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Abstract
Background: On almost all fronts, the health of people with a low socioeconomic status
(SES) is worse than that of people with a higher SES. While there are many factors
contributing to socioeconomic disparities in health, one important modifiable factor is
nutrition. Nutrition health professionals play important roles in healthy eating (HE) strategies
for low SES populations, and their values may influence their decisions, actions, and
communication. However, no research has yet assessed the values of nutrition health
professionals with a role in the development, implementation, and/or evaluation of HE
strategies in low SES populations. In addition, the relationship between values of nutrition
health professionals and implemented or conceptualized HE strategies remains unknown.
Purpose: The purpose of this research was to explore the values of Dutch nutrition health
professionals and investigate the influence of these values upon HE strategies conceptualized
and implemented to improve HE in low SES populations.
Methods: An explorative qualitative research design was used in which a purposive sample
of Dutch nutrition health professionals formed the study population. In-depth, semi-structured
interviews (n=19) were conducted in English or Dutch. An interview guide structured the
interview with ten predetermined questions based upon the concept of appreciative inquiry.
Interviews took place by online audio-visual communication and were audio-recorded to
allow for verbatim transcription. The interview transcripts were analyzed in Atlas.ti using
reflexive thematic analysis.
Results: To promote HE patterns amongst low SES populations, most nutrition health
professionals implemented strategies targeting individual factors with education as the most
frequently used intervention function. In contrast, the strategies nutrition professionals
conceptualized mostly targeted a combination of different levels, whereby environmental
restructuring and incentivization were the most frequently described intervention functions. A
new conceptual framework of values was created, consisting of 16 complementary values
showing little to no opposition subdivided into six groups of values – self-transcendence, selfenhancement, openness to change, conservation, connection, and perseverance.
Conclusion: The values of Dutch nutrition health professionals influenced the strategies
conceptualized or implemented to improve HE in low SES populations. Professionals valuing
evidence-based and conventional explained the vast majority to be implementing strategies
targeting individual factors. The discrepancy between the strategies conceptualized and
implemented by professionals is related to them valuing openness to change. Professionals
valuing open-minded, inventive and working together resulted in them conceptualizing
innovative strategies targeting a combination of different levels. Professionals are urged to
take action by their values of equity, equality, fairness, and justice represented in
universalism. Perseverance is needed given the complexity of HE and the strong equity lens
required to reduce socioeconomic disparities in health. Future research should reveal whether
and to what extent the conceptual framework of values developed in this research is
applicable for health promotion professionals in general and what the influence of attitudes
and values is on strategies conceptualized and implemented.
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1. Introduction
1.1 Background
Socioeconomic status (SES) is strongly related to health. On almost all fronts, the health of
people with a low SES is worse than that of people with a higher SES (Busch & Schrijvers,
2010). Morbidity and mortality rates in developed countries are inversely related to
socioeconomic status (Darmon & Drewnowski, 2008; Hulshof, Brussaard, Kruizinga, Telman
& Löwik, 2003; McGill et al., 2015). Important indicators of SES are educational level, work
status, and income level (Geurts, Van Bakel, Van Rossum, De Boer & Ocké, 2017). Based on
educational level, roughly 30% of the population are considered to have a low SES in the
Netherlands (Volksgezondheidenzorg.info, n.d. (a)). The life expectancy of Dutch people with
a low educational level1 is on average 6 years shorter compared to their counterparts with high
educational levels2 (Hoeymans et al., 2014). In terms of good self-perceived health, the
difference between individuals with a low and a high educational level is 19 years (Hoeymans
et al., 2014). Furthermore, obesity is more prevalent amongst people with a low level of
education compared to people with a higher level of education (Volksgezondheidenzorg.info,
n.d. (b)). Socioeconomic disparities in health are increasing, especially with regard to qualityadjusted life expectancy (Gheorghe, Wubulihasimu, Peters, Nusselder & Van Baal, 2016).
While there are many factors contributing to socioeconomic disparities in health, one
important modifiable factor is nutrition (Pampel, Krueger & Denney, 2010; Alkerwi, Vernier,
Sauvageot, Crichton & Elias, 2015). According to the World Health Organization (WHO)
(2020), a diet high in fruit, vegetables, legumes, nuts, and grains, but lower in salt, free
sugars, and fats is beneficial for health. However, a low SES has been associated with a
higher intake of energy-dense and nutrient-poor foods high in saturated fat and sugar, and
with lower intake of fruit, vegetables, and whole grains in developed countries like the
Netherlands (Alkerwi et al., 2015; Darmon & Drewnowski, 2008; Geurts et al., 2017; McGill
et al., 2015; Nelson, Erens, Bates, Church & Boshier, 2007). Nevertheless, research
conducted by the National Institute for Public Health and Environment (RIVM) showed that
there are less recognized interventions for low SES populations (Leenaars, Viet & van Dale,
2018). At the intervention database ‘Loketgezondleven’ only 17 interventions are present that
include nutrition and target low SES populations (although not all interventions are
specifically designed for this target group) (Loketgezondleven.nl, n.d.). Of these 17
interventions, only two have good indications of effectiveness (Appendix Table 1). To reduce
or eliminate these nutrition disparities based on SES, it is important to develop more effective
strategies to support healthy eating (HE) practices in low SES populations.
Nutrition health professionals play important roles in efforts to improve HE in low
SES populations. Nutrition health professionals include persons whose work is primarily
related to nutrition (e.g., dieticians, nutritionists, and nutrition educators), as well as those for
whom nutrition is a secondary but still important issue, such as general practitioners, medical
specialists, midwives, and nurses, and researchers in the field of nutrition and health (Thomas,
1991). Dieticians and nutritionists provide nutritional guidance and/ or advice and plan and
implement nutritional programs to assist in the promotion of health and control of disease.
1

Low educational level includes primary education, lower vocational education, the first 3 years of school of
higher general secondary education and pre-university education, and the entrance training, the former assistant
training (MBO1).
2
High educational level includes education at higher vocational or university level.

General practitioners and nurses are the first health professionals to notice and address weight
problems and form the gateway to specialist care. Finally, researchers in the field of nutrition
and health are important to consider as well, since they research the role of SES in nutritional
disparities and the development, implementation, and/or evaluation of HE strategies.
The care provided or work delivered by nutrition health professionals is presumed to
be a systematic task irrespective of the vision of the person or the group to which the person
belongs (Peris, Teachman & Nosek, 2008). However, the values of nutrition health
professionals may influence their decisions, actions, and communication regarding patient
care (Moyo, Goodyear-Smith, Weller, Robb & Shulruf, 2016). Nutrition health professionals
are part of an occupational group, which shapes the identity, principles, values, and beliefs of
that group that guide their behavior (Eddy, Elfrink, Weis & Schank, 1994; Frankel, 1989).
Values enjoy high consensus on their importance within the occupational group and are
generally defined within a professional code of ethics (Frankel, 1989; Hussey, 1996).
Examples of values included in the code of ethics that apply to all healthcare professions
include putting the patients’ interests above self-interests, avoiding harm to patients, and
equitable access to healthcare (Beauchamp, 2007). All of these values aim to improve the
health of patients (Parsell, Spalding & Bligh, 1998; Seedhouse, 2002). In addition to the
values defined within the occupational group, individual values of nutrition health
professionals can influence their decisions, actions, and communication regarding patient care
(Moyo et al., 2016; Rokeach, 1973; Schwartz, 1992).
The values influencing nutrition health professionals´ decisions regarding patient care
can be implicit and/or explicit. Implicit values are outside of conscious control or awareness
and proceed without deliberate intention (Dinh et al., 2012; Greenwald & Banaji, 1995; Peris
et al., 2008). Explicit values are within one’s conscious control and awareness and proceed
with deliberate intention (Dinh et al., 2012; Greenwald & Banaji, 1995; Peris et al., 2008).
Explicit values are the values that are often reported in research, as these are the values that
individuals are aware of and can openly express. Research concerning marginalized groups
and socially sensitive topics (e.g., race, sexuality, mental illness, and disability) indicates that
implicit values may expose negative evaluations that are uncaptured by measuring explicit
values since they exist outside of the awareness or because individuals are reluctant to report
them (Peris et al., 2008; Nosek, Banaji & Greenwald, 2002; Nosek et al., 2007; Sabin, Marini
& Nosek, 2012). Although nutrition health professionals might not regard themselves as
prejudiced or biased, they could unconsciously hold implicit values about low SES
populations that unintentionally influence their provided care (Sabin, Nosek, Greenwald &
Rivara, 2009; Sabin et al., 2012). Common stereotypes formed by values include that low
SES populations are lazy, irresponsible, lacking willpower, not interested in selfimprovement, and a burden on public expenses (Lindqvist, Björklund & Bäckström, 2017).
The values underlying such stereotypes may influence quality of care (Friel, Hattersley &
Ford, 2015; Lindqvist et al., 2017; Moyo et al., 2016). As such, nutrition health professionals
should be required to reflect on their values and possible value conflicts at all times to be able
to make decisions that are in the best interests of their patients (Levy, 1976; Rabow, Remen,
Parmelee & Inui, 2010).
To improve socioeconomic disparities in diet quality, nutritional status, and health, it
is important to examine the influence of nutrition health professionals’ values on HE
strategies for low SES populations. To achieve this, more insight into the HE strategies
2

implemented by nutrition health professionals is needed to understand what strategies are
currently being used (Mayén et al., 2016; McGill et al., 2015; Walker, Chambers, Veling &
Lawrence, 2019). In the peer-reviewed literature, no research has assessed the values of
nutrition health professionals with a role in the development, implementation, and/or
evaluation of HE strategies in low SES populations. In addition, the relationship between
values of nutrition health professionals and the implemented HE strategies remains unknown.
1.2 Purpose and research questions
The purpose of this qualitative research is to 1) explore the strategies conceptualized and
implemented by nutrition health professionals to improve HE in low SES populations, and, 2)
explore nutrition health professionals’ values regarding strategies to improve HE in low SES
populations in the Netherlands.
The guiding research question is:
How do Dutch nutrition health professionals’ values influence strategies to improve healthy
eating in low socioeconomic status (SES) populations?
To answer this question, the following sub-questions are addressed:
•

•

What are the strategies conceptualized and implemented by Dutch nutrition
health professionals to improve healthy eating in low socioeconomic status
(SES) populations?
What are the values of Dutch nutrition health professionals?

By answering these questions, this research aims to fill the current gap of knowledge and
increase the awareness about nutrition health professionals’ values regarding strategies to HE
in low SES populations. The generated knowledge could contribute to the encouragement of
critical reflection on values by nutrition health professionals. This reflection may in turn lead
to a reduction in socioeconomic disparities in health through more effective design,
implementation, and evaluation of strategies to improve HE in low SES populations in the
future.

3

2. Theoretical framework
To determine the influence of Dutch nutrition health professionals’ values on strategies to
improve HE in low socioeconomic status (SES) populations, it is important to first
conceptualize both HE strategies and values. In this chapter, the ecological framework, the
behavior change wheel, and the theory of basic human values are explained to provide an
understanding of how the concepts of HE strategies and values are framed in this research.
Overall, the conceptualization of HE strategies and values form the theoretical framework for
data analysis and interpretation of the results.
2.1 Strategies to improve healthy eating in low SES populations
The strategies implemented to promote HE vary widely, ranging from enhancing
competencies to support food-related decision-making to health education to taxes on
unhealthy foods and subsidies on fruits and vegetables (Mayén et al., 2016; McGill et al.,
2015; Walker et al., 2019). However, an analysis performed by the RIVM on lifestyle
interventions, including HE strategies, showed that there is a minimum number of
interventions specifically targeted at low SES populations that are proven to be effective
(Leenaars et al., 2018; Loketgezondleven.nl, n.d.). This could be due to the fact that eating
behavior is highly complex and results from an interplay of multiple factors (Story,
Kaphingst, Robinson-O’Brien & Glanz, 2008). The ecological framework recognizes the
existence of different factors at different levels influencing eating behavior and the
relationship between factors and levels, which makes it a useful approach to guide
interventions (Story et al., 2008).
The ecological framework consists of four levels of factors that can interact with one
other directly and indirectly to influence eating behavior (Figure 1) (Story et al., 2008). The
first level contains individual factors, including cognitions, behaviors, and biological and
demographic factors. These individual factors can impact food choices through characteristics
such as motivation, self-efficacy, outcome expectations, and behavioral capability. In addition
to individual factors, there are three levels of environmental factors influencing eating
behavior. In the social environment, interactions with friends, family, peers, and others in
society impact food choices through mechanisms such as role modeling, social support, and
social norms. The physical environment includes settings in which people buy, prepare, or
consume food such as the home, worksites, schools, restaurants, and supermarkets. The
physical environment can influence food choices through the access to and availability of
food products, as well as additional barriers and opportunities for healthy food consumption.
Finally, factors at the macro-level environment play a more distal and indirect role, but still
have a powerful effect on what people eat. Factors operating at the macro-level include food
marketing, social norms, food production and distribution systems, agriculture policies, and
economic price structures (Story et al., 2008).
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Figure 1. The ecological framework of eating behavior. Reprinted from “Creating healthy food and
eating environments: policy and environmental approaches,” by M. Story, K. M. Kaphingst, R.
Robinson-O’Brien, and K. Glanz, 2008, Annual Review of Public Health, 29(1), p.272
(https://doi.org/10.1146/annurev.publhealth.29.020907.090926). Copyright 2008 by Annual Reviews
Inc.

As a complement to the ecological framework, the behavior change wheel (Michie, van
Stralen & West, 2011) is a theory-based guide for characterizing and designing behavior
change interventions. Behavior change interventions can be defined as “coordinated sets of
activities designed to change specified behavior patterns” (Michie et al., 2011, p.1). The
behavior change wheel is a systematic guide that incorporates an understanding of the nature
of the behavior to be changed and characterizes different types of interventions (Michie et al.,
2011) (Figure 2). The nature of behavior is constructed by capability, opportunity, and
motivation (Michie et al., 2011). Capability is defined as an individual’s psychological or
physical capacity to engage in the targeted behavior (e.g. healthy eating). Opportunity is
defined as all factors outside of the individual, both physical and social, that are facilitating or
hindering the targeted behavior. Finally, motivation is defined as all of the brain processes
that energize and direct behavior. Within these processes, there is made a distinction between
reflective processes (conscious processes) and automatic processes (unconscious processes)
(Michie et al., 2011).
To enable action upon these components of behavior, the behavior change wheel
includes nine intervention functions and seven policies based upon 19 frameworks of
behavior change interventions (Michie et al., 2011). Interventions are defined as activities
aimed at changing behavior, while policies are defined as actions on the part of responsible
authorities that enable or support interventions. The nine intervention functions include:
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1. Education: to increase one´s knowledge or understanding (e.g., knowledge about
healthy foods)
2. Persuasion: to induce positive or negative feelings and stimulate action through
communication (e.g., using imagery to motivate increases in vegetable consumption)
3. Incentivization: to create the expectation of a reward (e.g., expected weight loss by
eating more healthy)
4. Coercion: to create the expectation of punishment or costs (e.g., weight gain by eating
unhealthily)
5. Training: to impart skills (e.g., learning how to cook healthy recipes)
6. Restriction: using rules or legislation to increase the target behavior by reducing the
opportunity to engage in competing behaviors (e.g., prohibiting marketing of
unhealthy food products within 500 meters of a school)
7. Environmental restructuring: to change the physical or social context (e.g., snacking
on vegetables as the social norm)
8. Modeling: to provide an example for people to aspire or imitate (e.g., using
influencers to promote HE)
9. Enablement: to increase the capability or opportunity to engage in the targeted
behavior (e.g., guidance by a dietician) (Michie et al., 2011)
In addition to these functions, the seven policies in the behavior change wheel include:
1. Communication/ marketing: using any kind of media (e.g., television advertisements)
2. Guidelines: creating documents that recommend or mandate practice (e.g., the ‘Schijf
van Vijf’ or ‘Disk of Five’)
3. Fiscal: using the tax system to increase or reduce costs (e.g., taxing sugar-sweetened
beverages)
4. Regulation: establishing rules or principles of behavior or practice (e.g., voluntary
agreement to nudge healthy food options)
5. Legislation: making or changing laws (e.g., a ban on marketing to children)
6. Environmental/ social planning: designing and/ or controlling the physical and social
environment (e.g., a healthy school canteen)
7. Service provision: delivering a service (e.g., the presence of supermarkets nearby)
(Michie et al., 2011)
For an intervention to be regarded as effective, at least one of the components of
behavior needs to be targeted and changed. Appendix I Table 2 shows an overview of which
intervention functions should be implemented to target a certain behavior component and
which policies enable certain intervention functions. To get insight into the choice of nutrition
health professionals for a specific intervention function and the component of behavior to be
changed it is important to consider their values.

