
European Journal of Molecular &Clinical Medicine  

ISSN2515-8260 Volume 10, Issue 02,2023 

 

760 

 

Nutrition Intervention Practices in Family Medicine 

 
Mustafa Abedali Abdelhadi Douglah 1*

, Abdelwaley Zuhier Abdelwaley Alrfooh
2 

1
Ljungsbro Healthcare center, Ostergotland, Sweden 

2
Consultant Family Medicine, Primary Health Care Corporation PHCC, Omar Bin Al 

Khattab Health Center, Doha, Qatar 

*
Mustafa_douglah@yahoo.com, Abdelwaleyalrfooh@yahoo.com  

ABSTRACT 

The theoretical foundation of dietary recommendations in family practice is covered in this 

paper. Nutrition counseling is an essential aspect of everyday practice due to the many 

conditions and disorders encountered in family medicine about which nutrition and diet are 

effective therapies. The advantages of the family doctor, including the patient-centered 

methodology that allows for different goals and consistency of care, which gives the family 

doctor multiple contacts over time to current and reinforce advice, must be linked to the 

success of diet-related suggestions and counseling in family practice. From this stance, family 

doctors should encounter their patients with guidance and counseling in "ready bits" that fit 

the time restrictions of routine consultations. They should also ensure that these portions are 

consistent throughout the years and identify particular patients' value systems and barriers to 

changing their eating habits. Individuals' indicated willingness to alter orientation can serve 

as a model for patient-centeredness. The benefits of family medicine should be highlighted in 

primary care nutritional recommendations. The first part looks at some of the traits of public 

health, family medicine, and the communities in which family medicine is practiced. This 

then leads to exploring several food, nutritional, and consumption goals that establish the 

background for family physicians' work. These schedules outline the range of nutritional 

advice provided by family doctors. They imply that the existing nutritional objectives are just 

one option among several. Ultimately, several potential actions are suggested to enhance 

family doctors' influence on patients' lives. 
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Introduction 

Family physicians (FP) address most sickness episodes requiring professional medical care in 

primary health care. Dietary recommendations are necessary to reduce and treat a number of 

the most prevalent chronic illnesses in family practice. According to a conservative estimate, 
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1 in 6 sessions in general practice center on a diet as the therapeutic option, while many more 

discuss food-related issues in some capacity. Patients also believe that their family doctor is 

one of the most accessible and trustworthy sources of details about nutrition. This suggests 

that offering dietary guidance is a top priority for FPs since it is estimated that in an average 

family practice, around 1000 patient interactions per year are devoted to discussing patients' 

diets and eating habits. Potentially, dietary changes might significantly impact the avoidance 

and management of many illnesses. How much of the efficacy (performance) can be used 

daily relies on several variables. To prevent and treat diseases, a proper diet is essential. 

Several patients are aware of this connection and turn to their doctors for advice on nutrition 

and exercise. 

Nevertheless, medical practice frequently falls short in resolving the nutrition-related 

components of illnesses, including cancer, overweight, and diabetes. Doctors may need more 

knowledge of fundamental nutrition scientific theories and awareness of prospective nutrition 

therapies if they feel they need to be more competent, at ease or equipped to offer nutrition 

advice [1]. The factors that determine whether nutritional advice is appropriate—which is 

dependent on the practitioner's understanding and recommendation abilities—the patient's 

acceptance of the advice, and the accessibility of required funding at the location of 

treatment—are those that have the biggest impact on the gap between what is plausible and 

what is viable in daily practice. FPs often have a good outlook on a diet but are hesitant to 

implement it due to a lack of tangible assistance. For example, The primary reimbursement 

method for Dutch and other Northwest European FPs is a capitation fee that does not account 

for specific interventions. As far as monetary rewards are concerned, food recommendations 

rank less highly than medications, recommendations, or surgical operations. It is crucial to 

determine how FPs can handle these difficulties and to what degree primary care's advantages 

make it an ideally suited setting for delivering care in the quest for effective, economic 

dietary counseling [2]. 

 

It is a common misconception that the only dietary effects worth discussing with family 

doctors are potential decreases in the prevalence and incidence of heart disease and other 

non-communicable illnesses. This is the perspective of a somewhat "unstructured group" of 

researchers, as would become obvious; there are other arenas where clinicians might have an 

effect.  
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Nutritional policy 

In the conventional nutrition sciences, the number of study fields is expanding. These 

findings are widely mentioned in medical publications that family doctors read. For instance, 

there has been a revival of interest in overweight (WHO, 1998), not just in terms of potential 

therapeutic remedies but also in the creation of a basic knowledge of the molecular 

mechanisms that underpin it.  

