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Abstract

Aim: To explore how behavioural, normative, and control beliefs shape early

dietary implementation after bariatric surgery by exploring patient and dieti-

tian perspectives using the theory of planned behaviour framework.

Methods: Semi-structured interviews were conducted with 16 patients who

had bariatric surgery within the past 12 months and 24 dietitians involved in

postoperative care to explore beliefs about dietary recommendations. Inter-

views explored five key dietary recommendations with questions guided by the

theory of planned behaviour framework. Data were analysed using a deductive

and inductive approach.

Results: Behavioural beliefs indicated a complex relationship between per-

ceived benefits and cognitive demands, with protein intake and symptom man-

agement emerging as key motivators. Normative beliefs highlighted the dual

influence of supportive family environments and challenging workplace con-

texts, particularly regarding modified eating behaviours. Control beliefs dem-

onstrated an integrated pattern where physical constraints, psychological

factors, and environmental demands seemed to intersect to influence dietary

implementation. Of the five key dietary recommendations, patients faced
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unique challenges with vitamin supplementation due to the interaction

between physical limitations and delayed reward perception. The cognitive

burden of managing new dietary behaviours appeared to be a determinant of

adoption across belief domains.

Conclusion: Early dietary changes after bariatric surgery seem to be influ-

enced by psychological, social, and physical factors beyond education. Future

interventions should aim to incorporate strategies to reduce cognitive load,

address competing social pressures, and account for the temporal aspects of

health-protective behaviours. Theory-based interventions that integrate imple-

mentation intention techniques, social support optimisation, and temporal

self-regulation strategies may enhance dietary adherence during this critical

adaptation phase.

KEYWORD S

bariatric surgery, behaviour change, dietary recommendations, qualitative research,
theory of planned behaviour

1 | INTRODUCTION

Bariatric surgery yields significant weight loss and
improvements in metabolic health outcomes.1 Long-term
success relies on following dietary recommendations
(adequate fluid intake, sufficient protein intake, separa-
tion of food and liquid consumption, slow and mindful
eating, and adherence to micronutrient supplementation)
to optimise recovery, maintain lean muscle mass, and
prevent complications.1 Despite clear recommendations,
adherence often declines over time,2 with shifts toward
increased caloric intake, maladaptive eating patterns, and
suboptimal nutritional intake occurring as patients move
beyond the immediate postoperative period.3–8 Under-
standing early influences on dietary behaviour during the
first 12 months post-surgery is key to sustaining long-
term outcomes, as this period represents a critical
window when patients establish new dietary patterns
while adjusting to anatomical and physiological changes.
Research demonstrates that adherence patterns estab-
lished in the early postoperative period are predictive of
long-term dietary maintenance and weight outcomes,
with early dietary adherence significantly associated with
sustained weight loss at 2 years post-surgery.2

The theory of planned behaviour explains how inten-
tions to adopt health behaviours are shaped by beliefs.9

According to the theory, the intention to engage in a
behaviour is shaped by three core belief-based constructs:
behavioural beliefs, which inform attitudes based on per-
ceived benefits and disadvantages; normative beliefs,
which reflect perceived social pressure and expectations
from significant others; and control beliefs, which influ-
ence perceived behavioural control through facilitators

and barriers to action.9 The theory of planned behaviour
has been used to understand physical activity after bariat-
ric surgery.10–12 However, its application to early postop-
erative dietary behaviours remains limited.13

This study builds on the theory of planned behaviour
research in bariatric surgery,14 by exploring how beha-
vioural, normative, and control beliefs may influence
early dietary adoption, using perspectives from both
patients and dietitians. By combining lived and clinical
insights, the study highlights key psychosocial drivers to
inform theory-based interventions that address early bar-
riers and support sustained dietary and weight manage-
ment outcomes.

