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Since 1993, dramatic changes have occurred in dietetic practice in Long-Term Care (LTC)
facilities across Canada. A timeline, based on document review, of these changes was created
that explored how Canadian dietitians (RDs) continue to make a difference in LTC facilities.
Fifteen semi-structured telephone interviews were conducted to obtain historical perspectives
from key informant RDs in LTC. All recorded interviews were transcribed by NVIVO and
analyzed by thematic analysis. Seven themes were generated from interviews including
regulatory changes, population and patient factors, advocacy, changes in RDs’ roles and
responsibilities, challenges, team functions, and coronavirus disease 19 (COVID-19). The
timeline was updated with information from key informants. The features of an online timeline
plugin were assessed for posting this timeline, and those in the larger history project, online.
Overall, this research updated Canadian dietetic history of LTC facilities over the past 28 years
and provided future direction for improving RD roles in this field.
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INTRODUCTION
The book, Canadian Dietitians: Making a Difference, was published in 1993 by the Canadian
Dietetic Association (CDA). Dr. Elizabeth Upton and Eleanor Brownridge described dietetic
history in this book, introducing how Canadian RDs practiced in different settings and what
changed in their dietetic roles over the years from 1971 to 1993. The book’s major chapters
included the roots of dietetics, dietetic education, dietetic internship, and dietitians in hospitals.
Since 1993, there have been dramatic changes in the practice of dietetics in Canada. A further
update of dietetic history is timely. An update can provide historical perspectives on how
Canadian dietitians have practiced their roles in different settings over the past 28 years, and it
will inform the future direction of dietetics in Canada.
An online survey was conducted in 2018 by advertising to dietitian networks and Dietitians of
Canada (DC) members and resulted in 360 responses. Further, 51 of the survey respondents were
interviewed for the project. The purpose was to determine the level of interest in the dietetic
history project and to ask about preferences for the format as well as preferred main topics. A
keen interest in the history project was shown in the survey results. An online history timeline
was the most favored format for learning dietetic history, followed by a PowerPoint presentation
and an online book. Moreover, respondents were interested in 12 major topics and 34 subtopics.
Long-Term Care (LTC) is one of the 34 subtopics of the Dietitians in Health Care topics.
Therefore, it was covered as a part of the project to update dietetic history in LTC since 1993 and
to understand Canadian dietitians’ perspectives on how dietetic practices in LTC have changed
over the years. Specifically, LTC in this study only includes LTC facilities, which are also called
LTC homes or nursing homes in Canada, providing comprehensive 24-hour nursing care, such as
food services, support of medical and physical condition, and dementia care, etc. Information
about LTC is provided in the following sections.
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1 RATIONALE FOR STUDY
In 2016, the percentage of Canadians aged 65 years or older was 16.9% and the percentage of
Canadians aged 85 years old or older was 2.2% [1]. Since 2011, these age groups have increased
20% and the percentage of Canadians aged 65 years and older is predicted to increase to 20% by
2024 [1]. The future demand for LTC homes will grow in the coming decades because age is a
strong predictor of being admitted to LTC homes [1]. The 2016 census indicated that the
percentage of Canadians aged 65 years or older and 85 years or older in LTC homes or other
senior residences was 6.8% and 30%, respectively [1]. In 2020, over 200,000 Canadians lived in
LTC residential homes and many older Canadian lived in supportive or assisted and retirement
homes [2]. Most of them were 80 years old or older [3]. In short, the aging population has
increased in recent years, and more aging Canadians need to live in LTC homes.
Many residents in LTC homes have multiple health conditions. Two thirds of residents live with
dementia and one third of residents live with severe cognitive impairment [3]. Most residents
have health conditions such as diabetes and hypertension which can partially be managed by diet
[3]. At the same time, half of residents need texture-modified diets because of chewing or
swallowing issues [3]. Most residents also live with malnutrition and dehydration that can
increase risk of falls, infections, skin breakdown, and poor wound healing, etc. [3]. Older adults
have unique requirements for energy and nutrient intake to maintain good health [4]. Nutrition
can have a significant influence on quality of life, functional and cognitive status, and overall
health status [4]. Dietitian services bring some positive outcomes such as improving quality of
life, improving nutritional status and health, and increasing meal satisfaction (3). Hence,
dietitians play an important role in LTC.
The organization and ways of delivering dietitian services in LTC has changed over the years as
the percentage of the aging population living in LTC has significantly increased and the role of
nutrition has become widely appreciated; therefore, this study is designed to update Canadian
dietetic history, particularly focusing on LTC across Canada. In addition, there has been little
research conducted to understand Canadian dietitians’ perspectives of their changing roles in
LTC across Canada. Consequently, this study consists of document reviews and key informant
interviews. This study has provided a good opportunity to understand how Canadian dietitians
still make a difference in LTC as well as provide future directions for dietetic practices in LTC
across Canada.
1.1 Objectives
The overall goal of the “Canadian Dietitians Still Make a difference in Canada-Creating an
Interactive Timeline of Canadian Dietetic History” project is to describe and understand how
Canadian dietetic practice has changed since 1993. This study, particularly focusing on LTC, is
part of the project. The three objectives of this study were:
1. To conduct preliminary usability testing of timeline software to assess user
preferences for features provided by timeline software that can be used to create a
general timeline and timelines on different topics.

2

2. To create a timeline specific to dietetic practice in LTC facilities, based on review of
documents as well as gathering information from key informants.
3. To conduct a qualitative interview study to obtain dietitians’ perspectives on changes
of dietetic practice in LTC facilities across Canada over the past 28 years.
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2 LITREATURE REVIEW
For the purpose of this thesis, LTC only referred to residential facilities with 24-hour nursing
care, which are also called LTC homes or nursing homes in Canada. According to the Canadian
Institute for Health Information (CIHI), the definition of LTC varies across different countries
[5]. For Canada, LTC includes both residential facilities with 24-hour nursing care and facilities
with fewer services, such as retirement homes and assisted living facilities or supportive living
facilities [5]. A full description of LTC in different provinces is provided in the following section
and Table 1 is a summary table of the different types of services in Canada shown in this paper.
This study mainly focused on LTC facilities, but not on hospice or palliative care and facilities
with fewer services; therefore, hospice or palliative care facilities, care and services provided in
homes such as home care and relief care, day programs provided in the community, facilities
with fewer service such as retirement homes and assisted living or supportive living facilities,
etc. were not reviewed for this thesis.
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Table 1: Summary table of different types of services for elderly care in different provinces across Canada
Province
(From West
to East)
British
Columbia
(B.C)

Alberta (AB)

Types of facilities

Definition of each type of facility

Assisted living

provide accommodation to adults
who still can live independently, but
need both regular personal care
services and hospitality services

Short term
residential care
facility: Hospice
Care, Convalescent
care, and respite care
Long-term
residential care
facility: long-term
care homes

provide short-stay services, which
are usually less than three months

Supportive living

provide 24 hours supervision and
care within a protective and
supportive environment to people
who need complex care and their
care that cannot be met in their own
home or assisted living
provide accommodation to people
who still remain independent in a
home like settings while they can
access services to meet their
changing needs

Designated living

Nursing Home
Care
Extended Care
Geriatric Care
facilities
N/A

N/A
offer 24-hour on-site, scheduled and
unscheduled, personal care, and

1

Alternative
Services provided in the facility
name of each
type of facility
Commonly
private housing, personal care
known as
services, two nutritious meals per
retirement home day, weekly housekeeping, and
access to laundry equipment for
personal laundry, etc.
N/A1
convalescent care, hospice care, and
respite care

N/A: Not applicable
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standard accommodation,
development and maintenance of a
care plan, clinical support services,
meals including therapeutic diets
prescribed by a physician, and tube
feeding, etc.
provide accommodation and support
services arrange for services related
to safety and security, and provide
at least one meal a day or
housekeeping services, professional
health care services and care
assistance

Province
(From West
to East)

Types of facilities

Definition of each type of facility

Alternative
name of each
type of facility

Services provided in the facility

support services from health care
aides and/or licensed practical nurses

Long-term care

one type of residential care facilities, nursing homes
providing continuing care services.
auxiliary
hospitals

Saskatchewan Personal care homes Residents living in personal care
(SK)
homes are with lighter care needs,
but some personal care homes also
provide cares to resident who require
greater care needs
Long-term care
provide higher levels of care to
people whose needs cannot meet by
community and home-based services
or other housing options
Assisted living
provide housing and services to
residents that allow them age in place
independently
Manitoba
Independent living
is a private housing options which
(MB)
you can rent your own suite and pay
for a service package
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N/A

special care
homes
nursing homes
N/A

Assisted living
or retirement
home

accommodation, 24-hour on-site
nursing and personal care, and meal
services
facility staff on site will provide
rehabilitation therapy, case
management, and other consultative
services to residents
accommodation, meals, and
assistance to residents

Specific services are not listed on
the website

provide meals, social activities, and
housekeeping
additional care can be applied
housekeeping, meals, and recreation
services vary for retirement homes

Province
(From West
to East)

Types of facilities

Definition of each type of facility

Residential care

Ontario (ON)

is a community housing option,
provide congregate accommodation
with different levels of care and
supervision
Supportive living
24-hour supervision and some
N/A
assistances due to physical limitation
or ongoing health conditions such as
dementia
Personal care homes provide services to individuals who Nursing homes
need 24 hours of nursing care due to
physical or mental deterioration and
cannot remain safely at home or in a
supportive housing environment
Retirement homes
rent private accommodation to
N/A
seniors who can live independently
with little or no outside assistance
Long-term care
homes

Quebec (QB)

Alternative
Services provided in the facility
name of each
type of facility
N/A
specific services are not provided

Private seniors’
residence

provide help with most or all daily
activities and access to 24-hour
nursing and personal care to adults
who need 24-hour nursing care and
personal care, frequent assistance
with daily activities, and on-site
supervision to ensure safety and
well-being
are designed mainly for seniors who
are over 65 years old and are selfsufficient and semi self-sufficient
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Nursing homes

N/A

meals, laundry, housekeeping, and a
support component

meals (meals for special diets),
necessary nursing care, and
prescription drugs under Manitoba’s
Personal Care Home Program, etc.
full wheelchair access, housekeep,
meals, laundry (charged), and
sharing dining rooms and common
areas
nursing and personal care on a 24hour basis, individual care plan
(reviewed every three months),
meals (including special diets),
housekeeping, medical services, bed
linens and laundry, and
medical/clinical supplies
nursing care
meal services
housekeeping
recreational service

Province
(From West
to East)

Types of facilities

Intermediate
resources and
family-type
resources (IR-FTR)
Residential and longterm care centres
(CHSLD)

Definition of each type of facility

provide alternative living
environments to a person’s home or
an institution

provide temporary or permanent
accommodation to adults who fit a
geriatric profile and seniors who
cannot reside at home
Newfoundland Personal care homes People who reside in personal care
and Labrador
homes may require the service of a
(N.L)
visiting professional, but do not
require on-site nursing or health
services
Protective
community
residences
Long-term care
facilities

Prince Edward supportive
Island (PEI)
residential care
facilities

Alternative
Services provided in the facility
name of each
type of facility
N/A
N/A

N/A

N/A

designed to provide specialized care N/A
and accommodation for individuals
who are with mild to moderate
dementia
facilities that provide residential care Nursing homes
and accommodations to residents
who require high care needs and onsite professional nursing services
are community care facilities, are
N/A
designed for adults, 18 or 19 years
older instead of primarily for seniors
and older adults

8

accommodations, medical services,
nursing care, personal assistance
services, laundry services, and food
and nutrition services, etc.
level 1 care and level 2 care are
provided to people with low care
needs
enhanced care is provided to people
with high care needs
N/A

twenty-four hours of nursing care,
along with the various degrees of
medical, dietetic, palliative, and
pharmaceutical care
provide accommodation, meals,
housekeeping, support and
supervision with activities of daily
living, regular monitoring of health
and personal care; excluding 24hour nursing care

Province
(From West
to East)

Types of facilities

Long-term care
facilities

Nova Scotia
(N.S)

Residential care
facilities

Nursing homes

New
Brunswick
(N.B)

Special Care Homes

Definition of each type of facility

Alternative
Services provided in the facility
name of each
type of facility
provide nursing and personal care
Nursing homes provide accommodation,
services to people with complex care
supervisory care, and 24-hour
needs who cannot remain safe in
nursing and personal care to
their own homes or in other types of
residents
settings such as supportive
residential care facilities, live with
their family, or be supported by
home care
nursing needs cannot be met by
N/A
accommodation
home care, and the nursing home is
personal care including bathing and
not required
dressing
meal services
to provide care to people who find it N/A
24-hour nursing and personal care
difficult to perform everyday tasks
under supervision of a nurse,
and are an excellent option for
administration of medication, and
people who are medically stable but
assistance with daily living.
need nursing assistance that cannot
physiotherapy
be met by home care or residential
occupational therapy, and recreation
care facilities
provide supervision and supports
N/A
level one care:
with daily activities for seniors who
clients are generally mobile but
are experiencing diminished function
request the availability of 24 hourand can no longer remain in their
based supervision
own homes
level 2 care: clients need some
assistance or supervision with their
mobility and need more
individualized care
level 3B care: medically stable and
need additional supervision and
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Province
(From West
to East)

Northwest
Territories
(NWT)

Types of facilities

Definition of each type of facility

Alternative
name of each
type of facility

Long-term care
facilities

provide a high-level of care

Nursing homes

Long-term care

provides 24-hour supervision and
personal supports to people who
cannot live independently or need
fully supportive services
people who need 24-hour support
and supervision due to diminished
physical and/or mental function;
definition cannot be found

N/A

are designed to provide care to
seniors
are designed to provide high level
care to people aged 55 and older

Supportive living

Yukon (YK)

Four different longterm care homes.
Services and levels
of care in these five
long-term care
homes are various
Nunavut (NU) Elder homes
Long-term care
facilities
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Services provided in the facility

assistance due to dementia and
frailty
provide level 3, level 4, and fulltime nursing care to the most fragile
seniors.
meals, laundry services,
housekeeping, medication, and
assistance with daily activities

N/A

N/A

N/A

N/A

N/A

level 2 and level 3 care

Continuing care level 4 or 5 care
centers

2.1 Long-Term Care in Canada
Provincial and territorial governments govern long-term residential care, including facilities with
minimal supportive services, such as retirement homes and assisted living facilities or supportive
facilities and facilities with fully supported 24-hour nursing care [6]. From the Government of
Canada website, LTC facilities are defined as providing living accommodation for people who
require on-site supervised care 24 hours per day, seven days a week, including professional
health services, personal care and services, as well as laundry and housekeeping [7]. Long-term
facility-based care is not regulated under the Canada Health Act but is governed by provincial
and territorial legislation; therefore, the range of services and costs of coverage offered by
jurisdictions are different across Canada [7]. Furthermore, what facilities are called, such as LTC
homes in Ontario (ON), nursing homes in British Columbia (BC), the type of care provided and
how it is measured, how facilities are governed, and ownership of LTC care differs provincially
and is not consistent across Canada. There is little information about retirement homes and
Assisted Living or Supportive Living on the Government of Canada website, so more
information was obtained from provincial websites. Services are reviewed by province in the
next sections.
2.1.1 Long-Term care in British Columbia (BC)
Seniors who cannot remain completely independent often move into a retirement home, nursing
home, or care home [8]. Services provided in these homes range from part-time assistance to
full-time supervision [8]. Types of retirement homes, nursing homes, or care homes fall into two
categories, Assisted Living and residential care [8].
Assisted Living residences, commonly known as retirement homes in BC, provide
accommodation to adults who still can live independently; however, residents need both regular
personal care services and hospitality services because of diminished physical and functional
ability [8]. Assisted Living is either privately or publicly funded in BC and it ranges from highrise apartment complexes to private homes [8]. The services provided in Assisted Living homes
include private housing, personal care services, two nutritious meals per day, weekly
housekeeping, and access to laundry equipment for personal laundry, etc. [9].
Residential care facilities are commonly known as nursing homes or care homes in B.C. If
people require complex care and cannot be cared for in their own homes or in Assisted Living
residences, they may choose a residential care facility [8]. Depending on a senior’s needs,
residential housing can be arranged for either short-term or long-term stays [8]. Residential care
facilities are either privately or publicly funded in BC [8].
More specifically, residential care facilities provide accommodation, care and supervision, and
meals to people based on individual needs [10]. Most people living in residential care facilities
need help with mobility, bathing, dressing and personal care [10]. Besides, many people may
also have memory issues associated with dementia, so they need an environment to maintain
their safety [10]. Short-term residential care facilities provide short-stay services, which are
usually less than three months, including convalescent care, hospice care, and respite care [11].
Long-Term Care services in BC are defined to provide 24-hour supervision and care within a
protective and supportive environment to people who need complex care that cannot be met in
11

their own home or Assisted Living residences [12]. Long-Term Care services include standard
accommodation, development and maintenance of a care plan, clinical support services, meals
including therapeutic diets prescribed by a physician, and tube feeding, etc. [12]. In BC, LTC
services are provided in both publicly and privately funded LTC homes [12].
All residential care facilities and Assisted Living facilities in BC are licensed under the
Community Care and Assisted Living Act or the Hospital Act. The Hospital Act regulates private
hospitals and extended care facilities, while all types of residential care must follow the
Residential Care Regulation and Standards of Practice, which have detailed descriptions of
building requirements, staffing and management, health and hygiene, and nutrition and
medication management, etc. [13,14]. Although there are eight regions in BC, residential care
facilities and Assisted Living residences are managed by five regions, including Fraser Health,
Interior Health, Vancouver Island Health, Northern Health, and Vancouver Costal Health
[12,15].
2.1.2 Long-Term Care in Alberta (AB)
In AB, Albertans can access continuing care services and supports based on personal health
status and care needs [16]. Continuing care services, such as assistance with dressing, meal
preparation, wound care, and other health care services and supports may be provided in
different settings including individual homes, adult day programs, and residential care facilities
which include Designated Supportive Living and LTC [16]. Compared with other settings,
Supportive Living and LTC provide accommodation to Albertans [16].
More specifically, Supportive Living provides accommodation to people who still remain
independent in home-like settings, while they can access services to meet their changing needs
[16]. Supportive Living accommodation including seniors’ lodges, group homes for individuals
with developmental disabilities, and designated living accommodation differ in size, appearance,
and types of services provided [16]. Each Supportive Living accommodation varies because
operators set their own rent prices and determine services they will offer [16]. Licensed
Supportive Living operators must provide accommodation and support services for four or more
individuals, arrange for services related to safety and security, and provide at least one meal a
day or housekeeping services [16]. Designated Supportive Living is slightly different. Alberta
Health Services will determine access to Designated Supportive Living spaces and residents
must be assessed by a health provider to decide their health needs before moving in while access
to basic Supportive Living is determined by operators [16]. Moreover, the maximum
accommodation charged is decided by the Alberta government in Designated Supportive Living
and LTC, but the charges or rent are determined by the operator in other Supportive Living
accommodations [16]. Most importantly, all Designated Supportive Living accommodations
offer 24-hour on-site, scheduled and unscheduled, personal care, and support services from
health care aides and/or licensed practical nurses [16]. Professional health care services and care
assistance provided for residents in Designated Supportive Living are publicly funded and either
contract care providers or Alberta Health Services operate facilities [16].
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If people have complicated medical situations and cannot remain safely at home or in a
Supportive Living accommodation, they can choose LTC. Definitions, alternative names, and
services provided in LTC are summarized in Table 1. LTC health care services are publicly
funded [16]. Nursing homes and auxiliary hospitals are run either directly by Alberta Health
Service or by contracted care providers [16]. The Ministry of Health in AB applies Continuing
Care Health Service Standards (CCHSS) in the continuing care system to ensure a high quality
of care delivered to Albertans [17]. All operators of the continuing care system must comply
with the Nursing Home General Regulation under the Nursing Homes Act, the Co-ordinated
Home Care Program Regulation under the Public Health Act, and a Ministerial Directive under
the Regional Health Authorities Act [17]. However, LTC facilities are not licensed under the
Supportive Living Accommodation Licensing Act, but they must follow the Long-Term Care
Accommodation Standards [18]. Specifically, the Long-Term Care Accommodation Standards
regulate LTC accommodations to ensure high quality and safe services are delivered to Albertans
who live in these facilities [19]. Also, operators of LTC accommodation must ensure their
accommodations operate in accordance with established accommodation standards for residents,
employees, the public, and municipalities [19].
2.1.3 Long-Term Care in Saskatchewan (SK)
In Saskatchewan, services include home care, individualized funding for home care, personal
care homes, and special care homes [20]. For the purpose of this study, personal care homes,
special care homes, and Assisted Living are further discussed (Table 1).
Assisted Living in SK provides housing and services to residents that allow them to age in place
independently [21]. Individuals can make decisions based on their care needs and living
arrangements [21]. Assisted Living facilities generally provide meals, social activities, and
housekeeping [21]. However, if residents require additional care supports, these supports may be
provided by the Saskatchewan Health Authority’s Home Care Program or private agencies (may
have additional charges) [21]. Moreover, assisted living facilities are privately owned and
operated and are not licensed or monitored by the Ministry of Health [21].
Personal care homes in SK provide accommodation, meals, and assistance to residents [21].
Personal care homes are privately owned and licensed under The Personal Care Homes Act [21].
At the same time, they are monitored by the Ministry of Health and must follow the requirements
under The Personal Care Homes Act, and Personal Care Homes [21,22].
Long-term Care in SK refers to special care homes, also called nursing homes [21]. They
provide higher levels of care to people whose needs cannot be met by community and homebased services or other housing options [21]. Special care homes are operated by the
Saskatchewan Health Authority or run by a provider who has a contract with the Saskatchewan
Health Authority [23]. Based on the Facility Designation Regulation, all special care homes
must act in accordance with the standards set out in the Program Guidelines for Special Care
Homes [24].
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2.1.4 Long-Term Care in Manitoba (MB)
Four housing options are available to assist seniors in MB, including in independent living,
residential care, supportive housing, and personal care homes [25].
Independent living is called a retirement residence, also referred to as independent living with
services or Assisted Living [26]. Independent living arrangements are private housing options in
which residents can rent their suites and pay for a service package [26]. Services provided in
independent living settings vary depending on the residence and can include housekeeping,
meals, and recreation; and, many residences may have more options than others [26].
Independent living is not associated with the Health Care System [26].
Residential care, a community housing option, provides congregate accommodation with
different levels of care and supervision which are defined by Manitoba Family Services [27].
Residential care facilities are either profit or non-profit and are operated by professional or nonprofessional staff [27]. They are licensed by Manitoba Family Services [27].
Supportive housing has three major components, rent, services, and a support component, an
intermediate choice. If people require access to 24-hour supervision and some assistance due to
physical limitations or ongoing health conditions such as dementia, supportive housing is a
private suite with care and supports [28]. In supportive housing, residents need to pay rent and
for services such as meals, laundry, and light housekeeping, while the Regional Health
Authorities of MB funds the support component [27,28].
Personal care homes (PCHs), also called nursing homes, provide services to individuals who
need 24-hour nursing care due to physical or mental deterioration and who cannot remain safely
at home or in a supportive housing environment [29,30]. Personal care services include meals
(meals for special diets), necessary nursing care, and prescription drugs under Manitoba’s
Personal Care Home Program, etc. [30]. Listed personal care services are as outlined in the
Personal Care Services Insurance and Administration Regulation [31]. All PCHs must follow
the Government of MB’s Personal Care Home Standards in order to be licensed by the province
[31].
2.1.5 Long-Term Care in Ontario (ON)
There are three major options of supportive housing for seniors in Ontario, including LTC
homes, home and community care, and retirement homes [32,33]. For the purpose of this study,
only retirement homes and LTC homes are further discussed.
Retirement homes in Ontario are privately owned and they rent private accommodation to
seniors who can live independently with little or no outside assistance [34]. Compared with LTC
homes, retirement homes do not provide 24-hour nursing care [34]. Moreover, each retirement
home is different, but most provide individual rooms or apartments, full wheelchair access,
housekeeping, meals, laundry (charged), and shared dining rooms and common areas, etc. [34].
Ontario retirement homes are regulated by the Retirement Homes Regulatory Authority (RHRA)
and seniors in ON retirement homes are protected by the Retirement Home Act [34].
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Long-Term Care homes in ON are places that provide help with most or all daily activities and
access to 24-hour nursing and personal care to adults who need 24-hour nursing care and
personal care, frequent assistance with daily activities, and on-site supervision to ensure safety
and well-being [35]. Compared with retirement homes, LTC homes offer higher levels of
personal care [36]. They provide nursing and personal care on a 24-hour basis, individual care
plan (reviewed every three months), meals (including special diets), housekeeping, medical
services, bed linens and laundry, and medical/clinical supplies, etc. [35].
Ontario LTC homes are owned and operated by various organizations [36]. For example,
Nursing Homes are usually operated by private corporations [36]. Municipal councils own
Municipal Homes for the Aged, and Charitable Homes are traditionally owned and run by nonprofit corporations, such as community, faith, or cultural groups [36]. However, all LTC homes
in ON are regulated and funded by the Ministry of Health and Long-Term Care, and they must
follow the relevant legislation, Ministry of Long-Term Care Home Act and Ontario Regulation
79/10, made under the Long-Term Care Home Act [35].
2.1.6 Long-Term Care in Quebec (QC)
In QC, private seniors’ residences are a choice for seniors who are self-sufficient and semi selfsufficient [37]. Besides, intermediate resources (IR) and family-type resources (FTR) and
residential and long-term care centers (CHSLDs) are three main options offered to people who
cannot live in their own home due to diminished ability [38].
Private seniors’ residences are rental facilities that are designed mainly for seniors who are over
65 years of age and are self-sufficient and semi self-sufficient [37,39]. Various services, such as
nursing care, meal services, housekeeping services, and recreational services are provided in
private seniors’ residences [39]. They are privately owned and operated, and they must follow
many standards and rules created by the government [39]. In order to operate these residences,
they must receive a certificate of compliance by meeting legal requirements [39].
Intermediate resources and family-type resources (IR-FTR) provide alternative living
environments to a person’s home or an institution, aiming to help children, adults, and seniors
who have diverse and changing needs to integrate, reintegrate, and participate in community life
[40]. Intermediate resources and family-type resources partner with the public institutions which
professionally follow users under care, and services provided in public institutions complement
the goals of IR-FTR institutions which aim to provide quality health and social services to users
[40]. Besides, IR also partner with permanent public housing, which is operated by private
companies [40]. Permanent public housing provides accommodation to people who cannot live
at home but do not meet requirements of being in CHSLD due to loss with autonomy [40].
CHSLDs provide temporary or permanent accommodation to adults who fit a geriatric profile
and seniors who cannot reside at home, despite getting support services from family and the
community due to diminished functional or psychological autonomy, such as people with
physical and cognitive impairment, people with a progressive disease, and people with
permanent loss of autonomy [38,41]. Services provided in CHSLD are accommodations, medical
services, nursing care, personal assistance services, laundry services, and food and nutrition
services, etc. [41].
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In QC adults who need to apply CHSLD and IR-FTR contact their own local community service
centers in QC which are public institution to provide health and social services to the population.
CHSLD and IR-FTR in Quebec must follow Act Respecting Health Service and Social Service
[38].
2.1.7 Long-Term Care in Newfoundland and Labrador (NL)
In NL, the long-term care and community support services system provides services in the home,
residential options, personal care homes, and LTC facilities [42]. Particularly focusing on
seniors, there are three major residential options for seniors, including personal care homes,
protective community residences, and LTC facilities [43].
Personal care homes in NL are privately owned and operated [44]. Personal care homes provide
low level one, two, or enhanced care to individuals [45]. Level one and level two care are
provided to individuals who have low care needs, while enhanced care is provided to people who
have higher care needs but are medically stable and do not need continuous supervision by
nursing staff [45]. Personal care homes licensed by the regional health authorities must follow
Provincial Personal Care Home Operational Standards [45].
Protective community residences are specially designed to provide specialized care and
accommodation for individuals with mild to moderate dementia [46]. They have specific safety
features to fulfill security needs of individuals with dementia in this type of home [46]. In NL,
protective community residences are regulated by Provincial Protective Community Residence,
Operational Standards [46].
Long-Term Care services are provided in both LTC facilities and some health centers with both
long-term and acute care [47]. Twenty-four hours of nursing care, along with the various degrees
of medical, dietetic, palliative, and pharmaceutical, etc., services are offered in all facilities [47].
Besides, LTC services are also delivered by privately owned and operated personal care homes
[47]. However, LTC facilities in NL can be defined as facilities that provide residential care and
accommodations to residents who require high care needs and on-site professional nursing
services [47]. Some facilities have specialized programs and units for individuals with special
needs such as Alzheimer’s disease [47]. The Department of Health and Community Services
subsidize care and accommodations for residents, and the existing facilities are not currently
licensed because they are accredited public facilities [47]. All LTC facilities must follow
operational standards to ensure high quality and safe resident-centered care to be delivered to
frail older people and adults with disabilities [47].
2.1.8 Long-Term Care in Prince Edward Island (PEI)
There are three major components of the continuing care system in PEI, including home care,
supportive residential care, and LTC [48]. Only supportive residential care and LTC will be
included in this study.
In PEI, supportive residential care facilities are community care facilities, designed for adults, 18
or 19 years and older instead of primarily for seniors and older adults [48]. Supportive residential
care facilities are privately owned and operated to provide accommodation, meals, housekeeping,
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support and supervision with activities of daily living, regular monitoring of health and personal
care, but 24-hour nursing care is excluded [48]. Supportive residential care facilities are
regulated by Ministry of Health and must follow the Community Care Facilities Act and the
Community Care Facilities and Nursing Home Act Regulations [48].
Long-Term Care facilities, called nursing homes, are intended to provide nursing and personal
care services to people with complex care needs [48,49]. In PEI, these facilities target primarily
seniors [48]. Specifically, they provide accommodation, supervisory care, and 24-hour nursing
and personal care to residents [49]. Nursing homes in PEI are either publicly funded or privately
owned [49]. Public nursing homes are accredited, and private nursing homes are licensed [48].
Moreover, privately owned nursing homes are regulated by the Community Care Facilities and
Nursing Home Board (CCFNH) under the Community Care Facilities and Nursing Home Act
[49]. To obtain an active license to operate private nursing homes, all facilities must meet the
requirements outlined in Community Care Facilities and Nursing Home Act, Nursing Home
Regulation, Board policies, and the related Operational and Care Service Standards [50].
2.1.9 Long-Term Care in Novia Scotia (NS)
In NS, Continuing Care provides services to people who need ongoing care on a short-term or
long-term basis in their own home and in the community [51,52]. Continuing care services and
programs include home care, LTC, home oxygen services, and self-managed care program, etc.
[52]. Long Term Care in NS includes residential care facilities and nursing homes [51].
Residential care facilities become an option when nursing needs cannot be met by home care,
and a nursing home is not required [53]. Residential care facilities offer personal care,
supervision, and accommodation with a supportive and safe environment; however, professional
nursing care is excluded in residential care facilities and people who choose residential care must
be able to self-evacuate when an emergency happens [53]. Besides, residential care facilities
provide personal care such as bathing and dressing, and Residential Care Workers who are onsite at all times are responsible for personal care and supervision [53].
Nursing homes in NS are places that provide care to people who find it difficult to perform
everyday tasks such as dressing and toileting and are an excellent option for people who are
medically stable but need nursing assistance that cannot be met by home care or residential care
facilities [53]. Nursing homes offer 24-hour nursing and personal care under supervision of a
nurse, administration of medication, and assistance with daily living [53]. Physiotherapy,
occupational therapy, and recreation provided by social workers may be also included in nursing
homes [53].
For LTC facilities including residential care facilities and nursing homes, all medications are
administered by staff and medical advisors who are in the facilities [53]. Residents can have
private rooms or share with other persons, but dining and living areas, bathrooms, and outdoor
spaces are shared space [53]. Meal services are also provided to residents [53]. Moreover, LTC
facilities in NS are licensed and funded by the Department of Health and Wellness are under the
Homes for Special Care Act [53]. Furthermore, facilities must comply with nearly 400
requirements outlined in the Homes for Special Care Act, Regulations, and Long-Term Care
Program Requirements [53].
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2.1.10 Long-Term care in New Brunswick (NB)
According to the Government of NB, LTC services can be provided in a person’s own home,
special care homes, or nursing homes [54]. More specifically, services available under LTC are
home support services, activity day services for seniors, special care homes, nursing homes, and
relief care [54]. Special care homes and nursing homes will be further discussed due to the focus
of this study.
Special care homes in NB provide supervision and supports with daily activities for seniors who
are experiencing diminished function and can no longer remain in their own homes [54]. Special
care homes provide low to moderate levels of assistance to seniors who need it [55]. Seniors who
need low and moderate level of services, referred to as level 1 and level 2, do not require fulltime nursing care [56, Table 1]. Some special care homes provide enhanced services to
individuals with dementia or frailty, and individuals who need help with all aspects of daily life
[54]. Therefore, some special care homes are called enhanced special care homes, providing
services to admit clients with Alzheimer’s and dementia, referred as level 3B residents [54, see
Appendix A]. Special care homes are privately owned and operated, and they are licensed and
inspected annually by the Department of Social Development [55]. However, the types of staff in
special care homes are not specifically mentioned.
In NB, non-profit organizations own nursing homes independently and volunteer boards of
directors and professional administrators operate them [55]. Nursing homes are funded by the
provincial government, covering 85 percent of the nursing homes’ operating costs, and most
residents in nursing homes get either partial or full funding by the provincial government [55].
Nursing homes in NB provide a high level of care, referred to as level 3 and level 4, and include
full-time nursing care to the most fragile seniors [55]. Residents needing level 3 care, meaning
that they are experiencing functional limitations, or their physical or mental health condition can
be kept stable through medications [55]. Therefore, residents in level 3 often require medical
attention as well as need 24-hour based supervision and a great deal of help with personal care
[55]. Level 4 care is provided to residents who have diminished cognitive function and
behavioral problems, so they need supervision and care on a 24-hours basis [55]. Besides,
residents in level 4 need maximum assistance with personal care and daily activities, and medical
care is provided quite often [55].
Nursing homes are overseen under the Nursing Home Act and must follow the New Brunswick
Regulation 85-187, the New Brunswick Regulation 2001-59, and the New Brunswick Regulation
2009-7, which are under the Nursing Home Act [56]. The Standards Manual summarizes all
standards that nursing homes must follow. In the Standards Manual, guidelines to nursing homes
are also provided as reference materials [56]. Furthermore, registered nurses, licensed practical
nurses, dietitians, resident attendants, etc. are staff members of nursing homes, aiming at
providing high quality and safe care to residents [57].
2.1.11 Long-Term Care in the Northwest Territories (NWT)
In the NWT, continuing care services are provided to NWT residents with different levels of
needs including health care, personal care, accommodation, and supportive services [58].
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Continuing care services are offered in Home and Community care, LTC, and Supportive Living
[58].
Supportive Living in NWT provides services in a home-like setting to people who need 24-hour
support and supervision due to diminished physical and/or mental function; however, residents
do not require nursing care [59].
Long-Term Care in NWT, a home-like facility, provides 24-hour supervision and personal
supports to people who cannot live independently or need fully supportive services [60]. Services
provided in LTC facilities include meals, laundry services, housekeeping, medication, and
assistance with daily activities [61]. Long-Term Care facilities are funded by the government and
are provided by the Regional Health and Social Services [60].
2.1.12 Long-Term Care in the Yukon (YK)
Four LTC homes in the YK, including Birch Lodge, Copper Ridge Place, McDonald Lodge,
Thomson Center, and Whistle Bend Place [62]. Although they are LTC homes, services and
levels of care in these four LTC homes are varied.
2.1.13 Long-Term Care in Nunavut (NU)
Home and continuing care in NU includes home and community care, elder home, and LTC [63].
Elder homes in NU are designed to provide level 2 or level 3 assisted living residential care for
seniors [63]. Seniors with level 2 care are independent with or without aids and they do not need
significant medical support; however, they may have some difficulties with communicating and
need minimal assistance from the home care program or in a facility with supportive care [63].
Seniors of level 3 care experience chronic health problems resulting in further diminished
function [64]. Seniors rely on aids for mobility and communication, and they require significant
daily support from the home care program or in a facility with supportive care [63].
LTC facilities in NU are referred to as continuing care centers [63). In order to be admitted to
continuing care centers in NU or LTC facilities outside of NU, individuals must be aged 55 and
older and need level 4 or level 5 care [63]. Individuals who need level 4 care, meaning that they
have problems with communicating, require full assistance with mobility and moderate nursing
care [63]. Individuals requiring level 5 care are diagnosed with dementia and need significant
medical and nursing care [63].
In short, facilities with 24-hour nursing care and facilities with fewer services, including Assisted
Living or Supportive Living and retirement homes governed by provincial and territorial
governments, are not consistent in Canada. Services provided in LTC depend on types of
facilities and vary in facilities across provinces in Canada. The work of dietitians in Canada will
be introduced in the following sections.

