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i

Primary health care1 (PHC) has been described as “the 
foundation of the health care system” providing the first point of 
contact people have with the health care system and ensuring 
continuity of care across the system (Health Council of Canada 
(HCC), 2005).   Primary health care is key to maintaining and 
improving Canadians’ health, and to the quality and sustainability 
of the health care system.  Registered Dietitians2 play an 
important role in PHC in Canada as integral members of the inter-
professional team.  

Building on an earlier role paper (Dietitians of Canada, 2001), this 
document describes the range and types of services Registered 
Dietitians provide in PHC.  

Canada’s nutrition issues are linked to the major chronic diseases, 
which in turn are often worsened by Canada’s very high obesity 
rates. These conditions can be prevented with lifestyle changes, 
including diet changes.  Once these conditions develop, they can 
also be better managed with lifestyle interventions, reducing (and 
sometimes eliminating) the need for medications.

Canadian Registered Dietitians are health professionals who are 
uniquely trained to advise on diet, food and nutrition, across all 
health sectors.  Registered Dietitians provide leadership in team 
efforts to support the nutritional health of the population through 
health promotion, disease prevention, treatment, support and 
rehabilitation.

Executive Summary 

1 Although a number of definitions of PHC exist, probably the best recognized is that of the World Health Organization in 
the 1978 Alma Ata Declaration: “Primary Health Care is essential health care made universally accessible to individuals and  
families in the community by means acceptable to them, through their full participation and at a cost that the community and 
country can afford. It forms an integral part, both of the country’s health care system, of which it is the nucleus, and of the overall 
social and economic development of the community…It is the first level of contact of individuals, the family and community with 
the national health care system, bringing health care as close as possible to where people live and work and constitutes the 
first element of a continuing health care process…Primary Health Care addresses the main health problems in the community, 
providing promotive, preventive, curative, supportive and rehabilitative services accordingly (WHO, 1978).”

2 Registered dietitians have differing professional designations in some provinces.  The term “Dietitian” or “Registered Dietitian” 
is used throughout this document for consistency. In some settings, other position titles may be utilized (i.e. Public Health 
Nutritionist, Community Dietitian, Community Health Nutritionist, etc.).  While acknowledging the integral role of Registered 
Dietitians in secondary and tertiary health care, and recognizing that there may be overlap with dietitians’ roles in primary  
health care, those facets of dietetic practice are beyond the scope of this document. 

i

“Registered Dietitians play 
an important role in PHC 
in Canada as integral 
members of the inter-
professional team.  
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ii

Depending on the practice setting, Registered Dietitians may be 
responsible for a wide range of services:  

 Registered Dietitians working in public health, practice 
population health planning, health promotion and disease 
prevention. These public health dietitians provide reliable 
nutrition information to the public, educators, health 
professionals, policy makers, and the mass media. 

 Registered Dietitians working in community health centres, 
physician led teams, and other similar primary care 
settings practice individual and group nutrition therapy and 
counselling, health promotion and disease prevention.

Organization of PHC services varies widely in communities across 
Canada, with limited or no access to specialist nutrition services in 
many PHC settings.  Adequate numbers of Registered Dietitians 
in PHC (public health and primary care) settings are required to 
ensure the health of Canadians.  

Dietitians of Canada recommends that provincial and federal 
policy decision-makers:

 Develop and apply appropriate population needs-based 
funding mechanisms to support PHC nutrition services within 
their jurisdictions

 Establish effective systems to integrate nutrition services into 
all models of PHC 

 Support systems for effective monitoring and ongoing 
evaluation of PHC nutrition services to ensure effectiveness 
and efficiency 

Dietitians of Canada further recommends that professionals 
involved in implementation and evaluation of health services:

 Establish long-range plans that ensure nutrition services 
match PHC needs of communities

 Implement appropriate population needs-based funding 
mechanisms to support PHC nutrition services within their 
jurisdictions

 Integrate nutrition services in all areas of PHC, including 
public health, telehealth, and other approaches to promote 
nutritional well-being

 Monitor and evaluate PHC nutrition services to ensure 
effectiveness and efficiency 

“Adequate numbers of 
Registered Dietitians in 
PHC (public health and 
primary care) settings are 
required to ensure the 
health of Canadians.
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Dietitians of Canada further recommends that professional 
associations, educators, researchers, practitioners and others 
involved in PHC development:

 Promote strong inter-professional collaborative education and 
practice, including the expertise of Registered Dietitians as 
integral members of PHC teams 

 Continue to develop and evaluate new models for inter-
professional PHC nutrition practice, with a particular focus on 
prevention and treatment of Canada’s major chronic diseases

iii

Dietitians of Canada, through its membership, remains 
committed to the ongoing development of a strong reformed 
PHC system, where every Canadian has access to the 
appropriate nutrition services needed to support health.
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Registered Dietitians play an important role in primary 
health care (PHC) in Canada as integral members of the inter-
professional team.  This role paper describes the range and types 
of services Registered Dietitians provide, building on an earlier 
document (Dietitians of Canada, 2001). Perspectives from all areas 
of PHC dietetics across Canada have been incorporated as much 
as possible.  Work on this present paper was initiated in 2007, with 
the assistance of a steering committee and contract writer.  There 
were multiple opportunities for input and review by both front-line 
dietetics practitioners and opinion leaders within dietetics.  The 
paper will be useful to multiple groups interested in the Registered 
Dietitian perspective on nutrition issues and services in PHC 
settings.  Recommendations are directed to:

 Decision makers involved in further PHC and health system 
design and reform

 Professionals involved in implementation, quality improvement, 
program planning and evaluation of health services 

 Professional associations and others involved in inter-
professional education and practice development of current 
PHC providers

 Leaders and educators in academia and training programs
 Primary health care researchers 
 Practitioners in PHC settings

The document will describe:
 Key concepts of PHC
 Major nutrition-related population health issues in Canada 
 Canada’s health system issues impacting on practice 
 Expertise Registered Dietitians  bring to PHC
 Progress on key elements of primary health care 

- Overview of progress since 2001
- Application of the population health approach  
- Access to comprehensive services by the most appropriate 

provider 
- The inter-professional team  
- Coordination and continuity of care 
- Affordability and cost-effectiveness 

 Activities illustrating Registered Dietitians’ roles in various  
PHC settings

Introduction 

“The paper will be useful to 
multiple groups interested 
in the Registered Dietitian 
perspective on nutrition 
issues and services in 
PHC settings. 
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Primary health care has been described  
as “the foundation of the health care system” providing the first 
point of contact people have with the health care system and 
ensuring continuity of care across the system (Health Council of 
Canada (HCC), 2005). Most definitions of PHC also include health 
promotion, disease prevention, the importance of the broader 
range of factors and conditions that influence health and strategies 
to advance individual and population health (Health Canada, 2006; 
Kirby, 2002; Mable and Marriott, 2002; Naylor, 2003; Romanow, 
2002).  Primary health care includes relevant services that may 
be provided by public health departments as well as services 
associated with ambulatory or primary care, often provided by 
family physicians or general practitioners (Health Canada, 2006).        

Primary health care is key to maintaining and improving 
Canadians’ health, and to the quality and sustainability of the 
health care system.  In Canada it is widely recognized that a 
strong PHC system is needed to address the changing population 
demographics and the challenges of increasing numbers of people 
with chronic diseases and complex co-morbidities. Nutrition is 
an acknowledged factor in promoting and maintaining health 
(Health Canada, 2008; Stitzel, 2006; WHO, 2004) and in disease 
prevention and management (CDA, 2006; CDA, 2008; Khan et 
al, 2008; McPherson et al, 2006; Obesity Canada, 2007; SOGC, 
2006; WCRF/AICR, 2007). 

