W) Check for updates

Journal of Human Nutrition and Dietetics

WILEY | Bl

| ORIGINAL RESEARCH EEIEED

Perspectives and Experiences of Adult Patients With
Obesity in Dietetic Primary Health Care: A Qualitative
Study in the Netherlands

Annemieke van de Riet | Rebecca S. Otte™ ((2) | Lotte Maree-Hulsbergen' | Elke Naumann® (2) |
Marian A. E. de van der Schueren'? (I) | Harriét Jager-Wittenaar>*> (5) | the Dietetics Building the Future consortium

'Wageningen University and Research, Human Nutrition and Health, Research group Global Nutrition, Wageningen, the Netherlands | *HAN University of
Applied Sciences, Research Group Nutrition, Dietetics, and Lifestyle, Nijmegen, the Netherlands | *Hanze University of Applied Sciences, Research Group
Healthy Ageing, Allied Health Care and Nursing, Groningen, the Netherlands | *Department of Gastroenterology and Hepatology, Dietetics, Radboud
university medical center, Nijmegen, the Netherlands | *Department of Physiotherapy, Human Physiology and Anatomy, Research Unit Experimental
Anatomy, Vrije Universiteit Brussel, Faculty of Physical Education and Physiotherapy, Brussels, Belgium | ®Department of Internal Medicine, Division of
Dietetics, Erasmus Medical Centre, Rotterdam, the Netherlands | 7Department of Nutrition and Dietetics and Research Group Rehabilitation and Technology,
The Hague University of Applied Sciences, Faculty of Health, Nutrition and Sport, The Hague, the Netherlands | *Department of Nutrition and Dietetics,
Amsterdam University of Applied Sciences, Faculty of Health, Sport and Physical Activity, Amsterdam, the Netherlands

Correspondence: Marian A. E. de van der Schueren (marian.devanderschueren@wur.nl)
Received: 16 July 2025 | Revised: 25 November 2025 | Accepted: 28 November 2025
Funding: ZonMw, Grant/Award Number: 10270032021001

Keywords: dietetic treatment | nutrition | obesity | patient-centered care | personalised treatment | weight management

ABSTRACT

Background: Obesity is defined as a chronic, relapsing disease, characterised by its persistence and the frequent recurrence of
weight gain following weight loss. It is linked to chronic diseases and reduced quality of life. Sustainable weight loss requires
long-term dietary and behavioural changes. Dietetic treatment outcomes vary per patient, leading to differing success rates and
effectiveness. Although understanding patient experiences is crucial for designing effective, patient-centered strategies, little is
known about their lived experiences. This study aimed to obtain a better understanding of the perspectives and experiences of
patients with obesity receiving dietetic treatment in primary health care in the Netherlands.

Methods: This qualitative interpretive study included 26 patients with obesity who were consulting or had consulted a
dietitian. We performed purposeful sampling to ensure a sample diverse in socio-cultural background, region, age and health
literacy. Semi-structured interviews were conducted using a predefined topic guide, with room for flexibility to explore
emerging topics. We analysed the interview data using reflexive thematic analysis as described by Braun and Clarke.
Results: Four interconnected themes were constructed from what patients named to be important in dietetic treatment:
(1) personalised treatment as a foundation for success, including feeling heard and receiving responsive and adaptive treatment
(2) the personal impact of the dietitian on treatment, through the dietitian's attitude, professionalism, and background; (3) a
personalised and holistic approach for lasting change, including clarity about the dietitian's ways of working, motivational and
emotional support, attention to life context and guidance in developing sustainable habits; and (4) tailored and accessible
advice, focusing on practical tools, understandable information, and consistency of advice.

Conclusion: This study highlights that successful dietetic treatment for adults with obesity depends on personalised support, a
strong patient-dietitian relationship, and holistic attention to psychological and behavioural factors. Clear communication,
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involvement from the start, and practical, tailored advice help patients comply with treatment and apply recommendations in

daily life. Findings emphasise the importance of aligning dietetic treatment with individual patient needs and expectations.

1 | Introduction

Obesity is a complex chronic relapsing disease with globally 650
million people affected [1]. In the Netherlands, 15% of the adult
population was classified as having obesity (BMI > 30 kg/m?) in
2023 [2]. Patients with obesity have a higher risk of having or
developing a variety of chronic diseases, including cardiovas-
cular disease and type 2 diabetes [3-5]. Moreover, obesity is
associated with a lower quality of life and mental health con-
ditions [6-9]. Weight loss in patients with obesity is associated
with significant health improvements, including reduction of
osteoarthritis, hypertension, type 2 diabetes, and cardiovascular
risk biomarkers [10]. Therefore, long-term changes in diet and
behaviour are required to achieve sustainable weight loss and
improved overall health outcomes. Managing obesity typically
requires a multidisciplinary or even interprofessional approach,
in which dietitians are key in facilitating patients’ dietary and
behavioural change. Dietetic treatment consists of a holistic
interplay of medical considerations, dietary interventions,
behavioral counselling, and attention to the patient's social
context, all aimed at achieving sustainable weight loss and
improving overall health outcomes. Dietitians also help to
identify and treat risk factors for malnutrition and nutritional
deficiencies [11].

Systematic reviews have shown that weight management
interventions by dietitians are efficacious for treating adults
with overweight or obesity [12, 13]. However, effectiveness in
practice largely differs for each individual. A study using real-
life practice data of patients with overweight in the Netherlands
found that only a quarter of patients reached at least 5% weight
loss during dietetic treatment. Furthermore, the recommended
treatment duration of six months or longer was also only
reached by a quarter of patients [14]. Many studies focus on
identifying the effect of a dietary intervention within dietetic
treatment, rather than understanding why a treatment works or
does not work for certain individuals. In these studies, quanti-
tative measures (e.g., weight loss or health intermediates) were
predominantly chosen as treatment outcomes [12, 15, 16].
However, understanding patient experiences is crucial for
designing effective, patient-centered (PCC) strategies [17]. Yet,
research exploring the lived experiences of patients with obesity
remains scarce [18].

Many studies have shown the importance of PCC practices and
stated the need for more research into patients' preferences and
beliefs to design interventions to better cater to patients' unique
needs [19-21]. Individuals with obesity face specific and mul-
tiple challenges, including comorbidities, mental health, and
stigma [22], highlighting the need to explore their experiences
more in-depth. Obesity has an unequal distribution across
societal groups and is more prevalent among individuals with
lower socioeconomic backgrounds [23, 24] and those with
limited health literacy, which applies to a quarter of the Dutch
population [25]. Literature shows that people with limited
health literacy more often struggle to navigate through health-
care. They have difficulty participating in consultations,

assessing treatment options and managing health at home
[26, 27], calling for an elevated role of dietitians to address
health literacy [28]. A low socio-economic position can hinder
patients’ capability to afford healthier foods [29] and is in turn
associated with limited health literacy [30, 31]. In addition,
obesity is more prevalent among people with a migration
background, for example, Turkish, Moroccan, Surinam, or
Antillean migration background in the Netherlands [32]. Pa-
tients' cultural background influences their beliefs about what
constitutes healthy food, the role of social environment, and
their expectations of health care providers. For minority and
ethnic groups across different countries, dietary guidelines may
be difficult to reconcile with traditional cooking practices and
cultural customs, such as the social importance of hospitality
and shared meals. Studies from various contexts have shown
that dietary advice may not always align with cultural food
preferences and practices, creating additional barriers to
adherence [33-36].

Understanding the factors behind treatment success in in-
dividuals with different backgrounds is key. Therefore, the aim
of this qualitative interpretive study using reflexive thematic
analysis was to understand the perspectives and experiences of
adult patients with obesity on dietetic treatment in primary
healthcare.

2 | Methods

The current study is part of the four-year research project en-
titled ‘Dietetics building the future’ (Box 1). Findings are re-
ported according to the Standards for Reporting Qualitative
Research (SRQR) checklist (See Supporting Information
File S1) [37]. Ethical approval was provided by the Research
Ethics Committee of Wageningen University & Research
(WUR-REC) under approval number 2023-034.

2.1 | Participants

This study was carried out throughout the Netherlands. Parti-
cipants were approached by their primary care dietitian, who
invited them to participate in the study. These dietitians were
reached via the researchers’ networks and various organisa-
tions, such as ‘Stichting lezen en schrijven’, the Dutch foun-
dation that focuses on promoting literacy skills. Patients were
eligible to participate in the study if they had obesity
(BMI > 30 kg/m?) at the start of treatment and had consulted a
dietitian within the past year for weight loss. Dietitians were
asked to inform eligible patients about the study and provide
interested patients with information about the study. If patients
expressed interest in participating, they either filled out an
online registration form via Qualtrics, contacted the researchers
directly, or authorised the dietitian to share their contact
information with the research team. For registration, patients
provided their name, age category, place of residence, and
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Summary

« A strong personal connection, in which patients feel
heard and seen, forms the foundation for effective
dietetic treatment.

« The dietitian's attitude and communication style
strongly shape how treatment is experienced.

« Tailored advice, clear materials, and consistent com-
munication enhance patients’ ability to apply dietary
guidance in daily life.

contact details. Interested patients received further study
information, and interviews were scheduled at a location of
their choice if they agreed to participate. Dietitians were asked
to only invite adult patients with obesity (BMI > 30 kg/m?2) to
participate in the study. However, BMI values were not verified
with the participant prior to inclusion.

We aimed to include 25 participants in this study. To estimate
the required number of participants, we reviewed similar
studies [40-42], as well as the recommended range in literature
for qualitative studies, varying from 5 to 25 [43]. We strived for
the upper end of the range, to reach a group of participants with
a diversity in demographic characteristics, such as place of
residence, socio-cultural background, and age (see Data
Collection—Questionnaire). There were no inclusion criteria
regarding the number or frequency of dietetic consultations.
Participants were included regardless of whether they were still
receiving treatment or had discontinued care, as the study
aimed to capture a wide range of experiences, including those of
patients with limited and more extensive contact with dieti-
tians. Purposeful sampling was applied to achieve a study
sample that is representative of the patient population of pri-
mary care dietitians. At the end of each interview, the partici-
pant completed a questionnaire to collect demographic
information. Throughout the research process, the results of
this questionnaire were evaluated to identify gaps in the study
population. Special attention was given to recruiting partici-
pants with low health literacy, difficulties with reading and
writing, and patients with a migration background.