19

2.2 Dietitians across Canada
2.2.1 Registered Dietitians in Canada
Registered dietitians in Canada are regulated health professionals who must be registered with a
provincial regulatory body in order to practice [64,65]. In all provinces except QC, in order to be
registered, the national Canadian Dietetic Registration Examination (CDRE), must be taken once
academic and practicum requirements have been met [65]. To become a dietitian in QC, all
academic and practical training must be completed, but completing the CDRE exam is optional
[6]. Regulatory bodies also ask members to complete continuing competence programs [6]. Once
fully registered, the title of “Registered Dietitian” or similar, is protected to assure the public that
these professional meet qualifications and are competent [65]. The protected title and initials,
Registered Dietitian, Dietitian, or RD are used in most provinces in Canada [66]. In QC, only
members of the regulatory body can use protected titles which include Registered Dietitian and
diététiste. The abbreviations for the protected title in QC are RD, Dt.P, P.Dt [6].
2.2.2 What RDs Do in Canada
Generally speaking, RDs are uniquely trained to provide advice on diet, food and nutrition in
multiple settings [66]. They use understandable ways to explain nutrition knowledges for clients,
patients, and communities to support healthy living [66]. RDs collaborate with clients to
understand and enjoy food instead of merely introducing a diet, providing a food list to clients
that one cannot eat, or promoting unnecessary foods and supplements [66]. Dietitians avoid fads
and gimmicks to deliver reliable, life-changing suggestions adapted to individual objectives,
needs and challenges [66]. Being part of health care teams and supporting people at all stages of
life, dietitians provide general dietetic services to support delivery of food services, not just
limited to conditions such as diabetes, heart health, cancer, infant feeding, allergies, malnutrition,
digestive concerns, and vegetarian and vegan diets, etc. [67].
Three main areas of dietetic work have included clinical counselling, management of food
services, and community and public health nutrition services. Dietitians provide clinical
counselling in hospitals, nursing homes, or diabetes education centres, etc. For example,
dietitians are responsible for assessing and planning nutrition care for patients as well as
counselling patients with requirements of special diets for medical conditions [67]. Dietitians can
work in food services management. For example, in the food industry, dietitians provide
consultation with marketing and food service associations [67]. In nursing homes, dietitians
ensure that high-quality meals are delivered to residents safely [67]. Besides, dietitians can work
in community and public health settings to provide services. For instance, dietitians identify
health issues in the community, assess nutrition needs of population groups and communities,
and plan and implement nutrition programs in the community [67].
Dietitians can work in different settings and provide professional dietetic services to people who
need them. The following sections primarily focus on dietitians in LTC in Canada.
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2.3 Dietitians in Long-Term Care Across Canada
2.3.1 Importance of Dietitians in LTC in Canada
Dietitians are influential in LTC. Newly admitted residents to residential LTC are dealing with
more complex medical and cognitive conditions than ever [68]. Many residents are malnourished
or at risk of malnutrition because of swallowing issues and chronic health conditions [68].
Malnutrition and dehydration can increase the risk of falls, infections, skin breakdown, poor
wound healing, hospital admissions, and overall morbidity and mortality; therefore, dietitians can
meet residents’ needs and improve their quality of life with their services [3]. Furthermore,
dietitian care brings some positive outcomes to residents in LTC. Some studies show that
dietitian services improve quality of life, nutritional status, and health [3]. Dietitian services can
also increase meal satisfaction and promote efficient food service operation [3]. Beyond that,
dietitians work collaboratively with other health professionals, the entire care team, families, and
residents to assess individual health status; therefore, dietitians can provide individualized care
plans [3].
Hence, dietitian services are essential in LTC because dietitians are experts in clinical care, LTC
policy and standards, and menu planning to provide resident-centered care and optimize their
nutrition status [3]. In addition, dietitians support residents and families with comfort care
toward the end of life, and educate staff, residents, families, and volunteers to help with
individualized nutrition care [3].
2.3.2 Dietitian Services Provided in LTC Facilities in Canada
Long-term residential care in Canada ranges from facilities with minimal supportive services
such as Supportive Living or Assisted Living and retirement homes to fully supportive services
such as LTC facilities or nursing homes [6]. Dietitian services are highlighted in LTC facilities;
however, dietitians in lower levels of care settings such as Supportive Living or Assisted Living
and retirement homes are not available. Dietitian services in LTC facilities are not consistent in
provinces across Canada. Some are required by legislation, regulation, or enforced external
standard in provinces across Canada, and some are just usual practice, meaning that they are not
regulated by legislation, regulations, or external standards [6].
Generally speaking, dietitians’ roles and responsibilities in LTC facilities can be classified as
clinical and non-clinical. Their clinical roles and responsibilities include nutrition assessment,
care plans, care conferences, dysphagia management, wound care, and Resident Assessment
Instrument-Minimum Data Set (RAI-MDS) completion by dietitians [6]. Resident Assessment
Instrument-Minimum Data Set as a standardized tool, is particularly designed by InterRAI to
assess residents in LTC settings [6,69]. This tool can assess residents’ cognition, nutritional
status, and oral and dental status [70]. Data collected from residents in LTC settings can indicate
quality of life provided at an individual level and at a facility level [69]. Therefore, using RAI—
MDS in nutrition assessment can detect residents’ needs, strengths, and potential risks which are
helpful to create individualized care plans and inform monitoring [69,70]. Detailed description of
RDs’ clinical roles and responsibilities will be provided in the following sections.
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Their non-clinical roles and responsibilities are menu planning or approval, staff education, and
policy and procedure development [6]. These roles will be explained in the next sections as well.
2.3.3 Dietitians’ Clinical Roles and Responsibilities
2.3.3.1 Nutrition Assessment and Care Plan
Nutrition assessment and care plans are regulated by specific legislation, regulation or enforced
external standards in some provinces across Canada, except in the provinces of AB, QC, NS,
PEI, and the three territories, where dietitians’ services are based on “usual practice” [6]. The
time frame to complete nutrition assessments and develop care plans varies in LTC facilities in
provinces across Canada.
In BC, residential care facilities must follow the Residential Care Regulations (RCRs) under the
Community Care and Assisted Living Act [14]. Nutrition assessment and care plans are required
by this regulation in BC. According to the Home and Community Care Policy Manual, all
residents must be assessed by the RAI-MDS 2.0 which is used to collect a minimum amount of
data and helps create care plans in LTC settings [69,71]. A short-term care plan on admission
must be developed that will guide caregivers to protect and promote safety and health of the
person in care, and anything that must be recorded in a care plan must be kept as a record in the
short-term care plan until a care plan is developed [71]. If a person in care is admitted to
community facilities for more than 30 days, a care plan for the person in care should be
developed within 30 days of admission, including a nutrition plan [71]. An individualized
nutrition care plan must be developed with the assistance of dietitians in facilities with 24 or
more people, but not in facilities with fewer people [71]. Moreover, each care plan is reviewed
and modified at least yearly if there is no substantial change in the person in care [71]. Each care
plan must be reviewed and revised if there is a significant change in care [71].
Before new RCRs were released in 2009 in BC, adult care regulations required dietitians to
develop a care plan within two weeks of admission for new admissions and to review care plans
frequently [72]. A survey study, published in 2013, A Study of Challenges and Opportunities for
Long-Term Care Dietitians in British Columbia, revealed that some dietitians felt that the new
regulations seemed to give more flexibility for dietitians to develop care plans; however, they
also perceived increased workload in LTC homes [72]. Specific reasons for perceived increased
workload could not be identified. One possible reason mentioned was the implementation of
more stringent requirements to assess residents receiving physician-ordered meal trays away
from the dining room.
In SK, special-care homes, referring to LTC homes, must follow the Program Guidelines for
Special-Home Care. Completion of nutrition assessment and care plans are required and the
RAI-MDS is used to complete an assessment, including nutrition assessment [19]. Standard
timelines for RAI-MDS completion are also set in this manual, and all special care homes must
follow the timeline standard (Appendix A). At the same time, the care plan should/must be
developed within 14 days of admission [19]. The care plan should be developed through the
application of the nursing process and based on assessment data (RAI-MDS) [19]. Each
resident’s care plan should be reviewed, evaluated, and updated every three months or more
frequently, if their health needs change [19].
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In MB, personal care homes (PCHs), often referred to as nursing homes, must comply with the
Personal Care Home Standards Regulation [25]. According to this standard, the licensee must
ensure that an initial care plan of an incoming resident be developed within 24 hours after
admission, and the following basic care requirements should be documented in the personal care
plan, including medication, treatment and diet orders and type of assistance required for
activities of daily living, etc. [73]. Within eight weeks after admission, each member of the
interdisciplinary team, including an RD, should assess the resident’s needs, develop an integrated
care plan to address them, and state care goals and interventions that may be implemented to
achieve these care goals [73]. Moreover, the integrated care plan should be reviewed and revised
at least once every three months or as often as necessary if the resident’s needs change and must
be reviewed by each member of the interdisciplinary team annually [73].
In ON, based on Ontario Regulation 79/10, within 24 hours of admission, a care plan must be
created for each resident and information must be passed to direct care staff in LTC facilities,
including diet orders such as modified texture food and fluids and food restrictions [46].
Individualized assessment must be finished within 14 days of admission and an initial care plan
must be created within 21 days of admission in ON; however, RAI-MDS completion by RDs is
just common practice, not required by regulation, legislation, or enforced external standards [6].
Care plans are reviewed at least every six months [46]. Also, care plans should be modified when
the goal of the plan has been met or care needs change or are not necessary [46].
In NB, every nursing home must ensure that an initial care plan be developed and communicated
to direct care staff within 24 hours of admission including diet orders, food preferences,
allergies, and modified texture food and fluids, etc. [56]. Each nursing home should use the inter
RAI Long-term Care Facilities (LTCF) Assessment tool to assess the resident’s performance and
capacity in different domains of function, such as mental and physical health, etc. [56]. The
initial assessment should be completed by 4th day of a resident’s admission, and data entry into
the Momentum system must be finished within the next seven days, including a nutrition
assessment, conducted by a RD [56]. A nutrition assessment should include at a minimum a
resident’s social, medical, and diet history, etc. [56]. Routine assessments must be completed
quarterly [56]. An individualized care plan, using information from the initial care plan and
assessment, must be developed comprehensively within 18 days of the admission date and no
later than seven days after the completion of assessment for each resident [56]. Comprehensive
care plans must be reviewed at least once annually [56].
In NL, all LTC facilities are regulated by the Operational Standards [47]. According to these
standards, an initial care plan for each resident admitted to a LTC facility is developed upon
admission and is further refined through two steps [74]. First, each resident’s admission
assessment is completed by members of the interdisciplinary team [74]. Then a formal
interdisciplinary care conference, in conjunction with the resident and family, should/must be
held within eight weeks of admission to develop an integrated care plan for each resident [74].
The integrated care plan must include, but is not limited to, the kinds of assistance required,
hearing and visual abilities and required aids, and food preferences and diet orders [74].
Furthermore, nutrition service is part of LTC services provided by the clinical dietitians licensed
by the profession’s provincial regulatory body, a member of the interdisciplinary team [74]. Each
resident’s dietary needs based on nutrition assessment and preferences are included in the
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individual care plan [74]. The integrated care plan for each resident must be reviewed and
updated at least quarterly or more often when the residents’ care needs change [74].
2.3.3.2 RDs’ Care Coordination
Participating in a care conference for each resident is one of a dietitian’s clinical roles and
responsibilities; however, it is a usual practice but not required by legislation, regulation, or
enforced external standards in LTC facilities in most provinces across Canada, such as BC, ON,
NS, NB, and NL [6]. The responsibilities and roles of participating in care conferences vary in
the provinces of AB, SK, MB, and QC in Canada [6]. Compared to dietitians’ clinical roles and
responsibilities in most provinces of Canada, dysphagia management is only required by the
legislation in the province of QC [6]. Wound care management is only regulated in ON, and it
varies in the province of QC [6]. In addition, RAI-MDS completion by RDs differs provincially
in Canada [6].
2.3.4 Dietitians’ Non-Clinical Roles and Responsibilities
Menus in LTC facilities must be based on thorough information of residents’ preferences and
requirements [2]. Menus should match Dietary Reference Intakes (DRIs) standards to ensure that
adequate quality of nutrition and quantities of specific nutrients are provided to residents on a
daily basis [2]. Therefore, menu planning or approval is one of a dietitian’s managerial
responsibilities in LTC facilities and it is required by legislation, regulations, or enforced by
external standards in some provinces in Canada, except in the province of BC, QC, PEI, NL, and
three territories [6]. The regulations for menu planning or approval are similar in the provinces of
AB, SK, MB, ON, NS, and NB.
In AB, according to Nursing Homes Operation Regulation, an operator must ensure that a
minimum 3-week cyclic menu is approved by an RD [75]. In SK, based on Special Home
Program Guidelines, menu plans including meal and snack services are created by consulting
with a RD and should be reviewed annually or frequently to ensure appropriate nutrients and
fluid intakes based on the assessment of nutritional and hydrational needs are provided to
residents [75]. More specifically, meal and services provided to residents must follow certain
guidelines, such as time to serve three meals each day, time to serve snacks, and the portion size
of each food on the planned menu [24]. In MB, according to the Personal Home Care Home
Standards Regulation, the operator must provide an organized dietary service for residents and
must ensure an RD regulated under The Registered Dietitian Act is available for consultation as
necessary [75]. In ON, according to Ontario Regulation 79/10, a minimum of 21 days of cyclic
menus including regular, therapeutic, and modified texture for meals and snacks, alternative
choices for entrées, vegetables, desserts at lunch and dinner, and alternative choices for
beverages at meals and snacks, are approved by an RD who is a staff member of a home [76]. In
NS, according to Home for Special Care Regulations, a dietitian must evaluate menus to
determine if they conform to residents’ likes, dislikes, eating habits, and recommended dietary
allowance of the residents [77]. In NB, based on the Nursing Home Standards Manual, in order
to comply with section 23 of the Regulation 85-157, regarding service of good, all menus,
snacks, and nourishments provided to residents shall be approved by an RD and documented as
such [56]. Besides, dietitians working in nursing homes must use the most updated diet manual
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of clinical dietetics and most recent clinical practice guidelines endorsed by Dietitians of Canada
[6].
Staff education is one of the non-clinical roles and responsibilities for dietitians working in LTC
facilities across Canada, but it is not regulated in all provinces and the three territories in Canada
[6]. In other words, regulations are set up as a bottom line when required practice is not
sufficient. Dietitians are responsible for and play an important role in the development of
policies and procedures in LTC facilities across Canada; however, this is only required by
legislation in ON and is just usual practice, not required by legislation, regulation, or enforced
external standards in other provinces in Canada [6]. Explicitly speaking, in ON, organized
programs of nutrition care, dietary services, and hydration are required under the Long-Term
Care Home Act, 2007; therefore, to comply with this act, nutrition care and hydration programs
must be included in LTC homes in ON [6]. According to the Ontario Regulation 79/10, it states
that LTC homes must ensure the implementation and development of policies and procedures
relating to the organized programs, which consult with an RD, a member of the staff of the home
[76].
Dietitians’ roles and responsibilities can be classified as clinical and non-clinical in LTC
facilities across Canada. Although dietitians’ roles vary in LTC facilities in Canada, their core
responsibilities are the same. Dietitian staffing and time for dietitian services will be explained in
the following section.
2.4 Dietitian Staffing and Time for Dietitian Services in LTC facilities in Canada
Dietitian staffing, job descriptions and workload varies across Canada; however, only in ON is
workload regulated by provincial legislation. Information about dietitian staffing and workload
could not be found for MB, NS, NB, PEI, and NL.
Dietitian staffing requirements vary in BC, AB, SK, MB, ON, QC, and three territories, as
detailed next.
In BC, according to standards, dietitian services must be included in facilities with 24 or more
residents, but dietitian staffing level is not regulated [6]. At the same time, a provincial target of
direct care is 3.36 hour per day, 3 hours of direct nursing care plus 0.36 hour of joint health
disciplines, including dietitians [6]. Since 1999, staffing standards have been removed, including
dietitian staffing levels [6]. Before 1999, dietitian staffing in facilities was 1 full-time equivalent
(FTE) dietitian per 150 residents, 0.5 FTE for 50-149 residents, and 0.25 FTE for 25-49 residents
[6].
In AB, according to the Continuing Care Health Services and Accommodation Standards,
dietitian services are provided in the LTC facilities, but a specific dietitian staffing level is not
required in this standard [6]. Specific dietitian staffing level, 1 FTE per 150 residents, is only
applied in public LTC facilities (Alberta Health Services) as an internal standard [6].
In SK, there is no specific level for dietitian staffing in LTC facilities. RD services in LTC
homes are not consistent throughout SK or are not provided in many care homes [78].
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The SK LTC Action Group completed a survey in 2015 and found that dietitian services in
special care homes was an average of 7 minutes per resident per month for clinical services only,
which was 1 FTE to 1130 residents and 8.6 minutes per resident per month for direct clinical
plus food service administration, staff education, travel and other activities [6,39,78].
In ON, according to Regulation 79/10 under the Long Term Care Home Act, dietitian services
should be provided at a minimum of 30 minutes per resident per month for direct clinical care,
which is equal to a dietitian staffing level of 1 FTE per 300 beds [6]. The Ontario LTC Action
Group advocated with the Ministry of Health and Long-Term Care for several years to increase
RD time from 15 minutes to 30 minutes per resident per month.
In QC, dietitian staffing is not regulated by provincial regulations or standards, but in 2014, the
Order Professional des Dietistes du Quebec (OPDQ) recommended a minimum of 1 FTE per
100-250 residents to the government, which was a minimum of 7.07 hours per resident per year
for direct clinical nutrition care or about 35 minutes per resident per month [6].
In the three territories, including NWT, YK, and NU, there are no specific levels for dietitian
staffing; however, in the NWT, there were two full time dietitians identified in 2013 through a
Continuing Care Review, one in Yellowknife and one in Hay River [6]. In the YK, it is easier to
recruit full-time dietitians than part-time dietitians and full-time dietitians usually provide
services in one or more facilities [6]. Last but not least, there is one full time dietitian in NU
providing services to all health care settings, schools, and daycares [6].
Ontario is the only province that has regulated staffing levels. More information associated with
dietitian staffing and time for services may be obtained during the research. The following
section is about government funding levels specifically for food and RD services in LTC
facilities in Canada.
2.5 Government Funding Specific for Food and RD Services in LTC Facilities in Canada
According to Dietitians in Long Term Care: A Pan-Canadian Environmental Scan in 2018, only
in LTC homes in ON and nursing homes in NB is there specific funding set for food [6]. Other
provinces have various guidelines and budget mechanisms.
In BC, the Ministry of Health provides funding to each of the Regional Health Authorities and
then the Regional Health Authorities allocate the funding to each residential care facility in the
region [6]. According to the BC Care Providers’ Association, the food budget provided by the
Regional Health Authorities is $6-$7 for meals per day [6].
In AB, LTC facilities including private for-profit, private not-for-profit, and public get funding
from the Ministry of Health; however, there is no specific funding for food cost or dietitian time
[6]. A set food budget really depends on the facility in Alberta, ranging from $7.50- $12.75 per
resident per day [6].
In SK, the Regional Health Authorities get funding from the Ministry of Health, Seniors, and
Active Living and allocate to facilities in region, but funding for dietitian time and food is not
specific [6].
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In MB, similarly, the Regional Health Authorities get funding from the Department of Health,
Seniors, and Active Living and distribute funding to the homes in their region, but there is no
specific funding for dietitian time or for food cost [6].
In ON, the organization of services has changed over time. Local Health Integration Networks
(LHINs) were set up in 2006 and has since re-organized as Home and Community Care Support
Services. They receive funding from the MOHLTC and then allocate funding to each home [6].
Designated funding is provided in “envelopes” to residents on a daily basis, including raw food
and program and support services, other accommodation, and nursing and personal care [6]. In
2017, the funding for raw food was $9.00 per resident per day [6]. Besides, there is specific
funding for dietitian time in ON [6]. The Program and Support Services envelope pays dietitian
services for clinical care up to the mandated 30 minutes per resident per month [6]. The Other
Accommodation envelope pays the additional dietitian time when it is beyond the mandated 30
minutes [6].
In NS, LTC facilities are funded by the Department of Health and Wellness in a protected and
unprotected envelope [6]. The protected envelope pays dietitian staff; however, the overall
amount of funding is based on the size of facilities with a disclaimer, based on available
resources [6]. Specifically, funding for food is based on the calculation of a standard meal day
and there is no specific funding for dietitian services [6].
In NB, LTC services are funded by the Ministry of Social Development [6]. Government funding
for food in LTC homes was $7.95 per resident per day and there is no specific funding for
dietitian time [6].
In PEI, although LTC facilities get funding from the Department of Health and Wellness, food
and dietitian services are not funded specifically [6]. In NL, four Regional Health Authorities get
funding from the Department of Health and Community Services and then allocate funding to the
facilities; however, there is no specific funding for food or dietitian services in NL [6].
In QC, the Ministry of Health provides funding to public LTC homes and semi-private and
private homes can receive a mix of public and private funding [6]. Dietitian staffing is not
regulated by provincial regulations or standards, but in 2014, the Order Professional des Dietistes
du Quebec (OPDQ) recommended minimum 1 FTE per 100-250 residents to the government,
which was a minimum of 7.07 hours per resident per year for direct clinical nutrition care [6].
In three territories, including the NWT, YK, and NU, although LTC facilities are funded, there is
no specific funding for food or for dietitian services. Overall, the Ministries of Health in different
provinces allocate funding to each facility, but funding for food and dietitian services may be
decided locally, according to local circumstances. Advocacy has been a prominent activity by
RDs in LTC. The following section will introduce the work of LTC Action Groups.
2.6 Long-Term Care Action Groups Across Canada
Dietitians of Canada is the national voluntary professional organization in Canada and RDs can
choose to join it or not. Advocacy groups may be standalone or affiliated with the organization.
DC defines these groups as Action Groups which may be local or national. Action groups
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provide an opportunity for members from a province or territory in Canada to work together to
address issues relevant to dietitians [79]. Activities may include advocacy, professional
development, and networking [79]. Some action groups are established for a while, and some
may come together for a limited time [79]. There may be different action groups in each
province, targeting various fields and for different purposes. Dietitians in LTC have been
advocating for RD services for many years. Long-Term Care Action Groups played an important
role in supporting dietitians working in LTC and improving services provided by dietitians in
facilities in different provinces across Canada. Recent accomplishments of LTC action groups
are listed on the DC website and this gives us a better understanding of how action groups acted
in recent years.
The Alberta Long-Term Care Action Group (AB LTC AG) of DC consisted of no more than ten
dietitians representing, or who were directly affiliated with Continuing Care facilities across
Alberta [80]. The Action Group responded to government consultations and regulatory changes
that affect nutrition and standards of care in Continuing Care [80]. The group supported
dietitians to deliver evidence-based dietetic practice [54]. In 2019, the AB LTC AG, affiliated
with DC, emphasized the role of dietitians in identifying and treating malnutrition with operators
of continuing care across the province [80].
Compared with LTC Action groups in other provinces across Canada, the Saskatchewan LTC
Local Action Group, associated with DC, was established in 2015, not a longstanding group [81].
The Action Group submitted a proposal for dietitian services for special care homes, addressing
insufficient time for dietitian services in special care homes, an average of 7 minutes per resident
per month for clinical services only [78].
The Ontario Long-Term Care Action Group aimed to advocate and support dietitians working in
LTC and retirement homes to ensure optimal nutrition care for residents [82]. Ontario LTC
Action Groups contributed to increasing the raw food cost allocation and dietitian staffing over a
decade ago. Increasing funding for food and dietitian staff were still priorities as of the 2018 DC
report [6]. Specifically, the ON LTC Action Group of Dietitians of Canada initiated work with
the MOHLTC to deal with the issue of raw food cost for LTC homes in ON. It was necessary to
increase raw food costs in LTC homes because residents had a higher expectation of meals and
food services and facilities always ran over the allocation to meet their requirements and increase
satisfaction [83]. Besides, being respectful of diverse backgrounds such as culture, ethics, and
religions, facilities provided residents with preferred food and met their dietary needs by often
purchasing special food items, which were usually more expensive and required special
preparation [83]. Moreover, residents are frailer than before, so they have more demanding and
complex needs [83]. An inadequate food budget could negatively affect the quality of menus and
appropriate nutrition care; therefore, residents’ quality of life may be compromised by the lack of
funding for food [84, 85]. For example, some typical menus have limited choices of fresh fruits
and vegetables, breakfast cereals, especially whole grains, reduced or eliminated choice on puree
menus, and served beverages prepared from juice crystals instead of using real fruit juice [85].
More importantly, there was a significantly increased need for nutrition supplements and
expensive specialty food products, such as nutrient-dense foods, protein supplements, and
thickening agents for residents with health conditions [85].
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From 1993, the Raw Food Cost allocation was $4.26 per resident per day in Ontario and was
increased to $4.38 in 1997 [41]. From the document, Report and Recommendations Regarding
the Long-Term Care Facility Standards and Criteria for Dietary Services and Nutrition Care
created by Ontario Society of Nutrition Management and Dietitians of Canada, Ontario Region
in 2000, it indicated that even the additional $0.12 on the top of $4.26 per resident per day for
raw food cost had not kept pace with increased residents’ needs over the years [86]. In 2001,
$0.11 was added to the raw food cost, reaching $4.49 per resident per day in Ontario’s LTC
homes [86]. In 2002, the concern of Raw Food Cost allocation was addressed, and it was
recommended to increase to a minimum of $5.00 per resident per day regarding inadequate
funding for raw foods, especially for facilities with a decentralized resident meal service [87]. In
2003, the Ontario LTC working group suggested to increase raw food funding to a minimum of
$5.50 per resident per day to allow facilities to more appropriately and more effectively provide
the foods necessary to optimize nutrition intake, enhance resident health, increase resident meal
satisfaction and improve quality of life [83]. In the same year, the raw food cost increased from
$4.49 to $5.24 per resident per day [88]. It was further increased to $5.34 in 2005 and $5.46 in
2006, almost achieving the 2003 recommendation of $5.50 [88]. In 2006, the Raw Food Cost
Allocation was recommended to increase to $6.75 per resident per day in order to plan quality
menus and provide three nutritious meals, beverages, and between-meal snacks. A further
increase to $7.00 was highly recommended in 2007 to meet the future prediction of inflation
[88].
As discussed earlier, the ON LTC Action Group has worked with the MOHLTC to increase RD
time from 15 minutes per resident per month to a minimum of 30 minutes per resident per month
[86]. In recent years, the action group has been advocating to increase dietitian staffing further,
to 45 minutes per resident per month [6]. It should also be mentioned that there are many other
seniors’ advocacy groups in ON advocating for increased funding for food in LTC homes,
including Concerned Friends, Advocacy Center for the Elderly, the Ontario LTC Association,
and AdvantAge Ontario [6].
In the Atlantic Region, there are no Continuing Care Action Groups or Long-Term Care Action
Groups, except in the province of NS. The NS Dietitians’ Continuing Care Action Group
(NSDCC Action Group) comprises representatives from the Gerontology and Dysphasia
Networks, Nova Scotia University programs, LTC facilities in the Nova Scotia Health Authority
and new students as well as new professionals [89]. There were some recent accomplishments in
NS, including providing suggestions for the crucial role of nutrition and dietitians to wound care
prevention and management to the NS government and supporting each other regarding IDDSI
implementation, etc. [89].
Overall, LTC Action Groups supported RDs and aimed to improve RD services in LTC facilities
by different activities. The literature review has provided context and guided the development of
a draft timeline.
2.7 Introduction of Online Timelines
As mentioned above, a previous survey showed that RDs prefer using an online timeline. One of
the issues in developing an online timeline is to ensure users have a positive experience. Many
styles of timeline and numerous software apps are available in the online context. It is useful to
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obtain users’ opinions to determine usable styles of online timelines and minimize negative
experience. Therefore, usability testing is an important step in assessing software. The step is
discussed in the following sections.
2.8 Usability Testing in This Study
2.8.1 Introduction of Usability Testing
The International Standards Organization (ISO) defined web site usability as “the extent to
which a site can used by a specific group of users to achieve specified goals with effectiveness,
efficiency, and satisfaction in a specific context of use.” [90]. This definition can be applied to
web page usability as well [90]. Generally speaking, usability depends on users and the task and
is related to how users can complete tasks well which they are required to finish, how users
complete assigned tasks efficiently, and how users are satisfied with web sites/pages throughout
and after the process [90]. Usability testing is widely used in the field of usability engineering,
human and computer interactions as well as recently in health care [91]. The purpose of
conducting usability testing is to address issues that affect effectiveness and efficacy of using
products and to assess representative users’ satisfaction and the acceptability of product use as
they interact with products within a specific context [91]. Therefore, usability testing is an
effective way to ensure interactive systems can be adapted for users to complete their tasks
without negative outcomes of utilization [92,93]. In general, usability testing focuses on system
flaws, aiming at repairing any application before releasing a final design of an interactive system,
such as a web site and/or a software [92,93]. There are different methods for usability testing,
which will be introduced in the following section.
2.8.2 Methods for Usability Testing
Different methods used to evaluate a first design of interactive systems can be classified within
two major categories, including expert-based and user-based testing methods [93].
Expert-based testing methods including heuristic evaluation, inspection and walkthrough,
consistency inspection, and guideline review are used to expose potential usability problems by
involving expert evaluators who use their knowledge about how humans handle assigned tasks to
inspect users’ interactions with systems [93].
Log-file and keystroke analyses, user performance measurements, satisfaction questionnaires,
and cognitive workload assessments are four methods of user-based testing methods, and these
methods can identify problems of a system’s design; however, they cannot provide insights into
why a system causes problems for a user or how to enhance the system [93].
Participatory evaluation is another user-based testing method to obtain in-depth information on
potential causes for usability issues by users in interactive systems [93]. This method requires
