groups and food topics, in
situations where the target groups were not yerasted in a particular topic. Furthermore, we
stressed the importance of information on demand.

In Chapter 5 the hypothetical model for nutritiomaseness was tested in the same study
among patients. The most important psycho-socialables for nutrition awareness were
involvement with nutrition, health awareness, asgmn with healthy food, perceived relevance of
eating less fat, association with necessity, peeckittributes of independent organisations, and
perceived relevance of vitamins. Socio-demographitables added little to the model. Our model
was able to explain nutrition awareness rather \{tetial explained variance 54%). Moreover,
patients with low nutrition awareness perceived iandoctors as more suitable nutrition
information sources than did patients with highrition awareness.

In Chapter 6 the results of focus groups with fgndibctors were discussed. Five nutrition
communication styles were identified: informatignadference, motivational, confrontational and
holistic. An informational nutrition communicatiomeans providing information about nutrition
and health. A reference style stands for callingotiter health professionals to deal with nutrition
problems. A motivational style means guidance etatly change. A confrontational style stands for
warning about nutrition problems related to a Heatimplaint. A holistic style stands for involving
several aspects of being part of living circumsésncSubsequently, a hypothetical model for
nutrition communication style was developed, inglgd psycho-social and socio-demographic
variables.

In Chapter 7 the hypothetical model for nutritiammamunication style was tested with the aid
of a questionnaire. The most important psycho-socaiables for a motivational nutrition
communication style were task perception of preeantinformation seeking behaviour regarding
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nutrition, patient’s complaint hypertension, intren nutrition, task perception of nutrition issue
perception of nutrition and physical activity, amitiative of family doctor to discuss nutrition
(total explained variance 49%). Other nutrition coamication styles showed explained variances
up to 57%. Socio-demographic variables did not tadthe model. It appeared that family doctors
use a combination of nutrition communication stylgspending on the situation. If family doctors
communicated about nutrition, they selected angheffive nutrition communication styles. If they
communicated about overweight, they picked eitherconfrontational or motivational style.

We conclude that patients expect nutrition commatoa from their family doctors.
Moreover, patients perceive family doctors as tést Isources for information about health-related
food topics, such as losing weight and loweringlesterol. In addition, patients with low nutrition
awareness perceive family doctors as the besttiontrinformation source. However, family
doctors provide mainly basic nutrition informatiem their patients. They use a combination of
nutrition communication styles, depending on theagion. Finally, family doctors have a low self-
efficacy to communicate about overweight.

With respect to future research, we recommend é&veldpment of a practical tool for family
doctors to communicate with overweight patientstiWespect to practice, it is necessary that
family doctors become convinced that they are ligldteemed by their patients, also regarding
nutrition communication. It is strongly recommendéuat family doctors provide tailored
information to interested subgroups. We also adtrisgprovision of information on demand. More
attention should be devoted to raising nutritioraeamess among patients. Moreover, we advise that
family doctors realise that they have differentritioin communication styles, and that these can be

applied in different situations.
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SAMENVATTING

Huisartsen worden steeds vaker geconfronteerd naténpen die voedingsgerelateerde
aandoeningen hebben, zoals hart- en vaatziektea 2yliabetes and obesitas. Goede communicatie
is belangrijk bij de behandeling van deze ziekteaar het is ook belangrijk om een gedegen
voedingsadvies aan gezonde patiénten te geveneiaaghtingen van patiénten ten opzichte van
voedingscommunicatie botsen met de verwachtingerhdisartsen hierover hebben. Het gevolg is
dat de voedingscommunicatie niet altijd soepeloggpt.

De hoofddoelstelling van het onderzoek dat besprokerdt in dit proefschrift is het
formuleren van aanbevelingen voor een meer effexti®@edingscommunicatie tussen huisartsen en
patiénten. Om deze hoofddoelstelling te bereikeshbken we voor een tweezijdige benadering
gekozen, waarbij zowel het perspectief van patiéraés het perspectief van huisartsen in
beschouwing zijn genomen. Allereerst zijn de comicatieve kenmerken van patiénten met
betrekking tot voedingscommunicatie door huisartgerkend en gemeten. Ten tweede zijn de
communicatieve kenmerken van huisartsen met betrgk&t voedingscommunicatie aan patiénten
verkend en gemeten. Ten derde zijn zowel het petigheran patiénten als het perspectief van
huisartsen geintegreerd met het doel om aanbeealiig formuleren voor een effectievere
voedingsinteractie.

