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5.0 Discussion 

 

5.1 Summary of major findings 

 

5.1.1 Compliance with the very low fat diet 

The study has indicated that patients following the very low fat diet are 

consuming a higher percentage of dietary energy from fat than advised. The 

group mean percentage energy contribution from fat as determined by 

CompEat® analysis of the telephone based diet histories was 22.5%. 

Similar analysis of the 3-day food diaries indicated a median percentage 

energy contribution from fat of 24.6%. The percentage energy contribution 

from fat was significantly above the target of 15% by either method of 

dietary assessment. It was, however, below the percentage contribution of 

fat to energy intake of men (35.8%) and women (34.9%) in the general 

population (Swan 2004). The mean group fat intake was 32.02g per day 

according to the telephone based diet history method and the median group 

fat intake was 49.7g per day as determined by analysis of the 3-day food 

diaries. 

 

5.1.2 Patients understanding and experience of the very low fat diet 

The semi-structured qualitative interviews indicated the majority of patients 

believed following the very low fat diet to be important. The patients 

understood the benefits to their health of following the diet and the risks 

associated with non-compliance. There was disagreement among patients 



as to whether the diet was equally as important to triglyceride lowering 

medication or if dietary control took priority. 

 The interviews revealed a universal acknowledgement that complete 

compliance with the very low fat diet was difficult to achieve. In some cases 

lack of adherence was reported to improve the patient’s quality of life. 

Special occasions and Christmas were cited as events that posed a 

particular threat to adherence. 

 The barriers to compliance identified by this qualitative approach 

included: 

 

• lack of accessible nutritional information on packaging and various food  

        outlets 

• increased patient burden associated with identifying appropriate 

        food stuffs 

•  a lack of choice of foods that complied with the diet in a number of  

        settings such as local shops and catering at special occasions 

•  other peoples ignorance regarding the diet and the importance of the  

        diet with regard to patient’s health 

• the lack of flavour and variety provided by the diet 

• the desire to try new foods and broaden the palate 

• the increased expense of following the diet 

• the social pressure to conform and fear of seeming impolite when  

        inappropriate foods were being offered 

• previous negative experiences with dietetic advice 

• lack of physical reward in terms of weight loss   



 

The interviews also revealed enablers to adherence. These included: 

 

• an increased level of nutritional awareness which allowed them to  

        calculate the fat content of products, identify low fat options and  

           products and recognise misleading labelling 

• the desire to maintain good health and increased encouragement 

        provided by unexpected benefits such as weight loss 

• building their own nutritional knowledge base by acquiring information  

       from a variety of sources such as the Dietetic Department, books, other 

       health professional, educational courses and the internet 

• making changes to their lifestyle and behaviour such as embracing low  

       fat products and cooking methods, modifying their eating practices to 

       eliminate threats to adherence and applying an increased level of 

       planning to their diet 

• developing a routine in terms of foods consumed and products  

        purchased 

• utilising personal attributes such as will power, self control and  

       personal taste preferences 

• the support of family and friends including active participation in the  

        diet, adopting a monitoring approach and providing an additional  

           source of information or appropriate menu choices 

• supportive eating environments that offered the opportunity to gain  

        information on the preparation of dishes and accommodated requests  

        to modify dishes to comply with the diet 



 

The qualitative approach revealed a number of areas where patients 

could do with further assistance and education. Although the majority of 

patients were aware of misleading marketing such as the use of the terms 

‘light’ or ‘extra light’, some patients believed these products to be low fat 

without assessing the nutritional information on the packaging. The use of 

the internet to acquire nutritional information identified that while some 

patients were aware of the varying quality of information provided by 

websites, others were not. Conflicting information available on the internet 

led to confusion and could threaten compliance. 

 Patients may benefit from specific dietary advice as to the fat content of 

festive foods and low fat options or recipes to utilise over the festive period. 

They may also find guidance on reputable sources of nutritional information 

that can be accessed via the Internet of use.  

 The qualitative interviews identified mixed feeling with regard to the 

diet. Some patients accepted the fact the very low fat diet was required to 

maintain their health and it became an integral part of their day to day life. 

Others found it helpful to focus on the positive aspects of the diet. Some 

expressed negative feelings. These included guilt when faced with non-

compliance, a sense of loss of enjoyment in their diet and the belief 

adherence lowered their mood. These patients may benefit from additional 

support in terms of focusing on the positives and where to access resources 

that can provide guidance on increasing the variety and taste of the diet, for 

example, further recipe ideas. 

