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ABSTRACT

Background Diabetes care has traditionally not included
nutrition therapy using carbohydrate restriction, nor

has carbohydrate restriction been taught to registered
dietitians (RDs) to support patients living with diabetes
choosing this dietary approach. We aimed to describe
the experiences and views of RDs caring for patients
using therapeutic carbohydrate-restricted diets (TCR),
particularly metabolic conditions such as type 2 diabetes
or prediabetes.

Subjects/Methods A qualitative study design using
free-text responses from an online needs assessment
survey was employed. RDs who practised in Canada were
invited (n=6640) and 274 completed the survey, with 45
respondents who regularly prescribed TCR to their patients
providing open-text responses (2987 words), which were
analysed using inductive thematic analysis.

Results We identified four themes characterising
Canadian RDs’ experiences around prescribing TCR:
interpersonal context, personal experience/knowledge,
regulatory environment and patient-centredness. While
these themes often interacted, each impacted TCR
prescription uniquely, with patient-centred care at the core
of reported experiences of prescribing.

Conclusions There exists a variety of experiences

and perspectives related to prescribing of TCR among
Canadian RDs caring for patients with diabetes, and all
focus on the patient’s needs, benefits and preferences.
Prescribing TCR was often informed by the scientific
literature yet also by RDs’ experiential knowledge.
Responses highlighted a desire for evidence-based
educational materials and greater discussion within the
diabetes nutrition community on this topic.

INTRODUCTION

Diabetes rates in Canada increased 70%
since 2000, and one in three Canadian adults
were estimated to have diabetes, prediabetes
or undiagnosed diabetes in 2020, with an
expected cost to the Canadian healthcare
system of $C16 billion in 2020. Lifestyle modi-
ficationis critical to diabetes management
and outcomes are better when patients have
access to diabetes educators of any healthcare
profession.” Registered dietitians (RDs) have

1,3,4

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Patients living with diabetes can benefit from per-
sonalised therapeutic nutrition to help manage their
condition.

= Growing research suggests that some patients living
with diabetes may benefit from therapeutic use of
carbohydrate (CHO) restriction, but clinical practice
guidelines have previously not accepted this dietary
approach.

WHAT THIS STUDY ADDS

= We thematically analysed written responses from 45
RDs who described their experiences of prescribing
CHO restriction to their patients living with metabol-
ic conditions including type 2 diabetes.

= Dietitians’ experiences of prescribing CHO-
restricted diets to patients living with diabetes
were driven by the interpersonal context, personal
experience/knowledge, regulatory environment and
patient-centredness.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= This study showed that RDs, along with their health-
care professional colleagues, will need advanced
training, interdisciplinary support and strong com-
munication strategies to confidently and safely pre-
scribe CHO-restricted diets.

= Continuing education and clinical resources on
CHO-restricted diets will be a critical next step to-
wards improving care for patients with diabetes or
other metabolic conditions in Canada.

an important role to play as part of a multi-
disciplinary team to support patients living
with diabetes, however RDs have limited
opportunities to support patients with meta-
bolic conditions using carbohydrate (CHO)-
restricted diets (specifically below 130g/day
CHO) until the change in Canada’s clinical
practice guidelines (CPGs) in Spring 2020.”
CHO restriction is increasingly considered
aviable treatment option for insulin-resistant
conditions such as obesity, type 2 diabetes
(T2D) and polycystic ovarian syndrome.*™
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Therapeutic use of CHO restriction (TCR) encompasses
any dietary intervention that involves the consumption of
<45% of total energy coming from CHO with the level
of restriction depending on individual tolerance. While
other definitions of CHO restriction exist,” the Accept-
able Macronutrient Distribution Ranges for CHO (45%-—
65% of total energy), fat and protein was established since
2005 by the Food and Nutrition Board of the Institute
of Medicine.'” Extreme CHO restriction has been prac-
tised in Western medicine since 1921 for the treatment of
childhood epilepsy."" A lack of CPGs for CHO-restricted
diets until 2020 has meant that Canadian RDs had to navi-
gate a conflicting diabetes care landscape: an emerging
scientific perspective of neutral-to-positive evidence
for CHO-restricted diets in diabetes management’; an
existing body of research that is negative-to-neutral’®; a
traditional clinical perspective of governing bodies (eg,
Diabetes Canada, Health Canada) for a Canada Food
Guide diet comprising 45%—65% CHO'%; and lived expe-
riences of individuals successfully using CHO-restricted
diets. Notably, Health Canada’s Food Guide website cate-
gorises diets that limit the ‘kinds of food you can eat’
under ‘fad diets’, with dietary advice on why restrictive
diets are harmful and how to avoid them.” Consequently,
RDs working in federally funded institutions such as
hospitals or care homes have been limited in the extent
to which they can recommend or prescribe therapeutic
CHO-restricted diets (TCR) for diabetes care, which may
impact patient care and health outcomes.

