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INTRODUCTION

Although prescribing oral nutritional supplements (ONS) is
a common part of nutrition therapy for adult malnutrition,
little is known about how dietitians experience the deliv-
ery of this intervention. ONS are medical nutrition prod-
ucts recommended to be added when food-based strategies
are insufficient."*? Multi-nutrient liquid supplements are
the most frequently used ONS, although they also exist in
powder and pudding form.> ONS prescriptions are similar
to medical prescriptions because they are prescribed to pa-
tients, and are often dispensed by pharmacies and recom-
mended for use under medical supervision.* However, ONS
usage is often described as problematic, for example, as a
result of the acceptance of taste, texture or volume, result-
ing in low compliance (or adherence).>®”* To optimise com-
pliance, it is recommended that the nutrition therapy with
ONS be individually tailored and that patients’ preferences
for type of supplement, flavours and manner of consump-
tion should be taken into account.”

Although dietitian support appears to be central when
aiming for improvements in ONS prescribing appropri-
ateness,'’ dietitians lack independent prescribing rights
in many countries."'**'* Accordingly, other ONS pre-
scribing healthcare professionals have expressed a lack of
confidence when prescribing ONS'? and in choosing the
ONSS that is most appropriate.'” One solution proposed by
Irish general practitioners to better tackle malnutrition
and ONS management was greater access to dietetic ser-
vice."? In Sweden, dietitians, doctors and, in one out of 21
regions, district nurses have prescribing rights for ONS
to adult hospital outpatients and free-living patients in
the community, although dietitians are generally respon-
sible for this task.'® An ONS prescription in this context
involves both communicating a recommended intake of
the specific food (here ONS) based on a nutritional assess-
ment,"” as well as conducting a subsidised distribution of
ONS to the patient. This entails an autonomous dietitian-
led process concerning ONS, which is not dependent on
permission or involvement from other healthcare profes-
sionals. Because dietetic professionals are suggested as a
solution to the challenge of prescribing ONS'* and as the
best in making the choice of which supplement to use,"
this Swedish setting is suitable for gaining more knowl-
edge on dietitians’ experiences from performing this task.
Even though there are recommendations on how to de-
liver an appropriate ONS prescription (e.g., set desirable
goals, tailor it individually, advice on food first strategies
and monitor continuously),”' researchers scarcely report
on important details of ONS interventions, thus making
it difficult to replicate successful trials."® Insights into
important features of the dietetic professional practice
of prescribing ONS would be valuable for characterising
key aspects of a successful ONS prescription. Therefore,
the present study focuses on dietitians’ experiences of the
prescribing process following a decision that a patient
qualifies for a subsidised prescription. Consequently, by
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exploring those experiences, we aim to obtain a deeper
understanding of specific aspects that are of importance
for dietitians when providing a nutrition therapy includ-
ing ONS.

METHODS
Study design

This is an explorative qualitative interview study focusing
on dietitians’ experiences of the phenomenon of prescribing
ONS. The study was inspired by phenomenological philoso-
phy in line with a study using Systematic Text Condensation
(STC) as analysis procedure,'*** and took on a pragmatic
theoretical approach.”*! Approval for the study was sought
from the Swedish Ethical Review Authority (Reference No.
2019-01198) and informed consent was obtained from all
participants.

