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Abstract 
________________________________________________________ 

 

Over the past two decades, there has been a dramatic surge in the incidence of type 2 diabetes 

in the Netherlands. Lifestyle changes play a major role in this development, which is why a 

substantial amount of care pertains to regulating and reversing type 2 diabetes by encouraging 

‘healthier’ lifestyles. Culinary care, which refers to interventions aimed at encouraging 

‘healthy’ food habits, is one such form of care. However, there exist dissonances among care 

providers and recipients involved in culinary care pertaining to what ‘good’ care is, which 

result in tensions when culinary care is provided in practice. In this thesis I address this issue 

by elaborating on the following question: What is ‘good’ culinary care for people with type 2 

diabetes in the Netherlands? This thesis does not provide a conclusive answer to what ‘good’ 

culinary care is. Instead, I analyze how different actors care differently, and how ‘good’ care 

comes to mean different things in practice. I argue that – in culinary care – food, food 

practices, and bodies cannot be reduced to nutrients and numbers, and that care should instead 

be attentive to the social reality in which food, food practices, and bodies come to signify a 

certain ‘good’ in a specific context. 

 

Image on front page: ‘Culinary Care.’ Flori Visser, 2022.  
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Introduction 
________________________________________________________ 

 

A woman with long, red hair is standing behind the kitchen counter. She is almost completely dressed in black, 

except for the pink, patterned scarf she wears around her neck. In her left hand she is holding a box with toasts, 

while with her right hand she is pointing at the tray in front of her, which is filled with cheese, olives and 

spreads. “I find that so tasty, that blue cheese,” the woman says. “And olives filled with cheese.” The woman 

sighs. “Well… it is so easy when you are having a drink with each other [and] talk with each other. Then it just 

pops in your mouth so to speak.”1 

 

The passage above describes a scene from the Dutch TV program Hoe Word Ik 100 (How Do 

I Become 100), which was first broadcasted on Dutch television in 2016. In this TV program, 

six people with “welvaartsziektes” (diseases of affluence) – mainly obesity and type 2 

diabetes – are followed over the course of five months in their journey to reverse their 

conditions and to get rid of their medication by participating in a major lifestyle intervention 

(MAX Vandaag n.d.). The woman described in this passage, named Ria, is one of the TV 

program’s participants. She has learned that, in order to reverse her type 2 diabetes, she needs 

to reduce the amount of food she consumes and has to avoid foods with nutrients that have a 

negative effect on her bodily health. This scene perfectly illustrates however, that food is not 

just a matter of sustaining healthy bodies; it is also a social event. For Ria, this poses an 

obstacle. She has to negotiate between opting for food that is ‘healthy,’ and food that she 

considers more ‘tasty’ and ‘sociable.’ 

 Ria’s experience is just one example of the many values, or ‘goods,’ ascribed to food 

and food practices that people involved in culinary care need to negotiate. With the term 

‘culinary care2,’ I here refer to interventions aimed at encouraging ‘healthy’ food habits for 

people with type 2 diabetes. Although the answer to what ‘good’ food for people with type 2 

diabetes is may at first sight seem straightforward – namely that ‘good’ food equals ‘healthy’ 

food – in practice, the situation is far more complicated. Due to the multiplicity in how people 

come to value food, food practices, and bodies in certain situations, there exist dissonances 

among care providers and recipients pertaining to what ‘good’ culinary care exactly is. This 

results in tensions when culinary care is provided in practice.  

 
1   NPO Start, 16 November 2016. My translation. 
2 This term is inspired by Emily Yates-Doerr and Megan Carney (2016). However, my use of the term may not 

precisely be in line with the authors’ definition of the term. 
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In this thesis I wish to zoom in on this particular issue by analyzing practices of 

valuing in culinary care through a material semiotic lens. Specifically, I dedicate this thesis to 

how different people involved in culinary care come to value food, cooking practices, and 

bodies as ‘good,’ and I analyze how differing perceptions on what ‘good’ means result in 

tensions when culinary care is provided in practice. To do so, I have conceptualized the 

following research question:  

 

What is ‘good’ culinary care  for people with type 2 diabetes in the Netherlands?  

 

Over the course of four months, I have studied this subject by conducting interviews among 

people with a variety of backgrounds – dietitians, cooking class providers, a practice nurse, 

and people who have type 2 diabetes or who have experience in sharing a household with 

someone who has this condition. I should note immediately, however, that this thesis does not 

provide a conclusive answer to what ‘good’ culinary care is in this practice. On the contrary, 

my findings illustrate that the multiplicity in valuing care practices as ‘good’ make it 

impossible to come to a solid conclusion of what ‘good,’ or even the ‘best,’ form of culinary 

care for type 2 diabetes is. This means that demarcated guidelines (e.g. the Schijf van Vijf) and 

the expression of health in numbers (e.g. nutrients, blood sugar levels) create an image of 

‘good’ care that is too simplified and which does not match the reality of culinary care. 

Therefore, I argue that food, cooking practices, and bodies cannot be reduced to nutrients and 

numbers when providing culinary care. Instead, culinary care should be attentive to the social 

reality in which food, cooking practices, and bodies come to signify a certain ‘good’ in a 

specific context. 

 The relevance of analyzing culinary care in this manner lies in how it indicates 

that quality of culinary care cannot be decided on by simply choosing one ‘best’ way of 

caring, but rather lies in the ability of culinary care to balance the different ‘goods’ in a way 

that is most suitable for the individual and contextual circumstances of the care receiver. As 

mentioned above, this means that culinary care would fall short by focusing too much on the 

clinical aspects of food habits (e.g. nutrients) and bodies (e.g. weight, blood sugar levels) as it 

decontextualizes these objects from the social reality in which norms, values and behaviors 

around food and bodies in a certain context affect the care that is needed for managing type 2 

diabetes. In arguing this, I add to current academic debates which advocate for attending to 

the complexity and heterogeneity of (clinical) care and I contribute to the inclusion of 

valuation practices as an object of study in medical anthropology.  
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Outline of the Thesis 

In this thesis I present how my research findings have led me to argue that culinary care has to 

be attentive to the social reality in which food, cooking practices, and bodies come to signify 

a certain ‘good’ in a specific context. In this section, I provide a concise summary of the 

chapters of this thesis which together build up towards my main argument. 

In Chapter 1 of this thesis, I provide context on the setting in which this research was 

conducted, namely the Netherlands. Here I first describe how the type 2 diabetes epidemic has 

developed itself in the Netherlands. Subsequently, I discuss which groups of people are most 

likely to be affected by type 2 diabetes in the Netherlands and why this is the case. Finally, I 

provide information on what care is available in the Netherlands in terms of lifestyle 

interventions, and I consider the role culinary care has in this. 

 After having provided contextual information on this research, I discuss the theories 

and concepts in which this thesis is embedded in Chapter 2. First of all, I elaborate on the 

material semiotic perspective I have adopted for analyzing my particular research subject. 

Thereafter, I attend to how scholars have used material semiotics for studying practices of 

valuing. Finally, I discuss some theoretical notions on (culinary) care. Here, I specifically 

elaborate on the dissonances between clinical and non-clinical forms of care and on how this 

matters for my particular research subject. 

 Chapter 3 is dedicated to the research methodology of this research. This chapter 

successively provides information on the following aspects: a description of and reflection on 

the research methods that I have used, a description of the sociodemographic profile of my 

research participants, a description of how I have managed my data, and my ethical 

considerations in conducting this research. 

 Together, the first three chapters described above form the basis for my empirical 

chapters. Chapter 4 is the first empirical chapter, in which I specifically discuss how care 

providers and care receivers come to value food as ‘good.’ Here I also attend to the tensions 

that may arise when ideas on what ‘good’ food looks like do not line up, and how these need 

to be tinkered with when culinary care is provided in practice. 

 Subsequent to the values ascribed to food, I dedicate Chapter 5 to exploring how 

valuing is implied in cooking as a care practice for managing and reversing type 2 diabetes. I 

first of all examine what ‘good’ cooking means for those involved in culinary care. Second, I 

consider how cooking is also present as a means for making food ‘healthy.’ This chapter 

illustrates how concerns for ‘healthy’ cooking may be in tension with other concerns that 

make for ‘good’ cooking. 
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 In addition to food and cooking, I address in Chapter 6 how bodies figure as a central 

object through and around which different ‘goods’ are being discussed, contemplated, and 

contested. Here I first elaborate on how bodies figure as a means for surveilling and assessing 

the ‘goodness’ of particular care practices. Thereafter, I discuss how in practice, bodies come 

to mean different things in different contexts and that ideas of what a ‘good’ body is are 

therefore also relational. 

 This thesis ends with a conclusion in which I summarize my findings in light of my 

main argument. As mentioned previously in the introduction, my argument does not provide 

one straightforward answer to what ‘good’ care, or the ‘best’ care, actually is in the context of 

culinary care for type 2 diabetes. Instead, I argue that ‘good’ care is care which is adaptable to 

individual and contextual circumstances which require different ways of balancing the variety 

in ‘goods.’ I end my conclusion with a reflection on my findings and I offer some 

recommendations for further research pertaining to this subject.  
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Chapter 1: Context 

________________________________________________________ 

 

“What's that? Lettuce? Endive?" A bald, middle-aged man with round cheeks and belly is standing behind a 

kitchen counter. He wears a leather apron and holds a kitchen knife in his right hand, with which he points at a 

bunch of green leaves lying in front of him on the cutting board. “Basil,” a young, slim woman tells him. This 

woman is a cooking class instructor who teaches people how to cook healthy. “I’ve never cut carrots in all my 

life,” the voice of another woman sounds, accompanied by laughter. We are now looking at a couple of carrots 

and celery being cut in large pieces on another cutting board. “Really, I swear,” the woman continues. She 

laughs hysterically. We now see the woman’s face. She is standing behind another kitchen counter next to 

another woman. Like the man, both women are middle-aged, have round cheeks and wear an apron. The second 

woman seems to be crying from laughter at what the carrot-cutting woman says.3 

 

The passage above describes another scene from the Dutch TV program Hoe Word Ik 100. 

Specifically, this passage describes a scene from the second episode, in which the program’s 

participants are taught how to cook ‘properly’ for their condition. As might have already 

become clear from this particular passage, most participants on the program have little 

experience in cooking their meals from scratch or using fresh ingredients. Due to a lack of 

time, a preference for convenience, and an urge to snack a lot, the participants often opt for 

ready-made-meals or meals which contain a lot of carbohydrates and sugar and little 

vegetables. Along with a lack of physical exercise, their meal choices have resulted in 

conditions such as type 2 diabetes. 

 Although it has already been a few years since this TV program was broadcasted and 

although the participants of this program may not represent the entire Dutch population of 

people with type 2 diabetes, their situation reflects what is a major problem for many people 

in Dutch society. This becomes clear from the fact that, in the Netherlands, there has been an 

enormous surge in incidences of ‘diseases of affluence,’ including type 2 diabetes, and 

‘unhealthy’ lifestyles play a major role in this (Baan et al. 2009). In this chapter, I reflect on 

the development of the type 2 diabetes epidemic in the Netherlands, I attend to what groups of 

people are most vulnerable to developing type 2 diabetes, and I finally provide information on 

how care in the Netherlands is organized around managing and reversing this condition 

through encouraging certain food habits. In doing so, I aim to paint a clearer picture of the 

context in which this research has been conducted. 