2.2 | Data Collection
2.2.1 | Questionnaire

The questionnaire included the following items: age, gen-
der, postal code, household situation, attained education,
work situation, receipt of government allowance, migration
background, duration of dietetic treatment, number of vis-
ited dietitians during lifetime, reason for referral to dieti-
tian, weight at the start of treatment, current weight,
satisfaction with results, literacy, and health literacy. We
aimed to include participants from different regions and
from both urban and rural areas. The degree of urbanisation
was assessed using the urbanisation score from the Dutch
Central Bureau of Statistics (CBS), which was calculated
based on data for each neighbourhood [44, 45]. Information
on education level was presented via the International
Standard Classification of Education (ISCED) [46]. Receipt
of social allowance was used as a proxy for socio-economic

position, as financial information was considered to be too
sensitive for the purpose of this study. The migration
background was defined based on the CBS definition, dis-
tinguishing between first-generation (born outside of the
Netherlands and at least one of the parents born outside of
the Netherlands) and second-generation (at least one of the
parents born outside of the Netherlands) migration back-
grounds [47]. The participant's satisfaction with the results
of the treatment was assessed using the following question
(translated from Dutch): ‘Are you achieving the desired
results/the results you had in mind?’. Literacy level was
asked with the question, ‘We know that many people find it
difficult to read and/or fill out forms. How is that for you?’.
Health literacy was assessed via three questions that we
translated from screening questions for limited health lit-
eracy in a large outpatient population [48].

222 | Topic Guide

A topic guide was constructed based on preliminary results of
interviews with dietitians [38], and themes that were identified
in scientific literature, related to important components of
dietetic treatment [41, 49]. The topic guide consisted of ques-
tions related to dietetic treatment, including dietetic guidance,
expectations and goals, duration and frequency of consulta-
tions, changing diet and habits, communication, support,
advice, self-monitoring, social surroundings, preferences, and
expectations for the future. For each topic, several example
questions were included in the topic list; examples are pro-
vided in Box 2. The supporting information includes the full
topic list.

The topic list was tested in the first two interviews with both the
first and second authors present to ensure consistency and
refine the approach. The interviews were semi-structured,
meaning that the main topics were discussed in all interviews
while allowing space for additional topics [50].

2.2.3 | Conducting the Interviews

The face-to-face interviews took place between December 2022
and January 2024. Interviews were conducted in Dutch by the
first two authors, both having a background and expertise in the
fields of human nutrition, health sciences and/or dietetics,
along with two fourth-year Nutrition and Dietetics students.
These students observed an interview before conducting the
interview themselves. Most participants chose to be interviewed
at their homes. The informal interview setting made it easier to
build rapport, create a comfortable environment for partici-
pants, and observe social and non-verbal cues [51]. One inter-
view was conducted at a neighbourhood centre, upon the
request of the participant. The interviews were scheduled with a
maximum duration of approximately 60 min, to avoid placing
too much burden on participants, while allowing sufficient time
for in-depth discussion of their experiences. Interviews only
continued beyond this time when participants indicated they
were comfortable doing so.

Participants were informed about the interview aim and
procedure via phone, email, and an information letter. They
were reminded of the study details and had the opportunity
to ask questions before the interview began. All participants
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BOX 1 | Description of research project Dietetics building the
future.

The research project ‘Dietetics, building the future’ is a
research collaboration of (applied) universities, practising
dietitians and other relevant stakeholders in the Nether-
lands, to develop an evidence-based toolbox for personalised
dietetic treatment for patients with obesity and comorbid-
ities. The project addresses research questions regarding the
optimisation of obesity treatment, improving effectiveness
and patients' self-efficacy. Furthermore, the research project
pays special attention to patients with low health literacy,
stimulating behavioural change, and the application of
innovative technologies. The project consists of quantitative
analyses and statistical modeling to identify key compo-
nents of dietetic treatment. Concurrently, qualitative stud-
ies, such as the study on perspectives of dietitians on
successful dietetic treatment [38] have been conducted,
along with the current study. The results of these studies
will be used for the development (co-design) and testing of a
toolbox, offering personalised interventions based on vari-
ous individual patient factors. A summary of the project can
be found on the website of ZonMw, the organisation that
funded this research [39].

provided consent before the start of the interview. This was
done in writing or, for those who had difficulty reading and
writing, the informed consent was read out loud by the
interviewer, and consent was given verbally and audio
recorded. At the start of each interview, we built rapport by
introducing the study and interviewer, emphasising that the
interview was an open conversation and participants could
skip any question. After concluding the interview, partici-
pants were given the aforementioned questionnaire to fill
out. The interviewer assisted with questions that were not
clear to participants. For those with reading or writing dif-
ficulties, the questionnaire was administered verbally. Parti-
cipants received a 25-euro voucher as reimbursement for
their time and effort to participate in this study. After com-
pleting the interviews and transcripts, summaries of their
individual interviews (member checks) were sent to partici-
pants, for their review and feedback, which made sure that
the representation of their perspectives as written in the
summary were correct [52]. Participants could also contact
the researchers by phone if they preferred to provide feed-
back verbally or had questions about the summary. All par-
ticipants agreed with the summaries. We acknowledge that
the written format may have been challenging for some
participants with difficulties in reading or writing, which is
discussed as a limitation in the Discussion section.

2.3 | Reflexivity

The background of the research team played a role in this study
exploring the experiences of people living with obesity who
received dietetic treatment. All authors have an academic
background in Nutrition and Health. AvdR, EN, HJ, LMH and
MdvdS are registered dietitians and provided expertise on die-
tetic treatment and professional practice. RO's extensive

experience in qualitative research supported depth and reflex-
ivity during data collection.

EN, HJ and MdvdS hold senior research positions and have
extensive experience in conducting qualitative research in die-
tetics, contributing to reflexive discussions about the data and
its interpretation. Reflexive discussions were held throughout
the research process to reflect on the researchers’ assumptions
and professional perspectives, and how these may have influ-
enced data interpretation. AvdR and RO were PhD candidates
throughout the study and gained additional knowledge about
obesity through their involvement in other studies within the
project (see Box 1). AvdR, who conducted most of the inter-
views, had prior experience providing dietetic treatment to
people living with obesity and participated in several training
sessions on obesity, socio-economic position, diverse cultural
backgrounds, and low (health) literacy, which supported her in
interviewing participants with different characteristics. She
followed training in qualitative research and had prior experi-
ence in conducting interviews.

2.4 | Data Analysis

The audio recordings from the interviews were transcribed
verbatim using Amberscript software. The interviews were
analysed following the six-step approach by Braun and
Clarke [53, 54]. This framework guided the entire analytic
process, from familiarisation with the data to generating,
reviewing, and defining themes, and reflects an interpretive
approach in which meaning was co-constructed between
researchers and participants. Following Braun and Clarke's
reflexive approach [54], themes were not viewed as passively
emerging from the data but were actively developed by the
researchers through a process of interpretation and reflexive
engagement. Initial codes were generated inductively from
the data, and through iterative discussion and review, these
codes were grouped and refined into overarching themes
that best represented the dataset. First, the transcripts were
read by the researchers to become familiar with the
data. Second, initial codes were assigned to text fragments,
using the program ATLAS.ti Web (version 5.20.0). To ensure
consistency, the transcripts of the first three interviews were
coded by the first three authors (AvdR, RO, LMH) and
during a session, differences in coding were discussed, after
which consensus was reached regarding the coding
approach. Coding was done inductively, meaning that the
researchers gave a code to text fragments without a pre-
defined framework. Nonetheless, codes often aligned with
the topics in the topic guide. Third, the codes were reviewed
in multiple review sessions by AvdR and LMH and initial
themes were constructed. Fourth, themes were discussed by
AvdR, LMH, HJ and EN. Fifthly, themes were refined and
defined, ensuring that the most important code groups
under the themes were represented and subthemes were
formulated. In addition, we analysed whether we could see
patterns in findings with background characteristics of
participants, such as their age or gender. In the sixth and
final step, quotations were reviewed to best support the
overall findings. These were translated from Dutch to Eng-
lish and reviewed by a colleague native in Dutch and
English.
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BOX 2 | Examples of probing questions for two topics in the topic guide

Topic

Probing questions

Expectations & goals

Treatment & guidance

What were your hopes/expectations for the dietetic treatment?
Did this come true?
Why/why not?
When is the guidance successful for you?
What was/is your goal?
Can you tell us something about the guidance from the dietitian?
What did you discuss with the dietitian during the consultations?

3 | Results

In total, 26 interviews were conducted. The characteristics of
the participants are presented in Table 1. The participants
lived across the Netherlands, covering 9 out of the 12 prov-
inces. After including 17 participants, we made extra efforts to
recruit an additional 9 participants with reading and writing
difficulties and a migration background, as they were not yet
sufficiently represented in the study sample. One participant
in this study spoke limited Dutch, which affected her ability to
elaborate on certain topics, but she was still able to share in-
sights into her experiences and perspectives. The interviews
lasted on average 50 min, with a range of approximately
30-70 min. The duration of dietetic treatment varied widely
among participants, ranging from 1 month to 10 years.
Because of this large variation, the mean duration was
28 months, while the median was 9 months.

Participant perspectives on dietetic treatment as discussed in
the interviews were captured in four main themes and several
subthemes (Figure 1). The themes were described with sup-
porting quotations from participants, including participants' age
and gender. When participants had difficulties with reading and
writing and/or a migration background, this is also indicated
after the quotation.

3.1 | Theme 1. Personalised Treatment as a
Foundation of Success

3.1.1 | Sense of Being Heard, Seen and Understood

Participants indicated that a good relationship with their die-
titian contributed to feeling supported and more comfortable,
and being open and asking questions. According to participants,
this facilitated the treatment approach to go beyond nutritional
advice by also discussing personal topics and psychological
barriers for lifestyle change. Participants identified various
factors that contributed to a sense of personal connection, yet
they also noted that this connection was often difficult to pin-
point and was more of a feeling than something they could
explain.

[A good connection], I do find that important. It's not like
I've never really not clicked with someone, but I have the
idea I really do with [name dietitian], and whether that's
because of her way of guiding or just who she is as a

person, that's a bit hard for me to judge, but I do feel like
she truly sees me. She sees what I'm struggling with, she
sees what it does to me notices how it affects me, and
what kinds of problems I run into. I feel like she takes me
by the hand and supports me.

(Female, 54 years of age)

Participants sometimes mentioned dietitians’ background
characteristics (Theme 2.3) when they talked about whether or
not they felt a connection, such as the dietitian's age or weight.
Factors that foster this connection included feeling seen and
heard, the dietitian having an eye for the patient's everyday life
and struggles, and offering support in these areas. A lack of
personal connection was mentioned by participants as a reason

to stop seeing the dietitian.