In addition, a lack of clinical support for TCR from
other clinicians may also influence an RD’s use of CHO-
restricted diets to manage patients living with T2D, which
can also lead to inconsistencies in care and treatment
outcomes. For example, in an online survey of 2319
active low-CHO dieters, only 56% said their physician was
supportive of their choice of diet."*'* Differences in knowl-
edge and beliefs on therapeutic use of CHO-restricted
diets are further compounded by inconsistencies in the
evolving scientific literature that make it difficult for RDs
to use evidence in their practice and for governing bodies
to inform CPGs. These disagreements and mixed results
likely stem from a lack of standardisation of the definition
and nomenclature of a ‘CHO-restricted diet’,”” specifi-
cally: (1) researchers vary widely in the CHO thresholds
used to define common terms of ‘low” or ‘very low™ '%
(2) they differ in the ratio of other macronutrients in the
‘low-carb diet’; and (3) they contrast on the choice of
CHO substitution in the diet which has different health
effects.” "1

Finally, little research attention has been given to the
individual RD perspective to better understand an RD’s
knowledge, use and information requirements on CHO-
restricted diets used in patients living with diabetes and
metabolic conditions.'® As a result, current evidence
often does not address situations encountered by RDs
in healthcare settings,”® and the clinical practice of
using CHO-restricted diets for nutrition therapy among
Canadian RDs prior to the Diabetes Canada position

statement is unknown. Understanding RDs’ experiences
of prescribing CHO-restricted diets is a first step to devel-
oping new educational resources and tools to support
and enhance Canadian RD clinical practice for patients
living with T2D and other chronic conditions. The goal of
this qualitative study was therefore to explore Canadian
RDs’ experiences of prescribing CHO-restricted diets in
the conventional diabetes care landscape.

METHODS

Participants

Study participants were included if they were RDs
currently in practice in Canada. Eligible RDs were invited
(n=6640) through electronic list-serves of professional
organisations (eg, Dietitians of Canada, Canadian Clini-
cians for Therapeutic Nutrition Network, the Institute
for Personalized Therapeutic Nutrition, Alberta Health
Services and a Canadian RD listserve) and social media
RD groups to complete an online semi-structured survey
between 1 January 2020 and 31 December 2020. The Insti-
tute for Personalized Therapeutic Nutrition funded the
survey development by one of the authors (EW), but had
no other influence on the study; no other organisation
was involved in terms of funding or conducting the study.
The survey was titled ‘“Therapeutic Carbohydrate Restric-
tion: Assessing Dietitians’ Knowledge, Support Require-
ments and Barriers’ and was anonymously completed by
274 RDs through the institutionally approved Qualtrics
platform (Provo, Utah, USA). The survey had 55 ques-
tions with multiple, single-choice or open-text response
items on RD demographics, patient demographics, refer-
rals, personal and professional experiences of CHO
restriction, TCR information sources, competency level
and barriers to prescribing.19 We performed pretesting
and pilot-testing of our online survey with five licensed
RDs and five nutrition researchers.

Context, data collection and processing

This study focused on the open-text responses to a single
survey question about whether TCR had influenced an
RD’s practice in terms of prescribing the diet to their
patients: 127 had never prescribed TCR; 92 prescribed
TCR to a few patients and 45 had regularly prescribed
TCR (10 responses were missing).'” There were 47
respondents who wrote more information on how TCR
influenced their practice, although one replied they
‘did not understand the question’ and another only
stated “changed my whole practice”. This study therefore
used qualitative data from the text of the remaining 45
responses which totalled 2987 words (about 64 words per
comment). Narrative data were managed and analysed
using NVivo software (V.12.6.0 QSR International).