 

 
3 NPO Start, 16 November 2016. My translation. 
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1.1 Type 2 Diabetes in the Netherlands: the Development of an Epidemic 

Since the mid-eighties, there has been an enormous, worldwide increase in the incidence of 

type 2 diabetes to the extent that it is now often referred to as a “diabetes epidemic” 

(Mendenhall et al. 2010; Zimmet, Alberti and Shaw 2001). Type 2 diabetes has long been 

considered a disease of affluence, associated with the ‘Western’ world of Europe and North-

America. However, type 2 diabetes has become prevalent all over the world and among both 

wealthy and less wealthy populations (Unnikrishnan, Pradeepa, Joshi and Mohan 2017). 

While some ethnic groups are genetically more susceptible to type 2 diabetes, this condition is 

also increasingly caused by behavioral and environmental factors, which have resulted from 

the rapid socioeconomic changes around the world (Zimmet, Alberti and Shaw 2001). 

In the Netherlands, too, the occurrence of type 2 diabetes is increasing among the 

population (Baan et al. 2009). Here, type 2 diabetes has long been referred to as 

“ouderdomsziekte” (old age disease) as it seemed to occur mostly among the elderly. 

However, this term has become outdated as young people are increasingly confronted with 

this condition as well (Baan et al. 2009, 14). It should be noted, however, that when it comes 

to the factors that have caused the increasing prevalence of type 2 diabetes in the Netherlands, 

not only lifestyle changes have contributed. Namely, the ageing of the Dutch population has 

an effect on the incidence as well (Pot et al. 2019). A decade ago it had already been predicted 

that more measurements are required to be taken in the organization of healthcare to ensure 

Dutch healthcare remains able to bear the burden that results from the increase of diabetes 

cases in the Netherlands (Baan et al. 2009, 6). 

 

1.2 Demography of People with Type 2 Diabetes in the Netherlands4 

Although type 2 diabetes has been perceived as an old age condition in the Netherlands, 

research has pointed towards other groups of people which are more at risk of developing this 

condition as well (Baan et al. 2009; Poortvliet, Schrijvers and Baan 2007). For example, 

according  to a study by the national institute for health and environment (RIVM)5 the 

increased risk of  type 2 diabetes is three to six times higher among ethnic minorities 

compared to the ethnic majority in the Netherlands (Poortvliet, Schrijvers and Baan 2007, 33-

34). In this study it is argued that the higher risk among ethnic minorities might be caused by 

 
4 I am aware that the studies I refer to in this section provide a simplistic perspective and that groups of people 

are being essentialized in this manner. This thesis will later show the importance of avoiding essentialization by 

focusing on individual circumstances rather than focusing on entire groups when providing culinary care. 
5 This study focuses not only on ethnicity and socioeconomic status as risk factors, but also on the risk factor of 

whether one has a family member with diabetes. However, I do not deem it relevant to further elaborate on this 

in my thesis. 
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a change in lifestyle that has resulted from a transition to the industrial ‘Western’ world, by 

their genetic predisposition, or by having a different lifestyle compared to the ethnic majority 

in the Netherlands. The study does not go into detail on what exactly is meant by a “different” 

lifestyle, but Kohinor et al. (2011) mention that, at least among the Surinamese, this lifestyle 

may include cooking and eating practices which are related to their specific cultural beliefs 

and values on what they consider to be ‘good’ food. 

In addition to ethnic minorities, especially minorities with a lower socioeconomic 

status are found to be more at risk of developing type 2 diabetes. Among this group, the risk 

of developing type 2 diabetes is two to three times higher compared to those with a higher 

socioeconomic status. According to the authors of the RIVM study, lifestyle is again the cause 

of this higher risk, as there is a higher prevalence of obesity among this group, they are more 

likely to smoke, and more likely to lack physical exercise. It is also mentioned that the lower 

socioeconomic status might actually be the result instead of the cause of diabetes, since 

diabetes can limit people’s ability to work or to get an education which then results in a lower 

socioeconomic status (Poortvliet, Schrijvers and Baan 2007, 33-34).  

The study by the RIVM does not really explain what exactly has caused the lifestyles 

of the two groups highlighted above to be more ‘unhealthy.’ Despite the study not providing 

an answer to this, it is important to mention that their ‘unhealthy’ lifestyles might be a result 

of the psychological and social suffering they might be more likely to experience. This is for 

example offered as an explanation by Mendenhall et al. (2010), who consider diabetes an 

‘idiom of distress.’ Finally, I want to note that there is a lot of overlap between the different 

risk categories and that there are a lot of differences within these groups as well (Poortvliet, 

Schrijvers and Baan 2007, 33-34). 

 

1.3 Lifestyle Interventions in the Netherlands 

In the first section of this chapter I already highlighted how measures are required to be taken 

in the organization of Dutch healthcare in order to manage the rapidly increasing prevalence 

of type 2 diabetes in the country (Baan et al. 2009, 6). Another study by the RIVM (Hamberg-

van Reenen et al. 2008, 3) argues that “the Dutch diabetes field” is indeed working hard to 

tackle the diabetes epidemic by further developing healthcare provisions. Since lifestyle can 

play a major role in the development of type 2 diabetes, a substantial amount of care 

development in the Netherlands currently pertains to establishing organizations which 

specifically provide lifestyle interventions in addition to already existing healthcare offered by 

general practitioners and dieticians (Hamberg-van Reenen et al. 2008).  
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Moreover, since 2019, some of these lifestyle interventions are covered by health 

insurance to further encourage people with type 2 diabetes to adopt different lifestyles. The 

interventions currently covered by health insurance are so-called ‘combined lifestyle 

interventions’ (GLI’s), which focus on encouraging healthy nutrition, healthy food habits and 

healthy exercise at the same time (Loket Gezond Leven n.d.; Zorginstituut Nederland n.d.). 

The combined lifestyle interventions that are currently being covered by health insurances are 

CooL, SLIMMER, BeweegKuur GLI, and Samen Sportief in Beweging. However, the main 

focus of these interventions lies with exercise rather than culinary care, meaning that lifestyle 

interventions solely pertaining to food and food practices – such as cooking classes – do not 

fall under this insurance policy (Loket Gezond Leven n.d.). 
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Chapter 2: Theoretical Framework 

________________________________________________________ 

 

Before presenting my findings, I dedicate this chapter to discussing the theories and concepts 

in which this thesis is embedded. In the first section, I briefly elaborate on the material 

semiotics approach, which I have adopted as my theoretical lens for studying my research 

subject. In the second section I explore the concept of ‘valuing’ from a material semiotic 

perspective, where the relationality of value and valuing is elaborated. Subsequently, in the 

third section, I discuss theoretical notions of ‘care,’ and ‘culinary care,’ as concepts. 

Specifically, I here consider some of the dissonances between clinical and non-clinical forms 

of care. I thereafter conclude this chapter with a concise summary in which I delineate how 

the theories discussed relate to each other and to my particular research subject. 

 

2.1. Material Semiotics 

To study food as a form of care in practice, I will draw on theoretical insights developed 

under the umbrella of material semiotics. A material semiotic perspective allows for a more 

open and inquisitive approach towards reality, as it treats “everything in the social and natural 

world as a continuously generated effect of the webs of relations within which they are 

located” (Law 2009, 141). Put differently, it assumes that everything is relational and that 

nothing has reality outside of the enactment of relations in which it is embedded. This also 

means that there is not one reality; instead, such realities are multiple (Mol 2002).  

As the term already reveals, material semiotics concerns itself with the meanings 

ascribed to ‘materials,’ or ‘objects.’ Such objects can be a large variety of things, including 

food, kitchens and bodies, which have in common that they are all ‘material.’ Through its 

focus on the material world, the material semiotic perspective aims to decenter the human 

actor and instead attends to the agency of “nonhumans” (M’charek 2013, 424). With this, 

material semiotics provide a useful “toolkit” for bringing things to light which are generally 

seen as ordinary, mundane and invisible (Harbers, Mol and Stollmeyer 2002; Law 2009, 142). 

For example, putting food itself at the center of attention may at first sight not seem 

interesting for studying human behavior, but as the anthropologists Carole Counihan and 

Penny van Esterik nicely put it: “Food links body and soul, self and other, the personal and 

the political, the material and the symbolic” (2013, 2). Food thus has a central role in social 
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relations. Therefore, we can learn a great deal about human behavior by studying how food is 

being ‘done,’ from the object’s perspective. 

For my thesis I have decided to use a material semiotic approach, as it allows me to 

explore the multiplicity in what my research population considers to be ‘good culinary care’ 

by analyzing how people think and behave around materials which are central to caring 

through and with food (e.g. foods, cooking tools, bodies). So far my description of the 

material semiotics approach may still seem rather abstract in the context of studying ‘good’ 

culinary care for people with type 2 diabetes. However, in the following section, I will discuss 

how the material semiotics perspective has been applied to practices of valuing, or more 

specifically, how certain things come to be considered ‘good’ from the material semiotic 

perspective. This section may further clarify what a material semiotic approach exactly looks 

like when it is applied in practice. 

 

2.2. Practices of Valuing: a Material Semiotic Perspective 

The purpose of this thesis is to elaborate on people come to consider things as ‘good’ in the 

practice of culinary care for people with type 2 diabetes in the Netherlands. As already 

indicated in the introduction of this thesis, I specifically analyze what the variety of people 

involved in culinary care consider to be ‘good’ food, a ‘good’ preparation of meals (or ‘good’ 

cooking), and a ‘good’ body for people with type 2 diabetes, and how they come to consider 

those objects and practices as ‘good.’ Put differently, I study how these people come to value 

things a certain way. According to Oxford Languages (n.d.), value can be defined as “the 

regard that something is held to deserve; the importance, worth, or usefulness of something.” 

 Studies on the concept of ‘value’ mainly derive from economic studies, where the 

concept refers to matters of monetary value (Greaber 2002, 1-2; Heuts and Mol 2013, 126). 

However, a relatively new research field called ‘valuation studies’ has since established itself, 

along with an academic journal called Valuation Studies, where problems of valuing are 

studied from a more interdisciplinary perspective (Valuation Studies n.d.; Heuts and Mol 

2013, 126). In addition to the study of ‘value’ as an economic concept, the study of ‘value’ as 

a social concept is one area for which valuation studies has provided a major platform. As the 

authors of the first edition of Valuation Studies explain, valuation is an engaging social 

practice which seems to be performed almost everywhere: “countries, restaurants, 

schoolchildren, damages, pets, waste and indeed academics, appear all to be subject to a wide 

variety of valuations to assess such things as creditworthiness, performance, aesthetics, or 



Contesting the ‘Good’ in Culinary Care August 8, 2022 

15 
 

return on investment,” and “the performance of valuations are […] not only ubiquitous; their 

outcomes participate in the ordering of society” (Helgesson and Muniesa 2013, 2-3). 

 I now turn to how valuation can be studied as a social concept from a material 

semiotic perspective by zooming in on Frank Heuts and Annemarie Mol’s work “What is a 

Good Tomato?” (2013), an article which the authors particularly wrote as a contribution to the 

field of valuation studies. For my thesis, I draw on this work very extensively, using the 

authors’ detailed analysis of what valuing looks like in practice as my main inspiration for 

studying the role of valuing in culinary care for type 2 diabetes. In their article, the authors 

specifically studied valuing as a practice by analyzing how a variety of tomato experts (i.e. 

developers, growers, sellers, processors, professional cooks and consumers) from the 

Netherlands come to value tomatoes as ‘good’ (Heuts and Mol 2013). They found that the 

concerns of tomato experts when valuing tomatoes can mainly be categorized into the 

following clusters: money, handling, historical time, naturalness, and sensual appeal. 