2 | METHODS

This qualitative study employed semi-structured, one-to-
one interviews to explore beliefs about implementing
postoperative dietary recommendations in the first
12 months after bariatric surgery. The study design was
guided by the theory of planned behaviour framework,9

using a deductive and inductive approach to explore
behavioural, normative, and control beliefs influencing
dietary implementation. The study protocol was appro-
ved by Griffith University Human Research Ethics Com-
mittee (ref no: 2022/247) and reported according to the
consolidated criteria for reporting qualitative research
checklist.15

Eligible participants included Australian residents
aged 18 years or older who had undergone bariatric sur-
gery in the past 12 months and dietitians involved in bar-
iatric surgery patient care. The 12-month timeframe was
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chosen to capture the critical period of early post-surgical
adaptation, when patients establish new dietary patterns
while adjusting to anatomical and physiological changes.
This dual recruitment strategy aimed to capture lived
experience (‘context experts’) and professional knowl-
edge (‘content experts’), providing complementary per-
spectives on early dietary implementation. Furthermore,
the inclusion of dietitians' perspectives within the theory
of planned behaviour framework is supported by their
role as ‘clinical observers’ of patient belief patterns dur-
ing dietary implementation. Healthcare providers fre-
quently observe behavioural, normative, and control
beliefs manifesting in patient interactions that may not
be fully captured in patient self-reports alone.16 This
dual-perspective approach has been employed to triangu-
late findings and capture both lived experience and clini-
cal observation.

Sample size considerations were guided by contempo-
rary approaches to qualitative inquiry that emphasise
information power, with data saturation used as the stop-
ping criterion during data collection.17 An initial target of
20 interviews per group was determined by assessing key
dimensions of information power: study aim specificity
(focused on dietary implementation beliefs), sample
specificity (bariatric patients within 12 months and
specialised dietitians), theoretical background (estab-
lished theory of planned behaviour framework), qual-
ity of dialogue (semi-structured interview approach),
and analysis strategy (deductive and inductive
approach). This initial estimate provided a starting
point, with the final sample size determined by data
saturation during data collection.18

Recruitment occurred from May to December 2022
through multiple channels. Patients were recruited via
social media platforms (Instagram, X [formerly Twitter],
Facebook, and LinkedIn) and Australian bariatric sur-
gery support forums. Dietitians were recruited through
Dietitians Australia interest groups, newsletters, and pro-
fessional networks. Interested participants registered via
Microsoft Forms and were screened for eligibility by the
lead author. Purposive sampling was employed based on
the inclusion criteria, with all eligible participants who
expressed interest invited to participate. None of the par-
ticipants who scheduled an interview dropped out.

Interviews were conducted by the lead author, a
female PhD and Accredited Practising Dietitian specialis-
ing in bariatric surgery, with expertise in qualitative
research and multiple published qualitative studies. The
lead researcher's background as an Accredited Practising
Dietitian with bariatric surgery expertise provided clinical
insight into dietary recommendations and implementa-
tion challenges. To enhance the rigour and credibility of
the analysis, a second researcher who was a clinical

psychology Masters student without clinical bariatric sur-
gery experience was brought in to co-construct interpre-
tations and add different perspectives to the analysis
process. This researcher independently reviewed coded
transcripts and engaged in regular reflexive discussions
with the lead author. Rather than attempting to eliminate
bias, these collaborative discussions aimed to examine
how different professional backgrounds and theoretical
orientations could enrich the interpretation of findings,
with consensus meetings ensuring theoretical alignment
while incorporating multiple analytical perspectives. This
approach recognises that in qualitative research, diverse
researcher perspectives contribute to more nuanced and
credible interpretations rather than simply managing
potential biases.

No prior relationship existed between the researcher
and participants; however, participants were briefed on
the purpose and reasons for doing the research. Inter-
views were conducted via telephone or videoconfer-
ence at participants' convenience, with verbal consent
obtained. Data were collected remotely, with no one
else present besides the participants and the researcher
during the interviews. Each interview was allocated
60 min. Demographic information was collected before
each interview, including sex, age, procedure details (for
patients), and professional experience (for dietitians).

The interview guide used the theory of planned
behaviour to explore beliefs about dietary recommenda-
tions (Table S1). Questions explored participants' famil-
iarity with recommendations, perceived advantages and
disadvantages of adoption (behavioural beliefs), social
influences (normative beliefs), and factors affecting adop-
tion capability (control beliefs). The guide was designed
to allow discussion of five key dietary recommendations
(adequate fluid intake, meeting protein requirements,
eating and drinking separately, eating slowly and chew-
ing food extensively, and vitamin supplementation) in an
integrated manner reflecting clinical practice. Questions
were appropriately framed for each participant group
while maintaining alignment with theory of planned
behaviour constructs (Table S1).

Interviews were audio-recorded and supplemented
with field notes. The interviewer maintained a reflective
journal documenting theoretical insights and emerging
patterns. Data collection continued until data saturation
was achieved, evidenced by no new beliefs emerging in
the final two interviews of each participant group. No
repeat interviews were conducted, and transcripts were
not returned to participants for comment or correction.