Developments in Canada parallel world-wide development and 
reform of PHC systems.  Current thinking on reform efforts was 
distilled in the 2008 WHO Health Report, Primary Health Care – 
Now More Than Ever (WHO, 2008).  This latest report focuses on 
four main structural and management reforms to further develop 
and maintain sustainable PHC systems: 

 Universal coverage reforms to ensure universal access and 
social health protection 

 Service delivery reforms that are responsive to changing 
needs while producing better outcomes 

 Public policy reforms that integrate public health with primary 
care

 Leadership reforms to improve system management  

Key Concepts 

“A strong primary health 
care system is essential 
to the health of Canadians 
as well as to the quality 
and sustainability of the 
health care system.
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In summary, the premise of PHC is that responsibility for the 
health of the community and its members is shared among 
society, communities, citizens and providers.  Primary health 
care may include a range of health promotion approaches and 
programs, a range of clinical services and structural and systemic 
arrangements that facilitate community participation in health. 
The thread which knits all these services, programs, initiatives, 
and supports together is a common focus on health as a capacity 
rather than a state, which recognizes the range of factors / 
determinants that contribute to health (PHAC, 2002b).    
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Major Nutrition-Related 
Population Health Issues 
in Canada 

As a developed country, Canadians enjoy generally 
good health overall, with a life expectancy of approximately 81 
years.  To maintain population health and the health system, 
the country faces several challenges.  The population is aging 
(22% currently >60 years of age) and the prevalence of chronic 
diseases is increasing (PAHO, 2006).  The fertility rate is currently 
1.5 children per woman, and recent population increases have 
been associated with increased immigration.  The resulting 
increased cultural diversity requires that Canada’s health care 
system be more diverse. Organization of services varies widely 
in communities across Canada, with better developed services 
in urban areas where 80% of the population resides.  Access to 
health promotion, prevention and treatment services by rural and 
remote populations is a significant problem.  Aboriginals in Canada 
face particular health challenges and their health is currently 
poorer than other Canadians (life-expectancy ~73 years)  
(PAHO, 2006). 

Chronic diseases are responsible for the majority of total 
direct costs in healthcare.  Currently about 27% of 33.2 million 
Canadians indicate that they have been diagnosed with a chronic 
health condition (including joint problems, heart disease and 
cancer) and it has been estimated that this costs the Canadian 
economy $80 billion/year (Health Council of Canada (HCC), 
2007a).  The high prevalence of chronic diseases is particularly 
notable among the growing population of seniors, as 81% of older 
adults living in the community have at least one chronic condition 
and 33% have three or more chronic conditions (Gilmour et al, 
2006; F/P/T, 2006). In 2003, seniors’ health care needs accounted 
for more than 44% of all provincial government spending in 
addition to 90% of expenditures in long-term care facilities (CIHI, 
2005).  These costs can be controlled when older adults remain 
healthy enough to live in the community in a variety of supportive 
living arrangements and when chronic disease and injuries can be 
prevented or delayed until the end of life (PHAC, 2005). 

“Limited or no access 
to specialist dietit ian 
services occur in many 
pr imary heal th  care 
set t ings.   Current ly 
there is a patchwork of 
services and programs 
that vary by province and 
community.
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Among chronic diseases, cardiovascular diseases (CVD) 
remain the most prominent causes of death.  In 2004, 2.8 
million Canadians were hospitalized for CVD (Heart and Stroke 
Foundation, 2008) and the treatment costs for CVD are estimated 
at $18 billion every year in physician services, hospital costs, 
lost wages and decreased productivity (PHAC 2002a).  Major 
risk factors for CVD include smoking, hypertension, diabetes and 
dyslipidemia.  Prevalence of these risk factors has increased in the 
past few years, with the notable exception of smoking, currently 
at 22% prevalence (age 12+; Stats Canada, 2006).  According to 
self-report, 4.1 million Canadians (15%) have high blood pressure 
compared to 2.1 million (9%) in the 1990s.  At least 1.3 million 
Canadians (~5% of the population)  have diabetes, compared with 
3% of the population a decade ago and the number of Canadians 
with diabetes is expected to almost double by 2016 (HCC, 2007b).  
Prevalence of dyslipidemia has not been tracked nationally, but is 
currently estimated to be about 17%.

A substantial proportion of hypertension, diabetes and dyslipidemia 
can be prevented with lifestyle changes, including diet changes 
(WHO, 2003).  Once these conditions develop, they can also 
be better managed with lifestyle interventions, reducing (and 
sometimes eliminating) the need for medications.  Current 
Canadian clinical practice guidelines for medical management of 
all three conditions recognize the potential role of diet in prevention 
and management.  In diabetes, clinical diet interventions are a 
cornerstone of treatment, both to manage glucose levels in the 
short-term and to decrease risk for CVD (CDA, 2008).  Evidence 
for the efficacy and effectiveness of diet and physical activity 
strategies in prevention is especially strong in diabetes (CDA, 
2008).  Current guidelines for the treatment of hypertension 
recommend decreasing body weight if elevated, reduced saturated 
fat and sodium intake, increased fruit, vegetable and dairy intake, 
along with increased physical activity, smoking cessation, stress 
management and limitations on alcohol intake (CHEP, 2008).  
Dyslipidemia treatment guidelines promote a low saturated 
fat, high fibre diet, body weight reduction where needed, and 
increased physical activity (McPherson et al, 2006).   
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“
Among the other chronic diseases, cancer is another leading 
cause of premature death in Canada, and based on current 
statistics, almost one in four Canadians will die from cancer.  
About 40% of women and 45% of men will develop cancer in their 
lifetime (CCS, 2008).  In 2004, the lifetime costs of cancer care 
for lung, breast and colon cancer were estimated to be $25,000 
- $30,000 per patient and are largely influenced by length of 
hospital stay and whether chemotherapy and radiotherapy are 
used  (PHAC, 2004).  Additional cost considerations include lost 
productivity.  Obesity, low physical activity, high meat and low 
plant food diets, high sodium intake and low breastfeeding rates 
are the main nutrition related factors that contribute to cancer 
development (WCRF/AICR, 2007). Once cancer develops, 
nutrition issues arise frequently, especially when weight loss 
occurs, the immune system is impaired or when ability to eat 
typical foods is affected.    

Mental illness is another common chronic illness with substantial 
costs to the system.  About 5% of the population aged 12+ rated 
themselves as having poor or fair mental health in the 2005 
Canadian Community Health Survey (CCHS) (Stats Canada, 
2007).  In 2004 the indirect and direct costs of schizophrenia alone 
were estimated at $6.85 billion (Goeree et al, 2005).  While diet 
has not been shown to affect risk for developing mental illnesses, 
individuals with eating disorders, mood disorders, schizophrenia-
like syndromes, substance abuse disorders, attention deficit-
hyperactivity disorder, autism or dementia are often at increased 
nutritional risk due to weight fluctuations, potential nutrient 
deficiencies, feeding issues and medication side-effects (Davison, 
2006).  For example, many of the medications used to treat the 
most serious mental illnesses, such as schizophrenia, cause 
substantial weight gain and increase risk for CVD. 

Rising obesity rates are cited as a major factor behind the 
growing prevalence of chronic diseases, increasing the burden 
on the health system beyond the effects of an aging population, 
especially as a risk factor for CVD, some cancers, diabetes, 
musculo-skeletal conditions, etc.  Particularly problematic are 
increases in the deposition of excess visceral abdominal fat, a 
marker of the presence of the metabolic syndrome, which doubles 
CVD risk, compared to obesity without metabolic syndrome. 
Obesity prevalence has increased dramatically in Canada and is 
currently 23% among adults, the fourth highest prevalence in the 
world, after the US (32%), Mexico (31%), and the UK (23%).   

Chronic diseases are 
respons ib le  fo r  the 
majority of total direct 
costs in healthcare.  
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More worrying, the prevalence of overweight and obesity among 
children is also increasing and 26.2% of Canadian children (2-
17 years of age) are now considered to be overweight or obese, 
based on measured height and weight in the 2004 CCHS, using 
the classification scheme developed by Cole et al. (Stats Can, 
2005)  Current obesity practice guidelines promote best practices 
in prevention and treatment, recognizing that overall efficacy of 
any treatment  is currently modest, because of the difficulty in 
losing excess weight once gained (Lau et al, 2007).  Prevention 
has greater potential to reverse current trends, if the relevant 
stakeholders in Canada can act.  

Among other nutrition related health conditions most impacted 
by nutrition intervention is the reduction in low birth weight (LBW) 
resulting from low gestational weight gain.  Low weight gain is a 
particular issue in Canada among some women living in poverty 
and/or at high risk because of their age, smoking habits or 
because of other problems such as addictions (CIHI, 2007).  

Food insecurity is a problem in Canada and does not just affect 
birth weight. The extent and complexity of the problem has only 
recently been appreciated. The 2004 CCHS survey found that 
9% of the population lives in food insecure households, mostly 
low-income and many single-parent families (Health Canada, 
2007b). Among the developed countries, Canada has a highly de-
centralized social assistance system, with no separate provision 
of funding for food, other than for special diets related to chronic 
diseases and disabilities.  Programs vary by province.  The basic 
allowances for food, clothing and shelter seem to be based on 
historic or politically determined norms, rather than an evidence–
based costing approach.  Public health departments track the 
costs of a nutritious diet in communities across the country. While 
social assistance policy is outside the health sector, because food 
is basic to life, and because many people with chronic illnesses 
are dependent on the social assistance system, it is a major 
nutrition issue that impacts on provision of health care.   