3.1.2 | Dietitian's Role in Responsive and Adaptive Treatment

Participants stressed the importance of dietitians aligning their
treatment approach and advice with the patient's individual
needs. Discussing these preferences, needs, experiences and
skills and knowledge levels at the start of treatment was men-
tioned as being important for feeling heard, getting the right

‘diagnosis’ and receiving tailored treatment.

That's just something a dietitian should check in
advance, in one of the first conversations. That you just
ask: so, what do you prefer? Do you like it when I'm really
strict, or a bit more relaxed, or what? With both
(dietitians) I didn't really have an introduction or intake
conversation (...) not like: okay, what would you prefer?
What should we be working towards, or anything
like that.

(Male, 53 years of age)

Participants pointed out that they often know their own pitfalls

but need guidance and support on how to overcome them.

[Interviewer: what is important for dietitians to improve
obesity treatment and make it better suited to patients?]
Maybe something like, you know, a learning style test like
Kolb’s, [explanation: Kolb's test categorises four types of
learners:  diverging,

assimilating, converging, and

accommodating]. And then have a look at what category

Journal of Human Nutrition and Dietetics, 2025

50of 15

95U8917 SUOWIWIOD SAITERID 3|qealdde ay) Ag peusenob ae sapne O ‘8sn J0 Sain. 1o AkeiqiTauluQ 48| UO (SUONIPUCO-PUR-SW.RY/LI0D A8 | 1M ARe1q 1 BUI|UO//:SANY) SUONIPUOD pue SWis 1 8u1 383 *[9202/T0/ST] Uo Akiqiauliuo AS|IM ‘62T0L UUITTTT OT/I0P/W0D A8 | IM Alelq1BUIUD//:SANY WOJ) PepPeO|UMOQ ‘9 ‘SZOZ ‘X/.2S9ET



1365277x, 2025, 6, Downloaded from https://onlinelibrary.wiley.com/doi/10.1111/jhn.70179, Wiley Online Library on [13/01/2026]. See the Terms and Conditions (https://onlinelibrary.wiley.com/terms-and-conditions) on Wiley Online Library for rules of use; OA articles are governed by the applicable Creative Commons License

sy 103 Aqiqisuodsar umo Surye; nq 394 jou, ‘ Sunes a5urq Wim SurS3nns [us, ‘Apred, ‘3oL jou, JaULq YIESY JO SIS UI Inq JYSIom JO SULIS) UT J0U, PIpN[oUT £108318d 1930, AU} UI SIOMSUY,

‘uonoIppe Sunes pue ‘uonuaadid pue SAISSJI] :paPN[OUI [BLISJAI I0J SUOSEI IYI0,

‘wire Apnis

3y} 0} JUBAS[OI PAISPISUOI 1M SIOUALIAAXS I1aY} S papn[oul [[Is a1om Ay, *,W/SY 0€ Mo[eq TINF & pey siuedionaed o) Jey Ino pauim 31 30dsonar ur “ w/3Y 0¢ < Jo TNF & Yikm sjuaned apnpour 0} payse a1om SUBNNRIP YSnoyl[v,
*AYSI[s 10 SUOU :7 10 T 9109s :A[9JISPOW :€ 9102s ‘A[Suomns A1aA 10 A[SUoIS :9 PUE G 91095 :SONSHEIS JO NEAING [ENUS) YN SY) WOIJ 3I00S UONEsTuRqIn Y Sursn pajuasard ST [9Ad] UONBSTURQIN

“(S)90UBMO[E SIEJ[OM [EIO0S PAAISdDI A3 JOU IO JOYIOYM PUE [2A3] UOHEONPA 1193 IEYS 0 JueMm jou pIp juedpnred auQ,

‘S[OAJ] [BI0JO0P PUE ‘S Id)SeU ‘S I0[aYdeq ay) Je sweiford orwapese pue [euonedoa Surpnpour ‘uonesnps 19ysiy (8-5) yStH

‘uoneINPa A1epu0d3s-}sod 3[2£d-110YS UL UOHBINPS ATEPUOISS (H—¢) WNIPIN ‘(A10SNdUIOD US)JO ‘S[9AI] JOMO]) UOTLINDA [BIUSWEPUNJ PUE S[[IYS JISeq (Z—0) MOT ‘[9+] Wa)shs uonesyisse[d> qaISI 2yl Sursn pajussaid s1 [2A9] UoEINPH,

[euoissojoid yi[eay I9Yjo I0 UBHITISIP

Journal of Human Nutrition and Dietetics, 2025

awn oy} 9y} woij surioj SuIpueIsIopun pue

(%8) T skemry (%¥) 1 Jo 1S0IN %SD) v sowmawos  (%EL) 61 TonaN Surpear sonsst pey sjuaned uajyo moy —
Teuoissajoid yireay IaYlo 10
awin Ay} uennaIp 9y} Woly uonewIojul urpeal

(%8) T skem[y (%8) T Jo 1ISOIN (%61) S SoWIJOWOS (%59) L1 JOAN diay papeou sjuoned ualjo moy —

surioy jno Sury[y
s day 1oy payse syuaned Ioyloym —

(%) € uslo (%8¢) 0T  sewmawos  (%0S) €1 I9AN Koe1ay] yiedH
Sunum pue Surpeal Y AOLFIp
Knoyyip aney 0 pajestpur syuaned 191y M
(%T1) €  Amogyip o (%ST) ¥ sdwmawos  (%€L) 61 K[NIYIIp ON Koeray
(%61) S eitile) (%T1) € ON (%69) 81 SoK S)INSAI PAIISIP PAASIYIY
[0133s9]0YD Ky1saqo (a1q1ss0d
(%8) ¢ 900 (%8) ¢ uors-uay_dAH  (%€2) 9 pooiq yStH (%8€) 01 so1eqeIp z 9dAL (%88) €T /IYSIOMISAQ S4o0AsuD 2)d1nus) Te119J91 10§ UOSeY
mouy jou
(%21) € pIa (%£2) 9 or < (%£2) 9 0b-S€ (%5¢€) 6 Se-0€ (%8) ¢ P0E-+C 1usunean Jo 11ess 18 (,w/3Y) ING
uennelp
(%€2) 9 €< (LD L €T (%€2) 9 1 (%L2) L 0 JUSLIND 910J9q PAIISIA SURTIIISIP JO IqUINN
uoneIauag
(®LL) 0T ON (%€2) 9 ISI ‘SoX punoidyoeq uoneii
(%) .1 umouzyun (%S9) L1 ON (%1€) 8 SOX QOUBMOI[B dIBJ[OM [BIO0S
K[3uoms Juedonred
(%8) ¢ suou/Apysns  (%61) S A[oreIopoN (%€L) 61 10 K[Suoms A1oA 90udpISaI Jo aoe[d JO [9A9] UONIBSIURGIN
@)1 qumowyun  (%Th) TT ysig (%S¢€) 6 wnpap (%61) S M0 [9A3] UonEINPH
(%£2) 9 s1eak 09 < (%8S) ST stk 09-S¥  (%61) S s1edk #H-0¢ a3y
(%8¢) 01 SeN (%79) 91 oleura] X3S
(%) N (%) N (%) N (%) N %) N SoNsLIddRIRY)

'syuedronaed Apnis sonsuooeiey) | I ATIV.L

6 of 15



Theme 1.
Personalised treatment as a foundation of success

1.1 Sense of being heard, seen and understood

Theme 2.
The personal impact of the dietitian on
treatment

Theme 3.

2.1 Positive attitude of the dietitian

working
2.2 Trust and perceived professionalism

3.2 Motivational and emotional support

2.3 Relatability to the dietitian’s background

A personalised and holistic approach
for lasting change

3.1 Clarity about the dietitian’s ways of

1.2 Dietitian's role in responsive and adaptive treatment

Theme 4.
Tailored and accessible advice
to facilitate dietary change

4.1 Practical and actionable tools

4.2 Accessible, understandable and
consistent advice

3.3 Attention to life context and mental

wellbeing

3.4 Guidance in developing sustainable habits

FIGURE 1 | Themes and subthemes.

someone more or less falls into, and what kind of treat-
ment or support would be appropriate. Because well, I've
been at this for four years now, and have since come to
know my pitfalls. But actually making changes, that still
isn't working, and that’s a shame.

(Female, 34 years of age)

Participants mentioned that they did not always share all
relevant personal circumstances with the dietitian at the
beginning, such as challenges with reading and writing. Ac-
cording to participants, it is important for the dietitian to ex-
plore needs that might be sensitive in a subtle manner.
Participants noted that limited finances can hinder initial
or continued visits to the dietitian beyond insured
consultation hours and they appreciated the dietitian taking
this into account.

You can ask it in the first conversation: how do you fill
things in, or can you read things? (...) But you have to ask
it in the right way, not immediately say: ‘Do you have
difficulties with reading and writing?” But more like: how
do you read the products? Do you understand the prod-
ucts, do you know what the products are, because then

you understand the calories.
(Male, 52 years of age, difficulty with reading and
writing)

Participants expected the dietitian to be able to change the
treatment approach in case of changing needs or when progress
stagnated. Changing the approach was considered neces-
sary when the same issue was discussed repeatedly without new
insights or results, according to participants. They reported not
always knowing what the dietitian could do differently as they
lacked information on treatment options.

Participants described how feeling heard, seen, and understood was
essential for engaging with other elements of the treatment process.
This initial sense of recognition enabled them to build trust in the
dietitian (Theme 2), feel supported in a personalised and holistic
way (Theme 3), and make use of tailored advice in daily life (Theme
4). When this foundation was lacking, the overall treatment ex-
perience was perceived as less positive and supportive.

3.2 | Theme 2. The Personal Impact of the
Dietitian on Treatment

3.2.1 | Positive Attitude of the Dietitian

Participants appreciated a positive attitude from the dietitian,
highlighting qualities such as empathy, respect, humour and an
open, non-judgmental approach. The feeling of being heard and
listened to was described as essential for feeling treated as a
unique individual.

She did manage to motivate me more [than the other

dietitian]. (...) Maybe also because she was so en-

thusiastic. If I had lost weight, she'd say: wow, how did

you do that? Did you walk more, or did you, what did you

do, because it's going so well? That kind of thing.

(Female, 68 years of age)

Furthermore, a curious attitude was much appreciated by par-
ticipants as a sign of genuine interest from the dietitian. Parti-
cipants shared that they disliked the dietitian's attitude when it
felt impersonal, shallow, or when the dietitian was lecturing in
a negative manner.