Several strategies were employed to enhance theoreti-
cal and methodological rigour. A detailed audit trail
documented decisions and theoretical insights through-
out data collection and analysis. The interview guide
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underwent expert review and pilot testing with three
participants to ensure theoretical fidelity and clinical rel-
evance. The analysis process included researcher triangu-
lation, with a second researcher independently reviewing
codes and consensus discussions to resolve discrepancies.
Member checking was not conducted, aligning with con-
temporary perspectives on theory-based qualitative analy-
sis.17 This decision reflected the theoretical nature of data
interpretation and the time-sensitive context of early
postoperative experiences.

Interview transcripts were analysed using thematic
analysis in NVivo software, following a deductive and
inductive approach guided by the theory of planned
behaviour.19 The lead author conducted initial coding,
categorising data according to behavioural, normative,
and control beliefs. All data were coded to the three pre-
determined theory of planned behaviour constructs:
behavioural beliefs (perceived benefits and disadvan-
tages), normative beliefs (supportive and unsupportive
social influences), and control beliefs (facilitating factors
and barriers) (Table S2). The coding process involved a
hierarchical approach, with data first assigned to theory
of planned behaviour constructs (deductively to pre-
defined codes), then to positive/negative subcategories
within each construct (deductively to pre-defined
codes), and finally to specific thematic content that
captured distinct belief patterns and experiences
within each subcategory (inductively developed during
analysis). Additionally, integrated themes that oper-
ated across multiple belief domains were also gener-
ated inductively during the analysis process (Table S2).
A second researcher independently reviewed coded
transcripts, providing feedback on theoretical align-
ment. Regular consensus discussions between resear-
chers ensured consistent theoretical interpretation.
The analysis process was concurrent with data collec-
tion, allowing for continuous monitoring of data satu-
ration. Final themes were refined through iterative
discussion between two researchers (the lead author
and a second researcher) to ensure they represented
participants' beliefs meaningfully while maintaining
clear alignment with theoretical constructs. Partici-
pants did not provide feedback on the findings.

3 | RESULTS

The final sample consisted of 16 patients who had under-
gone bariatric surgery and 24 dietitians involved in post-
operative care. Interviews had a mean duration of 27 min
(range: 16–52 min) for patients and 29 min (range:
18–49 min) for dietitians. The patient cohort was pre-
dominantly female (87.5%), with a mean age of 40.8

± 8.6 years. Most patients underwent their procedure in
the private healthcare system (93.8%), and while partici-
pants who underwent different bariatric surgery proce-
dures were included, the final sample predominantly
comprised sleeve gastrectomy patients (81.3%). All partic-
ipants underwent bariatric surgery for obesity and associ-
ated metabolic comorbidities, representing standard
clinical indications for these procedures. Participants
were distributed across different stages of postoperative
recovery: 1–2 months (n = 4, 25.0%), 3–6 months (n = 5,
31.3%), and 7–12 months (n = 7, 43.8%) post-surgery.
Among dietitians, 96.0% were female, with a mean age of
39.2 ± 12.9 years and an average of 8.9 ± 7.8 years of
experience in bariatric nutrition. Most dietitians worked
in private practice (62.5%) and urban settings (66.7%).

Data analysis indicated distinct belief patterns within
each theory of planned behaviour construct (Figure 1).
Each construct encompassed both positive and negative
subcategories, with specific themes capturing the detailed
belief content and experiences that influenced dietary
implementation.

Within the behavioural beliefs (perceived benefits)
subtheme, patients and dietitians emphasised the per-
ceived benefits of following dietary recommendations,
particularly regarding protein intake, symptom manage-
ment, and overall well-being. Protein consumption was
widely associated with muscle preservation, enhanced
energy levels, and weight management. One patient
highlighted this by stating, ‘By keeping your protein
goals, you're gonna [sic] burn fat instead of losing mus-
cle. It's gonna [sic] help with long-term keeping the
weight off’ (Sleeve gastrectomy, 30 years old, 4 months
postoperative). Dietitians reinforced these perspectives,
emphasising the role of protein in mitigating sarcopenia
and optimising recovery: ‘They'll be less likely to get sar-
copenia and muscle mass loss’ (Dietitian, 10 years prac-
tising, public health system, urban community).

