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Abstract
Low socioeconomic pregnant women generally do not meet the recommended dietary guidelines, and
dietitians could improve this. Therefore, this study explored the dietitians’ perceptions of a healthy diet,
the barriers and resources dietitians identified in low SES pregnant women to eat healthy, and the
strategies they implemented to support low SES pregnant women in healthy eating. This study had a
qualitative nature, 13 interviews with dietitians were conducted with the use of a semi structured
interview guide. The main themes emerging from the data were identified using thematic analysis. The
results of this study showed that the dietitians had different perceptions on what healthy eating during
pregnancy meant, ranging from a traditional focus on avoiding certain foods during pregnancy, to a focus
on what they were able to eat, a wholesome diet, appropriate weight gain and a perspective much
broader than nutrition alone. The barriers and resources to eat healthy are presented with the use of the
Ecological Model. The strategies that dietitians implemented to support low SES pregnant women are
presented according to the Self Determination Theory. Based on these findings, the main
recommendations include a mindfulness based stress reduction intervention for low SES pregnant
women, a nutrition screening at the midwives practice and a training in motivational interviewing.
Keywords: Dietitians, low socioeconomic pregnant women, nutrition, Ecological Model, Self
Determination Theory
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1. Introduction
The nutrition guidelines have in essence stayed the same the past 50 years, but the amounts of different
foods that should be eaten and different eating behaviours that would be appropriate are not easily
unravelled by scientists (Kamsma, Korteweg, & Voormolen, 2019). This leaves space for own
interpretations of experts on what type of foods, amounts and type of eating behaviour are appropriate.
This space for own interpretation causes conflicting messages from scientists and diet gurus to reach the
consumers about what healthy diets are, which brings them confusion about what a healthy diet is. The
article on the value of nutrition science published in the NRC on the 8th of November 2019 shows the
recency of this confusion around healthy diets. ‘In this wilderness of information, people create their own
principles about what diets are healthy, which is an individual choice that is also related to identity’ (Louise
Fresco, 2019). Even the director of the Dutch Nutrition centre, the Dutch authority that gives consumers
information about food and nutrition based on science, says that eating for only 85 percent according to
the guidelines will give you enough nutrients you need. Also, according to the director almost no one eats
according to their nutrition guidelines. ‘Everyone seems to know what a healthy diet is, but there is a
discrepancy between knowledge and behaviour’ (Kamsma, Korteweg, & Voormolen, 2019). Despite having
this nutrition knowledge, consumers find it difficult to follow the nutrition guidelines, they often choose
for fast and tasty foods. However, multiple studies show that people of a high socioeconomic background
show consumption patterns and nutrient intakes that are more consistent with the recommended dietary
guidelines compared to people from a low socioeconomic background (Steele, Dobson, Alexander &
Russell, 1991; Smith & Baghurst, 1992; Shimakawa et al., 1994).
Several studies show that the quality of the diet consumed has a socioeconomic gradient
(Darmon & Drenowksi, 2008; Shahar et al., 2005). People with a high socioeconomic background eat more
nutritionally rich foods that are high of quality, whereas low socioeconomic groups consume more energy
dense foods that are low in quality (Darmon & Drenowksi, 2008; Shahar et al, 2005). People from a higher
socioeconomic background are more likely to consume whole grains, lean meats, fish, low-fat dairy
products and fresh vegetables and fruit, whereas refined grains and added fats are more consumed by
people from a lower socioeconomic background (Darmon & Drenowski, 2008). In particular, women from
a low socioeconomic background are more likely to consume a diet that is not in accordance with the
nutritional guidelines compared to women from a high socioeconomic background (Inglis, Ball, &
Crawford, 2005). When making food choices, low SES groups are less concerned about their health and
bodyweight, and often even want women to be overweight (Inglis, Ball, & Crawford, 2005). During
pregnancy, women from a low SES are not likely to reach the nutritional guidelines either, because of this
general lack of health consciousness and concerns about bodyweight and overall poor diet quality (Inglis,
Ball, & Crawford, 2005).
The poor diet quality in low SES pregnant women raises concern as multiple risks are associated
to poor diet quality during pregnancy. When nutrition quality during pregnancy is poor, the risk of poor
mental health development, decreased IQ (Husainini et al., 1986) lowered intellectual functioning
(Bauerfeld & Lachenmeyer, 1992) and preterm birth and low birth weight of the child is increased
(Montgomery, 2003). Furthermore, weight gain during pregnancy should be sufficient for optimal birth
outcomes (Montgomery, 2003), but excessive weight gain should be limited, especially for obese women
(Dencker et al., 2016). Predictors found for poor diet quality during pregnancy were pregnancy stress
(Lobel, Canella, Graham, DeVincent, Schneider, & Meyer, 2008), and low (Schieve et al., 2000) or high
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pregnancy BMI (Guo, Warden, Paeratakul, & Bray, 2004). The risks and consequences associated to poor
diet quality during pregnancy could be reduced by improving prenatal nutrition in pregnant women, thus
a lot of improvement could be gained by enhancing healthy dietary choices in pregnant women.
Fortunately women are receptive for healthy dietary changes during pregnancy, as they have
increased motivation for the health of their unborn child (Chang, Llanes, Gold, & Fetters, 2013; Jelsma et
al., 2013; Dencker et al., 2016; Montgomery, 2003). Also, as the pregnant women go through a forming of
a new identity, they want to have an image of being a good mom and prevent stigma from their
surroundings by making normative choices (Dencker et al., 2016). This increased motivation to eat healthy
for the sake of the health of their child, and the image of being a good mom could be seen as resources to
eat healthy in low SES pregnant women. An important step in improving the diet of low SES pregnant
women, is to identify the barriers and resources they experience to eat healthily (Fowles & Fowles, 2008).
The barriers that low SES pregnant women experience to maintain a healthy diet are a lack of
time, motivation, being busy, having cravings, being hungry, social occasions, the notion to eat for two
(Jelsma et al., 2013), nausea (Fowles & Fowles, 2008; Montgomery, 2012) and stress (Thomas et al.,
2014). Furthermore, a lack of health consciousness, the perceived high costs of healthy eating and a lack
of time due to family and work commitments are influences on eating behaviour among low SES women
(Inglis, Ball, & Crawford, 2005). On the other hand, low SES pregnant women found that family support,
knowledge of healthy foods and readiness to cook separate meals for themselves and eating at home
facilitated their healthy dietary choices (Fowles & Gabrielson, 2005). However, once the child was born,
the motivation to eat healthy during pregnancy decreased, and coping with their own work, stress, child
care and the relationship with partners were other barriers to keep healthy habits in the long-term
(Dencker et al., 2016). Identifying the barriers and resources to eat healthy in low SES pregnant women
could make the nutrition advice more suitable. However, there is a lack of knowledge on what barriers
and resources dietitians identify in low socioeconomic pregnant women. Especially low SES pregnant
women need suitable nutrition advice to maintain their dietary changes over a longer period of time.
However, currently there is a lack of accessible and effective nutrition education for pregnant
women during antenatal care (Chang, Llanes, Gold, & Fetters, 2013). Midwives often lack sufficient
knowledge, skills and time to provide nutrition advice during antenatal care. In addition, midwives
expressed concerns that communication about nutrition could lead to a damage in their relationship with
the client, and they feared being reported for offending the women, especially when this advice was
regarding to weight management during pregnancy (Macleod, Gregor, Barnett, Magee, Thompson, &
Anderson, 2013). As nutrition could be a sensitive topic for pregnant women and midwives often lack
knowledge and time (Lucas et al., 2019; Arrish, Yeatman, & Williamson, 2017), dietitians could be a
solution to provide nutrition advice to pregnant women. Furthermore, Jelsma and colleagues (2013)
showed that most pregnant women would like to talk with a dietitian and were motivated if someone else
would check upon their diet and weight regularly. Thus, dietitians could be of value in providing
nutritional counselling to pregnant women to promote healthy lifestyle changes. To better promote
healthy eating in low SES pregnant women, there is a need to understand the perceptions of dietitians on
healthy eating, because the perceptions of dietitians on healthy eating can be seen as a factor influencing
low SES pregnant women’s eating habits (Paquette, 2005). However, currently there is a lack of
knowledge on the perceptions of the dietitians on what a healthy diet is (Paquette, 2005). Furthermore,
there is a lack of knowledge how dietitians support pregnant women from a low socioeconomic
background to consume a healthy diet. For example, dietitians could support the autonomy of low SES
pregnant women in their motivation to change their nutrition choices in order for them to be long term
(Szwajcer, 2007). Currently, no research has been done on the different strategies that dietitians
implement to support low SES pregnant women in healthy eating.
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2. Research questions
The long-term aim of this study is to promote dietary intake in low SES pregnant women,
therefore the main research question of this thesis is: How can dietitians support low SES pregnant
women in healthy eating? The short term aim of this thesis is to gain insight in the perceptions of
dietitians on what a healthy diet during pregnancy looks like, the barriers and resources for healthy eating
they find in low SES pregnant women, and the different strategies they use to support low SES pregnant
women in healthy eating. Therefore, the sub-questions of this thesis are:
(1) What are the perceptions of dietitians on healthy eating?
(2) What barriers and resources to consume a healthy diet do the dietitians identify in low SES
pregnant women?
(3) What strategies do dietitians implement to support low SES pregnant women in healthy
eating?

3. Theoretical Framework
3.1 Sub question 2: The Ecological Model
The second aim of this study was to map the different barriers and resources that dietitians
identify in low SES pregnant women. Healthy eating can be challenging for low SES pregnant women, and
involves many barriers and resources both in the individual and their environment. Similar research from
Fowles & Fowles (2008) reviewed the barriers and resources in pregnant women to eat healthy, and the
strategies to support them in healthy eating with the use of the Ecological Model for health. This research
showed that the barriers and resources to consume a healthy diet in pregnant women lie in the different
layers of the ecological model (Fowles & Fowles, 2008). Because the aim of this thesis was to map the
different barriers and resources that dietitians identify in low SES pregnant women, a systems approach
was needed and the ecological model was chosen to answer the second sub question of this thesis.
Bronfenbrenner (1986) has suggested that behaviours are complex and that the individual and the
environment interact in the context where the behaviour occurs. Namely, the individual shapes their
environment with their behaviour, and the environment influences their behaviour. The ecological
perspective proposes that in order to understand the behaviour of an individual, it is of importance to
take their direct and indirect environment into account that has an influence on their behaviour such as
their family, workplace, community, society and culture (Ndiaye et al., 2013). In order to explain the
eating behaviour of low SES pregnant women, the following applied ecological model from Spanakis and
colleagues (2016) seen in figure 1. is used.
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Figure 1. An ecological model of factors influencing life style behaviours made by Spanakis et al. (2016) adapted
from Fitzgerald & Spaccarotella (2009). (The arrow represents that the facilitators and barriers that influence
behaviour extend into and interact across the different levels).

3.1.1 The intrapersonal
The intrapersonal layer is the level that stands for the individual characteristics such as sex, age
,health and socioeconomic status. Examples of individual barriers to eat healthy could be taste
preferences (Fitzgerald & Spaccarotella, 2009, a lack of nutrition knowledge, the ability to read food
labels (Fitzgerald et al., 2008) and lack of cooking skills (Hughes, Bennett, & Hetherington, 2004).
Especially for low SES pregnant women, nausea, stress, a lack of knowledge of nutritional needs during
pregnancy, their perception of healthy eating and attitudes towards weight gain during pregnancy could
be barriers to eating healthy during pregnancy (Fowles & Fowles, 2008).

3.1.2 The interpersonal
The interpersonal level is the microsystem that the individual is part of and involves their direct
social relationships such as their family, friends and co-workers. Examples of influences of this
interpersonal level on eating behaviour are parents nutrition knowledge and food intake (Reinaerts, de
Nooijer, Candel, & de Vries, 2007) and the reaction from peers around healthy eating (Cullen et al., 2001).
Also, a different ethnicity and culture could be a barrier to healthy eating (Fitzgerald & Spaccarotella,
2009), for example if low SES pregnant women do not adapt their eating behaviours to the Dutch dietary
guidelines. Decreased family meals due to time constraints, costs and convenience considerations are
examples of socioeconomic interpersonal factors that could be barriers to healthy eating behaviours
(Neumark-Sztainer, Hannan, Story, Croll, & Perry, 2003). In contrast, social support from the partner and
family were factors that facilitated healthy eating during pregnancy for low SES women (Fowles & Fowles,
2008).