Encouragement of breastfeeding is another well established 
nutrition intervention relevant to population health (BCC, 2002a 
and 2002b; Health Canada, 2004b; INFACT Canada, 2006).  In 
2001 it was estimated that a minimum of $3.6 billion U.S. could be 
saved through a 50% reduction in hospital admissions, physician 
visits and prescriptions for medications to treat illnesses such as 
otitis media and gastroenteritis (BCC, 2002a). 
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Furthermore, breastfeeding benefits both children and mothers, 
with reduced incidence of type 1 and type 2 diabetes and leukemia 
among children and reduced incidence of type 2 diabetes and 
breast and ovarian cancer among mothers (Ip et al, 2007).  
Although somewhat conflicting, evidence also suggests that 
breastfeeding is associated with reduced rates of obesity among 
children (Horta et al, 2007; Ip et al, 2007; Kramer et al, 2007).  The 
true benefits of breastfeeding as part of early healthy development 
cannot be measured in dollars and cents. There are profound 
societal benefits from a population of healthy, well-nourished 
children who have enhanced competency and coping skills, thus 
reducing the need for social support programs.  

Like many developed countries Canada saw a decline in 
breastfeeding rates with the introduction of improved infant 
formulas and movement of women into the work force in the 
1960s to 80s.  According to the most recent national data (2003 
CCHS), 85% of women aged 15 to 55 who had a baby in the last 
5 years initiated breastfeeding, while 39% continued to breastfeed 
to at least 6 months, and 19% exclusively breastfed to 6 months.  
These positive trends are the result of the many programs and 
policies to support breastfeeding initiation and duration  
(CPS, 2005).  
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“
Canada’s health system is highly decentralized,  
with an interlocking set of 10 provincial and 3 territorial publicly 
funded and administered health insurance plans.  All provinces/
territories have now developed some form of regional health 
planning, which varies by jurisdiction.  Provinces and territories 
are responsible for delivery of health services, including public 
health, primary care, acute care, home-care, mental health 
services and long-term care.  The extent to which public health 
departments collaborate with other health care services, including 
primary care, mainly provided by family physicians, varies widely 
(Martin-Misener and Valaitis, 2008).  Within provinces/territories, 
the organization of primary care services also varies: from fee-
for-service physicians working in solo practices, nurse practitioner 
stations, physician group practice with only nursing support to 
large inter-professional team practices.  For example, in Ontario 
alone, 11 different types of primary care organizations exist.  Each 
province/territory is in the process of reforming their primary health 
care system. 

Historically, Health Canada has been the main federal department 
responsible for providing guidance on nutrition-related health 
issues.  Other newer national institutions supporting the health 
system include the Canadian Institute of Health Information 
(CIHI), established in 1994, the Health Council of Canada (HCC) 
established in 2003, and the Public Health Agency of Canada 
(PHAC), established in 2004.  CIHI is responsible for population 
health surveillance in conjunction with Statistics Canada.  
Canada’s First Ministers established the HCC, to monitor and 
report to Canadians on health care renewal progress and system 
performance and to identify strategies for improved health for 
Canadians (Health Canada, 2004a). The Public Health Agency 
of Canada’s mandate is to provide federal leadership and 
collaboration with provinces and territories on efforts to renew the 
public health system in Canada and support a sustainable health 
care system (Marchildon, 2005). 

Canada’s Health System 

Each province/territory 
is in the process of 
reforming their primary 
health care system. 
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Canadian Registered Dietitians are health professionals 
who are uniquely trained to advise on diet, food and nutrition, 
across all health sectors. Dietitians translate the science of 
nutrition into practical information that supports people in making 
healthy food choices throughout the lifecycle and across health 
states.  For any nutrition-related health issue there is a spectrum 
of actions that dietitians can take to address the problem 
– health promotion and disease prevention strategies (targeting 
populations, groups and individuals), as well as specialized 
nutrition therapy and rehabilitation / support strategies to address 
specific nutrition-related conditions.  

Registered Dietitians use a number of approaches to address 
nutrition needs, ranging from clinical nutrition counselling 
(individual or group) for individuals who are at risk or who 
already have health issues, to administration of food services in 
institutions, to community- and population-based methods such 
as social marketing, community development and self-help.  
Some Registered Dietitians are involved in national guidance 
systems and policy development, such as development of 
nutrient recommendations, food guidance such as Canada’s 
Food Guide, food labelling and food safety.  Registered Dietitians 
adhere to nationally established standards of practice, monitored 
by provincial regulatory bodies. Through their comprehensive 
knowledge of nutrition, food science and management of nutrition 
programs and services, Registered Dietitians bring the following 
perspectives and skills to PHC (Chenhall, 2006; Dietitians of 
Canada (DC), 2001; DC, 2004; DC, 2006a; IHHRD, 1996):

 Apply evidence-based decision-making to their practice to 
promote health and treat a broad range of nutrition-related 
conditions  

 Work with communities to enhance capacities, raise 
community awareness, and facilitate community skill-building, 
health advocacy and social action

 Reinforce community action and development by building 
partnerships and applying strong communication, negotiation 
and problem-solving skills to address nutrition and health-
related issues

Expertise Registered Dietitians 
Bring to Primary Health Care 

“Canadian Registered 
Dietit ians are health 
professionals who are 
un ique ly  t ra ined to 
advise on diet, food and 
nutrition, across all health 
sectors. 
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 Apply their knowledge of health determinants, working with 
communities, groups and individual clients to plan, implement 
and evaluate programs and approaches to overcome barriers 
to health 

 Collaborate with clients, caregivers, and other health and 
social services professionals 

 Develop and implement plans for individuals, groups and 
communities based on a comprehensive needs assessment; 
monitor progress of the intervention, provide the needed 
ongoing supports and evaluate outcomes

 Promote client independence and autonomy in decision-
making and help build capacity for the client to achieve health 
or to manage a chronic disease

 Use psychosocial counselling to promote individual behaviour 
change relative to food choices, eating behaviour and 
preparation methods to optimize health or treat chronic 
disease

 Coordinate care for clients in managing their disease 
condition and navigating the health care system

 Educate the public, other educators, community leaders, 
policy makers and the mass media relative to healthy and 
affordable food choices and healthy public policy 

 Mentor health professionals regarding nutrition and health 
promotion 

 Research and develop a knowledge base necessary for 
defining community health indicators 

 Conduct or participate in research to evaluate the impact of 
PHC interventions 

 Demonstrate and apply effective leadership, team building, 
empathy and group facilitation skills to achieve health of the 
community and its members
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Depending on the practice setting, Registered Dietitians may be 
responsible for a wide range of services:  

 Registered Dietitians working in public health practice 
population health planning, health promotion and disease 
prevention.

 Activities include surveillance of health trends, utilization of 
these data to implement and evaluate practice, and advocacy 
and policy development affecting food and nutrition at all levels 
of organizations and government.  Public health dietitians 
provide reliable nutrition information to the public, educators, 
health professionals, policy makers, and the mass media. They 
plan, coordinate, deliver, and evaluate education and skill-
building nutrition programs and design, implement and evaluate 
programs and policies that will promote health in communities 
and with specific sub-groups of the population.  

 Registered Dietitians working in community health 
centres, physician led teams, and other similar primary 
care settings practice individual and group nutrition 
therapy and counselling, health promotion and disease 
prevention.

 Activities include assessment of nutritional status, planning, 
implementing interventions and evaluating and monitoring 
response to treatment to support improved outcomes for 
individual clients with a broad range of medical disorders. 
Advocacy and policy development affecting food and nutrition 
in the community are also integral to practice.  Registered 
Dietitians working in settings such as home care or diabetes 
education centres may have a specific focus of responsibility 
in providing nutrition therapy to individual clients.  An 
important aspect of the dietitians’ expertise in the care of 
individuals is the ability to integrate objective components of 
medical and nutrition assessment, such as anthropometrics 
and laboratory evaluations, with the psychosocial aspects to 
promote behaviour change.