Participants associated compliance with the dietary
recommendations with positive physical and psychologi-
cal outcomes. One patient's experience highlighted the
immediate behavioural consequences: ‘I know what it
was like when I wasn't adhering [to the dietary recom-
mendations] and then what it is like when I am, and it's
definitely better doing the right thing that's for sure’
(Sleeve gastrectomy, 42 years old, 3 months postopera-
tive). Several patients noted improvements in energy
levels, mental health, and overall quality of life. One
patient articulated, ‘I'm feeling better, I'm feeling health-
ier, I don't know whether that's because I'm eating better
or because I'm losing weight … but I definitely think that
just my overall sense of health and well-being has
improved’ (Sleeve gastrectomy, 45 years old, 6 months
postoperative). Dietitians articulated multiple outcome

4 WRIGHT ET AL.

 
 



expectancies with following the dietary recommenda-
tions: ‘They're gonna [sic] feel better, they're gonna [sic]
have more energy, their mental health is better, their dia-
betes improves’ (Dietitian, 10 years practicing, private
health system, urban community).

Within the behavioural beliefs (perceived disadvan-
tages) subtheme, some patients expressed uncertainty
regarding the direct advantages of following the dietary
recommendations. One patient admitted, ‘I'm not even
really sure what the benefits are’ (Sleeve gastrectomy,
34 years old, 3 months postoperative). This suggests that
perceived benefits may not always be understood or
immediately apparent, reinforcing the need for sustained
education and reinforcement strategies.

The cognitive demand of managing new dietary
behaviours appeared to be as a significant disadvantage
of following the recommendations. One patient

described the mental resources required: ‘The mental
toll … as opposed to eating normally … you just con-
stantly having to think’ (Sleeve gastrectomy, 37 years
old, 7 months postoperative). Dietitians also recognised
this cognitive burden as a key determinant: ‘Before
they didn't have to think much about eating. Now
there's a lot of thought involved and mindfulness that
they have to remember with every [postoperative]
stage’ (Dietitian, 1.5 years practising, private health
system, rural and remote community).

Within the normative beliefs (supportive influences)
subtheme, social influences seemed to be a pivotal deter-
minant of dietary engagement. Support from family
members, peers, and healthcare professionals was fre-
quently cited as a facilitator, with patients reporting
increased motivation when receiving encouragement
from their immediate social networks. One participant

FIGURE 1 Theory of planned behaviour framework showing hierarchical themes and subthemes influencing early adoption of dietary

recommendations after bariatric surgery, with facilitating and hindering belief patterns within each construct.
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described this support: ‘I'm really lucky to have this
really supportive partner and family … helping remind
me, “how much protein have you had today?”’ (Sleeve
gastrectomy, 42 years old, 3 months postoperative). Dieti-
tians also highlighted peer support as a facilitator and the
importance of multiple sources of normative influence,
including other individuals who have also undergone
bariatric surgery: ‘For a lot of people, it's other people
that have had the surgery as well’ (Dietitian, 10 years
practicing, private health system, urban community).
One patient's account illustrated the need for positive
support networks: ‘I do need people around me that are
(A) supportive of the choices that I've made and what I've
done, but (B) that are gonna [sic] actually like positively
affect that’ (Sleeve gastrectomy, 3 months postoperative).
The absence of social support was exemplified by another
patient: ‘I honestly have no one [supporting me]. My
family said that they would support me in whatever I
wanted to do, but they didn't think that I needed to have
surgery’ (Sleeve gastrectomy, 34 years old, 12 months
postoperative).

Within the normative beliefs (unsupportive influ-
ences) subtheme, social perception pressures were
described in the workplace and social environments.
Patients reported heightened awareness of social compar-
ison and perceived judgement regarding their modified
eating behaviours. One participant articulated this nor-
mative pressure: ‘If you didn't explain to people that
you've had surgery people would always like look at …
for example the size of your lunch, or why do you always
have food in front of you’ (Roux-en-Y gastric bypass,
48 years old, 12 months postoperative). Work-related
social expectations also posed challenges to following the
dietary recommendations, particularly in settings where
modified eating behaviours were conspicuous: ‘People
find it strange if you're not having a drink with your
meal, so I'm really finding that one [recommendation]
probably quite challenging [to adopt]’ (Sleeve gastrec-
tomy, 45 years old, 6 months postoperative). Dietitians
acknowledged these normative challenges: ‘There can be
a lot of judgement with eating, and [eating] in an
unusual way’ (Dietitian, 6 years practising, private health
system, urban community).