actual end users to explain what they are doing while working through different tasks by talking
out loud or thinking aloud or having a retrospective interview after completing all tasks [93]. As
insights of a system’s use in practice are obtained, this method can produce results to improve
the design [93].
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For expert-based testing methods, the heuristic evaluation and cognitive walk-through are the
most common methods for usability testing [93]. For user-based testing methods, think aloud is
the most widely used method [93]. The think aloud method was chosen for use in this study and
details are further discussed in the following section.
2.8.3 Selection of the Think Aloud Method
The think aloud method was created to obtain information on humans’ cognitive behavior while
working on tasks and is extremely helpful in understanding the cognitive process because it
evaluates humans’ cognition simultaneously with what is happening [93]. It is a direct method to
gain insights of how humans solve problems and is a unique approach to obtain information from
humans’ cognitive processes [93]. At the same time, the think aloud method is an effective way
to assess design of a system to discover usability flaws; therefore, it is commonly utilized to
collect information regarding usability of a system by testing computer systems with actual end
users [93].
Compared with a heuristic evaluation, the think aloud method can proportionally detect more
serious and repetitive problems, although this method is estimated to only catch one third of
usability issues identified by a heuristic evaluation [93]. Results in the think aloud are different
from the heuristic evaluation and the cognitive walkthrough because the think aloud method
usually has a small sample size, 5-8 people, which is enough to gather thorough insights into
system usability while a heuristic evaluation is normally conducted by less than four reviewers
and cognitive walkthrough with one or two reviewers [93]. In addition, defining users’
background setting varies in these methods [93]. The heuristic evaluation method normally does
not consider users’ background characteristics. At the same time, there is no guidance for the
cognitive walkthrough method to defines user backgrounds and how these descriptions of users’
background should be included in the usability testing [93]. However, in the think aloud method,
users provide their background characteristics by a questionnaire and verbalization of thoughts
while they are interactive with systems [93]. Questionnaires, verbalization of thoughts, and usersystem interaction are useful to detect system problems and identify reasons why these problems
cause difficulties to users [93]. In short, the think aloud method is worthy and reliable in catching
severe and repetitive problems and identifying potential causes of problems [93].
2.9 Conclusion to Literature Review
Long-Term Care in Canada includes residential facilities with 24-hour nursing care and facilities
with fewer services; however, for this study, we have focused on LTC facilities with 24-hour
nursing care, which may be called LTC homes or nursing homes. LTC facilities are regulated by
provincial or territorial legislations; therefore, LTC regulations and services vary across
provinces. A systematic summary of LTC in Canada has been provided to understand what
specific facilities are included in the LTC sector and how LTC facilities are governed by
provincial or territorial legislation across Canada.
Dietitians play essential roles in human health and maintenance of nutrition needs in LTC.
Although dietitians’ core responsibilities are similar across Canada, their experience of
practicing their roles has varied across provinces and been affected by changing provincial
legislation, regulations, or standards over the years.
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The LTC Action groups in most provinces across Canada have been active over the years in
addressing issues relating to dietetic services, advocating for changes in dietitian services, and
supporting dietitians to deliver high quality services to optimize residents’ nutrition needs [79].
Online timelines have become popular ways of showing history and usability testing is an
effective way to evaluate interactive systems such as webpages or websites [90]. The purpose of
doing usability testing is to minimize negative outcomes of using a webpage or website. To
conduct usability testing, expert-based and user-based testing methods can be used. Particularly
for this study, the think aloud method, as the most common user-based testing method, was
selected to gather information and insights from end users.
Therefore, this proposed qualitative research was conducted to update Canadian dietetic history
specific to LTC facilities and to understand dietitians’ perspectives on how dietetic roles have
been changed in LTC facilities over the past 28 years. In addition, usability testing was
conducted to assess and determine features of timeline software that can be used to create
dietetic history timelines on different topics for the overall history project.
2.10 Review of Objectives
The overall goal of the “Canadian Dietitians Still Make a difference in Canada-Creating an
interactive timeline of Canadian Dietetic History” project is to describe and understand how
Canadian dietetic practice has changed since 1993. This study, particularly focusing on LTC, is
part of the project. The following are the three objectives of this study.
1. To conduct preliminary usability testing of timeline software to assess user
preferences for features provided by timeline software that can be used to create a
general timeline and timelines on different topics.
2. To create a timeline specific to dietetic practice in LTC facilities, based on review of
documents as well as gathering information from key informants.
3. To conduct a qualitative interview study to obtain dietitians’ perspectives on changes
of dietetic practice in LTC facilities across Canada over the past 28 years.
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3 METHODS
3.1 Study Design for Usability Test
An interview study was conducted to obtain qualitative data about an online timeline plugin that
is compatible with Wordpress. This approach was chosen as the purpose was to obtain
participants’ insights and opinions of different aspects of the Cool Timeline plugin. Features of
the Cool Timeline determined by participants will be used to create a general timeline for the
Canadian Dietetic history project including LTC and other topics.
To meet objective 1, a work study student first searched and reviewed 20 options for timeline
software and plugins, aimed at selecting a small number of possible approaches.
3.2 Criteria for Selecting a Timeline Software or Plug
The criteria for review were cost, functions, reliability, and degree of complexity. After
comparing all available choices, the work study student picked 5 choices of timeline
software/plugins which met all criteria. At that point, the research team decided to take a closer
look at these 5 choices.
Cost was an important factor in selecting software/plugins. The research team compared prices
of the various software/plugins to choose the one that would support our project at reasonable
cost. The research team considered details related to the price including total cost of for the
software/plugin (currency), period of billing (monthly, yearly, or one-time payment), any student
or education promotions, and additional fees (premium fee).
Functions of software/plugins are a fundamental factor in choosing a software/plugin. Most
software/plugins come with a set of features. The research team compared these features among
5 different software/plugins, particularly focusing on images, date range, responsiveness, and
designs. More specifically, the research team is expecting to add photos to the timeline, so the
ability to add images was considered. A feature of date was also important because it provided
more flexibility of putting specific dates or years on the timeline. At the same time,
responsiveness was a factor that needed to be considered because the research team hoped that
an online timeline would be able to be accessed across devices. Furthermore, the research team
also thought of designs provided by software/plugins while comparing different
software/plugins, such as different layouts and colors. This can provide the research team more
choices and flexibility when creating dedicated timelines.
Reliability of different software/plugins was also considered by the research team. Timeline
software or plugins are used for different purposes, such as academics, business, or individuals;
therefore, the research team ensured that all considered options could support history timelines or
were primarily for creating a history timeline, by reviewing timeline templates provided by
software/plugins. Moreover, the research team ensured online software or plugins were
compatible with the computer system at the University of Guelph.
Finally, the degree of complexity was also a criterion for timeline software/plugins. The research
team did not want to choose a software/plugin which was too complicated and difficult to install
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and use. Time and training support depended on degree of complexity of the software/plugin, so
less complicated software/plugins could save time for learning the software/plugin.
In short, several criteria were considered to choose a timeline software/plugin that could support
the history project. The research team further compared 5 options of software/plugins and chose
the one with a set of features that could meet our requirements with an affordable price, called
Cool Timeline Plugin which was developed by the CoolPlugins.net.
3.2.1 Assessing the Cool Timeline Plugin
The research team decided to use the Cool Timeline plugin to create a general timeline of the
History of Dietetics and timelines on individual topics on an ongoing basis. Timelines will be
created on a University of Guelph faculty webpage by using the Cool Timeline plugin which is
compatible with the webpage. Therefore, usability testing was conducted to assess usability and
desirability of the features of the Cool Timeline plugin to determine specific features that can be
used to create online timelines.
3.3 Development of Interview Questions for Usability Testing
Interview questions and a script for usability testing (Appendix B) were created based on various
aspects of the Cool Timeline plugin as the purpose of usability testing was to ask participants’
opinions for different features provided by the plugin and general impressions. All interview
questions and script were created by the primary evaluator, who was a member of the research
team, and then reviewed by the research team to ensure that the questions made sense and were
necessary to include in interviews. A pilot usability test was conducted in Microsoft Teams by
the primary evaluator to ensure the questions flowed well during the test as well as to ensure the
interview was recorded in the Microsoft Teams platform properly. After completing the pilot
interview, the primary evaluator logged into the Microsoft Stream to download the recorded
interview and uploaded it to the R drive, a secure drive at the University of Guelph, to ensure
data were stored in a secure place successfully. Based on the feedback provided from the pilot
interview from the evaluator’s colleague, the wording and order of interview questions were
slightly revised and approved by the research team. Before doing the formal usability testing, a
second pilot study was conducted to further ensure all interview questions made sense and were
in a good order.
3.4 Target Population for Usability Testing
3.4.1 Inclusion Criteria and Exclusion Criteria
A mixture of potential users of the web page was desired, therefore non-dietetics students or
professionals were excluded.
3.4.2 Sample Size
A convenience sample was recruited for the usability testing. For usability testing, a small
sample size, approximately 5-8 subjects, is considered to be sufficient to gain insights on major
usability problems with a computer system [92].
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3.5 Data Collection
3.5.1 Participants Recruitment
Three research team members not directly involved in webpage set-up were invited to participate
in the usability testing by an email. The rest of the participants were recruited from the MAN
program and the Winter 2021 NUTR*3090 class at the University of Guelph to reach the
required sample size (Appendix C). Permission to recruit students was obtained from the course
coordinators. When confirmation agreement of participation from individuals was received by
the primary evaluator, a scheduling email (Appendix D), together with an information letter with
detailed description of the usability testing (Appendix E), interview questions and script
(Appendix B), and a Dietetic Education timeline word document (Appendix F) were all sent to
participants. Once an interview was scheduled, a confirmation email and a Microsoft Teams
invitation link were emailed to each participant.
3.5.2 Talk Aloud Method for Usability Test
Think aloud methodology was the method to gather insights and opinions about the Cool
Timeline plugin with minimal intervention from the primary evaluator. In general, the typical
instructions for usability testing are that participants are told to perform certain tasks while
expressing their thoughts and opinions during the test [92]. The evaluator only intervenes when
participants stop talking [92]. The main purpose in doing this is to obtain participants’ thoughts
in a real-life environment [92]. However, in this study, timeline demos provided by the Cool
Timeline plugin were used to ask opinions and comments on different aspects from key
informants. The primary evaluator performed the tasks, including clicking into different features
provided by the Cool Timeline plugin and asking participants questions. At the same time, the
evaluator only facilitated the interview when participants stopped talking, such as “what do you
think of this design?” or “please keep talking on this aspect”. Participants did not need to
complete any tasks except for answering all interview questions and expressing their thoughts
and opinions in relation to various aspects of the Cool Timeline plugin.
Video interviews, lasting about an hour, were conducted and video recorded in Microsoft Teams
for the entire test to capture all visual and verbal data from both participants and the evaluator.
3.6 Data Management for Usability Testing
All recorded interviews were automatically saved in Microsoft Teams. After each interview was
conducted, the recorded file was downloaded from the Microsoft Teams platform and assigned
an ID code for each participant. All interviews were uploaded to a secure drive (R drive) with
restricted access, on the University of Guelph system. Before each interview, a copy of the
interview questions and script was printed and used by the evaluator to write down notes on
basic answers to interview questions. All copies of interview questions and scripts were kept and
further analyzed by the primary evaluator. An EXCEL spread sheet was created to record basic
answers and saved on the R drive. After each interview, the primary evaluator entered basic
information into the spread sheet. All verbal data were analyzed in order to understand
participants’ opinions and comments about various aspects of the Cool Timeline Plugin.
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3.7 Data Analysis for Usability Testing
Demographic information including participants’ age, education level, gender, and experience of
online timelines was analyzed using descriptive statistics in EXCEL. Questions about different
aspects of the Cool Timeline were analyzed to obtain quantitative data including layouts, colors,
categories, and certain features. For example, quantitative data were collected and organized to
determine which layout and color was chosen the most by participants. Qualitative data from
open-ended questions were content analyzed for themes by the primary evaluator. For each
aspect, open-ended questions, such as “why do you like this layout the most?” and “what do you
think of the ruler?” were used to collect participants’ opinions and comments on different
features provided by the plugin.
3.8 Rigor of the Qualitative Data in Usability Testing
In spite of the simplicity of the qualitative analysis, it is useful to consider the trustworthiness of
usability testing, specifically credibility, transferability, and dependability.
Credibility is defined as the degree of individual experiences, and such experiences can be
recognized by people with related experience or understood by people without related experience
[94]. Source triangulation was a strategy to enhance credibility in the usability testing. Using
quotations from respondents was the most common method for source triangulation [94].
Therefore, quotations from participants are provided in the report. Besides, peer briefing was
another strategy to increase credibility in the usability testing. Peer briefing means having data
and interpretation reviewed by a respected colleague to catch misinterpretation and inaccurate
themes or voices [94]. There was no interpretation for participants’ thoughts and opinions, so
interpretation reviewed by colleagues was not applied in the usability testing. However, data
collected by the primary evaluator were reviewed by the research team. Video recorded
interviews were uploaded to the R drive, so the research team was able to go over interviews if
there were uncertainties.
Transferability is one of criteria to assure trustworthiness. Transferability in a qualitative study is
similar to generalizability in a quantitative study, meaning that findings produced in one study
may be transferred to others [94]. Although transferability is an important concept in a
qualitative study, it was not applied in this usability testing, as questions were quite specific to
the project context.
Dependability indicates reliability and consistency of study findings and the established levels of
research methods, allowing individuals outside the study to track, review and criticize the study
process [95]. For the usability testing, all interviews were video recorded, so the evaluator could
go back to check data as necessary. Video also allows the research team to go over all recorded
interviews to ensure all interviews were conducted with consistent manners by the evaluator.
3.9 Ethics for the Usability Testing
The usability test for the history project was reviewed by the Research Ethics Board at the
University of Guelph for approval of human participants involving in research (REB# 21-03-
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010). The usability test was amended with changes to increase recruitment and approved by REB
in June 2021 (REB# 21-03-010). The certificate is provided (Appendix G).
3.10 Study Design for the Interview Study
Semi-structured key informant interviews were conducted to obtain qualitative data for both the
timeline and dietitians’ perspectives for this exploratory study. Qualitative methods were chosen
as the purpose was to provide a rich source data and in-depth information on how Canadian
dietitians have continued to make a difference in LTC facilities in Canada over the past 28 years.
To meet objective 2, the draft timeline of the history of dietetics in LTC facilities was first
created from the literature review and document searches. Key informants with expertise in LTC
facilities or the LTC field in different provinces were interviewed to gather more information and
to obtain documents. The additional information was used to refine the draft timeline to convey
how dietetic practice in LTC facilities has been changed over the years.
To meet objective 3, information gathered from key informants was analyzed by thematic
analysis to understand historical perspectives on dietetic practice over the past 28 years from
dietitians who worked or were still working in LTC facilities across Canada as well as people
who have experience in the field of LTC facilities in order to understand how their dietetic roles
have changed over years in LTC facilities since 1993.
3.11 Interview Questions Development
Basic interview questions were created and reviewed by previous students. A few additional
questions were developed for this specific topic, including a question on the Coronavirus disease
2019 (COVID-19) pandemic and questions focusing on LTC facilities. A pilot interview was
conducted to ensure all questions were necessary to include. Questions were revised and
approved after ethics review.
3.12 Participants
3.12.1 Sample Size
Determining needed sample size was based on qualitative study principles of ensuring data
saturation and variation in this study, usually involving 6-20 interviews [96]. Therefore, the
research team aimed to interview 10-15 key informants, following the typical sample size of
qualitative interview research to reach saturation and to achieve geographic representation.
Saturation in qualitative research means no new information emerges when additional
information is obtained [96].
3.13 Data Collection for the Interview Study
3.13.1 Recruitment Methods
Snowball sampling was used in the study for recruitment. Key informants were RDs who
worked, or were still working, in LTC facilities in Canada and had expertise in the field of LTC
facilities. Initially, an invitation email (Appendix H) was sent to key informants who indicated
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that they were willing to be interviewed based on contact information from an online survey that
was conducted by the research team in 2018. The invitation email was also sent to RDs and
experts who were identified by the research team as potential key informants. During the
interview, information on additional key informants who could be contacted was also requested
in order to recruit them as participants. When confirmation agreement of participation was
received, a scheduling email (Appendix I) attached with an information letter with detailed
description of the history project (Appendix J), a consent form (Appendix K), and interview
questions (Appendix L) was sent to key informants. Once individual interviews were scheduled,
a confirmation email was sent to participants as well.
3.13.2 Semi-Structured Key Informant Interviews
A telephone interview with each key informant took a minimum of 30 minutes. Descriptive
information gathered from interviews and documents obtained from key informants were
confirmed or added to the draft timeline. Only interpretative data were further analyzed through
thematic analysis described by Braun and Clarke [97].
3.14 Data Management for the Interview Study
All key informant interviews were audio recorded using a digital recorder. After each interview
was completed, the recorded interview was saved with a numbered ID code, assigned to each
participant, and uploaded to R drive with access only available to team members. Each recorded
interview was transcribed verbatim by NVIVO 12 (QSR International 2021) transcription
service, and then verified for accuracy by the researcher. All transcripts were also stored on the R
drive. An Excel sheet was created by the researcher to record basic key informants’ information
including province of residence, email address, date and time of interview, and agreement of
participation, along with ID code. Other demographic information such as years of work
experience, degree status, etc. for key informants was kept in a separate Excel sheet. The Excel
sheet was stored on the R drive. The excel sheet helped the researcher to track status of
interviews and identified additional key informants who might be interviewed by the research
team in the future.
3.15 Data Analysis for the Interview Study
3.15.1 Statistics
Basic descriptive information was used to describe demographic information of key informants
including gender, province, education, years of experience, and positions. The remainder of LTC
sections included descriptive and interpretative data. Descriptive data gathered from interviews
and documents obtained from key informants were added to the draft timeline. Interpretative data
was further analyzed through qualitative analysis methods in which a coding manual was created
and refined by the research team.
3.15.2 Qualitative Analysis and Coding Manual
Phenomenology as a methodology guided this study to understand lived experiences and ideas
about how RDs’ roles have changed over the past 29 years. Phenomenological studies widely use
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open-ended questions to gather a rich source of data such as the interview questions designed for
this study. This allowed participants to provide more detailed and in-depth information, and this
was the most important part of the study when analyzing and interpreting participants’ historical
perspectives on how dietetic practice has been affected over the years. Qualitative data obtained
from interviews were analyzed by thematic analysis.
Thematic analysis as described by Braun and Clarke was used to analyze data in this study [97].
The process started with getting familiar with the data. After editing, the researcher reviewed the
transcripts and started thinking about generating codes. Moving forward to generalizing initial
codes, transcripts were coded by the researcher first and then verified by coders in the research
team. After verifying initial codes, the coding was reviewed and modified by the research team.
After completing coding, searching for themes was the next step of analyzing data. Codes were
collated and then searched for potential themes. Overarching themes were generated, and
subthemes emerged. An initial coding manual was created at this step. A coding manual from
previous research on this overall project provided guidance on coding transcripts. After
searching for themes, all themes were reviewed by the research team. The research team went
over the coding manual to ensure all codes were assigned to appropriate themes. Then, the
research teams reviewed all themes and subthemes to ensure themes were related to code text
extracts. At the same time, the research team considered possible overlapping themes.
Continuing on analyzing the data, the research team reviewed definitions of each theme and the
student researcher finalized the coding manual. After the coding manual was completed, the
student researcher completed coding of the transcripts.
3.16 Rigor for the Interview Study
Credibility, transferability, and dependability were enhanced by certain strategies to assure
trustworthiness in this study.
Triangulation and peer briefing were two strategies to enhance credibility in this study. Source
triangulation and investigator triangulation, as two approaches of triangulation, were used in the
interview study to increase credibility. For source triangulation, quotations from interviews were
put together with themes in the coding manual so different quotes could be compared as
examples of the themes. At the same time, investigator triangulation was used in this study to
improve credibility. Although only one researcher conducted interviews with key informants,
development of the coding manual was done by three analysts. In addition, peer briefing was one
of strategies to strengthen credibility in this study. For the interview study, the process of
creating the coding manual was monitored by the research team. To improve accuracy of the
draft timeline, questions about the timeline were asked for confirmation of events and dates, and
the updated timeline was sent back to key informants to review.
Transferability is an important criterion of increasing trustworthiness; however, this study did
not apply this criterion because dietetic practice varied in different health care settings. Canadian
dietitians’ perspectives on changing dietetic roles also varied from one setting to another.
Therefore, findings produced in this study cannot be generalized to other health care topics.
To ensure dependability in the interview study, all telephone interviews were audio recorded,
transcribed by NVIVO verbatim, and finally verified by a member of the research team. All
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transcribed interviews followed steps of thematic analysis and the coding manual was created
and verified by the research team. Throughout the study, the researcher monitored the process to
catch any mistakes and inconsistent approaches that could affect the results. Interpretation of
findings was finally reviewed and approved by the research team.
3.17 Ethics for Interview Study
The project was initially approved by the University of Guelph’s Research Ethics Boards (REBs)
in December 2019 and expired on Jan 2nd, 2021(REB# 19-11-010) (Appendix M), so the
research team submitted REBs application to amend with revisions to reflect new personnel and
any questions being added to the script. The project with updated information will expire on Jan
22nd, 2022 (REB #19-11-010) (Appendix N).
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4 RESULTS
4.1 Usability Testing in this Study
4.1.1 Participant Demographics
In total, nine participants were recruited for the usability test. The primary evaluator completed
all nine individual video interviews using the Microsoft Teams with each interview lasting
between 20-45 minutes.
All participants were female. Two of nine participants had master’s degrees and one participant
is completing her master’s degree. One participant reported that she had her bachelor’s degree,
and five participants are completing their bachelor’s degrees. All participants are in the field of
dietetics, and all indicated that they do not have any experience with using an online timeline.
All demographic information can be found in Appendix O.
4.1.2 Features of Cool Timeline determined by participants
Interview questions were created based on various features provided by the plugin. Results for
usability testing are discussed by question.
For the layout, Which layout do you like the most? Can you tell me why do you like this
layout most? And what is your second choice?
From the usability testing, four participants chose the centred vertical layout (dates going down
the page with content on both sides of vertical line) as the most favoured choice. Three
participants liked the one-sided vertical layout, and two participants liked the compact vertical
layout the most. No participant selected horizontal as their first choice. One of the participants
selected vertical layout as her most favoured choice because the vertical layout placed the
timeline in the center of the page, and it was clear and easy to read. One participant liked the
one-sided layout most because it was still vertical, and it was very unique to place the timeline
on one side of the screen.
As a second choice, four participants selected the one-side vertical layout. Three participants
chose the centred vertical layout, and two participants chose the horizontal layout. No participant
selected compact layout as their second choice. Considering the results, the centred vertical
layout and the one-sided vertical layout were the two most popular choices. Different layouts of
the timelines are provided (Appendix P).
For color, I am wondering that which colour/skin do you like the most? Can you tell me
why you like this skin best?
Six participants liked the default colour (white background for a timeline with different colours
of headings for contents) provided by the Cool Timeline plugin. Two participants liked the dark
colour (dark-coloured background for a timeline with mainly black background for contents and
white-coloured writing) and only one participant liked the light colour (grey-coloured
background for a timeline with whited-colored background for contents and grey-colored
writing). Participants liked the default colour as their most favoured choice by saying that it was
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easy to look at and to find dates that stood out on the screen. Besides, appropriate amounts of
colour were provided, and they were not distracted. Although some participants liked the dark
colour because boxes were black and made content clear, a participant commented that the dark
colour may be difficult to read. Example colors of a timeline are provided (Appendix P).
What do you think of the ruler? What do you like about the ruler? What do you dislike
about the ruler?
A ruler was included in the timeline demos as a part of the design provided by the plugin. This
allowed one to pick different time periods within the timeline. Therefore, participants’ opinions
and comments were obtained regarding the ruler. Based on the interviews, all participants
thought it was a good idea to have a ruler in timelines. It was handy and a good feature. Reasons
for liking the ruler were that it was an easier and faster way to find information such as going to
specific years that participants were really interested in. In addition, the ruler was helpful to
navigate the timeline with minimal scrolling down the webpage. Some participants thought the
ruler had a simple and nice design. On the other hand, issues with the ruler were identified by
participants. Some participants pointed out that they thought the size of ruler was too small to
notice on the page. Further, participants commented that the ruler was really close to the side and
took up some space of the page. Three participants clearly indicated that they had no issues with
the ruler.
Do you prefer to access different timelines on different pages or on one page with
categories?
An additional feature, a category specific timeline, was provided by the plugin. The research
team considered categories as an important feature because more than 4 timelines will be created
for showing dietetic history in different fields. Therefore, it was valuable to ask participants’
opinions about the feature of categories. Seven participants preferred to access timelines on one
page with categories and two participants liked accessing different timelines on different pages.
If we put the content from Dietetic Education timeline into the layout you like the most,
how do you think of the content will fit into the layout?
The dietetic education timeline was updated and ready for the creation of an online timeline;
however, this timeline was text mainly, so it was important to ask participants’ opinions about
putting contents from the dietetic education timeline to the layout provided by the plugin. To do
so, the COVID-19 timeline provided by the plugin was shown to participants because the
timeline was quite similar to the dietetic education timeline with minimal photos and video.
Overall, participants thought the dietetic education timeline would fit well in the layout. A
participant commented that it may be too crowded in the compact layout. In addition, some
participants pointed out amount of text put on the timeline should be considered.
Finally, what is your overall impression of the Cool Timeline plugin/software?
All participants were impressed with the plugin. Some participants thought the plugin had many
interesting features and made timelines interesting. Some participants thought it was easy to find
information in the plugin as well.
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In short, many features for timeline creation were provided by the Cool Timeline, so it was
necessary to conduct usability testing to assess different features by obtaining opinions and
comments from participants. Their opinions were useful for the research team to design the
online timelines for this project. Based on results, the centred vertical layout and the one-sided
layout were two popular choices that will be considered for online timelines. Most participants
liked the default color the most, so the default color will be used in online timelines. A ruler will
be included in the timelines for this project, if possible.
4.2 Timeline Development for the History Project
The draft timeline was generated based on document review and information gathered from key
informants. The draft timeline was also revised and updated based on comments provided by key
informants (Appendix Q).
4.3 Participants and General details for the Interview Study
A total of 15 participants from 8 provinces were recruited and completed interviews ranging
from 24 to 90 minutes. All key informants were female.
All key informants completed their undergraduate degrees; 13 completed their dietetic internship
as either a stand-alone program or an integrated program. Only one dietitian completed a selfdirected internship, and one participant did not complete an internship. Fourteen participants
were RDs, and one participant was not; she worked directly for DC in relation to LTC with 13
years of experience. Besides, five key informants had a master’s degree, and one key informant
had a doctoral (PhD) degree.
Table 2 shows the number of participants from each province where they had work experience
in LTC or in relation to LTC. Fourteen key informants were dietitians with a mean of 20 years
(SD 8.6) of work experience in LTC facilities/LTC homes. In addition, four key informants
reported that they had combined positions in LTC facilities, meaning they did not work solely as
dietitians in LTC facilities, but had other positions while being dietitians in LTC. All
demographic information can be found in Appendix R.
Table 2: Numbers of participants being interviewed from each province
Province