However, there exist tensions within and between such categories which may sometimes 

result in clashes. For example, “while juicy tomatoes are good in a salad, firm ones are better 

for sandwiches,” and “sellers want to earn money, while buyers, by and large, do not like 

spending it” (Heuts and Mol 2013, 140). With this, the authors show that there is not one 

answer to what a ‘good’ tomato is; it is instead practice dependent. In addition, Heuts and Mol 

argue that valuing is not just about knowing what is ‘good,’ but also about making things 

‘good’ (by for example pruning tomato plants or preparing tomato dishes, in the case of 

tomato experts) (Heuts and Mol 2013, 140-141). 

 This material semiotic approach to valuing as a practice is also inspiring for thinking 

about what ‘good’ care is. Since valuing is relational, activities undertaken to make things 

‘good’ do not offer control. Therefore, Heuts and Mol suggest that such activities can be 

considered ‘care,’ referring to “enduring work that seeks improvement but does not 

necessarily succeed” (Heuts and Mol 2013, 141). In another work by Mol, “Care and its 

Values” (2015), she argues that care therefore is a matter of “tinkering” (Mol 2015, 227). In 

this particular work she sets out how tensions exist between values in the case of nourishing 

elderly with dementia at a nursing home and that care providers therefore continuously have 

to juggle what decisions to make. For example, the nutritional value of food is considered to 

be a “crucial value” at the nursing home, because by attending to the right amounts of 

proteins, carbohydrates, fats, vitamins and minerals, care providers ensure the bodies of the 

elderly remain healthy. At the same time, food is not just about its nutritional substance: 
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meals are also events which have to be sociable and cozy. However, meals cannot always be 

healthy and cozy at the same time (Mol 2015, 217-220).  

To conclude, value is relational and contextual, and therefore there is not one ‘good’ 

when it comes to care and care practices. I adopt this approach for my own research, in which 

I specifically analyze how this relativity of what ‘good’ is leads to tensions and a need for  

compromises when culinary care for type 2 diabetes is provided and received in practice. 

 

2.3. Theoretical Notions on (Culinary) Care 

So far I have solely been talking about care in terms of clinical health care. However, 

‘mundane’ and ‘domestic’ forms of care – such as cleaning, cooking, feeding, and sleeping – 

constitute the vast variety of care practices as well (Mol et al. 2010). Although such care 

practices are central in daily life, they have long been undervalued in scholarly work. A 

change has occurred in this however, as multiple academic fields (including medical 

anthropology) have realized their importance (Mol et al. 2010, 7). My particular object of 

study (i.e. culinary care for type 2 diabetes) has a somewhat liminal place. On the one hand, 

culinary care is situated in the domestic sphere – grocery shopping, preparing food, and 

consuming food mainly take place at the household level. On the other hand, culinary care is 

increasingly also clinical and medicalized: it includes dieticians offering nutrition advice, 

clinical experts providing cooking classes, as well as precise surveillance of the effects of care 

providers’ culinary advice by measuring the weight and blood sugar levels of the bodies of 

people with type 2 diabetes. In what follows, I discuss some of the dissonances between 

clinical and nonclinical forms of care. In doing so, I highlight some of the tensions and 

critiques of culinary care and I further complicate the question of what ‘good’ care is. 

 In their article “Demedicalizing Health” (2016), Emily Yates-Doerr and Megan 

Carney argue for the recognition of clinical healthcare treatment strategies which do not 

solely target the human body but also social, political, and environmental relations in which 

these bodies are situated. The authors conclude this after studying “care in the kitchen” in a 

variety of Latin American countries (2016, 21). According to Yates-Doerr and Carney, 

clinical aims are usually individualized, immediate, and measurable. Care in the kitchen – as a 

nonclinical form of care – does not fit with these aims, as it instead attends to social and 

environmental relationships. For example, among the Latin American women who 

participated in the authors’ research, such relationships included: “practices of conviviality 

and reciprocity within households and social networks, obligations within transnational 

networks of care, and transference of cultural knowledge to younger generations” (Yates-
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Doerr and Carney 2016, 309, 316). With this, the women do not target the health of 

individuals, but instead attend to the health of families, communities and landscapes. This 

results in “prescriptive” and “disciplinary” dissonances where clinical treatments for 

conditions such as diabetes do not match the complex lived reality of the ones the treatment is 

aimed at (Yates-Doerr and Carney 2016, 18-19). 

 Clinical aims have thus been critiqued for solely focusing on the individual’s body and 

ignoring the social and environmental relationships in which the individual is situated. 

Likewise, clinical aims have been critiqued for their reductive focus on the nutrient 

composition (vitamins, minerals, fats, etc.) of food when it comes to improving one’s bodily 

health (Scrinis 2008). Gyorgy Scrinis refers to this as the “paradigm of nutritionism,” in 

which “the nutri-biochemical level of engagement with food and the body becomes the 

dominant way of understanding the relationship between food and bodily health, and at the 

expense of other levels and ways of understanding and engaging with food” (Scrinis 2008, 

39). In other words, this paradigm undermines contextualization of the relationship between 

food and the body, making it seem as if there is one universal healthy diet which works for all 

bodies; thus also suggesting that bodies are the same (Lock and Nguyen 2018, 1, 14; Scrinis 

2008, 39-40).  

 The critiques exemplified above can be linked to the points made in the first section of 

this chapter in the sense that this section indicates, too, that ‘good’ culinary care should be a 

form of care which attends to the complexity of daily life in which ‘good’ food, food 

practices, and bodies are all relational. As Melissa Caldwell emphasizes, “there is not a single 

system of information that can tell us what is or is not healthy or good food” (2014, 67). In 

my thesis, I specifically analyze how the clinical aims that come with culinary care result in 

tensions when implemented in the messy, lived realities of people with type 2 diabetes, and I 

pay attention to how care providers attend to these tensions through tinkering. 

 

2.4. Conclusion 

In the theoretical framework outlined above, I have considered a material semiotic approach 

to studying practices of valuing and I have discussed dissonances and critiques concerning the 

nutrition advice and treatments offered by clinical care. In this thesis, I analyze my 

participants’ perceptions and practices around ‘good’ culinary care by attending to the 

relationality and multiplicity of what ‘good’ means in line with the theories of valuing 

suggested by Heuts and Mol (Heuts and Mol 2013; Mol 2015). Specifically, I consider how 

the different backgrounds (e.g. their cultural background, socioeconomic status, profession) of 
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culinary care providers and receivers come with different ideologies, beliefs and knowledges 

which lead to different perspectives on what they consider to be ‘good’ culinary care. In 

addition, I analyze – in line with Yates-Doerr and Carney (2016) – where descriptive and 

academic dissonances might be present when the differing values of care providers and care 

receivers result in tensions.  
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Chapter 3: Methodology 

________________________________________________________ 

Having discussed theoretical notions on the practice of valuing and culinary care, I now zoom 

in on my own research more specifically. Before presenting my findings, however, I here 

reflect on my research methodology. This chapter elaborates on my research methodology by 

successively describing the following aspects: my research methods, the sociodemographic 

profile of my research participants, data management, and my ethical considerations. 

 

3.1 Research Methods 

Semi-structured and informal interviews 

Over the course of my fieldwork period, I have conducted eleven semi-structured interviews 

and two more informal interviews among a total of ten research participants. Before starting 

fieldwork I had planned to conduct photo-elicitation interviews as well, but once I was in the 

field I decided not to include these anymore. The reason for this was that – considering how 

much data I had already gathered through my other interview methods – I did not believe the 

added value of conducting photo-elicitation interviews would outweigh the amount of time it 

would take me to organize such interviews. 

 I conducted my semi-structured interviews based on predetermined topic lists. I 

adapted my topic lists continuously to the participants I was going to speak to, as I ended up 

interviewing people from a variety of backgrounds. In doing so, I ensured the topics I 

questioned them about matched their personal background. While I was planning to conduct 

my interviews in person as much as possible, I ended up conducting only three out of eleven 

interviews in person, for reasons on which I elaborate later in this chapter. I conducted my 

online interviews preferably through Zoom, but three out of eight interviews had to be 

conducted by phone.  

Depending on the circumstances in which I conducted my interviews, I either recorded 

my interviews with my phone or by using an audio program on my laptop called Audacity. As 

mentioned previously, I conducted about two informal interviews in addition to my semi-

structured interviews. One of these interviews took place in person, while the second 

interview took place on the phone. I recorded both of these interviews by writing jot notes, 

which I later expanded into extended fieldnotes. 
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Analyzing a TV program: ‘Hoe word ik 100’ 

Two of my research participants recommended me to watch the Dutch TV program Hoe Word 

ik 100. In previous chapters from this thesis I have already presented some vignettes which 

are based on scenes from this TV program and I have explained what this program exactly 

entails. Although I am aware that the development of and care around type 2 diabetes in the 

Netherlands has already changed further since this TV program was first broadcasted in 2016, 

I have used this program for data too by analyzing and comparing it with my own findings 

from the field.  

 

Analyzing a handbook 

During my fieldwork period I have been in contact with one research participant, a cooking 

class provider called Joris, with whom I particularly would have liked to do participant 

observation at his organization in addition to the interviews I have conducted with him. 

Unfortunately however, it was not possible for me to attend his cooking classes during my 

fieldwork period, but he instead offered me a handbook which included detailed information 

about how his organization provides culinary care for people with type 2 diabetes. I have used 

this book for data in order to get a closer understanding of what the cooking classes at this 

organization look like in practice. 

 

Websites and online community analysis 

In addition to the methods described above, I gathered data by visiting websites of different 

cooking class providers in the Netherlands and by exploring whether cooking classes were 

offered online as well, such as on Airbnb. By doing this, my aim was to develop an 

understanding of what care is available for people with diabetes type 2 in the Netherlands, 

especially when it comes to culinary care, and at whom such care is aimed. I ended up using 

my data from analyzing websites mainly as background information, which I used in writing 

Chapter 1 of this thesis. 

 

Reflection on research methods 

During my fieldwork period, I have experienced some major obstacles. First of all, I 

experienced difficulties in searching for research participants. I tried to search for participants 

by contacting a variety of organizations by phone or email, by trying to join online 

communities for people with type 2 diabetes, and by using my own social network. Whenever 

I contacted care organizations, I was told most of the time that they had no interest in 
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participating in my research. This was either because they had already been contacted by 

researchers previously, because they were too busy, or because they had stopped providing 

classes (often due to COVID-19) and therefore did not see the added value of participating in 

my research. My search for participants through online type 2 diabetes communities was not 

very successful either, as I was not allowed to access any of the type 2 diabetes Facebook 

groups as a researcher. Finally, my own social network did not include many people who 

fitted in my research population or who could direct me to other people who fitted in my 

population. Because I experienced difficulties in getting access to research participants, I had 

to adapt the direction of my research by interviewing a larger variety of people than I 

originally planned to include in my research. Originally, I had planned to solely include 

cooking class providers and people with type 2 diabetes who attended the cooking classes of 

these providers in my research population. Instead, I started including other types of care 

providers, such as dieticians, and people with type 2 diabetes who had no experience with 

cooking classes at all. Although these participants did not always fit in with my initial 

research population, these participants added interesting perspectives to my research topic 

which ended up directing me towards my current research object, in which I look at what 

‘good’ culinary care is from a broader perspective. 