Within the control beliefs (facilitating factors) sub-
theme, external control beliefs centred on environmental
facilitators. Structured dietary recommendations were
perceived to enhance behavioural control, as noted by
one patient: ‘I think it's good to have a set of guidelines
… a bit of structure’ (Sleeve gastrectomy, 34 years old,
12 months postoperative). Additional facilitators identi-
fied were planning, establishing routines, and self-moni-
toring: ‘I am trying to stick to a routine so that I don't
have to consciously think about “oh hang on a minute

I've just eaten I can't drink for the next 20 minutes” or
something like that’ (Roux-en-Y gastric bypass, 48 years
old, 12 months postoperative). Furthermore, patients
described developing strategies to work with their new
gastric capacity and learning which foods were better tol-
erated, representing adaptive control beliefs that facili-
tated dietary implementation.

Within the control beliefs (perceived barriers) sub-
theme, workplace environments often presented signifi-
cant barriers, particularly for those in healthcare roles.
One participant explained: ‘Working during the day espe-
cially as a nurse … I certainly struggle to get adequate
breaks to go eat all the food I need to eat in a day to get
my protein in’ (Sleeve gastrectomy, 30 years old,
4 months postoperative).

Internal control beliefs encompassed mental health
considerations and capacity for behavioural regulation.
The interaction between mental health and eating disor-
der history appeared to be a complex influence on adopt-
ing dietary recommendations. While self-monitoring
behaviours such as calorie counting were not among the
five dietary recommendations being directly explored in
this study, patients with prior eating disorders reported
specific challenges in self-monitoring behaviours. One
patient articulated this conflict: ‘As a younger teenager, I
had anorexia, so calorie counting is extremely triggering
for me. So, I'm not gonna [sic] do that because if I do
that, it's gonna [sic] like restart these thoughts’ (Sleeve
gastrectomy, 27 years old, 6 months postoperative). Dieti-
tians also recognised how these psychological factors
were impactful for ‘Anyone who has a history of an eat-
ing disorder’. They noted that following the dietary rec-
ommendations ‘has the potential to become obsessive’
(Dietitian, 9 years practising, private health system,
urban community).

Beliefs around gastric physical capacity seemed to be
a fundamental determinant of perceived behavioural con-
trol in the early postoperative period. These beliefs were
strongly influenced by the anatomical changes following
surgery, particularly regarding portion size and food tol-
erance. One patient described these physical control limi-
tations: ‘Even if I chew stuff, my stomach just doesn't
like texture of some things’ (Sleeve gastrectomy, 35 years
old, 3 months postoperative). Dietitians acknowledged
how these physical constraints interacted with estab-
lished behavioural patterns: ‘Previous habits, definitely
[are a barrier] … It can be really hard to change those
habits after the surgery’ (Dietitian, 3 years practising, pri-
vate health system, rural and remote community).

Both physical constraints and perceived immediate
utility influenced control beliefs about vitamin supple-
mentation. Physical challenges were evident, with one
patient sharing: ‘You consistently feel full, so just trying
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to stomach them [multivitamins] and not get a bit nau-
seous after having them because you are already so full’
(Sleeve gastrectomy, 36 years old, 8 months postopera-
tive). The lack of immediately visible benefits also
appeared to affect beliefs, as another patient explained:
‘Taking vitamins … that's not an instant benefit … that's
more long-term and something a bit harder for people
to keep up with’ (Mini gastric bypass, 48 years old,
3 months postoperative). Dietitians recognise these
compounding challenges: ‘Medication burden is a mas-
sive one in these patients because they're all taking so
many tablets and you try to add on, you know, two
multivitamins a day, and that's often way too much’
(Dietitian, 5 years practising, public health system,
urban community). Perceived behavioural control
seemed to be challenged the most when multiple con-
trol factors intersected, such as workplace demands
coinciding with physical limitations, or when mental
health considerations complicated the implementation
of self-monitoring strategies.

The theme 'integrated patterns across belief domains'
captured three overarching patterns that transcended
individual belief categories. First, cognitive load manage-
ment emerged as participants described how the inter-
section of multiple belief domains created cumulative
mental resource demands. Second, temporal challenges
were evident, particularly in supplementation behaviours
where delayed gratification conflicted with immediate
physical discomfort. Third, social identity conflicts arose
as participants navigated modified eating requirements
within established social and workplace contexts where
their new behaviours were highly visible.