Number of participants

BC

3

AB

2

SK

2

MB

1
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Province

Number of Participants

ON

3

QB

0

NB

1

NS

2

PEI

0

NL

1

Three territories

0

Total

15
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4.4 Major Themes Generated from Interviews
Seven major themes emerged from interviews to show how dietetic practice in LTC has been
affected over the past 28 years. All themes and subthemes are discussed in the following
sections. Table 3 is a summary table of the coding manual.
Table 3: Summary table of the coding manual

Theme: Regulatory factors and accountability and conditions of work factors affecting
dietetic practice in LTC
Provincial regulations and changes
Infrastructure opportunities and challenges
Private vs public facilities
Tension between acute care and long-term care
Financial issues
Organization management
Rural and remote area practice
Theme: Population and patient factors affecting dietetic practice in LTC
Changing Canadian demographics
Increasing complexity of LTC residents
Increased expectations of care from public and family
Ethics of feeding
Culture changes: shift from a medical model to a home model of care
Theme: Team function and work site issues
More health care staff involved in nutrition care
Increased care staff knowledge and education
Coordinating with multiple staff
Increased recognition for RD roles
Theme: Changes in dietitians’ roles and responsibilities
Expanding roles (e.g., swallowing assessment, food service management, Quality
Improvement)
Needs for continuing education
Advances in technology
Theme: Challenges and changes working in LTC facilities
Replacement of RD admin functions by other care staff
Increasing demands and complexity of work
Employment challenges such as RD position being mostly part time with stagnating pay
Ongoing system challenges with regulations and accountability
Challenges with RDs working to full scope of practice
Increased paper work and other tasks
Theme: Advocacy at different levels
Advocacy at provincial level
Advocacy at institution level
Dietetic practice being supported in different ways by provincial and national associations
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Continuing needs for advocacy
Theme: Dietetic practice in LTC being affected during the Pandemic
Many stresses with COVID-19
Many changes with COVID-19
Working together for residents-19
Specific changes to food and RD services

Conditions of
Work
Population
and patients

Pandemic

Team and
work place

Advocacy

Challenges

Changes in
RDs' roles

Figure 1: Seven major themes generated from interviews
4.4.1 Major Theme: Regulatory Factors, Accountability and Conditions of Work
Factors Affecting Dietetic Practice in LTC
Throughout the research, key informants were asked to identify factors that have affected dietetic
practice over the years. A major theme related to dietetic practice was how provincial and
regulations affected dietetic roles in LTC, such as outdated ministry regulations, staff ratios for
dietitians not regulated, and regulatory changes improving dietetics in LTC, etc. A key informant
detailed this by: “With the ministry, the regulations do not just fit the homes or systems that we
are working with right now. They’re dated, and they need to be updated [118].” An additional
quote associated with regulations was: “There is no standard among the homes, so someone may
work in one hundred and forty-four bed home as a full time. Someone else may only work three
days a week for the same number of beds, so it is really not consistent across the province
[113].” Dietitian time being positively affected by regulations in ON was stated by a key
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informant: “The changes have increased the amount of time that dietitians are physically at the
facility has also been a positive [112].”
Furthermore, financial issues were highlighted as a condition of work factor affecting dietetic
practice in LTC, including limited budgets from government, budget constraints, and funding not
keeping pace with costs, etc. A key informant pointed out: “Government became tight [105].”
Budget constraints were further explained by saying: “So internal factors, I would like to say the
staffing, so like nursing staffing, food service staffing, the amount of budget available for food
and staff [112].” and “There was never money to fund. Dietitians were struggling to get their
dietitians priorities at the top of list in terms of funding [107].” At the same time, a key
informant also detailed that: “Oh internally, I’m not sure if you consider this an internal factor
or external factor, but food costs are rising, and we haven’t had any increased budget related to
food for decades [117].”
Aging facilities also affected dietetic practice in LTC, further explained by infrastructure
opportunities and challenges. A key informant explained: “I think opportunities for
advancement, so I got two nursing homes and source equipment and plan, the moving of all of
our residents into a new building, so I mean, that was a huge transition plan and commissioning
of an additional hundred beds, so that was an amazing opportunity [114].” Challenges from
aging facilities was explained by a key informant: “One of internal factors, other internal factor,
the age of facilities themselves, the long-term care home, many were built much earlier, and the
infrastructure does not necessarily support the type of care of that shift from (previous type of
care), you know [117].”
Other factors affecting dietetic practice were also described by key informants. Private versus
public facilities affected hiring of dietitians in LTC. Tensions between acute care and LTC was
pointed out by a key informant saying: “There’s been more designations of levels of care where
hospitals want to focus more on acute care. And they want LTC to focus more on comfort care
[105].”
Rural and remote area practice issues were unique from participants in SK which affected
dietitian services provided in LTC. A key informant from SK pointed out: “It’s typical for longterm care dietitians in Saskatchewan, but in addition to that, the homes are spread out over
geographic distance, so not being able to be present at the homes as much [117].”
Last but not least, dietetic practice in LTC was also affected by organizational management over
the years. Specialties in LTC has increased meaning more specialties are provided in LTC. A key
informant commented: “So the home has been interested in have a physio restored if they were
interested in having more specialties coming in [105].” Moreover, decisions of hiring dietitians
in the facility were made by local leaders. A key informant detailed this by saying: “I could say
that who is in power makes a big difference of who’s getting hired and who’s getting laid off,
right [116].”
In short, dietetic practice over the years was affected by several factors in relation to regulatory
and accountability and conditions of work factors which were identified by key informants.
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4.4.2 Major Theme: Population and Patient Factors Affecting Dietetic Practice in
LTC
Besides factors identified by key informants in the previous section, some other factors also
affected dietetic practice in LTC. A major theme was associated with the characteristics and
conditions of patients.
Changing Canadian demographics has changed dietitians’ roles in LTC since 1993. The increase
in the aging population and how practice has been affected was pointed out by key informants:
“The aging population certainly was another factor [105].” The diversity of populations in
LTC was recognized by dietitians. A key informant emphasized this change by saying: “The
demographics are certainly changing. And we do not just have the same old white farmers in
Saskatchewan in long term care anymore. We have a more diverse population [109].” Key
informants claimed that younger residents were seen in LTC as well. A key informant said “I
had a total, at the time, of three people, and those were not older adult residents. They were
younger residents [117].”
Moreover, residents living in LTC had more complex conditions affecting dietetic practice in
LTC. Diversity of food needs was pointed out by one informant by saying: “I think there were
more special food needs, more ethnics, gluten, alternative health [105].”. During interviews,
more complicated health conditions of residents in LTC were identified by key informants, such
as increased level of dementia and increased level of frailty, etc. A quote represented this point
of view: “There was also a higher level of dementia and higher level of frailty within the longterm care setting [105].”
Over the years, increased expectations of care from the public and families also affected dietetic
practice in LTC. Not only have expectation of elderly care increased, but also attention was
gained from public. A key informant said: “The philosophy regarding seniors and the
expectation of people that older adults needed to continue to be productive [105].” In terms of
nutrition care, families are more knowledgeable and have higher expectations. This was
amplified by a key informant: “I think families are more knowledgeable, became much more
knowledgeable regarding nutrition care and more interested in nutrition care and those all
affected our roles [105].” At the same time, the ethics of feeding was a factor that affected
dietetic practice. This was pointed out by a key informant saying: “As an example, ethical
questions around feeding or the stopping of feeding is always a question of interest to dietitians
who work in this sector [107].”
During interviews, culture changes, particularly the model of care, was identified by key
informants. They noticed that care provided in LTC had shifted from a medical to a home model
of care over the years. Under a home model of care in LTC, resident-centered care was favoured,
and residents’ choices were respected. One of quotes extracted from interviews was: “You know,
really putting the residents in a driver’s seat of choice and live their best life, not having staff
decided for them [on] what they will eat and what they will wear, and what they will do [108].”
Moreover, liberalized diets were also provided to residents under a home model of care. This
was emphasized by a key informant, saying: “So we are kind of having a little less restrictive
diet and kind of things and in some ways is a little bit more positive because they are not sort of
being treated like they are in a hospital and they are treated like they are at home [116].”
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In short, several factors in relation to population and patients were identified by key informants
and explained how dietetic practice has been affected by them over the years.
4.4.3 Major Theme: Team Function and Work Site Issues
Based on interviews, a major theme, team function and work site issues emerged mainly
describing how Canadian dietitians cooperated with other care staff in LTC and what issues they
encountered in the workplace. RDs recognized that nutrition care was not solely provided by
dietitians in LTC, and more health care staff are involved in nutrition care. One participant
commented: “We did not really know what we were doing. The director of care, the RN, and the
food service manager were all managing the nutrition care and then I was doing, assisting them
with whatever they needed to have done [105].” In order to provide care to residents properly
including nutrition care, care staff’s knowledge and education level has increased. One key
informant explained: “And I think knowledge level of supporting staff and within my tenure time,
we have seen the knowledge level [increased]. All dietary staff have to have a food service
worker certificate when they come [105].” While dietitians provided nutrition care to residents,
they needed to coordinate with other care staff. Although more conversations with staff
happened in LTC, key informants pointed out issues they met regarding coordination with
multiple staff such as the need to enhance cooperation between staff, lack of supervision for care
staff, and lack of critical thinking of care staff, etc. One participant explained: “And so then you
end up having turf wars happening between food service managers and dietitians or chefs and
dietitians because they are just not on the same page [108].” Another participant added: “So I
always joke and say that I am the supervisor of none and I am consultant to all because nurses
and kitchen staff do not understand each other’s problems [114].” At the same time, being an
important part of a care team in the workplace, some key informants noticed that recognition for
RDs’ roles has increased over the years. The dietetic profession and value of dietitians was
recognized by the team. A key informant said “Positively, I think their value is really well known
[107].” Additional participant added “I think there is more appreciation of the role of nutrition
in general [112].”
In short, dietitians played an important role in a care team in LTC. Although there were some
issues of coordination with other staff in LTC, some positives were identified by key informants.
4.4.4 Major Theme: Changes in Dietitians’ Roles and Responsibilities
Dietitians have unique roles and responsibilities in LTC. Key informants were asked to describe
perceived changes of dietitians’ roles over the past 28 years; therefore, this major theme emerged
from interviews.
Beyond traditional roles and responsibilities, expanding roles were described by key informants.
For example, some key informants had combined positions by saying: “But a lot of homes have
a dietitian food service manager combination [119].” Enhanced scope of practice expanded
dietitians’ roles and responsibilities. A key informant commented: “The College of Dietitian has
changed their scope of practice on Dysphagia, which has helped [105].” Another key informant
added: “The enhanced scope, so dietitians are being able to do the bedside swallow that
expanded the roles of dietitians in long-term care and help hugely with resident care, that is a
definite such a positive for sure [117].”
49