3.1.3 The community
The community is the exosystem and explains the indirect influences on the behaviour of the
individual. The effect that the workplace and neighbourhood could have on the individual eating
behaviour are examples of this layer (Fitzgerald & Spaccarotella, 2009). Examples of the neighbourhood
that could influence eating behaviour are the availability of healthy foods, the availability of public
transport, the amount of fast food restaurants and increased portion sizes. An example of the workplace
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for low-income women could be that no affordable healthy meals are offered at work (Fowles & Fowles,
2008).

3.1.4 The macro level
The macro level is the layer that involves policies, norms and beliefs the individual is in. For
example, the foodbank could be an important resource for low SES families and influence their eating
behaviour(Fox, Hamilton, & Lin, 2004). Food pricing policies also influence the individual eating behaviour,
as price is a strong determinant of food choice (International Food Information Council Foundation, 2007).
Furthermore, food related advertisements, and the ’Schijf van vijf’ Dietary Guidelines are influences on
the individual eating behaviour (Fitzgerald & Spaccarotella, 2009).

3.2 Sub question 3: The Self Determination Theory
The autonomy of low SES pregnant women should be supported to make dietary changes long lasting, for
the reason that Self-determination studies on eating behaviour have found that when autonomy was
supported rather than controlled, it was associated with healthy and adaptive eating behaviours
(Pelletier, Dion, Slovenic-D‘Angelo, & Reid, 2004; Teixeira, Palmeira, & Vansteenkiste, 2012). The Selfdetermination theory focuses on autonomy support meaning that the dietitian does not impose any
dietary changes but that the low SES pregnant becomes intrinsically motivated to make dietary changes
herself. Furthermore, the Self-Determination theory looks at the interaction between the dietitian and
the low SES pregnant women, where the dietitian could create a warm environment to support behaviour
change. By supporting relatedness, competency and autonomy the dietitian could create the conditions
that are needed for long term changes beyond the specific dietary behaviour changes (Silva, Marques, &
Texeira, 2014). Furthermore, The SDT is an applicable and practical framework in behaviour change
interventions (Fortier et al., 2012; Su & Reeve, 2011). Because the aim of this thesis was to improve the
dietary changes in low SES pregnant women long term and a focus on autonomy support was needed, the
Self Determination Theory adapted by Cook and Artino (2016) seen in figure 2 was chosen to map the
different strategies that dietitians implemented and to answer the third sub question.
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Figure 2. The Self Determination Theory made by Cook and Artino (2016) adapted from Ryan and Deci’s theory
(2000).

The Self Determination theory is a theory that does not look into the amount of motivation for a
certain behaviour, but the type of motivation that ranges from no motivation at all, to controlled
motivation and autonomous motivation (Patrick & Williams, 2012). The distinction Ryan and Deci (2000)
make in the theory is that they look into the quality of the motivation, not the quantity, where motivation
could be seen as energy for a certain behaviour. Thus, the theory focusses on the degree in which a
person is externally or self-motivated. Autonomous motivation describes the sense of interest, a full
sense of willingness and choice you have in an activity. In contrast, controlled motivation refers to doing
something in order to get a reward or avoid punishment. It means that you do something because you
feel pressured or obliged to do something, which leads to internal tension or anxiety. On the other hand,
when people are more autonomously motivated, their performance, wellness and engagement are
greater than when they are controlled in their motivation (Ryan & Deci, 2000). Amotivation is when the
person has no motivation at all for a certain type of behaviour. Intrinsic motivation describes the
autonomous motivation. Extrinsic motivation is when the person is controlled in their motivation,
however Ryan and Deci (2000) found that people can actually internalise extrinsic motivation in such a
way that they value what is requested of them and identify with it and integrate it as if it is a part of
themselves. When they integrate what is extrinsically requested of them with their set own of values and
identity, they will become autonomously motivated for that behaviour.
The internalisation and integration of a certain motivation could either be encouraged or constrained by
the satisfaction of the three basic human psychological needs; relatedness, competence and autonomy.
Relatedness is the need to feel cared for and understood by others, and to feel you belong in various
groups that are important to you. Competence is the need to feel capable and effective in what you are
doing. Autonomy is the need to be in control of your own decisions and actions, that are self-endorsed
(Patrick & Williams, 2012). When these three basic psychological human needs are met, people are more
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likely to become autonomously motivated (Patrick & Williams, 2012). These conditions could give the
person the energy that is needed to maintain their changes in behaviour long term (Ryan et al., 2008; Silva
et al., 2011). Ryan and Deci (2000) find that if these three basic psychological needs are satisfied, it leads
to optimal wellness and optimal performance. The implications for health care practice, is not about
questioning how you could motivate an individual for a certain behaviour, but to create the conditions
that are needed so that the person could motivate herself. For example, when a dietitian supports these
three psychological needs of the pregnant women during a discussion about changing their diet, the
pregnant woman is likely to feel more autonomously self-regulated around the recommended dietary
changes, which are likely to lead to long term behaviour change (Patrick & Williams, 2012). The key
components of these supportive needs techniques described by Silva, Marques & Teixeira (2014) and
Patrick & Williams (2012) are briefly summarized below:
Autonomy supportive behaviours include:
- Understanding their perspectives, feelings and internal frame of reference.
- Showing the relevance of changing their diets by giving clear and meaningful arguments for the
nutrition advice that is given.
- Providing different choices and allowing the clients to engage in the decision making process.
- Encouraging clients to follow their own interest and self-initiate
- Not forcing the behaviour on the client, and not making them feel shame or guilt around their
food choices.
Competence supportive behaviours involve:
- Making the expectations clear by setting realistic goals together and discussing what positive
outcomes to expect from the changes in diet.
- Being positive that clients can succeed.
- Reframing past failures as short successes.
- Providing clear and relevant feedback in a non-judgemental way.
- Identifying barriers
- Providing skills and problem solving
- Developing a plan that is according to the clients skills and experience.
Relatedness supportive behaviours include
-

Showing empathy, by trying to see the situation from their clients perspective.
Being affectionate and genuinely appreciate and concern for the person.
Listening to client’s concerns, and providing a warm and interpersonal environment.

4. Methods
4.2 Study Design
This thesis was conducted within the project ‘Power 4 Gezond zwanger’ with the overall goal to
improve dietary intake in low SES pregnant women. The goal of the power for a healthy pregnancy project
was to find out where and how improvement could be gained to enhance eating habits of low SES
pregnant women. This project was conducted in collaboration with the ‘Koninklijke Nederlandse
Organisatie van Verloskundigen’ (KNOV), ‘Het Voedingscentrum’ and the ‘Nederlandse Vereniging van
Diëtisten’ (NVD). Within the project, midwives and low SES pregnant women were interviewed to find
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where improvement could be gained to enhance dietary habits of low SES pregnant women. As dietitians
had not yet been interviewed within this project, the aim of this thesis was to understand the role and
opportunity that dietitians had to support low SES pregnant women in healthy eating. Because the goal of
this thesis was to gain insights in the perceptions and experiences of the dietitians, this study had a
qualitative design as it is considered as a gold standard for understanding the experiences of an individual
(Wadams, & Park, 2018). The qualitative design allowed the researcher to explore the perceptions and
experiences of the dietitians, to describe the barriers and resources they found in low SES pregnant
women, and to clarify the different strategies they used to support low SES pregnant women in healthy
eating. For the interviews, a semi structured interview guide was chosen to cover all the research
questions. This allowed flexibility to explore the different perceptions, experiences and important issues
according to the dietitians instead of getting standard responses (Mascha & Boucher, 2006). The semi
structured interview guide allowed the researcher to ask in depth questions and deviate from the guide
when more questions were needed (Cohen & Crabtree, 2006). This gave more flexibility in the
conversation and gave an in depth understanding and new insights of the perceptions and experiences of
the dietitians (Low, 2013).

4.1 Procedure and Participants
Within the project ‘Power 4 Gezond Zwanger’, surveys have been taken with dietitians, in which multiple
dietitians have indicated they would be interested in participating in an interview. The participants from
this survey have agreed to being contacted for a follow-up interview. These dietitians have been
approached for an interview. Furthermore, three dietitians that attended the focus group for the project
on the 16th of October in Utrecht have agreed to be contacted for a follow-up interview as well.
Purposive sampling was used as the researcher selected dietitians for recruitment if they reached the
criteria of the researcher to participate in the study (Etikan, Musa, & Alkassim, 2016). For example,
dietitians were intentionally chosen based on the location of work in order that dietitians from all
provinces could be interviewed. Furthermore, the researcher recruited participants with the use of a flyer
of the research seen in Appendix II. To widen the span of recruitment, the researcher also placed an
advertisement for the research on the Facebook page for Dutch dietitians. For the purpose of this
research, dietitians have been recruited for interviews when they were working, or had worked with low
socioeconomic pregnant women. The aim was to interview 10 to 15 dietitians for this research, as
research has shown that saturation of data occurred within the first twelve interviews (Guest, Bunce, &
Johnson, 2006). Eventually, 13 dietitians have been recruited for participation in the interviews.
This study was approved by the Social Sciences Ethics Committee (SEC) of the Wageningen
University. Therefore, this study complied with the Dutch Code of Conduct for Scientific Practice and took
ethical considerations into account. With the use of the informed consent, the confidentiality and
anonymity of the participants was assured. All dietitians received an informed consent with an
explanation about the purpose of the study and have been asked to participate in an interview after they
have given a written consent, which can be seen in Appendix I. After the approval of the Social Science
Ethics Committee, the interviews were conducted between March and May 2020. Due to the intelligent
lockdown, ten interviews were conducted through telephone, and three interviews were conducted with
the use of Skype and Zoom. The interviews were all conducted in Dutch and lasted on average 75
minutes. All interviews were annotated, tape-recorded, and transcribed. After the interviews, each
participant received a gift voucher of 20 euros as a small incentive for participating in the study.
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4.3 Data collection
Due the intelligent lockdown in the Netherlands, all interviews were conducted through
telephone and skype. An interview through telephone could make the communication less personal and
more anonymous (Vogl, 2013). Therefore, the researcher used the first 5 to 10 minutes of the interview to
get to know the Dietitian. Furthermore, the researcher tried to create a positive and trusted atmosphere
and listened carefully to put the dietitians at ease. This allowed the dietitians to talk openly and freely
about their perceptions and experiences during the interviews (Chenail, 2009).
As the knowledge gaps of this thesis were the lack of knowledge on the perceptions of dietitians
on healthy eating, the barriers and resources they identify in low SES pregnant women, and the strategies
they implement to support low SES pregnant women in healthy eating, the interview guide was divided in
these three parts. These three knowledge gaps were translated in the three sub questions of this thesis
and were divided in three parts of the interview guide: the perception on healthy eating during
pregnancy, the different barriers and resources that dietitians identify in low SES pregnant women, and
the different strategies that dietitians implement to support low SES pregnant women with healthy
eating. For the first sub question, no theory was used as the aim was to explore different perceptions of
the dietitians. For the second research question, the ecological model was used to map the barriers and
resources that the dietitians identified. For the third part of this interview guide, the Self-determination
theory was used to map strategies that dietitians implemented. However, the theoretic models were not
guiding for the interview questions as the researcher intended to be as open as possible. To explore
different strategies that the dietitians implemented, three cases were used. Based on literature of Fowles
& Fowles (2008) and Macleod and colleagues (2013) , questions if the dietitian involved the partner or
relatives and if BMI was discussed were added. With the use of open ended questions that started with
who, where, when, why and how, the researcher explored different perspectives and experiences of the
dietitians (Chenail, 2009).
For the first part of the interview to explore the perceptions of dietitians on healthy eating during
pregnancy, the researcher held a brainstorm at the beginning of the interview. The dietitians were asked
by the researcher to name everything that came to mind with the text ‘Eating during pregnancy’. The
researcher wrote everything down on a blank paper with the text ‘nutrition during pregnancy’. This
brainstorm provided space and time for the dietitians to think of everything that was important them.
After the dietitians were finished, for everything that was written down they were asked why this was
important to them, what they meant with it and if they could give an example. For the second part of the
interview, the dietitians were asked questions about the barriers (What are barriers that make healthy
eating difficult for low SES women?) and resources (What are factors that contribute to healthy eating in
low SES women?) they identify in low socioeconomic pregnant women. For the last part of the interview,
the researcher explained 3 different client cases to the dietitian to explore different strategies that the
dietitians implemented to support low socioeconomic pregnant women. The dietitians were asked what
their approach would be to support the client at each different case (What would you start with? What do
you experience as difficult in this consult? Could you give an example?). The full interview guide used for
this research can be seen in Appendix III.