4 | DISCUSSION

This study explored psychosocial factors influencing early
dietary adoption after bariatric surgery, using the theory
of planned behaviour across patient and dietitian per-
spectives. Understanding belief patterns during this criti-
cal phase can guide interventions that support sustained
dietary adherence and improve postoperative out-
comes. Findings demonstrate patterns in how patients
and dietitians perceive and experience implementing
the dietary recommendations through the lens of beha-
vioural, normative, and control beliefs. Patients who
described positive experiences with adopting the die-
tary recommendations often discussed these across
multiple theoretical domains—expressing positive out-
come expectations, describing supportive social influ-
ences, and identifying strategies that helped them
maintain control over their dietary behaviours. How-
ever, challenges were also reported across these

domains, particularly regarding physical limitations,
social pressures, and the cognitive demands of manag-
ing new dietary behaviours in the early postoperative
period. Understanding these belief patterns during this
critical phase can help guide interventions that support
sustained dietary adherence and aim to improve post-
operative outcomes.

Patients described the cognitive effort needed to fol-
low dietary recommendations as a barrier to adherence.
This finding aligns with the Clinical Obesity Mainte-
nance Model, which identifies executive function and
health literacy as key drivers of obesity-maintaining
behaviours,20 while extending the understanding of how
these cognitive demands may manifest in the post-
bariatric surgery context. While the role of hypothalamic
signalling, gut hormones, bile acids, and gut microbiota
alterations in eating behaviour changes has been
emphasised,21 findings suggest that cognitive load may
represent an equally important mediating mechanism
between intention and behaviour. This interaction
between physiological and cognitive factors builds on the
systematic literature review of behaviour maintenance,22

highlighting the interconnected nature of self-regulation
resources and habit formation in sustained behaviour
change. Results point to the potential need for theory-
based interventions incorporating implementation
intention strategies and habit formation techniques to
reduce the cognitive resources required for dietary
adherence, particularly given the established impor-
tance of perceived behavioural control in predicting
post-bariatric surgery behaviour change.23

Social norms shaped dietary adherence, with family
support aiding and workplace or social pressure hinder-
ing uptake. This aligns with research showing that rela-
tionships can complicate dietary change.24,25 Findings
demonstrate how competing normative influences in the
post-bariatric context can create behavioural ambivalence
that may undermine sustained dietary change. The ten-
sion between supportive family environments and chal-
lenging workplace settings aligns with research on social
conformity in eating behaviours,26 while highlighting the
unique complexities patients who have undergone bariat-
ric surgery face as they navigate established social norms
with modified eating requirements. These findings build
on observations about patients' struggle for normality in
post-surgical life,13,27 suggesting that social identity con-
flicts may be particularly salient in workplace environ-
ments where eating behaviours are more visible and
subject to peer influence. While the potential benefits of
group-based programs in fostering supportive social iden-
tities have been discussed in the literature,28 findings sug-
gest that interventions may benefit from also explicitly
addressing strategies for managing obstructive social

WRIGHT ET AL. 7

 
 



influences, particularly in environments where modified
eating behaviours conflict with established cultural and
workplace norms.

Vitamin supplementation adherence was uniquely
challenged by the interaction between physical con-
straints (‘feeling full’) and the absence of immediately
perceivable benefits, revealing a distinct pattern of con-
trol beliefs and outcome expectations. This finding aligns
with temporal self-regulation theory,29 while extending it
to demonstrate how delayed reward discounting may
manifest in post-bariatric surgery supplementation
behaviours. The prevalence of present hedonistic time
perspective identified by Tucholska et al. (2021) in indi-
viduals awaiting bariatric surgery,30 appears particularly
relevant to supplementation adherence postoperatively,
where immediate physical discomfort often outweighs
recognised long-term health benefits. While a meta-
analysis demonstrated moderate predictive ability of tem-
poral self-regulation theory across health behaviours,31

findings suggest its predictive value may be heightened
in the post-bariatric surgery context where physical
constraints amplify temporal conflicts. The success of
autonomy-supportive approaches like the Bariatric
Outcomes: Self-management for Sustained Surgical
Success program in promoting self-regulation,32 suggests
that intervention strategies should explicitly address tem-
poral aspects of vitamin supplementation benefits while
fostering competence in managing physical challenges,
particularly during the early postoperative period when
gastric capacity is most restricted. Future research should
examine whether staging vitamin supplementation guid-
ance or utilising different vitamin supplement formula-
tions, as clinically appropriate, might enhance adherence
during this critical adaptation phase.