6

Figure 2. The Behavior Change Wheel. Reprinted from “The behaviour change wheel: A new method
for characterising and designing behaviour change interventions,” by S. Michie, M. M. van Stralen,
and R. West, 2011, Implementation Science, 6(42), p.7 (https://doi.org/10.1186/1748-5908-6-42).
Copyright 2011 by BioMed Central Ltd.

2.2 The theory of basic human values
Values are the lens through which we see the world, influencing our ambitions, and shaping
our thoughts on what is ought to be. As such, values are inherent in the design of HE
strategies (Kelly, Heath, Howick & Greenhalgh, 2015). Values operate at individual and
collective (e.g., professional) levels and are defined as stable and enduring beliefs forming
basic convictions of what individuals or social groups consider right, good, or desirable
(Bergman, 1998; Moyo et al., 2016; Rokeach, 1973). Values transcend specific actions,
objects, and situations and construct the motivational bases of people’s perceptions, attitudes,
and behaviors towards the achievement of specific higher-order goals (Dinh et al., 2012;
Moyo et al., 2016; Rokeach, 1968; Schwartz, 2012).
According to Schwartz (1992; 2012), values have six main features:
1. Values are beliefs linked inextricably to affect: When values are activated, they
inevitably evoke emotions.
2. Values refer to desirable goals that motivate action: People are motivated to pursue
goals related to values regarded to be important.
3. Values transcend specific actions and situations: The value honesty, for example, can
be regarded as important in both the private and the working environment.
4. Values serve as standards or criteria: Values guide decision-making and the evaluation
of people, actions, and events. Although values most often unconsciously influence
decisions, when the decision has conflicting implications for different values they may
enter one’s awareness.
5. Values are ordered by importance relative to one another: Values form a hierarchical
system ordered based on priority, shaping the individual.
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6. The relative importance of multiple values guides action: Competing values that are
relevant in the context and important to the actor guides attitudes and behaviors.
In addition to these features, Schwartz (1992) identified a comprehensive set of basic
values recognized in all societies which underlie individual decision making, attitudes, and
behavior. The basic values are grounded in one or more of three universal requirements of
human existence with which people must cope, including: 1) needs of individuals as
biological organisms, 2) requisites of coordinated social interaction, and 3) survival and
welfare needs of groups (Schwartz, 1994; Schwartz, 2012). The theory of basic human values
encompasses four broad groups of values which are further organized into sub-values.
Operationalization through corresponding value items can be found in Appendix I Table 3. As
outlined below, Schwartz (2012) identifies ten different values each based upon a
motivational goal:
Self-transcendence
Values that fall under the group self-transcendence primarily serve collective interests and
include benevolence and universalism (Schwartz, 2012).
1. Benevolence: Preserving and enhancing the welfare of those with whom one is in
frequent personal contact (the ‘in-group’) (Schwartz, 2012). For nutrition health
professionals, this entails relationships with family, friends, and colleagues.
Benevolence values emphasize voluntary concern for the well-being of others and can
also reflect a sense of belonging and cooperation.
2. Universalism: Understanding, appreciation, tolerance, and protection for the welfare
of all people and nature (Schwartz, 2012). In the case of nutrition health professionals,
this would include tolerance and equal treatment towards all groups present in society.
Self-enhancement
Values that fall under the group self-enhancement primarily serve individual interests and
include achievement, power, and hedonism (Schwartz, 2012).
3. Achievement: Personal success by demonstrating competence according to social
standards (Schwartz, 2012). This value reflects the resources that nutrition health
professionals possess to implement strategies to improve HE in low SES populations
and whether they consider themselves to be competent. Social standards would
determine the kinds of strategies implemented by nutrition health professionals.
4. Power: Social status and prestige, control or dominance over people, and resources
(Schwartz, 2012). This value reflects authority and dominance over the patient and/or
a paternalistic approach to care.
5. Hedonism: Pleasure or sensuous gratification for oneself (Schwartz, 2012). This value
is reflected in the joy and pleasure that nutrition health professionals find in their job.
Openness to change
Values that fall under the group openness to change reflect independent thought and
flexibility to change and include self-direction, stimulation, and hedonism (as discussed
above) (Schwartz, 2012).
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6. Self-direction: Independent thought and action (Schwartz, 2012). Autonomy of
thought includes imagination, curiosity, critical thinking, and interest as well as
choosing one’s own goals, purposes, and level of independence.
7. Stimulation: Excitement, novelty, and challenges in life (Schwartz, 2012). This value
is reflected in whether nutrition health professionals consider their job challenging and
stimulating.
Conservation
Values that fall under the group conservation reflect self-restriction, order, and resistance to
change and include security, conformity, and tradition (Schwartz, 2012).
8. Security: Safety, harmony, and stability of society, of relationships, and self
(Schwartz, 2012). This value entails the safety of care, but also financial security and a
resistance to change, portrayed by adherence to conventional health promotion values
and reluctance to change to more recent holistic, ecological, and salutogenic health
promotion values.
9. Conformity: Restraint of actions, inclinations, and impulses likely to upset or harm
others and violate social expectations or norms (Schwartz, 2012). An example would
be meeting the expectation to adhere to social norms formed by colleagues or an
employer as nutrition health professional.
10. Tradition: Respect, commitment, and acceptance of the customs and ideas that one's
culture or religion provides (Schwartz, 2012). An example would be adhering to the
values in a professional code of ethics, such as putting the patients’ interests above
self-interests and avoiding harm to patients (Beauchamp, 2007).

Figure 3. Framework of the values captured in the theory of basic human values. Reprinted from “An
Overview of the Schwartz Theory of Basic Values,” by S. H. Schwartz, 2012, Online Readings in
Psychology and Culture, 2(1), p.9 (https://doi.org/10.9707/2307-0919.1116). Copyright 2012 by
International Association for Cross-Cultural Psychology.
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A dynamic relationship exists between the ten values identified in the theory of basic
human values (Figure 3). Values that are located closer to each other in the circular structure
express a more similar motivational goal and are therefore more compatible. In contrast,
values that express opposing motivational goals show greater conflict and are located further
from each other. This causes actions to be either congruent with or in opposition to some of
the other values. For example, benevolence and conformity values are congruent with each
other as both entail behaving in a manner approved by one’s social group. In contrast,
benevolence and achievement values are in opposition to each other since attaining personal
success can conflict with enhancing the welfare of others. While individuals may pursue
competing values, this is never the case in a single act (Schwartz, 2012). Overall, this
framework assists in exploring the values of nutrition health professionals due to the
comprehensive coverage of all values important in guiding decision-making in all cultures
(Moyo et al., 2016).
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3. Methods
This chapter provides an overview of the study design and the methods applied to answer the
research questions. First, the study design is explained, followed by the study population,
recruitment strategy, and setting in which the research takes place. Subsequently, the data
collection and data analysis are explained. This chapter ends with a description of the
establishment of trustworthiness and transparency within the research and ethical
considerations.
3.1 Study design
An explorative qualitative research design was used to investigate Dutch nutrition health
professionals’ values regarding strategies to improve HE in low SES populations. Explorative
research designs are used to create a better understanding of a phenomenon and are suitable
for research topics and problems that have not been extensively studied in the past, such as the
values of nutrition health professionals (Green & Thorogood, 2004). Qualitative research
methods are powerful data collection tools that enable the researcher to explore and get an indepth understanding of subjective perspectives of a phenomenon (Creswell, 2014; McGrath,
Palmgren & Liljedahl, 2019). This research was a sub-study of a larger study that examined
the role of health professionals’ goals, values, and beliefs in current HE strategies in low SES
populations and aimed to promote critical reflection amongst health professionals and build a
shared values framework to enhance collaborative health promotion efforts (Gillies, te
Molder, de Graaf & Wagemakers, 2020).
Table 1. Different types of nutrition health professionals included in the research

Profession

Role in nutrition promotion

N included

General practitioner
(GP)
GP nurse

Patient educators and gateway to specialist care.

0

Provides individual counseling and mentoring to
patients.
Specialize in nutrition assessment, monitoring, and
counseling.
Involved in nutrition and nutrition disparity research
used to develop, implement, and/or evaluate HE
strategies.
Involved in both nutrition research and development
and implementation of health promotion programs

1

Develop and implement health promotion programs
tailored to the needs of local communities, including
issues like obesity and diabetes.

7

Possess expertise in the field of health and nutrition.
Results of their research, monitoring, and modeling are
used to underpin food policy on a national level.

1

Develop and implement non-profit health promotion
programs at the request of health insurers, healthcare
institutions, companies, and the government.

1

Dietician
Researchers (from
academic and/or healthpromoting institutions)
Researchers &
Municipal health service
authorities
Municipal health
services authorities (e.g.,
Gemeentelijke
Gezondheidsdienst
(GGD))
Government authorities
(e.g., National Institute
for Public Health and
the Environment
(RIVM))
Non-governmental
organizations

1
5

3

N = the number of participants; HE = Healthy eating
Note. Adapted from “Exploring the goals, values, and beliefs of nutrition professionals in the Netherlands,” by C.
Gillies, H. te Molder, K. de Graaf, K., and A. Wagemakers,
11 2020, p.4, Unpublished protocol.

3.2 Study population, recruitment, and setting
The study population of this research was Dutch nutrition health professionals, defined as
persons whose work is primarily related to nutrition, those for whom nutrition is a secondary
but still important issue, and researchers with expertise in the field of health and nutrition.
Nutrition health professionals were eligible to participate in this research if they were actively
involved in the development and/or implementation of HE strategies in one or more low SES
populations in the Netherlands. It was aimed to recruit a broad and diverse group of
professionals in the field of nutrition, in terms of profession, to allow for a range of
perspectives and provide insight into the different values present amongst nutrition health
professionals. An overview of the nutrition health professionals included in the study and
their role in the promotion of HE can be found in Table 1. The sample size was determined by
the concept of theoretical saturation, in which sampling and data analysis continue until no
new input is being generated (Green & Thorogood, 2004). In total, 19 Dutch nutrition health
professionals were included in this study (Table 2). At the time this sub-study was conducted,
only 19 of a larger sample of 29 interviews were available for analysis. As such, not all
professions were represented. Nevertheless, it was determined that theoretical saturation had
been reached around the 12th interview.
A purposive sample of nutrition health professionals was taken in order to include
information-rich cases for in-depth study that would generate appropriate data (Green &
Thorogood, 2004; Patton, 1990). In total, five nutrition health professionals were recruited via
the personal network of the researchers. Four were recruited through membership of the
Nutrition Disparity Network – a network of researchers, policymakers, and community
members interested in advancing nutrition-related healthy equity (Wageningen University and
Research, n.d.). An additional two participants were recruited through snowball sampling,
whereby the recruited participants were asked for contacts from their professional network.
Lastly, following low response rates from the other recruitment strategies, eight participants
were recruited through online research by looking at relevant interventions at
‘Loketgezondleven’, ‘ZonMW’, and Google, membership of the ‘Upstream Team’, and
‘Healthy’R’.
Professionals were invited to participate via email with phone call follow-up, if
necessary. Prior to the interviews, participants received an information letter and a
demographic form in English and Dutch (Appendix II & III). The information letter provided
background on the research, described the study procedure, and stipulated confidentiality and
the participants’ right to withdraw from the research. In the demographic form, the
participants self-recorded their gender, age, role, workplace, years of experience in their
current role, and populations interacted with (or whom their work is concerned with) to allow
to gain insight into the characteristics of the participating population and allow for
comparisons. Before the interview began, the participants were required to provide verbal
consent to participate in the research (Appendix IV).
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Table 2. Demographic information for nutrition health professional sample

Participant* Age

Gender Profession

Years of
Institution
experience

D05
D06
E01
E02
E05
E06

54
55
32
24
51
54

F
F
F
F
F
F

17
28
4
>1
3
11

GP
Hospital
University
University
University
University

E07
E10

30
63

F
F

4
3/ 35

University
GGD/ university

E08

43

F

18

E13

31

F

E12
D03

47
40

F
F

8
13

GGD/ Scientific
research institute
GGD/ Scientific
research institute
GGD
GGD

D04

29

F

1/ 4

GGD

D08

60

F

4

GGD

D01
D02

46
27

F
F

1
2

Municipality
Municipality

E04

42

M

5

Municipality

E09

49

F

Practice nurse (PoH)
Pediatric dietician
Post-doctoral researcher
PhD-researcher
Associate professor
Assistant professor/
researcher
PhD-researcher
Health promotor/
researcher
Program manager/ senior
epidemiologist
Project coordinator/
researcher
Policy officer
Advisor health
promotion
Project leader/ advisor
health and wellbeing
Advisor Health and
wellbeing
Health policy advisor
Project leader/ policy
advisor
Project leader/ research
advisor
Project leader