 



5.1.2 Discussion of individual findings with regard to dietary 

compliance  

 

5.1.2.1 Methodological limitations arising from the use of telephone based 

diet histories and diet diaries 

Despite the inclusion of a stamped addressed return envelope, written and 

verbal reminders and additional food diaries being dispatched, only four 3-

day food diaries were returned. Non-parametric statistical analysis was 

possible but the small data set limited the value of these results. Data 

collected from the eight telephone based diet histories was used in 

combination with the 3-day food diaries to assess compliance with the diet.  

The use of diet diaries would have been preferable as food and drink 

items are less likely to go unreported. The reliance on memory of recall 

methods can introduce inaccuracy. A study by Bingham and Day (1997) 

investigated the validity of prospective dietary assessment methods using 

biochemical markers. Estimates of nitrogen, potassium and carotene from 

the weighed and estimated records yielded higher correlations with urinary 

nitrogen, urinary potassium and serum concentrations of carotenoids than 

recall methods.  

Novotny et al. (2001) compared qualitative descriptions of the food 

items consumed by pairs of individuals who shared a home and at least two 

meals together per day. Subjects reported the foods they observed their 

partner consume in 24-hour dietary recall interviews. The study had a 

limited sample size and therefore generalisation of results is an issue. It is 

interesting to note discrepancies in qualitative food descriptions were 



identified for each of the 11 pairs. Snack items were more likely to be 

omitted than meal items.  

The diet history allows the development of a semi-quantitative picture 

of the client’s habitual intake. This method, however, relies on the 

respondents and interviewers skills and the results may be less comparable 

between individuals than other method of dietary assessment (Rutishauser 

2005). In this study the same state registered dietitian trained to conduct 

diet histories conducted the interviews. The use of diet histories was, 

therefore, considered acceptable. 

The approach could have been improved by the inclusion of portion 

size estimation aids. Due to financial constraints, it was not possible to 

incorporate the use of these items in the project. A study by Godwin, 

Chambers and Cleveland (2004) assessed the accuracy of reporting dietary 

intake using portion size aids in person and via telephone. The study was 

small which will affect generalisation of results. Participants responded to 

advertisements and were paid to take part, which may introduce bias. The 

mean mis-estimation of portion size of all foods in this study was 20%, 

which highlights the error associated with estimation of portion size when 

using recall methods. Despite the use of portion size estimation aids 

respondent still over estimated their intake of solids and liquids. They over 

and underestimated the intake of amorphous foods. Although giving 

instructions on the use of 2D aids over the telephone was reported to be 

more difficult than in person, no significant differences were found in the 

accuracy with which respondents reported intake (Godwin, Chambers and 

Cleveland 2004). 



The sample size included in this study could also be deemed a 

limitation, with regard to generalisation of results, as only eight patients 

participated. The low response rate could be due to the complex design of 

the study, perceived burden by patients or the approach by written 

correspondence. This is, however, still a significant sample size given the 

rare nature of the condition. The invitation by letter was necessary due to 

the limited funding and large geographical catchment area of the clinic. The 

patients who did agree to take part may introduce bias. They may represent 

a group with higher motivation and interest in dietary intervention.  

 

5.1.2.2 Methodological limitations arising from the use of CompEat® 

The fat intake calculated using CompEat® is based on information derived 

from a food composition database. Error can arise from this method of 

calculating fat intake. The same food composition database was used for 

analysis of the telephone based diet histories, which should prevent 

introduction of systematic error for example due to different methods of food 

preparation. Random error due to changes in composition associated with 

conditions of production, processing and storage cannot be eliminated. The 

use of a food composition database is considered more accurate for 

macronutrients than micronutrients (Rutishauser and Black 2002).    

 

5.1.2.3 Percentage energy derived from dietary fat 

CompEat® analysis of the telephone based diet histories and diet diaries 

indicated that patients following the very low fat diet were consuming a 

higher percentage of dietary energy from fat than advised. The telephone 



based diet histories indicated a group mean percentage energy contribution 

from fat of 22.5% whilst the diet diaries revealed a median group intake of 

24.6%. This is significantly above the target of 15% as stated in the National 

Heart, Lung and Blood Institute (2002). It was, however, below the 

percentage energy contribution from fat in men (35.8%) and women 

(34.9%) among the general population of the UK (Swan 2004).  