 

Disease-related theories are evolving as innovations join the debate and outdated ones are 

called into doubt. New connections are being investigated between social hierarchy, lack of 

authority, lifestyles, anxiety, regular exercise, genes, ecosystem, nutritional status, and 

illness. General practitioners need access to this new information frequently. Modern dietary 

basics are important, but educational interventions are even more crucial. Family doctors' 

patients can be thought of as consumers of food and other medical services. Family doctors 

must thoroughly understand their patients to have any meaningful influence on their life, 

including their requirements, goals, and specific food attitudes and views. 

 

The following may serve as the major takeaway for anyone who interacts with huge groups 

of people. Although consumers vary and can be divided into groups based on demographic or 

social-psychological factors, they are not all the same. These classifications help create a 

basic knowledge of people's issues and philosophies. Participation in demographic groupings 

(age, sex, ethnicity, and socioeconomic class) can predict how individuals respond to 

treatments or recommendations. For instance, persons with low socioeconomic level (SES) 

may feel they have less control over their lives than people with the highest SES; older 

people are more likely to reside alone in certain western nations and receive fewer "reality 

checks" than individuals who live with each other [3]. Alternatively, various social 

psychology schemas may be applied to comprehend people's motives. If general practitioners 

want to help their patients make healthy decisions, they must be aware of these effects. For 

instance, asking someone to participate in a diet change program if they feel they have little 

control over their wellness may be meaningless; it could be helpful to urge them to join a 

club that they feel has the power to affect their eating habits. These categorization schemas 

are helpful, but they are also descriptive. Here, three crucial topics need more consideration. 

First of all, humans are fundamentally social organisms. Even though they enjoy social lives 

and live alone. The vast majority of human behavior models acknowledge that a person's 
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family and friends have the most impact on them. It is unusual for a behavioral modification 

program (such as altering eating patterns) to have substantial long-term effects if a person's 

significant others are not included in it [4]. Hofstede has observed that people and 

civilizations behave in pursuit of certain objectives, such as the pursuit of pleasure, power, 

harmony, and so forth. Personal values are one form of motivation that pushes people toward 

certain life objectives (also known as "the program of the mind"). Patients may not all, or 

even most, have the same concern about their health and nutritional state; others may be far 

more interested in other things, including intimacy or animal welfare. Some people's social 

and cognitive governors are stable, and they lead reasonably regular lives—almost like a river 

running down a valley with a V-shape. In terms of cost and monetary savings, it would be 

beneficial for doctors to determine if their clients are open to change in diet and to determine, 

although crudely, the direct impacts on their behaviors, especially their food behaviors. We 

need more concise ways to accomplish this—the notion of behavior interventions in phases. 

Certain individuals are prepared for a change in diet, while others are far from it. Last but not 

least, it ought to be mentioned that while family doctors could be well, they are generally. 

What are, therefore, the responsibilities of family doctors? 

What, if anything, do physicians want the clients to do? 

What foods do the authorities require them to eat more or less of?  

Is the job of family doctors in nourishment as straightforward as this?  

Is it only about helping patients make dietary changes? Or should medical professionals be 

capable of responding to a few of the ideologies mentioned above? 

 

They have trusted advisors to their patients. Therefore, they are free to behave as they like. A 

doctor's role involves putting dietary knowledge together and evaluating it for their patients 

in light of their requirements, opinions, attitudes, and lifestyles. This may occasionally entail 

helping patients alter their eating habits, and other times it may entail describing facts about 

which we can be confident and setting apart this basic understanding from a portion of the 

widespread pseudoscience that is widespread in many nations. Family doctors must be aware 

of all the above-described objectives to assist their patients. They would require a broader 

and deeper understanding of developing nutrition research and the major influences on how 

people consume food. They must be able to comprehend advances in nutrition science and 

shifts in how individuals perceive health and illness. They must learn more about the lives of 

the individuals and the factors that influence their behavior [5].  
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Physician Nutrition Knowledge and Practice Behaviors 

Although the link between food, illness prevention, and treatment is widely understood, 

doctors frequently neglect to tackle the nutrition-related elements of diseases like cancer, 

obesity, and diabetes in their patients. Several surveys have looked at how doctors practice. 