Another obstacle I encountered was in doing participant observation. Originally I had 

planned to use participant observation as a main research method when doing fieldwork. This 

mainly entailed that I wanted to attend cooking classes and possibly also visit homes of 

people with type 2 diabetes. However, doing participant observation turned out to be 

impossible among my participants. COVID-19 definitely played a role in this, as many 

cooking class providers had (temporarily) stopped providing their classes or had only just 

been able to start again and were too full to let a researcher attend, due to the sudden flow of 

people who wanted to attend their classes. The two cooking class providers who ended up 

participating in my research understood the added value of participant observation, but for 

both of them it would take a few more months before they would start their classes again and 

could let me attend them. Since I perceive participant observation to be a particularly relevant 

research method for acquiring an image of how values and care work out in practice, I 

analyzed the TV program Hoe word ik 100, the handbook I was offered by one of my 

participants, and websites of care providers to compensate for my lack of participant 

observation. Nevertheless, I will keep in mind that I might have missed out on important 

information by not having been able to actually visit any care institutions myself and by not 

having been able to cook at home with people who have type 2 diabetes. 
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3.2 Sociodemographic Profile of Participants 

Now that I have elaborated on my research methods, I here turn to the sociodemographic 

profile of those who ended up participating in my research. I have decided to mainly include 

age, gender, profession and ethnic background6 in this reflection. 

 As mentioned previously, a total of ten individuals have participated in my research. 

My research participants are all between the age of 21 and 81 years old. Furthermore, two out 

of nine participants were male. When it comes to the occupations of my participants, two of 

them are cooking class providers. One of these providers has a Dutch background and has 

been offering cooking classes for several years already, while the other cooking class provider 

has an Indian background and started offering her cooking classes only shortly before 

COVID-19 happened, which forced her to stop providing classes temporarily. Three other 

participants worked as dieticians. Two of these participants have a Dutch background, one 

participant has a Moroccan background but is born in the Netherlands. One other participant 

works as a practice nurse. This participant has a Dutch background. Another participant is a 

dietician by training, who is currently in her third year. This participant has a Dutch 

background. Finally, Three participants either had type 2 diabetes themselves or had a family 

member with this condition. One of these participants has type 2 diabetes and has a Dutch 

background. He participated in my research together with his wife, who has a Dutch 

background and does not have type 2 diabetes. Finally, one participant has a father who has 

type 2 diabetes. Her father has an Iraqi background, but the participant herself is born in the 

Netherlands. 

 

3.3 Data Management 

Data recording and archiving 

While doing fieldwork, I recorded data in the form of audio recordings, jot notes, a diary and 

a logbook. I archived my audio recordings by transcribing them and storing the transcribed 

text on Microsoft OneDrive, to ensure the data remained safe. My jot notes were usually 

recorded in handwritten form on paper, but I later expanded them into more elaborate 

fieldnotes on Microsoft OneDrive. I recorded my diary and logbook in handwritten form as 

well and kept them stored that way. I made sure that I only used pseudonyms in all of my 

recorded data. 

 
6 I want to emphasize that, although I have decided to add my participants’ ethnic background in this 

sociodemographic profile, I keep in mind that their background does not define their thoughts and behavior. 
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Data analysis 

For my data analysis I used the program ATLAS.ti. I analyzed my data by starting with the 

process of open coding (Boeije 2010). I then fragmented and categorized my data into themes 

and concepts to further make sense of my data. I conducted my data analysis while going back 

and forth to writing the content of my thesis. 

 

3.4 Ethical Considerations 

Reflection on risks 

I recognize that my research might cause psychological and social harm to my participants, 

especially since type 2 diabetes and the care practices concerning it can be a sensitive topic to 

discuss. Because of the disagreement regarding certain topics, stating opinions on the matter 

might pose a risk to my participants as it can lead to critique. In addition to psychological and 

social harm, I have also taken the heightened risk of physical harm to my participants due to 

COVID-19 into account while doing fieldwork. At the time my fieldwork took place, there 

was a surge in the amount of COVID-19 cases. This meant that my participants were at a 

heightened risk of getting infected through their contact with me. Finally, I have considered 

that I myself might be at risk as a researcher. So far I have not experienced anything harmful. 

Neither did I notice any discomfort among my participants when it comes to the risks that 

pertain to them. 

 

Minimizing risks 

Because of the risks described above, I have continuously emphasized to my participants that 

they can refuse to participate in the research at any moment if they feel uncomfortable. To 

guarantee the privacy of my participants, I have also emphasized to my participants that they 

are free to withhold information from me which they may deem personal. I minimized risks as 

well by making myself be known as a researcher at all times, also when trying to join 

Facebook groups. Finally, I minimized the risks posed by COVID-19 by obeying the national 

restrictions regarding COVID-19 and by discussing matters concerning COVID-19 with my 

research participants to make sure they felt comfortable and safe with my presence. 
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Exclusion 

To further limit possible harm to my research participants, I have decided to exclude children 

with diabetes from my research population, as children are more vulnerable. Since adults 

might be harmed as well, I have also checked with them whether they are comfortable enough 

to participate in my research. I did this by asking them for consent and by emphasizing to 

them that their participation is voluntary. 

 

Informed consent 

During my research, I have asked participants for informed consent be letting them read an 

information letter. I offered them these letters well before I planned my interviews with them, 

to ensure they had enough time to think about their decision. Once I conducted my interviews 

with them, I would repeat some of the information of this letter, I would ask them whether 

they had any questions, and I would ask whether they were still comfortable with participating 

in my research. Instead of letting them sign a consent sheet, I recorded their consent on audio 

before interviewing them. Since informed consent is not a static given, I continued to check 

with my participants whether they consented throughout the research. I will also share my 

final research product with them before publishing it. 

 

Anonymity and confidentiality 

For my research I have used pseudonyms to ensure my participants remain anonymous. I have 

decided on these pseudonyms in consultation with them. To ensure confidentiality, I have also 

made sure to leave out any other information which might reveal the identity of my 

participants when writing my thesis. In my research proposal I already acknowledged that 

ideas about anonymity are not universal and that it can also silence participants (Van der 

Geest 2003). While doing fieldwork, I experienced myself that one of my participants did not 

want to be anonymized. I have therefore decided to not anonymize this participant. 

 

Data management 

As mentioned previously, I have recorded data in the form of audio recordings, jot notes, 

extended fieldnotes, a diary and a logbook. Most of this data has been stored digitally on 

Microsoft OneDrive, to ensure it remains safe. In addition, I made sure to never record the 

real names of my participants to further protect their anonymity.  
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Chapter 4: ‘Good’ Food 

________________________________________________________ 

Food is central to culinary care, but food is also a crucial social activity. These roles of food 

both matter enormously for our understandings of food, including our understandings of what 

‘good’ food is, which in turn affects what foods we consider to be ‘suitable’ for managing and 

reversing type 2 diabetes and for how we act around such foods when we use it as part of 

caring. Chapter 2 already conveyed that our ideas of what ‘good’ food is are relational, which 

also complicates the question of what ‘good’ food is in the context of culinary care for type 2 

diabetes. In this chapter, I consider how my specific research population (i.e. care providers 

and recipients involved in culinary care for type 2 diabetes) comes to value certain foods as 

‘good’ and I analyze the dissonances that are present among my research population when 

food is used in care. The most straightforward answer to what the aim of culinary care is, is to 

make bodies ‘healthy’ again. The first section therefore elaborates on what my research 

population considers to be ‘healthy’ food. Valuing food as ‘good’ is not simply a matter of 

deciding what foods are most ‘healthy,’ however, as other values (e.g. its social significance, 

cost, and taste) are of great importance as well. Hence, the second section attends to how 

other modes of valuing food contribute to it being considered ‘good,’ and how such values 

may be in tension with the aim of food to be ‘healthy’ for the body. This chapter ends with a 

conclusion in which my findings are summarized and in which I present my argument based 

on these findings. 

 

4.1. The Nutritional ‘Goods’ of Food 

“I also notice there are people who still eat very traditionally and that is fine if you don't have diabetes, isn't it? 

That is also how I was raised. Just to have breakfast with a sandwich with chocolate sprinkles, or two 

sandwiches, then a Sultana to bring with you to school, at noon three sandwiches with cheese and then another 

cookie when you come home from school with Roosvicee [i.e. a Dutch fruit drink brand], just to name a few. Or 

tea with another biscuit or chocolate. Then potatoes, vegetables, meat, and then the ratio of potatoes may be a bit 

much compared to the vegetables. Well, and then the plate also must be eaten empty. And if you are young and 

have a lot of exercise that is fine, but as soon as you get older and retire and everything slows down and your 

pancreas starts to produce less and less insulin because your organs also age, then suddenly that is no longer 

good food anymore.”7 

 

 
7 Hilda, semi-structured interview 26 February 2022, my translation. 
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The fragment above derives from one of my conversations with Hilda, who is a woman 

working as a practice nurse. She here reflects on how the answer to what ‘healthy’ food is, is 

time and context dependent. According to Hilda, sugar and fat – which are generally 

considered to be ‘unhealthy’ in the Netherlands – were once perceived to be ‘healthy’ 

nutrients: after the Second World War, there was a lot of poverty and little food was available 

in the Netherlands. When sugar and butter became available again at some point, consuming 

these products was seen as a way to regain strength. As a result, habits such as eating cookies 

and sugar with your coffee became a habit. Although this was a healthy habit at the time, it is 

not particularly healthy anymore for most people. Hilda’s narration illustrates how the answer 

to what ‘healthy’ food is may shift. Her story is just one example of the complexity that 

comes with answering the question of what ‘healthy’ food is, as will become clear from what 

follows in this section. 

“We still don’t know what healthy food actually is,”8 so reads the headline from an 

article by De Correspondent, a Dutch journalistic platform (De Correspondent n.d.; Smouter 

2016). The article covers an interview with Jaap Seidell, professor of nutrition and health at 

the Vrije Universiteit Amsterdam (VU), in which some of the current debates around healthy 

nutrition in the Netherlands are discussed (Smouter 2016; Vrije Universiteit Amsterdam n.d.). 

Because of the surge in ‘lifestyle’ conditions such as obesity and type 2 diabetes, the question 

of what ‘healthy’ food is seems to be a hot topic in the Dutch media. This particular headline 

provides a good framing for what becomes clear from many of the articles currently published 

on the topic. For example, the Dutch newspaper Algemeen Dagblad (AD) speaks of a “food 

jungle,” which they describe as “a maze in which bloggers, diet gurus and scientists tumble 

over each other with conflicting advice and opinions resulting in even more doubt among 

consumers” (Van Rhee 2016). A very recent example comes from the Nederlandse Omroep 

Stichting (NOS), where the implementation of a logo (called Nutri-Score) for helping people 

make ‘healthier’ food choices in the supermarket is being critiqued: “a relatively healthy 

frozen pizza can get the green A-score [meaning “very healthy”]. […] I wouldn't recommend 

eating pizza like that every day” (Van Benthem 2022). These examples indicate that, because 

of the complexity of this matter, it is difficult to establish guidelines which demarcate which 

foods are ‘healthy’ and which foods are not. 