Hoofdstuk 2 liet de resultaten zien van een litaregtudie naar voedingscommunicatie in de
huisartspraktijk. Deze review bevatte publicatias de afgelopen tien jaar. Hierdoor zijn we beter
in staat om de resultaten van onze onderzoekenldatspn om vervolgens hedendaagse
aanbevelingen voor effectievere voedingscommumdatide huisartspraktijk te doen. De review
liet zien hoe vaak nu daadwerkelijk gesproken werer voeding in de huisartspraktijk. Bovendien
werd informatie verzameld over studies die versshile aspecten van het perspectief van patiénten
dan wel van huisartsen ten opzichte van voedingsuamcatie gemeten hebben.

In hoofdstuk 3 werden de resultaten besproken vam lewalitatief onderzoek onder
Nederlandse patiénten. Door middel van focusgreepdiepte-interviews werd in kaart gebracht
wat mensen van voeding vinden, waar ze over pratear ze graag meer over willen weten en
waar ze die informatie vandaan halen. Deze gegexi@gmsnteressant voor huisartsen, diétisten,
voedingsvoorlichtingsorganisaties en andere prafeats. Op basis van de resultaten werd een
hypothetisch model voor voedingsbewustzijn ontwillkeinclusief psycho-sociale en socio-
demografische variabelen. Met behulp van een coenprdgramma voor kwalitatieve data-analyse
werden een aantal thema’s geconstrueerd, zoals rusigeid over voedselveiligheid en
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bezorgdheid over gewicht. Het hoofdstuk eindigdet rmen aantal aanbevelingen voor een
effectievere voedingscommunicatie.

In hoofdstuk 4 werden de resultaten van face-te-fatterviews met behulp van een
vragenlijst besproken, waarin Nederlandse patiénteaingsonderwerpen rangschikten naar mate
van belangrijkheid. Ondanks het feit dat men vogsiimderwerpen met betrekking tot de
richtlijnen goede voeding waarnam als zeer relevganten de meeste respondenten aan dat ze niet
meer informatie wensten over deze onderwerpen.ijlErden discrepantie op te treden tussen
persoonlijke relevantie en informatiebehoeften. s¢hillen in informatiebehoeften tussen
subgroepen gebaseerd op geslacht, leeftijd, waangem gewicht en sociaal-economische status
werden geanalyseerd. Daarom werd aanbevolen daliohtimg op maat door de geprefereerde
informatiebronnen gegeven zou moeten worden over ddeninante informatiebehoeften,
bijvoorbeeld huisartsen zouden voorlichting op mamteten geven over de informatiebehoefte
gezond afvallen aan de subgroep van mensen megewieht. Met betrekking tot sport en voeding,
cholesterolverlaging, koolhydraten en samenstellmgn voeding, zouden geinteresseerde
subgroepen ook voorlichting op maat moeten ontwvangen populatiebrede strategie werd zinvol
gezien voor andere groepen en voedingsonderwenpeituaties waarin de doelgroepen nog niet
geinteresseerd zijn in informatie over een bepaalderwerp. Bovendien werd het belang van
informatie op verzoek benadrukt.

In hoofdstuk 5 werd in dezelfde studie onder patiénhet hypothetisch model voor
voedingsbewustzijn getoetst. De meest belangrijkeyclm-sociale variabelen voor
voedingsbewustzijn waren interesse in voeding, g@lzeidsbewustzijn, associatie ten aanzien van
gezond eten, waargenomen relevantie van het vosatidgrwerp eten met minder vet, associatie
ten aanzien van noodzakelijkheid, waargenomen gdkeld van onafhankelijke organisaties als
voedingsinformatiebron, en waargenomen relevantie ket voedingsonderwerp vitamines. De
socio-demografische variabelen geslacht en leeftghden nog iets toe aan het model. Ons model
bleek in staat om voedingsbewustzijn goed toe \mmdlen (totaal verklaarde variantie 54%).
Bovendien vonden patiénten met een laag voedingstiein huisartsen meer geschikt als
informatiebron over voeding dan patiénten met emogtlvoedingsbewustzijn.