3

E03

36

M

Post-doctoral researcher/
knowledge expert
nutrition

8

Nongovernmental
organization/
Consulting firm
Voedingscentrum

8

*D = Dutch interview; E = English interview

3.3 Data collection
In-depth, semi-structured interviews were conducted in English or Dutch, based on the
personal preference of the professional, and audio-recorded to allow for verbatim
transcription. English interviews were conducted by an experienced qualitative researcher
with an MSc student present in case Dutch translation was necessary. Dutch interviews were
conducted by a research assistant. All of the interviews were conducted by these same two
interviewers to ensure consistency. In total, 12 of the 19 interviews analyzed were performed
in English and 7 were performed in Dutch. The interviews lasted on average 49 minutes
(between 33 and 69 minutes). The interview guide structured the interview with ten
predetermined questions of which several were intended to be responded to through
storytelling (e.g., retelling events and experiences as they happened) (Patton, 2015)
(Appendix V). This format allowed the discussion to stay focused on the concepts of interest
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while allowing for deviation from the interview guide; for example, when an answer to a
question led to more in-depth questions.
The interview guide was developed by the research team, consisting of four PhD
investigators, one research assistant, and one MSc student, and was based upon the concept of
appreciative inquiry (AI). AI is founded on the heliotropic principle and reflects the belief that
people will be drawn towards positive images of the future and positive actions by the
affirming and energizing moments of their past and present (Michael, 2005). Instead of
starting at the level of the key problem, AI follows the 4D model starting with appreciation
through the first stage of ‘Discovery’. This stage is about learning and focuses on the best
moments and memories that people hold about their experiences with HE strategies in low
SES populations. The second stage, ‘Dream’, builds on these positive moments and memories
to envision what could be in the future. In the third stage, ‘Design’, the dream is further
shaped and developed. Finally, the fourth stage, ‘Destiny’, is focused on the achievement of
the dream and how this would be enabled. This interview technique established a dynamic in
which participants freely spoke about their experiences rather than reacting out of a presumed
need to defend or justify their bad experiences, resulting in storytelling and a more nuanced
understanding of both the positive and the negative in an experience (Michael, 2005).
The interview guide was pilot tested twice to explore the clarity of the questions and
make adjustments if needed (McGrath et al., 2019). No major adaptations of the interview
guide took place, resulting in the inclusion of both pilot interviews for data analysis. All
interviews included were conducted within a time span of 2 months between October and
December 2020. Interviews took place by online audio-visual communication (e.g., Microsoft
Teams) due to COVID-19 measurements. Research suggests that interviews conducted inperson or via online audio-visual communication produce data with similar richness (Abrams,
Wang, Song & Galindo-Gonzalez, 2015; Namey et al., 2020). Contextual information and a
reflection on the interviewers' personal biases and assumptions were recorded in field notes at
the end of each interview. The field notes ensured that the rich context of the interview
persists beyond the original research team and produced additional understanding of the data
for the researcher to inform the data analysis (Phillippi & Lauderdale, 2018).
3.4 Data analysis
To analyze the interviews, the interview recordings were first transcribed verbatim by an MSc
student or the research assistant and verified by the researcher who conducted the interview.
Dutch interviews were then translated into English using DeepL followed by verification by
the MSc student. Verbatim transcription included word-for-word reproduction of the verbal
data, including a contextualization of the interview (e.g., laughter, background noise,
interruptions) but excluding filler words (McGrath et al., 2019). The interview transcripts
were anonymized by using a numerical identifier and removing any information that could
personally identify participants.
The interview transcripts were analyzed using reflexive thematic analysis (TA), a
method to analyze qualitative data which is focused on identifying, analyzing, and reporting
patterns within data (Braun & Clarke, 2006; Braun & Clarke, 2019). In this research, a latent
approach to reflexive TA was taken by identifying and examining underlying ideas,
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assumptions, and conceptualizations that inform the semantic content (e.g., explicit or surface
meanings) of the data (Braun & Clarke, 2006). Transcripts were loaded in Atlas.ti qualitative
data analysis software and the analysis was performed according to the six phases of analysis
developed by Braun and Clarke (2006; 2019):
Phase 1: The researcher read and re-read the transcripts to become immersed and
familiarized with the data.
Phase 2: Codes were generated through inductive coding by one researcher to identify
data items that might be relevant to answering the research questions while staying
close to the participants´ lived experiences. A combination of descriptive coding, in
vivo coding, and values coding was applied (Miles, Huberman & Saldaña, 2013).
Descriptive coding assigns codes to data to summarize in a word or short phrase. In
vivo coding creates codes using words or short phrases from the participant’s own
language. Values coding assigns codes according to a participant’s values, attitudes,
and beliefs, representing his or her perspectives or worldview. Values coding is
particularly suitable as a coding approach when using the concept of AI (Miles et al.,
2013). Explicit values were based upon the words or short phrases expressed by the
professional, both literal words and synonyms were designated as explicit values. An
example of the value helpfulness includes: “(…) I look at others a lot and try to
support or help people (…)” (D04). Implicit values were based upon the interpretation
of the researcher and were marked as such in the absence of literal wording and
synonyms. An example of the value empathy includes: “It’s really unbelievable.
They've lost their children and drugs…I mean it's the worst case stories (…)” (E01).
Phase 3: All of the generated codes were sorted into overarching themes and
subthemes.
Phase 4: Themes formed in the third phase were reviewed, and for each theme the
collated data extracts (e.g., the coded words, phrases, or paragraphs) were read. It was
then considered whether they formed a coherent pattern representative of the theme.
Subsequently, the entire dataset was re-read to check whether the themes formed an
accurate representation of the data set and to code any additional data within themes
that possibly have been missed in earlier coding stages.
Phase 5: Themes were further defined, and clear definitions and names were
generated. Bottom-up themes were grouped according to the four groups of themes
from the theory of basic human values of Schwartz (2012).
Phase 6: The results were interpreted and related back to the research questions and
the report was written. Quotes were used to illustrate the results and results were
contextualized in relation to existing research (Braun & Clarke, 2006; 2019).
3.5 Trustworthiness and transparency
This research demonstrated trustworthiness through the principles of Lincoln and Guba
(1985) to ensure the qualitative research was valid and reliable. Trustworthiness was
established through the principles of credibility, transferability, dependability, and
confirmability. Credibility is the equivalent of internal validity and is concerned with the
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confidence that can be placed in the truth of the research findings (Korstjens & Moser, 2018;
Lincoln & Guba, 1985). Credibility was ensured through prolonged engagement, encouraging
participants to answer questions through storytelling, and the interviewer asking follow-up
questions (Korstjens & Moser, 2018). In addition, a member check was performed in which
the transcripts were shared with the participants who then had the opportunity to approve its
contents and uncover possible misinterpretations. Transferability concerns applicability and
was achieved through a rich description of the participants and the research setting to enable
readers to assess whether the findings can be transferred to other contexts or settings
(Korstjens & Moser, 2018; Lincoln & Guba, 1985). Dependability concerns the consistency
and stability of the findings over time (Korstjens & Moser, 2018; Lincoln & Guba, 1985). To
establish dependability, the methods (e.g., data collection and data analysis) were described in
a clear and transparent way to allow for future research to replicate the study. Confirmability
concerns neutrality and secures the inter-subjectivity of the results (Korstjens & Moser, 2018;
Lincoln & Guba, 1985). Confirmability was again established by a clear and transparent
description of the methods, but also by retaining the original data and the documents for data
analysis. To further enhance confirmability, quotes from the interviews were used to illustrate
that findings emerged from the retrieved data rather than from the researcher’s own
predispositions (Shenton, 2004).
An additional principle that is important to ensure transparency and the quality of
qualitative research is reflexivity (Korstjens & Moser, 2018). The researcher has been
involved in all stages of the research, and therewith forms an integral part of the process
(McGrath et al., 2019). In recognition of this, a reflexive approach to data analysis has been
taken through which the researchers have actively reflected upon their personal beliefs,
assumptions, and biases, and considered how these have influenced the process. This was
particularly important in implicit coding, as there is a lot of room for the researcher's
perspective. As a university student, I am highly educated and less able to relate to low SES
populations. By performing this research, I am also part of the nutrition health professionals’
group that is being researched which creates the danger of speaking from my own viewpoints
or perspectives. I am very much motivated for the topic of improving HE in low SES
populations, which could cause me to expect the same of other professionals. The same
applies to my interest in a systems approach or a life course approach to health. Within
research, it is important to be open to new perspectives and to include multiple viewpoints, to
look for and create new types of knowledge, and try to create an understanding. Hence, in
every step in the research processes, I have reflected on my positionality and how this might
have affected decisions surrounding data collection, data analysis, as well as the interpretation
of the results to minimalize bias.
3.6 Ethical considerations
Although this research was not expected to carry inherent risks to the personal safety and
well-being of participants (Gillies et al., 2020), professionals were provided with an
information letter to make an informed decision on whether to participate, and all were
required to provide verbal consent before beginning an interview (McGrath et al., 2019). The
information letter included the nature of the study, which data would be collected, the identity
of the researchers, the objective of the research, and how the data would be used.
Furthermore, to avoid unnecessary use of professionals' time and effort, the number of
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professionals required was determined on the basis of theoretical saturation (Green &
Thorogood, 2004; McGrath et al., 2019).
In the interview, participants were asked to reveal personal experiences and
perspectives which can be considered as sensitive information. As such, anonymity of the
participant was guaranteed by removing all identifiers from transcripts and through the use of
numerical identifiers. To confirm the participants’ approval of the contents of collected data,
participants were invited to review their interview transcripts. At the time of writing, no
participants had requested changes after receiving the transcript.
Electronic copies of identifiable information (e.g., demographic sheets) will be kept on
a password-protected computer and secure database at Wageningen University & Research
for ten years, after which time they will be destroyed. This research was approved by the
Social Sciences Ethics Committee of Wageningen University & Research, Dutch chamber of
commerce number: 09215846 (Gillies et al., 2020).
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4. Results
The results section is divided into three sections. First, the strategies nutrition health
professionals implemented to improve HE in low SES populations are presented. This is
followed-up by the results of the strategies conceptualized by nutrition health professionals.
Lastly, the values that nutrition health professionals both explicitly and implicitly expressed
regarding low SES populations are presented.
4.1 Strategies implemented to improve healthy eating in low SES populations
To promote HE patterns amongst low SES populations, nutrition health professionals
implemented different strategies. Most of the professionals interviewed (n=15) implemented
strategies to improve HE in low SES populations that targeted individual factors (Table 3).
Two nutrition health professionals made use of enablement by the provision of personal
guidance. However, most of the nutrition health professionals (n=8) used education as a
means to increase awareness about HE amongst low SES populations. Three nutrition health
professionals combined education with incentivization, emphasizing that participants can save
money while preparing a healthy meal. An example of such a strategy was:
“We have four baskets and in each of them there are several products and the course,
or the member, the clients have to guess how much every basket, what the costs are.
And in one basket there are four products, in two baskets there are between eight and
ten products and in one basket there are twelve or even more products. And when you
know that if you use or when you buy premium brands (…) then you can only have,
you can only buy four products for say five euros, but when you shop in different
stores and buy your maybe fruit, vegetables at the market or somewhere else, you can
have a lot more product for the same price. And when you combine all those stores,
when you when you look at promotions (…) You can really buy smart things and you
can really save a lot of money and that's a real eye opener to see the baskets they are
almost empty and they are really full, but the costs are the same, they're all five
euros.” (E12)
Two of the professionals used strategies to empower low SES population towards a
healthy dietary intake by building on and strengthening the abilities of participants, making
them feel more in charge, increasing their confidence, and helping them achieve their dreams
through guidance and support:
“So it doesn't only focus on how many more vegetables does she eat right now, or does
she specifically follow these guidelines, but also do the women feel more in charge of
their diets? Are they more, are they more confident in their dietary choices? Do they
know where to look for information? Do they feel more comfortable talking with the
dietician or with their midwife about the nutrition?” (E02)
This empowerment strategy was either provided at the individual or group level,
targeting both individual factors and the social environment. Several nutrition health
professionals (n=5) implemented strategies that targeted both individual factors and the social
environment, again using education as their main intervention function. Two nutrition health
professionals reported using neighborhood centers or social community enterprises to
organize activities, such as a meal, for residents during which nutrition could be discussed:
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“(…) we organized a dinner in a neighborhood center for people with a lower SES,
and we just well participated in one of their own nights. So one time a week they could
go there and they get a meal for three euros and fifty cents, a three course meal, and
we just said okay we want to participate in that if possible and during that night we
organize the whole night and we prepare the food, and during the preparations and
during consuming the food we will start conversations with people about all kinds of
topics.” (E03)
In addition to interventions targeting both individual factors and the social
environment, several nutrition health professionals (n=4) implemented strategies focused
solely on the social environment. One nutrition health professional reported using
environmental restructuring by involving the social environment of a participant and
generating social support amongst the group. The remaining nutrition health professionals
educated and trained health professionals working in low SES neighborhoods to discuss
lifestyle with low SES populations. As a result of this strategy, GPs and nurses “(…) felt that
they improved and through their own experiences they felt they were then better able to work
with the patients” (E09).
At the level of the physical environment, some nutrition health professionals (n=4)
implemented strategies. Two nutrition health professionals were involved in a project in
which snack vegetables were provided to GP practices in low-income neighborhoods,
enabling the GP or nurses to start a conversation about healthy nutrition when a patient
walked into the practice. In addition, two nutrition health professionals reported working on
the food supply and choice architecture through nudging in community centers; for instance,
by implementing a health grading system that encourages residents to choose a healthy diet.
Two nutrition health professionals implemented a strategy at the macro-level environment in
addition to targeting either the social or the physical environment. One of these professionals
used restriction by writing tenders allowing only providers that ensure a healthy food supply
for the neighborhood houses: “(…) we, the municipality is also busy writing the tenders for
the [...] from 2021 and onwards, for who is allowed to manage the houses of the
neighborhood and that contains this now. That the food supply has to become healthy” (D01).
Lastly, one nutrition health professional reported only performing research using a
systems-approach to investigate which factors influence health disparities the most to inform
strategies. Overall, the vast majority of professionals implemented strategies targeting
individual factors (n=15), either alone (n=11) or in combination with strategies targeting the
social environment (n=4). Education (n=14) was the most frequently used intervention
function. Several nutrition health professionals (n=6) implemented multiple strategies
targeting different levels and multiple professionals (n=9) indicated that they did not
specifically focus on nutrition but also included other aspects or focused on health in general.
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Table 3. Overview of the strategies implemented by nutrition health professionals

Individual factors

Intervention
function
Education

Education,
incentivization

Participant*
E06
E07

E08
E13
E12
D04

D08

E09

Individual factors &
Social environment

Education,
enablement

D05

Enablement

D06

Empowerment

E01

Empowerment

E02

Education

E03

Population
groups targeted
Ethnic minorities
Children from low
SES
neighborhoods
Children
Populations with
financial problems
Low SES
populations with
(a risk of) obesity
Low SES
populations with
(a risk of) obesity

Low SES
populations
Low SES
populations

Children and their
parents
Low SES pregnant
women
Low SES pregnant
women
General
population

Description strategy
Health promotion talks, explaining the link between diet and health and provision of practical solutions.
Photovoice study, mothers took pictures of their daily life which were discussed and used as a starting
point to talk about a healthy lifestyle.
Designing and implementing strategies focused on different health-related topics (including nutrition) in
co-creation with the target group in the family setting and the neighborhood setting.
Three-day food diaries at 6 and 12 months of age to follow the development of the weaning phase, which
is discussed with the parents.
E-learning program for health professionals to teach participants about cheap and healthy food,
increasing knowledge, changing the view and prejudices through interactive and visual activities.
Educate participants on how to prepare a healthy meal for little money.

Supermarket safari in which participants go to the supermarket under the supervision of a dietician and
looked at what kind of ingredients different food products contain and how the healthiest choice can be
made.
Cooking class learning participants how to prepare a healthy meal with cheap ingredients.
Film festival in which healthy eating patterns were discussed amongst other topics.
Supermarket safari’s in which participants were guided through the supermarket by a dietitian, to educate
them about healthy food choices.
Supporting the GP in consultation hours with amongst others patients with type II diabetes. Created a
brochure out of photos of various food products which were rated as healthy or unhealthy by a thumbs up
or down. Additionally, the amount of sugar in several food products was visualized by means of photos
of the food product with the number of sugar cubes lying next to it.
Providing healthy eating advice.
Empowerment towards a healthy dietary intake, focusing on what people already have, already know, are
already able to do, and then strengthen that further in areas in which there already is a little success
instead of the unchangeable areas. Guidance and support to achieve the dream a participant has.
Empowerment to make participants feel more in charge, increase confidence, etc., often provided in a
group setting.
Organization of dinners in neighborhood centers, during preparation and consumption health is being
discussed as a side product.
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E04

Low SES districts

E09

Employees of
companies
Overweight adults

D03
Social environment

Environmental
restructuring

E06

Education,
enablement,
training

E09

E10
D06
Physical environment

Macro-level
environment

Environmental
restructuring

E09
D05

Restriction

D01
D02
D01

Environmental
restructuring

E10

Low SES
populations; Prediabetic South
Asians
GPs and nurses in
low SES
neighborhoods
Health nurses
Youth nurses and
doctors
GPs and nurses in
low SES
neighborhoods
Inhabitants city
Inhabitants city
Inhabitants city
General
population

Social community enterprises to make people connect and develop themselves. An example of a project
is preparing a meal together.
Ten days online program in which recipes for breakfast, lunch, and dinner are being provided, including
a community in which participants can chat and share pictures.
Combined lifestyle intervention, two-year trajectory including an intervention phase and a maintenance
phase with one part targeting nutrition in individual consultations and group meetings.
Involvement of the family and social environment and generating social support amongst the group.

Educating health professionals on how to discuss lifestyle with low SES populations, including cooking
workshops, a dinner, and a 10-day food challenge to experience themselves.
Changing the behavior of health nurses to parents.
Training youth nurses and youth doctors’ conversations and casuistry.
Snack vegetables present at the practice, enabling to start the conversation when the patient walks in.

Gold-silver-bronze gradation for the food supply in community centers.
Adapting the choice architecture in community centers, to nudge residents towards a healthier diet.
Writing the tenders from 2021 and onwards, for who is allowed to manage the houses of the
neighborhood to ensure a healthy supply.
Innovating youth health care.