4.4 Data analysis
All interviews will be transcribed verbatim and analysed using thematic analysis inductively rather
than driven by theoretical assumptions. This method is chosen because the research has an explorative
nature, and the method will identify, analyse and report patterns and themes within the data in relation
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to the research question (Braun & Clarke, 2006). The first step is to become familiar with the data.
Therefore, the text from all interviews was transcribed verbatim and read. After that, the recordings were
listened to once more to check the transcripts. During this first phase, initial ideas and potential codes for
analysis were written down on notes. After transcribing and reading, the second phase was to code the
initial codes (Braun & Clarke, 2006) in ALTAS.ti, which is a program to support the process of qualitative
data analysis in a systematic and transparent way (Friese, 2019). Codes were pieces of data that were
relevant for answering the research question. A mind map was used to structure the initial codes
manually in the third phase of analysis. The codes were inductively obtained from the interviews. The
researcher investigated potential themes in relation to the research question in the fourth phase. Themes
were patterns with meaning that were found in the data relevant to answer the research question (Braun
& Clarke, 2006). The Ecological Model and The Self Determination theory were used for the second and
third sub question to structure and explain the codes and themes that were found. Any codes and themes
that did not seem to fit in the theories but seemed to be important, were given a new name. After
reviewing, the themes were defined in the fifth phase. The barriers and resources that were found for the
Ecological Model were categorised in the intrapersonal layer if it involved the individual. Barriers and
resources were categorised in the interpersonal layer when it involved both the low socioeconomic
pregnant women and their social relationships and environment. In the sixth phase the quotes were
produced and translated in English. The quotes were used to illustrate the findings of this study presented
in the paragraph of the results. The coding scheme in table 1 below illustrates how the researcher
developed codes and themes based on the data.
Quote

Code

Theme

“You have to take into account the dangers of possible infection. Or harmful substances
like, for example, a well-known one like alcohol. Possible infection risks would be more
like raw products, so raw fish, meat and eggs."

Products

Traditional

better not to

food risks

be consumed

approach

“Nutrition is a part of it but it is also, it’s way more than just what you eat and how you
exercise. Sleep and relaxation and stress for example, I also find really important to pay
attention to for a pregnant woman.”

Perception

Holistic

dietitian

approach

“And I certainly think that eating healthier together is way easier compared to women
eating alone. Instead of: you are pregnant, and that he just sits on the couch and does
his own thing. In that sense, I do believe that women experience a lot of support if their
partner participates. So I think in that sense it is certainly necessary to involve him”.

Partner

Social support

“And then I look like hey why did it not succeed? Uh, and then I try them to, to look at
how someone could make sure that it does succeed? And uh, well therein just, yes to
motivate them again to continue”

Evaluation

Competency

approach

support

“Then I would ask someone like, yes what do you want to change? What, why are you

Request for

Autonomy

here? What did you come here for? What could I help you with?”

help approach

support

healthy eating

Table 1. Coding scheme

4.5 Ethical Considerations
As personal and confidential information was discussed, the dietitians all signed the informed consent
that can be seen in Appendix I. The informed consent is an ethical concept that is bound by law and is
used daily at every health care institution (Cocanour, 2017). This informed consent stated that the
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participants knew what the research was about, that they could always stop with the interview without a
reason, that their information will be handled confidentially, that the research would be recorded and
that their information would be deleted after the project was finished. Furthermore, the data was
processed anonymously with the use of the program ATLAS.ti, and the participants received a pseudonym
while analysing the data. The recorded audio was saved on a private laptop and was only accessible for
the researchers of the project. The contact information of the participants was only be used to
communicate about the research and the planning of an interview. When the research was finished, this
contact information of participants was deleted.

5. Results
In this paragraph, the results of the research will answer the main research question: How can dietitians
support low SES pregnant women in healthy eating? The results will be divided into three sub-questions
that are answered separately to answer the main research question.
Generally speaking, the dietitians were enthusiastic and talked openly and gave many personal insights
and experiences of their work. Due to the coronavirus, the dietitians had more time and space to talk and
were happy to tell their stories and experiences they had in their practice. The dietitians were passionate
about their field and work and gave examples of what makes them so passionate about their work. Even
though the interviews were conducted through telephone and skype, the dietitians were very elaborate
and open in their answers. The thirteen participating dietitians worked in the following health care
settings: the hospital, their own practice, at a midwives practice, and at a dietitians practice. The places
where these dietitians worked were mostly situated in areas with a high prevalence of low socioeconomic
residents. The demographics of the dietitians are shown in table 2 below.

Dietitians

Age

Education

Work
experience

Location of
Work

Specialization

Children

Interview

Dietitian 1

40

Social degree
Communicati
on, one year
of
Psychology
and Nutrition
and Dietetics

3.5 years

Amstelveen
& Uithoorn

Healthy
nutrition with a
child wish, the
first 1000 days

3

Phone

Dietitian 2

37

Nutrition and
Dietetics

13 years

Carinpool
Voedingsbure
au,

Pregnancy

1

Phone

Pregnancy

0

Skype

Groningen
Dietitian 3

30

Nutrition and
Dietetics,

5 years

Own practice,
Dordrecht

Studying
HBO master
Innovation in
healthcare
and

16

wellbeing
Dietitian 4

Dietitian 5

Dietitian 6

30

35

29

Bachelor
Nutrition and
health at the
Wageningen
University,
Nutrition and
Dietetics

3.5 years

Nutrition and
dietetics

12 years

Nutrition and
Dietetics

9 years

Lifestyle
program,
Amsterdam

Lifestyle coach
and Dietitian

0

Phone

Own practice
Leenburg,

3

Phone

Heerenveen

Focus on
pregnancy,
children and
allergies

Radboud
UMC

Gestational
Diabetes

Pregnant

Phone

(focus
group)

(16 wk)

Dietitian 7

53

Nutrition and
Dietetics,
Education

25 years

Hospital
Utrecht

Gestational
Diabetes

3

Phone

Dietitian 8

24

Nutrition and
Dietetics

2 years

First-line
practice,
Husse and
Westervoort

Nutrition
behavior

0

Skype
(focus
group)

Dietitian 9

59

Nutrition and
Dietetics

30 years

Own practice,
Venray

Child nutrition
and Pregnancy

2

Phone

Dietitian
10

27

Nutrition and
Dietetics

3 years

Coevorden

Malnutrition,
high pregnancy
BMI and
Gestational
Diabetes

2

Phone

Dietitian
11

40

Nutrition and
Dietetics

18 years

Own practice,
Den Bosch

Pregnancy,
Gestational
Diabetes and
Child nutrition

0

Skype

Dietitian
12

28

Nutrition and
Dietetics

6 years

Schiedam

Child nutrition

0

Phone

Dietitian
13

23

Nutrition and
Dietetics

0.5 years

Hoorn

Gestational
Diabetes and
high pregnancy
BMI

0

Phone

(focus
group)

Table 2. Demographics of the dietitians
In this paragraph, the results are divided into three parts. First, the perceptions of the dietitians on
healthy eating will be shown. The second paragraph will present the barriers and resources to consume a
healthy diet that dietitians identify in low socioeconomic pregnant women. The last paragraph will
present the different strategies that dietitians implement to support low socioeconomic pregnant women
to consume a healthy diet.
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5.1 Perceptions of dietitians on a healthy diet during pregnancy
From the 13 dietitians that have been interviewed, five main different perspectives on healthy eating
during pregnancy were found. These perspectives range from a traditional perspective focussed on
avoiding certain foods that are harmful during pregnancy, to a focus on what you are able to eat, to a
wholesome diet, healthy weight gain and a focus on a healthy lifestyle that is much broader than healthy
eating alone.
Traditionally speaking, the focus on healthy eating during pregnancy was mainly on risks, the foods and
products you should avoid that could be harmful to the baby. This is the first perspective that has been
found in the dietitians as well. According to the dietitians, the products that pregnant women should not
consume are alcohol, not more than one cup of coffee, raw products such as raw meat, fish and cheese
that is produced with raw milk, products that contain too much vitamin A, and no overconsumption of
fast sugars. The following quote of a dietitian illustrates the products that should not be consumed during
pregnancy.
“You have to take into account the dangers of possible infection. Or harmful substances like, for example,
a well-known one like alcohol. Possible infection risks would be more like raw products, so raw fish, meat
and eggs.” -Dietitian 10
A second perspective that has been found in dietitians on healthy eating is more focussed on all the
products that you can eat during pregnancy, instead of all the products that you should avoid. All
dietitians mentioned the nutrition guidelines, the 'schijf van vijf' to illustrate their perception of a healthy
diet for pregnant women. The perception of a healthy diet according to dietitians included eating
sufficient vegetables, fruits, nuts and seeds, whole grain products, fibre, dairy, meat, fish twice a week,
sufficient liquids, folium acid, and vitamin d supplementation. In the following quote, it can be seen that
the schijf van vijf is important to the dietitian on what healthy eating during pregnancy means.
“Well that’s really what I usually follow, the schijf van vijf. And well, that’s the amounts I usually stick to,
enough bread, enough fresh fruit, enough vegetables et cetera. And I usually just use the standard list. And
well, check that way if you, like that you get enough of everything. Add to that a supplement of folic acid
and vitamin D.”-Dietitian 5
On top of a healthy diet according to the schijf van vijf, all dietitians mentioned vitamin D and folium acid
to be important additional supplementation during pregnancy. However, vitamins should never be taken
as a replacement for eating a healthy diet, it should always be complementary to a healthy diet. To the
surprise of the dietitians, the supplements folium acid and vitamin D were not always taken by the low
socioeconomic pregnant women, even though it is scientifically proven to have many health benefits for
the health of their baby. Furthermore, the importance of folium acid and vitamin D are not well known
and often forgotten in low SES pregnant women according to the dietitians. In the following quote, a
dietitian emphasizes the importance of supplementation during pregnancy and expresses her idea why
not all pregnant women take these supplements.
“Supplements. Well, because for example I see pregnant women coming into my practice who don’t use
supplements at all. And that makes me think, they don’t seem to find it that important either. And when I
try and explain why, they still don’t seem to feel it’s that important. In those moments I think ‘Well, these
are prescribed things, why aren’t we just doing this?’ Like, it shouldn’t be that hard to just buy a pill and
take it, if it guarantees a healthier child development. So yeah, I think it’s important. There is plenty of
research to make me think like, why aren’t we all just doing this? And I think it’s somewhat strange that,
apparently, some people don’t know this and also don’t know when they should take them.”-Dietitian 8
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However, 5 dietitians had some critique on the ‘schijf van vijf’, as there was no differentiation between
height, weight and activity level per person in the ‘schijf van vijf’. That is why the third perspective that is
found in six dietitians is the approach that the diet of the pregnant women is wholesome. The importance
of a wholesome diet is to provide the mom and baby with the nutrients that they need for a healthy
pregnancy, to have stable energy and blood sugar, and to have normal weight gain during pregnancy.
Wholesome food means to have the right balance between carbs, protein and fats in every meal. In the
following quote, the importance of a wholesome diet is illustrated.
“Yes, with pregnant women of course wholesome nutrition is an important goal, a normal weight gain
during pregnancy. And for a patient with diabetes of course a normal glucose regulation.” - Dietitian 6
The fourth perspective on healthy eating during pregnancy is about appropriate weight gain. Weight gain
was an important topic that all the dietitians addressed. The reason weight gain was important to the
dietitians is that either too little or too much weight gain during pregnancy is harmful to the mom and the
baby. Also, weight loss after the birth of the baby could be difficult. Another reason why women should
not gain too much weight during pregnancy was that they need to stay fit for the labour itself, and the
recovery. In the following quote, the dietitian expresses that pregnant women are gaining too much
weight, and why it is important to stay fit.
“People are of course gaining to much weight. You need to stay fit, for the labour itself, for the recovery."
– Dietitian 3
Thus it was important to the dietitians that pregnant women do not gain too much weight. On the other
hand, pregnant women definitely should not be stable in their weight or lose weight during pregnancy, as
this causes harm for the baby and the mom because they are not likely to get sufficient nutrients and
energy for healthy development. However, not all dietitians aligned on how much weight the pregnant
women need to gain specifically, as some had the opinion that weight gain is different for everyone
depending on what your body needs. To have a normal weight gain during pregnancy, it is important not
to eat too much, but also not too little. 6 dietitians mentioned the notion that it is not necessary to 'eat
for two' during pregnancy, as this is a misconception that is still alive amongst some low socioeconomic
pregnant women. In the following quotes, the dietitians described that they saw that pregnant women
eat too much, and they justified that with the notion to eat for two.
“And also that extra eating, some people still think that you really need to eat a lót extra. And then find it
strange they’re gaining a lot of weight. But yes you actually need, especially in the first trimester, really
only just, maybe an apple extra so to speak, but that’s about it. So, then you really do not need to go stuff
yourself, because I have had those people too. So I find that something important to pay some extra
attention to.”- Dietitian 8
“But also, really like that they had a much bigger appetite and this caused them to automatically eat for
two and they figured this must be a normal thing; When you’re pregnant, you always eat for two. So you
can eat double as much as you normally would.” - Dietitian 12
The last perspective that has been found on healthy eating is much broader than nutrition itself. This fifth
perspective that 6 dietitians described on healthy eating is about a healthy balance, enough rest,
relaxation, and sleep, and not too much stress, good social relationships, and exercise. That nutrition is
only a part of this balance, can be seen in the following quote.
“Nutrition is a part of it but it is also, it’s way more than just what you eat and how you exercise. Sleep and
relaxation and stress for example, I also find really important to pay attention to for a pregnant woman.” Dietitian 2
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Some dietitians mentioned that their perspective on healthy eating was more holistic, meaning they
looked at all aspects of someone's life, both body and mind. This meant that a healthy and happy lifestyle
during pregnancy was important to the dietitians. Also, the way that pregnant women eat and that the
pregnant women enjoyed their food was important to four dietitians. In the following quote, the dietitian
described the importance of eating tasty food and eating structurally during pregnancy.
“Well, I think it’s mostly a bit about structure, but also tasty food. Actually I don’t think it’s any different
for any other Dutchman or any other person, that it’s important to pay attention to this.” – Dietitian 4
Also, it was important to four dietitians that pregnant women do not experience too much stress. Even
though there are products that are better to not be consumed by pregnant women, it was important to
these dietitians that pregnant women do not get anxious or too strict about foods that they should not
eat, as the stress that this provokes is more harmful to their health than actually eating a certain type of
food that is not recommended to eat during pregnancy. In the following quotes, the dietitians describe
the importance to be happy and to feel good about yourself, and to not have too much stress during
pregnancy.
“And well, sometimes this focus is with the food and something I always do either way is focus on joy in
my treatments. On quality of life. I think ‘health’ is not just healthy eating, healthy eating is also feeling
good in your own skin and not worrying about ‘Oh no, I ate something I shouldn’t’. Sometimes it’s so,
almost spastic, they are so worried about ‘I háve to be healthy and do things right’ that I really just want
to take the worries away. And that’s very important, too.”-Dietitian 3
“So that a pregnant woman feels happy and free from stress when starting the nine months. Or, can finish
it that way. Without stress, tension or sadness, because I think there is a lot of that in pregnant women.
And they have nowhere to go. This also affects the baby, their health, when they are born." - Dietitian 2
It can be concluded that a healthy diet with a focus on the ‘schijf van vijf’ is important according to the
dietitians. Nutritious food is important for healthy development of the low socioeconomic pregnant
women and the baby. However, not all low socioeconomic pregnant women consume a healthy diet and
meet the nutrition guidelines. This is because certain barriers keep them from eating healthy, or they lack
certain resources to consume a healthy diet. These main barriers and resources are classified into the
interpersonal and intrapersonal layers of the ecological model for health.