Appendix A – The Practice of Registered Dietitians in Primary 
Health Care – provides more illustrative examples of how dietitians 
in the PHC context employ strategies that affect the entire 
population as well as strategies that impact on individuals who 
have health problems or are at risk of developing them.
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Primary Health Care Reform Since 2001
Since the publication of the 2001 Dietitians of Canada Role Paper, 
a number of initiatives have occurred to accelerate PHC reform 
across Canada. In 2000, the government of Canada established 
the $800 million Primary Health Care Transition Fund (PHCTF) to 
support costs of initiatives to reform the delivery of PHC as well as 
various collaborative and national efforts to support PHC renewal 
(Health Canada, 2007a).  The PHCTF completed its work in 2006.  
A summary of the many projects is located at: Primary Health 
Transition Fund: Summary of Initiatives: Final Edition, March 2007 
http://www.hc-sc.gc.ca/hcs-sss/pubs/prim/2007-initiatives/index-
eng.php.  Several initiatives of the PHCTF involved Registered 
Dietitians including: 

 Integrating Registered Dietitians into family medical practices 
(Interdisciplinary Nutrition Services in Family Health Networks/
Primary Care Model Sites- A Demonstration Project  
http://www.dietitians.ca/news/pdf/PHC_Outline_2004.pdf)

 Developing strategies for enhancing collaborative care for 
Registered Dietitians in mental health (Collaborative Care 
Mental Health Initiative (CCMHI), undated;  
http://www.ccmhi.ca)

 Promoting and facilitating interdisciplinary collaboration in 
PHC settings (Enhancing Interdisciplinary Collaboration in 
Primary Heath Care (EICP) initiative (EICP, undated;  
http://www.eicp.ca/en/)

 Developing diabetes resources for aboriginal communities 
including the provision of regular Registered Dietitian services 
(Northern and Aboriginal Population Health and Wellness 
Institute  http://www.thompson.ca/dbs/naphwi/)

 Participation in consultation processes, focus groups and 
workshops for various other initiatives and projects, including 
the PHC Indicators project of CIHI and cost-effectiveness 
analysis framework development by the Association of Ontario 
Health Centres and a national arthritis project.  Individual 
Registered Dietitians were also involved in various projects 
across the country.    

Progress on Key Elements of  
Primary Health Care 

“Since the publication of the 
2001 Dietitians of Canada 
Role Paper, a number of 
initiatives have occurred 
to accelerate PHC reform 
across Canada.
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Over the same period, various groups of Registered Dietitians 
continued to share resources and advocate for their services 
in differing PHC models. In Ontario, the Central and Southern 
Ontario Primary Health Care Action Group advocated for 
Registered Dietitians in all models of PHC.  They undertook 
various activities, including a visioning exercise.  This vision was 
nationally reviewed, and promoted access by all Canadians to 
a Registered Dietitian as part of an interdisciplinary PHC team 
(Cantwell, 2006).  The Registered Dietitian in PHC “will provide 
nutrition expertise to individuals, the community, and health 
professionals related to health promotion, disease prevention and 
treatment, practice-based research, and advocacy” (Cantwell et 
al., 2006 p. S57).  

Also relevant to dietetic practice was the development of the 
expanded Chronic Care Model by a group in British Columbia. 
The original Chronic Care Model (CCM) identified the essential 
elements of a health care system that encourages high-quality 
chronic disease care (Wagner et al, 1996).  The Expanded 
Chronic Care Model integrates aspects of the 1986 Ottawa 
Charter for Health Promotion (WHO 1986) with the CCM model 
(Barr et al, 2003) (Figure 1). The original CCM has been influential 
because of evidence of improved clinical outcomes in the primary 
care context.  For example, one meta-analysis identified that 
interventions which incorporated one or more elements of the 
CCM had beneficial effects on clinical outcomes and processes 
of care for patients with asthma, congestive heart failure, 
depression and diabetes (Tsai et al, 2005).  Interventions directed 
at diabetes care, for example, led to a 0.30%-0.47% reduction 
in Hemoglobin A1C.  No single element dominated; all elements 
were needed.  The Expanded model has not yet been similarly 
rigorously tested.  The model provides a useful framework for 
thinking about organizing services to address the major nutrition 
issues in Canada.  Work on approaches to effective public health 
and primary care collaborations will be needed to realize the vision 
(Martin-Misener R and Valaitis R, 2008).  
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FIGURE 1 - THE EXPANDED CHRONIC CARE MODEL: INTEGRATING POPULATION HEALTH PROMOTION

Progress on dietetic practice for PHC are briefly reviewed 
according to principles for reform previously articulated by other 
key organizations and reports (Health Canada, 2006; HCC 2005; 
HCC, 2008a; Kirby, 2002; Naylor, 2003; Romanow, 2002).    

1.   The application of a population health approach (PHAC, 
      2002b) that addresses the determinants of health 
Application of a “population based approach” involves multiple 
strategies and approaches to achieve improved population 
health.  At one level it is important to understand the role of 
health services among the determinants of health.  Figure 2 
illustrates that these determinants are inter-related. Their complex 
interactions have an even greater impact on health than any one 
factor alone. In addressing the determinants of health, PHC links 
with other relevant sectors such as schools, childcare facilities, 
seniors’ facilities, justice, housing, private sector, recreation, 
environmental groups, family support services, churches and 
other non-government and volunteer organizations.  Strategies 
are designed to affect the entire population or sub-population, as 
well as individuals who have, or are at risk for developing, health 
problems.

Reproduced with permission.

Application of the population health approach
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FIGURE 2 - DETERMINANTS OF HEALTH

According to the WHO, 80% of heart disease, stroke and type 
2 diabetes and 40% of cancers globally could be prevented by 
lifestyle interventions: eating healthfully, getting more physically 
active and stopping smoking (WHO, 2005).  Reducing and 
controlling the risk factors for CVD, through various combinations 
of population-based strategies and individual risk factor 
management could lower the demand for acute health care and 
save money.  In a population health context, health services are 
only one among several societal forces, and to date efforts to 
control major risk factors have been variable.  As noted in the 
WHO’s Global Strategy on Diet, Physical Activity and Health, an 
integrative collaborative approach to chronic disease prevention is 
needed, and the responsibility for action to bring about changes in 
dietary habits and patterns of physical activity will rest with many 
stakeholders from public, private and civil society over several 
decades (WHO, 2004).    

There has been progress in Canada.  In 2005, Canada’s Health 
Ministers endorsed a set of national healthy living targets, which 
over the next decade call for a 20% increase in the proportion 
of Canadians who are physically active, eat healthful food and 
are at healthy weights (Integrated Pan-Canadian Healthy Living 
strategy), calling for all sectors to demonstrate a coordinated effort 
through inter-sectoral working groups in the implementation of the 
Strategy (Secretariat for Inter-sectoral Healthy Living Network; 
2005).  
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2.    Access to a comprehensive scope of PHC services, 
       through the most appropriate provider of those services 

Population based planning also involves determining population 
needs for health services and providing services (funding and 
human resources) that meet those needs. The scope of PHC 
services includes health promotion, disease prevention, education 
and support for self-care, diagnostic services and treatment of 
episodic and chronic disease and injuries, primary reproductive 
care, palliative care, primary mental health care, coordination 
and provision of rehabilitation services, coordination of, and 
referral to other health care services, supportive care at home 
and in long-term care facilities. Access to PHC services by the 
most appropriately qualified health care professional requires an 
adequate supply of health human resources (Health Canada, 
2006). 

Timely and direct access to a comprehensive range of PHC 
services by the most appropriate provider are key elements of 
PHC.  

Some progress has been made, mostly in analysis of physician 
and nursing services.  Similar efforts are required to determine 
needs for other professions, including Registered Dietitians.  For 
nutrition services, we have limited and incomplete information on 
how many Registered Dietitians are currently employed in the 
system, and even less idea what the appropriate number should 
be, the best mix of public health and primary care services and the 
provider groups who should be delivering the services.  Substantial 
research in this area is needed.  

“Promotion of healthy 
eating and achievement 
and maintenance of 
healthy weight are the 
cornerstones of population 
health promotion / disease 
prevention strategies 
fo r  chron ic  d isease 
conditions.

Several interesting initiatives have been developing over the past 
few years.  For example, Health Canada has established a Sodium 
Reduction Working Group including Registered Dietitians and 
other key representatives from government, scientific and health-
focused consumer groups and food manufacturing / food service 
groups (http://www.hc-sc.gc.ca/fn-an/nutrition/sodium/sodium-
memb-list-eng.php) promoting industry-wide reduction of the 
sodium in processed foods. Multiple other national initiatives are 
ongoing with representation from Registered Dietitians, including 
the Chronic Disease Prevention Alliance of Canada (CDPAC; 
http://www.cdpac.ca/) and the Canadian Obesity Network (CON; 
http://www.obesitynetwork.ca/). These non-governmental initiatives 
provide forums and alliances for inter-sectoral action.

Access to comprehensive services by the most appropriate provider
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Available data are presented below.  