Study participants and recruitment

Dietitians who regularly prescribed ONS to adult outpa-
tients and who worked in all clinical settings and regions
of Sweden were invited to participate via the Swedish
Association of Clinical Dietitians’ homepage, newsletter
and Facebook group. Out of 1800 dietitians in Sweden,** ap-
proximately 1300 are members of the association.”® To en-
sure a sufficient number of participants, in a second step of
the recruitment process, managers of dietetic departments
in geographical areas not yet covered were contacted and
asked to spread the word about the study among their em-
ployees. This purposive sampling technique aimed to in-
clude dietitians with a broad range of experiences connected
to prescribing ONS.?' In line with the concept of adequate
information power, recruitment ceased when we found the
interviewees’” descriptions to fulfil the aim of gaining new
insights and understandings connected to the phenomena of
prescribing ONS.** Thirteen dietitians were recruited, and
all were women with a mean + SD age of 36 + 12 years and
had, on average, 10 + 10 years of working experience. Seven
dietitians worked in primary healthcare, providing nutrition
therapy to a mixed group of patients, where the frail elderly
were the main category being prescribed ONS. Six dietitians
worked in hospitals, where some of them were specialised in
one field of expertise such as oncology or gastroenterology,
and others worked at smaller hospitals within a wide range
of medical specialties. The dietitians are named as D1-D13
in the results section. Seven out of 21 Swedish regions were
represented by the dietitians and, in these regions, ONS pre-
scriptions were subsidised for patients with malnutrition or
at nutritional risk. However, the degree of subvention (e.g., a
patient fee of €0.5 per bottle or a three-level system of €30, 80
or 140 per month depending on amount prescribed), prod-
uct selection and the delivery of the products were locally
organised within each region.
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TABLE 1 Analysis process according to Systematic Text Condensation steps 1-4Y
Preliminary themes®
(step 1) Code groups (step 2) Subgroups (step 3)
Acceptance/taste If it doesn’t taste good, they won’t

drink it

Navigating/‘dancing’ The flexible ONS treatment

with the patient

Simple and effective To make them take it

The conversation as tool

Organisation and cost

Self-management

Abbreviations: ONS, oral nutritional supplement.

Acceptance as the biggest challenge

To find a flavour that works

Facilitate ONS use - navigating the welfare system

Shared tailoring of the ONS
prescription

The tailored intervention

The adjustable prescribed amount

Supporting and facilitating
ONS use

The Preliminary themes should be regarded as separated from the Code groups because each theme is not directly connected to one specific code group but rather worked

out as a starting point when forming the code groups.

Data collection

The individual semi-structured interviews were conducted
by the first investigator (ELi) between October 2019 and
April 2020. Based on reviewed literature and the study aim,
an interview guide was created (see Supporting information,
Appendix S1) with open-ended questions concerning experi-
ences of prescribing ONS. The interview guide was tested in
one pilot interview with a dietitian working in clinical prac-
tice; thereafter, minor changes were made. Each interview
began by asking the dietitian to describe an ordinary day at
work and continued by asking for a description of how she
delivers ONS prescriptions in everyday practice. We aimed
to capture areas regarding experiences of (i) the prescription
occasion; (ii) the follow-up of a former prescription; (iii) pa-
tient usage of ONS and potential struggles faced; and, finally,
(iv) the dietitians’ conceptualisation of ONS. Prompts and
follow-up questions were used in order to capture in-depth
descriptions of the participants’ experiences in everyday
practice.” The locations for the face-to-face interviews were
meeting rooms at the dietitians’ work-places (n = 8), at restau-
rants (n = 2) and in the home environment (n = 2). One inter-
view was rescheduled as a telephone interview as a result of
travel restrictions because of the spread of COVID-19 during
spring 2020. The interviews lasted from 39 to 68 min (mean of
55 min) and were audio-recorded and transcribed verbatim.

Data analysis

Data analysis was conducted following STC, a procedure for
thematic cross-case analysis'® and NVivo 11 Plus®® was used
to organise the data. All four investigators were involved in
the analysis in collaboration, with ELi carrying out the prin-
cipal coding of the material. The investigators are all regis-
tered dietitians, with experience in clinical practice. The first
investigator (ELi) holds a clinical position at a university hos-
pital but is on leave of absence during the doctoral studies.
The other three investigators hold academic employments
(AA - Ass Prof; EL6 — PhD; MN - Prof Emer), conducting