Moreover, key informants described they took on more responsibilities regarding continuing
education. They described that they gained understanding beyond textbooks, especially for
people with dementia and wound care while practicing in LTC. A key informant said: “You
know it is not just about the textbook that we get or the manuals that we are told that. They are
monitoring all these things. But to really understand [the] population that we are serving and at
the time when I went through university, we really did not get very in-depth education about the
nuances [116].” During interviews, key informants also identified the learning curve and
learning gap by saying: “So that piece of really having that extra education was really important
for me in long-term care. And it has really served me well through my whole career because like
so many do not get that education and really are struggling with what to do [116].”
Last, but not least, the advancement of technology had an impact on dietitians’ roles which was
described by key informants. Particularly, dietetic practice was supported by technology. A key
informant mentioned: “Dietitians tend to work alone in nursing homes, but with the technology
the way it is, with emails, with Zoom, with all the new platforms that we can communicate on. It
just feels like you are very close, and you are working closely with them, even though you are not
close [119].”
In summary, dietitians’ roles and responsibilities have changed over the years and perceived
changes were identified by key informants.
4.4.5 Major Theme: Challenges and Changes Working in LTC
Participants addressed various challenges and changes working in LTC and described problems
that they faced in relation to LTC. When they practiced their roles in LTC, they recognized that
RDs administrative functions were replaced by other care staff. In particular, dietetic roles were
shifted to clinical work only and not many RDs worked in a licensing field. A key informant
pointed out: “And this role has been replaced by folks……that go and get their food management
diplomas from the Canadian Society of Nutrition Management, so a lot of administrative
dietitians were replaced by a food manager or to be a chef to run the kitchen [108].” A key
informant added: “All the administrative work and clinical while in actual fact in reality…… It is
always a food service manager or a chef. And a dietitian is brought only to do the clinical
work…. more a private practice basis [108].”
In addition, key informants provided information on various aspects of employment challenges
such as RD positions being mostly part time with stagnating pay. In terms of employment
challenges, participants described that shortages of dietitians, lack of dietitian time, and lack of
continuity due to part time, pay scale, and lack of priority for more dietitians working in LTC
affected dietetic roles in LTC. A key informant said: “And in that work, we are trying to take on
more advocacy. But it has been hard, and it has been strange. Yeah politicians just do not see it
as a need [109].” Another key informant pointed out: “There is not enough hours allocated for
dietitian time [108].”
Along with employment challenges, key informants also described ongoing system challenges
with regulations and accountability that affected their dietetic practice in LTC. In general, health
care service was delivered differently across provinces, so comparative effectiveness and
different resources across Canada were system challenges. This was highlighted by a key
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informant, saying: “I guess with a lot of issues because health care is delivered provincially that
being one of the biggest challenges…… and so it is really difficult to do comparative analysis of
what is working well and what is not working so well when every province is just a little bit
different [107].”
Besides, key informants addressed that lack of regulations and unclear guidance for dietitians at
the provincial and national levels had impacts on dietitians’ roles in LTC. A key informant
commented: “We have very few dietitians in long-term care homes here, and we do not have
regulations in this province. We do not have any regulations about dietitians working in longterm care [109].” Additional participant said that: “When I started working, there was no
national or provincial best practice guidelines I could easily get to because until that time it was
under the Food Service Management Company [111].” Key informants identified some system
challenges in relation to monitoring in LTC including inconsistent monitoring systems across
Canada and lack of monitoring. A participant mentioned: “So virtually, facilities are not
monitored by licensing. And that is the biggest problem I see as a dietitian working in long-term
care because you’re in a situation where you have no control, right [116].” A key informant
highlighted this point by saying: “And I have found that there some of the challenges that come
with monitoring is a big issue because there are different standards for monitoring across
Canada [116].” Moreover, key informants described that dietetic practice was not supported
well by provincial ministries with lack of ministry involvement and challenges in meeting
ministry standards. A participant mentioned: “And the ministry involvement or lack of ministry
involvement has affected our practice [118].” Another participant added: “Oh well, always
meeting ministry standards is an issue [118].” Although dietitians’ roles were being supported
by technology, there were still some challenges identified by some key informants related to
technology, such as lack of technology to access data and lack of resources. A key informant
commented: “We do not have computer to assess MDS-RAI and that’s something that was talked
about in the past. It hasn’t come to fruition yet, so accessing, like assessment data, lab data, that
kind of thing can be challenging [113].”
While working in LTC, key informants described that demands and the complexity of work have
increased. Generally speaking, demands of the work force has increased over the years. A key
informant described: “I believed that there is a ton of work that needs to be done, you know, in
the long-term care industry of how we used to do things and where we need to go as an industry,
needs a lot of work [108].” Some key informants also addressed that they needed to deal with
the complexity of residents in LTC and encounter unrealistic job expectations. A participant
commented: “The expectations of job are so big. You know. You are expected to be involved in
care conferences. You are charting other residents and here talking to families. You are
following up with the kitchen and making sure that the right diets are going to
people…Obviously, they do not have enough time to finish the job [106].”
Specifically, increased paperwork and other tasks was another challenge of working in LTC as
dietitians. Not only did dietitians need to know the complexities of the role of food, but they
needed extra knowledge to support their dietetic practice by keeping up with new information. A
participant described: “I think this can be negative but also positive depending on how you look
at it, but knowing how complex the role of food is. Nutrition care being more than just nutrients
going into body, but relational care aspect, the ability to ensure the nutrition care, the food
provision matches care and not just treatment [117].” Another participant added: “You know, if
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I was a brand-new dietitian walking into a facility and I did not have extra knowledge in that
area, I would be really struggling [116].” Furthermore, key informants described that they
needed to keep up documentation, but that reduced time for observation of residents by saying:
“Some dietitians feel that documentation piece is so important that they do not just spend time in
dining room, they do not spend time interacting with the residents and to the degree that they
should and instead are consistently, you know, trying to keep up new documentation [112].” In
terms of tasks, some key informants also identified that they needed to provide care beyond
requirements, but also were able to coach frontline staff to provide care. A participant
highlighted: “They’re the ones that are having to deal with residents or assist the residents with
these interventions. And they need to understand why of that as well. So being able to coach staff
can be a real challenge [114].”
Dietitians’ roles were being recognized over the years; however, the recognition of dietitians’
profession was not enough. Challenges with RDs working to the full scope of practice were
addressed by key informants. Key informants pointed out that the importance of dietitians in
food service was watered down by saying: “And so when the dietitians probably the highest,
most educated person when it comes to food service, is not at table, then I think that you water
down the importance that food service has in long-term care [108].” Moreover, dietitians’ roles
were neglected, and recognition of dietitians’ value is lacking, such as devaluing dietetic training
in the home and inadequate involvement in a wound care team. A participant commented: “Well,
I feel it just affects hours providing for dietitians. Basically, how it works here is the funding
agency gives certain amounts of hours for long-term care and what they have to do is to figure
out where they want to put those hours. The one role that unfortunately, gets neglected, in my
opinion, is the dietitian role [110].” Another participant added: “And so I think the challenge in
long-term care is really devalued, devalued the role that a dietetic training provides to the home
[108].”
In short, key informants identified different challenges of working in LTC that affected dietetic
practice.
4.4.6 Major Theme: Advocacy for Dietetics in LTC at Different Levels
During the interviews, key informants discussed their involvement in advocacy for dietetic
practice in Canada and described how advocacy at different levels has affected their dietetic roles
in LTC.
Advocacy at the provincial level promoted dietetic practice in different ways, such as increasing
raw food cost, dietitian time, the dietetic profession and expertise, and reducing polypharmacy,
etc. One key informant explained: “We were advocating for the raw food cost to be increased
[106].” Other participant mentioned: “I supported their advocacy on a variety of issues and
topics beyond simply promoting the expertise on the role of dietitians with the provincial
government [107].” Advocacy was promoted by provincial LTC action groups to improve
dietetic practice in LTC. A key informant described: “So other local dietitians or we had a
provincial long-term care action group, of course, trying to do more advocacy in the province as
well [109].” Another key informant added: “That group was wonderful. We’ve done a lot of
advocacy group work with issues surrounding the external and internal factors identified and
being involved [113].”
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Canadian dietetics was also advocated for at the institutional level. Key informants described
their commitment of time on advocacy for dietetic practice in LTC. One key informant
mentioned: “I did sit on a committee that developed this feeding and swallowing management in
long-term care [106].” Another key informant talked about: “At some point we will just keep
pushing and pushing until, you know, there is change, but on a smaller scale, we have been able
to make changes just in my own home, as far as, you know, having a better referral system for
residents with pressure injuries or that kind of thing [109].”
Advocacy for dietetic practice has been promoted over the years, but more advocacy is still
required and needed. Key informants described they contributed more time on advocacy. One
key informant explained: “And we all, I would say, take on more advocacy on our own time than
we normally, you know, than others might have to do some time [109].” Some key informants
identified that they needed a united voice to represent LTC voices. One participant said: “So
often there was nobody speaking for dietitians or policy and funding and the importance of
dietitians in that sector [107].” and also said: “There is no dietitian speaking with a common
voice to decision makers necessarily [107].”
In terms of advocacy for dietetic practice, Canadian dietitians were supported in different ways
by national and provincial associations, particularly supported by networks and DC. One key
informant described: “And so those different groups and networks, we all share similar values,
concerns, and issues, so we were all supportive of the different culture of long-term care and
facilities [115].” One key informant mentioned: “I just wanted to share …. that from what we
were doing as a dietitian working in the industry, being part of Dietitians of Canada and the
gerontology network in particular is supporting dietitians coast to coast, and that has been very
good [108].” Another key informant added: “You know, I think….., the work of Dietitians of
Canada has done to promote the role and the expertise of dietitians has been positive [107].”
In short, key informants illustrated how Canadian dietitians were advocated for at different levels
and promoted by network and associations; however, continuing needs for advocacy was
mentioned by participants.
4.4.7 Major Theme: Dietetic Practice in LTC Being Affected During the Pandemic
During the interviews, participants were asked their perspectives on how COVID-19 has affected
their dietetic roles in LTC, so a major theme was generated to discuss the effects of COVID-19
in dietetic practice.
Many changes with COVID-19 in LTC were identified by key informants. During the pandemic,
a single home policy for staff was effective at limiting the spread of COVID-19. A key informant
mentioned: “The first impact that we saw was dietitians who worked in multiple facilities were
not allowed to do that anymore [107]”. Another key informant added: “They work maybe two,
three homes. In B.C, there are no single site orders, so in non-outbreak situation, they can go to
different homes; however, when home is declared as outbreak, they cannot go to that home
[110].” To protect residents from being infected by COVID-19, some actions were taken by
homes to ensure staff were healthy and free of COVID-19, including higher safety measurement
and enhanced infection control. A participant explained: “We have protocols in place in terms of
screening, having the physical bodies here to make sure that we have people screening in. And
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then I have environmental services on that top of that as well [119].” Moreover, key informants
also described changes of employment duties and procedures, including greater responsibilities
for taking care of residents and adaptability of the profession. A participant explained: “They are
actually becoming the residents’ family [105]” and further explained: “We have greater
responsibilities to look after our residents because families are not there all the time to do some
of things they did [105].” The participant also highlighted the change by saying: “And so if there
was help in another area that you could help, and you had that professionalism to do that, then
you did that [105].” At the same time, to cope with COVID-19, dietitians shifted to provide
services virtually. A key informant mentioned: “Dietitians also went to working quite virtually
and not having that face-to-face contact with residents out of concern to prevent the spread of
COVID [116].” On the other hand, key informants identified the learning curve for dietitians
and mentioned an ongoing research project related to COVID-19. A key informant explained:
“And I had heard from the primary investigator that there was a whole lot of really good quality
information about the impact, so that is yet to be to be brought forward [115].” Another key
informant said: “Unbelievable. And my, it’s probably been the largest learning curve I’ve ever
had in my own career [119].”
Specific changes to food and RD services were highlighted during the interviews. Food service
was delivered differently during the pandemic. It moved to tray service and mobile food service
to cope with COVID-19. A key informant described: “So what happened was homes that were
not bulk mobile with, you know, mobile carts or whatever, and they went to tray service [108].”
The key informant further explained: “So there is over a thousand care homes that have Suzy Q
carts. They shifted very quickly and very easily when dining rooms were closed because of
COVID [108].” For RD services, the unclear job setting was addressed by key informants. A key
informant mentioned: “And then also confusion about whether the dietitian needed to be on site
or could do the role virtually, and some inconsistencies and differences in how different homes
interpreted that. So those were certainly part of it [112].” Besides, key informants identified that
dietitians’ jobs were shifted to other health care staff and sometimes they figured that they got
less referrals when they were off site. A key informant explained “I do not know other
provinces, but it is all, it is all paper charts, so if I were to work from home and nurses have to
forward me and do a chart review and report everything to me, versus me being able to do all of
that assessment myself, they would have to do that work [109].” The key informant also added:
“So having the COVID impacts, you know, changing those of us who work in long term care is
working off site make a huge impact on our referrals …….would mean that things are being
missed as residents losing weight, pressure injuries, intolerance to tube feeds [109].”
Many stresses with COVID-19 came along with changes. Generally, LTC had a slow reaction to
COVID-19 and systems were cracked during the outbreak. A key informant explained: “The
changes were coming fast and furious, but the changes to access and who come to provide care
were a bit slower to respond if they weren’t the highest priority [117].” The key informant also
said: “And in the fall, by the fall, we had outbreaks that led [us] to see some cracks in our
systems in terms of just basic things like how nutrition, oral supplements, for example, how
they’re ordered, stored, and provided to residents and how their, what system is used to
prescribe them to residents [117].” One of the stresses shown in LTC during the pandemic was
compromised quality of life. Residents’ nutrition status was compromised, and socialization was
restricted. A key informant explained: “There were all these deaths occurring as result of
COVID. Other residents who were okay, did not have COVID, weren’t getting their nutritional
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needs met because there weren’t people to give them assistance with their meals [106].” A key
informant added: “I would say the first thing was the issue of safety versus quality of life, so
when all of a sudden, you know, people are in lock down and dining rooms are closed or we now
need to have people six feet apart, the social isolation, the depression and mental health side of
it has had a huge impact on people’s desire to eat [108].” Lower quality of food services than
usual was also addressed by key informants, including lack of food choices and poorer quality of
meals. A participant commented “I think the lack of choice which also happened with COVID is
people being in the dining room and having choice and, you know, being able to pick, you know,
they want this or they want more mashed potatoes and an easy way to communicate, you know, I
want more or less or I want this or that [108].” Besides, lack of support provided by family and
visitors was a problem. A key informant explained: “And the other big thing was the lack of
visitors and family being allowed that many visitors and family come at mealtimes specifically to
encourage or assist without those extra people being there [112].” During the pandemic, more
rapid turnover was identified by key informants, saying: “And compared to other years, we felt
like the number increased recently that actually were, dealing with the, the turnover [of]
residents passing, residents coming in [119].” Furthermore, COVID-19 added stress on staffing,
including dietitians. Staff shortage was related to part-time work and restrictions on work at
multiple sites. A key informant explained: “The care home was so short staffed, and there were
all these deaths occurring as result of COVID [106].” Another participant added: “You know,
there has been, of course, a big challenge with staffing and attempting to keep adequate staff
[112].” Dietitian vacancy rates appeared during this challenging time as well. A participant
commented: “And as with many health cares, if you only work part time, you cannot typically
have a second job, which is true for dietitians as well, so many dietitians have resigned one or
both of their part time jobs. And so right now, there’s a lot of long-term care dietitian vacancies
[114].” Another participant also said: “And it’s extremely troubling to know that this is not a
priority for human resources to be recruiting and hiring new dietitians [114].” However,
without such restrictions, transmission by working more than one job increased during COVID19. A key informant pointed out “There is, you know, because not only our dietitians are
working part time, but all the health care aides are. The nurses are working part time. So they’re
working in two or three jobs. When people are in all these different places, the potential to bring
COVID from wherever you work is really high [106].”
Working together for residents was a positive aspect during the pandemic, which was identified
by key informants. Staff cared for LTC residents by staying safe. A key informant mentioned:
“We have a huge responsibility to try to stay safe …… ourselves, so that we do not bring things
in [105].” During the pandemic, team work and cooperation has increased at different levels.
Staff in LTC provided support wherever they needed to. A key informant commented: “I think
the COVID has also made us a little bit more of generalist and that we get to look at the total
picture versus specific picture, because during the COVID you had … helped wherever you need
to be, …..wherever they needed to be helped [105].” Another key informant added: “Everybody
was very involved in trying to set up protocols for safe dining [106].” Besides, dietitians were
supported by their professional networks and collaboration at a provincial level was enhanced. A
key informant described: “Yeah, so besides that, I would say the dietitians in Saskatchewan, we
created a provincial networking group this summer for each other because we all do work in
isolation [109].” Another key informant added: “We have tried to create more provincial
cooperation and awareness and sharing of different policies or systems or processes we've
created with the help of nutrition food services provincially [117].”
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In short, changes with COVID-19 were described by key informants. In addition, there were
negative and positive impacts on dietetic practice which were identified by key informants as
well.
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5 DISCUSSION
5.1 Key Findings Compared with Literature
5.1.1 Key Findings Compared with Provincial and Territorial Regulations
As documented in the literature review, LTC facilities are governed by provincial and territorial
governments under provincial and territorial legislation; therefore, the type of care provided in
LTC facilities and how it is measured and how LTC facilities are governed is not consistent
across Canada [6,7]. Specifically, services in LTC facilities and funding provided for LTC
facilities vary across provinces [6,7]. Our study participants indeed reported that provincial
regulations have affected services, particularly for RD services, provided in LTC facilities over
the past 28 years. Study participants reported that they felt that regulations in some provinces
were outdated and did not support LTC facilities or RD services adequately. Further, participants
confirmed that there was lack of consistency for RD services among LTC facilities across
provinces due to lack of standards set up by some provincial governments. On the other hand, in
some provinces dietetic practice was positively affected by RD advocacy and resulting changes
in regulations over the past three decades. For example, the changed regulations in some
provinces increased the amount of RD time from a minimum of 15 minutes to 30 minutes per
resident per month and mandated certain activities, such as using a standardized tool, RAI-MDS
20, to assess residents in LTC and completing nutrition assessment and care plans within a
required timeframe [6,86]. Furthermore, barriers of working in LTC facilities as RDs due to
regulations and guidelines provided by provincial governments were also identified in this study.
Participants in this study noted that the lack of regulations and unclear guidance for RD services
affected dietetic practice negatively in LTC facilities. In some provinces, RD service time is not
regulated by provincial governments and guidelines are not clearly provided to RDs, so it is
difficult for LTC managers and RDs to ensure that RD services are comparable and meet best
practices.
5.1.2 Key Findings Compared with Funding Provided by Provincial Governments
Funding for LTC facilities is provided by provincial governments and funding allocated for RD
and food services varies among facilities across provinces. The Dietitians in Long Term Care: A
Pan-Canadian Environmental Scan completed in 2018 summarized how LTC facilities were
funded in each province and described the funding for RD and food services [6]. Preparation of
this scan was supported by Dietitians of Canada, as part of efforts by RDs to advocate for more
consistent and better RD services across Canada. For example, specific funding for RD and food
services was provided for LTC facilities in ON whereas specific funding for food services was
provided for LTC facilities in NB, but not for RD services [6]. Other provinces have various
budget mechanisms and guidelines of funding for food and RD services. Study participants
pointed out that dietetic practice in LTC facilities was affected by limited budgets from
governments and limited funding for RD and food services in the facilities. More specifically,
food costs are increasing annually; however, food budgets have not kept pace with food costs. At
the same time, budgets allocated for food and food services are not sufficient due to tightened
budgets provided by governments. Moreover, study participants reported that residents in LTC
are frailer and have more complicated health conditions than in the past; therefore, the need for
special diets has increased. Besides, the diversity of residents in LTC facilities has increased over
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the years, so a variety of cultural foods are required by residents and requested by families.
Special diets and food diversity cost money.
Furthermore, participants also highlighted employment challenges that have existed in LTC
facilities due to inadequate funding for RDs. Our participants noted that RDs are not the first
priority to get funded in LTC facilities. Along with insufficient funding provided for RDs, a
shortage of dietitians and lack of dietitian time are common issues in LTC facilities. Limited
time allocated for RDs in LTC facilities could negatively affect RDs’ roles in LTC facilities.
Lack of continuity is an issue. Many RDs in LTC facilities are part-time and they are not in the
facilities all the time, so it is hard for them to keep up to date on all information about residents.
5.1.3 Key Findings Compared with Canadian Demographics
Population factors were identified as an external factor that affected dietetic practice in LTC
facilities. Study participants noted that the aging population has had a significant impact on RDs’
roles over the past 28 years. According to the 2016 census, there was a 20% increase s of
Canadians aged 65 years or older and Canadian aged 85 years or older since 2011 [1]. Age is a
strong predictor of living in LTC homes, so the demand for LTC homes has increased and will
do so in the future [1]. Over 200,000 Canadians lived in LTC homes and most of them were 80
years old or older in 2020 [2,3]. In addition, changing Canadian demographics, such as the
increasing diversity of the Canadian population, also affected RDs’ roles since 1993 which was
documented in this study.
Study participants also noted that patient factors actually affected dietetic practice, in addition to
affecting food costs, in LTC facilities. Specifically, many residents in LTC facilities have more
complicated health conditions such as increased level of dementia and frailty [3]. Along with
these changes, key informants pointed out that the complexity of residents is one of challenges of
working in LTC facilities as a RD. Most residents live with diabetes and hypertension and many
residents also require special diets due to chewing or swallowing issues [3]. At the same time,
most residents live with malnutrition and dehydration that can increased risk of falls, infection,
and poor wound healing, etc. [3]. Study participants corroborated many of the findings from the
literature and pointed out that undernutrition, a type of malnutrition, is a common issue for older
adults due to inadequate food and nutrient intake, muscle wasting, and weight loss [98].
Residents in LTC facilities with a low body mass index (BMI) and increased weight loss are
more vulnerable to malnutrition [98]. Increased weight loss can be caused by poor appetite,
physical disabilities, and dysphagia [98]. Residents with malnutrition can have higher risk of
having poor health outcomes, decreasing quality of life, and mortality [98]. Furthermore,
dehydration is another influential factor for residents’ health status. Dehydration happens when
fluid output exceeds fluid input [99]. Residents in LTC facilities easily develop dehydration
because their thirst perception may have declined in addition to the ability to remember to drink
beverages, due to cognitive and/or physical limitations [99]. At the same time, residents are more
likely to be anxious about incontinence and getting assistance for toileting; therefore, this can
reduce fluid intake which leads to dehydration [99]. Residents who are dehydrated are at greater
risk of disability and mortality [99]. Therefore, this study highlighted the importance of RDs’
roles in LTC facilities. Dietitian services can have a positive impact on improving residents’
nutritional status and health as well as their quality of life by providing proper nutrition care to
residents in LTC facilities.
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5.1.4 Key Findings Compared with RDs’ Roles and Responsibilities
Information about dietitians’ clinical and non-clinical roles and responsibilities were also
reviewed in the 2018 scan [6]. The key informants in our study reported on how dietitians’ roles
have changed over the years. Beyond traditional roles and responsibilities, their roles were
expanded by the enhanced scope of practice, such as bedside assessment and wound care, etc.
Staff education is one of the non-clinical roles and responsibilities for Canadian RDs working in
LTC facilities [6]. Participants in this study emphasized that RDs took on more responsibilities
related to continuing education. Learning curves and learning gaps were identified by
participants while practicing their roles in LTC facilities over the years. To be competent to
provide proper care to residents, RDs need extra knowledge to support their practices. Better care
can be provided to residents when they have better understanding. Besides, RDs need to spend
time learning knowledge that they did not get in-depth during their undergraduate education as
well as keeping up with new information. It can be a struggle for RDs to practice if they do not
have that knowledge. In addition, RDs are experts in the nutrition field and are trained to provide
nutrition care to residents. Dietitians also understand the complexity of roles of food; therefore,
RDs have responsibilities to coach staff to provide care to residents.
5.1.5 Key Findings Compared with LTC Action Groups in Canada
National or local Long-Term Care Action Groups have played an important role in supporting
RDs working in LTC facilities and facilitating improvement of RD services in facilities in
different provinces across Canada. Long-Term Care Action Groups have provided an
opportunity for members from provinces or territories in Canada to work together for advocacy,
professional development, and networking [82]. The participants in his study highlighted the fact
that provincial LTC Action Groups, networks, and DC supported and promoted dietetic practice
at provincial levels by addressing issues and advocating for improvements. In addition,
participants noted that united voices to speak for RDs in LTC facilities are still needed to
advocate for more changes, such as increasing funding for food and RD service time, etc.
5.1.6 Key Findings Compared with COVID-19
From the participant interviews, perspectives on effects of COVID-19 were obtained from RDs.
It was not only LTC facilities that were affected by COVID-19, but also dietetic practice.
COVID-19 has had a significant impact on residents in LTC facilities in Canada. Eighty-one
percent Canadians who died of COVID-19 were LTC residents which was the highest proportion
of deaths in LTC among 12 Organisation for Economic Cooperation and Development (OECD)
countries, including Belgium, Canada, Denmark, France, Germany, Ireland, Italy, Netherlands,
Spain, Sweden, United Kingdom, and the United States [100,101]. Most residents in LTC
facilities are older adults who are at high risk for COVID-19 morbidity and mortality because of
compromised and declining immunity associated with aging and chronic diseases [101]. There
are a few studies addressing how the COVID-19 pandemic affected residents in LTC facilities in
Canada. One of the studies addressed three major systematic factors that caused the high risk for
COVID deaths, including inadequate funding provided by provincial governments, the model of
employment, specifically personal support workers (PSWs), and an inadequate supply of
personal protective equipment (PPE), in LTC facilities [100]. Inadequate funding from
provincial governments created difficulties for physical distancing in some residents’ rooms
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where two to four residents shared one room [100]. At the same time, PSWs were taking care of
multiple residents in LTC facilities and were working at more than one LTC facility to get
sufficient income for living because full-time hours are rarely provided to PSWs and pay for
PSWs is low; therefore, the risk of spreading COVID-19 was increased [100]. Moreover, during
the first wave of the pandemic, PPE was in short supply in LTC facilities; therefore, sufficient
protection was not provided to staff and residents [100].
In response to COVID-19, new practices and policies came into play in LTC facilities during the
pandemic to limit the spread of COVID-19 in Canada [102]. A study described these policies and
measurements that were helpful to prevent infection of the virus within and between LTC
facilities, including not allowing non-essential visitors to enter LTC facilities, restriction of
working at multiple LTC facilities, mandates for care workers and visitors to wear proper
protective equipment, and stabilizing staffing in LTC facilities by increasing wages [103]. Along
with new policies and measurements introduced during the pandemic, relevant concerns
appeared. One study pointed out that LTC facilities in Canada faced shortages of care staff
before COVID-19 and those extra burdens were added to care staff in LTC facilities at both
institutional and provincial levels when the single-site order came into play [104]. Due to the
single-site order, care staff were not permitted to work at multiple LTC homes; however, they
were not prohibited to have another job in another sector including home care, assisted living
homes, grocery stores, and cleaning services, etc. [104]. This could increase risk of unknown
spread of the virus within LTC facilities [104]. One of our findings showed that single-site orders
caused shortages of staff including RDs and maintaining adequate staff in LTC facilities was
really challenged during the pandemic. Beyond the strict policy, enhanced safety measurements
were mandated in the facilities to ensure staff were free of the virus. In terms of safety measures,
some protocols were set up in facilities to protect residents and staff; for example, people must
be screened before entering facilities to ensure they are free of COVID-19 symptoms and do not
have close contact with people who get positive results of COVID-19.
Due to restricted friends and family visits, residents could feel abandoned [105]. Dietitians
pointed out that they became surrogates for residents’ families and took more responsibility for
taking care of residents. Moreover, this study highlighted the fact that support provided by
family and visitors was very important, especially during meal times when family and visitors
would normally assist residents with eating and feeding residents and encourage residents to eat.
Social connection is associated with quality of life; therefore, quality of life could be
compromised due to lack of social connection [105]. Particularly for residents with dementia and
cognitive impairment, their quality of life decreased when the need for social connection was not
met [105]. The importance of social connection, in addition to direct effects on the eating habits
of residents, likely also had other negative physical and mental health impacts as widely reported
in media stories [105]. Due to the policies in place during COVID, support was limited by family
and visitors during the pandemic. One of stresses identified by key informants related to this was
that quality of life was compromised due to compromised nutrition status and restricted
socialization. More specifically, before COVID-19, residents could eat their meals in dining
rooms; however, during the pandemic, dining rooms were closed and social distancing came into
play, so residents felt isolated due to lack of socialization.
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5.1.7 Key Findings Compared with Online Timeline Development
The development of a timeline of changes in dietetics in LTC facilities is a significant part of this
research. There is no literature discussing creating a timeline in different ways; however,
usability testing was conducted to assess and determine available features that can be used to
create online timelines for the history project. Usability testing is the most effective way to
identify issues that can affect the effectiveness of using the software, and to assess users’
satisfaction and acceptability of the product use [95,97]. This study found that it was a quick and
effective way to obtain opinions and comments from participants about specific features
provided by the Cool Timeline plugin. Their comments and opinions were useful to create online
timelines through this plugin. In addition, conducting the usability testing through video was a
clear way to show participants different layouts and features of a timeline, so participants had a
better understanding of online timelines. During the usability testing, the primary evaluator was
the only person performing each task; therefore, it was easy for the evaluator to track and
manage the test. Participants’ thoughts and opinions were valuable for timelines, so more
probing questions should be asked during the test to help participants express their thoughts,
such as “what do you notice in this layout.”
5.2 Strengths and Limitations
5.2.1 Strengths
A strength of this research is that participants from different provinces across Canada were
interviewed. In 2018, an online survey was conducted by advertising to dietitian networks and
DC. The research team was able to identify some key informants who indicated that they were
willing to be interviewed in the future. Initially, key informants who were previously identified
were interviewed. Snowball sampling, based on referrals by the initial key informants, was
useful to recruit more participants from networks of the research team and other participants who
are experts in the LTC facilities. This sampling method helped with attaining the required sample
size to reach data variation, geographic representation in most provinces and content theme
saturation. Therefore, snowball sampling should continue to be used to recruit participants who
are experts in different areas of dietetics for the overall project. At the same time, it is suggested
to recruit participants as early as possible in the process and send an invitation email again to
participants if they do not respond to the first invitation email within a week.
There has been little research conducted to understand Canadian dietitians’ perspectives on
dietetic practice in LTC facilities. Therefore, this novel research provides historical perspectives
on how Canadians dietitians’ roles in LTC facilities have changed over the past 28 years. In
addition, this is the first research study to our knowledge conducted to understand how COVID19 has affected dietetic practice in LTC facilities. This is a starting point for conducting future
research in LTC as it evolves post pandemic.
Another strength of this study was the use of qualitative research using semi-structured
interviews, so the researcher could expand questions to obtain in-depth information and ask for
any clarification and explanation of perspectives provided by key informants. Therefore, rich
sources of data were provided from the interviews. In addition, a draft timeline was reviewed by
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each key informant at the end of interviews to ensure dates and events in the draft timeline were
correct and missing dates and events were added.
Lastly, coding with verification was done by the research team. To start, the initial coding was
created by reviewing two transcripts with two other members of the research team. After coding
all transcripts, a coding manual was created by the researcher and then reviewed and modified by
three members of the research team. To strengthen the rigour of the thematic analysis, several
group meetings with two other members of the research team were held to discuss the coding
manual to ensure all themes and subthemes made sense and matched with codes and
representative quotes.
5.2.2 Limitations
Although participants from 8 provinces were recruited in this study, participants from QC and
PEI were not able to be recruited. In addition, the draft timeline was reviewed by key informants
during the interviews to ensure dates and events were correct; therefore, information related to
QC and PEI was not verified. Furthermore, one key informant is not a RD. Although
perspectives on dietetic practices in LTC were provided from another lens, it was not direct work
experience in LTC.
Furthermore, participants were asked if they could add dates and events since 1993 to the LTC
draft timeline. It was difficult for participants to recall or think of anything during the telephone
interviews. At the same time, the draft timeline development also relied on documents shared by
key informants; however, not many documents were shared by key informants as documents had
not been kept over the years or were not found by key informants. Some participants were
willing to share documents with the researcher, but they needed time to find them and indicated
that they would contact back with the researcher if they found any documents.
Additionally, perspectives on dietetic practice provided by key informants and information
gathered from them were unique to LTC facilities. Therefore, findings in this study cannot be
generalized to other health care settings.
5.3 Implications and Suggestions
5.3.1 Implication for Practice
This research is an exploratory study to understand Canadian dietitians’ perspectives on how
dietetic practices have changed in LTC facilities over the past 28 years. This research can inform
readers about changes to the profession of dietetics in LTC facilities with factors, challenges,
changes, advocacy, and COVID-19.
First of all, this literature review in this thesis provides a clear summary of the LTC settings in
each province across Canada and describes RDs’ roles and responsibilities in LTC facilities. This
could help those in the dietetics field get a better understanding of LTC settings and dietetic
practice in LTC facilities in Canada.
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Further, this research provides an understanding of various factors that affected dietetic practice
in LTC facilities, including regulatory changes, conditions of work factors, and population and
patient factors.
At the same time, this research also identified challenges and opportunity of practicing RDs’
roles in LTC facilities to find out what obstacles RDs met in LTC facilities and how dietetic
practice was promoted over the years. This study may provide direction to overcome these
obstacles by advocacy. More specifically, this study could possibly provide directions to RDs for
improving their roles and advancing RD services in LTC facilities. Long-term care facilities are
regulated by provincial governments and need to follow regulations or guidelines set by
provincial governments. This research, particularly the comprehensive literature review, might
facilitate updates to regulations or guidelines and policy development for LTC facilities at
provincial levels. Provincial governments could perhaps improve RD services in LTC facilities
such as regulating RD services time, increasing RD services time, and increasing funding for
RDs, etc. Updates to regulations or guidelines may guide LTC facilities and RDs to provide
better nutrition care to residents. In addition, advocacy at institutional, provincial, and national
level may be promoted by the findings of this study. At institutional levels, this research may
inspire RDs and other care staff in LTC facilities to advocate for better coordination and working
environments. At provincial levels, this research may encourage RDs from different provinces to
advocate for RDs’ roles in LTC facilities. At the national level, this research may facilitate
national associations and networks to provide better support for RDs across the country. On the
other hand, this research found that LTC Action Groups played an important role in supporting
dietetic practice in LTC facilities as well as advocating for improvement of RDs’ roles. As LTC
Action Groups no longer exist, this research may increase awareness of having a united voice
which can represent RDs in LTC facilities in different provinces to address issues and provide
supports to RDs. Moreover, this research may also help people understand the importance of
having provincial LTC Action Groups.
Moreover, this study adds to the literature by describing changes in RDs’ roles and
responsibilities. It explains specific changes of RDs’ roles and responsibilities and amplifies the
importance of dietitians in LTC facilities. This may increase awareness of the profession of
dietetics in LTC facilities and facilitate dietetic students to choose work in LTC facilities as their
career.
In addition, this study investigated effects of COVID-19 in LTC facilities. It describes changes
and stresses in LTC facilities brought on by COVID-19 and also addresses specific changes to
dietitians’ roles during the pandemic. This research enriches the current literature on how
COVID-19 has affected dietetic practice in LTC facilities across Canada. It may provide
directions to develop policies and measurements for future pandemics and improve dietetic
practice to cope with the pandemic in LTC facilities. In addition, it may facilitate future research
on effects of COVID-19 in different fields of dietetics.
5.3.2 Implications for the DC History Project
The overall DC History project covers various topics in different fields of dietetics in Canada
and involves updating dietetic history over the past 28 years. The DC History project will
demonstrate the changes in the dietetic profession in different fields using timelines as well as
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perspectives of those in the field. The current study also included research on the development of
an online platform for the timelines being developed for the overall project.
Semi-structured key informant interviews were used in the history project to gather information
from participants that used to develop timelines. Based on the project, this method is an effective
way to gather information, so it can be used in the history project on an ongoing basis. More
specifically, general interview questions were created based on questions developed by previous
students and specific interview questions for different areas were added in interview question
scripts for different topics. This can help future students create interview questions for different
topics of the history projects.
A clear definition and thorough summary of LTC in different provinces across Canada was
provided in this study. This could encourage future students in this history project to study other
health care settings in Canada. In addition, online timelines for the history project are used to
display dates and key events to show changes in dietetics over time and emphasize dietitians’
roles in different fields. This is an active and interesting way to show the history of dietetics in
Canada. It is also a good opportunity for Canadian RDs to learn and understand the development
of dietetics in different areas. The overall history project may inspire timeline development for
other history projects.
5.3.3 Suggestions for Future Research
According to CIHI definition, the LTC sector includes not only LTC facilities, but also other
types of facilities, such as retirement homes and Assisted Living or Supportive Living. For the
history project, it is suggested to cover other facilities in Canada and also conduct future research
in other health care settings.
The COVID-19 pandemic has had a significant impact on dietetic practice in LTC facilities
across Canada. Therefore, it is suggested to include the topic of COVID-19 in different dietetic
fields for this history project. It will provide a good opportunity to understand how COVID-19
affects different areas and provide insights on how the profession of dietetics is affected by
COVID-19 in the field. Moreover, it provides direction to conduct more relevant research in
LTC facilities, such as meal quality in LTC facilities during the pandemic and types of food
service provided in LTC facilities, etc.
Furthermore, to improve services in LTC facilities, it may be suggested to conduct future
research to address critical needs in LTC facilities. As care staff plays an important role in LTC
facilities, it may be suggested to develop a workforce model in facilities.
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6 CONCLUSION
This was an exploratory study to understand how Canadian dietitians have continued to play
important roles in LTC facilities over the past three decades.
The research findings show that dietetic practice of LTC facilities was affected by various factors
such as regulatory changes and population and patient factors. Dietitians’ roles and
responsibilities changed over the years. For example, enhanced scope of practice expanded RDs’
roles and responsibilities. During the interviews, obstacles and opportunities were also identified
by key informants which can help us get a better understanding of working in this area. The topic
of COVID-19 is included in this study, showing how dietetic practice in LTC facilities has been
dramatically affected during the pandemic. In addition, a draft timeline of LTC facilities was
created to display important events and convey changes in the profession over the past 28 years.
As a part of this research, specific features of the Cool Timeline plugin were reviewed with nine
participants and will inform the development of the online timelines by the research team.
This research emphasized dietitians’ value in LTC facilities and may facilitate improvements of
dietetic practice with institutions and provincial governments. It could also provide future
directions for advancing dietitian services in this area by advocacy. Overall, this research
updated Canadian dietetic history of LTC facilities and informs people of changes in dietetic
profession in this area over the past 28 years.
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APPENDICES
Appendix A Standard Timeline for MDS Assessments
Standard timelines for MDS assessments for special care homes, set up by the Ministry of Health
in SK. The following chart is adapted from the Manual.
Day 0