 There are no published studies investigating compliance with the very 

low fat diet in patients with severe hypertriglyceridemia. A study by Link et 

al. (2004) examined adherence to a low fat diet (≤15% calories from fat) 

with or without dietary counselling in 48 men with prostate cancer. 

Adherence was measured by four unannounced 24-hour telephone dietary 

recalls. This recall approach can introduce error as it relies on memory, 

honesty and estimation of portion size. The study did, however, reveal that 

few men successfully achieved a fat intake of less than 15% of their energy 

intake even with dietary counselling. Eighty five percent achieved a fat 

intake of less than 20% calories from fat at month 3 and this decreased to 

64% by month 12 of the study. The results of our project and this study 

highlight the difficulty of achieving 15% of dietary energy from fat even with 

maintenance of health as a motivator. 

 In theory the target of 15% set by the National Heart, Lung and Blood 

Institute (2002) can be achieved. The classical diet consumed in China 

comprises vegetable and cereals with few animal foods and provides 11% 

of dietary energy as fat (Du et al. 2002). The Chinese diet, however, has 

become westernised due to liberalisation of food production controls and 

the introduction of a free market for food and food products. Consumption of 



animal products and edible oils has increased resulting in the proportion of 

energy derived from fat in the diet doubling (Du et al. 2002). There has 

been a rapid increase in diet related diseases such as cardiovascular 

disease linked with this dietary transition. A cross sectional study by He et 

al. (1996) investigated the effect on blood lipids of rural urban migration by 

South Western Chinese Yi farmers. Migration was associated with the 

traditional vegetable based diet of the farmers becoming westernised with a 

higher dietary fat intake. The urban Yi migrants had higher age adjusted 

triglyceride levels than the rural Yi farmers. Although 15% dietary energy 

from fat is theoretically possible, the consumption of a western diet may 

make achieving this target difficult. 

 

5.1.2.4 CompEat® analysis of telephone based diet histories with regard to 

energy intake 

The reported mean daily energy intake calculated from the telephone based 

diet histories was significantly lower than the mean group RNI. It is possible 

that patients under-reported their energy intake. Tooze et al. (2004) used 

doubly labelled water as a reference biomarker for energy intake to assess 

under-reporting. The study used 24-hour dietary recall to determine dietary 

intake. It was conducted in the 40 to 69 year old age group limiting 

generalisation of results but indicated a higher body mass index (BMI) was 

associated with under-reporting when the recall method was used. The 

average BMI of the patients in our study was 30.4 kg/m2. This could imply 

an increased risk of under-reporting.  A minority of patients reported weight 



loss increasing the likelihood of under-reporting with regard to energy 

intake. 

 

5.1.2.5 Implications of percentage fat intake findings with regard to 

professional practice 

• The low fat diet patients are achieving comprises on average 22.5%  

       dietary energy from fat. They are not achieving the target of 15%  

           dietary energy from fat and this may be an ambitious target given the  

           western diet. 

 

5.1.3 Discussion of individual findings with regard to patient 

experience 

 

5.1.3.1 Methodological limitations of the telephone based semi-structured 

interviews 

The semi-structured qualitative interviews were delivered over the 

telephone. This approach has been used successfully in a number of other 

studies (Garbett and McCormack 2001). The use of telephone interviews 

was selected to increase participation and decrease travel costs (Smith 

2005). There were methodological limitations in terms of the use of 

telephone interviews. This method meant that changes in body language 

and visual cues were lost. The researcher had to assume that the 

information given by the interviewee was accurate (Appleton 1995). The 

intense and time consuming nature of qualitative interviews meant that only 

a small sample could be included in this study. This will affect the 



generalisation of the results. The sample size was large for this rare 

medical condition that affect one in 1000 adults. The patients who agreed to 

take part may introduce bias. They may represent a group with higher 

motivation and a greater interest in the therapeutic diet than patients who 

did not respond. The interviews were analysed using thematic analysis as 

the purpose of the study was to inform clinical practice and not as a piece of 

social science research. 