research and teaching within the field of nutrition and dietet-
ics. No relationships were established with the interviewees
prior to commencement. However, because the dietetic work
force is small in Sweden, the dietitians were more or less ac-
quainted with the research group. The STC analysis followed
four steps. In the initial step (1), all four investigators read
parts of the transcripts to gain a general impression of the
material and agreed upon preliminary themes. In the second
step (2), ELi identified meaning units representing descrip-
tions of prescribing ONS and sorted them into code groups.
In line with STC guidelines, those selected meaning units
were limited to ‘talk relevant for the study question)” p. 797).
In the third step (3), subgroups were created and the content
within each subgroup was further rewritten into a condensate
by ELi. All four investigators discussed and agreed upon the
code groups, subgroups and their labels continuously dur-
ing recurrent analysis meetings. Finally, (4) the condensates
were used as starting points for synthesis and an analytical
text. The analysis process was performed in an iterative mode:
interviewing, transcribing and coding parts of the material in
a mixed stepwise manner. In line with the phenomenological
attitude and a data-driven study approach, our ambition was
to bracket our preconceptions, as in phenomenology, refer-
ring to an intention to stay atheoretical and open minded, and
to keep the dietitians’ voices in focus.””*" In the latter phase
of the analysis, we went back and forth between the dietitians’
descriptions and theory/literature, following an editing analy-
sis style."®” Themes, code groups, subgroups and final cat-
egories are presented in Table 1. After finishing the analysis
process, aiming to deepen the understanding, the results were
interpreted though the shared decision-making framework*®
and the model of the Behaviour Change Wheel.” This elabo-
ration is covered in the Discussion.

RESULTS

The dietitians described food-based strategies as the base of
the nutritional intervention for malnutrition, although ONS
was often talked about as being more simple and achievable
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for many patients. The dietitians described a complex pro-
cess once they had decided that a person could benefit from
and was qualified to have a prescription of ONS. Two final
categories reflecting important aspects for the dietitians
when prescribing ONS were identified and labelled as
‘Shared tailoring of the ONS prescription” and ‘Supporting
and facilitating ONS use’. Additional illustrative quotes are
provided in the Supporting information (Appendix S2).

Shared tailoring of the ONS prescription

Because patient acceptance and involvement, in combination
with dietitian flexibility, were expressed as essential when pre-
scribing ONS, a picture of a shared tailoring process was iden-
tified. Patient acceptance was described as challenging and
highlighted as the primary reason determining whether or not
patients took their ONS. The sweetness or the metallic taste
was recurrently addressed as the major taste obstacles. The di-
etitians described individuals’ preferences as very diverse.

Some of the patients are like “oh, it's so tasty,
I could just eat those (ONS)”, while some say
“this is the most disgusting thing I've ever
tasted”. So, the patients’ views are very varied
(D2, hospital)

For those patients accepting the taste of ONS, an uncompli-
cated and successful treatment was often described. If the pa-
tient did not like the taste of the ONS, the dietitians considered
the prescription to be inappropriate. Therefore, all dietitians
stressed the importance of letting the patient try out the sup-
plements before writing a prescription and arranged for test-
ing trials in different ways, depending on the context. For the
dietitians, having patients who had problems with accepting
ONS was challenging because it meant that an effective solu-
tion to the nutritional problem was not an option:

And the biggest challenge for us who have to
prescribe or recommend it is that we hope
they'll like it, that it works out. Otherwise, it
won't work. So that's a major issue, and the big-
gest challenge to make it work is the acceptance

(D12, hospital)

Several dietitians expressed that having an extensive variety
of products available for prescription was helpful. The process
of finding ‘the right’ (D10, primary healthcare) supplement that
the patient liked and accepted was described as important and
sometimes comprehensive. If the patient did not like any of the
initial products tasted or if the preferences had changed, they
could be offered more trials with other flavours. One dietitian
who made home visits to elderly patients described the process
of finding accepted products in the following way:

I find the order that I've made and ask if there's
one that they have tasted that they prefer. And
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often, there are some (ONS) they haven't tasted
and then we can try them out when I'm there.
Then, I can also see how they react and what
they think about it

(D13, primary healthcare)