*D = Dutch interview; E = English interview
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4.2 Strategies conceptualized to improve healthy eating in low SES populations
Nutrition health professionals were also asked during the interview to describe their ideal or
‘dream’ strategy to promote HE patterns amongst low SES populations. The strategies
nutrition health professionals conceptualized targeted a combination of the individual, social,
physical, and macro-level environment. In addition, several professionals (n=5)
conceptualized a systems-approach targeting all levels at once. As one nutrition health
professional explained: “And, well I, by this point I don't think there is one silver bullet. I
think a lot should be done on all different kinds of levels to really improve the health of lower
socioeconomic groups” (E05).
Within these conceptualized strategies, various intervention functions were combined
with each other for almost all professionals (n=18). Environmental restructuring (n=12) and
incentivization (n=12) were mentioned most frequently. As one nutrition health professional
explained: “So in that respect, other kind of environmental interventions like food
composition and food prices, I think would be more beneficial for the dietary intakes of low
income groups than others that require individual agency” (E05). Regarding incentivization,
professionals stated that healthy food products (e.g., fruit and vegetables) should become
cheaper and unhealthy products more expensive. A strategy that was frequently suggested in
this respect was a sugar tax: “So again, the costs can stimulate people to buy things that are
good for them. Just have a sugar tax, install a sugar tax, or install a fat tax, or just make
really junk food more expensive” (E12).
Many nutrition health professionals conceptualized an environment, both social and
physical, that makes the healthy choice the easy choice. Professionals wanted to increase the
visibility of healthy products and reduce the presence of unhealthy products at the check-out.
In addition, professionals wanted fewer fast-food restaurants to be present in low SES
neighborhoods and the marketing of unhealthy food products to be eliminated. Several
professionals (n=6) also believed schools were an ideal place for the strategy to take place.
Conceptualized school strategies included, introducing a healthier school canteen or national
school standards, the provision of a meal at school, and addressing the environment around
the school: “So there is not a booth next to every high school where you can get Kapsalon
and Turkish pizzas. (…) I would like a lot more to be done about lunches at school and about
a food, conversations about healthy food and what that does to you” (D05).
Another intervention function connected to this and mentioned by several nutrition
health professionals (n=7) was restriction. With restriction, professionals envisioned a ban on
fast-food restaurants around schools or no longer providing permits for fast-food restaurants
in general through legislation and regulations. Three nutrition health professionals wanted to
use modeling to influence the social environment through peers or key persons (e.g., GPs,
nurses, and role models):
“I think what we we’re doing with the doctors – who has an influence on who is
respected within the population? I think we all have a certain respect for doctors and
nurses, so if they are giving the right message and providing the right support to
everybody regardless of what their socioeconomic status is, then that definitely is a
good step.” (E09)
In addition, multiple nutrition health professionals (n=8) conceptualized strategies
including education, to increase knowledge about healthy nutrition and the importance of
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health. The same two nutrition professionals that implemented strategies involving
empowerment conceptualized strategies including empowerment, in which participants define
their own goals combined with enablement. Several other nutrition health professionals (n=7)
conceptualized strategies focusing on enablement. Professionals conceptualized to achieve
enablement through guidance and support, a minimum wage, or any other way to ensure a
basic amount of good nutrition available for everyone:
“So, also to my daydream I want free nutrition and free food as well. Or at least a way
in which you can ensure that everyone has a basic amount of fruit and vegetables, or
proteins, they can get so everyone has the same access.” (E02). “And also guide them,
because putting the responsibility in their hands is too much because being already
from a low socioeconomic position means you have so many struggles that we not in
that position cannot think about, so food and nutrition strategies are the last thing on
your mind.” (E07)
Many of the nutrition health professionals (n=8) emphasized that there should be a focus on
addressing underlying issues (e.g., debts, unemployment, housing) before nutrition-related
issues can be tackled. As one nutrition health professional mentioned: “And so, if you are not
able to, yeah, to tackle, in my opinion it's the elephant in the room. Then how can you even
expect people to do – in their eyes –minor changes in their behavior?” (E08).
In their conceptualized strategies, multiple professionals (n=8) pointed in the direction
of the government to take action. One nutrition health professional reported dreaming of: “A
government who steps up, and takes responsibility for the population” (E03). Another
professional further explained this by mentioning: “I think what's missing is conviction from
the policy makers side. (…) And political will to actually do it and to make unpopular
decisions about how you deal with the food environment and specific neighborhoods, and
which food outlets do you allow and which do you not” (E06). Lastly, several nutrition health
professionals (n=6) conceptualized strategies in which the targeted population is involved:
“Like we shouldn't talk about them, we should involve them from the start and not in
the end when we already decided how our strategy looks like. No, they should be part
of a strategy because then you start this revolution of people who are inspired and
inspire their neighbors, their family members.” (E07)
In summary, nutrition health professionals mainly conceptualized a combination of different
strategies at different levels, whereby environmental restructuring (n=12) and incentivization
(n=12) were the most frequently described intervention functions. Multiple nutrition health
professionals (n=6) regarded schools as an important place for strategies to take place and
many envisioned a greater role for both the government (n=8) and target group (n=6).
Furthermore, the conceptualized strategies of several professionals (n=8) focused not only on
nutrition but also on solving the underlying problems that lead to nutrition inequalities.
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Table 4. Overview of the conceptualized strategies of nutrition health professionals
Intervention function

Participant*

Population
groups targeted
Low SES
populations

Individual factors

Education

E04

Individual factors,
social environment
& physical
environment

Empowerment, enablement

E01

/

Education, environmental
restructuring, restriction

D08

/

Individual factors,
social environment
& macro-level
environment
Individual factors,
physical
environment &
macro-level
environment

Empowerment, enablement

E02

Women

Enablement, environmental
restructuring,
incentivization, restriction

D03

Families

Education, environmental
restructuring, restriction,
incentivization

D05

Children

Description strategy
Fun and easily accessible activities in which the importance of health is being promoted, an
example of this is the performance of health checks in which health measurements are carried
out but mainly health is discussed.
A holistic strategy, targeting the individual and the social and physical environment consisting
of empowerment and personal guidance for participants to reach the dreams they have not
specifically needing to be nutrition-related.
Providing knowledge about healthy nutrition, giving a healthy twist to the things participants
are already familiar with, and looking into ways to make it more fun or attractive to eat
healthier. Participants should receive support in their behavior change from people in their
environment. In the physical environment, unhealthy food products should become less
visible, the municipality should no longer offer permits for fast food restaurants and get into
conclave with the big supermarkets about the providence of unhealthy food products at the
check-out. In addition, underlying issues should be fixed before you can start with nutrition.
Empowerment strategy in which participants define their own goals, including a social support
platform to learn from and with each other. In addition, it should be assured that everyone has
a basic amount of good nutrition. There should be more solidarity in society and more leftwing parties in the parliament.
An integral approach with multiple health-related topics, including nutrition, where attention is
also paid to solving underlying problems (e.g., poverty and debts) through an interdisciplinary
collaboration of different organizations all around one person who receives long-term
guidance. In addition, the environment should be designed as healthy as possible (e.g., fewer
snack bars and fast food). Schools should implement a healthy ten o’clock, the BTW on fruits
and vegetables has to be reduced, less unhealthy food products should be put on the market or
marketed differently, and marketing aimed at children should be addressed.
Education at schools about healthy nutrition, including the school canteen selling healthy and
tasty sandwiches or school lunches and no unhealthy food products sold around schools. There
should be regulations about what is allowed to be put into food parcels people receive from
food banks. Healthy food choices should be rewarded and introduced to people, for instance,
people suffering from diabetes or overweight should receive a vegetable package from their
health insurance and this should be subsidized. The government will need to take control,
taking off the taxes of fruits and vegetables and implementing a sugar tax. In addition, food
products should be offered purer and include less sugar. Children should receive mindfulness
courses about how to deal with poverty and stress to become more resistant.
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Individual factors &
macro-level
environment

Social environment,
physical
environment &
macro-level
environment

Incentivization, enablement

E07

Low SES
populations

Education, incentivization

E08

Low SES children
and young
families

E12

Low SES
populations

Enablement, restriction,
environmental restructuring,
incentivization

E05

Low SES
populations

Environmental restructuring,
restriction

D02

/

Incentivization, restriction,
environmental restructuring,
modeling

E09

Low SES
populations;
General
population

The prices of healthy food products should be reduced and the prices of unhealthy food
products increased. In addition, there should be looked at the business behind the food
products. There should be a minimum wage to have everything in place to make a healthy
choice. It is the government which should take responsibility in order to create this strategy
and more guidance is needed for low SES populations. In addition, it would be very important
to create an understanding of the population you are trying to target and to involve them in the
strategy. Low SES populations should be encouraged to experiment and try new food
products, in order to establish behavior change. The strategy should also consider the other
problems this population is facing and include an interdisciplinary collaboration.
A strategy to reach equity by making fruits and vegetables accessible through a price
reduction, providing people with a basic income, and tackling other problems before starting
with nutrition. Efforts should be made to provide as many people as possible with knowledge
on what nutritious foods are. In this strategy, it would be important to perform participatory
research with an interdisciplinary approach.
An e-learning module for low SES populations, educating them how to do groceries, what to
eat all day, and how to prepare a healthy meal. Including visual and interactive activities, such
as a virtual supermarket and trying out new food products. Unhealthy food products should
become more expensive, for instance with a sugar tax, a fat tax, or another kind of policy
creating a supportive food environment. In addition, it would be important that policymakers
consider the availability of healthy foods important.
A strategy focused on the distal determinants to improve health in general. Creating an equal
environment for children to grow up under the same socioeconomic circumstances, in which
there is an equal provision of healthy food products, parents who find healthy food important,
and a reduction of poverty levels to create cognitive bandwidth to make a healthy choice. In
addition, the government should focus less on individual responsibility and more on restriction
and improving the food environment. This could for instance be achieved by increasing the
price of unhealthy food products and decreasing the price of fruits and vegetables.
A strategy targeting the social and physical environment, including legislation and regulations.
The food supply should get a better balance between the healthy and unhealthy offer, and for
instance, within fifteen meters from a school no snack carts should be allowed. The strategy
should look into what is already happening to make it sustainable, this could be a key person
or another strategy. It would be important to work together with the participants and all
organizations present in a neighborhood.
A strategy in which you connect people and also focus on key persons who have an influence
on and are respected in the population (e.g., GPs and nurses). There should be intervened in
the food environment, reducing the number of fast-food restaurants in low SES neighborhoods
and preventing advertisements of unhealthy food products nearby schools. This probably
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Children
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/
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Education, enablement,
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E10

Low SES parents;
general
population

Training, environmental
restructuring, incentivization

E13

/

should be achieved with legislation and planning laws. In addition, there should be national
school standards for food products and a sugar tax.
The strategy would involve some kind of financial reward, this could be in the form of getting
fruits and vegetables cheaper through subsidy or a reward system. Role models of low SES
populations should repeatedly propagate the message of healthy eating through social media.
Besides, there would be more regulation, for instance, unhealthy products should be no longer
for sale or very difficult to buy. In addition, there would be hot meals during school lunches or
both breakfast and lunch provided at school having everything arranged so that children do not
need to bring anything to school anymore.
The same message should be spread through different channels. There has to become a
healthier offer and making the healthier food products more visible. In addition, the
government should steer a bit more with, for instance, a sugar tax.
A systems-approach, first starting with the emphasis on guidelines and laws. There should be a
healthy food environment, including healthy schools and sports bars. In addition, it would be
important to focus on other underlying issues (e.g., debt, illiteracy) as well. In order to achieve
this dream strategy, a government that steps up and takes responsibility for the population is
needed.
A systems approach, targeting all levels with different approaches. Education about healthy
food and cooking for children at schools. Neighborhood gardens where people engage in
growing food together. The food environment should change, doing something with the
presence of food retailers, but also pricing policies and taking away financial stressors. In
order to achieve this dream strategy, conviction from the policymaker side is needed, as well
as political willpower, interdisciplinary collaboration, and involvement of the target group.
People should get educated about food and there should be more guidance for low SES
parents. There should be health nurses supporting these families and educating them through
modeling, in combination with mothers inform mothers programs for nutrition. The marketing
of unhealthy food products should be addressed, as well as the number of snack bars in low
SES neighborhoods. There should be a sugar tax, especially on drinks, and the price of
unhealthy food products should be increased while the price of unhealthy food products should
be reduced. In addition, differences in financial means should be reduced and public health
should be enlarged this will require more political willpower.
A strategy tailored to the needs of the participant in different languages, involving individual
contact with participants and building trust including a follow-up to prevent relapsing into old
habits. The strategy could be implemented in community centers and would involve
ambassadors from the community to better connect and tailor the strategy. The community has
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Environmental restructuring,
incentivization, enablement

D04

/

to make the healthy choice the easy choice. To make healthy foods affordable, the government
should make fruits and vegetables cheaper.
A social movement shifting the social norms with support from the government implementing
all kinds of measures to make the healthy choice the easy choice (e.g., a sugar tax and pricing
strategies). Everywhere people go the healthy choice should be stimulated and the right help
and support should be offered. The strategy would involve interdisciplinary collaboration and
include the target group from the beginning. It would require a change in the structure of
society into a more Scandinavian system with more things publicly regulated and a basic
income.

*D = Dutch interview; E = English interview
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4.3 Conceptual framework of values of nutrition health professionals
Values are inherent in the design of HE strategies, influencing our ambitions and shaping our
thoughts on what is ought to be (Kelly et al., 2015). Nutrition health professionals explicitly
and implicitly expressed sixteen different values, which are grouped into six groups of values:
1) self-transcendence, 2) self-enhancement, 3) openness to change, 4) conservation, 5)
connection, and 6) perseverance. A new conceptual framework of values has been created
specifically for these values of Dutch nutrition health professionals involved in the
development, implementation, and/or evaluation of HE strategies in low SES populations
(Figure 4). In the “Conceptual framework of values of nutrition health professionals regarding
healthy eating strategies in low socioeconomic status populations”, values appeared to be
complementary to one another showing little to no opposition. Operationalization of the
identified values through corresponding value items can be found in Appendix I Table 4.

Figure 4. Conceptual framework of values of nutrition health professionals regarding healthy eating
strategies in low socioeconomic status populations.