 Despite the differing ideas on what ‘healthy’ food is, one particular guideline for 

making ‘healthy’ food choices has been widely adopted for several decades already, namely 

 
8 Smouter, 2016, my translation. 
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the Schijf van Vijf (Wheel of Five). The Schijf van Vijf is a visual presentation of what a 

‘healthy’ diet should look like. Specifically, it encourages the consumption of the following 

foods in different quantities: fruit, vegetables, spreading and cooking fats, dairy, nuts, fish, 

legumes, meat, eggs, bread, wheat products, potatoes, and a variety of drinks 

(Voedingscentrum n.d.). The Schijf van Vijf was first implemented in 1953 and has regularly 

been critiqued. Still, it continues to be used as a nutrition guideline both among ‘ordinary’ 

consumers (I myself for example grew up learning to abide by the Schijf van Vijf) and care 

professionals (NOS Nieuws 2021). 

 Although the Schijf van Vijf is used as a guideline in care for type 2 diabetes, my 

research participants taught me that there remains disagreement among care providers on 

whether the Schijf van Vijf is actually the right indicator of what ‘healthy’ food is, especially 

for people with type 2 diabetes. On an early Monday morning I had one of my several 

conversations with Joris on the phone. Joris is specialized in treating chronic conditions such 

as type 2 diabetes through lifestyle interventions. He provides cooking classes to people with 

chronic conditions (including type 2 diabetes) as a way of providing people with both 

knowledge and skills on how to make better food choices and prepare food in a ‘healthier’ 

manner. Unlike the other care providers I have spoken to during fieldwork, Joris aims at 

teaching people to solely consume plant-based foods. This means that he encourages those 

who participate in his classes to limit their intake of meat, fish, eggs, and dairy as much as 

possible. His ideas of what ‘healthy’ food is are thus not in line with the Schijf van Vijf. He 

explains to me that many food and lifestyle professionals are prejudiced towards plant-based 

diets: 

 

“It is always assumed that if you eat like an omnivore, you will not get deficiencies. Well, the opposite is true. 

And look, as long as that kind of prejudice, which is not scientific at all, is also proclaimed in official institutions 

[i.e. the Voedingscentrum], then I don't have a lot of confidence that that will also change. And it (what a healthy 

diet is) is very dependent on the individual, unfortunately.”9 

 

Although I can only speak and listen to Joris on the phone, without seeing his face, I notice 

his frustration regarding the matter. He continues explaining his argument to me for a while, 

after which he tells me what he believes the main issue is with the Schijf van Vijf:  

 

“The nutritional guidelines of the Voedingscentrum [i.e. the Schijf van Vijf] have not been developed for people 

with a chronic condition. It is always for the average [person] who is healthy, and it is preventive. Well, you just 

 
9 Joris, semi-structured interview 25 April 2022, my translation. 
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cannot apply that [to people with type 2 diabetes]. And I think that is the weakest thing about many of those 

GLI’s (combined lifestyle interventions), though, that they also use those guidelines there.”10 

 

According to Joris, one reason for promoting a plant-based diet is that the consumption of 

animal products might encourage inflammation in the body, which is particularly undesirable 

for people with chronic conditions such as type 2 diabetes. He bases his knowledge on 

research conducted in the United States. In his opinion, Dutch food experts do not listen to 

such research, but instead prefer to conduct their own research and stick to the Dutch belief 

that consuming meat and dairy products is necessary.11 

 Joris is not the only care provider I have spoken to who expresses doubts regarding the 

Schijf van Vijf: “You are taught to stick to the Schijf van Vijf, whereby you ultimately ensure 

that the client [i.e. care receiver] still eats a complete diet, but in reality or in practice that is 

often not possible at all. The Schijf van Vijf is still quite a lot,”12 Samira tells me. Samira is a 

28 year old dietician who particularly focuses on encouraging the implementation of 

culturally sensitive care for people with a minority background in the Netherlands. Both 

Samira and my participant Leah, a dietician in training who is currently in her third year of 

education, recounted that students are taught about the Schijf van Vijf with little mention of 

the disagreements regarding its guidelines. Only when you have completed your education 

can you decide for yourself which guidelines you want to abide by.13 “[Regarding the Schijf 

van Vijf] I think I'm somewhere in the middle,” Samira says. “I think the Schijf van Vijf is 

outdated, but for example the amount of vegetables and the handful of nuts and fatty fish and 

things like that, I just stick to that. But if we look at the quantities of potatoes, grain and 

bread, dairy… I don't support that. That is just too much. But I also have a colleague who 

completely abides by the Schijf van Vijf, so she also recommends her clients to drink a glass 

of milk twice a day.” 

 The stories highlighted above are all an illustration of how the answer to what 

‘healthy’ food is, is relational. Demarcated guidelines on what foods to consume fall short by 

reducing foods to nutrients and precise quantities, as it decontextualizes food from the lived 

reality in which it may come to means something else (e.g. cookies may be ‘healthy’ for 

regaining strength, but ‘unhealthy’ for managing type 2 diabetes). Instead of blindly applying 

 
10 Joris, semi-structured interview 25 April 2022, my translation. 
11 In the Netherlands, the consumption of animal products is indeed heavily encouraged. For background 

information on how for example drinking milk has been promoted since almost a century ago, see “Melk, de 

Witte Leugen” by Jop de Vrieze (2015). 
12 Samira, semi-structured interview 21 April 2022, my translation. 
13 Leah, semi-structured interview 24 April 2022; Samira, semi-structured interview 21 April 2022. 
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nutrition guidelines to care receivers, care providers have to adjust these guidelines to an 

individual’s circumstances. 

 

4.2. Dissonating Values: Negotiating the Multiple ‘Goods’ of Food 

So far, this chapter has solely discussed what some of my research participants, specifically 

care providers, consider to be ‘good’ food in terms of health. However, food is much more 

than a means of maintaining or improving the health of our bodies. My participants talked 

about a wide variety of other values of food which to them matter in culinary care. For 

example, for care receivers food also has to be cheap and tasty, but food cannot always be 

healthy and cheap and tasty at the same time. Moreover, what may be considered tasty or 

cheap enough for one, may not be for another. The care providers I spoke to recounted how, 

because of this, they continuously have to make new decisions on what ‘good’ food is for the 

ones they provide care for.  

Another example concerns the relationship between food, memory, and identity. 

During the phone call with Joris I described earlier, he explained to me at one point that it is 

necessary for care providers to take the personal background of the individual with type 2 

diabetes into account when ‘prescribing’ certain foods to them. Joris told me that for example 

older individuals with a migration background may wish to hold on to the food they grew up 

with in their country of origin: “You simply cannot show up with guidelines as say – for 

example in my generation that was still to drink milk, [to eat] a sandwich with cheese, and 

that sort of things. You cannot show up like that to people with such a background.”14 When I 

talked to Samira about this topic, she too confirmed the importance of attending to the 

memories and sense of identity one may attach to food: “Yesterday I was visited by a woman 

from India and she has diabetes. Her sugar remains too high but she uses white rice, while she 

knows brown rice is better. But if you have been used to eating a certain food all your life and 

then suddenly you have to adjust it, […] then you feel like you are losing a piece of 

yourself.”15 What Samira describes here has been theorized by a variety of scholars (e.g. 

Ashley et al. 2004; Parasecoli 2014; Sutton 2001). For the purpose of this thesis, however, it 

is mainly interesting to note how – for this Indian woman – the value that comes with the 

sense of identity attached to the white rice wins from its ‘unhealthiness.’ 

Another major topic of conversation that I had with my participants pertains to the 

social significance of food, or more specifically to the relationship between food and 

 
14 Joris, semi-structured interview 25 April 2022, my translation. 
15 Samira, semi-structured interview 21 April 2022, my translation. 
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“gezelligheid16” (may be translated as ‘conviviality’ or ‘coziness’). According to my research 

participants, the association of food with gezelligheid is a frequent obstacle for people with 

type 2 diabetes who want to eat ‘healthy.’ One of my participants, a dietician called Sophie, 

expresses to me how sugary foods are especially associated with gezelligheid: “They [i.e. 

some of the people with type 2 diabetes17] are used to eating a lot of sugar for example, or to 

drinking a lot of soda. […] They undertake a lot with their family, and, yes, often opt for 

products that are less healthy. Often also homemade, but even cookies that you make yourself 

contain a lot of sugar.”18 One afternoon, when I am drinking a cup of tea with Hilda on the 

couch in her home, she tells me a story which exemplifies how the association of ‘unhealthy’ 

food with gezelligheid poses an obstacle and how pressure from one’s social environment 

adds to this as well: “Yesterday another woman visited me whom I had to tell that she has 

diabetes, but she was at a healthy weight. We had talked about it before. She said she was 

already eating less fat, and after her husband had a heart attack they had visited the dietician 

and they had already started eating healthier.” Hilda continues to narrate what this woman 

told her about how she had improved her eating habits and how everything changed once the 

woman’s husband retired: “Suddenly everything had to be tastier and gezelliger. A gezellig 

cookie with this, a gezellig cookie with that... And those are things you hear more often.”19 

This example again shows how ‘healthiness’ and ‘gezelligheid’ are values which often do not 

go hand in hand for people with type 2 diabetes. Care providers and care receivers thus have 

to negotiate between these two and need to make compromises. 

While the examples highlighted above already indicate that friction may arise due to 

the tensions between healthiness and gezelligheid, Samira goes even further by explaining 

how for some people, the pleasures of food are completely prioritized over healthiness. 

Although Samira is born in the Netherlands, she has a Moroccan background and is therefore 

very aware of how culture may influence the way we value food: 

 

“It just depends on what you think, but I always say: there are people who eat to live, so they eat to be able to 

survive, but there are also people who live to eat. And that actually includes a lot of foreign people, including 

me. For example, now it is Ramadan. Surely you notice that food is linked to everything. So you go to work – 

 
16 The Dutch word ‘gezelligheid’ is known to be very difficult to translate to English. Because the English 

translations of the word do not precisely reflect its meaning in the contexts in which my research participants use 

this word, I will continue to use the Dutch word instead of translating it to English. 
17 In this particular fragment Sophie actually refers to people with a minority background, as she beliefs these 

people are more likely to relate food to gezelligheid. I do not elaborate on this here however, as I will already 

discuss this further in Chapter 5. 
18 Sophie, semi-structured interview 2 March 2022, my translation. 
19 Hilda, semi-structured interview 19 March 2022, my translation. 
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you actually expect that you're going to have breakfast, that you're going to have lunch, but that all falls away. 

So in one way or another life is just immediately less fun, while it actually makes no sense at all. But I think that 

– of course there are also a lot of Dutch people, I mean that is of course true – , but I think we just get a lot of 

pleasure out of food and if you take that away from someone it can really feel like punishment and like a diet20 

does.”21 

 

The notion of living to eat as opposed to eating to live sharply contrasts with the aims of care 

providers, where – as illustrated in the first section of this chapter – health and nutritional 

qualities of food are held to be a priority. 