 Inadequate Numbers of Registered Dietitians –  

 The number of Registered Dietitians required to address 
the unmet need for nutrition services in primary care can be 
roughly estimated from the prevalence of nutrition issues in 
primary care practices.  Data from three studies with differing 
methods are remarkably consistent in suggesting that ~20% 
of primary care physician consultations with patients involve a 
nutrition issue.  van Weel tracked the major reasons for visits 
and estimated that 1 in 6 (16.7%) consultations had diet as 
one main intervention (van Weel, 2003).  Eaton et al., in an 
observational study where patient appointments were video-
taped, found that 25% of all visits had a nutrition component 
(Eaton et al, 2002). 

 In Canada, physicians involved in a study in three Ontario 
Family Health Networks [FHNs] were surveyed regarding 
patients seen over a one week period, and reported that 
17.5% had a contributing nutrition problem (Witt et al, 2006). 
Of the 17.5% of patients, 12% of all patients were directly 
advised by the physician, 1.3% were referred to a dietitian 
for individual counselling and 1.1% were referred to other 
community services (e.g. Diabetes Education Centre) (Witt 
et al, 2006).  Because availability of nutrition programs varies 
considerably between communities, it was estimated that 1.3 
to 2.4% of patients may require individual nutrition counselling 
by a Registered Dietitian in one year. This would translate 
to approximately one full-time Registered Dietitian per 
15,800 to 29,000 patients (Witt et al, 2006), based on typical 
counselling patterns. This estimate is comparable to the 
estimate of one dietitian per 20,000 enrolled patients obtained 
from another primary care program in Ontario (Hamilton 
HSO Mental Health and Nutrition Program) (Crustolo et al, 
2006; Gamblen et al, 2007).  The primary emphasis in these 
practices is on individual behaviour change. These human 
resources estimates would not meet the needs of high-risk 
populations, such as those served by Ontario’s Community 
Health Centres, and were not developed for remote or rural 
locations (Witt et al, 2006).  

 At the moment, some inter-professional primary care 
practices have access to Registered Dietitian services and 
some do not.  Indirect evidence of the gap comes from the 
data in the 2007 National Physician Survey.    

“The number of Registered 
Dietitians required to 
address the unmet need 
for nutrit ion services 
in primary care can be 
roughly estimated from 
the prevalence of nutrition 
issues in primary care 
practices.  
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Only 14% of family physicians had a formal collaborative 
arrangement with a dietitian, and only 52% had regular 
collaboration with a dietitian (CFPC, 2007).  A Health Council 
of Canada review of research on the quality of care for people 
with diabetes in Canada identified that close to 80% of family 
physicians advise patients with diabetes to eat better and 
be more active; however only about half refer their patients 
for more active support such as nutrition counselling (HCC, 
2007b). Physicians cite the major obstacles to providing care 
for these patients as lack of time, lack of information and lack 
of access to appropriate services in the community.  Given the 
high proportion of nutrition issues that arise in primary care, 
the gap in services is obvious and substantial.    

 While home-based nutrition services (nutrition assessment 
and therapy for clients living at home) may or may not be 
considered primary health care, an analysis of such services 
in British Columbia estimated that 50,500 to 54,000 people 
(adults and children) in that province were at nutrition risk 
with minimal or no home-based nutrition services available 
(Dietitians of Canada, 2008a).  It was estimated that 250 or 
more full-time Registered Dietitians would be required to meet 
the identified needs of these individuals in BC alone.   

 It is a challenge to attract and retain health care staff in 
rural and remote areas of Canada and chronic shortages 
of dietitians working in Northern communities has been 
identified in workforce surveys done by Dietitians of Canada.  
The shortfall of primary care services cannot be accurately 
determined at this time (Dietitians of Canada, 2006b).  

 For public health nutrition positions, it has been recommended 
that population-health strategies require a minimum of one 
public health nutrition position per 50,000 population (Health 
Canada, 1990; Kaufman, 2007), far above the current 
complement.  Additional work to evaluate the number of public 
health nutritionists/dietitians currently employed in Canada 
is needed.  Work is also currently being completed to make 
recommendations on a definition of public health nutrition 
practice, competencies, and a leadership/organizational 
structure for public health dietitians/nutritionists in a project 
supported by the Public Health Agency of Canada that 
includes DC and other public health leaders on its Task Force 
(http://www.dietitians.ca/resources/resourcesearch.asp?fn=vie
w&contentid=8582).

.  
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“
 Funding –  

 In the absence of consistent funding mechanisms to support 
nutrition services in PHC, services have been developed in an 
ad hoc manner by various agencies with differing mandates. 
In some communities, previously available ambulatory care 
services operated through community hospitals have been 
closed, thereby eliminating access to nutrition services by 
primary care physicians. Other agencies may have been able 
to retain dietitian services, but in many cases the mandate 
of those dietitians is focused specifically on meeting the 
needs of those agencies, rather than promoting access to the 
community at large.  

 Across Canada, some provincial funding models support 
PHC team-based practices, resulting in new and emerging 
PHC teams (referred to in various provinces as collaborative 
practices, family health teams/networks, family medicine 
groups, physician integrated networks, primary care networks, 
PHC networks or PHC organizations); however the decision 
to fund a dietitian as part of the PHC team is most often at the 
discretion of the lead physician or administrative group.  In the 
recent development of 150 Family Health Teams in Ontario, 
75% of FHTs reported employing a Registered Dietitian 
(personal communication, P. Brauer, May 2009).  

 Some Registered Dietitians work in private practice, and 
provide services to support dietary change for those 
individuals with specific health risks. However such services 
are limited to individuals who have the financial resources to 
pay for services from their own pockets or with the support of 
supplementary health insurance.  These services do not meet 
the needs. 

 According to the current skills and practice registry of 
Dietitians of Canada (DC) (May 2009), the voluntary national 
professional association, there are 3369 dietitians working 
in primary health care practice settings [see Table 1 below 
for an estimate of numbers in each work setting].  However 
since dietitians can choose to identify more than one practice 
environment, these numbers can represent double or triple 
counting of actual numbers.  Since not all provinces collect 
detailed data on workplace, no statistics by province are 
available.

Adequate numbers of 
Registered Dietitians, 
working as members of 
the interdisciplinary PHC 
team and in public health 
positions, are needed 
to effectively implement 
healthy living strategies. 
The lack of population 
needs-based funding 
has created inequitable 
access  to  requ i red 
nutrition services.
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3.     Interdisciplinary3, collaborative group practices   
        comprised of a mix of health service providers (also 
        referred to as inter-professional collaboration (Barrett 
        et al, 2007)) based on community and individual  
        patient needs 
Team-based delivery of PHC provides integrated and 
comprehensive care to clients and ensures that each service 
is provided by the most appropriate provider. Inter-professional 
team-based care can strengthen providers’ ability to focus 
on prevention and efficiently coordinate care among different 
providers as providers work together to optimize health outcomes 
(HCC, 2008b).  Inter-professional collaborative practice provides 
consumer and family centred care where clients are engaged 
in their care and are encouraged to participate in making 
decisions about their own health and identify the health needs 
of their community (Davis et al, 2005; Dietitians of Canada, 
2006a). Evidence is accumulating to suggest that team-based 
care will provide more coordinated and cost-effective care and 
more opportunities to focus on wellness, prevention and patient 
education (Barrett et al, 2007; HCC, 2008a).  Team-based care 
has also been identified as a challenge due to misgivings and 
misconceptions among different professions about one another’s 
roles and responsibilities in a team environment (Conference 
Board of Canada; 2007).

3 Interdisciplinary is also referred to as multidisciplinary.  As described in the document, Working Together: Enhancing 
Multidisciplinary Primary Care in BC (BCMA, 2005):  In multidisciplinary care, “the role of non-physician providers can generally 
take one, or a combination, of three forms: (1) supplementary, whereby the non-physician provider extends the efficiency of the 
physician by assuming part of the tasks, generally those that are technical in nature and usually under the direction of the physician; 
(2) complementary, whereby the non-physician provider extends the effectiveness of physicians by undertaking additional tasks 
for which they are uniquely qualified to perform; and(3) substitutive, whereby the non-physician provider replaces the role of the 
physician for a select type of services. Source: (Starfield, B. Primary Care: balancing Health Needs, Services, and Technology. 
Oxford University Press, New York:1998, p.91).”

