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ABSTRACT
Purpose: To understand the perception of dietitians regarding the effects
of multidisciplinary settings and Electronic Health Records (EHRs) on their
dietetic practice for weight management.
Methods: Individual semi-structured interviews were conducted with 14
dietitians working in multidisciplinary settings in Ontario. All interviews
were audio recorded and transcribed verbatim. Two researchers coded
the data independently using a thematic analysis approach. All themes
emerged inductively and were refined iteratively.
Results: Most dietitians believed that working in a multidisciplinary
setting allowed for interprofessional collaboration and time-effective
referrals. Multidisciplinary clinics were perceived to improve patient care
due to convenient scheduling, consistent messaging, and ongoing
support. However, some dietitians reported instances of conflicting
approaches and beliefs regarding weight management across health
professionals. Dietitians suggested ways to address these conflicting
approaches through clinical meetings and education. EHRs were per-
ceived to allow for collaboration through facilitated communication and
knowledge exchange; however, lack of interoperability between EHR plat-
forms across different types of health care settings was perceived to be a
barrier for optimal care.
Conclusions: Overall, multidisciplinary settings were perceived to posi-
tively impact dietitians’ practices for weight management as they allow
for interprofessional collaboration. Consistency in health messaging
across health professionals should be emphasized through knowledge
exchange.

(Can J Diet Pract Res. 2020;81:2–7)
(DOI: 10.3148/cjdpr-2019-015)
Published at dcjournal.ca on 8 May 2019

RÉSUMÉ
Objectif. Comprendre la perception des diététistes quant aux effets des
environnements multidisciplinaires et des dossiers de santé
électroniques (DSE) sur leur pratique de la diététique pour la gestion du
poids.
Méthodes. Des entrevues individuelles semi-structurées ont été menées
auprès de 14 diététistes travaillant dans des environnements multidisci-
plinaires en Ontario. Toutes les entrevues ont été enregistrées sur bande
audio et transcrites textuellement. Deux chercheurs ont chiffré les
données indépendamment en adoptant une approche d’analyse
thématique. Tous les thèmes ont émergé inductivement et ont été
épurés de manière itérative.
Résultats. La plupart des diététistes étaient d’avis que le fait de travailler
dans un environnement multidisciplinaire permettait une collaboration
interprofessionnelle, et des aiguillages rapides et efficaces. Les cliniques
multidisciplinaires étaient perçues comme améliorant les soins aux
patients grâce à une planification pratique, des messages cohérents et
un soutien continu. Cependant, des diététistes ont signalé des cas de
croyances et d’approches contradictoires concernant la gestion du poids
chez les professionnels de la santé. Les diététistes ont suggéré des
façons d’aborder ces approches contradictoires au moyen de réunions
cliniques et de formation. Les DSE étaient perçus comme favorisant la col-
laboration grâce à la facilitation de la communication et de l’échange de
connaissances; toutefois, le manque d’interopérabilité entre les plate-
formes de DSE dans différents types de milieux de soins de santé était
perçu comme un obstacle à des soins optimaux.
Conclusions. Dans l’ensemble, les environnements multidisciplinaires
étaient perçus comme ayant un impact positif sur les pratiques des
diététistes pour la gestion du poids, car ils favorisent la collaboration
interprofessionnelle. La cohérence des messages sur la santé entre les
professionnels de la santé devrait être promue par l’échange de
connaissances.

(Rev can prat rech diétét. 2020;81:2–7)
(DOI: 10.3148/cjdpr-2019-015)
Publié au dcjournal.ca le 8 mai 2019

INTRODUCTION
Obesity is a highly complex condition and has various
etiologies [1]. Current guidelines to manage and prevent
obesity recommend behavioural, pharmacological, and surgi-
cal options. Diet and physical activity are the first line of treat-
ment and should be addressed regardless of the weight
management method used [2]. There is recognition that
multidisciplinary teams are needed to effectively prevent and

manage chronic diseases, including obesity [3]. As such, the
Health Reform Fund included a shift towards establishing
multidisciplinary primary health care settings [3]. Based on a
2015 report, the integration of dietitians within primary care
organizations in Ontario has increased since 2012 [4] and
seems to mitigate barriers for dietetic referrals by primary care
providers [5, 6]. Dietetic consultations in primary care have
been shown to be effective in improving diet quality, diabetes
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outcomes, and weight loss outcomes [7, 8]. Dietitians often
adopt an intuitive eating approach [9], which promotes behav-
iour change and health improvements rather than weight loss
alone [10].