5.2 The ecological model: the barriers and resources that dietitians identify in
low socioeconomic pregnant women to consume a healthy diet
From the interviews, the main barriers that dietitians identified in low socioeconomic pregnant women
were a lack of knowledge, low self-worth, nausea, emotional eating, finances, the family, social pressure,
the culture and the language. The main resources that the dietitians identified in low socioeconomic
pregnant women were the motivation for the baby and social support. These main barriers and resources
were found in the interpersonal and intrapersonal layers of the ecological model. No major barriers or
resources were identified by the dietitians in the community and macro level. After each identified
barrier, the specific solutions that have been found for that barrier by the dietitians are presented. These
solutions for the specific barrier are distinct from the identified resources, the resources are presented
under the heading resources. A summary of the barriers and resources can be seen in table 3 below.
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Interpersonal

Barriers

Resources

Knowledge

Motivation for the baby

Nausea
Emotional eating
Self-worth
Intrapersonal

Finances

Social support

The family
Social pressure
The culture
The language
Table 3. The barriers and resources that dietitians identify in low socioeconomic pregnant women

5.2.1 Interpersonal barriers
The main barriers that the dietitians identified in the interpersonal layer were lack of knowledge, nausea,
emotional eating, and a feeling of low self-worth. A lack of knowledge was mentioned by all dietitians as
an important barrier for low socioeconomic pregnant women to eat healthily. They expressed that many
low socioeconomic pregnant women think they already eat healthily, or they do not see the need to eat
healthily. Some dietitians found that not knowing the importance of nutrition could be an explanation
why some low socioeconomic pregnant women will not consume a healthy diet. The dietitians illustrated
in the following quote how a lack of knowledge could lead to unhealthy eating.
“I think often they perceive something is healthy, when it isn’t. So they think they know, but then.. Juice,
‘So I’m doing well’. They think they know what to do but in reality, they don’t.” – Dietitian 13
“Sometimes it comes down to a lack of knowledge. That alone might be a reason why they don’t always
eat healthy food. If they don’t know what healthy is, to begin with. If you’ve learned that a bowl of crisps
every day is healthy or at least, can’t hurt, well, why wouldn’t you do this? So, lack of knowledge”. –
Dietitian 5
Besides the lack of knowledge, according to some dietitians, low socioeconomic pregnant women also do
not know where to find good nutrition information or who they should believe. The forums on Facebook
and social media, or their friends and family are considered as a good source of information. This is a
problem since most of these forums and relatives do not have adequate knowledge of nutrition and
misinformation on nutrition is spread easily. How pregnant women from high and low socioeconomic
status gather nutrition information differently can be seen in the following quote.
“Look, highly educated women think ‘I’m pregnant, so I want to know all there is to know’ and they know
which sources to use and where to find this information. People from a lower economic class don’t know
what sources to use and will for example try to find information on online forums or get advice from this or
that person on how to do things. So I think this is a big difference.” – Dietitian 10
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A solution to lack of knowledge that five dietitians gave is that they always recommend looking at the
'Voedingscentrum' for nutrition information, as it is the most reliable source of nutrition information.
Also, 4 dietitians were enthusiastic about the book ‘I am a Foodie’, which made good nutrition
information for pregnant women easy and fun to read. The app Zwangerhap was also mentioned by 4
dietitians as a simple tool to read good nutrition information. One dietitian mentioned the advice that if
nutrition information is too good to be true, it is probably not true.
Another important barrier that was mentioned by seven dietitians is nausea. Strong smells, flavors, and an
empty stomach could all increase this feeling of nausea and cause a problem for eating healthily. The
dietitians found that pregnant women who experienced nausea could have difficulties with eating and
drinking sufficiently. Nausea could cause an aversion towards eating and this could lead to undernutrition
and worries as is illustrated in the following quote.
“Yes, I’ve also had a few women who, for example due to nausea and especially in the beginning, barely
ate. Or that they started to live off of dry crackers, and an occasional sandwich but they were barely able
to eat anything. So they would worry about not getting enough food in.”– Dietitian 12
A dietitian mentioned that eating the foods that you are craving at that moment could reduce nausea,
however, the diet of the pregnant women would become very monotonous. That is why the dietitians had
other solutions to nausea. The most important solution to nausea was to eat small portions regularly. As
most pregnant women experience nausea mainly in the morning, a solution that could help with healthy
eating during nausea can be seen in the following quote.
"If it is nausea in the morning because you notice very often that it is in the morning with most women.
Then it is important to not get up directly. But just first calmly stay laying down, and to eat something
lying down. So that your stomach is filled. Uh, and indeed to try to keep your stomach filled the whole day.
Because you are more nauseous on an empty stomach than on a full stomach. So yes, that is a bit of
advice. And especially drinking sufficiently helps with that"-Dietitian 10
The third barrier in the interpersonal layer that was important to seven dietitians was emotional eating. A
reason why some low socioeconomic pregnant women eat unhealthily is that they use unhealthy food to
cope with difficult emotions. Foods that are consumed to cope with emotions are often not healthy, but
comfort foods such as sweets, pizza, and crisps. Examples of these difficult emotions are tiredness,
boredom, stress, and trauma, which the dietitians observed in low socioeconomic pregnant women. The
trauma that some dietitians observed in low socioeconomic pregnant women was due to abuse. One
dietitian mentioned that pregnant women from a high socioeconomic status could experience stress for
example from a demanding job, and low socioeconomic pregnant women could experience stress from
finances which could lead them both to not having a focus for healthy nutrition. However it is important
to make the distinction between pregnant women from a high and low socioeconomic status, as some
dietitians observed that low socioeconomic pregnant women were more likely to experience stress from
being isolated, being alone, being unsure, not having enough finances or being in an unsafe environment.
Not having a safe environment could mean having an abusive partner and this occurred more often in low
socioeconomic pregnant women according to some dietitians. There are even special baby houses for
pregnant women from a low socioeconomic status if their environment was so dangerous or difficult that
they could not stay in that environment. How some pregnant women could cope with difficult emotions
by eating unhealthy is illustrated by the dietitians in the following quotes.
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“Yes, sometimes it seems to be a coping strategy, a way of dealing with things. One might eat nothing,
others might stuff themselves. Yet another might resort to self-harm, or shop excessively. I mean, it could
be expressed in many ways and sometimes you will see it expressed in certain eating-habits.”- Dietitian 3
“How this happens? Well, I can’t really, I haven’t done any scientific research into how this works but
what often happens is that people.. Feelings they can’t quite verbalize, they translate them into a way of
suppressing them. This can be through food, smoking, gambling or alcohol. Just all kinds of behaviours to
not feel these uncomfortable feelings for a bit. And to suppress them, these negative feelings. But this all
has to do with addiction, and that's what you see with certain food- or eating habits, it's very often food
and people might not be addicted per sé, but they aren’t in contact with their own feelings."– Dietitian 7.
One dietitian explained that the feeling you got from eating could feel like solving your difficult feelings in
the moment, however it did not in the long term. What helped according to the dietitians was to be in
tune with your body and feelings, and to know what you actually need at that moment instead of food.
Some dietitians expressed that it could help to be mindful and reflect on why you eat when you are not
hungry.
The last main barrier that was identified by six dietitians for healthy eating in women is a feeling of low
self-worth. The dietitians found that women who did not believe that they were worthy were not likely to
take care of themselves and prioritize time for themselves and healthy nutrition. A dietitian found that
even though these women would do everything for everyone else, they would not take care of
themselves and not take the time and space they need to eat healthily. How many women please others
but do not take care of themselves is illustrated by the dietitian in the following quote.
“Yeah, what I regularly hear from clients is that they often put the needs of others before their own, they
want to please and diminish their own needs. They have a hard time saying no. And I think that it may be a
bit how society works, and how women work."- Dietitian 3
A solution that some dietitians gave to this feeling of low self-worth is that women should cultivate a
feeling of self-worth. A dietitian expressed that the pregnant women should allow themselves the time
and space that they need to take care of themselves, and they should not feel guilty about that.