 

4.3 Conclusion 

Both care providers and care receivers have to juggle, negotiate, and compromise their way 

through an extensive web of often conflicting ‘goods’ ascribed to food, which means that the 

answer to what ‘good’ culinary care is, is not a static given. The goal of care providers is to 

make ‘sick’ bodies healthy again, meaning that ‘good’ food equals ‘healthy’ food. While care 

providers have been equipped with certain knowledge on what ‘healthy’ food is (i.e. the Schijf 

van Vijf), in practice knowing ‘healthy’ from ‘unhealthy’ is not that simple. Negotiating this 

tension is complicated even further by other ways of valuing food as ‘good.’ The second 

section of this chapter amplified how, in practice, ‘healthiness’ may be subverted by values 

such as ‘cheapness,’ ‘tastiness,’ ‘sense of identity,’ and ‘gezelligheid.’ As a result, care 

providers have to adapt their care to the concerns of care receivers, and care receivers 

continuously have to decide between what is ‘good’ for their bodies and what is ‘good’ in 

terms of, for example, their financial situation or social relationships. These findings are very 

much in line with the theories discussed in Chapter 2: there is indeed a multiplicity and 

situatedness to what is ‘good’ and there is indeed a need for looking beyond the individual 

body when providing care, as a result of for example the different beliefs, knowledges, 

cultural and socioeconomic backgrounds, and social relationships in which individuals find 

themselves. 

  

 
20 Samira continues to explain that she critiques the use of the term ‘diet’ for its connotation with restriction, and 

that she instead prefers striving towards “a healthy lifestyle where you can still eat something delicious.” I will 

not elaborate on this matter in my thesis, but I recommend reading Annemarie Mol’s “Mind Your Plate” (2012) 

for more information on this topic. 
21 Samira, semi-structured interview 21 April 2022, my translation. 
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Chapter 5: ‘Good’ Cooking 

________________________________________________________ 

Culinary care pertains not only to encouraging the consumption of certain foods, but also to 

encouraging certain preparations of food. This chapter zooms in on this matter by exploring 

my participants’ valuing practices around cooking. The first section of this chapter considers 

what makes cooking itself to be considered ‘good.’ Here I specifically attend to what ‘good’ 

cooking means for my participants and how the dissonances in what is considered to be 

‘good’ need to be tinkered with in culinary care. Subsequently, the second section analyzes 

cooking as a means for making food ‘good.’ This section attends to what is being done with 

food (i.e. what cooking techniques, seasonings, and amounts are used) to make food ‘good’ 

and how varying concerns regarding this need to be negotiated. This way of analyzing 

cooking is in line with Heuts and Mol (2013), who call for attending to valuing as a matter of 

not just knowing what is ‘good’ but also as a practice of making things ‘good.’ Finally, I 

conclude this chapter with a brief summary of the findings discussed in both sections. 

 

5.1. ‘Good’ Cooking: Negotiating Time, Effort, and Pleasure 

A seemingly middle-aged woman with short, blonde hair is reaching towards the microwave with potholders in 

her hands. While using the potholders, she takes something out of the microwave and quickly puts it on the 

kitchen counter. Steam is coming off the black, plastic tub that is now laying in front of her. The woman has 

removed the translucent lid from the tub and is holding a large serving spoon in her left hand and a fork in her 

right hand, with which she digs into the tub to scoop spaghetti with red sauce out of the tub and onto a plate. “I 

try to make healthy meals [by using recipes] out of books, but I am not really a star in cooking,” the woman says. 

We are now looking at her round face and blue eyes. “And once I have tried that two or three times I notice it 

doesn’t work; it doesn’t taste good. And then I think: you see? Cooking won’t be the solution either.” The pearls 

hanging in the woman’s ears shake back and forth as she nods her head. “And then a microwave meal is just 

easy. And then I think well this is also nutritious, right? It contains vegetables and a piece of meat but… Yes it 

contains a lot of salt and… Yes I am aware of that.”22 

 

The passage above describes another scene from the TV program Hoe Word Ik 100 (NPO 

Start 2016), which illustrates well what occurs to be a problem for many people with type 2 

diabetes in the Netherlands. This woman, who is called Marjan, wants to cook healthy food, 

but struggles in doing so. She does not really enjoy cooking, it takes her a lot of effort to cook 

meals from scratch and she does not find her self-made meals as tasty as the ready-made 

 
22 NPO Start, 9 November 2016. My translation. 
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meals she can buy straight from the store. Some of my research participants – especially care 

providers – have mentioned that many people in the Netherlands see cooking as a task to get 

over with as fast as possible. For people with type 2 diabetes this is regularly the case as well, 

and some of these people therefore tend to opt for buying ready-made meals from the 

supermarket. According to my participants, the consumption of ready-made meals contributes 

to the development of type 2 diabetes, as these meals are often very ‘unhealthy.’ For example, 

they contain a lot of salt and sugar and little vegetables. According to the care providers I 

have spoken to, ‘good’ cooking to them means making meals completely from scratch, as this 

results in ‘healthier’ meals. However, I will illustrate in this section that cooking meals from 

scratch poses a challenge for many people with type 2 diabetes, since it does not always line 

up with their additional concerns for what makes ‘good’ cooking. 

 During my conversation with Anna, who works as a dietician, she explains to me 

elaborately that, in the Netherlands, cooking is often undervalued and seen as an annoying 

task. According to Anna, this perception is often learned early on in life:  

 

“Well I do believe that that really is a recent development. It has been made so easy for us. Yes, we are no longer 

necessarily taught how to prepare a soup. You can just buy it, right? Or [we are no longer taught] how a 

delicious oven dish is prepared or how you even cut your vegetables in the first place, because you just buy it 

ready-made or you just don't do it or you take it from a jar or you take it from the freezer. And it should all be 

done as quickly as possible, because parents work. So it has to be done quickly, and then the children don't see 

that love is being put into preparing that food and... Well, yes. So why should they be interested in it 

themselves?”  

 

Anna continues on how the association one has with cooking matters:  

 

“Preparing food can of course also be a very pleasant moment and if you have never experienced it that way or 

you have never been taught about it, then you may develop it (i.e. a disinterest in cooking) that way later on. So I 

think that is really a recent thing because... I don't know if it is very Dutch, because in Italy it is still very much 

about the food. You take time to have fun with the family. Not here. It takes time here. Yes, that's a shame. I 

want to move on, so it has to be easy and fast and hopefully a little healthy too, so we just buy it at the 

supermarket and we put it on the table and that’s it. Eat it and move on.”23 

 

Anna’s narrative highlights that not only ‘health,’ but also ‘time’ and ‘effort’ are major 

concerns for care receivers in making for ‘good’ cooking. Another research participant, a 

cooking class provider in her sixties called Srinita, is originally from India. She tells me that, 

 
23 Anna, semi-structured interview 15 March 2022, my translation. 
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like in Italy, cooking in India has a much more central role in life than in the Netherlands. It is 

also something people spend a lot more time on. Srinita’s cooking classes are aimed both at 

“foodies,”24  who want to learn new cooking skills out of curiosity, and people who want to 

learn new cooking skills out of necessity, such as for managing their type 2 diabetes. In her 

cooking classes, Srinita transfers knowledge which she has gained from a variety of sources, 

including the ayurvedic lifestyle in which she was raised. Her deceased husband suffered 

from type 2 diabetes, which has also motivated her to learn about ‘proper’ cooking techniques 

for managing type 2 diabetes. With her cooking classes, Srinita wants to spread the 

knowledge she has gathered during her life in India. For example, she teaches her cooking 

class participants to cook completely from scratch, like she was used to when living in India. 

Srinita tells me how she teaches people to make their own spice mixes instead of buying them 

straight from the store. According to Srinita, home-made spice mixes are not only ‘healthier’ 

(ready-made spice mixes for example may contain a lot of added salt), but the quality of 

flavors is better as well. However, she has noticed that it is hard for her cooking class 

participants to adopt the cooking habits she would ideally like to pass on to them, due to the 

amount of time and effort that is needed to fully execute these cooking practices. She also 

explains that her cooking methods are hard to fully implement by “white people,”25 as they 

have not grown up with this way of behaving around and thinking about cooking. Like with 

Anna, Srinita’s experience shows that ‘time’ and ‘effort’ are significant concerns for care 

receivers when it comes to valuing cooking as ‘good.’ However, these concerns can be in 

tension with care providers’ concern for ‘healthy’ cooking, since cooking meals from scratch 

generally requires more time and effort. Putting more time and effort into cooking is 

something which care receivers may not always be willing or able to do. 

Since time and effort are regularly perceived to be obstacles for people with type 2 

diabetes, Joris makes sure that his cooking classes attend to this. For example, his cooking 

classes take no longer than an hour, as he is aware that people are not able to concentrate 

much longer than that. One hour of cooking is already enough to teach people all the basics 

they need to know, he says. “And what you have to do,” he explains, “you have to make 

dishes that include minimal ingredients […], because people just have busy lives. Well, that's 

what's important.”26 Once the cooking class is over, the meals that have been prepared are 

also consumed together with the group. Joris emphasizes that this is important, as this makes 

 
24 Srinita, semi-structured interview 7 April 2022, my translation. 
25 Srinita, semi-structured interview 7 April 2022, my translation. 
26 Joris, semi-structured interview 24 March 2022, my translation. 
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taking cooking classes more fun. With this, he aims to teach those who do not perceive 

cooking to be a pleasurable activity that cooking can be fun. Here, ‘fun,’ or ‘pleasure,’ 

appears to be another concern for ‘good’ cooking which Joris needs to attend to. 

 This section has brought to light that not only health, but also time, effort, and pleasure 

are significant concerns for deciding whether cooking can be considered ‘good.’ Care 

providers need to take these concerns into account when teaching or advising people with 

type 2 diabetes to cook ‘healthily.’ This means they need to look beyond ‘health’ and instead 

have to adapt their guidelines to the lived realities of people with type 2 diabetes by making 

compromises. As is in line with Heuts and Mol, caring is thus a matter of tinkering, a way in 

which one strives after achieving the ‘good’ (Heuts and Mol 2013; Mol 2015). 

 

5.2. Cooking: a Practice of Making Food ‘Good’ 

According to Gyorgy Scrinis (2008), solely focusing on the nutrient composition of food for 

deciding what ‘good’ food is, is a too reductive approach to understanding health. He argues 

that not only the nutrient composition of food, but also what is being done with food in 

practice matters enormously for whether food can be considered ‘good.’ In this section, I 

address this matter by elaborating on how my participants use cooking as a means for making 

food ‘healthy’ for people with type 2 diabetes. I have decided to specifically highlight what 

techniques, flavors, and amounts are centered in the cooking practices that are recommended 

and implemented in culinary care. I argue that striving for ‘healthy’ food through cooking is 

something that needs to be tinkered with, because different individuals and circumstances 

require different techniques, flavors, and amounts for making food ‘healthy.’ 

 Let us first consider cooking techniques. Although certain foods may be labeled 

‘healthy’ because of their nutrient composition, our habits and techniques for cooking these 

foods can result in significant changes regarding this, making these foods suddenly not as 

‘healthy’ anymore (Fabbri and Crosby 2015; Marín et al. 2008). Therefore, much of culinary 

care for type 2 diabetes in the Netherlands is centered around teaching people to use cooking 

techniques that make for ‘healthy’ food, in which meals contain the optimal amounts and 

types of nutrients for managing and reversing type 2 diabetes after they have been prepared 

for consumption. For example, my participants taught me that people with type 2 diabetes 

need to learn to not deep-fry their food and to limit the amount of oil in their pan when 

cooking. They are also taught certain techniques for retaining as many vitamins in their food 

as possible when it is being cooked. One participant who particularly talked about this to me 

is Srinita. When I speak with Srinita through video calling, she talks quite extensively about 
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the skills she teaches her cooking class participants for making ‘healthy’ food: “I try to steam 

as many vegetables and such, so that the nutritional value of the vegetables remains. Because 

often when you see people cook, sometimes the amount of heat is so high that the vitamin C 

and those kinds of things will be gone. […] So I aim to bring that across during the cooking 

class as well; how to keep the nutritional value of your ingredients in the dishes and not boil it 

through.”27 However, Srinita tells me that the time and effort required for learning such skills 

can be obstacles for people, as they may not be used to using such techniques at all. It is thus 

very important for people to already have an interest and curiosity in learning such skills, 

which – as explained in the previous section – is something not everyone has. 