 

5.1.3.2 Compliance and the importance placed on therapeutic diet 

The semi-structured qualitative interviews indicated the majority of patients 

believed following the very low fat diet to be important. This was affected by 

their perceived vulnerability to the consequences of non-compliance. A 

similar finding was reported in a qualitative study, comprising 40 patient 

interviews, by Frich, Malterud and Fugelli (2007). The interviews were 

designed to explore patients’ experience with regard to how they manage 

familial hypercholesterolemia (another dyslipidemia that increases risk of 

heart disease).  Although this is a different medical condition involving 

different medical and dietary management, it is similar in that non-

compliance with treatment is harmful to long term health, management is 

life-long and dietary management involves a reduction in fat intake. A 

relaxed attitude to food and dietary management was observed in some 

patients and associated with a perceived improved quality of life. A view 

mirrored by some of the participants in our study. 

The patients understood the benefits to their health of following the diet and 

the risks associated with non-compliance. Frich, Malterud and Fugelli 



(2007) also identified an acknowledgement that medication and health 

related behaviour could influence the potential consequences of 

dyslipidemia among their patient group. In our study there was 

disagreement among patients as to whether the diet was equally as 

important to triglyceride lowering medication or if dietary control took 

priority.  

 Our interviews revealed a universal acknowledgement that complete 

compliance with the very low fat diet was difficult to achieve. Special 

occasions and Christmas were cited as events that posed a particular threat 

to adherence. The study by Frich, Malterud and Fugelli (2007) revealed a 

similar approach to dietary management of dyslipidemia among their patient 

population. Indulgences at weekends or special occasions were accepted 

with the justification of maintaining the diet at all other times. 

 

5.1.3.3 Barriers 

The semi-structured qualitative interviews identified a number of barriers to 

compliance faced by patients. Lack of accessible nutritional information on 

packaging was cited as one such barrier. The presentation of nutritional 

information was examined in a qualitative study using focus groups by van 

Kleef et al. (2007). In this study confusion with regard to interpreting food 

labels was expressed by some participants and nutritional information was 

reported to be ‘hidden’ on the back, side or bottom of packaging. One 

participant stated the need for front of pack nutritional labelling to have 

sufficiently large letter sizes so that it may be read without glasses. The use 

of nutritional information per portion size was problematic to some 



participants in terms of assessing portions per pack and comparison to 

amount eaten. Similar complaints were voiced by patients in our study.  

 The use of the term ‘light’ or ‘extra light’ was considered by one patient 

in our study to equate to a low fat product. Most patients recognised this 

may not be the case. An Australian study by Williams et al. (2003) 

examined the use of nutrition and related claims on packaging in terms of 

compliance with the relevant codes of practice. Most common terms found 

to be non-compliant included ‘light’, ‘low’ or ‘reduced’ saturated fat, claims 

of reduced levels of nutrients and ‘percent fat free’. Products using the term 

‘light’ often did not specify what characteristic was ‘light’.  Packaging 

claiming ‘low’ or ‘reduced’ saturated fat was found not to declare content in 

the nutrition information panel. Reduced level of a particular nutrient did not 

give a comparative statement of a reference food and percentage reduction. 

Labels carrying the expression ‘percent fat free’ did not include a statement 

giving percentage fat in the product. The majority of patients in our study 

considered this kind of misleading marketing a threat to adherence. 

 The patients identified certain eating outlets where nutritional 

information was unavailable such as salad bars, freshly made sandwiches, 

loose produce, canteens, buffets and restaurants. Almanza, Nelson and 

Chai (1997) conducted a survey of directors of food services to identify 

major obstacles regarding nutritional labelling. Two thirds of respondents 

were not using nutrition labels and one third thought it was not the food 

service’s responsibility to provide such information. Limited space on 

menus, loss of flexibility in terms of changing menus, difficulty training 

personnel to implement labelling or not enough time for personnel to 



implement labelling were cited as obstacles. It should be noted this was an 

American study and not conducted in the UK. It does, however, reflect the 

observations of our patient group and highlights the need for dietetic 

professionals to work with such companies to encourage availability of 

nutritional information. 

 The semi-structured qualitative interviews identified an increased 

patient burden associated with identifying appropriate foodstuffs. Some 

patients reported a resultant increased amount of time spent shopping. This 

barrier was also evident in a questionnaire-based study by Lloyd, Paisley 

and Mela (1995) where subjects were encouraged to reduce their fat intake 

and their beliefs and attitudes with regard to this change were examined. 

The participants reported that adopting a reduced fat diet adversely affected 

ease of shopping in terms of time taken to shop.  