5.2.2 Interpersonal resources
The main resource identified by ten dietitians in the interpersonal layer was the motivation to eat healthy
for the baby. The dietitians found that most pregnant women that they saw were really motivated to
learn about nutrition and motivated to eat healthy during pregnancy, as can be seen in the following
quote.
“Yes pregnant women are generally réally motivated because they just want the best for the baby then. So
they are often really prepared to try to change things". –Dietitian 12
However, some dietitians observed that the motiviation to eat healthy for the baby could become
obsessive when pregnant women were too driven to be healthy and restrict themselves on foods that
were actually healthy. This high motivation could become unhealthy in some pregnant women as it
caused them to avoid certain healthy foods that they could consume, or to overconsume high sugar foods
such as smoothies and fruit which they believed were healthy. In the following quotes, the absurdity of
avoiding healthy foods or overconsuming too much fruit caused by this high motivation can be seen.
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“Yes too much fruit, people will act really healthy and then they go eat a ridiculous amount of fruit”.Dietitian 7
“Yes, with the restrictions concerning raw meat and raw fish. And cheeses made with raw lactic acid, from
raw milk. These restrictions, people will go very far to manage them. And in my opinion, in a much more
extreme way than strictly necessary. They for example won’t even eat brie or gorgonzola anymore, while
those are factory-made and therefore very safe. Out of ignorance, they’ll want to do things as safely as
possible and that safely I find, frankly, absurd.”- Dietitian 7

5.2.3 Intrapersonal barriers
The most important barrier in the intrapersonal layer that was mentioned by nine dietitians was
financing. The dietitians found that if low socioeconomic women did not have a lot of money to buy
nutritious food, this would make them more likely to buy cheaper and less nutritious alternatives such as
fast foods and crisps. Especially when the low income of low SES pregnant women forced them to adhere
to the Food Bank, this could be a barrier to healthy eating. Because the food bank often offers unhealthy
products in their packages, this could be a barrier for healthy eating in some low socioeconomic pregnant
women as is explained by the dietitian in the following quote.
"And so they have the possibility to go by the food bank once a week to pick something up. Unfortunately,
of course it’s good they can get sómething there, but unfortunately there are a shocking amount of
unhealthy products in there. So.. It doesn’t do much good in terms of their health.”- Dietitian 9
However, five dietitians specifically mentioned that they do not believe finances necessarily had to be a
barrier to eat healthily. These dietitians did not believe that healthy food had to be more expensive than
unhealthy food, and that healthy food had a stigma of being expensive. These dietitians mentioned that
buying food at a discount, with the season, at the market, products from the freezer, eating more
legumes, or cooking extra could all be ways of saving money. However, one dietitian felt that some low
socioeconomic pregnant women used the idea that healthy food is expensive as an excuse not to eat
healthily. In the following quotes, the doubt of the dietitians can be seen if healthy food is really more
expensive, or that some people just do not prioritize to buy healthy food.
“Some people really, really, really can’t afford it. But there are also just a lot of people who apparently
don’t think it's worth it. Because sometimes people will also tell me: ‘well I think it‘s kind of expensive’, but
then they do have a new watch and an expensive bag, and the latest iPhone, you know.”- Dietitian 3
“It is always said that healthy food is expensive, but I really wonder if that is truly the case because well, if
you just eat seasonal vegetables and fruits, it doesn’t really have to be more expensive I think, then you
can also buy a kilo of potatoes for €1.50, which is also the cost of a bag of crisps. So in my perception that
does not always have to be.. It is always really easily said like: 'yes vegetables and fruits are expensive. I
don’t have any evidence but I do think it isn’t always true.” –Dietitian 6
Another barrier that was important to the dietitians was that some pregnant women were used to eating
unhealthy because they grew up with that or have done so for a long time. How the family ate was thus
an important barrier for eating healthy. The dietitians found that if the pregnant women grew up in a
family where they did not eat healthy or they did not see the need to eat healthy, they were less likely to
eat more healthy themselves. This could be because they did not learn how to eat healthy from their
upbringing. The way that family could influence eating habits of low socioeconomic pregnant women is
explained by the dietitians in the following quotes.
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“Look, of course it’s also often to do with how you are raised. And the environment from which you come.
And that shapes people, just for a really big part already. And that doesn’t mean that it’s permanent for
the rest of his or her life. But I notice in practice that their background often does have a lot of influence”.
– Dietitian 9
“The fact that they actually won’t do it during their pregnancy either because they are just not used to it.
For example, because when they have a big family where everyone eats white bread, they’ll be much less
inclined to eat whole grain products themselves”. – Dietitian 12
Another factor that could be a barrier that six dietitians found important for healthy eating was the social
pressure in the environment of the low socioeconomic pregnant women. This included the partner or
children that did not want to eat healthily and the family or relatives that did not see the need to eat
healthily. The pressure of the social environment could be very high in low socioeconomic pregnant
women, and it could be difficult for them to speak up or stand up for themselves if their environment did
not eat healthy or did not see the need to eat healthy. In the following quotes, the influence and the
pressure that the social environment could have on healthy eating in low socioeconomic pregnant women
can be observed.
“Yeah, I think the social pressure plays a big part, also in these, look, they are often very tight-knit, not
everywhere, but often very tight-knit families. Or, us knows us, and they all sit with each other.[…….].
Because, I also think, often it’s also what the environment considers important. Or where the grandparents
or the parents of the pregnant woman have a lot of influence. [….…].Yes that could be one of the reasons,
but it could also be for example, ‘yes I do want that, but nobody in my environment considers it to be
important. Yes.. and then just fight against that.” -Dietitian 11
The dietitians found that pregnant women that experience social pressure from their environment could
learn to stand up for themselves and tell their social environment that they want to eat healthy. The
dietitians found that if this was too difficult, pregnant women that experienced pressure from their
environment could ask help from their partner, family or friends to stand up for them or support them
with their healthy eating if necessary.
Another barrier that was identified by the dietitians is the culture that the woman grew up in. Other
cultures might have different eating patterns than the Dutch. These different eating patterns are not
really incorporated in the Dutch nutrition guidelines of the ‘schijf van vijf’. The schijf van vijf is mainly
focussed on the Dutch eating pattern. That is why most different cultural eating patterns do not meet the
Dutch nutrition guidelines of the ‘schijf van vijf’. In the following quotes the dietitians illustrate that the
culture that the pregnant women grew up in could cause them to dislike dairy and wholegrain products
and not having regular meals.
“Well sometimes, it can also be cultural differences playing a part. If they for example really don’t want to
eat dairy or wholegrain products. They also might not succeed in changing this, even though they know
they really need it, but it still won’t work. Well, to change it.”-Dietitian 12
“You also notice that they kind of don’t eat breakfast, and they get up late. And only eat two meals a day,
where they eat very much. That is also just a really different eating pattern.”–Dietitian 13
Furthermore, six dietitians identified language as a barrier to communicate and understand information
about nutrition effectively. This language barrier was perceived by the dietitians to be both in
communicating nutrition information to some low socioeconomic pregnant women, and for the pregnant
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women to understand the nutrition information that was given. In the following quotes, the dietitians
illustrate their doubt if the nutrition information is really understood by some pregnant women, due to
the language barrier.
“And well, absolutely, at my practice in Schiedam the language barrier can be a real problem. Especially if I
can’t communicate well with the mother. So it’s definitely a matter of, I do always try to inquire
afterwards, if they’ve fully understood the advice. With everything really, if the message has properly
come across.”– Dietitian 12
“Yes, that’s sometimes also due to the language barrier. But sometimes it’s also, when I want to explain
something about wholegrain and they don’t exactly know what wholegrain ís. And if you then have to
explain that it says so on the label of the products, that’s difficult. They don’t understand. And this is
especially hard to explain over the phone, during the corona-crisis. When they physically come in for a
consult you can show them a picture or a label, of how this actually looks. But it’s hard, sometimes. Rice,
too.. Like, how we prefer brown- over white rice.. Yeah, I regularly feel that the information doesn’t quite
reach them”. - Dietitian 13
According to the dietitians, a solution to this language barrier was to make the nutrition information as
easy as possible. They expressed this could be achieved by using short phrases and words, and use
pictures and visual material to support the nutrition information. Also, some dietitians mentioned they
could hand out a flyer with nutrition information to the pregnant women so they could read the nutrition
information another time at their own pace.

5.2.4 Intrapersonal resources
Social support was an important resource for low socioeconomic pregnant women to eat healthy,
according to 8 dietitians. For example, the family could support pregnant woman by cooking healthy
meals for her, or the partner and children could join the pregnant woman in healthy eating and do it
together. Furthermore, the social environment could function as a social safety-net by supporting the
pregnant woman in her choices to eat healthy. In the following quotes, the way that the social
environment supports pregnant women in healthy eating can be seen.
“And yes the rest can be about how the family participates. But sometimes the family also still helps with
cooking or things, or then they take… Yes all kinds of healthy meals are brought in.”-Dietitian 12
“And I certainly think that eating healthier together is way easier compared to women eating alone.
Instead of: you are pregnant, and that he just sits on the couch and does his own thing. In that sense, I do
believe that women experience a lot of support if their partner participates. So I think in that sense it is
certainly necessary to involve him”. – Dietitian 7
It can be concluded that low socioeconomic pregnant women could have many different barriers and
resources to consume a healthy diet. The following strategies that dietitians implement to support low
socioeconomic women in healthy eating, are classified in three different parts of the Self determination
theory: autonomy, competency and relatedness supportive behavior.
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5.3 The different strategies that dietitians implement to support low
socioeconomic pregnant women in healthy eating
From the interviews, 7 main strategies have been identified that the dietitians implement to support
autonomy, competency and relatedness in the pregnant women. To support the autonomy in the
pregnant women, the main strategies that dietitians implemented were explaining the importance of
nutrition, motivational interviewing, and thinking together with the pregnant woman about possible
nutrition changes. The main strategies that dietitians implemented to support competency in pregnant
women were to get a complete picture of the pregnant woman’s lifestyle and dietary habits, taking small
steps and to evaluate the possible dietary changes made by the pregnant woman. The most important
strategy to support relatedness in the pregnant women was for the dietitians to be positive with the
pregnant woman. Table 4 below shows a summary of the main strategies that have been found in this
study.

Table 4. The main strategies that dietitians implement to support low socioeconomic pregnant women in
healthy eating.

5.3.1 Autonomy supportive behaviours
The first strategy that dietitians implemented to support the autonomy of the pregnant woman was to
give nutrition information about the topic that she wanted to know more about. Some dietitians
mentioned that especially women from a low socioeconomic class could lack sufficient nutrition
knowledge, awareness about the importance of healthy nutrition and an urgency to change their dietary
behaviour patterns. By explaining the importance of nutrition for the health of the low socioeconomic
pregnant woman and their baby, the dietitians attempted to enhance nutrition knowledge in the low
socioeconomic pregnant women. If this nutrition knowledge in the pregnant women would be increased,
this could support the pregnant women in their autonomy because they could internalise the nutrition
information and realise for themselves that changing dietary habits was important to them. This could
give the low socioeconomic pregnant women the opportunity to make the decision for themselves to
change dietary habits based on the nutrition knowledge possibly received by the dietitian. That
transferring knowledge about nutrition was important to the dietitian can be seen in the following quote.
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“But like, people often talk about calories right? And they increasingly talk about carbs, but the word
nutrients is missing. People are not aware of, or well not always aware of the importance of all those
different nutrients. And what they can mean for the mother and child. So to explain a bit more about this
is something I find very important. And well, to explain what a wholesome diet actually entails and that if
you’re hungry, you can eat whatever you want without too much stress, that this mind-set is preferred.
Like that. To inform them of this is important to me in a consultation”. - Dietitian 2
The second strategy that seven dietitians described to support autonomy in pregnant women was
motivational interviewing. This was a strategy to find out what the motivations of the pregnant women
were to change their nutrition behaviour. Motivational interviewing was important to support low
socioeconomic pregnant women because the dietitians mentioned they could be less motivated or more
ambivalent to change their dietary behaviour. By using motivational interviewing the dietitians attempted
to elicit the own motivations of the pregnant women to change dietary habits and enhancing intrinsic
motivation. Eliciting the own motivations of the pregnant women could enhance their autonomy as they
could realise for themselves why changing dietary habits was important to them. Next to that by using
motivational interviewing the dietitians attempted to reduce ambivalence in the motivations of the
pregnant women to change dietary habits. The dietitians attempted to reduce this ambivalence by
exploring what values and goals were important to the pregnant women, and what they wanted and did
not want to change. Some dietitians mentioned that especially low socioeconomic pregnant women could
find it difficult to stop eating fast food and crisps, while their partner continued doing so. By comparing
the pros of changing and the cons of not changing dietary behaviour, the dietitians attempted to reduce
the ambivalence of the low socioeconomic pregnant women to change dietary habits. Based on the
request for help of the pregnant woman, the dietitians could find out what the motivation of them was to
change and what they wanted to change. The dietitians indicated that it was important to them to only
discuss topics that the low socioeconomic pregnant women wanted to talk about and to ask the women
permission to give nutrition information. This was important because if the dietitians would not ask for
permission or gave information that the pregnant woman was not interested in, this could create
resistance in the pregnant woman and she might cease to come to the consultations. The dietitians
attempted to elicit the own motivation of the pregnant women and enhance their intrinsic motivation as
is illustrated in the following quotes.
“Yes, and to focus more on why do you really want it? And when you’re intrinsically motivated to do it, so
often people figure this out and go ‘hold on a minute, I really want this’. So then, it turns out it’s not so bad
at all, to work hard to achieve it.” -Dietitian 4
“Then I would ask someone like, yes what do you want to change? What, why are you here? What did you
come here for? What could I help you with?” - Dietitian 3
The last important strategy that eleven dietitians mentioned to support autonomy was to think together
with the pregnant woman about possible nutrition changes. The dietitians supported the pregnant
women by letting them come up with answers and strategies themselves to change their nutrition
behaviour. It was important to the dietitians that they did not impose or push any dietary changes upon
the pregnant women, and that they looked at possible nutrition changes together. The dietitians indicated
that if goals would be imposed or pushed, this could create resistance in the pregnant women. It was
important to seven dietitians that they supported the pregnant women to make their own choices in what
they wanted to change, as this could enhance their autonomy and the dietary changes were more likely to
be sustainable.
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“And then I always say that this largely determines the level of resistance, I think, also by how you assert
yourself as a dietitian. Imagine that you require something from someone, or demand, or expect, that
someone can’t live up to. And this is really important. I think, to regularly indicate that this expectation is
not your goal. The goal is to look at it with them. And when there are questions, yes, you can provide that
guidance. To be alongside them and follow them, literally.” - Dietitian 9
It is worth to mention that seven dietitians expressed that if the pregnant woman was not motivated to
change any dietary habits that their job as a dietitian ended to support the woman in healthy eating. The
dietitians would try to explain to the pregnant woman why nutrition is important, but if she did not see
the need to change then it was not the job of the dietitian to motivate them. This motivation should come
from the woman herself, and the job of the dietitian was to elicit her own motivation to change dietary
behaviour. The dietitians accepted that the pregnant women would not make any dietary changes and
would cease to support them in healthy eating if they did not have any motivation to change, as can be
seen in the following quote.
““Well, if they are not open to change, if they do not want to change despite you having explained that it
doesn’t have any nutritional value and what effect this can possibly have on her health or pregnancy or
weight, and if she then still… If she then still doesn’t find it important enough to change, then.. and she
holds on to her, so to speak ‘old’ behaviour.. Yes you could say that it’s difficult but you could also accept,
you know, if you have given all the information and the patient then deliberately chooses to, after having
weighed all the pros and cons, to still keep on doing it. Yes, you could say that it’s difficult, but sometimes
you have to also accept things, you can’t keep beating a dead horse, I always say.”–Dietitian 6