Generally, these studies have shown that although doctors recognize the value of nutrition in 

their clinical work, they feel they need to be more confident and well-equipped to counsel 

patients on nourishment. In a study of current practice patterns, just 11% of doctor-patient 

visits with overweight adult patients included weight-loss counseling. Most people would 

concur that it is not ideal for doctors to provide dietary guidance. Lack of dietary 

understanding is a contributing factor to the issue. Patients frequently turn to their doctors for 

nutrition-related advice, but research suggests that, in some cases, medical experts may be 

inferior to the patient. In assessments of inhabitants, fellows, and practicing doctors, 

questions about particular nutrition knowledge yielded accurate answers of between 50% and 

66%. Clinicians across a wide range of specialties indicate wanting more training and 

instruction on a variety of nutrition-related subjects. Doctors' self-efficacy is a different issue 

[6]. It is improbable that individuals will obtain full nutrition evaluations and treatments from 

a provider if they feel they need to be qualified to address nutrition-related problems and 

influence patient behavior change. Research has shown that physicians' self-reported 

expertise in offering nutritional advice to their patients could be better. It is alarming that 

many doctors still have little or no base of knowledge, self-assurance, and clinical skills 

necessary to identify the existing dietary problems in their patient populations and to write 

prescriptions for effective health interventions, given the growing significance of food in 

halting the dispersion of diabetes and obesity epidemics [7]. 

 

Challenges in training the family physicians 

The competition for time in the education system and resistance to adding new lectures or 

courses, the focus on curing diseases rather than disease prevention, the gaps in faculty 

instructor comprehension and application of expert dietary recommendations about cancer 

and other chronic diseases, as well as implemented nutrition in summary, are obstacles to 

improving the nutrition instruction of future physicians. Another barrier is the faculty's 

absence of medical nutritionists or other nutrition instructors. These individuals are positive 

examples of addressing nourishment in clinical encounters with physicians and residents. As 

a result, many graduating medical students still need a firm grasp of nutrition science and 



European Journal of Molecular &Clinical Medicine  

ISSN2515-8260 Volume 10, Issue 02,2023 

 

765 

 

cannot use such abilities to impart adequate nutrition in their current settings. Residency 

programs report similar issues with incorporating nutrition into training programs. The 

number of hours spent on nutrition training in US family practice residency programs ranged 

widely (0–40 hours), according to one study [8]. The primary challenges were noted as 

conflicting demands and a shortage of curricular time. The material presented here 

emphasizes the necessity of providing medical students, physicians, and fellows with skill-

centered nutritional training, including dietary recommendations, counseling, and 

intervention, and the science underlying optimum nutrition management. A thorough 

program that offers online both undergraduate and graduates medical degree that is clinically 

relevant and evidence-based can successfully close the knowledge gap and improve the state 

of dietary changes practice today [9]. 

 

Patients and disease 

FPs' approach should be focused on what they are greatest at treating for patient 

characteristics, using a method that places the medical condition in the context of that 

patient's bodily and psychological features. Nutritional guidance is an integral aspect of 

primary healthcare. In this approach, the patient's comprehension of the value of altering 

eating habits and the anticipated difficulties and obstacles to implementing such 

recommendations are considered while providing nutritional guidance. In this approach, 

patients, their relatives, and their colleagues' importance on dietary practices may be balanced 

against expert nutritional principles. The sheer volume of dietary counseling may seem 

overwhelming, especially when normal appointments are just 7–10 minutes long. To deal 

with the time aspect, it is crucial to consider the continuity of treatment in family medicine. 

FPs frequently run into patients they previously treated in their practice, and they usually 

know their households. The medical and psychological histories of the patients are 

continually built upon it and updated based on such prior interactions. It must be mentioned 

that continuation of care for the same medical issue falls within the category of continuity of 

treatment. Individuals who suffer from long-term diseases like obesity, diabetes, or 

cardiovascular disease especially need nutritional assistance. A minimum of three to four 

follow-up appointments per year are required for many chronic illnesses [10]. 

Primary care function 

Many medical professionals find it challenging to provide patients with nutritional advice. It 

can be challenging to convey to patients the complex link between nutrition and disease and 
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the connection between nutrition and food. Furthermore, it sometimes needs to be clarified 

what impact giving patients guidance and counseling will have on their behavior. 

Nevertheless, when classified under the following 4 topics, the problem for FPs with nutrition 

may be tied to the fundamental principles of internal medicine: encouraging healthy eating to 

promote health. Dietary recommendations should concentrate on "good foods"—what they 

are and how much they should eat—for the most prevalent health issues. A consumer form 

that may be utilized in the office is readily available with details about nutritious diets and 

client recommendations [11]. 