Qualitative data analysis and reflexivity

Written responses were analysed inductively by two coders
(AV and KY) using thematic content analysis.20 I Data
analysis involved an iterative process following codified
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techniques toidentify themesand subthemes thatemerged
from the data and were labelled using language quoted
directly from the RDs’ descriptive responses; thus, anal-
ysis was not driven by pre-existing coding frames or the
researcher’s analytic preconceptions. The first author
was a white female dietetic student who had research
interests in dietary interventions and the second author
was a Chinese female nutrition sciences student who
had research interests in diabetes prevention; the third
author is a white female RD with clinical expertise in
prescribing CHO-restricted diets and the senior author is
a white female, mixed-methods researcher with expertise
in social nutritional epidemiology and diabetes manage-
ment evaluation.

The data were read and re-read multiple times by the
first author, who also developed initial codes and themes.
The first author also developed a reflective report during
the coding process to demonstrate self-awareness in the
analytical process and enhance qualitative researcher
skills. Data were read and coded line-by-line to develop
a codebook containing the list of data-driven catego-
ries and their definitions (examples from the data); this
codebook was used by both coders for the final analytic
coding and was iteratively re-organised until consensus
was reached among the research team. Thematic analysis
consisted of multiple phases of data immersion/familiari-
sation, coding across the dataset, searching for and re-or-
ganising categories, producing a map of provisional (sub)
themes and relationships between them, refining themes
and finalising analysis.”

Through team discussions, themes were verified or
revisited and interpretations were further developed to
provide in-depth analysis. Codes were given rich descrip-
tions to facilitate transferability. Discussions occurred
between authors throughout the study process to ensure
a shared understanding and agreement and to identify
and resolve any discrepancies or disagreements in the
analytic process. Direct quotes (raw data extracts) from a
range of participants provide the evidence to support our
interpretation and findings.

FINDINGS

Four main themes emerged related to RDs’ experi-
ences of prescribing TCR: (1) interpersonal context, (2)
personal experience and knowledge, (3) regulatory envi-
ronment and (4) patient-centred care. Table 1 presents
exemplary quotes for each theme summarised below.
Figure 1 displays these four emergent themes and their
inter-relationships.

Theme 1: interpersonal context

Participantresponsesrevealed thatexternal factors related
to interpersonal context influenced the RD’s decision, or
that of their patients, to implement CHO-restricted diets.
In particular, the broader social perception, such as ‘the
fear of carbs’, was often noted as a factor influencing the
RD’s experience of prescribing CHO-restricted diets.

Several responses indicated that patients may be influ-
enced by the strongly positive attitudes towards CHO-
restricted diets from other healthcare providers (whether
or not the diet was appropriate) and that RDs commonly
responded by offering multiple, appropriate dietary
options. Similarly, interactions with patients appeared to
influence whether or not a RD prescribed CHO-restricted
diets through the role of patient-centred goals (theme
4, below) with the RD ‘lay(ing) out all the options and
the pros and cons’ (table 1). Notably, RDs presented a
more critical view of their healthcare colleagues’ involve-
ment in the prescribing of CHO-restricted diets than they
presented of their patients’ requests.

Theme 2: personal experience and knowledge

Personal experiences of implementing or using CHO-
restricted diets, as well as knowledge of research evidence
on CHO-restricted diets, were a key theme related to
RDs prescribing CHO-restricted diets to patients in their
practice. Some RD responses indicated a good awareness
and understanding of the scientific literature in terms of
evidence-based care and known benefits for appropriate
patients. Notably, having knowledge of the scientific
evidence supporting the use of CHO-restricted diets in
some patients, led to RDs questioning previous clinical
guidelines that “may not have been the best advise [sic]
for some of our patients” (table 1). This scientific knowl-
edge was further supported by RDs’ personal experiences
of CHO-restricted diets in both practice and personal
use. Some RDs noted the direct benefits they saw in their
patients who implemented the diet, which contributed to
their personal experience in practice. Other RDs gained
personal experience from direct use of CHO-restricted
diets themselves or among their friends and family. Some
responses illustrated a professional confidence in the
RD’s knowledge of TCR regarding recommendations
around food substitutes and other strategies for dietary
implementation; a confidence that enable some RDs to
open a private practice to specifically prescribe the diet.
Some RDs had knowledge of the complexities of TCR
beyond energy and nutrients, including the consumption
of processed foods, mental health, physical health and gut
microbiota. Finally, some RDs displayed sufficient knowl-
edge and experience to have an educator role, teaching
both patients and other professionals about prescribing
CHO-restricted diets.