In hoofdstuk 6 werden de resultaten besproken gausfyroep interviews met huisartsen. Er
werden vijf voedingscommunicatiestijlen geidengged: informerend, verwijzend, motiverend,
confronterend en holistisch. Een informerende vaogstommunicatiestijl betekent het verschaffen
van informatie over voeding en gezondheid. Een \yeewde stijl staat voor het inschakelen van
andere gezondheidsprofessionals bij een voedinggam. Een motiverende stijl houdt in dat
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begeleiding aangeboden wordt bij verandering vanvbedingsgedrag. Een confronterende stijl
staat voor het waarschuwen over voedingsproblereeglajeerd aan een gezondheidsklacht. Een
holistische stijl tenslotte betekent het betrekkan verschillende aspecten die deel uit maken van
de leefomstandigheden. Vervolgens werd een hypstiemodel voor voedingscommunicatiestijl
ontwikkeld, bestaande uit psychosociale en sociedgafische variabelen.

In hoofdstuk 7 werd het hypothetisch model voordimgscommunicatiestijl getoetst met
behulp van een vragenlijst. De belangrijkste psgob@le variabelen voor de motiverende
voedingscommunicatiestijl waren taakopvatting t@aichte van preventie, informatiezoekgedrag
ten aanzien van voeding, patiént met klacht hypeite interesse in voeding, taakopvatting ten
aanzien van voedingszaken, perceptie over de catiimoeding en lichaamsbeweging, en het
initiatief van de huisarts om voeding te bespreketaal verklaarde variantie 49%). De andere
voedingscommunicatiestijlen konden tot 57% verldaaorden. Socio-demografische variabelen
voegden niets toe. Het bleek dat huisartsen eerbicatie van voedingscommunicatiestijlen
gebruiken, afhankelijk van de situatie. Als huisant over voeding communiceren, dan kunnen ze
elk van de vijf stijlen toepassen. Als ze commurgoeover overgewicht, dan kiezen ze voor de
confronterende of motiverende stijl.

We concluderen dat patiénten voedingscommunicaéievachten van hun huisartsen.
Daarnaast zien patiénten huisartsen als de bestevbor informatie over gezondheidsgerelateerde
voedingsonderwerpen, zoals gezond afvallen en stestdverlaging. Bovendien nemen patiénten
met een laag voedingsbewustzijn huisartsen waadealseste voedingsinformatiebron. Huisartsen
echter geven hoofdzakelijk basale voedingsinforenatan hun patiénten. Ze gebruiken een
combinatie van voedingscommunicatiestijlen, afhéijkkevan de situatie. Tenslotte hebben
huisartsen een lage eigen-effectiviteit om overgewicht te communiceren.

Wat betreft vervolgonderzoek, wordt aanbevolen oen graktisch hulpmiddel voor
huisartsen te ontwikkelen die ze kunnen gebruikem te communiceren met patiénten met
overgewicht. In de praktijk is het noodzakelijk dhatisartsen overtuigd worden van het feit dat ze
zo hoog in aanzien staan bij hun patiénten, ookbeateft het geven van voedingscommunicatie.
Het is sterk aan te bevelen dat huisartsen vodirighop maat geven aan geinteresseerde
subgroepen. We adviseren ook om rekening te hooddrinformatie op verzoek. Meer aandacht
zou ook besteed moeten worden aan bevorderen varvoeelingsbewustzijn van patiénten.
Bovendien adviseren we dat huisartsen zich realiserdat ze verschillende

voedingscommunicatiestijlen kunnen toepassen, &#igiavan de situatie.
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DANKWOORD

Sommige mensen zullen wel vreemd opkijken bij hesehijnen van dit proefschrift, want ik riep
altijd dat ik geen AIO wilde worden. Toch stapteekin om me zo maar liefst vier jaar op €én
onderwerp te kunnen richten. Al met al duurde @lihtniet zo lang en nu is het boek dan toch echt
af. Achteraf gezien kan ik nu tenminste €één rededebken waarom ik blij ben dat ik dit
promotieonderzoek met succes heb afgerond. Tij@e@maantal mensen te bedanken.