That was something I missed with my previous dietitian, it
felt a bit clinical: you go there, you tell your story, and of
course in the beginning that stays quite superficial. And if
no further questions are asked, and I'm also not the kind of
person who just lays everything out there, then you don't get
to that deeper level. And that's exactly what I needed to be
able to take those first steps in changing my lifestyle.
(Female, 52 years of age)

Participants shared examples of how past experiences with
dietitians shaped their perception of the dietitian. Negative
encounters were said to contribute to resistance and distrust
towards dietitians, according to participants. These experiences
were sometimes intertwined with broader societal stigma
around weight and health.

Back then, you went to the general practitioner and they
referred you to a dietitian, and I never found them
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friendly. Not at all, ‘no, you have to do this, you're not
allowed that’. That was the mentality back then, and it
really created resistance in me. (...) I quit, I just started
eating again (...) Well, that lasted a long time, because T
developed such a dislike of dietitians. Because of how they
approached the diet and how they treated me, and of
course also the outside world.

(Female, 55 years of age)

3.2.2 | Perceived Professionalism and Trust

Participants expressed appreciation for the professionalism and
expertise of dietitians and linked this to their trust in the die-
titian's treatment approach. They felt that it was not essential
for dietitians to know everything immediately but valued the
dietitian's initiative in seeking answers and information. Parti-
cipants had mixed views on the dietitian's age; some associated
a young age with lower perceived expertise, and some were
surprised by the quality of advice provided by a young dietitian.

I do notice that she [current dietitian] is really driven,
very professional, because I have seen [a dietitian]| before,
two years ago (...) and that girl just didn't have that much
experience yet. (...) When I got home, I called and said,
well, I'm not coming back, because (...) yeah, yeah,
putting together a quick menu, I can also do that myself.
(Male, 52 years of age)
Some participants linked trust in the dietitian's expertise to
their weight, feeling that being too thin or overweight affected
their ability to relate and trust the dietitian regarding advice on
weight loss. Participants also mentioned that the appearance
and equipment of the dietetic consultation room also influenced
their impression of the dietitian. A visually informative
consultation room contributed to the sense of the dietitian's
expertise, contrasting with less engaging, sterile spaces, ac-
cording to participants. They expressed frustration when es-
sential equipment in the consultation room was repeatedly
unavailable.

One of the dietitians had her own room in a health
center, and it was full of food examples and posters about
nutrition topics, and well, it was like walking into some
kind of food heaven. That's the feeling I got, it somehow
gave an impression of expertise. That was quite different
from when I saw another dietitian who was located in a
very sterile room within the care hotel where I was
staying. I don't know, but apparently a room like that
also makes an impression.

(Female, 44 years of age, migration background)

3.2.3 | Relatability to Dietitian's Background

Participants had varying perspectives on the relevance of a
dietitian's (cultural) background. For individuals with a
migration background, a shared cultural background was va-
lued by some for reducing language barriers and a shared un-
derstanding of specific dietary customs or treatment style.

Others reported that they found the dietitian's cultural back-
ground less relevant because they adhered mainly to a Dutch
eating pattern.

You don't have that in Turkey, when you see a dietitian,
that they don't perform any blood tests before starting. I
find that quite strange, because a lot of things could be
related to that.

(Female, 36 years of age, migration background)

I think that if my father were to get advice from a Turkish
dietitian, for example, he might be more likely to accept it,
because a Turkish dietitian might have a better under-
standing, knowing the dietary pattern. (...) But for me it
wouldn't matter what the dietitian’s background is. (...)
My son and I also consume Dutch foods, just a sandwich,
meat, vegetables, you know.
(Female, 47 years of age, migration background)
Other characteristics mentioned in the interviews included
whether the dietitian was extravert and the dietitian’s age that
made the patient feel like the treatment would work or not.
Furthermore, the dietitian's weight was mentioned as some-
thing that participants could or could not relate to.

I noticed that that [the personal connection] was actually
quite important. I didn't really have that with her. And she
was also super slim. So going there wanting to lose weight,
you think: ‘why are you so slim?’ You know, that doesn't
feel fair (laughs). (..) I joked to friends that she was 21 and
could fit through a keyhole, you know, that was how it felt

for me. I just did not really have a click with her.
(Female, 50 years of age)

3.3 | Theme 3. A Personalised and Holistic
Approach for Lasting Change

3.3.1 | Clarity About the Dietitian's Ways of Working

Participants who lacked a clear idea about treatment ap-
proaches expressed the need for information on how dietitians
work, in order to help them choose a dietitian and an approach
that best fit their needs.

Yeah, and most dietitians do have information about:
this is my education, I'm this age, and I live here or
something like that, but a lot less about what their
guidance style is. Or like, what their highlights are. That
way, you could be much more targeted, and it would save
you from having to meet with a lot of different people
first.
(Female, 34 years of age)
A clear understanding of the dietitian's ways of working and
expertise was reported to enhance the connection between
patient needs and the treatment approach, making it easier for

patients to able to express their needs related to treatment
focus.
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There just had to be a match with where I was at, you
know? And Ive been lucky with that, but also just by
pushing and asking and saying: No, I don't want it like that,
because otherwise I'll stop seeing this dietitian too, because
for me, it would just be another story from the Middle Ages.
(Female, 58 years of age)
Several treatment approaches were discussed, among which
Acceptance and Commitment Therapy (ACT) was mentioned
multiple times as a treatment approach that can help with ex-
ploring underlying psychological mechanisms of behaviour.
Participants who received dietetic treatment with more em-
phasis on psychological support and counselling often described
this as having a particularly meaningful impact on their ex-
perience of treatment.

I've seen other dietitians in the past, where it was very

much focused on nutrition and keeping track of lists (...).

But I was really looking for someone who could support

me with the mental aspect of it. Because every time I

struggle, when I'm not feeling good or something emo-

tionally intense happens, I experience setbacks with the

dietary pattern. So I was really looking for someone who

didn't just focus on lists and diets, but really looked at

what's behind it all.

(Female, 54 years of age)

However, other participants shared that they felt hesitant to
discuss matters with a psychological focus. They expressed
discomfort with exposing personal aspects of themselves or felt
that this was not the role of a dietitian, or shared examples of
having to do exercises that just did not match their style.

3.3.2 | Motivational and Emotional Support

Participants valued the different roles a dietitian can fulfill,
particularly emphasising the role of an external motivator. This
role was described by participants in various ways: merely being
there once in a while to check in but also offering support and
encouragement. When asked whether another person or health
professional could fulfill this role, participants reacted nega-
tively, expressing that they preferred their dietitian to take on
this supporting role.

Well, a lot of people still say: ‘Yeah, you don't really need a

dietitian, actually.” And yeah, maybe that's true. But for me,

I mostly did it to have someone to hold me accountable.
(Male, 57 years of age)

Another role of the dietitian that was mentioned was to hold up a
mirror and support participants become aware of their behaviour.

And she did mention to me, like: maybe you should start
moving more. But for me, that's not the way to go. (...) No,
I don't want to be told what to do, and then I'm quick to
dig my heels in. Yet somehow, she's really good at seeing
through that. And she said: ‘Hey, I see you've got a
smartwatch’. Then I thought, oh yeah, I could actually
use that, and since then, I've really been keeping track of

things: cycling a bit, or when at the gym, on the treadmill
or the cross trainer.

(Female, 52 years of age)

3.3.3 | Attention to Life Context and Mental Wellbeing

Participants shared their need for dietitians to take a holistic
approach by paying attention to a wide range of personal factors
that are related to living with obesity rather than focusing only
on diet.

When someone is often stressed, you can give them all kinds
of nice little things. But first you have to deal with the stress.
(...) Not just at the dietitian’s, but already with your general
practitioner, because they are the one referring you. But why
do you have stress? It could be debts, it could be other things,
it could be something in your private life. That's something
a doctor should already know, so they can record it in the
paperwork: you have stress because of this and that, and
that should be looked into.
(Male, 52 years of age, sometimes difficulty
with reading and writing)

Participants emphasised the importance of discussing mental
wellbeing and the underlying causes of eating and lifestyle be-
haviours with their dietitian, noting that this was sometimes
lacking in their treatment. Furthermore, they reported barriers
for weight loss included self-image and confidence to go out in
society and to the gym or swimming pool for example. Learning
how to view oneself with kindness was mentioned as an
important element in improving mental state and confidence.

Well, when you're overweight, you feel unhappy, and you
start to exclude yourself from society. You stop going to
things, and because of that, you end up moving even less.
Or if you feel unhappy, you might actually start eating
more. That really is a pattern.

(Female, 58 years)

To facilitate these subjects, they mentioned the possibility of
having different health professionals involved, maintaining
communication between each other, and ensuring continuation
of treatment across different health services. Participants gave
examples such as the connection with the general practitioners
for identifying lifestyle issues, as well as involvement of a psy-
chologist or mental health worker in the general practice for
support with stress and mental health.

I think she [current dietitian] had already been somewhat
informed by the [other| dietitian at *institution* about what
we were doing back then, and that weve now been able to
more or less continue from there, and I really appreciate that.

(Male, 41 years of age)

When it came to food, I could work on that in a practical

way with the dietitian. And with the mental health worker I

was able to give space to the mental side of things.
(Female, 52 years of age)
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3.34 | Guidance in Developing Sustainable Habits

Participants stressed that lifestyle change is difficult and gave
examples of various facilitating and hindering factors for be-
havioural change. They stressed that their motivation was an
important facilitator in their lifestyle change. The dietitian's
support was reported to be valuable to stay motivated in the
process. Participants shared that the dietitian had helped them
to discover their true motivation, and how important this was
for them to persevere in their lifestyle change trajectory.

[Motivation is] necessary if you want to achieve some-
thing, and it's not easy: changing behaviour and losing
weight. So I think motivation deserves more attention.
Because I went there to lose weight, that was my moti-
vation, but actually, it was about my health and my hip,
and I never really realised that. If I had had that clearer
in mind, I might have been able to stick with it longer. (...)
I think it's very easy to get bogged down in nutritional
advice and the details, and to lose sight of the bigger
picture, the motivation, along the way.
(Female, 47 years of age, migration background)
Getting more insight into their own behavioural patterns was
mentioned by participants to be an important aspect of dietetic

guidance. In addition, participants valued their dietitian's
guidance in dealing with setbacks.

It's mainly about becoming aware (...): like what's hap-
pening, why are you putting that in your mouth? Did
something happen beforehand, what does it do to you?
And just through Acceptance and Commitment Therapy
and [name dietitian], we look at it like: okay, that hap-
pened, you can't undo it, but what did go well? (...) That
awareness really gives me a lot of support.
(Female, 54 years of age)
Participants recognised the importance of adopting an eating
pattern designed for the long term to help prevent weight cy-
cling. Participants highlighted that the dietitian's integration of
social context into their guidance, was supportive in their
treatment process.