 Along with teaching and learning about techniques that make for ‘healthy’ food, 

seasoning is another central aspect of culinary care for type 2 diabetes. For some people with 

type 2 diabetes, seasoning is a matter of reducing the amount of certain seasonings in their 

meals. For others, it is a matter of adding seasonings. Teun for example is a retired man who 

has had type 2 diabetes for at least fourteen years. During these past fourteen years, he and his 

wife Mia – who is the cook in their household – have learned how to season meals differently. 

Teun explains: “I do not put salt in the potatoes and in the vegetables. And if I want to make it 

tasty, I do that with spices.”28 Fatima, a student whose father, Ali, has type 2 diabetes, 

explains to me that at her parents’ house, they have started adding less sugar to their meals. 

According to Fatima, Ali does not seem to have that much of a sweet tooth: “If I offer him 

something, like: ‘hey dad, give this a taste!’ […] and then it is for example a brownie that 

barely has any sugar in it, he says: ‘oh how sweet!’”29 According to Fatima, Ali seems to have 

adapted quite well to consuming less sugar. However, many people with type 2 diabetes 

struggle with seasoning their food in a ‘healthy’ manner, as it is hard for them to still enjoy 

the taste of their meals by doing this (Algemeen Dagblad 2018). Joris confirms that this is 

indeed an issue for many people. With his cooking classes, he therefore searches for ways of 

seasoning food in a manner that make meals both ‘healthy’ and ‘tasty.’ He has for example 

taught his cooking class participants to make nasi (fried rice; a dish that is very popular 

among the Dutch, as Joris notes himself) in a way that is suitable for type 2 diabetes, which in 

his case entailed making it both low carb – by using cauliflower rice instead of ‘actual’ rice – 

and vegetarian. Joris notes that the way in which a dish like this is seasoned is of great 

importance for whether it will still be considered enjoyable for his cooking class participants. 

 
27 Srinita, semi-structured interview 7 April 2022, my translation. 
28 Teun, semi-structured interview 5 April, my translation. 
29 Fatima, semi-structured interview 28 March 2022, my translation. 
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However, what it means to make a dish ‘enjoyable,’ or ‘tasty,’ through seasoning varies 

depending on the individual’s taste preferences and on the type of dish that is made. Care 

providers and care receivers thus have to be able to think creatively about what flavors to use. 

 Amounts and ratios are other aspects of cooking which my participants talked about 

regularly when talking about cooking as a means for making food ‘healthy.’ Anna explains 

well that often, people with type 2 diabetes need to learn how to get their ratios ‘right’ when 

cooking: 

 

“Well, I think just like the knowledge about healthy food, people know that. They know: vegetables are healthy. 

[…] But I think it is mainly those proportions that really need to be brought to the attention. That is very 

important. And a lot of people don't know that because they think: I already eat healthy, right? But then, if you 

eat two small potatoes one evening and the next day you eat a whole plate full of fries, or a whole plate full of 

nasi, then you cannot compare those two types of amounts of carbohydrates. These are not equal, so you will 

have much higher glucose levels after one meal than after another.”30 

 

Anna therefore teaches people with type 2 diabetes to cook different amounts of certain foods. 

However, during my conversation with Samira, I learn that offering advice on what ratios and 

amounts to use for cooking meals does not always work for every individual. She exemplifies 

that precise measuring is a very ‘Dutch’ thing to do, and that people with a different cultural 

background may have different ways of deciding what quantities to cook: 

 

“I notice that often too much [food] is made. So any visitors are always taken into account. So even if there are 

no visitors too much is made, which sometimes makes it a bit more difficult to... Because for example if you 

look at their religion, in Islam it is not good if you throw away food, so they prefer to eat the food themselves or 

maybe it will be eaten for breakfast the morning after. Furthermore, not much is done with quantities. So, for 

example if you have a recipe and it says, I don’t know, 50 grams of rice or something, they do everything on 

intuition. So it can sometimes be a bit more difficult to find out what amount someone is actually consuming.”31 

 

This particular passage perfectly illustrates the dissonances that may be present between care 

providers and care recipients. First of all, it shows that cooking food is not just a matter of 

caring for the individual body, but also a matter of sociability and hospitality in which other 

bodies are cared for as well. This is in line with Yates-Doerr and Carney’s (2016) main 

argument. Second of all, Samira’s narrative shows that, while care providers aim to surveil the 

bodies of care receivers by using exact measurements, in practice this does not work for 

 
30 Anna, semi-structured interview 15 March 2022, my translation. 
31 Samira, semi-structured interview 21 April 2022, my translation. 
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everyone. Here then the concern for hospitality interferes with the aim to surveil the body by 

tracking the exact amount of food consumed. 

 

5.3. Conclusion 

Varying assemblies and methods of cutting, frying, stirring, tasting, seasoning, and serving 

food all make up cooking; a form of care in which during every step, multiple values may 

need to be tinkered with in order to practice ‘good’ cooking and to come to a ‘good’ meal. In 

this chapter I have analyzed what my participants believe ‘good’ cooking to be and how they 

use cooking to make food ‘good’ for managing type 2 diabetes. With this, I have made visible 

that the values concerning health, taste, effort, time, and pleasure need to be negotiated when 

culinary care is provided in practice. ‘Good’ culinary care is therefore once again a matter of 

tinkering and allowing for flexibility, in which cooking methods can be adjusted to individual 

and contextual preferences.  
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Chapter 6: ‘Good’ Body 

________________________________________________________ 

Ultimately, the goal of culinary care for managing and reversing type 2 diabetes is to 

contribute to ‘healthier’ bodies. Therefore, the body figures as a central object through and 

around which different ‘goods’ are being discussed, contemplated, and contested. While the 

previous chapters discussed notions around food and cooking practices with little mention of 

how bodies figure in these comprehensions, in this chapter the body appears at the center of 

attention. In the first section of this chapter, I specifically elaborate on different ways in which 

the body is used as a means for justifying or arguing against the ‘goodness’ of certain culinary 

care practices by measuring and observing the body. Subsequently, in the second section I 

question the idea that there exists a straightforward answer to what a ‘good’ body is in itself, 

by highlighting stories from the field which exemplify how ideas regarding this may vary. By 

placing the body at the center of attention, I firstly aim to show how – by using bodies as a 

yardstick for determining the ‘goodness’ of care – bodies become isolated from the complex 

environment in which they are situated. Second, I aim to convey that what we perceive to be a 

‘good’ body is culturally situated and that, in practice, bodies may come to mean different 

things in different contexts.  

 

6.1. Observations in the Body: a Mode of Valuing 

As I already mentioned above, the body appears central in the valuing of culinary care 

practices for reversing and managing type 2 diabetes. This makes sense, as the body is where 

type 2 diabetes is located and where its symptoms become most visible. It can be said that, in 

a way, the body figures as an arena where many of the dissonances among people concerning 

which culinary care practices they consider ‘good’ are fought over, by using observations 

made in the body (e.g. feeling pain, measuring weight and taking blood tests) to argue against 

or in favor of certain care practices. In what follows, I present some findings from the field 

which illustrate how bodies are used in valuing culinary care practices. In doing so, I show 

how numbers and figures derived from measuring bodies take the upper hand in determining 

what ‘good’ culinary care for type 2 diabetes is, while at the same time solely abiding by 

these numbers and figures may result in a too reductive view in which the body becomes 

isolated from the complex environment in which it is situated. 

 Let us first consider what the goal of culinary care for type 2 diabetes is from the 

perspective of care providers. As might already have become clear by now, not all care 
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providers share the same goals in providing culinary care as these goals are dependent on the 

exact type of treatment they provide and the beliefs and knowledge they adhere to. However, 

among almost all of the care providers I have spoken to, their ultimate goal seemed to be to 

reach certain numbers (e.g. a certain amount of bodyweight, certain blood sugar levels) in the 

bodies of the ones they provide care for. To them these numbers confirm that when a body is 

‘good,’ meaning that the body has reached certain numbers, the care provided to get the body 

to this point can also be considered ‘good.’ Hilda explains to me that in her work as a practice 

nurse, numbers are the yardstick for determining the success of the treatment and for checking 

whether care receivers succeed in implementing the treatment in their daily lives. The 

importance of numbers becomes clear to me when I ask Hilda what her work exactly entails, 

as this is what she tells me: “I try to get a picture of any organ damage and I try to limit the 

risk factors, which is often purely physical. That is to keep blood pressure low, sugar levels 

low, and cholesterol low. I explain to people [with type 2 diabetes] what their own part in this 

(i.e. limiting risk factors) can be before they reach for the pills, [or] reach for the 

medicines.”32 Hilda says that dieticians may look at a wider array of factors when treating 

people with type 2 diabetes, but still she only receives the blood results and weight outcomes 

from the dieticians she has referred people to. Hilda’s narrative indicates that, in the end, 

numbers are the main reference for rating the success, or ‘goodness,’ of care practices. 

 While Joris provides cooking classes to help people manage and reverse their type 2 

diabetes, he too keeps track of the progress and success of his plant-based treatment by 

measuring the bodies of his cooking class participants. He does this by taking blood tests, for 

example. During one conversation I have with him, Joris tells me how he uses the outcomes 

of his tests as ‘proof’ that his treatment is working whenever people believe the treatment has 

no ‘good’ effect on them: “Because we do measurements, […] you can also immediately see 

whether people are lying to you. Because we have also had cases where people get a much 

better body composition, but they do not yet lose weight. But then we [already] see an 

enormous improvement in their body composition and we can often see that because they 

immediately need less medication. Look, we thus also use it as a means of control.” Joris 

continues to explain to me that people with type 2 diabetes who critique his treatment for not 

working well often have underlying problems and that they may therefore not be ready for his 

treatment. He tells me the type of messages he gets from these people:  

 

 
32 Hilda, semi-structured interview 26 February 2022, my translation. 
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“But it is true that you then get these kinds of emails or phone calls: ‘I eat completely according to your 

guidelines. I'm getting all kinds of [nutrition] shortages,’ things like that. I [then] say: ‘What are those shortages 

made up of?’ And then you get a very bland story. You also have to learn to deal with that because that is not 

possible at all, because shortages have never been identified. Only, and that is always the difficult thing, if you 

work with really difficult people then everything is conjured up from the top hat not to hold themselves 

responsible [for the treatment not working] and then they say for example: ‘the method doesn’t work.’ […] And 

then we say: ‘well let's measure.’ So then you can immediately counter that.” 