Theme 3: regulatory environment

Several responses concerned RDs’ scope of practice
within hospital versus private settings, and suggested
that the regulatory environment within Canada acts as a
barrier to prescribing CHO-restricted diets. Comments
described the conventional model of the CPGs favouring
a more liberal intake of CHO and governing the delivery
of nutrition care in public institutions, particularly hospi-
tals. Responses around clinical guidelines were either
neutral or negative. Some responses even questioned
the validity of guidelines. A small number of RDs even
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Table 1 Main themes and illustrative quotes related to dietitians’ experiences of prescribing therapeutic CHO-restricted diets

in Canada

Theme

Quotes

1. Interpersonal
context

2.Personal
experience and
knowledge

3. Regulatory
environment
(scope of
practice)

‘Benefits noted, but hate the “fear” around carbs’. (Respondent #28)

‘Yes, that’s usually where the disagreement between nurses and dietitians come into place in the north.
Some nurses have tried keto diets personally and have prescribed these diets to patients based on their
personal experiences instead of scientific evidences’. (Respondent #23)

“A number of our [Nurse Practitioners]/[Registered Nurses] are very vocal supporters of the ketogenic diet
and seem to prescribe it for nearly everyone”. (Respondent #24)

‘Adjunct discussions on mindful eating, family influence and potential impacts and food literacy and food
security’. (Respondent #4)

‘Discussing “keto” popularity with parents of T1D at diagnosis to clear confusion with DKA and ketone
testing vs keto diet’. (Respondent #3)

“If | have a client adament [sic] to avoid medication, | lay out all the options and the pros and cons. They
can then make an informed decision”. (Respondent #32)

“When | started, | could never imagine recommending low CHO, however, the science is there for some
individuals”. (Respondent #32)

“It makes me question all the advise [sic] that we have been giving and how it may not have been the best
advise for some of our patients/clients”. (Respondent #15)

‘More open to carbohydrate restriction as a therapeutic option for some patients’. (Respondent #1)

“l can provide substitutes and strategies to help implement the diet”. (Respondent #18)

“l teach carb ‘awareness’ for both weight loss and glycemic control”. (Respondent #14)

“more emphasis on the same things we’ve always said: reduce the junk carbs and watch the starch
portions and fruit. Just giving it a new title of ‘moderate carb restriction’ vs ‘low carb restriction’ and ‘keto
or very low carb restriction’”. [sic] (Respondent #40)

‘Its understanding energy and nutrients, mental health and physical needs, vitamins, minerals, and
processed foods’. (Respondent #27)

‘Discussing “keto” popularity with parents of T1D at diagnosis to clear confusion with DKA and ketone
testing vs keto diet’ (Respondent #3)

“Helps me understand what clients may go through and have empathy with them, help with their

food choices and help them with ideas on how to maintain high fibre while restricting carbohydrates”.
(Respondent #37)

“I have seen the benefits of a CHO restriction in a diabetes population”. (Respondent #33)

“I find it useful in weight management where a person feels they have food addiction”. (Respondent #6)

“l find the benefits far outweigh any benefits from mainstream moderate/high carb, low fat approach, over
and above weight loss”. (Respondent #35)

“If you watch what the glucose excursion is on a sensor with ingestion of carbohydrate and lower carb
strategies, it is very clear that eating high carb makes managing diabetes more challenging”. (Respondent
#8)

“To manage diabetes, we see over and over again the benefits of following a lower carb diet to reduce
postprandial blood glucose rises”. (Respondent #9)

“The incredible benefits not only in me, but in my family, and friends influence my approach, of course”.
(Respondent #42)

‘Started LCHF [Low-carb high-fat] private practice. Took primal health coach certification’. (Respondent
#43)

“I have opened a private practice to assist others to implement LCHF diets, safely, with considerations of
supporting the gut microbiome”. (Respondent #46)

“Teach my colleagues that low fat high carb diets is probably helping the population become more and
more obese”. (Respondent #34)

“with regards to the growing evidence about the link between high-sugar diet and cardiovascular disease.
Renal pts [sic] are at increased risk of CVD, also many of my dialysis clients have Type 2 DM” (Respondent
#19)