You can start counting calories and lose some weight in a
short time, but when you go back to eating ‘normally’,
quotation marks, it tends to comeback quickly. So I really
had the feeling I wanted to do something that would work
in the longer-term.

(Female, 50 years of age)

3.4 | Theme 4. Receiving Tailored and Accessible
Advice to Facilitate Dietary Change

3.4.1 | Practical and Actionable Tools

A wide range of tools that dietitians used were evaluated by
participants as helpful in changing their diet. These tools
included example menus, variation lists, recipes, food swaps,
and general information about healthy eating. Participants

listed methods to reduce portion size, such as how to differently
divide food over the plate and smaller portions by measuring. In
general, being aware of current eating habits through eating
diaries and evaluating this with the dietitian was considered to
be insightful for becoming aware of unhealthy patterns.

What I especially liked was that list, actually. I have to

say that in the end, that list turned out to be my biggest

tool. In that conversation, we also went through my daily

menu, like, what do you eat in a day and what kind of

food switches can you make?

(Female, 50 years of age)

Different needs were described by participants regarding the
content of the advice, such as the level of detail and length of
the advice. The dietitian helping them to take small steps was
pointed out as an important facilitator for staying motivated and
achieving goals.

And small steps, and that's what actually made it very

manageable, very easy because of those small steps. You

reached your goals easily. That really motivated me, you

know? Serotonin is released, we keep going!

(Female, 52 years of age)

Participants again stressed that it is crucial that the dietitian's
advice aligns with their current eating pattern and culture. Not
being sensitive to personal eating culture and having to adopt a
new eating pattern too different from the current pattern was
often described as a dealbreaker for participants and a reason to
discontinue treatment.

At the dietitian back in Turkey that year, I actually got a
list with exact times, like in the morning I had to eat this,
in the afternoon that, but here in the Netherlands I didn't
get that. (...) Having fixed times does help with structure,
which I like, but of course it also takes a lot of prepara-
tion to eat those specific things. So I'm a bit torn about it,
I think.
(Female, 36 years of age, migration background)
Apart from advice related to dietary changes, examples were

given of advices on how to deal with the food environment,
such as where to find healthy products in the supermarket.

I used to buy my stuff in the middle aisles of the super-
market. But that's where the soups, the chips, the cookies
are, all the bad stuff (.) I'm a bit angry at
the food industry for being allowed to do that, that they
get the chance in this free country to do it. (...) I was at an
airport last week and I thought: what if I wanted to eat
healthily here? How would I even do that?

(Male, 67 years of age)

3.4.2 | Accessible, Understandable and Consistent Advice

Participants appreciated different forms of advice such as
information on paper, in books and social media accounts with
nutrition information, and the use of pictures. The alignment of
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materials to individual needs was regarded crucial. They em-
phasised the importance of ensuring that the content was easy
to understand, concise, and visually supported with images and
pictures, especially for those who struggle with reading and
writing. While apps were considered effective for digitally lit-
erate individuals, others found them difficult to navigate. Apart
from content and length, the design of materials was mentioned
as well as being important.

Speaking is difficult for me. With support from my son or

daughter, it's okay. But in the past, they always gave a

book with pictures, for bread, for food. What I should eat.

How much, 100 grams, 150? That was before, [at the

dietitian in the hospital], but not anymore. (...) The die-

titian is all good, I just want pictures. The pictures are
important for me, because I cannot read.

(Female, 66 years of age, migration background,

difficulty with reading and writing)

The material that is given to patients to fill out can also be used

by the dietitian to assess whether the form and level is appro-
priate, as pointed out by one participant:

Then they're told to keep a diary, and yeah, people don't
know how to write it down properly, so what do you get?
They just keep writing the same things over and over. I
always tell everyone: take that booklet, go through it
carefully. Because that's how you also pick up on people
from other cultures or people who have difficulties. A lot
of people won't say that they have low literacy.
(Male, 54 years of age, sometimes difficulty with
reading and writing)
Participants stressed that inconsistent advice was confusing for
them. Examples were provided of both inconsistent advice from

one dietitian, and no continuity of advice between different
dietitians.

What 1 find difficult is that I've had different dietitians
now, and the one from about 6 months ago said:
[Product X], well, that’s almost the devil, because it
contains sugar. And then another one says: no, [Product
X] is a perfectly fine option. And then at some point, you

just don't really know anymore.
(Female, 34 years of age)

4 | Discussion

The aim of this interpretative qualitative study was to under-
stand perspectives and experiences of adult patients with obe-
sity on dietetic treatment in primary healthcare. We found that
patients experience personalised treatment as a foundation for
successful dietetic treatment (Theme 1). Feeling heard, seen
and understood, and receiving responsive and adaptive support,
were described as essential to building trust and engaging with
the treatment process. This experience was closely connected to
how patients perceived the dietitian as shaping their overall
treatment experience (Theme 2), including the importance of

the dietitian's attitude, professionalism, and background. Pa-
tients also valued a personalised and holistic approach that
supported lasting change (Theme 3) and described tailored and
accessible advice as crucial to putting treatment into practice in
daily life (Theme 4). These four themes are interrelated and
together shape how participants experienced and evaluated
dietetic treatment.

Patients considered strong alignment with their personal
circumstances, needs and wishes to be crucial for good die-
tetic treatment. Feeling heard and a strong connection with
the dietitian were central to building trust and engagement.
This aligns with previous research highlighting the impor-
tance of the therapeutic relationship, communication and
provider approach as core components of patient-centred
care (PCC) [55]. A review of therapeutic alliance in obesity
care showed that few interventions integrate such elements,
underlining the need for more attention to this in dietetic
practice [56]. In our study, the quality of the connection was
shaped by perceived expertise, advice, treatment style, and
even characteristics such as the dietitian's weight, age and
experience. This reflects what others have described as the
perceived ability of the professional to assist [57]. Patients
valued the dietitian as an external motivator and counsellor,
rather than just an information provider, a view also ex-
pressed by dietitians in our previous study [38]. Although
patients appreciated a counselling role, their preferences
varied regarding the extent to which psychological topics
should be addressed by the dietitian. Other studies have
noted that while some patients prefer information over
counselling, a purely informative approach can hinder con-
tinued engagement in treatment [58, 59]. Patients also re-
ported limited awareness of available treatment options or
different working styles among dietitians, reflecting low
levels of shared decision-making, a pattern confirmed in
earlier research [60, 61]. Introducing shared decision-making
early in the process may strengthen collaboration and
improve the therapeutic relationship [62]. Information pro-
vision and attentive listening are key determinants of how
patients perceive shared decision-making in the manage-
ment of chronic illnesses [63]. Shared-decision making in
turn is an important component of PCC [21] and is linked to
patients’ self-efficacy, behaviour change [64-66] and im-
proving patients' understanding and confidence in managing
chronic diseases [67]. This supports a broader shift in dietetic
care from prescriptive advice to a more collaborative
approach [68].

Our study indicates that patients value the dietitian's ability to
understand and respond to their individual reality and needs. A
clear need for tailored treatment emerged from the interviews,
independent of patient background. However, several points of
attention were raised for specific patient needs. These include
the need of ensuring the accessibility of information for in-
dividuals with literacy challenges and tailoring interventions to
align with cultural contexts. This is consistent with other
studies on patient needs among ethnic minorities in the Neth-
erlands, in which respondents expected a more technical
medical approach to dietetic care [33] and an approach
reflecting the healthcare culture in their country of origin [69].
In addition to a tailored approach, patients expressed their ap-
preciation of advice and information material, which needed to
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be clear, practical and consistent, aligning with previous
research [41, 70].

Many findings from our study apply to a broad group of pa-
tients, but there are key considerations specifically for patients
living with obesity. Patients valued dietitians who went beyond
providing dietary advice, instead addressing broader lifestyle
and psychological factors while integrating dietetic treatment
into overall healthcare. These findings are supported by litera-
ture indicating that patients with obesity require holistic
long-term support focused on both diet and a therapeutic
counselling approach, integrating behavioural and lifestyle
guidance [59, 71, 72]. The need for attention for psychological
factors found in our study can be explained by various psy-
chological challenges that particularly are present in patients
with obesity, such as dealing with stigma [73], and using food as
a coping mechanism [74], which has been related to weight gain
or loss [75]. Patients in our study who received dietetic care
with a stronger focus on psychology and counseling shared that
this had an important impact on their experience of care.
Studies have indeed noted the need to focus on self-acceptance
and intrinsic motivation [76] to address the effects of stigma
[74, 77] in treatment of patients living with obesity. Although
many aspects valued by patients reflect current best practice
principles, our findings suggest that these are not always rea-
lised in daily practice. Patients pointed to factors such as limited
consultation time, variation in counselling approaches, and
differences in communication style as possible explanations for
this gap.

4.1 | Strengths and Limitations

This study is the first qualitative study in the Netherlands, and
one of the few internationally, that explored the perspectives of
patients with obesity on dietetic treatment in primary care, of-
fering unique insights into their experiences. The inclusion of
participants with diverse backgrounds strengthened the study
by capturing a broad range of perspectives. Despite differences
in how dietetic treatment is organised across countries, the
insights from this study are highly relevant to dietetic practice
and offer valuable perspectives for broader healthcare contexts.
As with all qualitative research, the interpretation of the data
was influenced by the backgrounds and perspectives of the
research team. The researchers' experience in dietetics and
qualitative research contributed to the depth and contextual
understanding of the findings, while reflexive discussions
throughout the study helped to minimise potential bias and
strengthen the credibility of the analysis. The study included
only a limited number of patients who discontinued care early,
which restricts our understanding of their experiences. Another
limitation was that the summaries of individual interviews
(member checks) were sent in writing, which might have
impacted the reviewing ability of participants had difficulty
with reading and writing.

4.2 | Practical Implications and Future Research

This findings of this study highlight the need for a strong em-
phasis in dietetic treatment on the relationship between dieti-
tian and patient, to significantly enhance treatment experience.

Additionally, dietetic treatment for patients with obesity should
prioritise personalised sustained support and long-term beha-
vioural change, with a focus on addressing the psychological
aspects that are essential for managing obesity as a chronic
condition. Future research should focus on investigating the
diverse needs of patient subgroups to more thoroughly under-
stand their unique perspectives, including factors such as health
literacy, socio-cultural and economic background, as well as
patients’ motivation and self-efficacy. In addition, future studies
could develop and evaluate specific tools that support delivering
a personalised treatment. As part of the Dietetics Building the
Future research project, a first step has been taken through the
development of a toolbox designed to help dietitians address
diverse patient needs in daily practice.