5.3.2 Competence supportive behaviours
One of the main strategies to support competency according to ten dietitian was to get a complete
picture of the pregnant women’s lifestyle and dietary pattern. In order to gain the most comprehensive
understanding of the pregnant woman’s lifestyle and dietary pattern the dietitians asked information
about their medical and dietary history, their activity level, their family situation, their sleep, their stool
pattern and what they did to relax. By gaining this complete picture of the pregnant women’s lifestyle and
dietary habits, the dietitians attempted to give nutrition advice that fitted best with the life and existing
nutrition habits of the pregnant women. This was important to the dietitians as they found that nutrition
advice that fitted with the habits of the pregnant woman best were more likely to be realistic and
achievable. The goal of giving achievable nutrition advice that fits best with existing dietary habits was for
the pregnant women to come up with changes in their diet that would fit in their existing diet best and
would be achievable for them. Once the pregnant women experienced success in changing dietary habits
this could enhance their competency as they could gain a feeling of confidence they were able to make
dietary changes. In the following quote the dietitian describes how she usually first gathers background
information about the woman’s lifestyle and dietary pattern before giving nutrition advice.
“We directly start building a case report. And then if someone comes here, well then I ask like, what can I
do for you? And most of the time a story will follow about why they’ve come to see me. I then use this to
start the conversation. Sometimes we’ll first look at the whole background, like has someone consulted a
dietitian before? Does someone, or did someone use medication? How are things in terms of exercise?
Weight? And sometimes I will directly start about food, but most of the time I try to, first to get some more
background information, and after that I work towards the nutrition, what someone is used to eat, so then
I take a dietary history, and following this I formulate my advice.”- Dietitian 10
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A second strategy to enhance competency in pregnant women that eleven dietitians found important was
taking small steps. Some dietitians found that some low socioeconomic pregnant women wanted to
change too much at the same time. As this could be perceived as something positive, wanting to change
too much at once is not realistic and this could set the pregnant women up for failure. Failure could be
very demotivating thus by taking small steps the dietitians attempted to make dietary changes achievable
and set the pregnant women up for success. The dietitians attempted to increase competency by
supporting women to experience success in changing dietary habits. Therefore these small steps should
be easy to achieve as this could possibly enhance competency of pregnant women. Next to that, to
prevent overwhelming the low socioeconomic pregnant women with nutrition advices and possible
changes in their diet, the dietitians attempted to take small steps in the nutrition advices that they gave
and possible nutrition changes that they advised. By taking small steps the dietitians attempted to
prevent the thought in low socioeconomic pregnant women that their diet was completely wrong and
they might feel like a failure and give up. By taking these small steps the dietitians attempted to enhance
the feeling of competency as the pregnant women only needed to make small adjustments in their diet. It
was also important to ten dietitians that the dietary changes were close to the existing diet of the
pregnant woman as this would be more realistic. Once the pregnant woman achieved her goals of making
small changes in her diet, this could motivate her to make other changes in their diet as well, as can be
seen in the following quotes.
“Actually by discussing it with this person and then.. Look, if someone shows a lot of resistance and says,
well feels like ‘I’m really not going to change this’. But maybe there are three other things that maybe,
well, they might be smaller things but they do have faith in their ability to change those things. Yes, well,
I’d rather focus on those three small things as opposed to the one big thing. Because if they see the
changes by working on those three little things, then eventually he might be more inclined to change the
one, larger thing. And I think that something that does work out, that motivates you to change other
things, too. If you start with something very big and complicated, and it doesn’t work out, well, a lot of
people tend to give up. They think ‘Never mind, it’s no use anyway.” - Dietitian 8
“Then we go look, is someone herself prepared to take small steps in that? What is the motivation then of
that person to want that then, what could someone achieve with that change? And from there to take
steps then. And maybe to look at what someone wants to choose themselves, because yes, that what is
most easy to change, yes otherwise just begin with that. Because that is maybe then also yes, actually the
most, yes you could also say as a dietitian: ‘this is what I find the most important and I think you should
tackle that. But sometimes also, I think the first step is to just look at something what is going to be
successful in any case, where they see a chance to succeed. And from there you could also take on other
things. But not to want too much at the same time, but yes, look at how you could guide someone in
that?”. - Dietitian 9
The last strategy that was important to seven dietitians to support competency in pregnant women is to
evaluate the possible dietary changes that had been made by the pregnant women. It was important to
the dietitians to reflect on the progress of the dietary changes made by the pregnant women. This
reflection included an evaluation about what went well and what went wrong in changing behaviours. The
dietitians attempted to support the pregnant women’s competency by helping them realise what their
pitfalls were and how they could overcome these. The dietitians attempted to enhance competency in the
pregnant women by making them look at their failed attempts as a lesson. If the pregnant women failed
to make some dietary changes, a few dietitians expressed that it was important to explain that it takes
time to make dietary changes and that failure is part of it and should not demotivate them. By using this
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strategy the dietitians attempted to increase the feeling in the pregnant women that they were able to
make dietary changes. When the pregnant women perceived themselves as able to make changes this
could possibly enhance their competency. Another way that dietitians attempted to support competency
during evaluations was to give the pregnant women compliments. By focussing on what went well and
complementing the pregnant women, the dietitians attempted to make the pregnant women feel positive
about themselves. The strategy of giving compliments positivity could strengthen the feeling of ability in
pregnant women and thus could possibly enhance competency in pregnant women. Some dietitians
expressed that especially low socioeconomic pregnant women could feel that their current diet is really
bad and they must change a lot of dietary behaviours. Therefore, the focus on what is good in their diet
and complimenting them for that and the changes that they were able to make was important to these
dietitians. How evaluation could support competency could be seen in the following quotes.
“Uh, so I think that you just need to go back, if you for example have set a goal, like okay instead of 3
unhealthy takeout meals I will only get 2 unhealthy takeout meals in the week so to speak. And that you
then for example evaluate on the goals, instead of that you forget to evaluate on those goals. And if they
actually come back like: ‘well actually it went quite easy, I also felt really good actually’. Well that you also
make that bigger than, because it is really good so to speak. That you make that really big then”. –
Dietitian 8
“And then I look like hey why did it not succeed? Uh, and then I try them to, to look at how someone could
make sure that it does succeed? And uh, well therein just, yes to motivate them again to continue”. –
Dietitian 10

5.3.3 Relatedness supportive behaviours
The main strategy to support relatedness that eleven dietitians expressed was to be positive towards the
pregnant women. By being positive the dietitians attempted to enhance trust between the dietitian and
the pregnant woman. If the dietitians succeeded to create trust between them and the pregnant women
this could possibly enhance relatedness. The dietitians tried to enhance this trust by attempting to put the
pregnant women at ease by empathizing with them and listening carefully. The dietitians hoped to create
a pleasant conversation in a warm environment so that the pregnant woman would be able to tell the
them about her situation and needs. This was important to the dietitians because they indicated that
especially low socioeconomic pregnant women faced difficult situations such as financial problems, stress
and abuse that they could only tell the dietitian about if they felt comfortable and trusted the dietitian.
The dietitian attempted to support this relatedness by listening without judging as can be seen in the
following quote.
“To make someone feel at ease in order that someone dares to talk about that. To have such a
conversation, that makes that someone dares to indicate that. So that you can help someone. Without
judging, or to find something of it or to go on top of it. But to listen, to hear, to lísten. And to let someone
tell their story. And as much as possible, without pushing too much. But to create a trusted situation where
someone dares to tell their story, in all openness and honesty”. - Dietitian 2.
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6. Discussion
The main findings of this thesis are presented in this discussion. Furthermore, the main findings will be
discussed and compared to existing literature. The strengths and limitations will be discussed after.
Finally, recommendations are given based on the findings of this study.

6.1 Main findings
The main research question of this study was: How can dietitians support low SES pregnant women in
healthy eating? The sub questions of this thesis were:
(1) What are the perceptions of dietitians on healthy eating?
(2) What barriers and resources to consume a healthy diet do the dietitians identify in low SES
pregnant women?
(3) What strategies do dietitians implement to support low SES pregnant women in healthy
eating?
The results of this study showed that the dietitians had different perceptions on what healthy eating
during pregnancy meant, ranging from a traditional focus on avoiding certain foods during pregnancy, to a
focus on what they were able to eat, a wholesome diet, appropriate weight gain and a perspective on a
healthy and happy lifestyle focussed on balance, enough rest, relaxation and sleep, not too much stress,
good social relationships and exercise. The main barriers to eat a healthy diet that the dietitians identified
in low socioeconomic pregnant women were a lack of knowledge, low self-worth, nausea, emotional
eating, finances, the family, social pressure, culture and the language. The main resources that the
dietitians identified in low socioeconomic pregnant women were the motivation for the baby and social
support. The dietitians implemented multiple strategies to support autonomy, competency and
relatedness in low socioeconomic pregnant women. To support autonomy in the pregnant women, the
dietitians explained the importance of nutrition, used motivational interviewing, and thinking together
with the pregnant women. To support competency, the dietitians tried to get a complete picture of the
women’s lifestyle and dietary habits, to take small steps and to evaluate the possible dietary changes
made by the pregnant women. Relatedness was supported by the dietitians by being positive with the
pregnant women and by that attempting to create trust between the dietitian and the pregnant women.
Based on the main findings of these sub questions, it can be concluded that dietitians can support low
socioeconomic pregnant women by enhancing their nutrition knowledge, to take small steps, and eliciting
and supporting the autonomous motivation of the low socioeconomic pregnant women.