‘More of a conservative approach to carb intake for diabetes management then what the CPGs may
suggest’. (Respondent #7)

‘Started LCHF private practice. Took primal health coach certification’. (Respondent #43)

“I have opened a private practice to assist others to implement LCHF diets, safely, with considerations of
supporting the gut microbiome”. (Respondent #46)

‘Frustration that it is not accepted by the conventional models and colleagues’. (Respondent #36)

“l try to encourage patients to limit sugars/processed carbs—The fact that there is really no Low Carb
Diet available in hospital is a Major Limitation to how we can help patients who need to reduce their
inflammatory markers”. (Respondent #12)

Continued
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Table 1 Continued

Theme Quotes
4. Patient- “I will recommend a carbohydrate reduction when it appears as if it would benefit the individual client”.
centred care (Respondent #24)

‘More open to support patients if they think it is enjoyable and sustainable’. (Respondent #22)

‘more open to clients desires to experiment with this diet’ (Respondent #13)

“l am open to client questions about it and will work with those who are trying to limit CHO [sic]”.
(Respondent #16)

“I’m more open to carb restriction in my practice but do not recommend very low carb diets to patients as
maybe high risk for my patient population DM [sic]”. (Respondent #26)

“Renal pts [sic] are at increased risk of CVD, also many of my dialysis clients have Type 2 DM2”.
(Respondent #19)

“I find it useful in weight management where a person feels they have food addiction”. (Respondent #6)
“| use carb restriction with appropriate patients”. (Respondent #30)

‘It works for some people but definitely not all’. (Respondent #39)

‘Balance and quality macronutrients and client centered always’. (Respondent #10)

“Helps me understand what clients may go through and have empathy with them, help with their

food choices and help them with ideas on how to maintain high fibre while restricting carbohydrates”.
(Respondent #37)

“When | started, | could never imagine recommending low CHO, however, the science is there for some
individuals. If | have a client adamant to avoid medication, | lay out all the options and the pros and cons.
They can then make an informed decision”. (Respondent #32)

CHO, carbohydrate; CVD, cardiovascular disease; DKA, diabetic ketoacidosis; DM, diabetes mellitus; LCHF, low-carb high-fat; T1D, type 1
diabetes.

described starting a private practice specifically for  Theme 4: patient-centred care

CHO-restricted diets that would allow for more dietary ~ In many responses, patient-centred care was a central
approaches to manage chronic disease beyond dietary  feature of RD experiences of prescribing CHO-restricted
recommendations of Canada’s Food Guide.

Regulatory
environment

Clinical Practice
Guidelines (CPGs)
Private vs. hospital setting

Patient-centred

care
Appropriateness,
benefits, needs

Interpersonal | | Personal

Context Experience
Attitudes of other HCPs Reading Literature
Social perception of Advanced Knowledge
carbohydrates Confidence as a current or former
Patient goals TCR user

Figure 1 Diagrammatic representation of four emergent themes related to dietitians’ experiences of prescribing carbohydrate-
restricted diets in Canada. Experiences of prescribing therapeutic carbohydrate restriction (TCR) were primarily driven by

a patient-centred care (theme 4) approach to nutrition therapy for chronic iliness, with key considerations being patient
appropriateness, patient benefits and patient needs or preferences. This theme was supported by and mutually reinforcing

of the interpersonal context (theme 1), such as the attitudes of other healthcare professionals (HCPs) or social perceptions,

and registered dietitians’ personal experience of the benefits from TCR use by patients or themselves, and/or the professional
knowledge (theme 2) gained from reading the scientific literature on TCR or teaching the dietary approach to other HCPs.
Themes 1 and 2 also appeared to reinforce each other. Professional body practice guidelines and practice setting comprised
the regulatory environment (theme 3) that also influenced whether dietitians reported prescribing TCR to their patients living with
chronic illness in Canada.
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diets. This included a focus on the health benefits of TCR,
the appropriateness for a given patient and the needs and
wants of specific clients. Detailed RD responses tended
to focus on the characteristics of specific patient popu-
lations or on the science of using TCR. More general
answers tended to reflect the role of patient preferences
in nutrition therapy, with a general reference to how the
clients feel and what their interests are as the basis for
prescribing CHO-restricted diets. RDs often noted the
health benefits of adopting a CHO-restricted diet, either
as aspirational or as realised benefits for their patient
population.