5 | Conclusion

The aim of this interpretative qualitative study was to under-
stand perspectives and experiences of adult patients with obe-
sity on dietetic care in primary healthcare. This study shows
that effective dietetic treatment for adults with obesity in pri-
mary healthcare is grounded in personalised support and a
strong therapeutic relationship. A sense of being acknowledged
and understood fosters trust and engagement. The dietitian's
attitude, professionalism, background and ability to connect
play a central role in how patients experience treatment. A
holistic approach that incorporates psychological factors con-
tributes to sustainable lifestyle changes. Practical, tailored
advice enhances patients' ability to integrate treatment into
their daily lives. These findings underscore the value of
responsive, personalised treatment, starting with clear infor-
mation and involvement even before treatment begins. Future
research should focus on strengthening communication and
developing different strategies that align treatment with each
patient's needs and expectations.

Author Contributions

Annemieke van de Riet: conceptualisation, methodology, data col-
lection and analysis, writing - original draft, review and editing and
project administration. Rebecca S. Otte: conceptualisation, method-
ology, data collection, project administration, critical review of manu-
script. Lotte Maree-Hulsbergen: data analysis, critical review of
manuscript. Elke Naumann: conceptualisation, methodology, super-
vision and critical review of manuscript. Marian A. E. de van der
Schueren: conceptualisation, methodology and critical review of
manuscript. Harriét Jager-Wittenaar: conceptualisation, methodol-
ogy, supervision and critical review of manuscript. All authors read and
approved the final manuscript.

Acknowledgements

We would like to thank all the participants in this study for their
valuable contributions. We are grateful for the help from dietitians
across the country who helped with the recruitment of patients.
Many thanks to students Katja Bugter, Joren Groenendijk, Maryse
Reuther, Valentijn Knoop, and Mariska Wijnker for their contribu-
tion to this research. We thank Keeva Loughlin for reviewing the
translations of the quotations to ensure their accuracy and appro-
priateness. We thank the other members of the Dietetics building the
future consortium for their input and guidance: Kirsten Berk
(Erasmus Medical Centre, Department of Internal Medicine, division

12 of 15

Journal of Human Nutrition and Dietetics, 2025

95U8917 SUOWIWIOD SAITERID 3|qealdde ay) Ag peusenob ae sapne O ‘8sn J0 Sain. 1o AkeiqiTauluQ 48| UO (SUONIPUCO-PUR-SW.RY/LI0D A8 | 1M ARe1q 1 BUI|UO//:SANY) SUONIPUOD pue SWis 1 8u1 383 *[9202/T0/ST] Uo Akiqiauliuo AS|IM ‘62T0L UUITTTT OT/I0P/W0D A8 | IM Alelq1BUIUD//:SANY WOJ) PepPeO|UMOQ ‘9 ‘SZOZ ‘X/.2S9ET



of Dietetics, Rotterdam, The Netherlands), Jacqueline Langius (The
Hague University of Applied Sciences, Faculty of Health, Nutrition
and Sport, Department of Nutrition and Dietetics and Research
group Rehabilitation and Technology, The Hague, The Netherlands),
Barbara van der Meij (Wageningen University and Research, Human
Nutrition and Health, Research group Global Nutrition, Wagenin-
gen, the Netherlands; HAN University of Applied Sciences, Research
Group Nutrition, Dietetics, and Lifestyle, Nijmegen, The
Netherlands), Mi Sun van der Mannen (Dutch Association of Dieti-
tians, Amersfoort, the Netherlands) and Martinette Streppel
(Amsterdam University of Applied Sciences, Faculty of Health, Sport
and Physical Activity, Department of Nutrition and Dietetics, Am-
sterdam, The Netherlands). Finally, we would like to express our
appreciation to our Advisory Council members for their input and
guidance. This study was funded by ZonMw under the programme
Allied Health Care 2019-2022 (project number: 10270032021001).
ZonMw is a Dutch research funding agency advancing health and
healthcare innovations and was not involved in this study.

Ethics Statement

Ethical approval was provided by the Research Ethics Committee of
Wageningen University and Research (WUR-REC) under approval
number 2023-034.

Conflicts of Interest

The authors declare no conflicts of interest.

References

1. World Health Organization, Obesity and Overweight [Internet] (WHO,
2024), https://www.who.int/news-room/fact-sheets/detail/obesity-and-
overweight.

2. Rijksinstituut voor Volksgezondheid en Milieu (RIVM), Leefstijl en
Gezondheid: Dataset 50080NED [Internet] (RIVM), https://statline.rivm.
nl/#/RIVM/nl/dataset/50080NED/table?d1=9A60B.

3. A. Afshin, M. H. Forouzanfar, M. B. Reitsma, et al., “Health Effects of
Overweight and Obesity in 195 Countries over 25 Years,” New England
Journal of Medicine 377, no. 1 (2017): 13-27.

4. S. Pati, W. Irfan, A. Jameel, S. Ahmed, and R. K. Shahid, “Obesity and
Cancer: A Current Overview of Epidemiology, Pathogenesis, Outcomes,
and Management,” Cancers 15, no. 2 (2023): 485.

5.E. Martin-Rodriguez, F. Guillen-Grima, A. Marti, and
A. Brugos-Larumbe, “Comorbidity Associated With Obesity in a Large
Population: The APNA Study,” Obesity Research & Clinical Practice 9,
no. 5 (2015): 435-447.

6.S. R. Kim, H. N. Kim, and S. W. Song, “Associations Between Mental
Health, Quality of Life, and Obesity/Metabolic Risk Phenotypes,”
Metabolic Syndrome and Related Disorders 18, no. 7 (2020): 347-352.

7.A. J. Romain, J. Marleau, and A. Baillot, “Association Between
Physical Multimorbidity, Body Mass Index and Mental Health/Dis-
orders in a Representative Sample of People With Obesity,” Journal of
Epidemiology and Community Health 73, no. 9 (2019): 874-880, https://
doi.org/10.1136/jech-2018-211497.

8. R. L. Kolotkin, K. Meter, and G. R. Williams, “Quality of Life and
Obesity,” Obesity Reviews 2, no. 4 (2001): 219-229.

9. J. Stephenson, C. M. Smith, B. Kearns, A. Haywood, and P. Bissell,
“The Association Between Obesity and Quality of Life: A Retrospective
Analysis of a Large-Scale Population-Based Cohort Study,” BMC Public
Health 21, no. 1 (2021): 1990.

10. C. L. Haase, S. Lopes, A. H. Olsen, A. Satylganova, V. Schnecke, and
P. McEwan, “Weight Loss and Risk Reduction of Obesity-Related
Outcomes in 0.5 Million People: Evidence From a UK Primary Care
Database,” International Journal of Obesity 45, no. 6 (2021): 1249-1258.

11. Richtlijnendatabase; Partnerschap Overgewicht Nederland (PON),
Federatie Medisch Specialisten, Overgewicht en Obesitas Bij Volwassenen
En Kinderen [Internet] (Federatie Medisch Specialisten), https://www.
dieetbehandelingsrichtlijnen.nl/richtlijn/overgewicht-en-obesitas/.

12. M. Morgan-Bathke, S. D. Baxter, T. M. Halliday, et al., “Weight
Management Interventions Provided by a Dietitian for Adults With
Overweight or Obesity: An Evidence Analysis Center Systematic Review
and Meta-Analysis,” Journal of the Academy of Nutrition and Dietetics
123, no. 11 (2023): 1621-1661.e25.

13. L. Williams, K. Barnes, L. Ball, L. Ross, I. Sladdin, and L. Mitchell,
“How Effective Are Dietitians in Weight Management? A Systematic
Review and Meta-Analysis of Randomized Controlled Trials,”
Healthcare 7, no. 1 (2019): 20.

14. L. D. M. Verberne, C. J. Leemrijse, M. M. J. Nielen, and R. D. Friele,
“Achievement of Weight Loss in Patients With Overweight During
Dietetic Treatment in Primary Health Care,” PLoS One 14, no. 11
(2019): €0225065.

15. M. C. Menezes, C. K. Duarte, D. V. P. Costa, et al., “A Systematic
Review of Effects, Potentialities, and Limitations of Nutritional Inter-
ventions Aimed at Managing Obesity in Primary and Secondary Health
Care,” Nutrition 75-76 (2020): 110784.

16. L. J. Mitchell, L. E. Ball, L. J. Ross, K. A. Barnes, and L. T. Williams,
“Effectiveness of Dietetic Consultations in Primary Health Care: A
Systematic Review of Randomized Controlled Trials,” Journal of the
Academy of Nutrition and Dietetics 117, no. 12 (2017): 1941-1962.

17. M. Mirzaei, C. Aspin, B. Essue, et al., “A Patient-Centred Approach to
Health Service Delivery: Improving Health Outcomes for People With
Chronic Illness,” BMC Health Services Research 13, no. 1 (2013): 251.

18. E. Farrell, E. Hollmann, C. W. le Roux, M. Bustillo, J. Nadglowski,
and D. McGillicuddy, “The Lived Experience of Patients With Obesity:
A Systematic Review and Qualitative Synthesis,” Obesity Reviews 22, no.
12 (2021): e13334.

19. L. Sladdin, L. Ball, C. Bull, and W. Chaboyer, “Patient-Centred Care
to Improve Dietetic Practice: An Integrative Review,” Journal of Human
Nutrition and Dietetics 30, no. 4 (2017): 453-470.

20. P. Little, “Preferences of Patients for Patient Centred Approach to
Consultation in Primary Care: Observational Study,” BMJ 322, no. 7284
(2001): 468.

21. L. M. Ferguson, H. Ward, S. Card, S. Sheppard, and J. McMurtry,
“Putting the ‘Patient’ Back Into Patient-Centred Care: An Education
Perspective,” Nurse Education in Practice 13, no. 4 (2013): 283-287.

22.R. M. Puhl and C. A. Heuer, “Obesity Stigma: Important Consid-
erations for Public Health,” American Journal of Public Health 100, no. 6
(2010): 1019-1028.

23. G. Pavela, T. Harman, M. 1. Cardel, and A. Lee, “Obesity and
Socioeconomic Status.” Handbook of Eating and Drinking (Springer,
2019), 1-18.

24.C. V. Anekwe, A. R. Jarrell, M. J. Townsend, G. I. Gaudier,
J. M. Hiserodt, and F. C. Stanford, “Socioeconomics of Obesity,” Current
Obesity Reports 9, no. 3 (2020): 272-279.

25. Nivel. Gezondheidsvaardigheden in Nederland: Factsheet Cijfers
2021 [Internet]. 2021, https://www.nivel.nl/nl/publicatie/
gezondheidsvaardigheden-nederland-factsheet-cijfers-2021.