Admission day

Day 1-7

7-day assessment period

Day 7

Assessment Reference Date

Day 8-14

Completing data entry

Day 14

Assessment information locked

Day 15-21

Using Resident Assessment Protocols
information to complete care plan
Assessment completed and verified
-Full assessment are to be completed yearly
-Quarterly assessment are to be complete
every 92 days

Day 21
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Appendix B Participant Questionnaire & Think Aloud Script
Creating an Interactive Timeline of Canadian Dietetic History-Usability Test
Date:_____________Observer:___________
Hello and welcome to this interview. Thank you for taking the time to join me to talk
about the development of an online timeline of Canadian Dietetic History. My name is
_______Sally Zhan____________ and I am a second year MSc student and I have been
working on this project since 2019.
(describes interviewer background and connection with the DC History Project).
The main purpose of today’s interview is to ask your opinions and thoughts on different aspects
of an online timeline.
Today’s interview will take about an hour. We will start by reviewing the information letter if
you have had the opportunity to review it. If you have not had the opportunity to review the
information letter, I will go over it with you. Then I will ask for your consent, then ask some
questions about yourself, a ‘think aloud’ review of several different aspects of an online timeline,
and finally some general questions about the online timeline.
Have you reviewed the consent document and information letter? [ ] Yes [ ] No
If yes---- Move forward
If not….. I will go over the Information Letter and Consent in detail. (refer to Information
Letter here and go over it verbatim)
Do you have any questions? [ ] Yes [ ] No
We would like to record this interview. Would this be alright with you? [ ] Yes [ ] No
Is that okay I start recording now? [ ]Yes [ ] No
Do you consent to proceed with the interview? [ ] Yes [ ] No
Do you know that you are free to stop taking part in the study at any time and that your
confidentiality will be protected? [ ] Yes [ ] No
I’d like to start by saying that as there are no right or wrong answers to the questions we are
asking. We are asking for your opinion. We are interested in your general impressions as well as
any specific comments you might have.
First of all, I would like to ask you several questions about yourself:
1. In what year were you born? __________
2. What is your gender identity? ____________
3. What is your highest level of education? __________
4. Is your education in dietetics? [ ] Yes [ ] No
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a. If no, what is your field? ____________________________
5. Do you have any previous experience with using an online timeline? [ ] Yes [ ] No
a. If yes, what was the subject/nature of the timeline? _______________
6.

Do you have any questions regarding this interview before proceeding with the
usability test?
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Time at Start of the Usability Test:____________
Instructions:
On one occasion at the beginning:
Have you been able to download the Dietetic Education Timeline Word document that was sent
along with the email? This is the content that will be posted for one of the topics.
• If you have not had a chance to download, I am wondering if you could download it
now?
I am going to click into the Cool Timeline web page https://cooltimeline.com.
May I share my screen with you? [ ] Yes [ ] No
I would like to review what Think Aloud is:
• Think Aloud is a direct method to gather insights about the Cool Timeline with
minimal intervention from me. However, while doing the testing, I would like you to
tell me directly what you think as I am performing different tasks within the Cool
Timeline website. To facilitate this, I may say, “what do you think of this
layout/design.” The purpose of doing that is to help you express your thoughts and
opinions.
• After each section of the review, I will ask you some questions.
• I will only intervene when you stop talking. I will answer any questions you have
after the review of the Cool Timeline demonstrations.
• Do you have any questions before we start?
Layout
•

I am going to click into the “Demo” at the top of the website, right beside “Home”.

•

We will focus on the part with different layouts in the webpage first.

•

I am going to walk you through four layouts from Vertical to Horizontal.

•

I will click into the default design of each layout to let you look at it, but you do not need
to read the content on the timeline. We are looking for your general impressions; the
content is the same in each layout.

•

If I scroll down the webpage too quickly, you can tell me to slow down.

•

Can you please talk out loud while we explore different layouts provided by the Cool
Timeline?

•

Now, we will proceed to questions in relation to layouts.

1) Which layout do you like the best?
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Vertical Layout [ ]
Compact Layout [ ]
One Side Layout [ ]
Horizontal Layout [ ]
2) Can you tell me why do you like this layout most?
3) What is your second choice? ______________
Skin/Colour
•

Now, we are going to focus on the skin/colour provided by the Cool Timeline demos.

•

I will click on the layout you like the most.

•

I will scroll down the page, so you can see three different colours/skins of the timeline
provided by the Cool Timeline

•

Please talk out loud while we explore different colour/skin in the layout.

•

Now, can you answer two questions for me please?

4) I am wondering that which colour skin do you like the most?
•

Default [ ]

•

light [ ]

•

dark [ ]

5) Can you tell me why you like this skin best?
Ruler
•

There is a ruler at right hand side of the webpage. I am going to click on the ruler.

•

Please talk out loud while I am doing it.

•

Now, we are proceeding to questions.

6) What do you think of the ruler?
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7) What do you like about the ruler?
8) What do you dislike about the ruler?
Additional features
•

I am going to move forward to Features Based Demos, specifically the Category Specific
Timeline.

•

We will have more than four timelines for different topics, so it important to ask your
opinion.

•

Please talk out loud while we explore this timeline.

9) Do you prefer to access different timelines on different pages or on one page with categories?

Questions in relation to the Dietetic Education Timeline
•

Thank you very much for going though these various aspects of the Cool Timeline. Now,
we still have some questions that I would like to ask you about your experience with the
Dietetic Education timeline.

•

The Dietetic Education timeline is text-based, meaning there may be minimal photos and
videos on the timeline.

•

It is quite similar to the COVID-19 timeline demo provided by the Cool Timeline which I
am going to show you, as this timeline is mainly text-based. You will note different
colours/lines in this demo.

•

Now, we are proceeding to questions:

10) If we put the content from Dietetic Education timeline into the layout you like the most, how
do you think of the content will fit into the layout?
11) Finally, what is your overall impression of the Cool Timeline plugin/software?
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Closing Statement
Thank you so much for your time today. We really value your input. Do you have anything else
you would like to say or add? You can always e-mail me at (qzhan@uoguelph.ca ) if you think
of anything. Thanks again and have a good day!
Time at the end of Think Aloud procedure:___________
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Appendix C Invitation Email for Usability Testing
Subject: Creating an Interactive Timeline of Canadian Dietetic History-Usability Test
To students:
We invite you to participate in a video interview on Microsoft Teams as part of our study
“Creating an Interactive Timeline of Canadian Dietetic History”. The overall goal of this project
is to have an interactive timeline on an online platform, called Cool Timeline. The specific
objective of this part of the project is to assess the usability and various features of Cool
Timeline that are best suited for our history project. The investigators on this project are Drs.
Paula Brauer (pbrauer@uoguelph.ca) and Janis Randall Simpson (rjanis@uoguelph.ca), retired
Applied Human Nutrition (AHN) faculty from the University of Guelph. Interviews will be
conducted by Sally Zhan, an MSc student in AHN.
We are hoping to schedule an hour interview with you in June or July 2021. Compensation for
participation is a $25 PC certificate.
If you are interested in learning more about this study, please contact Sally Zhan:
qzhan@uoguelph.ca.

If you have any questions or concerns, please feel free to contact:
Dr. Paula Brauer, 519-824-4120, ext. 54831; pbrauer@uoguelph.ca
or Dr. Janis Randall Simpson, 519-824-4120, ext. 56174; rjanis@uoguelph.ca
Dept. Family Relations and Applied Nutrition, University of Guelph

Thank you very much.
Sincerely,
Sally Zhan

83

Appendix D Scheduling Email for Usability Testing
Subject: Creating an Interactive Timeline of Canadian Dietetic History-Usability Test
Dear Mr/Ms (Name),
Thank you for agreeing to participate in an interview about Canadian Dietetic History-Usability
Test
Please see the following attachments.
Information letter and Consent form (you will be asked to provide verbal consent at the time of
the interview)
Participant Questionnaire and Think Aloud Script
Dietetic Education Timeline
I am hoping that we can schedule a video interview for one of the following dates/times.
[List of potential dates and times]

Thank you for your interest in taking part.
Sincerely
Sally Zhan
If you have any questions or concerns, please feel free to contact:
Dr. Paula Brauer, 519-824-4120, ext. 54831; pbrauer@uoguelph.ca
Or Dr. Janis Randall Simpson, 519-824-4120, ext. 56174; rjanis@uoguelph.ca
Dept. Family Relations and Applied Nutrition, University of Guelph
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Appendix E Usability Testing Information Letter and Consent Form
Creating an Interactive Timeline of Canadian Dietetic History-Usability Testing
You are invited to participate in a key informant video interview for a study conducted by Dr.
Paula Brauer, Professor Emerita, and Dr. Janis Randall Simpson, Professor Emerita, Department
of Family Relations and Applied Nutrition, at the University of Guelph.
If you have any questions or concerns about the research, please feel free to contact:
Dr. Paula Brauer, 519-824-4120, ext. 54831; pbrauer@uoguelph.ca
or Dr. Janis Randall Simpson, 519-824-4120, ext. 56174; rjanis@uoguelph.ca
Purpose of Study:
Since 1993, there have been dramatic changes in the practice of dietetics in Canada. A further
update of the history of dietetics in Canada is timely. As per the results in the “Canadian
Dietitians- Still Making a Difference Phase 2 Interviews” the preferred format for this updated
history is an online timeline. As such, information collected from these key informant interviews
will be used to create an online timeline that will convey how registered dietitians have made a
difference in various dietetic roles over the past 28
years, since 1993. Additionally, there will
be articles to be submitted for publication.
An online timeline will be created on a University of Guelph faculty website using a plugin,
called Cool Timeline, that is compatible with the website platform. To choose the most
appropriate features of the Cool Timeline plugin, usability testing will be conducted.
Procedures Involved in The Study:
You indicated that you are interested in participating in an interview using Microsoft Teams. If
you respond to this email and agree to engage in an interview, we will arrange a time that fits
your schedule. Verbal consent will be obtained at the time of the interview. The interview, that
will take about one hour, will involve reviewing specific aspects of Cool Timeline while
expressing your thoughts throughout the interview. The interview will also involve some
questions about your age and education and questions about your opinion of various aspects of
the Cool Timeline. TheMicrosoft Teams interview will be video recorded, and notes will be
taken. You may ask to turn off the video and just have the audio portion recorded. The recording
is needed for transcription purposes, to ensure the information is collected accurately. You may
stop the meeting at any time if you no longer wish to continue.
Potential Risks and Discomforts:
It is unlikely there will be any risks associated with this interview. However, in completing the
interview, we will be asking you to to continuously share your thoughts and opinions which
could potentially cause discomfort.
Potential Benefits to Participations and/or Society:
The results of this usability testing will provide insights, identify any difficulties and problems,
and determine the most appropriate features for using Cool Timeline for our history project.
Online timelines will be available to the public after being created. The content of the timelines
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will show how Canadian dietitians have made a difference on dietetic practice in the various
areas of dietetic practice. There is no direct benefit to you for participating in the project.
Payment for Participation:
Compensation for participation is a $25 electronic President’s Choice gift certificate.
Privacy and Confidentiality:
An individual interview will be recorded using Microsoft Teams software. Video files of
interview recordings will be stored in the software with a password protected computer which
only allows the user to log in and access them. All original video recordings will be transcribed
to written form and all transcriptions will be uploaded to the R drive, a secure online repository
managed by the Department of Family Relations and Applied Nutrition IT administrator.
Original video recordings will be uploaded to the R drive, from the Microsoft Stream site
maintained by the University of Guelph. Original videos/recordings will be destroyed as soon as
they are transcribed. Only the interviewer and Drs. Paula Brauer and Janis Randall Simpson will
have access to the videos before they are transcribed Transcribed interviews will NOT contain
identifying information of participants. All data collected from the meeting including the
transcribed interviews and any notes taken, will be protected in the online research repository of
the University of Guelph network.
Participation and Withdrawal:
Your participation in this study is entirely voluntary. If you volunteer to participate in this study,
you may stop the meeting at any time without consequences of any kind. You may also refuse to
answer any questions you do not want to answer and still remain in the study. Your individual
interview data will not be used without your permission. If you wish to withdraw from this study,
you may do so by contacting either Dr. Brauer or Dr. Randall Simpson up to two weeks after the
date of your interview.
Information about Research Findings:
This research project is expected to be complete by August 2021. The results of this study will be
used to decide on the format of the online timeline; results will also form part of the MSc thesis
of Sally Zhan. Participants will be notified via Dietitian of Canada communication channels
when the historical timeline with the information from this research will be available online. If
you are interested in receiving additional information, please feel free to contact either Dr.
Brauer or Dr. Randall Simpson.
Partners:
The overall project is currently being completed jointly with Linda Dietrich (BSc, MEd, Retired
RD) and Marlene Wyatt (BA, MA, RD), long-standing members of the profession.
Rights of Research Participants:
This project has been reviewed by the University of Guelph Research Ethics Board for
compliance with federal guidelines for research involving human participants. If you have any
questions regarding your rights and welfare as a research participant in this study [21-03-010],
please contact:
Manager, Research Ethics
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University of Guelph
Email: reb@uoguelph.ca
Telephone: (519) 824-4120 ext. 56606
You do not waive any legal rights by agreeing to take part in this study.
INFORMED CONSENT
You will be asked to provide verbal consent at the time of your interview.
Principal Investigator
Janis Randall Simpson
Professor Emerita, College of Social and Applied Human Sciences
Department of Family Relations and Applied Nutrition, University of Guelph, Guelph ON
rjanis@uoguelph.ca
(519) 824-4120 x56174
Co-Investigator
Paula Brauer
Professor Emerita, College of Social and Applied Human Sciences
Department of Family Relations and Applied Nutrition, University of Guelph, Guelph ON
pbrauer@uoguelph.ca
(519) 824-4120 x54831
External Co-Investigators
Marlene Wyatt, Consultant, London, ON
marlenemwyatt@gmail.com
Linda Dietrich, Consultant, Haliburton, ON
Linda.dietrich26@gmail.com
Student Investigators
Sally Zhan, MSc student, University of Guelph: qzhan@uoguelph.ca
Tea Babic, BASc student, University of Guelph: tbabic@uoguelph.ca
Erica Pellizarri, BASc student, University of Guelph: epellizz@uoguelph.ca
Alexandra Proulz, BASc student, University of Guelph: Alexandra Proulx
aproul02@uoguelph.ca
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Appendix F Dietetic Education Timeline
Creating an Interactive Timeline of Canadian Dietetic History
Draft Timeline: Dietetic Education in Canada 1993-2020
1991 The Canadian Foundation for Dietetic Research (CFDR) is incorporated in January
1991. CFDR funds research projects in Nutrition and Dietetics to contribute to the existing
knowledge base in these areas and to enhance dietetic practice.
ON: The Regulated Health Professions Act and the Dietetics Act are proclaimed
1993 The first CFDR Research grants are awarded.
ON: College of Dietitians of Ontario (CDO) becomes a regulatory body.
1994 QC: « Corporation professionnelle des diététistes du Québec (CPDQ) becomes l’Ordre
professionnel des diététistes du Québec (OPDQ).
1995 The Canadian Dietetic Association (CDA) leads the development of a new set of
national comprehensive competencies for the entry-level dietitian. The project has
financial support from provincial dietetic associations/regulatory bodies and a grant
from Human Resources Development Canada.
1996 CDA releases the Entry-Level Competencies. The 145 competencies reflect the
knowledge, skills, abilities, attitudes, and judgement necessary for competent
performance of entry-level dietitians. The competencies are based on the core areas:
Professional Practice, Assessment, Planning, Implementation, Evaluation,
Communication. The Competencies become the basis of program planning for
accredited Internship/Practicum programs in Canada and replace the previous
competencies in the four program concentrations A, B, C, D (Clinical, General,
Administrative, Community).
ON: The Master of Health Science- Community Nutrition programs is established,
replacing the existing Master of Health Science (MHSc) program. The origin of the
program was a Diploma program established in 1978 with first graduates in 1980. The
program then evolved into an MHSc which included a practicum placement component.
This route permitted individual graduates to apply for CDA membership by submission
of placement documentation that was reviewed by the CDA Admissions Committee. A
Graduate Competency documentation tool was developed by CDA, in the mid to late
1980’s, that provided a structure for documentation of graduate competencies. The
program placements were based on meeting the CDA/later DC Graduate Community
Competencies, some of which were preapproved by CDA as being met for all students
based on the program activities.
NS: Mount Saint Vincent University institutes an Integrated Education Program (IEP).
The IEP provides more students, in their dietetic academic program, the opportunity to
participate in their university-based internship program (replaces the former 1988 CoOperative Education program).
1997 Canadian Dietetic Association (CDA) becomes Dietitians of Canada (DC).
ON: Dietetic Education Leadership Forum of Ontario (DELFO) is formed. DELFO
membership consists of representatives from all academic and internship/practicum
programs in Ontario.
ON: The first College of Dietitians of Ontario (CDO) exam is written as a requirement of
the process for CDO registration.
1998 The Alliance of Canadian Dietetic Regulatory Bodies (ACDRB) is formed.
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A Mutual Recognition Agreement (MRA) is signed by all provinces on the ACDRB,
except Quebec.
The CDO Registration Examination is nationalized to become the Canadian Dietetic
Registration Examination (CDRE). The nationalization expands the exam’s use to
include nine of the other Canadian provincial associations/regulatory bodies,
excluding Quebec.
DC hosts first annual Dietetic Educators meeting at DC Conference at Acadia
University in Wolfville, NS.
SK: University of Saskatchewan grants approval to the College of Pharmacy and
Nutrition to offer a fully integrated program combining the university dietetics degree
with practicum/internship placement, a partnership of the university with Regina
Qu’Appelle Health Region and Saskatoon Health Region. In addition, the dietetics
program became a non-direct entry (from high school) program.
1999 YT: Yukon First Nations Dietetic Internship in Whitehorse accepts first students.
NS: Acadia University accepts first students into the new Dietetic Practicum Internship
Program which includes two components, an integrated practicum (4-month pregraduation) and an 8-month post-graduation.
NS: Mount Saint Vincent University expands access to IEP to MSVU MSc students in
Applied Human Nutrition.
2000: BC: Gerontology Nutrition Society (GNS) Dietetic Internship in British Columbia
accepts first students.
ON: Master of Health Science-Community Nutrition becomes a DC accredited
Internship/Practicum program.
PEI: University of Prince Edward Island initiates an Integrated Dietetic Internship (IDI)
program within their undergraduate program in Foods and Nutrition.
2001

The ACDRB signs a new MRA on Labor Mobility for Dietitians/Nutritionists in
Canada. The agreement to harmonize requirements and create consistency between
provinces is signed by all 10 Canadian Dietetic Regulatory Bodies.

2002

AB: College of Dietitians of Alberta (CDA) becomes the regulatory body for the
profession of dietetics in Alberta.
SK: The Dietitians Act is officially proclaimed. This changes the organization’s name to
the Saskatchewan Dietitians Association (SDA) and clarifies its sole mandate as
regulating the profession of dietetics in Saskatchewan.
MB: The College of Dietitians of Manitoba (CDM) is established as a college when The
Registered Dietitians Act receives assent.
ON: University of Guelph launches the Master of Applied Nutrition (MAN) program
with the first student cohort.
NS: St. Francis Xavier (STFX) undergraduate dietetics program in Human Nutrition
takes first students into their new Diploma in Integrated Dietetic Internship (IDI)
Program.
AB: University of Alberta (U of A) launches the Integrated Dietetic Internship
Partnership program with the former Calgary Health Region Dietetic Internship program.

2003
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2004

2005

2006

2007

This program replaces the previous U of A Co-Ordinated Dietetic Internship program that
began in 1989.
ON: The Ontario Academic Credit -OAC- (fifth year of secondary education) is phased
out.
BC: The College of Dietitians of British Columbia (CDBC) becomes the legal authority
for the regulation of dietitians in British Columbia.
BC: The University of British Columbia admits the first cohort of students to the revised
BSc Food, Nutrition, and Health-Dietetics Major. The program admits student into year 3
and 4 of the program with 5th year being the Dietetic Internship.
MB: The Manitoba Partnership Dietetic Education Program (MPP) is launched. This
post-degree program is a consolidation of the three accredited Dietetic Internship
Programs in Winnipeg, namely Winnipeg Health Sciences Centre, Misericordia Health
Centre and St. Boniface General Hospital Dietetic Internships under the umbrella of the
Winnipeg Regional Health Authority.
The DC developed Practice-based Evidence in Nutrition (PEN) is launched.
ON: The Internationally Educated Dietitians Pre-Registration Program (IDPP) accepts
first student cohort. This bridging program is funded by the Government of Ontario
through the G Raymond Chang School of Continuing Education, Ryerson University.
IDPP is a partnership with Dietitians of Canada, the College of Dietitians of Ontario, and
the Ryerson School of Nutrition. The last cohort for IDPP graduates in Spring 2017 and
the program ends based on grant funding cuts.
NL: The Newfoundland and Labrador College of Dietitians (NLCD) becomes a college,
that regulate the practice of Dietetics in NL.
The International Confederation of Dietetic Associations (ICDA) is incorporated in
Canada as a not-for-profit corporation.
DC publishes the report “Employment Profile for New Graduate Dietitians: One Year
After Internship/Practicum Program Complete”. The report is the result of a national
electronic survey of 2004 graduates of accredited dietetic internship, stage, and
Masters practicum programs. The survey captures employment status; principle
work setting and principle position; length of time to find employment; methods
used to find employment; the need to move to obtain employment; and satisfaction
with program preparation for employment. The survey revealed that a significant
number of graduates found employment prior to internship/practicum graduation.
BC: The five post-degree Dietetic Internship Programs (Fraser Health Authority- Royal
Columbian, Providence Healthcare- St Paul’s, Vancouver Coastal Healthcare, Vancouver
Island Health Authority, Gerontology Nutrition Society) graduate their final cohort. UBC
students enter 5th year of program (internship).
BC: Gerontology Nutrition Society (GNS) Dietetic Internship transitions into the Dietetic
Canadian Education Program (DCEP) affiliated with the CDBC providing <600 hours of
practicum experience to Internationally Educated Dietitians (IED) seeking registration to
practice in Canada.
AB: U of A Integrated Dietetic Internship program expands to include former Capital
Health- Edmonton Region Dietetic Internship program becomes BSc Nutrition and Food
Science-Dietetic Specialization.
DC institutes a new on-line computer based dietetic internship match process
system. DC prepares and posts to their website an Internship Application Package
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that includes the list of available internship positions. The process permits both
programs and students to enter their information directly into the system. Students
submit their Internship Application Package (via hard copy) to up to 3 programs.
From the list of on-line applicants, internship programs determine which applicants
they wish to interview. Programs rank applicants, in numeric order that they are
willing to accept. Computer matching takes place via notification “rounds” in which
automated program acceptances are sent to applicants who either accept or reject
offers. This continues until all internship positions are filled. This on-line system
replaced a previous computer matching system that CDA, then DC, had developed
and managed for several years and in which lists were directly to the applicant’s
university who would inform students or their acceptance or failure to obtain an
internship position. The 2007 on-line computer system was further updated by DC
sometime later to permit applicants to submit their application package
electronically to the internship program.
ON: The University of Ottawa launches its Baccalauréat spécialisé en sciences de la
nutrition - Honors Bachelor in Nutrition Sciences (integrated undergraduate program).
This program is the first and only integrated undergraduate dietetic education program
with internship in ON, offered in French to bilingual students. The program is offered as
part of the Faculty of Health Sciences and receives support from the Consortium national
programs in French in various health disciplines. It aims to improve access to Frenchlanguage health services in minority communities through post-secondary education of
Francophone health professionals. The CNFS – Volet Université d’Ottawa is one of the
sixteen partners that make up the CNFS.
ON: Brescia University College, Master of Science in Foods and Nutrition (MScFN),
accepts first cohort. A practicum component is included in the Masters.
ON: The Northern Ontario School of Medicine (NOSM) launches the Northern Ontario
Dietetic Internship Program (NODIP) and accepting the first dietetic internship student
cohort. NODIP began as pilot project from 2002-05, sponsored by Health Canada- First
Nations and Inuit Health Branch and was DC accredited in 2003.
QC: McGill University: Graduate Diploma in Dietetics Credentialing is launched
(essentially a 1-year internship). The program accepts applicants after completion
of M.Sc. Applied or M.Sc. Thesis, or Ph.D. and completion of any required
undergraduate courses for which the student does not have an equivalent.
NB: University of Moncton: 5-year Baccalauréat ès sciences (nutrition) avec internat
program (with admissions in 2nd year) replaced the 4-year Baccalauréat ès sciences
(Nutrition) and the Baccalauréat ès sciences (Nutrition-coop- 1987-2010).
MB: MPP collaborates with the University of Manitoba, Faculty of Human Ecology to
develop a process for pre-selection of students from the Nutrition Option in the
Department of Human Nutritional Sciences for eligibility for MPP.
ON: University of Toronto: Master of Public Health (MPH)- Community Nutrition, Dalla
Lana School of Public Health, replaces the existing MHSc-Community Nutrition
program.
NS: Acadia University accepts its first students into its Dietetic Practicum Internship
Program’s new post graduate practicum stream, meaning there are two routes to
achieving competencies, the one-year post-graduate and the two-component stream, with
an integrated practicum (4-month pre-graduation) or an 8-month post-graduation.
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The Agreement on Internal Trade (AIT) comes into effect to facilitate movement of
qualified workers from one jurisdiction in Canada to another. AIT wording and
provisions replace the formal MRA between the provincial dietetic regulatory
bodies.
The Partnership for Dietetic Education and Practice (PDEP) is formed as a national
collaborative of: provincial dietetic regulators (the Alliance), the national
professional association (Dietitians of Canada), universities, and dietetic
internship/practicum programs.
PDEP begins developing a set of Integrated Competencies.
DC publishes “Employment Profile for New Graduate Dietitians: One Year After
Internship/Practicum Program Complete” This is an update to the 2006 report based
on a national electronic survey of 2007 graduates of accredited dietetic internship,
stage, Masters practicum programs and the Ryerson University IDPP. Highlights
include:
-

2010

2011

43% obtained their first position before graduation, another 53% were employed within 5
months.
the majority of new graduates were working in clinical dietetics (61%) and communitybased dietetics (24%)
62% of new graduates did not have to relocate to gain employment, but for those who
did, 24% relocated within province.