Another priority highlighted in the Health Reform Fund
was the integration of Electronic Health Records (EHR) in
health care practices across Canada [11]. While the adoption
and use of EHRs varies across Canada, their use has been
steadily increasing [11] and is thought to facilitate communica-
tion between health professionals in primary care and allow for
delivery of patient-centred care [12]. Although EHRs are
reported to be a useful communication tool [13], they may not
be fully utilized. The Commonwealth Fund survey found that
only 14% of Canadian family physicians used 9 or more of 14
electronic information functions [14]. Nonetheless, EHRs are
perceived by family physicians and nurse practitioners to facili-
tate referrals and communication between health professionals
as well as message reinforcement with patients [15].

Multidisciplinary settings and EHRs may improve the
prevention and management of chronic disease as well as
enhance patient care. Studies examining dietitians’ perspectives
on the impact of multidisciplinary teams and EHRs on dietetic
practice for weight management are lacking. Therefore, the
overarching objective of this study was to gain dietitians’
perspectives on the impact of multidisciplinary settings and
EHRs on their dietetic practice for weight management.

METHODS
With a constructivist approach to inquiry [16], we used a
qualitative research design to provide an in-depth understand-
ing of dietitians’ perspectives on the impact of multidiscipli-
nary settings and EHRs on their dietetic practice for weight
management. The COREQ checklist was used for reporting
qualitative findings [17]. Semi-structured interviews were con-
ducted with 14 dietitians working in different types of multi-
disciplinary settings which included family health teams,
community health centres (CHCs), a nurse practitioner (NP)
led clinic, and a bariatric weight management clinic. Most of
these clinical models are relatively new compared with the
historical lone-physician office model. Important commonal-
ities between these clinical settings are the various health
professionals (e.g., social worker, pharmacist, dietitian) who
comprise them and that dietitian services are free of charge
at the point of care.

The interview protocol was pilot tested with 3 dietitians
and refined. Prior to the interview, participants were asked
about their self-perceived gender, years of experience as a
dietitian, years of experience in the clinical setting in which
they currently work, and the country in which they completed
their professional training. The interview protocol addressed
the following areas: (i) how dietitians felt about working in a
multidisciplinary setting, (ii) how the multidisciplinary setting
influenced their dietetic practice for weight management, and
(iii) how the use of EHRs impacted their practice for weight
management. In fall 2017 and winter 2018, 2 researchers

(SA and CP) conducted the individual semi-structured inter-
views. SA and CP self-identify as female dietitians and are
trained in conducting interviews. Ethics approval was
obtained from the University of Ottawa’s Research Ethics
Board (file number: 06-16-07).

To inform dietitians of this study, an email was sent
through a dietitians’ network distribution list. Dietitians who
met the following eligibility criteria were included in the study:
(i) working in a multidisciplinary health care setting, (ii) hav-
ing ≥6 months of experience as a dietitian, and (iii) seeing
adult patients for weight management. An incentive was not
provided and informed consent was obtained from all partici-
pants. Interviews were audio recorded and were 30–61
minutes in length. The interview protocol was not provided
to participants prior to the interview and no one withdrew
from the study. Interviews were conducted in person or by
phone based on the participant’s geographic location or prefe-
rence. To allow for reflexivity, field notes were taken during
the interviews. Participant recruitment ceased after 14 partici-
pants because data saturation was reached.