 

Cooperation with dietitians 

The FP is a part of a bigger medical staff. Practice recommendations can summarize 

particular activities for conditions that require more detailed dietary advice, and dietitian 

education is one option. In this way, patients who require it may get the help they need, and 

doctors can stop worrying about giving patients advice on nutrition and diet. 

Service continuity: a long-term outlook and attention to the most pressing needs. The FP can 

spread advice and counseling over subsequent appointments thanks to the continuity of 

treatment. Instead of offering the patient a ready-made answer, the doctor may now gradually 

educate them to develop their method of putting the advice into practice. This enables 

spending adequate time and customizing recommendations to patients' situations. Family 

participation is a straightforward strategy that yields positive results in family medicine when 

combined with the "stages of change" concept. Eating is a social and cultural engagement in 

addition to a required behavior, a unique component of food and, by extension, nutritional 

guidance. Significant diet adjustments are sometimes only possible when the extended family 

adopts them. In this sense, community medicine's emphasis on the family permits a holistic 

approach compared to individual treatment [12]. 

 

Patient-centered philosophy 

The most important issue on the schedule is the actual execution of medical care, and 

multidisciplinary collaboration should pay special attention to this. With the patient's active 

involvement, diet modification is possible. This is the cornerstone of modern basic 

healthcare. Therefore, even though general practitioners offer a range of nutritional 

interventions, only some can be successful with patient involvement. This objective will 

enable the incorporation of helpful advice and support in the broad area of conventional 
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family medicine, irrespective of a patient's economic or cultural origins or present health 

situation. 72% of primary care doctors believe they must provide dietary advice, showing that 

they are open to the notion. The frequency and duration of time spent on nourishment, 

nevertheless. Family practice doctors' advice indicates that this obligation results in 

meaningful action far less frequently. Only 35–45% of non-acute primary care consultations 

involve nutrition counseling, and only 20–40% of visits for coronary heart disease, 

hypertension, and diabetes mellitus include nutrition counseling from primary care doctors. 

In general practice, nutrition counseling often lasts less than 10 minutes for each patient, with 

an average duration of one minute. This counseling requires to be comprehended within the 

context of a typical 5- to 10-minute office session. 

Therefore, it is necessary to regularly provide dietary counseling in the primary care and 

family physician office setting. However, this will likely happen if it can be done quickly. 

The obstacles to primary care and family doctors providing important protective counseling 

are represented in the schema below. 

 

 

Fig .1. Obstacles faced by family physicians in providing protective nutritional counseling. 

 

Various medical investigations have shown how beneficial nutrition counseling is in altering 

eating patterns in primary care environments [13]. Most studies combined the services of 

educators, nurses, or registered dietitians with self-help books and a systematic workplace 

approach to patient involvement rather than using primary care doctors as the exclusive 

provider of nutrition counseling. Doctors can learn the techniques needed to provide excellent 

dietary advice. They use a behavioral 5As approach (Address the Agenda, Assess, Advise, 

Assist, Arrange). Follow-up: Primary care physicians have proven that they can train and 

successfully assist patients in lowering cholesterol levels using dietary counseling and a 
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systems-based method used in the office. This article aims to offer some powerful tools used 

during office-based diet counseling projects and to explore how to create a successful office-

based approach addressing nutrition counseling in a general care environment [14]. 

Tools for nutritional counseling 

Primary care doctors have created several tools that they use effectively to help create a 

system of nutrition counseling—heart rhythm marking for chronic sickness. The use of a vital 

sign label indicates that researchers have shown smoking status to boost smoking cessation 

counseling and quitting smoking rates. Physiological parameters stamp that includes height, 

weight, waist measurement, body mass index, hypertension, level of physical activity, and 

smoking status has been proposed to better identify individuals at risk for illnesses connected 

to diet and encourage more regular nutrition counseling. 

 

Rate Your Plate. 

 This semi-quantitative food frequency survey asked patients to keep track of their eating 

habits and assess the nutritional value of their meal selections. The effectiveness of this tool 

as a component of a program to decrease a patient's cholesterol has been verified and 

demonstrated in healthcare settings, workplaces, and other public places. On the webpage for 

the Brown University Nutrition Academic Award 

(http://biomed.brown.edu/courses/nutrition/login.html), a password-protected interactive 

version of Rate Your Plate is additionally accessible. Users can complete the survey in 

advance while waiting or in the examination room to increase performance. Clinicians can be 

taught to interpret the questionnaire, congratulate patients for making healthy food choices, 

assist patients in identifying their most pressing nutrition concerns, and ascertain whether 

they want to alter their eating patterns. To promote quick nutritional advice, the Let's Eat kit 

includes a complementary set of suggestions for each meal category on Rate Your Plate. An 

agreed-upon set of goals is made, and a nutritional prescription is issued. This tool is 

available on the internet at the abovementioned website or by getting in touch with Dr. Gans. 