Most responses that referenced health tended to
acknowledge the positive impact of TCR such as reducing
postprandial blood glucose. Nevertheless, patient-centred
care also entailed that TCR should only be prescribed
for specific patients as TCR is more appropriate in some
populations and disease states than others. As a result,
RDs expressed that the specific patient they see dictates
whether they would prescribe a CHO-restricted diet.
Responses revealed that RDs aim to find the most sustain-
able dietary approach for their patients. For example, RDs
would consider an appropriate CHO-restricted diet if it is
the patient who thinks the diet is ‘enjoyable and sustain-
able’ (table 1). Both support and reservations among
RDs regarding TCR stemmed from patient-centred care,
with several respondents indicating that their opinion has
changed over time based on patients’ needs or requests.

DISCUSSION

This qualitative study adds novel insights on the experi-
ences of RDs related to prescribing CHO-restricted diets
(TCR) to patients with chronicillnessin Canada, especially
in the context of no pre-existing CPGs. Patient-centred
care was a central theme from dietitians’ experiences of
prescribing CHO-restricted diets to patients with chronic
illness; subthemes focused on patient appropriateness,
patient benefits and patient needs or preferences. The
use CHO-restricted diets as medical nutrition therapy
was also influenced by the interpersonal context, such
as the attitudes of other healthcare providers or social
perceptions, and by RDs’ personal experiences of the
benefits from CHO-restricted diets by patients or them-
selves, and/or their knowledge of CHO-restricted diets
from reading the scientific literature or teaching the diet
to other providers. All three themes mutually reinforced
one another. Professional guidelines and practice setting
were part of the regulatory environment (theme 3) influ-
encing whether dietitians prescribed CHO-restricted diets
to their patients living with chronic illness in Canada.

The findings in context

Many factors are known to influence shared decision-
making about diabetes care, particularly decisions to
prescribe specific diets in patients living with diabetes;
personality type,” different actors (healthcare providers,
patients, family)** and contextual factors® all affect

healthcare decision-making processes. Until recently,
decisions to therapeutically use CHO-restricted diets
were especially difficult as this dietary choice was absent
from the CPGs in Canada.’? Thus, RDs have had to inde-
pendently navigate this diabetes care decision without
formal guidance. This study is the first, to our knowledge,
to assess RDs’ experiences of prescribing CHO-restricted
diets in the conventional diabetes care landscape in
Canada.

Limited research on RD experiences of prescribing
other dietary interventions indicates that RDs are more
likely to prescribe a given diet (eg, very low-calorie diets)
as an intervention when they better understood the
particular diet.*® In this study, we found that experiential
knowledge was a key factor that influenced RDs’ experi-
ences of TCR; as described in the written responses, such
knowledge came from RDs directly observing benefits of
CHO-restricted diets in their patients, in themselves and/
or in non-clients (eg, family members). RDs also gained
knowledge for prescribing CHO-restricted diets through
the scientific literature that provided the evidence base to
support them in implementing CHO-restricted diets in
some patient populations. By corollary and as reported
in a descriptive study of the full TCR survey,' RDs who
chose not to prescribe this diet were those who lacked
knowledge of CHO-restricted diets or reported having
negative beliefs about the diet. Another qualitative study
of medical staff in colorectal surgery also reported that
perceptions, experience and training combined to influ-
ence nutrition prescription preferences.?’

Providing patient-centred care was another central
and interrelated theme related to RDs’ experiences of
prescribing CHO-restricted diets. This theme was most
evident from the data of dietitians who reported a will-
ingness to prescribe CHO-restricted diets after patient
requests. Nearly half of the responses indicated patient
preference played a role in the experiences of prescribing
CHO-restricted diets, which is consistent with professional
and quality standards for nutrition care.” Other qualita-
tive research also shows that medical staff modified nutri-
tion prescription practices to align with patientrelated
factors.”” Patient preferences are likely to continue to
grow in future given the 2020 position statement on
CHO-reduced diets from Diabetes Canada. Hence, RDs
will need to be supported to confidently prescribe and
monitor CHO-restricted diets through accessible and
accurate resources, educational tools and appropriate
training.