All interviews were transcribed verbatim and analyzed
independently by 2 researchers (SA and BJ). The conventional
content analysis approach was used for coding [18]. This
allowed codes and themes to flow from the data [18]. SA and
BJ read the transcripts in their entirety to get a sense of the
whole [19]. The transcripts were then read to elucidate
descriptive codes [20]. As codes were generated, the 2
researchers took notes of their initial analysis. As the process
continued, codes were grouped together into meaningful clus-
ters, which were then labelled as themes [21]. Discussions
regarding emergent themes, interpretations, and discrepancies
in data analysis and coding were discussed by the research
team, which also allowed for reflexivity and consensus to be
reached [22].

Lincoln and Guba’s criteria for establishing trustworthi-
ness were used [23]. Involving many researchers in the study
allowed for the data to be examined from various angles and
investigator triangulation [24]. Participants who were inter-
ested in a member check (n = 5) were contacted but no
changes were made. Further, supporting quotes from the
interviews allowed for participants’ voices to be heard and
demonstrated authenticity [23].

RESULTS
All participating dietitians self-identified as females and
completed their professional education in Canada. Six partici-
pants had <5 years of experience in the dietetic profession
while the others had 6–15 years of experience, and 1 dietitian
had >25 years of experience. The majority of those
interviewed had been working in a multidisciplinary setting
for 2–5 years. Three main themes emerged from data pertain-
ing to dietitians’ perspectives on the effects of working in a
multidisciplinary health care setting on their weight manage-
ment practices. As for the effects of EHRs on dietitians’ weight
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management practices, most factors elucidated from data
positively influenced dietitians’ practices.

Effects of working in a multidisciplinary health care
setting

Theme 1: Interprofessional collaboration: Working in
proximity to allied health professionals was seen as an
important facilitator for interprofessional collaboration.
Communication was enabled through informal encounters or
case management team meetings. Referrals to and from allied
health professionals were also considered feasible because of
the team-based nature of clinical settings and familiarity with
other health professionals’ roles and scopes of practice. One
participant (P) noted, “Being in the same building is impor-
tant because we can just walk over, and we talk to the doctor
or counsellor if we have a concern” (P11) and another com-
mented, “Doing rounds and case management for patients
can really help” (P8).

Some participants acknowledged the important role that
primary care providers play in dietetic referrals. Since family
physicians and nurse practitioners are the patient’s first point
of contact with the health care system, they are perceived to
play an integral role in referring patients to a dietitian when
needed. Depending on the clinical setting, patients may be
able to self-refer; however, it was mentioned that some
patients might not know about this option.

I think it’s really important because the doctors are the first
point of access and everything snowballs from there.
Without that teamwork, they would not get that referral to
me. Having me at the CHC with the primary care team helps
expedite the process so the client will see me sooner. The refer-
ral process becomes easier. (P1)

Multidisciplinary settings were perceived as an opportu-
nity to draw on the expertise of team members and learn from
each other. Collaborating with other health professionals was
considered an asset for continuity in care delivery. Several
dietitians reported they work together with doctors, nurses,
and other allied health professionals by discussing client
care and conducting joint meetings with patients.
Communication within the multidisciplinary team supported
continuity of patient care as stated by this participant, “The
fact that I have the support to talk to one of the NPs or kinesiol-
ogists or psychologists, we are all on the same page. We train
each other and learn from each other.” (P5)

Theme 2: Conflicting approaches and beliefs: In gen-
eral, respondents suggested that a multidisciplinary health
care setting was beneficial when all health professionals were
willing to collaborate since working in the same location
does not guarantee interprofessional collaboration or knowl-
edge exchange. Some participants perceived that conflicting
perspectives created challenges among team members as
commented by this participant, “I do my part and then they
do theirs but there isn’t much collaboration, we don’t talk as
much. For other conditions, there are more interactions but

when it is for weight management, there is less collabora-
tion.” (P3)

To promote collaboration, a common outlook on the root
causes of obesity and itsmanagement were perceived to be impor-
tant. As a dietitian noted, “In the past, when we had different staff,
it did create a bit of conflict when two professionals did not see
eye-to-eye on how to approach weight management, but in our
current setup we are all in the same mindset, so it helps.” (P7)

Participants shared ways to resolve conflicting weight
management approaches, such as access to chart notes and
team meetings. Also, the ability to exchange professional
knowledge and educate others was identified as an opportu-
nity of being part of a team-based clinic.