4.2.1 Self-transcendence
Values that fell under the group self-transcendence – including compassion, consideration,
and universalism – served collective interests, and emphasized concern for the welfare and
interests of others. The value that came across most frequently both explicitly and implicitly
amongst all nutrition health professionals in varying extents was compassion. Compassion
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reflects a concern for low SES populations and includes the values of caring and empathy
(Appendix I Table 5). Many nutrition health professionals expressed concern for others and
wanting the best for low SES populations. As one nutrition health professional mentioned:
“Well, I think true success is that the people that you work with feel better and have reached
their goals” (E01). In addition, professionals expressed empathy for the circumstances of low
SES populations. Many of the professionals recognized the complications and temptations
surrounding food choice: “(…) I think that this group certainly knows what a healthy lifestyle
looks like in theory. I can hardly imagine that they don't know. Only the temptations not to do
so are so great” (D01). In addition, nutrition professionals expressed understanding the
challenges faced by low SES populations with regards to HE. One nutrition health
professional mentioned: “I mean, of course, everybody wants to be healthy. It's just very often
there is no room for people to be healthy and to engage in those behaviors. (…) So it doesn't
come first place” (E01).
Another value explicitly expressed by most of the nutrition health professionals (n=17)
was consideration, which reflected the desire of professionals to contribute to the health of
low SES populations and do something meaningful. Consideration included the values
contribute, helpfulness, and generosity (Appendix I Table 5). Almost all professionals wanted
to make a difference and found it highly important to contribute. As one participant
mentioned: “(…) I'm proud of doing research that brings it a little further, the world” (E10).
Similarly, professionals found it important: “(…) what I do now really makes sense and really
contributes to the health of others” (D01). Almost all nutrition health professionals wanted to
help people and valued opportunities to help people feel better. In addition, one nutrition
health professional explicitly valued generosity: “I think I'm a generous person who likes to
give back to people. Like also in my private setting I like to do things for my family, my family
is very important so I like to be generous for them” (E13).
The final self-transcendence value frequently expressed both explicitly and implicitly
by all nutrition health professionals was universalism. Universalism reflects an inclusive and
equal treatment to ensure the welfare of all population groups and includes the values allencompassing, all-embracing, egalitarianism, and understanding (Appendix I Table 5).
Nutrition health professionals explained that efforts should be made to include everyone, as
one professional explained:
“Well, first of all, I think this strategy should be taking into account all the differences.
(…) So all the differences from communities, not even cultures or migration
backgrounds, because within those cultures there are also many differences. So just
being aware and having knowledge of those differences before starting a strategy.”
(E07)
In addition to inclusiveness, nutrition health professionals valued cultural
appropriateness and designing strategies that reflect the personal preferences and values of
low SES populations. As one professional reported: “I don't want to give someone paprikas if
they don't like paprikas, but maybe you can think of something they do enjoy” (E02).
Nutrition health professionals also valued equal opportunities for all people regarding
nutrition, including the ability to buy and prepare healthy foods and access information about
healthy nutrition. In addition, professionals valued fair and just treatment for all people. As
one remarked: “I think why I started studying this topic of health inequalities has to do with,
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yeah a feeling that people, that it's unfair that the health of people are so much formed by
circumstances that are out of their own control” (E05). In line with this, professionals valued
respect. As one nutrition health professional explained: “(…) some people find other things to
be more important than healthy eating. And we are not going to change that and I also think
we don't have a right to change that. (…) Equity also means that people can choose not to eat
healthy” (E01). In addition, nutrition professionals valued a nonjudgmental attitude. As one
professional explained:
“(…) not making assumptions and about what people can and can't do that's really
important I think. Just because someone doesn't have, you know, economic advantages
or social advantages does not mean that they cannot, you know, fully participating in
this kind of program. So, you've got to put a lot of your assumptions aside, I think.”
(E09)
Finally, many nutrition health professionals (n=10) explicitly valued understanding
what is going in the population, including their motivations, obstacles, definitions, culture,
and diets. As one professional remarked: “You have to understand the system that you're
working within” (E06).
4.2.2 Self-enhancement
Values that fell under the group self-enhancement – including hedonism, personal growth,
and personal success – served individual interests, emphasizing the pursuit of one’s one
pleasure, interests, and relative success. Most nutrition health professionals (n=17) explicitly
expressed the value hedonism. Hedonism reflects pleasure or sensuous gratification for
oneself, including the values fun, satisfaction, and enthusiasm (Appendix I Table 5). Nutrition
health professionals valued having fun in their work:
“Because in every situation, I think there's a lack of humor in the care hè in the care
the people are too serious and that makes that everything is heavy and we need the
positive psychology, because it is fun to change something and to feel that you feel
better and it is also fun to help people and so.” (E10)
In addition, professionals valued getting satisfaction or pride out of their job by
contributing to and improving the health of others. As one nutrition health professional
reported: “Well, I think true success is that the people that you work with feel better and have
reached their goals” (E01). In addition, achievements within these topics provided
satisfaction to nutrition health professionals, as one indicated: “So once you are at that point
where you can reach a certain population, which is often seen as ‘the unreachable's’
population. Those are highlights for me” (E07).
Another value explicitly expressed by almost all of the nutrition health professionals
(n=17) was personal growth. Personal growth values stimulate a person towards selfdevelopment, including the values challenging, diversity, inspiration, personal development,
and reflection (Appendix I Table 5). Nutrition professionals explicitly valued the challenges
of their job. As one expressed: “It's always difficult to do research amongst ethnic minorities,
so it was really great to get the opportunity to do that” (E06). In addition, professionals
valued the diversity provided within their job: “I think the possibility to... to work with many
different people on different projects. So say the variety and diversity in themes, but also in
people, colleagues, that I am not working on the same thing every day” (D02). Professionals
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also valued having the capacity to learn or grow within a job, perceiving an ongoing learning
process, and getting new insights through working with people. As one nutrition health
professional reported: “So in the neighborhood where I work I believe that there are 140 or
150 nationalities so I also have to deal with all kinds of lifestyles. And eating habits of all
those people and well in those twenty years I'm of course, I find out more and more and I still
learn a lot” (D05). In addition, nutrition health profession valued getting inspired by people,
either by other professionals or the population groups involved in strategies: “I could just see
a different person at the end of the interview then at the beginning of the interview and those
interviews really empowered me and inspired me a lot” (E02). In line with inspiration,
nutrition health professionals valued reflecting upon the strategies implemented, their vision,
and their own position. As one nutrition health professional mentioned: “And also for me and
my colleagues, during these kinds of nights, I think then suddenly you realize how kind of
huge the gap is between you as a health promoter and the people you would like to behave
more healthily” (E03).
The final self-enhancement value explicitly expressed by more than half of the
nutrition health professionals (n=12) was personal success. Personal success reflects
achieving goals valued to be important and acknowledgment, including the values
achievement and recognition (Appendix I Table 5). Nutrition health professionals appeared to
value two kinds of achievement, as one professional stated: “So on the one hand the result
and on the other hand if you actually talk to the people and hear that they really benefit from
it, well that is then, that gives real satisfaction” (D03). In addition, two nutrition health
professionals explicitly valued the recognition earned through achievements in their job. As
one of them reported:
“(…) we get regular messages from people who have participated in the course and
have quit and are very happy with that and then send a thank you response. (.) Yes [...]
and we won a prize for that as well, but that's, that was a kind of national prize but
that's kind of that you think oh yes that’s again recognition what you're doing.” (D04)
4.2.3 Openness to change
Values that fell under the group openness to change – including inventive, freedom, and openminded – reflected independent thought, flexibility to change, and openness to new
experiences. Several nutrition health professionals (n=4) explicitly reported the value
inventive, which reflected new, creative, innovative actions. As one professional reported:
“(…) I like that very much, innovating and being creative” (D08). All nutrition health
professionals either explicitly or implicitly expressed the value open-minded, which reflects
being open to other perspectives. Nutrition health professionals explicitly stated they were
open to other people’s opinions: “(…) I always try to be very open to other people's opinions
(…) So I, yeah, I always strive to […] to create also an atmosphere, like during meetings that
people feel free to also share their opinion” (E05). In addition, nutrition health professionals
reported having an interest in new approaches, which implicitly expressed the value openminded. One nutrition health professional even questioned: “How can we broaden our ideas
about what research can be?” (E07).
Lastly, freedom was explicitly valued by more than half of the nutrition professionals
(n=11). Nutrition health professionals valued the ability to act without constraints within their
job: “But I think in research there's more room to do that. There's more room to explore your
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interests and … Yeah, that’s what I do value” (E07). In addition, nutrition health
professionals valued freedom in food choices for low SES populations. As one professional
stated: “Yeah, I would really feel like we should create the circumstances that it's at least as
easy for low and high income groups to make these healthy choices if they want to” (E05).
Similarly, another remarked: “(…) we're not gonna push because I hate pushing people”
(E10).
4.2.4 Conservation
Values that fell under the group conservation – including conventional, evidence-based, and
concreteness – reflected self-restriction, order, and resistance to change. About half of the
nutrition health professionals (n=9) explicitly expressed the value conventional. The value
conventional reflects conforming or adhering to accepted standards or viewpoints. As one
nutrition health professional reported: “We still tend to, me included, we still tend to look at
the world from our own perspective. From our own professional perspective as well” (E08).
Several nutrition health professionals reported being stuck with the traditional lines of thought
within the organization they work for or preferring to stick with well-known traditional
research methods: “When it comes to specific interventions, well the RCT remains more or
less the golden standard so I will put it in that as well” (E03).
Some nutrition health professionals (n=5) explicitly expressed the value evidencebased. Evidence-based reflects knowledge supported by scientific evidence. Nutrition health
professionals reported valuing this type of knowledge to inform their strategies. One reported:
“(…) it is always good, I think, to make use of things of which you know it works” (D04) and
another said “Well as the first, all kinds of scientific data and learn from what other countries
or researchers have done before in this same area and use at least evidence-based strategies”
(E03).
Lastly, concreteness was explicitly valued by several nutrition health professionals
(n=6). Concreteness reflects demarcating specific and definite groups, goals, and outcomes.
As explained by one professional: “I think it's really important to know like what would your
end outcome, kind of what would your goal be to achieve and really determine what the
outcome is” (E13).
4.2.5 Connection
Values that fell under the group connection – including working together and relationship –
represented the connection between professionals and professionals with populations. All of
the nutrition health professionals explicitly expressed valuing working together. Working
together reflected the cooperation between professionals and openness to other viewpoints,
including the values collaboration, interdisciplinary, learning from each other, and unified
(Appendix I Table 5). Nutrition health professionals expressed getting joy out of collaboration
and valuing cooperation between professionals and organizations. As many of them reported:
“We need to do it together” (E08). Nutrition health professionals especially valued
interdisciplinary collaboration, as they reported valuing multiple and different perspectives:
“And I think that with the goals that we have within our work or if you really want to help
people, it's usually like you need to work with different disciplines to achieve larger goals”
(E13).
In addition, it was reported that professionals and participants in HE strategies could
learn from each other: “I think that's really important that people learn from each other, from
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equals, from peers, because I think there's a lot of information and knowledge and skills
already in every person” (E01). Similarly, two nutrition health professionals valued learning
from low SES populations: “And I think that is where I started to see that we can learn from
each other. It's not just us, like the majority population, it is also the other way around”
(E08). Lastly, nutrition health professionals valued being unified, including all spreading the
same message. As one said: “Because it doesn't help if there are groups that communicate
just a little bit differently again. All having exactly that same message, that reinforces it”
(D01).
The second connection value explicitly and implicitly expressed by all nutrition health
professionals was relationship. Relationship reflected the bond established between the
professional and low SES populations, including the values connection, involvement,
relatedness, and trust (Appendix I Table 5). Nutrition health professionals valued that “They
know us and we know them” (E06). As one professional explained: “(…) we don't have to be
friends with the participants, but building a relationship in order to understand more of their
day-to-day life and their lived experience is quite important” (E07). Additionally, multiple
nutrition health professionals reported: “It's a mix between the personal connection and
influencing the people that have the personal connection” (E09). In addition to connection,
professionals valued relatedness, which reflected being on the same level and being able to
relate to each other. One nutrition health professional reported:
“So yeah, it's very nice if you recognize yourself in stories of others, and for me very
important that you feel that you're not alone, and I think that's also very important for
people who live in poverty or are from low SES. If you can relate to their stories by
sharing your own stories, it makes it very easier – also in interviews – to ask the next
question and get a really good answer.” (E01)
In line with this, professionals valued the involvement of the target group in the
development of strategies to obtain their perspective, needs, and to let them decide what to
work on. As one nutrition professional reported:
“Like we shouldn't talk about them, we should involve them from the start and not in
the end when we already decided how our strategy looks like. No, they should be part
of a strategy because then you start this revolution of people who are inspired and
inspire their neighbors, their family members.” (E07)
Lastly, nutrition health professionals valued being comfortable, feeling safe, and able
to rely on each other. As one explained: “I mean that is in it, if you were going – you want to
change some behavior, then you need to have a positive mindset because the executive
functions in your brain only can help thinking and giving answers if you feel safe” (E10).
4.2.6 Perseverance
Finally, values that fell under the group perseverance – including working commitment and
willpower – represented the determination to improve HE. Almost all of the nutrition health
professionals (n=17) explicitly valued commitment. Commitment reflected the dedication to,
in this case, improving HE in low SES populations, including the values dedication,
conviction, and ambition (Appendix I Table 5). Nutrition health professionals valued being
committed to their work on improving HE in low SES populations. As one stated: “I'm
always trying to find a way to [...] do something anyway” (D01) and another remarked: “(…)
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I'm a person that can really stick to something if I set my mind for something then I'll will do
a lot to obtain that goal” (E04). Professionals also expressed conviction by pressing the
importance of recognizing the problem of the unhealthy food environment and HE in low SES
populations. Lastly, professionals ambitioned for the continued improvement of HE amongst
low SES populations: “And we are doing that well but we still need to do a lot better” (D08).
The second perseverance value explicitly expressed by half of the nutrition
professionals (n=11) was willpower. Willpower reflected the drive that the professional or
low SES populations have to improve on HE or health in general. Nutrition health
professionals valued this willpower, as one reported: “If you don't have that, I don't think you
can improve anything because the motivation is not there” (E02). However, professionals
also reported an incongruity in the goals of low SES populations and professionals, as one
reported: “They have interesting stories and are very motivated, but perhaps not the goals we
are interested in” (E01).
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5. Discussion
This chapter starts with a discussion of the results of this research, followed by its strengths
and limitations. Lastly, recommendations are made for future research.
5.1 Discussion of the results
The purpose of this research was to 1) explore the strategies conceptualized and implemented
by nutrition health professionals to improve HE in low SES populations, and 2) explore
nutrition health professionals’ values regarding strategies to improve HE in low SES
populations in the Netherlands. The guiding research question was: How do Dutch nutrition
health professionals’ values influence strategies to improve healthy eating in low
socioeconomic status (SES) populations? The results show that the vast majority of nutrition
health professionals with a role in health promotion for low SES populations implement
strategies targeting individual factors, whereby education appears to be the most frequently
used intervention function. In contrast, the strategies conceptualized by nutrition professionals
show a combination of different levels and intervention functions, whereby environmental
restructuring and incentivization are the most frequently described intervention functions.
Inherent in the design of HE strategies are values, which influence our ambitions and shape
our thoughts on what is ought to be (Kelly et al., 2015). Therefore, the “Conceptual
framework of values of nutrition health professionals regarding healthy eating strategies in
low socioeconomic status populations” was developed (Figure 4), consisting of a total of six
groups of values subdivided into a total of 16 values. Four of the groups of values identified –
self-transcendence, self-enhancement, openness to change, and conservation – correspond
with value groups from Schwartz’s (2012) theory of basic human values. However, two value
groups – collaboration and perseverance – do not correspond with the value groups from the
theory of basic human values and are unique for this research. Additionally, all values that
comprise the value groups – except for universalism and hedonism – are unique for this
research.
Several values have been identified that influence the strategies conceptualized and
implemented by nutrition health professionals to improve HE in low SES populations. To
start with, professionals valuing evidence-based is related to them implementing strategies
targeting individual factors. Evaluation mechanisms are easier to establish for strategies
targeting individual factors compared to multi-level strategies consisting of multiple
components with many possible causes and solutions that prevent a straightforward causeand-effect relationship (Baum & Fisher, 2014; Kavanagh, Daly & Jolley, 2002; Polhuis,
Vaandrager, Soedamah-Muthu & Koelen, 2021). In addition, strategies targeting individual
factors are easier to evaluate within a limited timeframe which makes them more evidencebased compared to strategies such as policy which target the macro-level environment.
However, valuing evidence-based strategies runs the risk of focusing too much on the internal
validity (e.g., a trustworthy cause-and-effect relationship) instead of the external validity (e.g.,
the transferability of the results) (DiClemente, Nowara, Shelton & Wingwood, 2019; Lee &
Zarowsky, 2015). This could pose a threat to the dissemination and implementation of
strategies in low SES populations through a lack of knowledge about in what populations,
settings, and circumstances the strategies are suitable and effective (DiClemente et al., 2019).
Additionally, implementing strategies solely targeting individual factors, such as education
and dietary counseling, is likely to widen socioeconomic health disparities (McGill et al.,
2015). Populations with a low SES experience more difficulties in taking up strategies relying
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upon individual behavior change due to a lack of access to resources as time, finance, and
coping skills (McGill et al., 2015; White, Adams & Heywood, 2009). The complexity of
factors contributing to HE and the range of disciplines needed to solve this issue results in
uncertainty about what works or is effective (Baum, 2007), activating a protective mechanism
to deal with this uncertainty and cope with threat reflected in professionals valuing
conservation (Kesberg & Keller, 2021). Professionals valuing conservation results in them
sticking to the conventional health promotion values in which chronic diseases are portrayed
as an outcome of poor individual ‘lifestyle’ choices (Baum & Fisher, 2014). This is in line
with research showing that intervention functions targeting the personal level (e.g., education,
incentivization, and enablement) are implemented more often compared to other intervention
functions targeted at the environmental level (e.g., modeling and environmental restructuring)
(McGill et al., 2015; Michie, Abraham, Whittington, McAteer & Gupta, 2009; Michie et al.,
2011). Nevertheless, evidence- or theoretical-based strategies are needed within public health
to support and justify actions taken (Lee & Zarowsky, 2015; Zheng, Mancino, Burke &
Glanz, 2017). It would be unethical and a waste of money and time to implement strategies
that do not improve the health of participants (Polhuis et al., 2021). Additionally, it should be
noted that values in the group conservation were expressed least often in comparison to the
other values.
The openness to change largely valued by nutrition health professionals explains the
discrepancy between the conceptualized and implemented strategies. Professionals especially
value being open to new approaches and perspectives, encouraging them to look beyond what
is already taking place. Additionally, being open-minded makes professionals receptive to
more holistic, ecological, and salutogenic health promotion values prompted by a subtle but
continuing paradigm shift started by the Ottawa Charter for Health Promotion (WHO, 1986),
in which health is no longer conceptualized as a function solely of the individual and greater
emphasis is placed upon the environment (Baum, 2007; DiClemente et al., 2019). This
paradigm shift has started with longevity reaching its upper limit, giving rise to maximizing
health as a resource for living that should be possessed for as many years as possible and
encompasses all aspects of life (Potvin & McQueen, 2007). Increasingly complex and
evolving public health challenges call for responsive, innovative, and emergent methods and
strategies supported by the value inventive (DiClemente et al., 2019; Kavanagh et al., 2002).
Together these values create an opportunity for change in the strategies implemented to move
towards the strategies conceptualized which are most promising to improve HE in low SES
populations and reduce socioeconomic health disparities (McGill et al., 2015; Zheng et al.,
2017).
The opportunity for change in implemented strategies is reinforced by nutrition health
professionals valuing connection, resulting in a more collaborative approach to improve HE in
low SES populations including interdisciplinary collaboration. This is in line with the shift
towards greater collaboration in research and practice in the last few decades, including more
participatory types of research (Aldridge, 2015; Baum, 2007). Many of the determinants of
health and HE lay outside the formal health sector (Baum, 2007; RIVM, 2018; WHO, 2019).
Thus, working together creates a greater potential to address the complexity of HE behavior
and is reflected in the call of nutrition health professionals for increased collaboration
between the lifestyle and social domain to create comprehensive strategies addressing all
determinants of HE in low SES populations. Something to watch out for, however, are
attempts to find common ground in interdisciplinary collaboration. This could lead to
compromises that weaken and diminish the theoretical and methodological contribution of the
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different disciplines by resorting to approaches that are familiar to all disciplines instead of
the pooling of resources to reach greater potential (Kavanagh et al., 2002).
As reflected within the code of ethics and education of healthcare professionals by the
selfless promotion of wellbeing for patients, nutrition health professionals highly value selftranscendence (Beauchamp, 2007; Moyo et al., 2016; Parsell et al., 1998; Seedhouse, 2002).
Professionals valuing universalism inspires them to undertake actions to improve health and
HE in low SES populations as action is often motivated by perceptions of equity or equality,
unfairness, and injustice (Towe et al., 2021). Additionally, when trying to intervene in HE
among low SES populations it is of added value that professionals value perseverance. The
strong equity lens required to reduce socioeconomic health disparities and eating behavior and
the food and health system being highly complex calls for dedicated professionals who are
willing to take on all challenges (Baum, 2007; Mozaffarian, Angell, Lang & Rivera, 2018;
Story et al., 2008). Professionals valuing willpower also reflects the call of professionals for
the government to undertake action. Taking action against socioeconomic health disparities
involves political processes in which willpower is one of the most important determinants of
action (Baum, 2010). Recent research by Djojosoeparto et al. (2020) concluded that the
implementation of policy with a direct influence on the food environment by the Dutch
government is weak, very limited, or absent, but that by means of policy, legislation, and
regulations, the Dutch government has the potential and opportunity to improve the food
environment.
Lastly, research on community-based dietary and physical activity interventions in low
SES populations in the UK revealed positive attributes of health professionals that facilitate
the implementation of strategies includes among others understanding of the population,
engaging participants in the subject matter, empathy, and trustworthiness (Everson-Hock et
al., 2013). All these facilitators are values that are expressed by nutrition health professionals.
It was striking in this research that the values representing growth (e.g., self-expansion) – selftranscendence, connection, and openness to change – appeared to be valued most by nutrition
health professionals (Bilsky, Janik & Schwartz, 2010). This is positively related to
engagement in outgroup contact, which will often be required of higher educated nutrition
health professionals engaged in low SES population, encouraging participatory types of
research (Kesberg & Keller, 2021; Sagiv & Schwartz, 1995). Growth is being enabled by
living in a developed country in which there is socialization in smaller families, exposure to
higher education, and prevailing cultural autonomy encouraging an interest in what is unique,
novel, challenging, and different (Bilsky et al., 2010). Additionally, the nature of jobs has
changed from agriculture and manufacturing to jobs in service and information industries
requiring more innovation, creativity, and critical thinking. Nevertheless, education and the
presence of codes of ethics with prevailing norms and customs put constraints on individual
decision making resulting in a conceptual framework of values deviating from Schwartz’s
(2012) theory of basic human values (Bilsky et al., 2010; Schwartz, 2004). This research was
the first to undertake the application of the theory of basic human values to health promotion.
Although this theory has been applied in various ways in the field of consumerism and
climate change or conservation to predict or change behavior which is related to the
application in this research (Bilsky et al., 2010; Krystallis, Vassallo & Chryssohoidis, 2012;
Manfredo et al., 2016). Contrary to the theory of basic human values of Schwartz (2012), this
wheel of values contains a set of complementary values with little to no opposing values.
Since the values are complementary to the others, all have a stake and the opportunity arises
37