BC: The GNS Internship Program is transferred to Langara College and becomes a "full"
internship for IED's
The Canadian Association of Professional Programs in Human Nutrition (CAPPHN)
is formally launched with membership to include the Program Director (or
designate) from each Canadian University offering a professional program in
Human Nutrition. CAPPHN’s purpose is to support academic and administrative
excellence of professional human nutrition programs offered by universities across
Canada, achieved through sharing, joint action, and advocacy. CAPPHN will hold
an annual meeting hosted, on a rotation basis, by one of its member programs, with
their director acting as Chair. CAPPHN replaces a previous informal Deans and
Directors group.
NB: Dr. George-L Dumont Hospital in Moncton discontinues its post-degree internship
program to become part of the U Moncton internship program.
Extensive consultation is undertaken with key stakeholders in education, practice
and accreditation between September 2011 – January 2012 to develop the
Integrated Competencies for Dietetic Education and Practice (ICDEP).
ON: Report of the Ontario Task Force of Dietetic Education and Practice is released.
Funded by Health Force Ontario in 2010, the Task Force critically examined the current
approach to dietetic education and internship/practicum training and recommended an
integrated 4+ year academic/fieldwork model under the aegis of the current Ontario
undergraduate university programs and with an expanded focus on interprofessional care
and collaboration.
NS and NL: Acadia University and Memorial University (MUN) sign 2 + 2 agreement
that permits students to do 2 years at MUN and 2 years at Acadia to complete their
Bachelor of Science in Nutrition (a dietetic education degree program). The degree is
92

2012

2013

2014

2015

granted by Acadia. First students enter the Acadia program in 2012. The agreement
replaces an agreement of 3 + 1 (MUN/Acadia) that existed since the 1970’s.
PDEP begun developing Accreditation Standards for Dietetic Education Programs
in Canada.
YT: Yukon First Nations Dietetic Internship in Whitehorse is discontinued.
The Integrated Competencies for Dietetic Education and Practice (ICDEP) are
published and are intended to delineate the entry-to-practice competencies for
registered dietitians in Canada.
ON: Master of Health Science in Nutrition Communication (MHSc.) Practicum option,
Ryerson University is launched with its first student cohort.
ON: U of Toronto, MPH comes under the newly instituted Clinical Public Health
division, Dalla Lana School of Public Health.
QC: McGill University: M.Sc. Applied, Human Nutrition (Dietetics Credentialing) is
launched. It is a complete 83 credit program that may be preceded by a qualifying year.
(replaces 2007: Graduate Diploma in Dietetics Credentialing).
The Accreditation Standards for Dietetic Education Programs in Canada are
revised and released by PDEP in April 2014. The standards are benchmarks that
describe the minimum expectations of a program of study and provide the
framework for periodic accreditation review.
A Service Agreement between the PDEP Steering Committee and the provider of
Accreditation Services (Dietitians of Canada) is drafted.
ON: PMDip is launched as a joint program of Ryerson University and the St Michael’s
Hospital Dietetic Internship partnership.
ON: Brescia University College launches its Diploma in Dietetic Education and Practical
Training program.
PDEP assumes responsibility for accreditation of dietetic education programs.
PDEP becomes the national accrediting body for dietetics education programs and
is formally approved by all Canadian dietetic regulatory bodies. The PDEP
Accreditation Council forms as an autonomous accreditation decision making body
which oversees the operational management of the accreditation program and
determines program accreditation awards. It operates at an arms-length
relationship from the PDEP Steering Committee (SC). The Accreditation Council
includes eight individual representatives from the following groups: Dietetic
Educators (4), Dietitians of Canada (1), Regulatory (1), Recent Graduate (1), and
Public (1).
A contract service agreement with Dietitians of Canada for accreditation program
management is finalized.
The Canadian Dietetic Registration Exam CDRE) blueprint is updated to reflect the
2013 ICDEP’s.
ON: University of Toronto- Master of Public Health (MPH)- Community Nutrition
becomes MPH- Nutrition and Dietetics in partnership with Toronto Public Health and the
former University Health Network Dietetic Internship. The first students are admitted to
new program.
ON: The School of Nutrition Sciences of the Faculty of Health Sciences of the University
of Ottawa is created. It supports the accredited Baccalauréat spécialisé en sciences de la
nutrition - Honors Bachelor in Nutrition Sciences.
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2016

2017

A study is undertaken to assess the scope of change required for the Integrated
Competencies for Dietetic Education and Practice, from which a plan for ICDEP
renewal is created. It is expected that a full review will be complete by April 2020.
Registered Dietitians in Canada: A Compilation of Provincial Workforce Data report
is released by Dietitians of Canada. The study utilized provincial dietetic regulatory
body data and information on the number of qualified dietetic graduates from each
province. This national summary is the first to report a picture of the dietetic
workforce, depicting registration (exits and new registrants) not just net change
growth in dietitian numbers and also to identify issues with the supply of new
graduates in specific jurisdictions.
ON: The first administration of the Knowledge and Competency Assessment Tool
(KCAT) takes place. The KCAT, which is a multiple-choice exam, is the first of three
steps in the Prior Learning Assessment and Recognition (PLAR) process. The PLAR
process is used by CDO to determine whether internationally educated dietitians meet the
Canadian ICDEP’s and accreditation standards required to be registered dietitians in
Ontario.
ON: PMDip- Ryerson University and the North York Dietetic Internship partner.
NS: The Nova Scotia Department of Labour and Advanced Education releases the report:
Review of University Based Nutrition Programs in Nova Scotia. The report describes
the consultation with and assessment of the current state of university-based nutrition and
dietetic education in the three programs in NS (Acadia, St. Francis Xavier, and Mount
Saint Vincent) and offers a series of recommendations to ensure the delivery of high
quality, relevant nutrition programming at the undergraduate level to meet the current and
future needs of students and the NS population.
NS: STFX- Last recipients of the diploma in Integrated Dietetic Internship program.
The format of the CDRE changes from a two-part six-hour exam to a single fourhour exam.
ON: Bill 148, Fair Workplaces, Better Jobs Act, amends the Employee Standards Act
→Clause (c) of the definition of "employee" in subsection 1 (1) of the Act is repealed and
the following substituted: (c) a person who receives training from a person who is an
employer, if the skill in which the person is being trained is a skill used by the employer's
employees.
ON: The first administration of the Performance-Based Assessment (PBA), a written and
oral assessment for IED’s, takes place. The PBA, followed by administration of
Jurisprudence Knowledge and Assessment Tool (JKAT) completes CDO Prior Learning
Assessment and Recognition (PLAR) process.
ON: Ryerson University’s Certificate in Preparation for Practice in Canada for
Internationally Educated Professionals in Nutrition (IEPN) accepts its first cohort of
students.
NS: STFX- First graduates of Bachelor of Science in Human Nutrition with Honours
with Integrated Dietetic Internship (replaces Diploma in Integrated Dietetic Internship
(IDI).
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PDEP forms an ICDEP Working Group (WG) to revise the 2013 ICDEP’s. The
first phase of the group’s work is a review of the Conceptual Framework for the
ICDEP and an update of the Practice Competencies.
2018 PE: The College of Dietitians of Prince Edward Island, replaces the Dietitians
Registration Board (legislated in 1995) based on the new Regulated Health Professionals
Act, Dietitian Regulations.
ON: Due to Bill 148, ON post-degree internship programs are no longer able to offer
unpaid internship positions. As a result, post-degree dietetic internship programs develop
partnerships with university based Masters and Diploma dietetic practicum programs
(except for the Northern Ontario Dietetic Internship Program (NODIP) which is under the
Northern Ontario School of Medicine and the University of Ottawa: Honours Bachelor in
Nutrition Science with Integrated Internship).
2019 ON: PMDip- Ryerson University, the Hospital for Sick Children and the Sunnybrook
Health Science Dietetic Internship programs partner. The first student cohort enters the
program.
ON: Diploma in Dietetic Education and Practical Training- Brescia University College
expands by partnership with London Health Science and Hamilton Health Science
Dietetic Internship programs. The first student cohort enters the program.
ON: Master of Applied Nutrition (MAN)- University of Guelph expands through
partnership with the Grand River Dietetic Internship program. The first student cohort
enters the program.
ON: The Baccalauréat spécialisé en sciences des aliments et de la nutrition - Honours
Bachelor of Food and Nutrition Sciences of the University of Ottawa replaces the
previous Baccalauréat spécialisé en sciences de la nutrition - Honours Bachelor in
Nutrition Sciences. It has an option for the education of future dietitians.
2019 DC announces that “effective immediately Dietitians of Canada it will no longer be
coordinating the annual post-degree Internship/Practicum Program Match.
2020: PDEP releases the revised v 3.0 2020 ICDEP’s.
The above timeline has been created based on research that reviewed available documentation,
followed by personal interviews with key informants from Canadian Dietetic Education Practicum
programs who provided further clarification and updated information. The timeline does not
include all programs, that were created or underwent changes, as not all programs responded to
the call for participation in this project.
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Appendix G REB Certificate for Usability Testing

RESEARCH ETHICS BOARDS

Certification of Ethical Acceptability of Research
Involving Human Participants
APPROVAL PERIOD:
EXPIRY DATE:
REB:
REB NUMBER:
TYPE OF REVIEW:
PRINCIPAL INVESTIGATOR:
DEPARTMENT:
SPONSOR(S):
TITLE OF PROJECT:

April 30, 2021
April 29, 2022
G
21-03-010
Delegated
Randall Simpson, Janis (rjanis@uoguelph.ca)
Family Relations & Applied Nutrition
N/A
Creating an Interactive Timeline of Canadian Dietetic History:
Usability Testing

CHANGES:
Type
Amendment 1

Date
June 7, 2021

The members of the University of Guelph Research Ethics Board have examined the protocol which
describes the participation of the human participants in the above-named research project and considers
the procedures, as described by the applicant, to conform to the University's ethical standards and the
Tri-Council Policy Statement, 2nd Edition.
The REB requires that researchers:
• Adhere to the protocol as last reviewed and approved by the REB.
• Receive approval from the REB for any modifications before they can be implemented.
• Report any change in the source of funding.
• Report unexpected events or incidental findings to the REB as soon as possible with an
indication of how these events affect, in the view of the Principal Investigator, the safety of the
participants, and the continuation of the protocol.
• Are responsible for ascertaining and complying with all applicable legal and regulatory
requirements with respect to consent and the protection of privacy of participants in the
jurisdiction of the research project.
The Principal Investigator must:
• Ensure that the ethical guidelines and approvals of facilities or institutions involved in the
research are obtained and filed with the REB prior to the initiation of any research protocols.
• Submit an Annual Renewal to the REB upon completion of the project. If the research is a multiyear project, a status report must be submitted annually prior to the expiry date. Failure to submit
an annual status report will lead to your study being suspended and potentially terminated.
The approval for this protocol terminates on the EXPIRY DATE, or the term of your appointment or
employment at the University of Guelph whichever comes first.

Signature:

Date: June 7, 2021

Stephen P. Lewis
Co-Chair, Research Ethics Board-General
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Appendix H Invitation Email for Interview Study
Dear Mr/Ms (Name),
We invite you to participate in a telephone interview as part of our study “Creating an Interactive
Timeline of Canadian Dietetic History”. The goal of this project is to create an online timeline
and manuscripts to describe how registered dietitians have made a difference since 1993, when
the last history was published. The investigators on this project are Paula Brauer and Janis
Randall Simpson from the University of Guelph and Linda Dietrich and Marlene Wyatt, both
formerly of Dietitians of Canada. My name is Sally Zhan and I am a second year MSc student.
As a registered dietitian who has knowledge of the area of long term care you are in an ideal
position to provide us with primary information from your own perspective and experience.
I am hoping to schedule a 30-minute interview with you between January-March, 2021.
If you agree to participate, I will be in touch further to arrange a date and time for an interview.
Please let us know by way of a response to this message if you would be willing to be
interviewed for this project.
If you have any questions or concerns, please feel free to contact:
Dr. Paula Brauer, 519-824-4120, ext. 54831; pbrauer@uoguelph.ca
or Dr. Janis Randall Simpson, 519-824-4120, ext. 56174; rjanis@uoguelph.ca
Dept. Family Relations and Applied Nutrition, University of Guelph
Thank you very much.
Sincerely
Sally Zhan
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Appendix I Scheduling Email for Interview Study
Subject: Creating an Interactive Timeline of Canadian Dietetic History
Dear Mr/Ms (Name),
Thank you for agreeing to participate in an interview about Canadian Dietetic History.
Please see the following attachments.
Information letter
Consent form (you will be asked to provide verbal consent at the time of the interview)
Interview questions
Draft timeline
I am hoping that we can schedule an interview for one of the following dates/times.
[List of potential dates and times]
Please include the telephone number at which you can be reached.
Thank you very much.
Sincerely
Sally Zhan
If you have any questions or concerns, please feel free to contact:
Dr. Paula Brauer, 519-824-4120, ext. 54831; pbrauer@uoguelph.ca
Or Dr. Janis Randall Simpson, 519-824-4120, ext. 56174; rjanis@uoguelph.ca
Dept. Family Relations and Applied Nutrition, University of Guelph
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Appendix J Information Letter Dietetics LTC
INFORMATION LETTER
Creating an Interactive Timeline of Canadian Dietetic History
You are asked to participate in a study to create an interactive timeline of Canadian Dietetic
History conducted by Dr. Paula Brauer, Professor Emerita, and Dr. Janis Randall Simpson,
Professor Emerita, Department of Family Relations and Applied Nutrition, at the University
of Guelph.
If you have any questions or concerns about the research, please feel free to contact:
Dr. Paula Brauer, 519-824-4120, ext. 54831; pbrauer@uoguelph.ca
or Dr. Janis Randall Simpson, 519-824-4120, ext. 56174; rjanis@uoguelph.ca
Purpose of Study:
The practice of dietetics in Canada has changed remarkably over the years, and it continues
to change and evolve. A 1971 book described the early history of Canadian dietetics from
its inception in the early 1900s up until the early 1970s. In 1993, another book was
published with an updated history of Canadian dietetics.
Since 1993, there have been dramatic changes in the practice of dietetics in Canada. A
further update of the history of dietetics in Canada is timely. As per the results in the
“Canadian Dietitians- Still Making a Difference Phase 2 Interviews” the preferred format for
this updated history is an online timeline. As such, information collected from these key
informant interviews will be used to create an online timeline that will convey how
registered dietitians have made a difference in various dietetic roles over the past 27
years, since 1993. Additionally, there will be a manuscript to be submitted for publication.
Procedures Involved in The Study:
1.

A key informant interview by telephone.

If you respond to this email and agree to engage in a telephone interview, we will arrange a
time that fits your schedule. Verbal consent will be obtained at the time of the interview.
The interview will involve questions regarding the history of Dietetics in Canada since
1993. The interview will also involve a question asking if you are willing to share a
photograph or multiple photographs relevant to the history of dietetics. The interview will
take a maximum of 30 minutes to complete. With your consent, the telephone interview
will be audio recorded and notes will be taken. The audio recording is needed for
transcription purposes only, and to ensure the information is transcribed accurately. You
may also stop the interview at anytime if you no longer wish to continue.
2. Review of the draft timeline.
a. A) If you have previously been interviewed for this project and if you respond to this
email and agree to engage in a review of the timeline, we will arrange to send you the
draft timeline to review electronically. Consent will be assumed upon the return of the
review of the timeline. This will take about 30 minutes.
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b. If you have NOT previously been interviewed for this project and if you respond to this
email and agree to engage in a review of the timeline, will arrange for you to review the
timeline, either electronically or by interview (see procedure 1 for details).
3. Review of the accompanying manuscript. If you have participated previously and respond to
this email and agree to engage in a review of the manuscript, we will arrange a time that fits
your schedule or send you the draft manuscript to review electronically. Consent will be
assumed by return of the review. This will take about 30 minutes.

One group of participants will participate in an interview first (Procedure 1)
followed by a review of the timeline/manuscript (Procedure 2). A second group of
participants will review the timeline first, then be interviewed and then be offered
the opportunity to review the draft manuscript.
Potential Risks and Discomforts:
It is unlikely there will be any risks associated with this interview. However, in completing
the interview you will be asked about your opinions on your experience in dietetics, which
could potentially cause discomfort.
Potential Benefits to Participations and/or Society:
The results of this research will provide insight for content of a proposed update to the
history of dietetics in Canada, which will be of benefit for both practicing dietitians and
dietetic students. You will also have the opportunity to be acknowledged in any future
publications. There is no direct benefit to you for participating in the project.
Payment for Participation:
Participants will not receive compensation.
Privacy and Confidentiality:
Interviews will be recorded using a digital audio recording device. Audio files of interview
recordings will be immediately uploaded to a secure research drive on the University of
Guelph network. Original audio recordings will be wiped from the recording device
immediately after confirmation of transfer (usually within minutes). Audio recordings will
be transcribed to written form. Transcribed interviews will not contain identifying
information of the participant but may contain names of individuals involved in public
events associated with the history of the profession. All data collected from the interviews,
including the transcribed interviews, any notes taken, and possible photographs will be
protected in a secure location of the University of Guelph network.
If you consent to giving photographs for the research project, the photographs will only be
used for student dissertations and for the online timeline of the history of dietetics. Please
be assured the researcher will NEVER use your photographs for any other purpose unless
given prior informed consent. Any direct identifiers will be removed from photographs [if
applicable]. However, if a face is shown in a photograph, please be aware that this will not
provide privacy or confidentiality. Other community members may be able to identify a
participant through the content in the photograph or the description written about it. For
example, this may be an identifiable home garden, an identifiable person, or notable
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photograph description. All photographs used in the student dissertations and the
historical timeline will be kept confidential through a pseudonym.
Participation and Withdrawal:
Your participation in this study is entirely voluntary. If you volunteer to participate in this
study, you may stop the interview at anytime without consequences of any kind. You may
also refuse to answer any questions you do not want to answer and still remain in the
study. Your individual interview data will not be used without your permission. If you wish
to withdraw from this study, you may do so by contacting either Dr. Brauer or Dr. Randall
Simpson up to two weeks after the date of your interview. If you wish to withdraw
photographs from the study, you can also do so by contacting either Dr. Brauer or Dr.
Randall Simpson for up to two weeks after providing consent for the use of photographs.
Please be advised that once photos are published as part of the online timeline they cannot
be withdrawn. The investigator may withdraw you or your response from this research if
circumstances arise that warrant to do so.
Information about Research Findings:
This research project is expected to be complete by May 2021. Participants will be notified
via Dietitian Canada communication channels when the historical timeline and the
accompanying with the information from this research will be available online and
manuscripts published, respectively. If you are interested in receiving additional
information, please feel free to contact either Dr. Brauer or Dr. Randall Simpson.
Partners:
The overall project is currently being completed jointly with Linda Dietrich (BSc, MEd,
Retired RD) and Marlene Wyatt (BA, MA, RD), long-standing members of the profession.
Rights of Research Participants:
This project has been reviewed by the University of Guelph Research Ethics Board for
compliance with federal guidelines for research involving human participants. If you have
any questions regarding your rights and welfare as a research participant in this study [1911-010], please contact:
Director, Research Ethics
University of Guelph
Email: reb@uoguelph.ca
Telephone: (519) 824-4120 ext. 56606
You do not waive any legal rights by agreeing to take part in this study.
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Appendix K Informed Consent Form
Title of Project: Creating an Interactive Timeline of Canadian Dietetic History
Funding Organization: Self-funded
You are invited to participate in a research study looking at the history of dietetics in Canada
since 1993. We are asking you to take part in an interview because of your involvement in the
field of dietetics. Your contribution will be used to create an online timeline (and accompanying
manuscript) of the practice of dietetics in Canada.
This consent form, a copy of which has been given to you, is only part of the process of informed
consent. You will be asked to provide verbal consent at the time of your interview. Please take
the time to read this carefully and to understand any accompanying information. If you want
more information about this study, feel free to contact any member of the research team.
This research study is being conducted by Qianru (Sally) Zhan under the supervision of Janis
Randall Simpson, Professor Emerita, and Paula Brauer, Professor Emerita, in the Department of
Family Relations and Applied Nutrition at the University of Guelph in Guelph, Ontario. The
overall project is currently being completed jointly with Linda Dietrich (BSc, MEd, Retired
RD) and Marlene Wyatt (BA, MA, RD), both of whom are long-standing members of the
profession.

Principal Investigator
Janis Randall Simpson
Professor Emerita, College of Social and Applied Human Sciences
Department of Family Relations and Applied Nutrition, University of Guelph, Guelph ON
rjanis@uoguelph.ca
(519) 824-4120 x56174
Co-Investigator
Paula Brauer
Professor Emerita, College of Social and Applied Human Sciences
Department of Family Relations and Applied Nutrition, University of Guelph, Guelph ON
pbrauer@uoguelph.ca
(519) 824-4120 x54831
External Co-Investigators
Marlene Wyatt, Consultant, London, ON
marlenemwyatt@gmail.com
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Linda Dietrich, Consultant, Haliburton, ON
Linda.dietrich26@gmail.com

Student
Sally Zhan
Masters Student, College of Social and Applied Human Sciences
Department of Family Relations and Applied Nutrition, University of Guelph, Guelph ON
qzhan@uoguelph.ca
What Will I be Asked to Do?
A telephone interview will be set up through email communication. You will be asked a series of
questions related to your experience as a dietitian, and how that experience may have changed
over the past 27 years. This interview will be conducted by Sally Zhan as part of their history
project-LTC and should take approximately 30 minutes to complete. Your participation in this
interview is voluntary. You may refuse to answer any questions and choose to withdraw from the
study at any point. Once recorded, your responses can be withdrawn no later than two weeks
after the date of your interview. Should you consent, you may be contacted following your
interview for clarification or to review the information you provided.
You will have the option to submit photographs as part of your interview process. This will be
completely voluntary. Should you choose to send photographs, you will be asked to submit a
signed photo consent form along with the photographs.
After we have completed the interviews, you will be given an opportunity to review and provide
feedback on the final drafts of the timeline and the accompanying manuscript.
What Type of Information Will Be Collected, and How Will it be Collected?
Should you agree to be interviewed you will be asked to provide your name and demographic
information such as age, gender identity, education, and province(s) practiced in. Any
information cited in the final report will remain confidential, apart from crediting individuals
who consent to be acknowledged in the final publications. You will be asked if you consent to be
acknowledged during the telephone interview. No questions will be asked that could
compromise patient confidentiality.
Interviews will be recorded using a digital audio recording device. All data collected from the
interviews and the review of the draft timeline and manuscript, including any audio recordings
and notes taken will be protected in a secure research repository or on a password-protected
research computer at the University of Guelph. Transcribed interviews will not contain
identifying information of the participant, but may contain names of individuals involved in
public events associated with the history of the profession. The audio recordings will be
destroyed after being uploaded. The transcribed recordings, supporting notes, and analysis will
be kept in a secure location of the University of Guelph network.
Photographs submitted digitally will be saved to will be kept in a secure location of the
University of Guelph network. Note that confidentiality cannot be guaranteed while data is in
transit over the internet. Photographs submitted by mail or in person will be scanned and saved
as previously described. Original copies of photographs will be returned to the participant. Files
containing photographs will be named numerically in order to protect confidentiality. Please be
advised that these photographs may be published as part of an online timeline. By nature,
photographs of people cannot be anonymized.
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Are There Risks if I Participate?
There are minimal risks associated with participating in interviews. The interview process is
voluntary, and all responses will be confidential. Every effort will be made to ensure that all
data collected is held securely. Your personal information will never be shared with anyone
else. In the highly unlikely scenario wherein the data were compromised, the risks to participants
would be the discomfort of having information about their professional experience available to
the public.
You have the right to withdraw your consent at any stage of the interview process. If you decide
to withdraw during the interview, any data from the interview will be destroyed. If you decide to
withdraw following your interview, you may contact the Principal Investigator or CoInvestigator and request your data not be used. At this point, all data from your interview will be
destroyed. Please be advised that responses can be withdrawn no later than two weeks after the
date of your interview.
You have the right to withdraw your photographs up to two weeks after their submission. If you
decide to withdraw your photographs, you may contact the Principal Investigator or CoInvestigator and request they not be used. At this point, all files containing your photographs will
be destroyed. Please be advised that once photos are published as part of the online timeline
they cannot be withdrawn.
Are There Benefits if I Participate?
The information gathered from this study will be used to create a historical timeline about
dietetics in Canada. This timeline will be available to the public. Your contribution to this project
could be used in course material for Dietitians of Canada or at the university level. You will have
an opportunity to be acknowledged for your contribution to this project in the online timeline,
thesis reports, and future publications. There is no direct benefit to you for participating in the
project.
Questions/Concerns:
Thank you for your participation. Please save and print a copy of this information letter to keep
for your records.
This project has been reviewed by the Research Ethics Board for compliance with federal
guidelines for research involving human participants. If you have any questions regarding your
rights and welfare as a research participant in this study (REB 19-11-010), please contact:
Director, Research Ethics, University of Guelph, at reb@uoguelph.ca. You can also contact the
Office of Research at reb@uoguelph.ca, or phone at 519-824-4120 ext. 56606. You do not waive
any legal rights by agreeing to take part in this study.
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Appendix L Interview Questions and Script
Creating an Interactive Timeline of Canadian Dietetic History Interview Script
Thank you for participating in this interview.
Have you reviewed the consent document and information letter?
Do you have any questions?
Do you consent to proceed with the interview?
Our final output for this phase of our project will consist of two components. The first will be an
article to be submitted for publication. The other component will be having the information
posted to an online timeline.
Verbal Consent Obtained: [ ] Yes [ ] No (please state consent for the audio recorder)
First of all, I would like to ask you a couple of demographic questions:
7. What is your year of birth? __________
8. Gender identity he/she/they
9. What province(s) have you worked in? ___________
10. When and where did you complete your undergraduate degree?
11. Did you complete a dietetic internship?
12. IF YES
a. Where did you complete your internships?
b. When did you complete your internship?
13. Have you completed any graduate studies?
IF YES:
- At what level(s)?
- When did you complete it (them)?
- Where did you complete it (them)?
14. IF NO:
- Did you completed your dietetic internship?
- When did you complete your internship?
- Where did you complete your internship?
Now, we will proceed with questions on the topic of long-term care (LTC)
15. I understand that you have been involved in dietetics in the LTC over the past 27 years.
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16. What type of facilities did you work or are still working in BC, SK, MB, QC, NL, and
NB? Type of continuing care in AB, PEI or NS? Type of LTC in ON?
17. How long have you been working in LTC or specific type of facilities as a dietitian?
18. What was your involvement in LTC?
19. When was your involvement in LTC?
20. As you have been working in LTC or involved with LTC for several years, what external
factors and internal factors have affected your dietetic roles?
21. What kind of changes have you perceived that affect dietetic roles in LTC?
22. How do these changes affect dietetic roles in LTC positively?

23. What was or are the challenges of working in LTC as a dietitian? Or What challenges did
you meet associated with dietetic roles in LTC? (If an interviewee is not working in LTC)
24. Have the changes to dietetic practices met intended purpose?
25. How does COVID have impact on dietetic roles LTC? Or How does COVID have impact
on dietetic roles associated with LTC? (If an interviewee is not working in LTC)
I am wondering if you have had the opportunity to review the draft timeline that we developed
for the history of dietetics since 1993 in relation to LTC
26. I am wondering if we could go over the draft timeline to verify the dates and events?
27. Are events in the right order and are the dates correct?
28. Are there events and dates that are missing from the timeline?
29. Are there events that could be elaborated on?
30. We are making a visual timeline to be posted online. Do you have any copies or original
photos/documents that you would be willing to share?
31. If yes, who should we be contacting for photo permission?
32. Is there anyone else who we should be talking to with expertise in this area? [If yes, could
you please spell their full name?]
Once we have drafts of our proposed output:
33. Would you be willing to review a draft of the article?
34. Would you be willing to add content to the online timeline for this topic?
35. Do you wish to be acknowledged in the planned publications and/or timeline?
36. Is there anything else that you would like to add?
Do you agree to be contacted about a follow-up interview to clarify any of your responses and
understand that you can always decline the request.
[ ] Yes, you can be contacted at: _____________________________
[ ] No
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Thank you very much for your participation in this exciting project.