 The lack of choice of foods that complied with the diet in a number of 

settings, such as local shops, restaurants and catering at special occasions, 

was cited as a barrier to compliance by some patients. An American study 

by Jetter and Cassidy (2006) examined the availability of healthier food 

alternatives. The study was conducted in 25 stores in Los Angeles and 

Sacramento. The small scale of the survey and the fact it was conducted in 

the USA will affect generalisation of results. It did, however, note that 

neighbourhoods served by small grocery stores had limited access to low 

fat cheeses and ground meat with less than 10% fat. In our study small 

local shops were considered less likely to stock low fat products.  

 Glanz et al. (2007) examined how major restaurant chains planned 

their menus by conducting in-depth structured interviews with senior menu 



development and marketing executives at casual dining and fast food 

chains. The survey was conducted in the USA not the UK. It did, however, 

reveal that operators believed the demand for healthier food was not 

widespread and only 21% of respondents believed health and nutrition to be 

important. This research supports the observation of some of the patients in 

our study that there is a lack of choice for those seeking healthier foods in 

some restaurants. 

 Some patients found other peoples ignorance regarding the diet and 

the importance of the diet with regard to their health a barrier to adherence. 

In some cases, they had not disclosed their condition to others. They had, 

however, informed their family and relatives. Similar views about disclosure 

were observed among patients with the inherited dyslipidemia, familial 

hypercholesterolemia, in the study conducted by Frich, Malterud and Fugelli 

(2007). In a qualitative study by Marklund et al. (2007) examining 

adolecents’ experience of following exclusion diets due to food 

hypersensitivity a lack of understanding of the seriousness of their condition 

was reported and considered a threat to adherence. Although this study 

focuses on a different age group with different rationale behind their 

therapeutic diet, it highlights the attitude of some individuals that therapeutic 

diets are trivial and the difficulty this can cause patients.   

 Some patients felt the lack of flavour and variety provided by the very 

low fat diet was a barrier to adherence. This was a perceived and actual 

barrier to compliance among patients adopting a reduced fat diet in the 

questionnaire-based study by Lloyd, Paisley and Mela (1995). A number of 

studies have demonstrated our preference for fat and its ability to increase 



the palatability of the diet (Bowen et al. 2003, Kähkönen and Tuorila 1998). 

This could explain the patients feeling that their diet lacked flavour. 

Additional ideas and direction to appropriate resources may help overcome 

this barrier. The desire to try new foods and broaden the palate was also 

cited as a barrier to compliance. Resources recommending low fat 

traditional dishes available at popular tourist destinations may help 

overcome this obstacle. 

 The patients acknowledged that following the very low fat diet had the 

potential to be more expensive. This was a perceived barrier among 

participants adopting a reduced fat diet in the study by Lloyd, Paisley and 

Mela (1995). It was not, however, an actual barrier. The patients in our 

study did not consider the diet to be prohibitively expensive. A study by 

Mhurchu and Ogra (2007) estimated the difference in cost for selected 

regular and healthier supermarket food items. This research was conducted 

in one supermarket chain in New Zealand and this will affect generalisation 

of results. It noted, as did some of the patients in our study, that healthier 

options in some food categories such as meat and spreads were more 

expensive. 

 Some patients found the social pressure to conform and fear of 

seeming impolite when inappropriate foods were being offered a barrier to 

compliance. This barrier was also evident in the qualitative study of 

individuals with familial hypercholesterolemia conducted by Frich, Malterud 

and Fugelli (2007).  As with our study some patients did not compromise 

their dietary standards in these situations but amongst those who felt 



uncomfortable refusing the hospitality of others, it was a threat to 

adherence. 

 The majority of patients were happy with and valued the dietetic advice 

they received. Some patients, however, reported previous negative 

experiences with dietetic advice and dietitians as a barrier to compliance. 

They either felt the dietitian did not appreciate how difficult dietary change 

was to achieve or did not give advice that met their individual needs. The 

patients included in the study by Frich, Malterud and Fugelli (2007) gave a 

variety of accounts with regard to clinical encounters. The underlying theme 

in their negative accounts was the experience of being given instructions 

rather than advice and information on alternatives. The findings from this 

study and our own would suggest the manner in which advice is given, 

direction to appropriate resources and suggestions or ideas to overcome 

obstacles to following a therapeutic diet are important to encourage 

adherence. 

  The qualitative interviews revealed lack of physical reward in terms of 

weight loss to be a barrier to compliance. Patients found weight stability or 

weight gain disheartening and de-motivating. Highlighting the benefit of the 

diet on their triglyceride levels and long term health or acknowledging the 

achievement involved in weight maintenance may help overcome this 

barrier and increase compliance.  