6.2 Reflection on Findings
The results of this study show that there is insufficient nutritional knowledge in low socioeconomic
pregnant women. Although midwives believe to play a significant role in providing nutrition advice to
pregnant women, they experience barriers to provide education such as a lack of time, nutritional
knowledge, skills and confidence (Lucas et al., 2019; Arrish, Yeatman, & Williamson, 2017), and discussing
weight gain is challenging to them (Christenson et al., 2018; Wennberg, Hamberg, & Hornsten, 2014;
Macleod, Gregor, Barnett, Magee, Thompson, & Anderson, 2013. However, pregnant women want active
counselling about nutrition, weight gain and a healthy lifestyle (Vanstone, Kandasamy, Giacomini, DeJean,
& McDonald, 2017). As the dietitians indicated they do not mind discussing weight gain, and have a much
broader perspective on healthy eating focussed on a healthy lifestyle, it is recommended that dietitians
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remain in the position to provide nutrition education. As low socioeconomic women are likely to be
confused about nutrition information and do not always know if they have the right nutrition knowledge
(Dammann & Smith, 2009), they could benefit from a personalised approach in nutrition counselling to
help them apply the nutrition information to their own circumstances (Bukman et al., 2014; Ferrari et al.,
2013; Vanstone et al., 2017). Pregnant women were also more likely to follow nutrition advice when it
was specifically tailored to them as an individual (Lucas et al., 2019; Ferrari et al., 2013). As dietitians have
more time and expertise to provide this personalised nutrition advice it is recommended that dietitians
remain in the position to give personalised nutrition information, taking weight gain and a healthy
lifestyle into account (Wennberg, Hamberg, & Hornsten, 2014).
One of the main barriers in low socioeconomic pregnant women that was found during the interviews
for healthy eating was emotional eating. Emotional eating is defined as a tendency to over eat in in
response to negative emotions (Lattimore, 2020). Generally people from a low socioeconomic status are
associated with higher distress and emotional eating, resulting in a higher BMI (Spinosa, Christiansen,
Dickson, Lorenzetti, & Hardman, 2019). Just the experience of having a lower socioeconomic status also
resulted in eating more calories (Cheon, & Hong, 2017). Thus, this coping strategy of emotional eating
should be targeted in low socioeconomic pregnant women, where the mindset of deprivation and the
experience of having a lower socioeconomic status should also be addressed. Mindfulness based
interventions have showed to reduce emotional eating (Lattimore, 2020; Levoy, Lazaridou, Brewer, &
Fulwiler, 2017). Also, a study of Thomas and colleagues (2014) showed that women from a low
socioeconomic status were really interested to participate in a stress reduction intervention. These
women experienced high levels of stress and wanted support beyond dietary recommendations only
(Thomas et al., 2014). Thus, a mindfulness based stress reduction intervention is recommended to
support low socioeconomic pregnant women in healthy eating and a healthy weight gain during
pregnancy. A pilot study could be implemented at a midwives practice. Since all low socioeconomic
pregnant women already go to the midwives practice for consultations, this location would be most
convenient for them. Future research should evaluate the effectiveness of this pilot study.
Dietitians could be of value in supporting low socioeconomic pregnant women in barriers that the low
SES pregnant women do not identify themselves or barriers that they perceive differently. For example,
low socioeconomic pregnant women generally perceive finances as a barrier to eat healthy (Thomas et al,
2014; Bukman et al., 2014; Dammann & Smith, 2009; Inglis, Ball, & Crawford, 2005). However, during the
interviews it appeared that some dietitians believed finances did not have to be a barrier for healthy
eating and even felt that low socioeconomic pregnant women used this idea that healthy food was
expensive as an excuse to eat unhealthy. Research has also shown that a Mediterranean diet rich in fruits,
vegetables, nuts and fish was not more expensive than a highly processed diet with meats and refined
grains if the focus was on costs per nutrient (Rao et al., 2013). This would mean that a healthier diet is not
more expensive but it would provide more nutrients and fewer calories per portion. However, as much
low socioeconomic pregnant women are not likely to meet the nutritional guidelines and gain too much
weight, it could be a solution to focus on eating a healthy diet with more nutrients and fewer calories
(Kowal, Kuk, & Tamim, 2012). Furthermore, the adherence to a healthy diet reduces the risk of chronic
diseases which would lead to a decrease in disability adjusted life years and lower health costs (Rao et al.,
2013). Thus, in the long run the adherence to a healthy diet does not have to be more expensive. It is
recommended that dietitians take possible concerns about costs and the long term effects of a healthy
diet into account and show that healthy food does not necessarily has to cost more per portion when the
focus is on nutrients instead of calories in a consult. Furthermore, dietitians could support low
socioeconomic pregnant women by designing recipes with affordable and healthy ingredients (Aboueid et
al., 2019).
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The findings of the barriers and resources in the ecological model showed that dietitians found the
barriers and resources in the interpersonal and intrapersonal layer as the most important in low
socioeconomic pregnant women. However, the solutions that the dietitians proposed were in the
community and macro level and not in the inter or intrapersonal layer, namely to enhance collaboration
between the dietitian and midwives. Midwives also suggested that collaboration between dietitians and
midwives would improve antenatal care (Walker, Olander, Hill, Willey, & Skouteris, 2019; Arrish, Yeatman,
& Williamson, 2017), and that the dietitian should be in the position to give more complex nutrition
advice (Wennberg, Hamberg, & Hörnsten, 2014). The strategies to improve collaboration that dietitians
proposed during the interviews were to implement a simple nutritional screening tool at the midwives
practice to screen the diet of all low socioeconomic pregnant women. The 24 hour recall nutrition tool is
an appropriate method to evaluate the diet of low socioeconomic pregnant women (Vuvic et al., 2009)
and midwives were positive about such a nutrition screening tool and found it easy to use (Langstroth,
Wright, & Parkington, 2011). With the use of this nutrition screening tool, midwives could identify low
socioeconomic pregnant that need more support in healthy eating, who would otherwise remain under
the radar. It is recommended that this 24 recall nutrition tool is implemented at the midwives practice,
and that midwives refer low socioeconomic pregnant women to the dietitians based on this tool.
Strategies that were implemented by dietitians to support healthy eating in low socioeconomic
pregnant women were observed with the use of the Self-Determination Theory (SDT) which gives a
certain lens through which to look at a problem that is studied, how data is selected and interpreted
(Reeves, Albert, Kuper, & Hodges, 2008). The Self Determination theory focusses on how a dietitian could
support the low socioeconomic pregnant women who are not very motivated to become intrinsically
motivated to change her dietary behaviours, in order to make the behaviour change long term and
beyond the specific dietary changes, by supporting relatedness, competency and autonomy (Ryan & Deci,
2000; Silva, Marques, & Texeira, 2014; Patrick & Williams, 2012). Self-determination studies on eating
behaviour have found that if autonomy is supported rather than controlled, it was associated with healthy
eating behaviours (Pelletier, Dion, Slovenic-D‘Angelo, & Reid, 2004; Teixeira, Palmeira, & Vansteenkiste,
2012). The main finding of this study was that dietitians implemented motivational interviewing to
support low SES pregnant women in healthy eating. Most of the findings could be explained with this
model, however the stages of change that were mentioned by some dietitians could not be categorised in
this model. However, motivational interviewing was also an important strategy in the stages of change
model to guide the pregnant women to more positive behaviour stages (Rasouli, Mousavi, Khosravi,
Keremat, Fooladi & Atashsokhan, 2018). Motivational interviewing is defined as: ‘promoting
internalization and integration of the regulation of a new behaviour in accord with the person’s broader
sense of self’ (Markland et al., 2005, p. 822). This strategy is useful to explore and resolve ambivalence in
dietary behaviour change (Gable & Herrmann, 2015). Motivational interviewing has been found to
improve counselling styles of dietitians (Britt & Blampied, 2014; Brug et al., 2007). Midwives also wished
to be trained in specific communication skills to support pregnant women such as motivational
interviewing (Christenson et al., 2018), and some midwives already used this technique in their practice
(Olander et al., 2019; Christenson et al., 2018). As motivational interviewing was found to be a main
strategy in supporting low SES pregnant women in healthy eating, it is recommended that all dietitians
and midwives are trained in motivational interviewing to support low socioeconomic pregnant women in
healthy eating (Wennberg, Hamberg, & Hörnsten, 2014). Future research should evaluate the
effectiveness of this motivational interviewing training. Furthermore, it is suggested that motivational
interviewing should be incorporated in the Self-determination theory as an autonomy supportive
behaviour, as motivational interviewing is a set of techniques that could be seen as a practice of the selfdetermination theory (Miller & Rollnick, 2013; Patrick & Williams, 2012).
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6.3 Recommendations
The results of this study show insights into the perspectives and experiences of dietitians
regarding healthy nutrition during pregnancy for women with a low socioeconomic status. Based on these
findings, several recommendations are made. When these recommendations are met it is expected that
the dietary intake of in pregnant women with a low socioeconomic status will be enhanced. These main
recommendations include mindfulness, nutrition screening and a focus on motivational interviewing.
MY RECOMENDATIONS ARE:
•
•
•
•
•
•

A pilot Mindfulness based stress reduction program for emotional eating could be
implemented at the midwives practice.
Dietitians could remain in the position to give personalised nutrition advice.
Cost concerns could be taken into account during consultation.
A 24 hour nutrition screening tool could be implemented at the midwives practice to identify
low socioeconomic pregnant women who need extra support with healthy eating.
A focus on supporting relatedness, competence and autonomy is recommended, and dietitians
and midwives could be trained in motivational interviewing.
Motivational interviewing could be taken up in to the Self Determination Theory as autonomy
supportive behaviour.
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6.4 Strengths and limitations
The findings of this study come with some strengths and limitations. A first strength of this study was
that due to the intelligent lockdown in the Netherlands, all interviews were conducted through telephone
and skype. This provided flexibility for the researchers for the range of places that could be included in the
study without the need to travel (Rupert et al., 2017). The interviews of this study were spread across the
Netherlands, including dietitians working in all provinces of the Netherlands except Zeeland and
Flevoland.
Secondly, the dietitians generally had more time, less obligations and talked more freely because of
the intelligent lockdown. The dietitians were happy to tell their stories and were very open, and did not
mind that the interviews lasted a bit longer. This resulted in interviews that lasted approximately 75
minutes on average which yielded rich data.
Lastly, the researcher had studied nutrition and health, nutrition behaviour and applied psychology.
This background of the researcher allowed the researcher to ask in-depth and follow-up questions about
the topics that were addressed during the interviews as the researcher was familiar with topics and
theories that the dietitians addressed. This yielded valuable data that discovered hidden themes such as
emotional eating as a barrier for healthy eating.
A possible threat to this study could be that some thematic content was lost because the interviews
were conducted by telephone, as the lack of nonverbal communication could make the conversation less
personal and more anonymous (Vogl, 2013). The researcher tried to reduce this threat by creating a
positive and trusted atmosphere and to listen carefully. For example, the researcher regularly
summarized what the dietitian had said and asked if she understood everything correctly. This allowed
the dietitians to talk openly and freely (Chenail, 2009). Furthermore, A study from Namey and colleagues
(2020) showed that no thematic content was lost for interviews conducted by telephone. This could
indicate that no thematic content was lost in this study due to the lack of nonverbal communication.
Secondly, as the research was conducted predominantly by one researcher, this could have created
researcher bias (Noble, & Smith, 2015). The researcher however tried to stay as objective as possible and
made use of open questions as much as possible. One interview that was conducted by another
researcher could be seen as a test to identify potential researcher biases (Chenail, 2009), and showed
similar results and thematic content. This could indicate that researcher bias is reduced in this study.
However, future research could include multiple researchers to reduce researcher bias. When multiple
researchers gather and analyse data, this could generate richer data and make the results of the data
more valid (Wilson, 2014).
Lastly, as sampling was not randomized and the dietitians that participated in the study registered
themselves for participation voluntarily, the researcher could have selected a certain proportion as the
sample of the study subjectively (Etikan, Musa, & Alkassim, 2016;Oppong, 2013). The dietitians that
participated, mostly recruited from an existing list of the project, might have more affection or
experiences with low socioeconomic pregnant women, leading to different results. The sample size of
thirteen interviewed dietitians and three dietitians outside of the existing list of dietitians possibly
compensated for this sampling problem. However, the data is not generalizable from the sample to all
dietitians in the Netherlands (Sharma, 2017;Etikan, Musa, & Alkassim, 2016). In order to make the results
more generalizable, future research could include multiple research methods such as a survey.
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7. Conclusion
This study found that dietitians could have a valuable role in providing personalized nutrition advice,
as they have more time and expertise, do not mind to discuss weight and have shared perspective with
low SES pregnant women on nutrition which includes a happy lifestyle. Next, it is recommended that a
pilot mindfulness based stress reduction program is implemented at the midwives practice as emotional
eating was found to be a main barrier for healthy eating. Finally, It is recommended that a nutrition
screening tool is implemented at the midwives practice in order that midwives can identify low SES
pregnant women who need more support and refer them to the dietitian. As motivational interviewing
was found to be a main strategy to support low socioeconomic women in healthy eating, it is
recommended that both dietitians and midwives are trained in motivational interviewing. However, to
make these findings more reliable, rich and generalizable, future research could include multiple
researchers and research methods. Future research should evaluate the effectiveness of this mindfulness
based stress reduction program and motivational interviewing. It is expected that the dietary intake of
low socioeconomic pregnant women will be enhanced when these recommendations are met.
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Appendix I: Informed Consent
Hallo,
Bedankt voor uw interesse in mijn onderzoek. Mijn naam is Hannah Kimmel en
ik doe binnen het project Power 4 Gezond Zwanger mijn afstudeeronderzoek over hoe zwangere vrouwen
van een laag sociaaleconomische klasse door diëtisten ondersteund worden bij gezonde voeding. Het
interview zal zich daarom richten op uw ideeën en ervaringen rondom voeding tijdens de zwangerschap
bij vrouwen van een laag sociaaleconomische klasse. Op basis van uw ideeën en ervaringen krijgen we
inzicht hoe deze doelgroep geholpen wordt, en proberen we een manier te ontwikkelen om vrouwen te
ondersteunen om zo gezond mogelijk te eten tijdens de zwangerschap.
Ik zou daarom graag een interview met u over voeding tijdens de zwangerschap willen inplannen. Het
interview zal ongeveer 60 minuten duren, maar uw deelname aan het interview is geheel vrijwillig en u
kunt op elk moment stoppen met het interview zonder daar een reden voor te geven. Het interview zal
worden opgenomen zodat de opname kan worden terug geluisterd bij het uitwerken van het interview.
De opname van het interview zal alleen voor onderzoekers van het project toegankelijk zijn en verwijderd
worden bij het einde van het project. Uw informatie zal vertrouwelijk behandeld worden, en uw naam zal
niet benoemd worden in de uitwerking van het interview en in het uiteindelijke rapport. Mocht u zich na
afloop van het interview bedenken dan is er altijd een mogelijkheid om u alsnog terug te trekken uit het
onderzoek. De opnames zullen dan direct verwijderd worden.
Het interview vindt in overleg plaats op een locatie die voor u uitkomt. Als het u leuk lijkt om mee te doen
aan dit onderzoek, wil ik u vragen om het toestemmingsformulier in te vullen en te ondertekenen. Dit
formulier kunt u vervolgens mailen naar het onderstaande mailadres of op papier mee nemen naar het
interview. Bij vragen ben ik bereikbaar op onderstaande contactgegevens.
Met het
-