Appendix M REB Certificate
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RESEARCH ETHICS BOARDS

Certification of Ethical Acceptability of Research
Involving Human Participants
APPROVAL PERIOD:
EXPIRY DATE:
REB:
REB NUMBER:
TYPE OF REVIEW:
PRINCIPAL INVESTIGATOR:
DEPARTMENT:
SPONSOR(S):
TITLE OF PROJECT:

January 3, 2020
January 2, 2021
G
19-11-010
Delegated
Randall Simpson, Janis (rjanis@uoguelph.ca)
Family Relations & Applied Nutrition
N/A
Creating an Interactive Timeline of Canadian Dietetic
History

The members of the University of Guelph Research Ethics Board have examined the protocol which
describes the participation of the human participants in the above-named research project and considers
the procedures, as described by the applicant, to conform to the University's ethical standards and the
Tri-Council Policy Statement, 2nd Edition.
The REB requires that researchers:
• Adhere to the protocol as last reviewed and approved by the REB.
• Receive approval from the REB for any modifications before they can be implemented.
• Report any change in the source of funding.
• Report unexpected events or incidental findings to the REB as soon as possible with an
indication of how these events affect, in the view of the Principal Investigator, the safety of the
participants, and the continuation of the protocol.
• Are responsible for ascertaining and complying with all applicable legal and regulatory
requirements with respect to consent and the protection of privacy of participants in the
jurisdiction of the research project.
The Principal Investigator must:
• Ensure that the ethical guidelines and approvals of facilities or institutions involved in the
research are obtained and filed with the REB prior to the initiation of any research protocols.
• Submit an Annual Renewal to the REB upon completion of the project. If the research is a multiyear project, a status report must be submitted annually prior to the expiry date. Failure to submit
an annual status report will lead to your study being suspended and potentially terminated.
The approval for this protocol terminates on the EXPIRY DATE, or the term of your appointment or
employment at the University of Guelph whichever comes first.

Signature:

Date: January 3, 2020

Stephen P. Lewis
Chair, Research Ethics Board-General
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Appendix N REB Certificate
RESEARCH ETHICS BOARDS

Certification of Ethical Acceptability of Research
Involving Human Participants
APPROVAL PERIOD:
EXPIRY DATE:
REB:
REB NUMBER:
TYPE OF REVIEW:
PRINCIPAL INVESTIGATOR:
DEPARTMENT:
SPONSOR(S):
TITLE OF PROJECT:

January 3, 2020
January 2, 2022
G
19-11-010
Delegated
Randall Simpson, Janis (rjanis@uoguelph.ca)
Family Relations & Applied Nutrition
N/A
Creating an Interactive Timeline of Canadian Dietetic
History

CHANGES:
Type
Annual Renewal

Date
December 6, 2020

The members of the University of Guelph Research Ethics Board have examined the protocol which
describes the participation of the human participants in the above-named research project and considers
the procedures, as described by the applicant, to conform to the University's ethical standards and the
Tri-Council Policy Statement, 2nd Edition.
The REB requires that researchers:
• Adhere to the protocol as last reviewed and approved by the REB.
• Receive approval from the REB for any modifications before they can be implemented.
• Report any change in the source of funding.
• Report unexpected events or incidental findings to the REB as soon as possible with an
indication of how these events affect, in the view of the Principal Investigator, the safety of the
participants, and the continuation of the protocol.
• Are responsible for ascertaining and complying with all applicable legal and regulatory
requirements with respect to consent and the protection of privacy of participants in the
jurisdiction of the research project.
The Principal Investigator must:
• Ensure that the ethical guidelines and approvals of facilities or institutions involved in the
research are obtained and filed with the REB prior to the initiation of any research protocols.
• Submit an Annual Renewal to the REB upon completion of the project. If the research is a multiyear project, a status report must be submitted annually prior to the expiry date. Failure to submit
an annual status report will lead to your study being suspended and potentially terminated.
The approval for this protocol terminates on the EXPIRY DATE, or the term of your appointment or
employment at the University of Guelph whichever comes first.

Signature:

Date: December 6, 2020

Stephen P. Lewis
Chair, Research Ethics Board-General

C
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Appendix O Participant Demographics for Usability Testing
Participants

Gender

Highest level of education

001
002
003
004
005
006
007
008
009

Female
Female
Female
Female
Female
Female
Female
Female
Female

Master
Master
Bachelor
Completing Master
Completing Bachelor
Completing Bachelor
Completing Bachelor
Completing Bachelor
Completing Bachelor
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Field of
education
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Experience with using
an online timeline
No
No
No
No
No
No
No
No
No

Appendix P Different Layouts and Colors of Timelines
Different layouts of timelines provided by the Cool Timeline plugin
Vertical Layout

Compact Layout
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One-sided Layout

Horizontal Layout
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Different Colors of timelines provided by the Cool Timeline plugin
Default color

Dark color
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Light color

Appendix Q Draft Timeline of Canadian Dietetic history in Long-Term Care (LTC) Across
Canada
Year

Province

Documents/Events

1993

ON

Ontario Long-Term Care Facilities Program Manual was created by
Ministry of Health (MOH).

ON

The Raw Food Cost Funding was $4.26 per resident per day

ON

The Long-Term Care Facility Program Manual, 1993, required that the
target for implementation of the 50% training of Food Service Workers
(FSWs) was set at 1998.
The Long-Term Care Dietary Booklets, developed by Donna Anderson,
Susan Owens, Gail Henry, and Carla Poplar, was come out and was
utilized almost by everyone in the long-term care setting.

1995

ON

The target for implementation of the 50% training of Food Service
Workers (FSWs), required in the Long-Term Care Facility Program
Manual, was extended to the year 2000.
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1996

1997

ON

The Ontario Dietetic Association (ODA) developed and submitted the
working paper, Outcome Standards for Nutrition and Food Service in
Long-Term Care Facilities to MOH as a reference document.

ON

Ministry of Health and Long-Term Care (MOHLTC) mandated that all
registered dietitians (RDs) must complete all new admission nutrition
assessment.

ON

The capping of food service supervisor (FSS) hours was introduced by
MOHLTC in 1996 as a cost saving measure within the Accommodation
Envelope and the clinical role of FSS has expanded immensely (Position
and Recommendations regarding the Five Dietary Issues)

BC

The little booklet, Geriatric Nutrition in Care Facilities: a multidisciplinary
approach was written by Kim MacDonald and Christine Chou and
published by British Columbia Dietitians’ and Nutritionists’ Association.
This booklet was well used by many people, providing guidance about
what to do or how to manage people.

NS

All ‘nursing homes’ under DOH, Continuing Care Branch (9 District
Health Authorities)

NS

NSDA (Nova Scotia Dietetic Association) transitioned to provincial
regulatory body

AB

A new Act, the Continuing Care Act, should be developed to cover the
key aspects of legislation and regulations related to continuing care. The
department of Alberta Health and Wellness designed a survey to obtain
comments on the recommendations of the final report, Long Term Care
Review “Health Aging: New Direction of Care.”

AB

The Long-Term Care Review was initiated by Alberta Health and
Wellness to provide advice to Minister on policies and strategies that
should be adopted to enable the health system to respond to the aging
population.

ON

The Dietary Outcome Standards which was reviewed by MOH and a
working group were piloted at a number of long-term care (LTC) homes.
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ON

Members of MOH Provider Education Work Group, to develop an
education tool for staff providing care to diabetic residents in LTC
facilities in 1997 and ongoing.

ON

Dietitians and their services were not cited in any of the MOHLTC LTC
facility regulations. The DC LTC Working Group intended to lobby for
inclusion of the RD in the revised regulation.
Dietitians of Canada (DC) and College of Dietitians of Ontario (CDO), in
collaboration with provincial associations, developed the Professional
Standards for Dietitians in Canada, aiming at providing guidelines for safe
dietetic practice and outlining responsibilities of each dietitian.

1998

1999

2000

BC

The Adult Care Regulations were amended and required all licensed
residential community care facilities to have a nutrition and food service
audit program in place which is to assist facilities in maintaining basic
health and safety standards by Ministry of Health.

ON

Common Assessment Instrument was piloted by the Ministry. The tool
was intended to assess individual eligibility for such services as home care
and long-term care facility placement by Community Care Access
Centers.

ON

Many facilities did not obtain an RD service until the fall of 1998 and
facilities still did not have an RD.

ON

The criteria for dietitian time of 15 minutes per resident per month was
enforced by MOHLTC.

ON

The piloted Common Assessment Instrument was evaluated by DC, but
the Ministry decides not to proceed with this implementation.

ON

Ontario LTC Action Group (OLTCAG) of Dietitians of Canada revised
and released the working paper, Outcome Standards for Nutrition and
Food Service in Long-Term Care Facilities for review.

ON

The government released Ontario Strategy for Alzheimer and Related
Dementias, which is the first comprehensive strategy in Canada.

ON

Regarding to Raw Food Cost Allocation mandated by MOHLTC, raw
food was increased from $4.26 to $4.38 per resident.

116

ON

.

Letters were forwarded to the Director, Operational Support, MOHLTC
from Dietitians of Canada and the Ontario Society of Nutrition
Management (OSNM) along with a jointly developed report entitled:
“Report and Recommendations regarding The Long-Term Care Facilities
Standards and Criteria for Dietary Services and Nutrition Care”
The report contained several recommendations that were identified as
requiring review and revision. These included:
- the current minimum mandated food handler time of 0.4 hours per day
per meal day is inadequate
- the Food Service Supervisor time allocation (8 hours per week per 30
meal days) is inadequate, as is that current situation that facilities do not
have to staff at more than 1 FTE FSS for 150 or more beds and that there
is no set FSS vacation replacement and the majority of facilities do not
allow replacement staffing for FSS vacation time.

ON

Diabetes Manual for LTC Facility Front-line Workers is taken into action,
and this education manual is printed and mailed to all LTC facilities.

2001

BC

Audits and More: A Nutrition and Food Service Audit Manual for Larger
Adult Residential Community Care Facilities was published by Ministry
of Health Services to provide standard for a nutrition and food service
audit program in larger residential community care facilities which are 25
residents or more.

2002

ON

The MOHLTC committed to increase raw food allocation to $5 per
resident per day.

ON

The DC ON LTCAG produced Practice Notes: A Working Paper,
Aiming at assisting RDs who are new to LTC facilities become familiar
with the most relevant components of the Manual and to provide Practice
Notes to assist them in interpreting and meeting the expectations.

MB

The Year 3 Draft Personal Care Home Standards Review Package was
released by Manitoba Health.
The American Dietetic Association (ADA) created the NCP.

2003

The ADA initiated development of a standardized language for the four
steps of the nutrition care process: assessment, diagnosis, intervention, and
monitoring/evaluation, aiming at promoting uniform documentation of
nutrition care services and providing a basis for linking nutrition care
activities with actual or predicted outcomes.
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2004

ON

Dietitians of Canada and the Ontario LTC Action Group submitted a paper
“Raw Food Cost Funding in Ontario Long-Term Care Facilities: Review
and Recommendation to Support Safe, Quality Food and Meal Service”
and a report to MOHLTC, respectively, recommending a minimum of
$5.50 per resident per day to provide 3 nutritious meals, beverage, and
between meals nourishments and supplements.

ON

The Raw Food Cost increased from $4.49 to $5.24; however, it still did
not meet the minimum requirement, $5.50 per resident per day, suggested
by the Ontario LTC Action Group.

ON

Although food handler time increased from 0.4-0.42 per residents per day,
the Ontario LTC Action group continued recommending an increase to 0.5
hours per resident per day to meet resident care needs.

NS

Homecare Proposal to Department of Health/Continuing Care Branch.
Dietitians in Homecare: A Truly Integrated Service in Nova Scotia

ON

DC developed and submitted the paper, Responsibilities
of Registered Dietitian to the MOHLTC, outlining the main clinical and
administrative responsibilities for RDs in LTC Homes.

ON

Nutrition and Hydration Standards and Criteria for Long-Term Care
Homes was released by the MOHLTC

NS

The DCNS CCAG forms a Continuing Care Strategy Committee for
District Dietitians/Content Experts to work on: Development of Nutrition
Care Standards in Continuing Care Facilities in Nova Scotia: Long Term
Care Nursing Home Requirements. This work continued from 2004-09.
Texture-Modified Foods: A manual for Food Production for Long Term
Care Facilities was authored by Wendy Dahl of University of SK and
published by DC.

2005

ON

The Indirect Clinical and Administrative Responsibilities were not funded
by the MOHLTC under the provision of 15 minutes of direct clinical RD
time per resident per month.

ON

The further increase in Raw Food Cost, $0.10, brought the allocation to
$ 5.34 per resident per day
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2006

2007

NS

NSDCCCAG works on Planning/Implementation/Follow-up of Calcium
and Vitamin D3 Program for Tri-facilities LTC (Initiative of Continuing
Care Branch/DOH)

ON

Menu Planning in Long-Term Care and Retirement Homes: A
Comprehensive Guide was developed by Dale Mayerson and Karen
Thompson.

ON

The Resident Assessment Instrument-Minimum Data Set 2.0 (RAI-MDS
2.0) was initiated to implement in the province of Ontario to improve
quality of residential care by using standardized assessment and care
planning process.
The Protection for Person in Care Act was put into play in Alberta. It
promotes the prevention and reporting of abuse of adult Albertan who
receive publicly funded care or support services.

AB

ON

$0.12 was added to the Raw Food Cost, bringing the allocation to $5.46,
almost achieving the 2003 recommendation of $5.50.

ON

The LTC Action group created and submitted a paper, “Raw Food Cost in
Ontario Long-Term Care Homes-Funding Review and Priority
Recommendation.” to MOH in order to recommend increase the funding
allocation for Raw Food Cost to a minimum of $6.75 per resident per day,
with a further increase of $0.25 to bring the allocation to $7.00.

NS

Continuing Care Strategy for Nova Scotia-Shaping the Future of
Continuing Care was announced by the NS Department of Health, giving a
strategy of building new long-term care homes to support the vision of
living well in a place you call home.

ON

DC Ontario LTC Action Group released the report, Best
Practices for Nutrition, Food Service and Dining in Long Term Care
Homes-a working paper.

NS

Long Term Care Facility Program Requirements was released by the Nova
Scotia Department of Health and Wellness, Continuing Care Branch. It
directed developments of these new LTC homes and provided
requirements to support them to meet the vision, living well in a place you
can call home.

ON

The document, RAI-MDS 2.0 LTC Homes, was originally communicated
to RAI-MDS LTC homes by Director Performance Improvement and
Compliance Branch to support implementation of RAI-MDS.
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AB

Long-term care Accommodation Standards was released by Alberta
Health to ensure long-term care facilities provide high-quality
accommodation services to Albertans who live in facilities.

AB

Health Quality Council of Alberta (HQCA) conducted the survey, LongTerm Care Family and Resident Experience Survey, with family members
of residents in long-term care facilities across Alberta. These surveys were
the first long term care family experience survey conducted at provincial
level. The intent of conducting these surveys is to measure, monitor, and
report to Albertans about their experience and satisfaction with receiving
quality and safe health services.

2007-2008

NS

Pandemic Provincial Menu Planning Committee was created

2008

BC

The handbook, Healthy Eating for Seniors was developed by the Ministry
of Health.

AB

Continuing Care Health Service Standards was released by Alberta Health
to identify provision of quality continuing care health services which
consider individual preferences, needs, and ability of each client. This
version of standard was the result of consultations with the regional health
authorities, continuing care operators, professional associations and other
stakeholders in November 2007 with the intent to clarify language and
accountability.

BC

Audits and more: A Nutrition and Food Service Audit Manual was
updated by advisory committee to provide guidance that reflected the
legislation at that time for dietitians in long-term care for residential
facilities having more than 25 residents. It provides resources in nutrition
and food services that reflect the best practice are included

BC

Meals and more: A Foods and Nutrition Manual for Homes of Adults and
Children with 24 Persons or Fewer in Care was published by Ministry of
Health to provide guidance of quality food and nutrition care for the
people living in the facilities.

NS

Consultation Focus Group: Participation in provincial Continuing Care
Assistance (CCA) program review and revision.

BC

New legislated residential care regulations (RCRs) was released. “These
require “a licensee of a community care facility within more than 24
persons in care [to] develop, with the assistance of a dietitian, a nutrition
plan for each person in care within 30 days of admission. Before 2009,

2009
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adult care regulations required dietitians to develop nutrition care plans for
new admission within 2 weeks of admission, and dietitians should review
nutrition care plans more frequently.
September & October national survey with Dysphagia Assessment and
Treatment Network for research regarding levels of fluid consistencies
recommended in LTC Facilities. Initiated by Nova Scotia as the NS Health
Authority formulary used different criteria which did not recognize the
unique needs of LTC residents. This collaborative research was
instrumental in changing the decision by the Health authority in favour of
historical best-practices and evidence-based practiced related to LTC
facilities in NS. Documented in DAT-N News, Vol. 2010, Issue # 1,
August 2010.

2010

2012

AB

HQCA conducted its second survey, Long Term Care Family Experience
in 157 facilities across the province to identify areas of excellence and
opportunities for improvement in the long-term care sector, compare
information from across the province, Alberta Health Service (AHS) and
service providers, and provide an opportunity for those facilities that
completed the survey in 2007 to compare their results from the survey
year to next.

NS

Development of LTC Ethics Brochure: Making Choices (Informed
Choice in LTC), developed by ad hoc committee of QIL (Quality in LTC)
representing the 2010 LTC Accreditation Standards (Domain of Ethics).
2010 to 2012

NS

Diabetes Care Program of Nova Scotia Working Committee for
implementation and dissemination of the new diabetes guidelines for
elderly residents in LTC Facilities in Nova Scotia

AB

A documentary video, called Tough to Swallow: Meals That Sparked a
Senior Revolt was produced. It exposed the problem of food quality, and
this video was to facilitate government to improve quality of meals for
seniors.

NB

The raw cost is $7.13 in NB from 2012.

NS

LTC content expert and representative at provincial meeting of the NS
Hearing and Speech Centers to facilitate communication and dysphagia
information of clients transitioning into LTC and/or receiving consultation
from the NS Hearing and Speech Pathologists.
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2013

2014

2015

NS

LTC Preceptor Representative for curriculum development of Bridging
Program for Internationally Educated Dietitians, Mount Saint Vincent
University, Halifax, NS

ON

DC Ontario LTC Action Group released the report, Best
Practices for Nutrition, Food Service and Dining in Long-Term Care
Homes: revised working paper

ON

The Long-Term Care Common Assessment Project of the MOHLTC
released a policy: Resident Assessment Instrument Minimum Data Set 2.0
Funding (RAI-MDS). This coordinated the implementation of the
Resident Assessment Instrument- Minimum Data Set 2.0 (RAl-MDS) tool
in all LTC Homes in Ontario. This automated assessment tool provides a
standard interdisciplinary approach to care planning and funding.

SK

Members of the Dietitians of Canada Saskatchewan Long Term Care
Local Action Group (LTCLAG) met with the former Health Minister,
Dustin Duncan, to outline dietitian service gaps and request consideration
for an increase in RD services provincially.

AB

HQCA conducted its third survey, Long Term Care Family Experience
Survey, in 160 long-term care facilities to help long-term care providers,
healthcare professionals, AHS, and Alberta Health improve the quality
of care and services provided at long-term care facilities in Alberta. This
survey was completed in 2015.

AB

A report called Food Costs in Continuing Care in Alberta was prepared by
the Dietitians of Canada Alberta Long-Term Care Action Group and was
released D.C website in 2014. This report was generated from an online
survey which was conducted at provincial continuing care facilities.

NS

Member of provincial Advisory Committee for the Suggested
Optimization of Medications in the Elderly to address Polypharmacy.

SK

A province-wide survey was conducted to determine RD services in LTC,
showing the average amount of RD time devoted to direct care was less
than 7 minutes per resident per month.

SK

The LTC local Action Group was formed, associated with DC
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2016

ON

DC Ontario LTC Action Group conducted an online survey to DC
members working in LTC to capture activities and responsibilities of RDs,
determine average time of dietitians’ services and activities, and obtain
perspectives of current staffing on resident care from RDs.

NS

The Government of Nova Scotia released a strategy, called Towards
Understanding A Dementia Strategy for Nova Scotia. DC NSDCCAG
wrote a letter to Ruby Knowles, Executive Director, Continuing Care
Branch, Nova Scotia Department of Health to offer their involvement in
implementation of the strategy.

NS

Nova Scotia LTC Dietitians organized to form the NS Dietitians’
Continuing Care Action Group, a local Action Group of DC. The purpose
of the group is to optimize nutrition care and well-being for continuing
care clients/residents in Nova Scotia through advocacy on nutrition and
food related issues; includes non-DC members thus, we can include and
represent all dietitian voices across Nova Scotia in our advocacy
initiatives.

ON

The ON government increased its raw food cost per diem per resident
from $8.33 in 2016 to $9.00 in 2017.

SK

Members of DC LTCLAG were invited to present to the Ministry of
Health Continuing Care and Rehabilitation Branch, and to the Supportive
Services Committee to provide a more detailed overview of service gaps
and present a proposal for a path forward.

SK

A manual, Program Guidelines for Special Care Homes, was revised and
released by Ministry of Health. This manual was written with collection of
Regional Health Authorities, affiliated Organizations and the Provincial
Food and Nutrition Manager Groups. Although it is not regulated, it is the
policy document that LTC is tied to due to several actions that address
nutrition in LTC.

ON

DC Ontario LTC Action Group released the Ontario Long-Term Care
Dietitian Survey Report, generating survey findings and providing
Recommendations.

NS

DC NSDCCAG sends a background brief to the Senior Director of
Continuing Care, Nova Scotia Health Authority to raise awareness of the
role of the dietitian in Home Care and LTC and request an offer to meet.
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2017

BC

The average funded food cost in B.C is $8.00 per resident per day;
however the funded food cost varies among facilities, ranging from $4.92
to $18.44 per resident per day.

SK

DC Saskatchewan LTC Local Action Group submitted a report,
Saskatchewan LTC facility Audit Indicators for Food and Nutrition
Services, to Government of Saskatchewan, Ministry of Health, providing
recommendations to the LTC Facility Audit Program.

AB

HQCA conducted its forth Long-Term Care Family Experience Survey,
collaborating with Alberta Health and AHS. This survey was to obtain
feedback from family members of residents about quality care and
services received at long-term care facilities across Alberta.

2018

2019

DC published a report, called Dietitians in Long Term Care: A Pan
Canadian Environmental Scan, outlining dietitian services in LTC in each
province and territory and also addressing the issue of inadequate access
of dietitian cares in LTC.
BC

The average funded food cost is $7.73 per resident per day. The food cost
varies among all LTC facilities, ranging from $5.39 to $20.10.

NS

NSDCCAG Stakeholder Participation and Engagement with
provincial Expert Advisory Panel on LTC issue (wound care); the
challenges and opportunities to improve quality of care in LTC

NS

Advocacy in Action, developed a video for DC regarding the advocacy
that was done on wound care in the province by the NSDCCAG; to
promote an online DC video toolkit to help dietitians take action in their
workplaces and communities, and to share the role and value of dietitians
in healthcare services delivery.

BC

The average actual raw food cost is $8.11 per bed per day. The food cost
varies among all LTC facilities, ranging from $5.21 to $19.88.

ON

Dietitians of Canada Ontario LTC Action group revised and published a
document, Best Practices for Nutrition, Food Service and Dining in Long
Term Care Homes, which is a 2019 working paper of Ontario LTC Action
Group. This document has been updated regularly since 2007.
January 1st is a launch date, officially marking the initial stages of the
International Dysphagia Diet Standardisation Initiative (IDDSI)
implementation phase in Canada.
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ON

IDDSI was mentioned in the DC report, Best Practices for Nutrition, Food
Service and Dining in Long Term Care Homes. The ON LTC AG group
facilitates LTC homes to implement IDDSI protocols to ensure safety
of residents when transferred to hospital emergency or when admitted as
an inpatient.

NS

DC NSCC AG provided recommendation for to the Government of Nova
Scotia’s 2020/2021 pre-budget consultation. The recommendations
included improve outcomes in LTC homes through nutrition care.

NS

Participation in national initiative: Applying revised CFG to Menu
Planning in LTC Facilities/Residential Care Homes

NS

Support of IDDSI in LTC initiated by Zone 4 dietitians (2017 – 2019)
Their work supported the addition of “easy to chew” to Level 7 of the
framework.
DC released a report, Menu planning in Long Term Care and Canada’s
Food Guide to discuss how new Canada Food Guide has impacts on LTC
menu.

2020

The Working Group on Long Term Care is one of the Royal Society of
Canada Working Groups. The Policy Brief report, Restoring Trust:
COVID-19 and The Future of Long-Term Care was generated by the
Working Group on LTC.

BC

A report called Improving Quality of Life in Long-Term Care-A Way
Forward is being presented by the Action for Reform of Residential Care
(ARRC). This paper explores the current situation in LTC including
quality of care, staffing, and resources, what contributes to quality of care,
how well policy, regulation, and monitoring process support quality of life
in LTC, and recommendations for a paradigm shift that detail a model of
care, staff requirements, work force stabilization, and
standards/monitoring process.

BC

The average actual raw food cost is $8.38 per bed per day. The food cost
varies among all LTC facilities, ranging from $4.34 to $17.22.

SK

The Saskatchewan LTC Dietitian Networked was formed to create
connectivity with dietitians across the province during the pandemic.
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2021

NS

As of January 29th, 2021, the Nova Scotia Continuing Care Action Group
ceased as a local action group of Dietitians of Canada.

NS

Awaiting College proclamation, since Fall of 2018; accountable to
Minister of Health; will have defined scope of practice

Appendix R Participants Demographics for Interview Study
Partici
pants

Gender Place of
undergraduate
completion

105

Female

University of
Guelph

Year of
undergradu
ate
completion
1980

Place of
internship

Year of
internship
completion

Level of
graduate
study

Integrated
internship

1981

no

126

Year of
graduate
study
completion
no

106

Female

107

Female

108

Female

109

Female

110

Female

111

Female

112

Female

113

Female

114

Female

115

Female

116

Female

117

Female

118

Female

119

Female

University of
Winnipeg&
University of
Manitoba
St Francis
Xavier
University
Mount Sant
Vincent
University
University of
Saskatchewan
McGill
University
Memorial
University of
Newfoundland
University of
Guelph
St Francis
Xavier
University

1976*1982

Calgary
general
hospital

1983

no

1984

No

No

Master

1987

1994

Co-op program 1994

no

no

2007

Integrated
program
Integrated
program
Health Care
Corporation

2007

no

no

1994

no

no

1997

Master

1999

1989

KW hospital

1990

Master

2010

1987

1998

no

no

University of
Saskatchewan
Mount Sant
Vincent
University

1997

General
Hospital
Health Science
Center
Self-directed

1999

no

no

1988

Master

2015

University of
Manitoba
University of
Saskatchewan
Ryerson
University
Mount Sant
Vincent
University

1989

Atlantic
Region
Rotation with
Versa Services
Foothills
Hospital
Sasaktoon
Health Region
Victoria
Hospital
Kitchener
Waterloo
Hospital

1990

no

no

1999

2007&2018

1983

Master&P
hD
no

1991

no

no

1994
1995

1987

1997
1982
1989
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no

Participants
105
106
107
108
109
110

111
112

113
114

115
116
117
118
119

Involvement in LTC
Consultant dietitian
Clinical dietitians; admin
stuff
N/A
Admin dietitian, clinical
dietitian, and consultant
Clinical dietitian
Combined position,
dietitians and food service
manager
Clinical dietitian
Combined position; food
service manager and
consulting dietitian
Clinical dietitian
Combined position;
clinical dietitians and
accreditation coordinator
for the organization.
Clinical dietitian
Clinical dietitian
Clinical dietitian
Consultant and corporate
dietician
Combined position;
including dietitian, food
service manager, and
environmental manager
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