It could be great if the providers take the time and look
through the things we discussed and the goals that we are
working on : : : to briefly reinforce the message. This can
show the client that we are all providing the same messages
so that they are not saying something else in terms of nutri-
tion and weight loss. (P9)

I think there is also the opportunity to provide education to
staff. : : : We have clinical team meetings, so for example last
clinical team meeting I did a small information session on
Irritable Bowel Syndrome, so at least they have a little bit of
knowledge around what some of these things are. (P12)

Theme 3: Perceived benefits to patients: Most dietitians
felt the co-location of services was convenient for patients.
Dietitians mentioned that patients appreciated the ease of
booking appointments with different clinicians and devel-
oped a familiarity with the CHC and services available.
Dietitians were able to meet with a client after an appoint-
ment with the physician or nurse practitioner as reported by
this participant, “All the providers are in one place, so they
can book appointments in one day, so they can see the doctor
and me the same day for example. It makes everything so
much more convenient and easier for them to access so that
they don’t have to go elsewhere.” (P6)

Participants identified that it was important for health
professionals on the team to contribute to the same goal, convey
the same messages, and support the patients’ personal goals.
Most dietitians stressed the importance of focusing on modifi-
able risk factors rather than weight loss as the main outcome.
Conveying the same messages in a multidisciplinary setting
and its effect on patient motivation was seen as integral,

I think the most important thing is that we are all saying the
same messages and that we are supporting patients and their
goals. Moving away from weight loss as a goal because it is
not actually an outcome. It is something that happens but
should not be the goal. (P5)

If patients are hearing similar things from different angles it
definitely helps with the motivation for a healthier lifestyle.
It is much more likely that the client will succeed. (P11)

Effects of EHRs on weight management practices
Most participants believed that EHRs had a positive influence
on their weight management practices. EHRs were perceived
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to: (i) allow quick access and extraction of valuable informa-
tion (e.g., anthropometric measures, biochemical markers,
medical history), (ii) allow for consistency of messaging,
(iii) improve the screening process through visual aids,
(iv) facilitate referrals between health professionals, and
(v) aid in continuity of care.

Having access to those records before the first nutrition assess-
ment gives me a better idea on how to help the client. (P5)

I think in terms of pulling statistics and identify[ing] patients
who have a BMI over 40 etc. We are just starting preventive
health appointments. (P7)

I am not sure if all of them are reading my notes but within
our team, it is very helpful when a patient goes : : : for fitness
counselling. I can see what the goals were, and I can reinforce
the message. (P6)

While most dietitians perceived the use of EHRs to be ben-
eficial for their weight management practices, 2 suboptimal
factors emerged from the data. The first factor was hindrance
of face-to-face interaction with patient. As a dietitian
mentioned, “ : : : it sometimes prevents the face-to-face interac-
tion with the client. In counselling we need interaction with
the client” (P11). The second factor was the lack of interoper-
ability between different EHR platforms across health care
settings. For example, dietitians working in primary care are
not able to review chart notes written by health professionals
working in tertiary care and vice versa.

The challenge here with EHRs at the hospital is that they do
not connect with community EHR platforms. It is not easy
to get a big picture of what’s happening. It would be nice if
they connected more so we can really help people at the best
of our capacity. (P4)

DISCUSSION
An interdisciplinary approach is preferred for obesity manage-
ment because of its complex nature—to be effective, strong
communication and clinical relationships among health
professionals is necessary [25, 26]. Multidisciplinary teams con-
sist of health professionals who work in the same location [3],
whereas interdisciplinary teams require communication and
coordination of care among health professionals [27]. While
most dietitians perceived proximity to be an important enabler
for interprofessional collaboration, others noted a lack of
collaboration despite co-location. This finding may be
attributed to a dietitian’s definition of collaboration—some
may consider a referral from a physician as collaboration.