 

5.1.3.4 Enablers 

The semi-structured telephone based qualitative interviews identified a 

number of enablers to adherence.  Patients reported that an increased level 



of nutritional awareness allowed them to calculate the fat content of 

products, identify low fat options and products and recognise misleading 

labelling. A study by Neuhouser, Kristal and Patterson (1999) used a 

telephone survey of 1450 adults to examine the relationship between 

nutrition label use and diet. This study was conducted in one state in the US 

which will affect generalisation of results. Diet was assessed using a fat 

related habits questionnaire which focused on the past three months. The 

short period examined and reliance on the honesty of the participants were, 

also, limitations of this approach. It did, however, report that label use was 

significantly associated with a lower fat intake, a view expressed by our 

patient group. A systematic review by Cowburn and Stockley (2005) 

explored consumer understanding and nutrition labelling in Europe. This 

review reported consumers that looked at nutrition labels could retrieve 

simple numerical information and make simple calculations and 

comparisons between products. Some patients in our study reported using 

nutritional information in this way to facilitate compliance. 

 Patients identified the desire to maintain good health and increased 

encouragement provided by unexpected benefits such as weight loss as 

enablers to compliance. The patients recognised the health benefits of the 

diet and the control it gave them over their own health. A similar attitude 

was present among the patients with familial hypercholesterolemia included 

in the study by Frich, Malterud and Fugelli (2007). The participants realised 

they could influence the risk to their health through medication and health-

related behaviours and expressed the view that they ought to do their best 

to prevent the adverse health consequences related to their condition.  



 The interviews revealed that patients built their own nutritional 

knowledge base by acquiring information from a variety of sources such as 

the Dietetic Department, books, other health professionals, educational 

courses and the internet. The acquisition and use of this knowledge 

facilitated compliance.  A study by Marquis, Dubeau and Thibault (2005) 

investigated principal sources of nutritional information and level of 

confidence in these sources using a survey posted on the Dietitians of 

Canada website. The fact this was a web based survey will introduce bias in 

terms of the profile of the respondents. The study took place in Canada and 

this will affect generalisation of results.  It was, however, interesting to note 

that respondents reported being very confident about nutritional information 

received from dietitians, physicians, the government and nurses. A high 

level of confidence was noted in other sources such as the internet and 

books. These are the same resources accessed by our patient group. The 

internet was considered a source of information of varying quality by some 

of our patients and information gained from websites was viewed with 

caution. Others did not make this distinction and for these patients 

information located in this manner could be contradictory and confusing.  

The Dietetic department was seen as a reputable and reliable source of 

ideas, information and reassurance. A study by Cook et al. (2006) assessed 

the value and effectiveness of nutritional counselling using a Clients’ 

Perceptions about Nutrition Counselling instrument. Although this study was 

small, undertaken at two acute care hospitals in Canada and focused on in-

patients, it revealed a similar patient view to our study. Patients considered 

the dietitian to be knowledgeable, knew what to eat following their 



consultation and had changed their diet in accordance with those 

recommendations. 

Patients reported making changes to their lifestyle and behaviour such 

as embracing low fat products and cooking methods, modifying their eating 

practices to eliminate threats to adherence and applying an increased level 

of planning to their intake facilitated compliance with the very low fat diet. 

Capps, Cleveland and Park (2002) conducted a study examining the 

relationship between behaviours designed to reduce fat intake and intake of 

energy from total and saturated fat. The study comprised of two 24-hour 

recalls and a follow up Diet and Health Knowledge survey. The research 

was conducted in the US, which will affect generalisation of results. 

Interestingly, fat reducing behaviours noted in the study were trimming fat 

from meat, removing skin from chicken, avoiding butter or margarine on 

bread and eating low fat products such as low fat versions of milk and 

cheese. Key behaviours found to lower total and saturated fat were limiting 

intake of eggs and not adding butter to baked or boiled potatoes. These are 

all behaviours reported to increase adherence by our patient group. 