to pursue all values within a single act. This makes the influence of values on strategies
conceptualized or implemented more complicated than previously thought.
5.2 Strengths and limitations
The results of this study should be interpreted within the context of its strengths and
limitations. To start with, within qualitative research – and especially when researching values
– one should consider the influence of the researcher (McGrath et al., 2019). In recognition of
this, a reflexive approach to data analysis has been taken through which the researcher has
actively reflected upon their own personal beliefs, assumptions, and biases, and considered
how these have influenced the process. Inductive coding was performed to stay as close as
possible to the participants´ lived experiences. In addition, this research adhered to the
principles of trustworthiness to ensure the qualitative research was valid and reliable (Lincoln
& Guba, 1985). Trustworthiness was established through the principles of credibility,
transferability, dependability, and confirmability. For instance, credibility ensured through the
prolonged engagement of participants, encouraged storytelling, and involved the interviewer
asking follow-up questions to minimize researcher bias (Korstjens & Moser, 2018).
Additionally, confirmability was ensured by using quotations and providing professionals the
opportunity to confirm the contents of the interview transcript, but unfortunately not the
results as this research was a sub-research of a larger study (Korstjens & Moser, 2018;
Shenton, 2004). Applying reflexive TA, however, can be regarded both as a limitation and
strength since this complicates the development of specific guidelines for analysis (Braun &
Clarke, 2006). Additionally, reflexive TA runs the risk of limited interpretative power beyond
mere description. Nonetheless, both limitations were reduced by the use of a theoretical
framework to guide the analysis and increase the interpretative power (Braun & Clarke,
2006).
The interview guide was based upon the concept of AI, which created a dynamic in
which participants freely spoke about their experiences. Rather than reacting out of a
presumed need to defend or justify their bad experiences, participants engaged in storytelling
and provided a more nuanced understanding of both the positive and the negative in an
experience (Michael, 2005). This method appeared to be especially suitable when
interviewing professionals with a scientific profession, who were able to come up with a large
variety of ideas for their dream strategies. However, it was less suitable for professionals with
a more practical profession who experienced more difficulties to envision the development
and implementation of a dream strategy. In addition, response bias could have occurred by
asking nutrition health professionals what nutrition equity meant to them (Appendix V). After
asking this question, professionals often expressed to value equality or equity, while this was
not mentioned before asking this specific question.
Professionals were offered the choice between an English or a Dutch interview.
Although a Dutch MSc student was present during the interviews to help to translate, not all
professionals were equally comfortable and able to express themselves in English. The
translation of the Dutch interviews to English could also have resulted in a loss of data
richness. This has been tried to minimize by verification by the Dutch MSc student and the
interviewees. Furthermore, interviews took place through online audio-visual communication
and lasted on average 49 minutes, causing some professionals to become tired when
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approaching the end of the interview. This could have possibly led to them providing less of
an in-depth answer when compared to earlier questions.
Finally, a limitation that occurs in the interpretation of the results is that in this
research there is focused on the influence of values on strategies implemented by Dutch
nutrition health professionals to improve HE in low SES populations. However, it is also
reasonable to assume that the professional environment influences the values of professionals
(Frankel, 1989; Hussey, 1996). Unfortunately, no comparison between professions could be
made due to the low numbers of each profession represented in the study sample.
Nevertheless, the broad range of professionals included by using a broad definition of
nutrition health professionals could be regarded as a strength as it provides a more complete
understanding of all of the values present. However, the inclusion of professionals actively
involved in the development and/ or implementation of HE strategies in one or more low SES
populations in the Netherlands could have caused selection bias. It is possible that nutrition
health professionals working with low SES populations, but not involved in the development
and/ or implementation of HE strategies, hold other values. Additionally, researcher bias
could have occurred by taking a purposive sample to ensure information-rich cases.
5.3 Future research
In this research, new questions for future research have been raised. First, it would be
interesting to investigate whether the values identified in this research and expressed in the
“Conceptual framework of values of nutrition health professionals regarding healthy eating
strategies in low socioeconomic status populations” also apply to other professionals working
in the field of health promotion involved in different population groups or working on
different topics, such as mental health, substance abuse, or oral health. This knowledge could
be used to develop a shared set of values for health promotion professionals which can be
reflected upon during the design, implementation, and evaluation of strategies. Furthermore, it
would be valuable to research whether there are differences in values based on profession as
this has not been investigated in the current research. This understanding would allow looking
at profession-specific influences of values on strategies and could reveal possible value
conflicts between professions that then can be anticipated to improve collaboration. Lastly, it
is important to investigate the attitudes and beliefs of nutrition health professionals and the
possible influence of these factors on the strategies conceptualized and implemented. In this
research, only the values of nutrition health professionals have been investigated capturing
what is ought to be important, but attitudes and beliefs about what is “right” or “good” for low
SES populations and how to pursue this also influence how resources are allocated and
priorities are set (Aronowitz, Deener, Keene, Schnittker, & Tach, 2015; Kesberg & Keller,
2021; Talbot & Verrinder, 2018).
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6. Conclusion
This research has demonstrated that the values of Dutch nutrition health professionals
influence the strategies conceptualized and implemented to improve HE in low SES
populations. Professionals valuing evidence-based and conventional results in a preference for
better-substantiated strategies aimed at behavior change, as reflected in the majority
implementing strategies targeting individual factors such as education. In contrast, the
strategies nutrition professionals conceptualize mostly target a combination of different levels,
such as environmental restructuring and incentivization. The discrepancy between the
strategies conceptualized and implemented by professionals is related to them valuing
openness to change. Professionals are more open-minded towards holistic, ecological, and
salutogenic health promotion values in which greater emphasis is put upon the interplay
between health and the environment. This creates an opportunity for change in the strategies
implemented to move towards the more promising conceptualized strategies to improve HE in
low SES populations and reduce socioeconomic health disparities (McGill et al., 2015). This
is reinforced by professionals valuing working together, including the involvement of a large
variety of disciplines and crossing disciplinary boundaries. Professionals valuing universalism
– including, equity, equality, fairness, and justice – further inspires them to undertake actions
to improve HE in low SES populations. Finally, perseverance is of great importance so that
professionals may take on any challenge.
Overall, nutrition health professionals' values are mostly supportive to and promising
for strategies improving HE in low SES populations. The knowledge gained in this research
contributes to an increased understanding of and awareness about nutrition health
professionals’ values, which is a topic that has received limited attention in the literature so
far. This research forms a starting point for the development of a shared set of values for
health promotion professionals encouraging critical reflection to enhance effective design,
implementation, and evaluation of strategies. This is an important and first step towards the
elimination of socioeconomic health disparities, and especially the improvement of HE in low
SES populations.

40

Reference list
Abrams, K. M., Wang, Z., Song, Y. J. & Galindo-Gonzalez, S. (2015). Data richness tradeoffs between face-to-face, online audiovisual, and online text-only focus groups.
Social Science Computer Review, 33(1), 80-96.
https://doi.org/10.1177/0894439313519733
Aldridge, J. (2015). Participatory Research: Working with vulnerable groups in research and
practice. Bristol : Policy Press.
Alkerwi, A., Vernier, C., Sauvageot, N., Crichton, G.E. & Elias, M. F. (2015). Demographic
and socioeconomic disparity in nutrition: application of a novel Correlated Component
Regression approach. BMJ open, 5(5), e006814. https://doi.org/10.1136/bmjopen2014-006814
Aronowitz, R., Deener, A., Keene, D., Schnittker, J. & Tach, L. (2015). Cultural reflexivity in
health research and practice. American Journal of Public Health, 105, 403–408.
https://doi.org/10.2105/AJPH.2015.302551
Baum F. (2007). Cracking the nut of health equity: top down and bottom up pressure for
action on the social determinants of health. Promotion & education, 14(2), 90–95.
https://doi.org/10.1177/10253823070140022002
Baum, F. (2010). Overcoming Barriers to Improved Research on the Social Determinants of
Health. MEDICC Review, 12(3), 36-38.
Baum, F. & Fisher, M. (2014). Why behavioural health promotion endures despite its failure
to reduce health inequities. Sociology of Health & Illness, 36(2), 213-225.
https://doi.org/10.1111/1467-9566.12112
Beauchamp, T. L. (2007). The ‘four principles’ approach to health care ethics. In R. E.
Ashcroft, A. Dawson, H. Draper, J. R. McMillan & M. R. Tonelli (Eds.), Principles of
Health Care Ethics (2nd ed., pp. 3–10). Chichester: John Wiley & Sons.
Bergman, M. M. (1998). A theoretical note on the differences between attitudes, opinions, and
values. Swiss Political Science Review, 4(2), 81–93.
Bilsky, W., Janik, M. & Schwartz, S. H. (2010).The Structural Organization of Human
Values-Evidence from Three Rounds of the European Social Survey (ESS). Journal of
Cross-Cultural Psychology, 42(5), 759-776. https://doiorg.ezproxy.library.wur.nl/10.1177/0022022110362757
Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research
in Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa
Braun, V. & Clarke, V. (2019). Reflecting on reflexive thematic analysis. Qualitative
Research in Sport, Exercise and Health, 11(4), 589-597.
https://doi.org/10.1080/2159676X.2019.1628806
Busch, M. C. M. & Schrijvers, C. T. M. (2010). Effecten van leeftstijlinterventies gericht op
lagere sociaaleconomishe groepen. Bilthoven: RIVM.

41

Creswell, J. W. (2014). Research design: Qualitative, quantitative, and mixed methods
approaches (4th ed.). Thousand Oaks, CA: SAGE.
Darmon, N. & Drewnowski, A. (2008). Does social class predict diet quality? The American
Journal of Clinical Nutrition, 87(5), 1107–1117.
https://doi.org/10.1093/ajcn/87.5.1107
DiClemente, R., Nowara, A., Shelton, R. & Wingwood, G. (2019). Need for Innovation in
Public Health Research. American Journal of Public Health, 109(2), 117-120.
doi: 10.2105/AJPH.2018.304876
Dinh, J. E., Lord, R. G., Hall, R. J., Hannah, S. T., Leavitt, K., Shondrick, S. J. & Usher
Perez, A. L. (2012). Implicit and Explicit Values as a Predictor of Ethical DecisionMaking and Ethical Behavior. Maynooth: National University of Ireland Maynooth.
Djojosoeparto, S. K., Kamphuis, C. B. M., Vandevijvere, S. & Poelman, M. P., on behalf of
the JPI-HDHL Policy Evaluation Network (2020). The Healthy Food Environment
Policy Index (Food-EPI): the Netherlands. An assessment of national governmental
policies affecting the food environment in the Netherlands and policy actions for
creating a healthy food environment. Utrecht: Utrecht University.
Eddy, D. M., Elfrink, V., Weis, D. & Schank, M. J. (1994). Importance of professional
nursing values: A national study of baccalaureate programs. Journal of Nursing
Education, 33(6), 257–262.
Everson-Hock, E. S., Johnson, M., Jones, R., Woods, H. B., Goyder, E., Payne, N. & Chilcott,
J. (2013). Community-based dietary and physical activity interventions in low
socioeconomic groups in the UK: A mixed methods systematic review. Preventive
Medicine, 56(5), 265-272. https://doi.org/10.1016/j.ypmed.2013.02.023.
Frankel, M. S. (1989). Professional codes: Why, how, and with what impact? Journal of
Business Ethics, 8(2–3), 109–115.
Friel, S., Hattersley, L. & Ford, L. (2015). Evidence review: Addressing the social
determinants of inequities in healthy eating. Victoria: Victorian Health Promotion
Foundation.
Geurts, M., Van Bakel, A. M., Van Rossum, C. T. M., De Boer, E. & Ocké, M. C. (2017).
Food consumption in the Netherlands and its determinants Background report to
‘What’s on our plate? Safe, healthy and sustainable diets in the Netherlands.’ (RIVM
Report 2016-0195). Bilthoven: National Institute for Public Health and the
Environment (RIVM).
Gheorghe, M., Wubulihasimu, P., Peters, F., Nusselder, W. & Van Baal, P. H. M. (2016).
Health inequalities in the Netherlands: trends in quality-adjusted life expectancy
(QALE) by educational level. European Journal of Public Health, 26(5), 794–799.
https://doi.org/10.1093/eurpub/ckw043
Gillies, C., te Molder, H., de Graaf, K., Wagemakers, A. (2020). Exploring the goals, values,
and beliefs of nutrition professionals in the Netherlands. Unpublished protocol.