Nevertheless, multidisciplinary teams seem to mitigate
many barriers highlighted in previous studies such as subopti-
mal dietetic referrals due to lack of access to dietitians and cost
of dietetic services [28–31]. Primary care providers play an
important role in referring to dietitians and raising awareness
regarding the importance of changes in modifiable risk factors
before providing a dietetic referral [32]. This has shown to be
important for patient initiation and adherence to nutrition
counselling with a dietitian [33]. In this study, dietitians

highlighted the important role that primary care providers
play in the referral process. This finding is consistent with
studies that evaluated patients’ perspective on the role of pri-
mary care providers in obesity management [34, 35].

Participants were also able to make referrals to other health
professionals. Access to mental health support and exercise
specialists was possible in these multidisciplinary settings and
allowed for continuity in the delivery of care—a term broadly
defined as coherent patient care over time and linked to
quality outcomes [36]. Conveying the same message and con-
venient scheduling were perceived to be beneficial to patients.
Likewise, patients appreciated interdisciplinary team settings
for consistent messaging and scheduling [34]. Some patients
believed that consistent messaging played a role in improving
their motivation during their weight management journey
[34]. However, some dietitians felt there were conflicting
beliefs and approaches pertaining to nutrition advice for
weight management. Team meetings and education seemed
to address these discrepancies. This further highlights the
dietitian’s role in educating health professionals on evidence-
based nutrition-related interventions [37].

EHRs seemed to play an important role in the consistency
of messaging because it allowed dietitians to be aware of what
was previously discussed between other allied health
professionals and patients. Dietitians were able to extract valu-
able information such as medical diagnosis, anthropometric
measures, and biochemical markers to conduct nutrition
assessments. Other studies found that health professionals
have positive perceptions regarding the use of EHRs [38, 39].
Although most emerging themes were positive, interoperabili-
ty between different EHR platforms and possible hindrance of
face-to-face interaction with patients were perceived to be sub-
optimal. These factors were also identified as barriers in a
review of studies evaluating the use of EHRs [40]. Improving
interoperability of different EHR platforms and addressing
barriers to face-to-face interaction may improve perceptions
of EHR use and overall patient care.

This study has some limitations. All participating dietitians
completed their professional education in Canada and worked
in multidisciplinary health care settings in Ontario. While our
findings cannot be generalized to all dietitians and health care
settings, the findings may be applicable to those working in
similar Canadian settings. Also, given the predominance of
females in the dietetic profession, all participants were female.
As such, these findings may not be applicable to male dieti-
tians as clinical practice may differ based on gender.

The strengths of this study include our constructivist
approach to inquiry and inductive approach to analysis
allowing for a greater understanding of participants’ work
contexts and perspectives. This study identifies important per-
spectives that need to be considered in primary health care
planning, especially for chronic disease prevention and health
promotion. Future research may utilize findings from this
qualitative study to inform the conceptualization of surveys
that could be administered to larger samples.
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RELEVANCE TO PRACTICE
Our findings highlight the benefits of multidisciplinary teams
and EHRs on dietetic practice for weight management. They
also highlight the barriers that may be encountered in
multidisciplinary settings, including conflicting approaches
and beliefs, and the importance of interprofessional commu-
nication within the team. Dietitians play an important role in
providing educational support to allow for consistency in
messaging across health professionals thereby promoting suc-
cessful interventions in multidisciplinary health care settings.
Furthermore, our results emphasize the importance of having
interoperable EHR platforms across health care settings to
allow continuity in care.

Financial support: This study was supported by Telfer
School of Management Research Grant (#147080), University
of Ottawa.

Conflict of interest: The authors do not have any conflict
of interest to declare.
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