Others have also reported that peers influence
prescription behaviours and attitudes towards nutri-
tion,”” which is another major theme emerging from this
work. The influence of the interpersonal context was
most evidence from examples of divergent dietary advice
between nurses and dietitians, as reported by the RDs.
Some responses suggested that RDs might not prescribe
CHO-restricted diets to overcompensate for generic
dietary advice based on strong beliefs of other health-
care providers. This disagreement between professionals
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could have consequences for patient care as research
shows that conflicting information lowers patient adher-
ence rates for medical interventions.” Our study
findings of the interpersonal context as an important
influence on RDs’ experiences of prescribing CHO-
restricted diets suggest that the communication between
healthcare professionals on nutritional therapy in disease
management needs to be improved. The value of having
a multidisciplinary team for healthcare quality has been
demonstrated in diabetes management, weight loss inter-
ventions and care for other chronic diseases.”’ Treatment
for chronic diseases requires multifaceted interventions
that need to be integrated across professional groups
including physicians, nurses, pharmacists, dietitians and
other health professionals.”

Methodological considerations

Several important considerations must be kept in mind
when examining the data collected by the study. First,
in April 2020, Diabetes Canada introduced its position
statement on TCR. As such, the data may no longer
accurately reflect RDs’ perspectives on prescribing
CHO-restricted diets, but may reflect RDs’ perspectives
for future emerging dietary approaches. Additionally,
this paper only analysed the results of one question,
and so some context was possibly lost from the broader
survey as any answers referencing previous responses
were not analysed here. Third, a greater number of RDs
responded to the survey than those who provided open-
text data for the analysed question (less than half): this
is likely due to the fact that open-text questions require
more effort, and so responses tend to skew towards those
with a strong opinion over those who are neutral or
indifferent.”” Fourth, while the online survey was distrib-
uted through a range of professional channels, some
channels included groups strongly favouring TCR. As a
result, our data may not necessarily reflect the broader
diversity of RDs in Canada. Fifth, the online nature of
the survey also meant that respondents had to interpret
the question on their own, resulting in one respondent
admitting “I don’t understand this question”. Finally,
while our analytic approach was inductive and we used
techniques to enable themes to emerge from the data,
the qualitative methodology does not preclude that our
own perspectives and preconceptions will influence the
analysis and contribute to the findings.

Nonetheless, this study has numerous strengths; most
notably, it has a large volume of data (nearly 3000 words)
that provided a diversity of responses from every province
in Canada and internationally. Additionally, the timing
of the survey prior to Diabetes Canada’s new position
statement allowed an understanding of RDs’knowledge
and experience around this dietary approach in a regu-
latory environment that did not explicitly promote its use
in practice. Finally, two researchers separately coded the
data, adding strength and validity to this work and study
findings.

Practice implications

With the Diabetes Canada release of a new position state-
ment on CHO-restricted diets, there are now guidelines
and political support for dietitians to teach and prescribe
this diet to appropriate patients. As this study clearly
demonstrated, RDs along with their healthcare profes-
sional colleagues, will need advanced training, interdis-
ciplinary support and stronger communication strategies
to prescribe CHO-restricted diets confidently and safely
especially given the medication monitoring required with
diabetes and other chronic diseases related to insulin resis-
tance. Moving forward, continuing education and clinical
resources around these diets will be a critical next step
towards ensuring both patient safety and also improving
care for patients with chronic disease in Canada.

CONCLUSION

This research aimed to investigate the state of therapeutic
CHO restriction among RDs practising in Canada. The
studyuncoveredavariety of experienceswithin the dietetics
community, ranging from strongly favourable based on
science and experience to strongly unfavourable based on
prior beliefs or patient appropriateness. Themes of inter-
personal context, personal experience and knowledge,
regulatory environment and patient-centred care each
informed both if and how RDs prescribe CHO-restricted
diets. Results showed a need in the RD community for
accessible, trustworthy and evidence-based educational
materials on the benefits, drawbacks and appropriateness
of CHO-restricted diets for relevant populations. Addi-
tionally, dietitians reported a desire for greater discussion
on this topic, without fear of reprimand or judgement.
Finally, collaboration and shared understanding within
a multidisciplinary care team appeared to be necessary
for the safe implementation of CHO-restricted diets and
for the benefit of patients in receiving consistent profes-
sional advice for effective, high-quality nutrition care for
diabetes and other metabolic conditions.
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