TABLE 1 - WORK SETTINGS OF CANADIAN PHC REGISTERED DIETITIANS (MAY 2009)

Work Setting of Current Members (n=3369) (%)
Private practice / consulting 26
Diabetes education programs or ambulatory medical clinics 20
Community Health Centres (CHCs), Centre Local de Services Communautaires 
(CLSC), or Health Service Organizations (HSOs)

16

Public health 12
Primary health care / call centre 11

Home Care   8
Grocery store / pharmacy / retailers   6
Health Maintenance Organizations (HMOs) <1

The inter-professional team
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“
In the Health Council of Canada’s survey of people’s experiences 
with PHC, only 17% of Canadians reported that another health 
care professional such as a dietitian works with their family 
doctor and is involved in their care (HCC, 2008a). Of the higher 
proportion of physicians not working in multidisciplinary care, 67% 
would like to practice with a dietitian (BCMA, 2005).  

Few interdisciplinary models providing nutrition services have 
been documented and formally evaluated in PHC settings.  A 
consensus process was undertaken by dietitians that included 12 
individuals from other health professions, to identify key features 
of interdisciplinary nutrition services in Ontario primary care 
settings, including provider roles and responsibilities (Brauer, et al, 
2006).  A service model was developed that placed the Registered 
Dietitian as the team member responsible for managing all aspects 
of nutrition services. This included: setting nutrition program goals, 
identifying gaps, supporting nutrition services of all providers and 
providing individual and group nutrition counselling.  Given the 
amount of trust and credibility invested in physicians by the public, 
the dietary advice they give is potentially extremely important. 
The most effective role a general practitioner can play in nutrition 
education for their patients is the “legitimization and reinforcement 
of public health information by brief advice” (Mant, 1997). The 
consensus process identified that all other providers would support 
nutrition services by: identifying willing patients for nutrition 
counselling, reinforcing nutrition counselling goals with patients 
and providing general nutrition advice (e.g. Canada’s Food Guide 
information) to those waiting for counselling (Brauer et al, 2006). 

The establishment of “collaboratives” is one approach to 
improving the performance of inter-professional teams in Canada 
that manage individuals with chronic health conditions (HCC, 
2007b). Collaboratives are teams that bring health care system 
managers and health care providers together to plan how to 
do things differently, to study the impact of change and to act 
on that knowledge. By enabling health care providers to share 
experiences, accelerate change and spread best practices, this 
quality improvement strategy has been shown to be effective 
in increasing patient and provider satisfaction as well as health 
outcomes. 

Registered Dietitians have been, and are currently involved in, 
a range of such initiatives across the country. Collaboratives are 
frequently applying a Model for Improvement that includes Plan-
Do-Study-Act (PDSA) cycles to test the effect of change in their 
practices (Langley et al, 1996).           

Registered Dietitians have 
been, and are currently 
involved in, a range of 
“collaborative” initiatives 
across the country. 
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PDSA is a shortened way for testing a change in the real work 
setting — by planning it, trying it, observing the results, and acting 
on what is learned (IHI, undated).  The PDSA cycle provides 
a method of testing whether a planned change will lead to 
improvement prior to implementing a change on a larger scale.  
Such approaches hold promise for development of collaborative 
care.

Another approach to improved collaborative care has been the 
development of inter-professional education (IPE).  IPE uses 
shared interactive sessions to promote different professional 
groups’ understanding of each other and working together to 
promote effective team-based practice.  Team Objective Structured 
Clinical Examination (TOSCE) is a tool that is being used to help 
address competency in team collaboration (Symonds et al, 2003). 
Limited evaluation of dietitians/dietetic students in IPE has been 
done to date (Whelan et al, 2005). 

Information technology can be a facilitating factor to achieve 
efficiency and effectiveness in accessing, sharing and 
coordinating health information with authorized providers of 
services. Information technology systems such as telehealth, 
electronic health records and wait-list management systems 
offer opportunities to advance quality of care, practice-based 
learning and quality improvement.  Some Canadian facilities have 
adopted a “standardized nutrition language” developed in the 
U.S. to provide consistent documentation of nutrition diagnoses, 
interventions and outcomes that can be used for electronic health 
records (Jenkins et al, 2006).  
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“
4.    Coordination and continuity between providers,  
       throughout the lifecycle and across all sectors that  
       impact on health, including links to public health
With continuity and coordination of services as goals, not all 
nutrition services need to be provided to a community by the 
same dietitian working in the same practice setting as other 
PHC providers. An effective networking and referral system that 
links dietitians and other care providers, working in a variety of 
community-based settings, and from a variety of human services 
sectors, would substantially improve continuity of care for clients. 
Limitations in the practice of one practitioner can be offset through 
linkage with dietitians with different mandates. Information 
technology already exists to facilitate this, but leadership from 
government is required for funding, technical support and 
standardization of electronic systems.

Continuity in care can be achieved by creating an integrated 
system of service delivery, supported through collaborative 
planning processes. The required systems must include health 
providers, inter-agency and cross-sectoral partnerships and 
consultation with stakeholder groups (Howard Research, 2000).

Table 2 illustrates how an effective referral network of Registered 
Dietitians, from a variety of community-based settings, can provide 
complimentary services that “deliver” the key elements of PHC. 

An effective network of 
nutrition services for PHC 
requires sufficient human 
resources in each setting 
to deliver the level of care 
needed by the population 
to be served. 

Coordination and continuity of care
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DIETETIC 
PRACTICE 
SETTINGS4

KEY ELEMENTS OF PRIMARY HEALTH CARE
Provides a 
Range of 

Comprehensive 
PHC Nutrition 

Services

Utilizes 
Population 

Health 
Strategies

Ensures 
Continuity & 
Coordination 

of Care Across 
the Lifecycle, 

Between 
Providers & 
Across All 

Sectors

Applies 
Interdisciplinary 
Practice & Team 
Relationships

Is Affordable
& Cost 

Effective5

Community Health 
Centre (CHC) 

√ √ √ √ √

Primary health 
care clinic (e.g. 
family health team, 
family medicine 
group, physician 
integrated network, 
PHC network 
/ organization, 
primary care network) 

√ √ √ √ √

Public health Focus is on 
population 
health promotion 
and disease 
prevention 

√ √ √ √

Home care Focus is on 
services for 
specific clients 
at risk or with 
existing medical 
conditions 

Focus is on 
services for 
specific clients 
at risk or with 
existing medical 
conditions 

√ √ √

Diabetes 
Education Centre 
/ Ambulatory 
medical clinic 
(supporting family 
practice and 
specialty practice); 
Mental health 
clinic/ eating 
disorder program

Focus is on 
services for 
specific clients 
at risk or with 
existing medical 
conditions 

Focus is on 
services for 
specific clients 
at risk or with 
existing medical 
conditions 

√ √ √
   Dependent 
   upon funding 
   models

Recommendations - continued 

TABLE 2 - DIETETICS PRACTICE: A COMPLEMENTARY NETWORK OF SERVICES RELATIVE 
TO KEY ELEMENTS OF PRIMARY HEALTH CARE

4 While the range of services varies between individual practitioners, agencies and provinces/territories; information is based on 
the usual mandate for these practice settings.
5 The potential for savings relative to decreased hospitalization and long-term disability as a result of nutrition intervention has 
been well documented (Pavlovich et al, 2004).
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TABLE 2 continued  - DIETETICS PRACTICE: A COMPLEMENTARY NETWORK OF SERVICES RELATIVE 
TO KEY ELEMENTS OF PRIMARY HEALTH CARE    

DIETETIC 
PRACTICE 
SETTINGS4

KEY ELEMENTS OF PRIMARY HEALTH CARE
Provides a 
Range of 

Comprehensive 
PHC Nutrition 

Services

Utilizes 
Population 

Health 
Strategies

Ensures 
Continuity & 
Coordination 

of Care Across 
the Lifecycle, 

Between 
Providers & 
Across All 

Sectors

Applies 
Interdisciplinary 
Practice & Team 
Relationships

Is Affordable
& Cost 

Effective5

Consulting / 
Private Practice  

√ Primary 
focus is on 
individuals and 
groups, rather 
than population 

√
Dietitian 
maintains own 
client record 
and liaises 
with other care 
providers as 
needed 

√ √
Fee for service 
is a barrier to 
some clients

Grocery store / 
pharmacy / retail 

√ √ n/a n/a √

Dietitian Call 
Centre

√ √
Primary focus 
is on individuals 
but may 
extend/augment  
services to 
the population 
through a 
website 

√ √ √

Other (including 
non-profit 
organization, 
school health, 
occupational 
health)  

 √ √ √ n/a √
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5.    Affordability and cost-effectiveness6 – PHC services 
       provide a culture of accountability, performance  
       measurement and quality improvement  
       (Health Canada, 2006)  
Evaluation of outcomes and cost-effectiveness were key outcomes 
of the PHCTF initiatives (Health Canada, 2007a) and are 
necessary to evaluate the ongoing performance of PHC activities.   
Numerous examples of successful programs and approaches 
used by Registered Dietitians have been documented in a variety 
of best practices documents (e.g. Dietitians of Canada, 2009), 
Dietitians of Canada Practice-based Evidence in Nutrition (PEN) 
online knowledge translation tool (http://www.dieteticsatwork.com/
pen/), and through the peer review literature, notably the Canadian 
Journal of Dietetic Practice and Research (www.dcjournal.ca).  A 
few examples illustrate the range of studies and programs to date. 