Rapid Assessment of Patients' Eating and Activity (REAP). This comparable tool was created 

by the recipients of the Nutritional Academic Awards to assess and provide advice on healthy 

dining.  

The HEART experiment has produced several resources for primary care clinics to avoid 

heart disease. A few of the methods listed in the Patient Education section can be used for 

nutrition counseling. An illustration of the two-page style utilized for patient handouts on this 
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webpage is Low Fat, Low Cholesterol Eating Guidelines. Such educational intervention 

materials were created to be straightforward enough to be utilized by practice personnel with 

little to no nutrition knowledge, duplicated when resources ran low, and to be discussed with 

the customer during the brief office visit. There are also more nutrition-related subjects 

accessible, such as eating outdoors, loss of weight, and exercising. In conclusion, scientists 

believe that doctors in primary care can enhance their capabilities in nutrition counseling if 

they 

 Receive the necessary instruction, 

 Are offered practical tools,  

 Work in a structured office system that encompasses all practice staff and 

concentrates on disease prevention and management, and  

 Collude with and make referrals to eligible healthy food healthcare professionals like 

registered nutrition experts. The patients may see significant health advantages due to 

this efficient dietary advice. This method has to be promoted in novel ways. 

One suggestion is to offer patients who adopt healthy food choices and behaviors a reduction 

in their insurance rates, thereby incentivizing them to seek nutrition advice from their primary 

care practitioners. This proposal requires insurance companies to pay primary care doctors 

for dietary counseling at the same rate as routine checkups for urgent medical issues. 

 

Conclusion 

It is noteworthy that the disparity between patient desire and the absence of facilities for 

nutrition education has long been noted. More than anything else, materials that are part of a 

clear, coherent vision of what defines effective family physician practice nutrition are 

required. To start, it's important to comprehend diet's role in family medicine. However, 

people commonly associate nutrition with being overweight, diabetes, and heart problems, 

where compliance and protracted favorable results may be less simple to attain. Patients and 

illnesses that are simpler and more quickly gratifying to treat, such as patients with iron 

deficiencies and clients who require knowledge on sports, pregnancy, and geriatric 

nourishment, will be addressed by a greater grasp of the spectrum of nutrients in general 

practice. This will probably increase the OPs' excitement and self-assurance. The second 

essential prerequisite is that patient-specific dietary education is provided. Many experts and 

nutritionists must be aware that the patient perspective is typically far more practical, case-

based, and less theoretically centered. This necessarily means that significant patient 
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involvement—frequently missing in general practice nutrition education—is required for any 

patient education campaign to be effective. The strategies and procedures for practicing 

clinical nourishment also need to be modified to fit the particular context of general practice. 

It was favorably appreciated when attempts were made to customize nutritional evaluation 

and therapy procedures for individuals carefully. 

 

A crucial component of basic care is nutritional counseling, but sadly, the tools at their 

disposal need to be more utilized, and practitioners mostly rely on enthusiasm, optimism, and 

goodwill. Family medicine's unique traits hold great promise for enhancing counseling 

effectiveness. However, there are valid reasons to be concerned about diet's role in directing 

patient treatment. Given the perceived caliber of the supporting clinical trials, disease-

specific recommendations frequently emphasize pharmaceutical treatments more than food. 

The growing understanding of the interdisciplinary knowledge available in the sector, which 

can increase the efficacy of nutritional treatments, is crucial. Although closer 

interprofessional collaboration is not the answer, it is an excellent starting point. It makes it 

possible to start a development agenda for primary care dietary guidelines. This agenda 

includes three key items: transfer of information and skills. The notion that significant 

expertise is currently accessible but may be used more effectively should not be hidden by 

the need for even better experimental observations. This area includes higher skills for those 

who work with patients' diets. The empirical proof also needs a thorough study: preclinical 

studies and field research. In terms of clinical treatments, nutrition is an orphan. A far more 

focused application would be made possible by a thorough analysis of the impact and 

restrictions of diet-based treatments on the primary illnesses affecting the population (obesity, 

diabetes mellitus, cardiovascular disease, and chronic obstructive pulmonary disease). 
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