42

Green, J. & Thorogood, N. (2004). Qualitative methods for health research. London: SAGE
Publications.
Greenwald, A. G., & Banaji, M. R. (1995). Implicit social cognition: Attitudes, self-esteem,
and stereotypes. Psychological Review, 102(1), 4–27. https://doi.org/10.1037/0033295X.102.1.4
Hoeymans, N., Van Loon, A. J. M., Van den Berg, M., Harbers, M. M., Hilderink, H. B. M.,
Van Oers, J. A. M. & Schoemaker, C. G. (2014). A healthier Netherlands: Key
findings from the Dutch 2014 Public Health Status and Foresight Report. Bilthoven:
National Institute for Public Health and the Environment (RIVM).
Hulshof, K. F. A. M., Brussaard, J. H., Kruizinga, A. G., Telman, J. & Löwik, M. R. H.
(2003). Socio- economic status, dietary intake and 10 y trends: the Dutch National
Food Consumption Survey. European Journal of Clinical Nutrition, 57, 128–137.
doi:10.1038/sj.ejcn.1601503
Hussey, T. (1996). Nursing ethics and codes of professional conduct. Nursing Ethics, 3(3),
250–258.
Kavanagh, A., Daly, J. & Jolley, D. (2002). Research methods, evidence and public health.
Australian and New Zealand Journal of Public Health, 26(4), 337-342.
https://doi.org/10.1111/j.1467-842X.2002.tb00181.x
Kelly, M. P., Heath, I., Howick, J., & Greenhalgh, T. (2015). The importance of values in
evidence-based medicine. BMC medical ethics, 16(69), 1-8.
https://doi.org/10.1186/s12910-015-0063-3
Kesberg, R. & Keller, J. (2021). Personal values as motivational basis of psychological
essentialism: An exploration of the value profile underlying essentialist beliefs.
Personality and Individual Differences, 171(110458), 1-6.
https://doi.org/10.1016/j.paid.2020.110458
Korstjens, I. & Moser, A. (2018). Series: Practical guidance to qualitative research. Part 4:
Trustworthiness and publishing. European journal of general practice, 24(1), 120124. https://doi.org/10.1080/13814788.2017.1375092
Krystallis, A., Vassallo, M. & Chryssohoidis, G. (2012). The usefulness of Schwartz's ‘Values
Theory’ in understanding consumer behaviour towards differentiated products.
Journal of Marketing Management, 28(11-12), 1438-1463. https://doiorg.ezproxy.library.wur.nl/10.1080/0267257X.2012.715091
Lee, L. M. & Zarowsky, C. (2015). Foundational values for public health. Public Health
Reviews, 36(2), 1-9. DOI 10.1186/s40985-015-0004-1
Leenaars, K., Viet, L. & van Dale, D. (2018). Overzicht interventies in database
loketgezondleven.nl. Retrieved at February 4th, 2021, from
https://docplayer.nl/106821829-Overzicht-interventies-in-database-loketgezondlevennl-karlijn-leenaars-lucie-viet-en-djoeke-van-dale-november-2018.html
Levy, C. S. (1976). Personal versus professional values: The practitioner’s dilemmas. Clinical
Social Work Journal, 4(2), 110–120.
43

Lincoln, Y. S. & Guba, E. G. (1985). Naturalistic inquiry. Newbury Park, California: SAGE
Publications Inc.
Lindqvist, A., Björklund, F. & Bäckström, M. (2017). The perception of the poor: Capturing
stereotype content with different measures. Nordic psychology, 69(4), 231-247.
https://doi.org/10.1080/19012276.2016.1270774
Loketgezondleven.nl (n.d.). Interventies zoeken (Voeding; lage SES). Retrieved at February
3rd, 2021, from
https://interventies.loketgezondleven.nl/leefstijlinterventies/interventieszoeken?trefwoord=&title=0&approved=&theme=A09c_VOEDING&setting=&target
=A12_LAGESES&organisation=&review=&methodology=
Manfredo, M. J., Bruskotter, J. T., Teel, T. L., Fulton, D., Schwartz, S. H., Arlinghaus, R., …
Sullivan, L. (2016). Why social values cannot be changed for the sake of conservation.
Conservation Biology, 31(4), 772-780. https://doi.org/10.1111/cobi.12855
Mayén, A. L., de Mestral, C., Zamora, G., Paccaud, F., Marques-Vidal, P., Bovet, P. &
Stringhini, S. (2016). Interventions promoting healthy eating as a tool for reducing
social inequalities in diet in low- and middle-income countries: a systematic review.
International journal for equity in health, 15(1), 205. https://doi.org/10.1186/s12939016-0489-3
McGill, R., Anwar, E., Orton, L., Bromley, H., Lloyd-Williams, F., O'Flaherty, M., …
Capewell, S. (2015). Are interventions to promote healthy eating equally effective for
all? Systematic review of socioeconomic inequalities in impact. BMC public health,
15, 457. https://doi.org/10.1186/s12889-015-1781-7
McGrath, C., Palmgren, P. J. & Liljedahl, M. (2019). Twelve tips for conducting qualitative
research interviews. Medical Teacher, 41(9), 1002-1006.
https://doi.org/10.1080/0142159X.2018.1497149
Michie, S., Abraham, C., Whittington, C., McAteer, J., & Gupta, S. (2009). Effective
techniques in healthy eating and physical activity interventions: A meta-regression.
Health Psychology, 28(6), 690–701. https://doi.org/10.1037/a0016136
Michie, S., van Stralen, M. M. & West, R. (2011). The behaviour change wheel: A new
method for characterising and designing behaviour change interventions.
Implementation Science, 6(42), 1-11. https://doi.org/10.1186/1748-5908-6-42
Miles, M.B., Huberman, A.M., & Saldaña, J. (2013). Qualitative data analysis a methods
sourcebook (3rd edition). Thousand Oaks: Sage.
Mozaffarian, D., Angell S. Y., Lang T. & Rivera, J. A. (2018). Role of government policy in
nutrition—barriers to and opportunities for healthier eating. British Medical Journal
(BMJ), 361, 1-11. doi: https://doi.org/10.1136/bmj.k2426
Moyo, M., Goodyear-Smith, F. A., Weller, J., Robb, G. & Shulruf, B. (2016). Healthcare
practitioners’ personal and professional values. Advances in Health Sciences
Education, 21(2), 257–286. https://doi.org/10.1007/s10459-015-9626-9

44

Namey, E., Guest, G., O’Regan, A., Godwin, C. L., Taylor, J. & Martinez, A. (2020). How
does mode of qualitative data collection affect data and cost? Findings from a quasiexperimental study. Field Methods, 32(1), 58–74.
https://doi.org/10.1177/1525822X19886839
Nelson, M., Erens, B., Bates, B., Church, S. & Boshier, T. (2007). Low Income Diet and
Nutrition Survey. London: The Stationery Office.
Nosek, B. A., Banaji, M. R. & Greenwald, A. G. (2002). Math = male, me = female, therefore
math ≠ me. Journal of Personality and Social Psychology, 83(1), 44–59.
https://doi.org/10.1037/0022-3514.83.1.44
Nosek, B. A., Smyth, F. L., Hansen, J. J., Devos, T., Lindner, N.M., Ranganath, K. A., …,
Banaji, M. R. (2007). Pervasiveness and correlates of implicit attitudes and
stereotypes. European Review of Social Psychology, 18(1), 36 – 88.
https://doi.org/10.1080/10463280701489053
Pampel, F. C., Krueger, P. M. & Denney, J. T. (2010). Socioeconomic Disparities in Health
Behaviors. Annual review of sociology, 36, 349–370.
https://doi.org/10.1146/annurev.soc.012809.102529
Parsell, G., Spalding, R., & Bligh, J. (1998). Shared goals, shared learning: Evaluation of a
multiprofessional course for undergraduate students. Medical Education, 32(3), 304–
311.
Patton, M.Q. (1990). Qualitative evaluation and research methods (2nd ed.). Newbury Park,
CA: SAGE Publications.
Patton, M. Q. (2015). Qualitative research & evaluation methods (4th ed.). Thousand Oaks,
CA: SAGE Publications Inc.
Peris, T. S., Teachman, B. A. & Nosek, B. A. (2008). Implicit and Explicit Stigma of Mental
Illness. The Journal of Nervous and Mental Disease, 196(10), 752-760.
doi: 10.1097/NMD.0b013e3181879dfd.
Phillippi, J. & Lauderdale, J. (2018). A Guide to Field Notes for Qualitative Research:
Context and Conversation. Qualitative Health Research, 28(3), 381-388.
DOI: 10.1177/1049732317697102
Polhuis, K. C. M. M., Vaandrager, L., Soedamah-Muthu, S. & Koelen, M. A. (2021).
Development of a salutogenic intervention for healthy eating among Dutch type 2
diabetes mellitus patients. Health Promotion International, 2021, 1-11.
https://doi.org/10.1093/heapro/daab020
Potvin, L. & McQueen, D. V. (2007). Modernity, Public Health, and Health Promotion: A
Reflexive Discourse. In D. V. McQueen, I. Kickbusch, L. Potvin, J. M. Pelikan, L.
Balbo & T. Abel (Eds.), Health and Modernity: The Role of Theory in Health
Promotion (First edition, pp.12-20). New York: Springer. https://doi.org/10.1007/9780-387-37759-9_8

45

Rabow, M. W., Remen, R. N., Parmelee, D. X. & Inui, T. S. (2010). Professional formation:
Extending medicine’s lineage of service into the next century. Academic Medicine,
85(2), 310–317.
Rijksinstituut voor Volksgezondheid en Milieu (RIVM) (2018). Loketgezondleven.nl
Gezondheidsverschillen verkleinen: wat werkt, wat niet? Bilthoven: RIVM.
Rokeach, M. (1968). The role of values in public opinion research. Public Opinion Quarterly,
32(4), 547–559.
Rokeach, M. (1973). The nature of human values. New York: Free Press.
Sabin, J., Marini, M. & Nosek, B. A. (2012). Implicit and Explicit Anti-Fat Bias among a
Large Sample of Medical Doctors by BMI, Race/Ethnicity and Gender. PLoS ONE,
7(11), 1-7. https://doi.org/10.1371/journal.pone.0048448
Sabin, J., Nosek, B. A., Greenwald, A. & Rivara, F. P. (2009). Physicians' implicit and
explicit attitudes about race by MD race, ethnicity, and gender. Journal of health care
for the poor and underserved, 20(3), 896–913. https://doi.org/10.1353/hpu.0.0185
Sagiv, L. & Schwartz, S. H. (1995). Value priorities and readiness for out-group social
contact. Journal of Personality and Social Psychology, 69(3), 437–448.
https://doi.org/10.1037/0022-3514.69.3.437
Schwartz, S. H. (1992). Universals in the content and structure of values: Theoretical
advances and empirical tests in 20 countries. Advances in Experimental Social
Psychology, 25(1), 1–65.
Schwartz, S. H. (1994). Are there universal aspects in the content and structure of values?
Journal of Social Issues, 50, 19-45. doi:10.1111/ j.1540-4560.1994.tb01196.x
Schwartz, S. H. (2004). Mapping and interpreting cultural differences around the world. In H.
Vinken, J. Soeters & P. Ester (Eds.), Comparing cultures, Dimensions of culture in a
comparative perspective (pp. 43-73). Leiden: Brill.
Schwartz, S. H. (2012). An Overview of the Schwartz Theory of Basic Values. Online
Readings in Psychology and Culture, 2(1). https://doi.org/10.9707/2307-0919.1116
Schwartz, S. H., Cieciuch, J., Vecchione, M., Davidov, E., Fischer, R., Beierlein, C., …
Konty, M. (2012). Refining the Theory of Basic Individual Values. Journal of
Personality and Social Psychology, 103(4), 663–688.
https://doi.org/10.1037/a0029393
Seedhouse, D. (2002). Commitment to health: A shared ethical bond between professions.
Journal of Interprofessional Care, 16(3), 249–260.
Shenton, A. K. (2004). Strategies for ensuring trustworthiness in qualitative research projects.
Education for Information, 22(2), 63–75.
Story, M., Kaphingst, K. M., Robinson-O’Brien, R. & Glanz, K. (2008). Creating healthy
food and eating environments: policy and environmental approaches. Annual Review
of Public Health, 29(1), 253–272.
https://doi.org/10.1146/annurev.publhealth.29.020907.090926
46

Talbot, L., & Verrinder, G. (2018). Promoting health: The primary health care approach (6th
ed.). Chatswood: Elsevier Australia.
Thomas, P. R. (1991). Health-Care Professionals: Strategies and Actions for Implementation.
In P.R. Thomas (Eds), Improving America's Diet and Health: From Recommendations
to Action (168-183). Washington (DC): National Academies Press.
Towe, V. L., Warren-May, L., Huang, W., Martin, L. T., Carman, K., Miller, C. E. &
Chandra, A. (2021). Drivers of differential views of health equity in the U.S.: is the
U.S. ready to make progress? Results from the 2018 National Survey of Health
Attitudes. BMC Public Health, 21(175), 1-12. doi: 10.1186/s12889-021-10179-z
Volksgezondheidenzorg.info (n.d. (a)). Sociaaleconomische status: Cijfers & Context.
Retrieved at October 20th, 2020, from
https://www.volksgezondheidenzorg.info/onderwerp/sociaaleconomischestatus/cijfers-context/opleiding#node-opleidingsniveau
Volksgezondheidenzorg.info (n.d. (b)). Overgewicht: Cijfers & Context. Retrieved at October
23th, 2020, from
https://www.volksgezondheidenzorg.info/onderwerp/overgewicht/cijferscontext/samenvatting
Wageningen University and Research (n.d.). Nutrition Disparity Network (NDN). Retrieved
at September 30rd, 2020, from https://www.wur.nl/en/Value-CreationCooperation/Nutrition-Disparity-NetworkNDN.htm#:~:text=Given%20this%20complexity%2C%20the%20reduction,factors%2
0involved%20in%20eating%20behaviours.
Walker, L. A., Chambers, C. D., Veling, H., & Lawrence, N. S. (2019). Cognitive and
environmental interventions to encourage healthy eating: evidence-based
recommendations for public health policy. Royal Society open science, 6(10), 1-7.
https://doi.org/10.1098/rsos.190624
White, M., Adams, J. & Heywood, P. (2009). How and why do interventions that increase
health overall widen inequalities within populations? In S. Babones (Ed.), Health,
inequality and society (pp. 64-81). Bristol: Policy Press.
World Health Organization (WHO) (1986). The Ottawa Charter for Health Promotion,
Health Promotion. Retrieved at February 23, 2021, from WHO/Europe | Publications Ottawa Charter for Health Promotion, 1986
World Health Organization (WHO) (2019). Healthy, prosperous lives for all: the European
Health Equity Status Report. Retrieved at March 5, 2021, from
https://www.euro.who.int/en/publications/abstracts/health-equity-status-report-2019
World Health Organization (WHO) (2020). Healthy diet. Retrieved at September 3, 2020,
from https://www.who.int/health-topics/healthy-diet#tab=tab_1
Zheng, Y., Mancino, J., Burke, L. E. & Glanz, K. (2017). Current theoretical bases for
nutrition intervention and their uses. In A. M. Coulston, C. J. Boushey, M. G. Ferruzzi
& L. M. Delahanty (Eds.), Nutrition in the Prevention and Treatment of Disease
(Fourth edition, pp. 185–201). Unknown: Academic Press.
47

Appendix I. Supplementary materials
Table 1. Overview of the interventions regarding nutrition for low SES populations from Loketgezondleven.nl (n.d.)