Prenatal nutrition programs that target high-risk pregnant women 
have been shown to improve long-term health outcomes in 
children, saving at least $8 for each dollar invested in the program 
(Duquette et al, 2008). The Montreal Diet Dispensary, whose 
programs target low-income, pregnant mothers at risk, uses an 
individualized approach to dietary treatment that combines a 
dietitian risk assessment with a specific nutritional rehabilitation 
program (Higgins et al, 1989).  This intervention has shown a 
reduction in LBW and preterm infants with an estimated savings 
of $41 million annually in treatment (Dubois et al, 1997; Higgins 
et al, 1989).  Today the Canada Prenatal Nutrition Program has 
demonstrated success in reducing the risk of LBW infants and 
increasing the proportion of mothers who breastfeed their infants 
(PHAC, 2007).  A cost effectiveness evaluation of the Canada 
Prenatal Nutrition Program is underway [expected to be completed 
in 2010] (PHAC, 2008). 

Nutrition screening, assessment and treatment are key factors 
to help maintain the health, independence and quality of life of 
Canadians and reduce costs of institutionalization. A screening 
initiative for seniors who were not already receiving diet 
services (Bringing Nutrition Screening to Seniors) showed that 
organizations serving seniors were able to identify individuals 
experiencing nutritional challenges, especially unintentional weight 
change, and link them with nutrition services in their community to 
improve nutritional health (DC, 2003). 

 

  

6 Cost-effectiveness is defined as better health at lower cost (Howard Research, 2000)

“Numerous examples 
of successful programs 
and approaches used 
by Registered Dietitians 
have been documented in 
a variety of best practices 
documents.

Affordability and cost-effectiveness
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Population health promotion strategies that promote healthy eating 
and active living help to reduce the incidence of chronic disease.  
A systematic review that examined the effectiveness of nutrition 
interventions for the prevention or treatment of chronic disease in 
PHC practice settings identified a number of dietary interventions 
associated with positive health outcomes (Ciliska et al, 2006). 
Overall results support the benefits of more intensive interventions 
with specific guidance (such as specialized programs that would 
include a dietitian) rather than brief encounters with general advice.   

Clinical practice guidelines establish a clear benefit for dietary 
interventions in the management of hypertension and dyslipidemia 
(Khan et al, 2008; McPherson et al, 2006). Multiple risk factor 
interventions (using combinations of diet, exercise, weight 
loss, and smoking cessation) have demonstrated reductions in 
cardiovascular risk factors (e.g. blood pressure, blood cholesterol) 
(Ciliska et al, 2006), along with medication therapy.  Gaps in 
primary care treatment services for cardiovascular risk factors 
suggest potential for improvements.  Data from an Ontario primary 
care cohort identified that 14% of individuals had dyslipidemia and 
17% had hypertension, many of whom had other co-morbidities.  
About two-thirds of individuals were untreated and diet therapy 
was not mentioned in care (Petrella, 2007a and 2007b).  In 
particular, effective strategies for achieving nutrition and lifestyle 
goals and subsequent risk factor reduction include personal or 
family counselling and behavioural modification techniques (e.g. 
goal-setting, self-monitoring) (Ebhram et al, 2006; Gaede et al, 2003). 

The Diabetes in Canada Evaluation (DICE) study examined the 
management of diabetes in the Canadian primary care setting 
and  identified that many people with diabetes were inadequately 
controlled (49% of 2473 charts examined with AIC ≥ 7.0%) and 
had high rates of co-morbidities (63% with hypertension, 59% 
with dyslipidemia) (Harris et al, 2005). Lifestyle interventions were 
identified by family physicians as the major strategy required for 
79% of patients that were inadequately controlled.  

Lifestyle interventions delivered by dietitians that support healthy 
eating, exercise and achieve weight loss have been shown 
to reduce the risk of developing diabetes by close to 60% in 
individuals at risk for diabetes (Tuomilehto et al, 2001) and 
continue to decrease diabetes risk even after the intervention 
stopped (Lindstrom et al, 2006; Li et al, 2008).  Furthermore the 
costs of lifestyle interventions to prevent diabetes are lower than 
the cost of pharmaceutical interventions (Knowler et al, 2002; 
Herman et al, 2005). 
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“
To treat individuals with diabetes, programs that are tailored to the 
individual’s needs and build an individual’s capacity can improve 
outcomes.  Diabetes self-management education (DSME) includes 
knowledge, diet and other lifestyle behaviours, development 
of skills to improve glycemic control and coping skills (Norris, 
2001).  DSME has been shown to be effective in improving 
quality of life outcomes and glycemic control when conducted 
in community settings (Ciliska et al, 2006).  Utilizing the skills 
of dietitians to conduct DSME in PHC settings promotes self-
care and reduces costs associated with diabetes complications. 
Nutrition interventions ranging from nutrition counselling by a 
Registered Dietitian targeted at high-risk groups to population-
wide interventions targeting healthy eating behaviours have been 
demonstrated to improve health outcomes and be cost-effective 
(Dalziel et al, 2007; Pavlovich et al, 2004; Urbanski et al, 2008).  

About one third of cancer cases could be reduced by healthy diet 
choices, being physically active and maintaining a healthy weight 
(WCRF/AICR, 2007). Population health strategies that promote 
an increased intake of vegetables, fruits and whole grain foods as 
well as encourage food choices and physical activity to promote 
a healthy weight are important in reducing cancer risk (WCRF/
AICR, 2007). These population health strategies also apply to the 
prevention of heart disease and diabetes (ADA, 2008; AHA, 2006).    

A large body of evidence indicates that interventions provided by 
dietitians working in collaborative PHC mental health programs 
can improve nutrition-related outcomes in individuals with mental 
health issues (Dietitians of Canada, 2006a).

Obesity prevention requires a multisector approach with efforts 
invested in all life cycle groups.  For treatment of overweight 
and obese adults a comprehensive lifestyle intervention is 
recommended with dietary intervention provided by a dietitian 
designed to achieve weight loss and obesity-related symptoms 
(Obesity Canada, 2007).  Individual and small group counselling 
is recommended for dietary interventions for obesity prevention in 
adults as lower intensity interventions (e.g. counselling by mail and 
financial incentives) have not been shown to be effective (Ciliska, 
2006; Obesity Canada, 2007; Reeder et al, 2006).  A recent 
evaluation of a dietitian-led intervention for adults with obesity and 
type 2 diabetes that consisted of individual and group education, 
support and referrals to community resources over one year, 
demonstrated that in comparison to usual care, the intervention 
led to modest reductions in health care costs resulting from fewer 
hospital admissions (Wolf et al, 2007).  

Nutrition services are 
cost-effective.  Population 
needs-based funding is 
required to establish and 
sustain nutrition services 
in PHC.
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Adequate nutrition services in PHC (public health 
and primary care) settings is required to ensure the health of 
Canadians.  Registered Dietitians provide leadership in team 
efforts to support the nutritional health of the population through 
health promotion, disease prevention, treatment, support and 
rehabilitation.  Substantial progress has been made to reform 
the PHC system across Canada.  Much more remains to be 
done. 