The qualitative interviews identified that patients considered utilising 

personal attributes such as will power, self-control and personal taste 

preferences and developing a routine in terms of foods consumed and 

products purchased as facilitators to compliance. The support of family and 

friends including active participation in the diet, adopting a monitoring 

approach and providing an additional source of information or appropriate 

menu choices was also seen as an enabler. Jones et al. (2007) explored 

the views of obese adults with regard to weight reduction advice using 



qualitative semi-structured interviews. Although this was a small study 

conducted in Scotland and focused on a different patient group, it does give 

an insight into factors that the patients found facilitated successful dietary 

change. One of these enablers was the support and encouragement of 

family and friends. The participants own determination, commitment and 

discipline were also considered important for dietary change. These views 

are mirrored in our study.  

The patients considered supportive eating environments that offered 

the opportunity to gain information on the preparation of dishes and 

accommodated requests to modify dishes to comply with the diet as 

enablers. In the qualitative study by Marklund et al. (2007) examining the 

experience of adolescents’ following an exclusion diet, participants 

appreciated efforts of some food outlets to provide alternatives that 

complied with their needs. Both studies indicate that supportive eating 

environments facilitate adherence to therapeutic diets. 

 

5.1.3.5 Feelings about the very low fat diet 

Patients expressed mixed feeling with regard to the diet during the 

qualitative interviews. Some patients accepted the fact the very low fat diet 

was required to maintain their health and it became an integral part of their 

day to day life. Others found it helpful to focus on the positive aspects of the 

diet. This was a view mirrored by some participants engaging in dietary 

change to promote weight reduction in the qualitative research conducted 

by Jones et al. (2007). Feeling fitter and more energetic was cited by 

patients in both studies as a positive. 



 Some patients in our study expressed negative feelings. These 

included guilt when faced with non-compliance. Patients engaged in a 

therapeutic diet due to familial hypercholesterolemia also expressed 

feelings of guilt following episodes when they failed to adhere to their diet 

(Frich, Malterud and Fugelli 2007).  A sense of loss of enjoyment in their 

diet and the belief adherence lowered their mood was noted by some 

patients in our study. 

 There was a universal feeling of deprivation associated with the very 

low fat diet. Patients missed favourite foods that did not comply with the diet 

or could only be consumed in limited quantities. The theme of deprivation 

was also evident in the qualitative study of adolescents’ following an 

exclusion diet conducted by Marklund et al. (2007). The feelings expressed 

by the patients in our study are not unusual for patients following a 

therapeutic diet and it is important to note and acknowledge the range of 

feelings identified.  

 

5.1.3.6 Implications of qualitative findings with regard to professional 

practice 

 

• The qualitative research complemented the quantitative findings  

        revealing that complete compliance with the diet was considered   

        difficult. 

• Patients recognised the benefit to their health of adhering to the very  

        low fat diet. The degree of compliance they exhibited was dependent  

        on their feeling of vulnerability to the potential health implications of  



        non adherence. 

• Compliance was considered particularly difficult on holiday, when  

         buying unlabelled produce and at special occasions including   

         Christmas. Additional resources detailing the fat content of festive  

        dishes, unlabelled products and popular traditional dishes served   

        abroad may help overcome these barriers. Ideas on how to reduce fat  

        content and how to choose sensible options may also be beneficial.  

• The study emphasised the need for dietetic professionals to work with  

        retailers and food outlets to promote clear and honest disclosure of the      

        nutritional content of food.  Patients should be alerted to marketing  

        practices that threaten compliance such as the use of the terms ‘light’  

       and ‘percent fat free’. 

• The interviews highlighted the need to present dietetic advice in an  

        empathetic and non-dictatorial way. Patients expressed a wide range  

        of feelings towards the diet and these should be acknowledged.  

        Patients appreciated being given options and suggestions. Recognition  

         of barriers such as cost, the availability of low fat products in local  

        stores and access to supermarkets are important.  

• Dietitians were viewed as knowledgeable and sources of reliable  

        information. The patients adopted behavioural and lifestyle changes as  

       a result of dietetic advice and considered these valuable enablers to  

       compliance. 

• The ability to evaluate nutritional information on labels was cited as an  

        enabler to compliance. Patients embarking on the diet may find a  

        discussion of how to interpret labels helpful. 



• Patients reported building their own knowledge base from a variety of  

        resources facilitated adherence to the diet. The internet was used by a      

        number of patients but not all patients recognised the varying quality of  

        information provided by different websites. Signposting patients to  

        appropriate internet resources and recommending reputable websites  

        would be beneficial and prevent confusion.  

• Empowering patients to explain their condition to others and the  

       implications in terms of their diet and health would help prevent  

       uncomfortable situations in which inappropriate food is offered.  