Gert Jan, ook al was je maar één dag per weekkfgsiawezig in Wageningen, je nam altijd
ruim de tijd voor me. Elke week was je weer entlmsisover wat ik nu weer ontdekt had. 1k heb
veel geleerd van je geleerd over het verrichtenhuasartsenonderzoek.

Cees, dank voor het vasthouden van de rode draadw&e keer toe heb je gezorgd voor een
pas op de plaats, als ik weer eens te hard vaal sty met het kwantitatief onderzoek.

Maria, wat ben ik Dblij dat jij mij geholpen hebt méet interpreteren van de
gegevensbestanden. Fijntjes liet je me er aan riemen, dat ook een niet significant resultaat
belangrijk is.

Kees, jij was steeds weer in staat met een voelihgsar mijn resultaten te kijken. Hierdoor
ben ik ook de lekkere en sociale aspecten vanre¢¢mit het oog verloren.

Lianne, Kamieke, Linda, Gwyneth van GfK, ik heb tpge met jullie samengewerkt. De
bijeenkomsten in Dongen en op andere locaties wiateim de puntjes verzorgd. Ik ben blij met
jullie praktische inbreng bij mijn vragenlijstenekfier wil ik nog leteke en Jorien bedanken voor
het in de goede banen leiden van de focusgroepis$i®s. Dankzij jullie inzet is er veel op tafel
gekomen.

Boudewijn, bedankt voor je inbreng bij de vragestliyoor consumenten. Jaap, het was
gezellig om met je samen te werken. Dank voor @lemeacties op tal van stukken.

Nederlandse Zuivel Organisatie (NZO), zonder jufiranciéle bijdrage zou dit onderzoek
niet mogelijk geweest zijn. Ik heb het erg gewaardalat ik mijn eigen spoor kon volgen. Theo,
tijdens onze gesprekken filterde jij de kernboodggen voor de zuivelwereld uit mijn resultaten.
Fijn dat ik tot twee keer toe aan de Heelsum Warksheb mogen deelnemen. Dank ook voor de
organisatie van een heuse Masterclass rondom nagfgehrift.

Heidi, Marjolein, Suzan, Yvonne, Janneke, ik bapddt ik jullie heb mogen begeleiden met
jullie afstudeervak. Ik heb ook veel van jullie geid.

Cheryl, Natasja, Ellen, kamergenoten op de Leeuwasshben later in de barak, door de

theepauzes kwam mijn onderzoek even op de tweette Phn was het tijd om de ontwikkelingen
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Dankwoord

in het zuiveldrama ‘Meiden van de Wit' (als verplie kost), maar ook ‘Expeditie Robinson’ en
‘|dols’ te evalueren.

Andere collega’s bij Communicatiewetenschap, hoemelhet afgelopen jaar afgezonderd
zaten in de barak, heb ik erg genoten van het samesp de bank en het uitzicht op het zeer
groene landschap (mijn volgende studieobject...). dpertieve vakgroepuitjes, etentjes en het
gedans op tal van feesten waren zeer gezellig. Madgk vond het tijd voor een nieuwe uitdaging
en inmiddels heb ik een nieuw stekje gevonden ephs$ enkele honderden meters van jullie
vandaan.

Pap, mam, Jeroen, het was wel even slikken dat wkeer vier jaar in Wageningen aan vast
wilde plakken. Dank voor jullie interesse, met ipillkon ik mijn successen delen: weer een
publicatie, weer een foto in een blad.

Armand, dank voor de technische assistentie bijdmeuken’ van mijn figuren, de lay-out
van dit proefschrift en het ontwerp van de omslEghebt me geleerd om vaker het achterste van
mijn tong te laten zien. We hebben ‘ups en downst etkaar gedeeld. Heel wat uurtjes hebben wij
gediscussieerd over de zin en onzin van het ‘Alfapt (of liever gezegd ‘promovendus-schap’):

we zouden er wel een boek over kunnen schrijven...

Sonja
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