Naam:

ondertekenen van dit formulier geeft u aan dat:
U toestemt om mee te doen aan een interview;
U weet waar het onderzoek over gaat en dat u vragen hebt mogen stellen;
U begrijpt dat het interview wordt opgenomen en dat deze alleen terug geluisterd kan worden
door de onderzoekers van het project;
U begrijpt dat de antwoorden vertrouwelijk behandeld worden en dat uw naam niet genoemd
wordt in de teksten die geschreven worden op basis van het interview;
U weet dat uw deelname aan het onderzoek geheel vrijwillig is en u zich altijd mag terug trekken
uit het onderzoek zonder daar een reden voor te geven.

______________________________

Handtekening: ______________________________
Datum:

______________________________

Contactgegevens
Onderzoeker: Hannah Kimmel
MSc student Communication, Health and Life Sciences te Wageningen Universiteit
hannah.kimmel@wur.nl
06 42137768
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Appendix III: Interview guide
Interview Guide
Thema 1: Introductie (+- 5-10 min)
Doel
(Verdiepende) vragen
Introductie en voorstellen

Thema’s

- Ik ben Hannah Kimmel en ik doe mijn afstudeeronderzoek bij
de vakgroep Gezondheid en Maatschappij van de Wageningen
Universiteit. Leuk dat u tijd hebt gemaakt om deel te nemen aan
dit interview!
- Kunt u zichzelf even voorstellen?

Uitleg interview
- Uitleggen doel project Power 4
Gezond Zwanger

- Met het project ‘Power 4 Gezond Zwanger’ kijken we hoe
zwangere vrouwen ondersteund kunnen worden bij een gezonde
voedingsinname. We proberen samen met verloskundigen,
diëtisten, en zwangere vrouwen een manier te ontwikkelen om
vrouwen te ondersteunen om zo gezond mogelijk te eten.
- We zijn erg benieuwd naar uw ervaringen over eten en voeding
tijdens de zwangerschap. Op basis van uw ervaringen kunnen we
de zorg die zwangere vrouwen krijgen verbeteren.

Informed consent
- Licht informed consent toe
-Vraag of het duidelijk is en of
hij/zij akkoord gaat met
onderzoek
-Indien ja, vraag of hij/zij wil
tekenen
-Controleer of informed consent
volledig is ingevuld.

- Ik vraag u het volgende formulier in te vullen. In dit formulier
geeft u aan dat ik u heb uitgelegd wat we in dit onderzoek gaan
doen, dat het gesprek wordt opgenomen (want het is niet
mogelijk alles mee te schrijven), en dat we anoniem met de
informatie om gaan. Dat betekent dat we uw naam niet zullen
gebruiken om uw privacy te beschermen. Ook staat erin dat u op
elk moment kunt stoppen met het onderzoek.
-Leest u rustig even het formulier door. Als u met alles akkoord
gaat, dan mag u hier (wijs aan) uw naam opschrijven en uw
handtekening zetten

- Start opname-apparaat

Thema 2: Achtergrond Informatie (+- 5 tot 10 min)
Doel
(Verdiepende) vragen

Thema’s

Achtergrond informatie

Achtergrondkenmerken

-Allereerst wil ik graag wat meer over u weten.
- Wat is uw leeftijd?
- Wat voor opleidingen heeft u gedaan?

Context

- Hoelang u al werkt als diëtiste, en waarom bent u dit
gaan doen?

Belang van voeding voor de
diëtist.

- Wat is de locatie van uw werk?
- Wat betekent voeding voor u? Waarom is voeding
belangrijk?
- Bent u zelf zwanger geweest of is iemand van uw
vrienden of familie zwanger geweest?

Ervaring met zwangerschap
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Thema 3: Betekenis van voeding/eten tijdens de zwangerschap (+- 15 min)
Doel
(Verdiepende) vragen
Thema’s
Brainstorm ‘gezond eten
tijdens de zwangerschap’

- Ik wil graag met u brainstormen over het onderwerp ‘Eten tijdens
de zwangerschap’. Voor mij ligt een vel en ik zou u willen vragen om
in een minuut alles op te noemen wat in u opkomt als u denkt aan
‘eten tijdens de zwangerschap’, ik schrijf dan mee.

- Uitleg brainstorm

Het mag alles zijn, er is geen goed of fout. Het mogen onderwerpen
zijn die heel dicht bij het thema liggen, maar ook onderwerpen die
er veel verder vandaan staan. Gewoon alles opnoemen waar je aan
denkt!

Brainstorm

Bij alle onderwerpen uitvragen:

Betekenis van gezond eten

- (Waarom heeft u dit opgenoemd?)
- Deelnemer schrijft alles
op wat in haar opkomt.

- (Kunt u uitleggen wat u hier mee bedoelt?)
- Waarom is dit belangrijk voor u?

Significantie van
voeding(scomponenten)
versus andere factoren

- Kunt u een voorbeeld geven?
Ik zou u nu bij alle onderwerpen willen vragen waarom u dat heeft
opgenoemd, waarom het belangrijk is voor u en of u daar
voorbeelden bij heeft.

Focus op wat wel/niet mag
versus bredere context

- In de zwangerschap ligt veel nadruk op gezond eten. Wat is volgens
u gezond? Hoe ziet volgens u een perfect gezond voedingspatroon
tijdens de zwangerschap er uit?

Evaluatie gezond
voedingspatroon

- Zou dit gezonde dieet haalbaar zijn voor de zwangere vrouw van
een lage SES?

Focus van gezond eten
Manageability

- Kunt u uw aanpak beschrijven in het geven van voedingsadvies aan
zwangere vrouwen van een lage SES?

Aanpak advies

- Hoe zorgt u dat uw adviezen werkbaar zijn?

Prioriteiten in dieet

- Ligt de focus bij u advies op wat wel mag, of juist op wat niet mag?
- Gebruikt u de schijf van 5 in uw voorlichting? Zo ja, hoe?
-Zijn er voedingsmiddelen die lage SES vrouwen vooral te veel eten,
en zijn er voedingsmiddelen die ze juist te weinig eten?

Dietary guidelines

Eetpatroon lage SES vrouwen

Thema 4: Barrières en hulpbronnen in voeding tijdens de zwangerschap (+-15 min)
Doel
(Verdiepende) vragen
Thema’s
Barrières en hulpbronnen
voor gezond eten

- Wat zijn barrières die het gezond eten moeilijk maken voor lage
SES vrouwen? - Wat zijn belangrijke uitdagingen bij het veranderen
van het eetpatroon?

Barrière voor gedrag

- Wat zouden mogelijke oplossingen zijn voor deze uitdagingen?

Support voor barrière.

- En wat zijn juist factoren die bijdragen aan gezond eten bij
vrouwen van een lage SES?- Wat helpt/ zou kunnen helpen om
veranderingen aan te brengen in het eetpatroon?

Facilitator van gedrag
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- Betrekt u de partner/familie/vrienden? Zo ja, hoe?
- Wat voor perceptie hebben de zwangere vrouwen van een lage SES
over gezond eten? Maakt u ze bewust over gezonde voeding? Wat
als ze denken dat ze al gezond eten?
- Merkt u een verschil als de vrouwen op vrijwillige basis langs
komen of doorverwezen zijn (op aandringen van iemand anders)?

Social support
Perceptie van Zwangere
vrouwen van een lage SES

Motivatie van vrouwen om
op gesprek te komen

Thema 5: Strategieën van de diëtist in voeding tijdens de zwangerschap (+- 15 min)
Doel
(Verdiepende) vragen
Thema’s
Strategieën van de diëtist

- Heeft u een standaard protocol voor uw gesprekken en hoe ziet die
er uit?
- Zijn er vaste onderwerpen waar u altijd mee begint?
- Wat moet sowieso besproken worden/wat is prioriteit?

Cases
Case 1: Een
ongemotiveerde vrouw
komt door een verwijzing
op een spreekuur bij de
diëtiste omdat ze
overgewicht heeft.

Case 2:
Een zwangere vrouw heeft
het idee dat ze al gezond
eet, alleen blijkt uit de
intake met de
verloskundige dat ze veel
snackt en energiedrankjes
drinkt, en te weinig goede
voedingsstoffen binnen
krijgt. Ook voor het
avondeten eet ze
regelmatig kant en klaar
maaltijden.

Standaard protocol
Strategie

Prioriteiten

- Wordt BMI en gewichtstoename besproken?

Gewichtstoename

- Wat is uw doel bij het geven van voedingsadvies in het eetpatroon
van de zwangere vrouw van een lage SES?

Doel van voedingsadvies

- Met welke veranderingen in het eetpatroon bij de zwangere vrouw
van een lage SES zou u uw doel behaald hebben? Wanneer bent u
tevreden?

Doel behaald

- Wat ervaart u als lastig in de consulten? Zijn er specifieke situaties
die u als moeilijk ervaart?

Barrières en hulpbronnen
voor aanpak

- Is het moeilijk of makkelijk om veranderingen in het eetpatroon
aan te brengen?

Gedragsverandering

Voor u heb ik 3 verschillende cases waar ik het met u over zou willen
hebben. Ik zou u willen vragen om te beginnen met de eerste case te
lezen.
Bij elke case vragen:

Strategie

Wat zou uw aanpak zijn om deze vrouw te helpen?
Waar begint u mee?
Wat gaat al goed? Wat kan beter?
Wat ervaart u als lastig in het consult?
Wat zou juist bevorderend zijn voor de vrouw?
Hoe zorgt u ervoor dat de vrouw de veranderingen in het
voedingspatroon vol houdt?
Kunt u een voorbeeld geven?
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Case 3:
Een vrouw komt uit
schuldgevoel voor haar
baby naar de diëtist. Ze
heeft wel door dat haar
dieet niet heel gezond is,
echter lukt het haar niet
om hier verandering in te
brengen. Nu dat de vrouw
zwanger is staat ze er wel
voor open om te proberen
hier iets aan te doen.
Bereikbaarheid van
Zwangere vrouwen van
een lage SES

- Hoe zouden meer zwangere vrouwen van een lage SES bereikt
kunnen worden?
- Zou een samenwerking met verloskundigen daarbij helpen?
- Wat zou u zwangere vrouwen van een lage SES adviseren die
gezonder willen eten tijdens de zwangerschap?

Thema 6: Afsluiting
Doel

(Verdiepende) vragen

Afsluiting

- Bedankt voor het interview, ik heb veel van u gehoord.

- Bedanken

- Ik stuur u graag een bedankje (VVV-bon).

- Cadeaubon overhandigen

- Ik maak een foto van de papieren.

- Foto’s maken van
brainstorm

- Kent u andere diëtisten die mogelijk mee willen doen met het
interview?

-opname apparaat
uitzetten

- Ik zet het opname-apparaat uit

Bereik van zwangere
vrouwen van een lage SES
Samenwerking

Hoofdboodschap

Thema’s
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