 

The fragment above not only exemplifies how measurements in the body are seen as proof of 

‘good’ care, it also shows how other observations are devalued through this practice of 

valuing. Numbers are seen as the ultimate ‘truth,’ which is interesting considering how the 

literature I cited earlier argues for this perception being a pitfall in clinical healthcare. I am 

not saying that this means focusing on numbers and figures is wrong. However, it indicates 

that in culinary care for people with type 2 diabetes in the Netherlands, there is one particular 

mode of knowing and valuing that has the upper hand and which may at times suppress lay 

persons’ modes of valuing. 

 

6.2. What is a ‘Good’ Body? 

For many people, type 2 diabetes comes with having obesity. One of the aims of lifestyle 

interventions, including culinary care, is therefore to reduce the size of the body as to have a 

‘healthy’ weight. In the current day ‘Western’ world, having a slim body is generally seen as 

a sign of good health. However, just like ideas about what ‘good’ food and ‘good’ cooking is 

are relational, so too are ideas of what a ‘good,’ or ‘healthy’ body is. Although this may not 

be very common, two of my research participants told me about situations in which the care 

receiver’s perception of what a ‘good’ body should look like did not match their own, more 

‘Western’ perception of this. In this section, I highlight these stories in order to show how this 

dissonance, too, may result in tensions.  

While having a slim body is thus generally regarded as a sign of good health in Dutch 

healthcare, Samira is one research participant who has been confronted with care receivers 

who believe the opposite to be true: “You also still have the beauty ideals that you have to 

deal with. Because in certain countries it is actually good to be heavier and if you are a bit 

heavier, that means you have money and that you are wealthy. While in Europe, that is 

actually less the case. Then you would rather be a bit slimmer, because then you are 
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healthy.”33 During our conversation, Samira emphasizes to me that she is aware of the fact 

that every individual is different and that making assumptions about these individuals based 

on the cultural groups they belong to is problematic. However, she does exemplify how 

culture might influence the way an individual values bodies, and that gender might matter in 

this regard as well : “I have to say when I look at the Moroccan culture, it is very difficult for 

women in particular to lose weight, because if you take the bicycle instead of the car, they 

will say: ‘she has no money to pay for the car.’ Or if you lose weight, they say: ‘she is 

stressed,’ or: ‘she is sick,’ or: ‘she is in a divorce.’” I ask her why this is not the case with 

men. She says: “I think women in our culture talk a little more about each other. I think men 

are... it really doesn't matter what they look like. That sounds crazy, but for women it is very 

important. So if you are a bit fuller then they also say: ‘oh you look so good,’ and if you are a 

bit slimmer they literally say: ‘zieligerd (someone to pity), I am so sorry that you have lost so 

much weight.’ That’s also difficult, how you deal with that.” According to Samira, it is 

necessary for care providers to be sensitive to the different ideas people might have on what a 

‘good’ body is in order to provide proper care. The importance of such sensitivity is 

confirmed by a story Hilda tells me. In this story, she talks about a care receiver of hers, 

namely a Somali man with type 2 diabetes and obesity. She tells me how she cannot help him 

properly because of their language barrier and because he does not seem to feel the need to 

tackle his condition. “It (i.e. type 2 diabetes) is my problem, not his,”34 she says. She knows 

that he got really mad once someone from Het Leger des Heils (The Salvation Army) told him 

that he is too fat. Hilda now continues to wonder whether his cultural background has 

something to do with him being offended by this remark. She also wonders whether he 

perceives his big belly as a status symbol. 

Although the experiences from Samira and Hilda described above are very specific 

incidents, they point out that what we perceive to be a ‘good’ body is culturally situated and 

that, in practice, bodies may come to mean different things in different contexts. In this 

particular case, the slim body and the big body are both seen as signs of good health. 

Therefore, care providers and care receivers have to juggle to what extent weight loss is a 

desirable goal. I should note however, that in the examples highlighted here, Samira and Hilda 

are not looking at care receivers as individual cases, but are rather making assumptions about 

these individuals which are entirely based on their migration background or the cultural group 

 
33 Samira, semi-structured interview 21 April 2022, my translation. 
34 Hilda, informal interview 17 April 2022, my translation. 
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they belong too. In doing so, they isolate these individuals from the other relationships in 

which individuals are situated and they essentialize cultural groups. 

 

6.3. Conclusion 

In this chapter, I have considered how bodies figure both as a means for valuing and as an 

object that is being valued. My findings indicate that as a means of valuing, bodies are often 

enounced in numbers. These numbers may function as the ultimate ‘evidence’ that a body is 

‘good,’ and that the care practices which have contributed to a body reaching the ‘right’ 

numbers can therefore also be considered ‘good.’ However, by using bodies as a yardstick in 

this manner, they become isolated from the complex environment in which they are situated. 

With regard to my findings on the body as an object that is subject to valuing, I found that – 

although a slim body seems to be quite generally considered a desirable, ‘ideal,’ body type in 

the current Dutch setting – there are occasions where these ideals do not match. This is 

because what we perceive to be a ‘good’ body is culturally situated and because, in practice, 

bodies may come to mean different things in different contexts.  
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Conclusion 

________________________________________________________ 

Since lifestyle plays a major role in the increase of type 2 diabetes incidences in the 

Netherlands, interventions aimed at encouraging certain food practices (e.g. culinary care) are 

one form of care aimed at managing this condition. However, the answer to what ‘good’ 

culinary care for type 2 diabetes looks like is not straightforward, as there exist multiple ideas 

among those involved in culinary care pertaining to what ‘good’ means. This may result in 

tensions when culinary care is provided in practice. In this thesis I have addressed this issue 

by elaborating on the following question: What is ‘good’ culinary care for people with type 2 

diabetes in the Netherlands? My aim with this question was not to provide one conclusive 

answer to what ‘good’ culinary care is. Instead, my goal was to explore the complexity of 

culinary care by analyzing how the different people involved hold varying ideas of what 

‘good’ means and how dissonances do not only imply tensions but sometimes also result in 

clashes. In this thesis, I have presented my findings by analyzing data from thirteen 

qualitative interviews while using material semiotic approach as my inspiration. In what 

follows, I summarize and discuss these findings in relation to my research question. 

 

Summary and main argument 

My findings suggest that both care providers and care receivers have to juggle, negotiate, and 

compromise their way through an extensive web of varying ‘goods’ ascribed to food, cooking 

practices, and bodies, which means that the answer to what ‘good’ culinary care is for type 2 

diabetes is never a static given. With regard to the values ascribed to food, my findings 

demonstrate that the ‘healthiness’ of food is a major concern for deciding whether food is 

‘good’ for people with type 2 diabetes. However, as a result of the varying beliefs and 

knowledge care providers adhere to, there exists a considerable amount of debate among this 

group pertaining to what ‘healthy’ food exactly is. Moreover, my findings indicate that – 

especially for care receivers – ‘cheapness,’ ‘tastiness,’ ‘sense of identity,’ and ‘gezelligheid’ 

are influential concerns for valuing food as ‘good’ as well. These concerns regularly result in 

tensions or may even clash with care providers’ concerns for ‘health.’ As a result, in practice, 

both care providers and care receivers need to negotiate the different ‘goods’ pertaining to 

food.  

Subsequent to the values ascribed to food, I have explored how valuing is implied in 

cooking as a care practice for managing and reversing type 2 diabetes. I have first of all 
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examined what ‘good’ cooking means for those involved in culinary care. My findings 

suggest that, among care receivers, ‘time,’ ‘effort,’ and ‘pleasure’ are major concerns for 

‘good’ cooking, meaning that they wish for cooking to take little time and effort and to not 

experience it as a burden – especially since people with type 2 diabetes do not always 

consider cooking to be a pleasurable activity. However, these concerns may be in tension with 

care providers’ aims for health, in which they consider ‘good’ cooking to include making 

meals completely from scratch – a way of cooking that tends to require more time and effort. 

As a result, care providers need to adjust their cooking advice in order to meet care receivers’ 

concerns. Second, I examined how cooking is used as a means for making food ‘healthy.’ 

Hereby I specifically analyzed how different techniques, seasonings, and amounts are used for 

cooking ‘healthy’ food, through which I found that the techniques, seasonings and amounts 

recommended by care providers to make food ‘healthy’ are not always in line with some of 

the care receivers’ concerns regarding ‘time,’ ‘effort,’ ‘pleasure,’ as well as ‘taste.’ This once 

again results in frictions. 

In addition to food and cooking, I have analyzed how bodies figure as a central object 

through and around which different ‘goods’ are being discussed, contemplated, and contested. 

My findings pointed out how bodies firstly figure as a means for surveilling and assessing the 

‘goodness’ of particular care practices. By measuring and observing the individual’s body, 

care providers or recipients may decide that a body is ‘good’ and that the care provided to get 

the body to this point is therefore also ‘good.’ Through this practice, however, bodies become 

isolated from the complex environment in which they are situated. Along with studying 

bodies as a means for valuing care practices, I studied how bodies are subject to being valued 

in themselves. Regarding this, my findings indicate that what we perceive to be a ‘good’ body 

is culturally situated and that, in practice, bodies may come to mean different things in 

different contexts. 

My findings have brought to light how there does not exist one conclusive answer to 

what ‘good’ culinary care is for reversing and managing type 2 diabetes. As mentioned 

previously, both care providers and care receivers are situated in an extensive web of differing 

an sometimes even clashing ‘goods,’ in which they continuously have to juggle, negotiate, 

and compromise their way towards achieving the most valued good. This means that 

demarcated guidelines (e.g. the Schijf van Vijf) and the expression of health in numbers (e.g. 

nutrients, blood sugar levels) create an image of ‘good’ care that is too simplified and which 

does not match the reality of culinary care, in which care providers and receivers are regularly 

confronted with dilemmas in striving towards the ‘good.’ Therefore, I argue that food, 
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cooking practices, and bodies cannot be reduced to nutrients and numbers when providing 

culinary care. Instead, culinary care should be attentive to the social reality in which food, 

cooking practices, and bodies come to signify a certain ‘good’ in a specific context. With this, 

I add to current academic debates which advocate for attending to the complexity and 

heterogeneity of (clinical) care and I contribute to the inclusion of valuation practices as an 

object of study in medical anthropology. 

 

Limitations and Recommendations 

I here wish to acknowledge that this study has some limitations. One limitation I consider 

particularly significant to point out pertains to the fact that this thesis mainly provides insight 

into care provider’s perspectives on ‘good’ culinary care, while care receiver’s perspectives 

are just as necessary for fully understanding the research subject. As already mentioned in the 

methodology chapter of this thesis, I had intended to attend more extensively to care 

receiver’s perspectives, but due to COVID-19 I was not able to do so. As a result, many of the 

things I learned about care receivers have been told to me by care providers. However, these 

care providers usually got to know their care receivers solely in clinical settings and did not 

always have access care receivers negotiate different ‘goods’ in their day-to-day lives. 

Therefore, this thesis lacks some in-depth information about the lived realities of care 

receivers outside clinical environments. 

To get a more encompassing image of valuation practices in culinary care, more 

research is thus needed on the perspectives and experiences of people with type 2 diabetes 

(i.e. care receivers). Specifically, such research should focus not only on what happens in 

clinical settings, but also on how care receivers negotiate values in their daily lives, such as in 

the private sphere. In order to find answers to this, I specifically recommend doing participant 

observation at the homes of people with type 2 diabetes, because solely studying people with 

type 2 diabetes in clinical environments may result in a too limited image of the thoughts and 

behaviors that center in how they negotiate different concerns.  
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