Intervention

Effectivity

Organization Target group

Goal

Krachtvoer

Good
indications of
effectiveness
Good
indications of
effectiveness

Maastricht
University

Students in grades 1 and 2 of Lower
Vocational Education (VMBO)

GGD Noorden OostGelderland

Overweight adults with an increased risk
of type 2 diabetes (prediabetics) and/or
people with obesity (BMI 30-40)

Goedkoop Gezonde Voeding

Well
substantiated

GGD ZuidLimburg

People with financial problems or who
have little money to get by. Dietitians are
a secondary target group as an instructor.

B.Slim beweeg meer.eet
gezond (BSLim)

Well
substantiated

GGD region
Utrecht

All children aged 0-18 years and their
parents/ carers, living in neighborhoods
with a low SES and/or a non-Western
migration background.

Liever Bewegen dan Moe

Well
substantiated

Indigo
Rijnmond

Simpel Fit!

Well
substantiated

GGD Noorden OostGelderland

Women who recognize themselves in
gloomy, tired, not in the mood? Also
specifically suitable for immigrant
women with a low SES.
Turkish mothers with children who are
(imminently) overweight or obese, aged
0 to 12 years.

The goal of Krachtvoer is that students eat more fruit and
fewer snacks with a lot of saturated fat, and have a more
frequent and healthier breakfast.
The main goal of SLIMMER is to sustainably improve the
lifestyle (diet and exercise pattern) of participants, in order to
reduce obesity. This contributes to reducing the risk of type 2
diabetes (prevention or delay) and to social participation and
quality of life.
Course participants take a few attainable and relevant
behavioral steps towards a behavioral pattern in which they
spend less or the same money on food. At the same time,
they consume more fruits and vegetables and/ or fewer
products with a lot of saturated fat.
The main goal for this project period (2018-2021) is the
further development, implementation and execution of the
prevention program via the five pillars of an integrated
approach, in order to ultimately further reduce the number of
overweight children.
The goal is to reduce the risk of depression by providing an
impetus to a structurally more healthy lifestyle, in particular
aimed at literally and figuratively getting moving.

Gezond kopen, gezond koken

Well
substantiated

GGD
Amsterdam

SLIMMER

People with a low SES who benefit from
a healthy diet, this often concerns people
who themselves are (at risk of)
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Influencing the parenting behavior with regard to nutrition
and exercise, so that healthy nutrition and exercise are
promoted and the prevalence of overweight and obesity is
reduced.
The goal is to contribute to the change of two main behaviors
linked to eating behavior: 1) Healthy product choice:
“Participants learn to choose and consume healthy products”,

WIJS: Wat Is Jouw Stijl

Well
substantiated

Lifestylecenter
WorkOutWijs

Voor je het weet zijn ze groOt

Well
substantiated

GGD
Amsterdam

FitGaaf!

Well
substantiated

FitGaaf

Lekker in je lijf

Well
substantiated
Well
substantiated

GGD Hollands
Midden
Pharos

X-Fittt 2.0

Well
substantiated

Samen Gezond Eten en
Bewegen

Well
substantiated

Formupgrade
and
Sportbedrijf
Arnhem
Gezonde
Leefstijl
Company

Ik heb diabetes, wat kan ik
doen

overweight or have children who are
struggling with this. Especially suitable
for people with a non-Western migration
background.
Children with (moderate and severe)
overweight in the age of 9 to 12 years
living in The Hague.
Parents with children aged 2 to 12,
especially parents of children who do not
exercise enough and eat an unhealthy
diet.
Children in the Netherlands between 412 years, regardless of whether or not
there is an unhealthy weight at the time
of export. Intermediate target groups are
parents/carers and group teachers. Well
suited for the target group in
neighborhoods with a low SES.
Adults from the age of 18 with
overweight and a low income.
Low-educated patients with type 2
diabetes who are under treatment in
primary care. Intermediate target group
and practitioners of the intervention are
diabetes nurses, practice nurses (PoH)
and practice nurses in GP practices.
Adults with a weight-related health risk
and a low SES determined by income.

/
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and 2) Countering overconsumption: “Participants learn to
use normal amounts of calories”. This is done in three subbehaviors: buying, cooking and eating.
The ultimate goal of the intervention is a sustainable decrease
in BMI in moderately or severely overweight children.
The goal is to strengthen parents in their parenting skills to
teach their children healthy eating and exercise habits.

Children between the ages of 4 and 12 are more aware of
their eating, drinking, exercise and sleeping patterns and
know how to improve this pattern. The active involvement of
parents and group teachers increases the chance that children
will develop a healthier lifestyle in the longer term.

During and after Lekker in je Lijf, participants will
structurally exercise more and improve their health.
The goal of this intervention is to promote diabetes selfmanagement in patients with type 2 diabetes with low health
literacy.

The goal of X-Fittt 2.0 is to achieve health benefits for the
target group by guiding them towards an active and healthy
lifestyle. Minimal results: decrease in weight, reduction of
waist circumference, and improvement in quality of life.
Participants have a permanently better perceived health after
the intervention. A better perceived health is achieved
because the participants have a healthier diet and exercise
pattern and they can maintain this better perceived health by
increasing their participation.

Scoren met Gezondheid

Well
described

Foundation FC
Twente

Camper-Expeditie

Well
described

Dutch
Diabetes
Federation

Stapjefitter

Well
described

Welzijn
Woerden

Vulnerable groups for which
participation in society is not self-evident
(e.g., low literacy, health problems
(physical, psychological), low SES,
long-term unemployment, non-Western
migrants, anyone with emotionally
stressful situations, socially vulnerable,
poverty, single-parent families, addiction
problems, crime).
Adults with a high risk of type 2
diabetes, including: overweight or obese
(possibly in combination with other risk
factors) and healthy weight, but other
risk factors such as Turkish, Moroccan,
Hindustani descent and/or low literacy.
Intermediate target group are
professionals from 0th, 1st, 2nd line
working in the neighborhood.
Benefit recipients who are far from
work, who experience obstacles in a
healthy lifestyle and participation and
who may also have insufficient reading
and writing skills in the Dutch language.
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The goal of the intervention is to promote positive
developments in the field of health and social participation.
More specifically: in order to increase the chance of
participating in society, the participant at the end of the
process has undergone a positive development in one or more
dimensions of positive health.

The main goal is to identify (difficult to reach) adults with a
(high) risk of diabetes at an early stage and to encourage
them to adopt a healthy lifestyle, tailored to their own
capabilities. This should contribute to better health and a
lower chance of developing diabetes.

The goal of the intervention is to increase the chances of
reintegration among benefit recipients through an increase in
a healthy lifestyle and competences for (voluntary) work. To
achieve the goal you can tackle many factors, this
intervention focuses on: sufficient exercise, healthy nutrition
and participation in society.

Table 2. Overview of the intervention functions applicable to target certain behavior components and the policies enabling intervention functions

Capability

Opportunity
Motivation

Persuasion

Incentivization

Coercion

Training

Physical

★

★

★

★

●

Psychosocial

●★

★

★

★

●★

★

★

Social

Environmental
restructuring

Modelling

Enablement

★

●

★

●★

★

★
●

Communication/
marketing
Guidelines

●★

●★

Fiscal

Physical

★

★

★

★

★

●★

●★

●★

Regulation

Reflective

●★

●★
●

●★
●

●★
●

★

★

★

★

Legislation

●

●★

★

★

★

★

★

★

Environmental/
social planning
Service provision

Automatic
★
●=

Restriction

●★

intervention function suited for component of behavior

★ = policy suited for intervention function

Note. Adapted from “The behaviour change wheel: A new method for characterising and designing behaviour change interventions.” By S. Michie, M. M. van Stralen, and
R. West, 2011, Implementation Science, 6 (42), p.8 (https://doi.org/10.1186/1748-5908-6-42).
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Policy

Component of behavior

Intervention function
Education

Table 3. Operationalization of the values included in the theory of basic human values (Schwartz,
2012) through value items identified by Schwartz (1992; 2012).

Group

Value

Value items

Self-transcendence

Benevolence

Helpful, loyal, forgiving, honest,
responsible, true friendship, mature love
Broadminded, social justice, equality, world
at peace, world of beauty, unity with nature,
wisdom, protecting the environment
Ambitious, successful, capable, influential
Authority, wealth, social power, preserving
a public image, social recognition
Pleasure, enjoying life
Creativity, freedom, choosing own goals,
curious, independent
A varied life, an exciting life, daring
Pleasure, enjoying life, self-indulgent
Obedient, self-discipline, politeness,
honoring parents and elders
Social order, family security, national
security, reciprocation of favors, clean,
sense of belonging
Respect for tradition, humble, devout,
accepting your portion in life, moderate

Universalism

Self-enhancement

Achievement
Power

Openness to change

Hedonism
Self-direction

Conservation

Stimulation
Hedonism
Conformity
Security

Tradition
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Table 4. Operationalization of the values included in the conceptual framework of values of nutrition
health professionals regarding healthy eating strategies in low socioeconomic status populations.

Group

Value

Value items

Self-transcendence

Compassion

Caring, empathy, feeling for someone, wishing
the best, innocence
Contribute, helpfulness, generosity, make a
difference, support
All-embracing, acceptance, nonjudgmental,
respect, all-encompassing, appropriateness,
inclusiveness, egalitarianism, equality, equity,
fairness, justice, solidarity, understanding
Enthusiasm, fun, satisfaction, pleasure, humor,
passion, interest
Challenging, diversity, inspiration, personal
development, reflection, learning, growth, new
insights
Achievement, recognition, pride, prove
something
Act without constraints, opportunity,
independent thought
Creative, innovative, new ideas
Open, receptive, daring, flexibility
Order, clear definitions, demarcate
Traditional, resistance to change, conform,
adherence, obedient
Proven, scientifically justified
Connection, involvement, relatedness, trust,
bond, on the same level, listening,
recognizance, comfortable, safety, relying
Collaboration, interdisciplinary, learning from
each other, unified, undivided, joint effort
Ambition, active, dedication, conviction,
importance, longing
Drive, determination, discipline, motivation,
attention, sense of urgency

Consideration
Universalism

Self-enhancement

Hedonism
Personal growth

Personal success
Openness to change

Conservation

Connection

Freedom
Inventive
Open-minded
Concreteness
Conventional
Evidence-based
Relationship

Working together
Perseverance

Commitment
Willpower
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Table 5. Overview of the codes forming the themes of the values for all six groups of values, including
whether the value was expressed explicit or implicit and the amount of nutrition health professionals
that reported the value.
Group

Theme

Selftranscendence

Universalism

Value

Sub-value

All-embracing

Explicit/
implicit

N

Explicit/
implicit
Explicit/
implicit

19

Acceptance
Nonjudgmental
Respect
Explicit

All-encompassing
Appropriateness
Inclusiveness

Explicit

Egalitarianism
Equality
Equity
Fairness
Justice
Solidarity

Understanding
Compassion
Caring
Empathy
Consideration
Contribute
Helpfulness
Generosity
Self-enhancement

Personal
growth

Personal
success

Challenging
Diversity
Inspiration
Personal
development
Reflection
Achievement
Recognition

Hedonism
Enthusiasm
Fun
Satisfaction
Openness to
change

Freedom
Inventive
Open-minded

Conservation

Concreteness
Evidencebased
Conventional
Working
together

Connection

Collaboration
Interdisciplinary
54

Explicit
implicit
Implicit
Implicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit

7
2
6
2
11
8
4
19
17
4
5
3
10
19
18
19
17
15
17
1
17
11
10
5
11

Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit
Explicit/
implicit
Explicit
Explicit

10
12
11
4
17
6
7
13
11
4
19

Explicit
Explicit
Explicit
Explicit

9
19
19
11

6
5

Learning from
each other
Unified
Relationship
Connection
Involvement
Relatedness
Trust
Perseverance

Commitment
Ambition
Conviction
Dedication
Willpower
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Explicit

8

Explicit
Explicit
Explicit
Explicit
Explicit/
implicit
Explicit/
implicit
Explicit
Explicit
Explicit
Explicit
Explicit

4
19
16
19
19
6
17
7
2
11
11

Appendix II. Information letter

56

57

58

Appendix III. Demographic form

DEMOGRAPHIC SHEET

Name
Gender
Age
Workplace
Role
Years of experience in current role
Populations interacted with in the
Netherlands (e.g., low income, immigrant)
Identifier (for researcher to fill out)
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Appendix IV. Verbal consent
VERBAL CONSENT SCRIPT

1. I have read the information sheet and the research study has been explained to me.
(Yes/No)
2. I have been given the opportunity to ask questions and my questions have been
answered. (Yes/No)
3. If I have additional questions, I have been told whom to contact. (Yes/No)
4. I agree to participate in the research study described. (Yes/No)

60

Appendix V. Interview guide
Interview Guide
RQ: How do Dutch health professionals’ goals, values, and beliefs influence strategies
to improve healthy eating in low socioeconomic status (SES) populations?
Before interview:
•

Go through the information sheet and ask if the participant has any questions

•

Ensure the participant has filled out the demographic form and sent it back. If not, fill
one out with them. Write their identifier on the sheet.
Start recording and say out loud the participants identifier (“This is interview #1 with
participant D01”).

•
•

Complete the verbal consent script while recording. If the participant answers ‘no’ to
any question, ask why. If the answer is still ‘no’ the interview cannot continue.

During interview:
Consistent with AI, use probes throughout to encourage storytelling, such as:
•
•
•

“Can you tell me more about that?”
“Can you tell me about a time that...”
“Can you tell me some examples?”

After interview
•
•
•
•

Thank the participant and ask if there is anything they want to add
Ask if they would like to receive a copy of their transcript to verify and a copy of the
research findings (e.g., final manuscript)
Immediately record field notes and save using identifier name and date
Immediately save interview recording using identifier name and date
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Interview Guide
Introduction
“As you know, this research is concerned with ways to improve health in low socioeconomic
status populations through better nutrition. To start, I would like to learn a little more about
you and your experiences.”
1. Can you tell me about your current role and how it relates to improving human
health?
Probes: What attracted you to this work? What does ‘health’ mean?
2. What has been a particularly positive experience of your professional life – a time
when you felt most alive and proud?
Probes: What was your role? What was the role of others?
“Now, I want to consider the things you value about your life and your work. By value, I mean
something you judge as being important and worthy. Without being humble, can you tell
me…”
3. What do you value most about yourself?
Probes: As a human being, as a friend, as a parent, as a professional
4. What about your work and workplace do you value the most?
Discovery
“Research has shown that people with lower socioeconomic status in the Netherlands have
room for improvement in their nutrition and diets…”
5. In your experience, what strategies have worked to improve healthy eating for low
SES populations?
Probes: Do you know of other strategies that have been used?
6. What has made these strategies successful?
Probes: Relationships, population focus, level of approach
Dream
7. Daydream about an ideal healthy eating strategy for low SES populations in the
Netherlands. What does this ideal strategy look like?
Probes: What makes this strategy so ideal? What have you described that is currently
missing?
Design
“Professionals from different organizations and institutions make use of different kinds of
knowledge to design healthy eating strategies and evaluate whether or not they were
successful....”
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8. What kind of knowledge would you use to design this dream strategy? To evaluate its
success?
Probes: Can you provide some examples? What kind of knowledge is missing to
inform strategies?
Destiny
“Let’s reflect on the dream you described earlier and look towards the future...”
9. What does nutrition equity mean to you?
Probes: Can you explain what it looks like in the real world?
10. Imagine that we are in the year 2040 and your vision of nutrition equity has been
realized. What has been done to achieve this dream?
Probes: What has been accomplished? Why was it successful? What strengths were
leveraged? What weaknesses were overcome?
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