An integrated model of control beliefs appeared, char-
acterised by the intersection of physical constraints (gas-
tric capacity), psychological factors (eating disorder
history), and environmental demands (workplace
schedules). This interactive pattern appears to extend
beyond traditional theoretical frameworks that typi-
cally examine control factors in isolation, suggesting
that the variance in dietary adherence may be better
explained through their combined effects. The examina-
tion of complex health interventions provides compelling
support for this integrated perspective,33 demonstrating
superior outcomes when interventions simultaneously tar-
get physical, cognitive, and environmental determinants
of behaviour change. The demonstrated efficacy of com-
prehensive approaches in managing other complex health
conditions,34 suggests particular promise for the post-
bariatric surgery context, where patients must coordinate
physical adaptation, psychological regulation, and enviro-
nmental modification to achieve sustained dietary change.

While meta-analysis of multifactorial interventions has
highlighted the importance of careful implementation,35

findings suggest the need for theory-based interventions
that address interconnected control beliefs. Future longitu-
dinal research should examine how these belief systems
evolve throughout the postoperative period to inform opti-
mal intervention timing and component integration.

Key methodological considerations warrant discus-
sion. First, the predominance of laparoscopic sleeve gas-
trectomy patients from private healthcare settings may
limit transferability to other surgical procedures or public
health contexts. Additionally, while maximum variation
sampling was not specifically implemented, the multi-
platform recruitment strategy (social media, professional
networks, and support forums) resulted in natural diver-
sity across postoperative timeframes and geographic loca-
tions (and for dietitians, experience levels, and practice
settings). The absence of maximum variation sampling
represents a methodological limitation that may have
introduced sampling bias, potentially limiting the diver-
sity of perspectives captured and the transferability of
findings. Future studies would benefit from implement-
ing systematic maximum variation sampling to ensure
comprehensive representation across key participant
characteristics such as socioeconomic status, cultural
backgrounds, procedure types, and healthcare system
contexts. Overall, the patient sample composition reflects
current Australian bariatric surgery patterns, where
sleeve gastrectomy represents �80% of procedures.36 The
sample size precluded meaningful comparison between
procedure types, though this remains an important area
for future research. Second, while the theory of planned
behaviour provided a robust framework for understand-
ing dietary implementation, its application may have
constrained the ability to identify emergent themes
beyond its theoretical constructs. This theoretical focus
was necessary to build upon existing behavioural frame-
works in bariatric surgery research, though future studies
might benefit from more inductive approaches beyond
the theory's constructs. Third, the cross-sectional nature
of data collection, although spanning different postopera-
tive timeframes (1–12 months), limited the ability to
track how belief systems evolved throughout the adapta-
tion period. While this design captured diverse experi-
ences across the early postoperative journey, longitudinal
research would better elucidate the temporal dynamics of
dietary implementation. Fourth, while dietitians provided
insights into patient belief patterns, this study did not
explore detailed descriptions of habits, dietitian-
recommended coping strategies, or perceived barriers to
implementing solutions for common post-operative chal-
lenges. Future research examining healthcare provider
perspectives on intervention strategies, resource
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limitations, and systemic barriers could complement the
theoretical understanding with practice-focused insights
to identify gaps in service delivery. These methodological
considerations, while important to acknowledge, do not
diminish the study's contribution to exploring the deter-
minants of early dietary adherence in bariatric surgery.

In conclusion, the theory of planned behaviour pro-
vided a valuable framework for understanding the com-
plex determinants of adopting dietary recommendations
in the early postoperative period. This study explored
patient and dietitian perspectives and indicated how
cognitive burden, competing social influences, supple-
mentation challenges, and integrated control beliefs
appear to shape dietary behaviours. Early postopera-
tive interventions could extend beyond traditional
education approaches to incorporate strategies that
reduce cognitive load, address competing social pres-
sures, and account for the temporal aspects of health-
protective behaviours. Future theory-based interven-
tion development may benefit from focusing on inte-
grating implementation intention techniques, social
support optimisation, and temporal self-regulation
strategies to enhance dietary adherence during this
critical adaptation phase. Such theoretically informed
interventions may improve the immediate postopera-
tive compliance and long-term behavioural mainte-
nance of individuals who have undergone bariatric
surgery.
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