26. 8. Kolnik, S. De Gani, and K. Gasser, International Report on the
Methodology, Switzerland. (2021).

27.M. K. Chrissini and D. B. Panagiotakos, “Health Literacy as a
Determinant of Childhood and Adult Obesity: A Systematic Review,”
International Journal of Adolescent Medicine and Health 33, no. 3
(2021): 9-39.

28. E. T. Carbone and J. M. Zoellner, “Nutrition and Health Literacy: A
Systematic Review to Inform Nutrition Research and Practice,” Journal
of the Academy of Nutrition and Dietetics 112, no. 2 (2012): 254-265.

Journal of Human Nutrition and Dietetics, 2025

13 of 15

95U8917 SUOWIWIOD SAITERID 3|qealdde ay) Ag peusenob ae sapne O ‘8sn J0 Sain. 1o AkeiqiTauluQ 48| UO (SUONIPUCO-PUR-SW.RY/LI0D A8 | 1M ARe1q 1 BUI|UO//:SANY) SUONIPUOD pue SWis 1 8u1 383 *[9202/T0/ST] Uo Akiqiauliuo AS|IM ‘62T0L UUITTTT OT/I0P/W0D A8 | IM Alelq1BUIUD//:SANY WOJ) PepPeO|UMOQ ‘9 ‘SZOZ ‘X/.2S9ET


https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://statline.rivm.nl/#/RIVM/nl/dataset/50080NED/table?dl=9A60B
https://statline.rivm.nl/#/RIVM/nl/dataset/50080NED/table?dl=9A60B
https://doi.org/10.1136/jech-2018-211497
https://doi.org/10.1136/jech-2018-211497
https://www.dieetbehandelingsrichtlijnen.nl/richtlijn/overgewicht-en-obesitas/
https://www.dieetbehandelingsrichtlijnen.nl/richtlijn/overgewicht-en-obesitas/
https://www.nivel.nl/nl/publicatie/gezondheidsvaardigheden-nederland-factsheet-cijfers-2021
https://www.nivel.nl/nl/publicatie/gezondheidsvaardigheden-nederland-factsheet-cijfers-2021

29. S. Aboueid, C. Pouliot, T. Nur, I. Bourgeault, and I. Giroux, “Die-
titians’ Perspectives on Patient Barriers and Enablers to Weight Man-
agement: An Application of the Social-Ecological Model,” Nutrition &
Dietetics 76, no. 3 (2019): 353-362.

30.J. Rademakers and M. Heijmans, Gezondheidsvaardigheden in Ne-
derland: Kennissynthese 2024 [Internet] (Nivel, 2024), https://www.
nivel.nl/nl/publicatie/kennissynthese-2024-gezondheidsvaardigheden-
nederland-actuele-kennis-en-inzichten.

31. M. T. Svendsen, C. K. Bak, K. Serensen, et al., “Associations of
Health Literacy With Socioeconomic Position, Health Risk Behavior,
and Health Status: A Large National Population-Based Survey Among
Danish Adults,” BMC Public Health 20, no. 1 (2020): 565.

32. “Leefstijl, Preventief Gezondheidsonderzoek; Persoonskenmerken,
2014-2021 [Internet],”Centraal Bureau Voor de Statistieck (CBS), ac-
cessed September 10, 2024, https://www.cbs.nl/nl-nl/cijfers/detail/
83021NED.

33.M. J. Jager, R. van der Sande, M. L. Essink-Bot, and
M. E. T. C. van den Muijsenbergh, “Views and Experiences of Ethnic
Minority Diabetes Patients on Dietetic Care in the Netherlands—A Quali-
tative Study,” European Journal of Public Health 29, no. 2 (2019): 208-213.

34. M. J. E. Kohinor, K. Stronks, M. Nicolaou, and J. A. Haafkens,
“Considerations Affecting Dietary Behaviour of Immigrants With Type
2 Diabetes: A Qualitative Study Among Surinamese in the Nether-
lands,” Ethnicity & Health 16, no. 3 (2011): 245-258.

35. M. Nicolaou, C. M. Doak, R. M. van Dam, J. Brug, K. Stronks, and
J. C. Seidell, “Cultural and Social Influences on Food Consumption in
Dutch Residents of Turkish and Moroccan Origin: A Qualitative Study,”
Journal of Nutrition Education and Behavior 41, no. 4 (2009): 232-241.

36. K. Tiedje, M. L. Wieland, S. J. Meiers, et al., “A Focus Group Study of
Healthy Eating Knowledge, Practices, and Barriers Among Adult and
Adolescent Immigrants and Refugees in the United States,” International
Journal of Behavioral Nutrition and Physical Activity 11, no. 1 (2014): 63.

37.B. C. O'Brien, I. B. Harris, T. J. Beckman, D. A. Reed, and
D. A. Cook, “Standards for Reporting Qualitative Research: A Synthesis
of Recommendations,” Academic Medicine 89, no. 9 (2014): 1245-1251.

38.A. van de Riet, R. S. Otte, H. Jager-Wittenaar, M. A. E.
de van der Schueren, and E. Naumann, “Dietitians’ Perspectives on Key
Components Relevant for Successful Dietetic Treatment of Adults With
Obesity in Primary Health Care: A Qualitative Study in the Netherlands,”
Journal of Human Nutrition & Dietetics 38, no. 1 (2025): e13387.

39. “Dietetics, Building the Future [Internet],” ZonMw, published 2021,
https://projecten.zonmw.nl/en/project/dietetics-building-future.

40. I. Brown, J. Thompson, A. Tod, and G. Jones, “Primary Care Support
for Tackling Obesity: A Qualitative Study of the Perceptions of Obese
Patients,” British Journal of General Practice 56, no. 530 (2006): 666—672.

41. R. E. E. Hancock, G. Bonner, R. Hollingdale, and A. M. Madden, “‘If
You Listen to Me Properly, I Feel Good’: A Qualitative Examination of
Patient Experiences of Dietetic Consultations,” Journal of Human
Nutrition and Dietetics 25, no. 3 (2012): 275-284.

42.N. Jones, D. L. C. Furlanetto, J. A. Jackson, and S. Kinn, “An Investi-
gation of Obese Adults' Views of the Outcomes of Dietary Treatment,”
Journal of Human Nutrition and Dietetics 20, no. 5 (2007): 486-494.

43. M. Mason, “Sample Size and Saturation in PhD Studies Using
Qualitative Interviews,” Forum Qualitative Sogzialforschung/Forum:
Qualitative Social Research 11, no. 3: (2010): 8, http://nbn-resolving.
de/urn:nbn:de:0114-fqs100387.

44. “Stedelijkheid (van een gebied) [Internet],” Centraal Bureau voor de
Statistiek (CBS), accessed January 3, 2025, https://www.cbs.nl/nl-nl/
onze-diensten/methoden/begrippen/stedelijkheid—van-een-gebied-.

45. “Kerncijfers Wijken En Buurten 2024 [Internet],” Centraal Bureau
voor de Statistiek (CBS), published 2024, https://www.cbs.nl/nl-nl/
maatwerk/2024/35/kerncijfers-wijken-en-buurten-2024.

46. “International Standard Classification of Education, ISCED 2011,” UN-
ESCO Institute for Statistics, published 2012, http://www.uis.unesco.org.

47. “Migratieachtergrond [Internet],” Centraal Bureau voor de Statistiek
(CBS), published 2024, https://www.cbs.nl/nl-nl/onze-diensten/
methoden/begrippen/migratieachtergrond.

48.L. D. Chew, J. M. Griffin, M. R. Partin, et al., “Validation of
Screening Questions for Limited Health Literacy in a Large VA Out-
patient Population,” Journal of General Internal Medicine 23, no. 5
(2008): 561-566.

49. A. Barkmeijer, H. te Molder, M. Janssen, and H. Jager-Wittenaar,
“Towards Effective Dietary Counseling: A Scoping Review,” Patient
Education and Counseling 104, no. 12 (2021): 3035-3044.

50. C. Edwards and A. Titchen, “Research Into Patients’ Perspectives:
Relevance and Usefulness of Phenomenological Sociology,” Journal of
Advanced Nursing 44, no. 5 (2003): 450-460.

51. M. DeJonckheere and L. M. Vaughn, “Semistructured Interviewing
in Primary Care Research: A Balance of Relationship and Rigour,”
Family Medicine and Community Health 7, no. 2 (March 2019): 000057,
https://fmch.bmj.com/content/7/2/e000057.

52.J. W. Creswell and C. N. Poth, Qualitative Inquiry and Research
Design: Choosing Among Five Approaches [Internet], 4th ed. (Sage
Publications, 2016), https://books.google.com/books?hl=en&lr=&id=
DLbBDQAAQBAJ&oi=fnd&pg=PP1&ots=-iq5agDNWw&sig=
YBDVSa7uf9D2w9ulzOJBTzQiezU.

53.V. Braun and V. Clarke, “Using Thematic Analysis in Psychology,”
Qualitative Research in Psychology 3, no. 2 (2006): 77-101.

54.V. Braun and V. Clarke, “Reflecting on Reflexive Thematic Analy-
sis,” Qualitative Research in Sport, Exercise and Health 11, no. 4 (2019):
589-597.

55.1. Scholl, J. M. Zill, M. Hirter, and J. Dirmaier, “An Integrative
Model of Patient-Centeredness: A Systematic Review and Concept
Analysis,” PLoS One 9, no. 9 (September 2014): e107828.

56. E. A. Sturgiss, K. O'Brien, N. Elmitt, et al., “Obesity Management in
Primary Care: Systematic Review Exploring the Influence of Thera-
peutic Alliance,” Family Practice 38, no. 5 (September 2021): 644-653,
https://doi.org/10.1093/fampra/cmab026.

57.R. Cant, “Constructions of Competence Within Dietetics: Trust,
Professionalism and Communications With Individual Clients,”
Nutrition & Dietetics 66, no. 2 (2009): 113-118.

58. L. M. Taylor, S. Moriartey, J. Stadnyk, and C. Basualdo-Hammond,
“Assessment of Registered Dietitians' Beliefs and Practices for a
Nutrition Counselling Approach,” Canadian Journal of Dietetic Practice
and Research 77, no. 3 (September 2016): 140-147.

59.R. Endevelt and A. Gesser-Edelsburg, “A Qualitative Study of
Adherence to Nutritional Treatment: Perspectives of Patients and Die-
titians,” Patient Preference and Adherence 8 (February 2014): 147-154,
https://doi.org/10.2147/PPA.S54799.

60. H. Vaillancourt, F. Légaré, A. Lapointe, S. M. Deschénes, and
S. Desroches, “Assessing Patients’ Involvement in Decision Making
During the Nutritional Consultation With a Dietitian,” Health
Expectations 17, no. 4 (2014): 545-554.