Dietitians of Canada recommends that provincial and federal 
policy decision-makers:

 Develop and apply appropriate population needs-based 
funding mechanisms to support PHC nutrition services 
within their jurisdictions

 Establish effective systems to integrate nutrition services 
into all models of PHC

 Support systems for effective monitoring and ongoing 
evaluation of PHC nutrition services to ensure 
effectiveness and efficiency 

Dietitians of Canada further recommends that professionals 
involved in implementation and evaluation of health services:

 Establish long-range plans that ensure nutrition services 
match PHC needs of communities

 Implement appropriate population needs-based funding 
mechanisms to support PHC nutrition services within their 
jurisdictions

 Integrate nutrition services in all areas of PHC, including 
public health, telehealth, and other approaches to promote 
nutritional well-being 

 Monitor and evaluate PHC nutrition services to ensure 
effectiveness and efficiency 

Conclusions and 
Recommendations 

“Registered Dietitians 
provide leadership in 
team efforts to support 
the nutritional health of 
the population through 
h e a l t h  p r o m o t i o n , 
d isease prevent ion, 
treatment, support and 
rehabilitation.  
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Dietitians of Canada further recommends that professional 
associations, educators, researchers, practitioners and others 
involved in PHC development:

 Promote strong inter-professional collaborative education and 
practice, including the expertise of Registered Dietitians as 
integral members of PHC teams 

 Continue to develop and evaluate new models for inter-
professional PHC nutrition practice, with a particular focus on 
prevention and treatment of Canada’s major chronic diseases

Dietitians of Canada, through its membership, remains 
committed to the ongoing development of a strong reformed 
PHC system, where every Canadian has access to the 
appropriate nutrition services needed to support health.
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The following table provides illustrative examples of how dietitians in the PHC context employ strategies 
that affect the entire population as well as strategies that impact on individuals who have health problems or 
are at risk of developing them.  These examples are not intended as an inclusive array of services, but are 
illustrative of the range of dietitians’ services provided in PHC. 

Appendix A:   
The Practice of Registered 
Dietitians in Primary Health Care

Strategies Illustrative Examples of Action

HEALTH PROMOTION

Build healthy public policy 
– health is on the agenda of 
policy makers in all sectors and 
at all levels  influencing policy 
decisions that impact on health 

 Work with community advisory boards to establish “healthy community” 
policies affecting a variety of sectors that impact on access to healthy food 
choices - e.g. community recreation centres; schools; workplaces 

 Consult with government in setting food assistance rates to ensure those on 
social assistance have sufficient resources to purchase healthy food

 Conduct research on the nutritional intake of populations to inform policy 
development on food fortification and food guidance systems 

 Provide consultation and feedback on revisions to the 2007 “Eating Well 
with Canada’s Food Guide”

 Participate on scientific committees to establish nutrient requirements of 
populations 

 Work with government ministries to strengthen the nutrition component 
of the health curriculum in schools and create policies to support healthy 
school environments

 Work with community planners regarding the built environment, food, health 
and food secure communities

 Collaborate with organizations to establish nutrition practice guidelines 
for various sectors (e.g. guidelines for infant feeding, chronic disease 
prevention);  establish nutrition practice guidelines for use by provincial 
telephone patient information call-in lines

 Establish nutrition practice guidelines for use by provincial tele-health 
patient information lines (e.g. EatRight Ontario, B.C. Dial-a-Dietitian)

Create supportive 
environments – work and 
leisure conditions support 
healthy choices 

 Consult with workplace and educational institution food service to suggest 
healthy options on the menu

 Assist communities to establish community kitchens (including helping with 
the physical design of the community kitchen), buying clubs, community 
gardens, shopping and cooking skill programs  to promote lower cost 
healthy eating, food safety and peer support for low income populations

 Consult with community-based congregate meal programs in seniors’ 
centres to ensure access to a variety of healthy choices 

 Work with grocery retailers to develop “senior friendly” shopping facilities 
that help maintain the independence of seniors to do their own food 
purchasing 

Strengthen community action 
– communities are supported 
with access to information, 
learning opportunities and 
funding 

 Conduct food safety seminars with volunteer organizations that provide 
community catering, thereby reducing incidence of food-borne illness 

 Work in partnership with Family Resource Centres and Early Years Centres 
to help build capacity of families and communities to address food security 
issues and support nutritional health of children 

 Manage and train peer support workers in programs targeting vulnerable 
populations such as pregnant teens, First Nations people, seniors and in 
programs to promote safe food selection, preparation and storage (e.g. 
Community Food Advisor Program)   

TABLE 3 - THE PRACTICE OF REGISTERED DIETITIANS IN PRIMARY HEALTH CARE
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Strategies Illustrative Examples of Action
HEALTH PROMOTION - continued

Develop personal skills 
– opportunities are available to 
increase knowledge and skills 
that lead to health-enhancing 
choices 

 Conduct supermarket tours on reading labels to teach shoppers how to 
make healthy choices at the point of purchase  

 Provide basic skills training for independent living to group homes for the 
developmentally challenged  

 Consult with new parents to address infant and toddler feeding, 
development and food/feeding-related concerns (e.g. provide parent 
education workshops on a wide range of topics including, “How to Make 
Your Own Baby Food” to “Letting Your Child Help Out in the Kitchen”.) 

 Work with daycares and schools to promote healthy eating (e.g. Kids in the 
Kitchen) 

 Work with seniors groups and individuals diagnosed with mental illness to 
support healthy eating 

 Establish liaisons with a variety of local media to ensure they have timely 
access to a reliable source of sound nutrition information of interest 
to the public; work with media to promote healthy eating (e.g. food 
demonstrations, cooking shows) 

 Develop social marketing campaigns to target health promoting behaviours 
(e.g. increased fruit and vegetable consumption and support for 
breastfeeding)

 Use self-management education strategies to increase knowledge and 
capacity among patients/clients

Reorient health services 
– there is recognition and focus 
on enabling communities and 
citizens to take more control over 
their health  

 Facilitate networks and referrals between dietitians & other health providers 
working in primary health care settings to ensure communities and clients 
have direct access to the range of health services (e.g. private practice 
dietitians, public health nutritionists, dietitians working with home care, 
outpatient dietitians, tele-health dietitians) as well as non-traditional, 
alternative health services 

 Train other providers (e.g. physicians, nurses, peer workers) and 
professionals in other sectors (e.g. social services, teachers, recreation and 
fitness leaders, dental assistants) on basic nutrition and health promotion 
to complement – not replace – dietitians’ expertise e.g. educate PHC 
team members about nutrition therapy used for individuals to reinforce 
behavioural and self-management strategies in a consistent manner   

 Assist PHC teams to adopt population health strategies e.g. help to build 
patient registries, learn about their populations and develop long-term 
strategies for disease prevention and health promotion

DISEASE PREVENTION  Train home care workers in nutritional risk identification to identify and refer 
nutritionally vulnerable clients 

 Provide nutritional assessment and counselling for high risk pregnant 
women (e.g. teens, vegetarians, low income persons) to reduce incidence 
of low birth weight infants 

 Develop educational resource materials to promote heart healthy eating for 
individuals with elevated blood lipids  

 Provide counselling on dietary modification and active living for women with 
gestational diabetes or hypertension to promote maternal and infant health 

 Work with professional practice groups to establish standards for prevention 
and treatment of individuals with, or at risk for, diabetes 

 Identify feeding issues / failure to thrive in infants and nutrition issues in 
preschoolers (i.e. obesity and malnutrition using NutriSTEP – Nutrition 
Screening Tool for Every Preschooler) and follow-up as needed

 Provide family and individual counselling for overweight and ‘at risk for 
overweight’ children to address childhood obesity 

 Develop parent educational resource on “peanut butter-less” lunch and 
snack ideas to meet the requirements of “No Peanut” policy schools.  
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Strategies Illustrative Examples of Action
TREATMENT  Provide nutrition and lifestyle counselling to reduce the risk of chronic 

disease
 Provide healthy lifestyle counselling to individuals with obesity, diabetes 

and hyperlipidemia along with their families to reduce the incidence 
of complications/co-morbidities; counselling strategies include: self-
management, behavioural modification and strategies to address 
individuals’ barriers to healthy lifestyle change.

 Provide a community-based diabetes program that utilizes interdisciplinary 
teams (e.g. dietitian-nurse team) to offer group education classes for people 
with pre-diabetes and type 2 diabetes

 Ensure evidence-based nutrition practices are followed in interdisciplinary 
clinics (e.g. hypertension, diabetes, failure to thrive pediatric clinic)  

 Provide medical nutrition therapy to manage a broad range of medical 
disorders that addresses complex interactions between nutrients, 
medications and metabolic processes e.g. in diabetes care, integrate the 
effect of insulin and other medications with nutrient intake, activity patterns, 
and changes in nutrient metabolism that occur with diabetes, while at 
the same time managing nutrition therapy for co-morbidities such as 
hypertension and dyslipidemia

 Connect individuals and their families to community supports 
 Provide case management expertise in coordinating treatment and services 

of multiple care providers to ensure continuity of care for clients e.g. 
transitioning a frail elderly client to a long term care home

REHABILITATIVE/SUPPORTIVE  Nutritional support (including home enteral or parenteral nutrition) to 
optimize nutrition status for: 
-   Immunodeficiency disorders 
-   Palliative care 
-   Trauma 
-   Dysphagia 
-   Developmentally disabled 
-   End of life care
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