61. H. Vaillancourt, F. Légaré, M. P. Gagnon, A. Lapointe,
S. M. Deschénes, and S. Desroches, “Exploration of Shared Decision-
Making Processes Among Dieticians and Patients During a Consulta-
tion for the Nutritional Treatment of Dyslipidaemia,” Health
Expectations 18, no. 6 (December 2015): 2764-2775.

62. 1. Sladdin, L. Ball, B. M. Gillespie, and W. Chaboyer, “A Comparison
of Patients’ and Dietitians' Perceptions of Patient-Centred Care: A
Cross-Sectional Survey,” Health Expectations 22, no. 3 (2019): 457-464.

63. A. B. del Rio-Lanza, L. Suérez-Alvarez, A. Suarez-Vazquez, and
R. Véazquez-Casielles, “Information Provision and Attentive Listening as

14 of 15

Journal of Human Nutrition and Dietetics, 2025

85U8017 SUOWIWIOD BAIIEaD 8|qeat|dde ay) Aq peusenob ae Sajoie YO ‘8sn Jo sa|n. 1o} ARiqi8ul|UO A8]1M UO (SUOTHPUOD-pUe-SLLIBILICO" A3 1M Afe.d Ul |UO//SdL) SUOIPUOD PUe Swis 1 8y} 89S *[9202/T0/ST] Lo Ariqiauliuo AB1IM ‘6.TOL UYTTTT OT/I0P/W00" A8 1M Aeud joul Juo//:Sciy Wiy papeojumod ‘9 ‘5202 ‘X..2G9ET


https://www.nivel.nl/nl/publicatie/kennissynthese-2024-gezondheidsvaardigheden-nederland-actuele-kennis-en-inzichten
https://www.nivel.nl/nl/publicatie/kennissynthese-2024-gezondheidsvaardigheden-nederland-actuele-kennis-en-inzichten
https://www.nivel.nl/nl/publicatie/kennissynthese-2024-gezondheidsvaardigheden-nederland-actuele-kennis-en-inzichten
https://www.cbs.nl/nl-nl/cijfers/detail/83021NED
https://www.cbs.nl/nl-nl/cijfers/detail/83021NED
https://projecten.zonmw.nl/en/project/dietetics-building-future
http://nbn-resolving.de/urn:nbn:de:0114-fqs100387
http://nbn-resolving.de/urn:nbn:de:0114-fqs100387
https://www.cbs.nl/nl-nl/onze-diensten/methoden/begrippen/stedelijkheid--van-een-gebied--
https://www.cbs.nl/nl-nl/onze-diensten/methoden/begrippen/stedelijkheid--van-een-gebied--
https://www.cbs.nl/nl-nl/maatwerk/2024/35/kerncijfers-wijken-en-buurten-2024
https://www.cbs.nl/nl-nl/maatwerk/2024/35/kerncijfers-wijken-en-buurten-2024
http://www.uis.unesco.org
https://www.cbs.nl/nl-nl/onze-diensten/methoden/begrippen/migratieachtergrond
https://www.cbs.nl/nl-nl/onze-diensten/methoden/begrippen/migratieachtergrond
https://fmch.bmj.com/content/7/2/e000057
https://books.google.com/books?hl=en%26lr=%26id=DLbBDQAAQBAJ%26oi=fnd%26pg=PP1%26ots=-iq5agDNWw%26sig=YBDVSa7uf9D2w9uIzOJBTzQiezU
https://books.google.com/books?hl=en%26lr=%26id=DLbBDQAAQBAJ%26oi=fnd%26pg=PP1%26ots=-iq5agDNWw%26sig=YBDVSa7uf9D2w9uIzOJBTzQiezU
https://books.google.com/books?hl=en%26lr=%26id=DLbBDQAAQBAJ%26oi=fnd%26pg=PP1%26ots=-iq5agDNWw%26sig=YBDVSa7uf9D2w9uIzOJBTzQiezU
https://doi.org/10.1093/fampra/cmab026
https://doi.org/10.2147/PPA.S54799

Determinants of Patient Perceptions of Shared Decision-Making
Around Chronic Illnesses,” SpringerPlus 5, no. 1 (December 2016):
1386.

64. M. K. Shilts, M. Horowitz, and M. S. Townsend, “Goal Setting as a
Strategy for Dietary and Physical Activity Behavior Change: A Review
of the Literature,” American Journal of Health Promotion 19, no. 2
(2004): 81-93.

65. K. W. Cullen, T. Baranowski, and S. P. Smith, “Using Goal Setting as
a Strategy for Dietary Behavior Change,” Journal of the American
Dietetic Association 101, no. 5 (May 2001): 562-566.

66. E. S. Pearson, “Goal Setting as a Health Behavior Change Strategy in
Overweight and Obese Adults: A Systematic Literature Review Ex-
amining Intervention Components,” Patient Education and Counseling
87, no. 1 (2012): 32-42.

67. M. R. Gionfriddo, A. L. Leppin, J. P. Brito, et al., “A Systematic
Review of Shared Decision Making Interventions in Chronic Condi-
tions: A Review Protocol,” Systematic Reviews 3, no. 1 (April 2014): 38.

68. A. Sadilkov4, K. Cmerdova, and A. Héaskova, “Role of Dietitian in
Obese Patients Care,” Casopis Lekaru Ceskych 159, no. 3-4 (Summer
2020): 131-135.

69. M. Lamkaddem, “Explaining Health and Healthcare Utilisation of
Ethnic Minorities in the Netherlands: A Longitudinal Perspective,”
(fully Internal, thesis, Universiteit van Amsterdam, 2013), https://dare.
uva.nl/search?identifier=98ffe0f2-c967-4bed-869b-710f9ec0d049.

70. L. Keaver, J. Richmond, F. Rafferty, and P. Douglas, “Sources of
Nutrition Advice and Desired Nutrition Guidance in Oncology Care:
Patient's Perspectives,” Journal of Human Nutrition and Dietetics 36,
no. 2 (April 2023): 434-442.

71. K. Itowiecka, P. Glibowski, M. Skrzypek, and W. Styk, “The Long-
Term Dietitian and Psychological Support of Obese Patients Who Have
Reduced Their Weight Allows Them to Maintain the Effects,” Nutrients
13, no. 6 (2021): 2020.

72. E. A. Janke, M. L. Ramirez, B. Haltzman, M. Fritz, and A. T. Kozak,
“Patient's Experience With Comorbidity Management in Primary Care:
A Qualitative Study of Comorbid Pain and Obesity,” Primary Health
Care Research & Development 17, no. 1 (January 2016): 33-41.

73.P. 1. Crompvoets, A. P. Nieboer, E. F. C. van Rossum, and
J. M. Cramm, “Perceived Weight Stigma in Healthcare Settings Among
Adults Living With Obesity: A Cross-Sectional Investigation of the
Relationship With Patient Characteristics and Person-Centred Care,”
Health Expectations 27, no. 1 (February 2024): e13954.

74. K. Rand, M. Vallis, M. Aston, et al., ““It Is Not the Diet; It Is the
Mental Part We Need Help With.” A Multilevel Analysis of Psychological,
Emotional, and Social Well-Being in Obesity,” International Journal of
Qualitative Studies on Health and Well-Being 12, no. 1 (2017): 1306421.

75.J. Ogden, M. Stavrinaki, and J. Stubbs, “Understanding the Role of
Life Events in Weight Loss and Weight Gain,” Psychology, Health &
Medicine 14, no. 2 (March 2009): 239-249.

76. M. Vallis, “Quality of Life and Psychological Well-Being in Obesity
Management: Improving the Odds of Success by Managing Distress,”
International Journal of Clinical Practice 70, no. 3 (March 2016):
196-205.

77.8S. F. L. Kirk, S. L. Price, T. L. Penney, et al., “Blame, Shame, and
Lack of Support: A Multilevel Study on Obesity Management,”
Qualitative Health Research 24, no. 6 (2014): 790-800.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section.

Supplementary file_SRQR checklist_22Nov25. Supplementary materi-
al_Topic guide.

Journal of Human Nutrition and Dietetics, 2025

15 of 15

95U8917 SUOWIWIOD SAITERID 3|qealdde ay) Ag peusenob ae sapne O ‘8sn J0 Sain. 1o AkeiqiTauluQ 48| UO (SUONIPUCO-PUR-SW.RY/LI0D A8 | 1M ARe1q 1 BUI|UO//:SANY) SUONIPUOD pue SWis 1 8u1 383 *[9202/T0/ST] Uo Akiqiauliuo AS|IM ‘62T0L UUITTTT OT/I0P/W0D A8 | IM Alelq1BUIUD//:SANY WOJ) PepPeO|UMOQ ‘9 ‘SZOZ ‘X/.2S9ET


https://dare.uva.nl/search?identifier=98ffe0f2-c967-4bed-869b-710f9ec0d049
https://dare.uva.nl/search?identifier=98ffe0f2-c967-4bed-869b-710f9ec0d049

	Perspectives and Experiences of Adult Patients With Obesity in Dietetic Primary Health Care: A Qualitative Study in the Netherlands
	1 Introduction
	2 Methods
	2.1 Participants
	2.2 Data Collection
	2.2.1 Questionnaire
	2.2.2 Topic Guide
	2.2.3 Conducting the Interviews

	2.3 Reflexivity
	2.4 Data Analysis

	3 Results
	3.1 Theme 1. Personalised Treatment as a Foundation of Success
	3.1.1 Sense of Being Heard, Seen and Understood
	3.1.2 Dietitian's Role in Responsive and Adaptive Treatment

	3.2 Theme 2. The Personal Impact of the Dietitian on Treatment
	3.2.1 Positive Attitude of the Dietitian
	3.2.2 Perceived Professionalism and Trust
	3.2.3 Relatability to Dietitian's Background

	3.3 Theme 3. A Personalised and Holistic Approach for Lasting Change
	3.3.1 Clarity About the Dietitian's Ways of Working
	3.3.2 Motivational and Emotional Support
	3.3.3 Attention to Life Context and Mental Wellbeing
	3.3.4 Guidance in Developing Sustainable Habits

	3.4 Theme 4. Receiving Tailored and Accessible Advice to Facilitate Dietary Change
	3.4.1 Practical and Actionable Tools
	3.4.2 Accessible, Understandable and Consistent Advice


	4 Discussion
	4.1 Strengths and Limitations
	4.2 Practical Implications and Future Research

	5 Conclusion
	Author Contributions
	Acknowledgements
	Ethics Statement
	Conflicts of Interest
	References
	Supporting Information