If a patient could not accept the optimal products as being
suitable for a prescription, the dietitians described turning to
less optimal ones in order to achieve at least a somewhat better
nutritional status than before. Liquid milk-based supplements
were generally described as the optimal ones, whereas products
with less extensive nutrient profiles were presented as less op-
timal (e.g., juice-based supplements and fat-emulsions). Many
dietitians also expressed the choice of a ready-made liquid sup-
plement as being more simple and hence more successful than
powder supplements or supplements that required the patient
to make an effort:

If they like one of them that I maybe wouldn't
have chosen as a first choice, then it is still much
better that they take the one they like, rather
than the optimal one, because it's better than
nothing. I think

(D5, hospital)

Powders and stuff, it's pretty seldom I prescribe
those since I think it isn't as effective or doesn't
become as much in the end. It also takes a bit
more effort for the patients to prepare something
with this powder. Ready-made ONS is much eas-
ier. It's just to open the bottle and drink it

(D3, primary healthcare)

The dietitians shared that, if the patient expressed resis-
tance towards being prescribed ONS, it was important to
respect their choice. They endorsed having a collaborative rela-
tionship where other solutions were then negotiated. Although
those were mainly food-based solutions, enteral and parenteral
nutrition were also mentioned, primarily by hospital dietitians:

A lot of compromising with the patient. And of
course, it should be on their, I am there for their
sake. They shouldn't do anything for my sake,
but you have to make deals with them. Yes, like,
can you possibly eat and drink this, and then
most of the times they usually agree to it

(D13, primary healthcare)

The dietitians described the amount prescribed as flexi-
ble and adjustable. Having an authoritarian and informative
consultation style was not viewed as desirable. Moreover, the
dietitian's clinical judgement on the optimal ONS amount re-
quired was often adjusted according to the patient's wishes and
his or her ability to drink it. For example, the decision about the
amount prescribed could be initiated by asking the patient how
many supplements he or she could manage per day, and the
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prescription could initially contain one per day even though the
patient was evaluated as requiring three. At follow-up appoint-
ments, the prescribed amount was often changed based on ac-
ceptance and how many supplements the patient had consumed
since the previous time. Also, body weight and total energy in-
take were important parts in deciding on continued amount.
Another aspect of the flexible amount prescribed comprised
reports about prescribing a range of ONS (e.g., 2-3 per day in-
stead of a fixed amount). Arguments for this strategy were that
the dietitians wanted to avoid making patients feel like they were
forced to take ONS, to give patients freedom of choice and to
support them in taking an active role in their nutrition therapy:

I usually say yes, you can drink between two
or three per day, that's not a problem. So I don't
know, maybe it confuses them, gets a bit grey but
typically the patient says him or herself that yes, I
can drink one per day, and then I say yes, then we
have one per day and that's the prescription then
(D8, hospital)

Some dietitians also mentioned educating patients on en-
ergy and nutrient contents of foods for them to be able to com-
pensate for missed meals with ONS on their own. Both patients
with cancer undergoing oncological treatments and patients
with inflammatory bowel disease with episodes of active dis-
ease were acknowledged as groups where this self-regulating
strategy was applicable.

If you can't eat the whole dinner, for example,
then you should take two ONS. If you can eat
half a dinner and half a lunch, then it is two
ONS together for those, and if they have better
appetite then they have to drink less. It is hard
for me to say exactly how many they should
take during a day since there's a big variation
from day to day. They have to feel that it's a re-
sponsibility they need to take

(D5, hospital)

Even if the dietitians expressed being very flexible with the
amount prescribed, they also mentioned using fixed amounts,
especially when they perceived the patient would benefit from
having a specific recommendation. For example, one dietitian
highlighted the importance of a clear and fixed prescription
when communicating with the homecare service. In addition,
another dietitian working at a hospital described situations
where doctors sometimes decided if the patient was to be pre-
scribed a complete ONS-based diet temporarily. The dietitian
explained that these prescriptions were strict recommenda-
tions with no room for patient involvement.

Supporting and facilitating ONS use

The dietitians shared many experiences about supporting and
facilitating ONS usage in the dialogue with patients and also

by navigating external system entities such as payment level,
ONS delivery and support from others. By informing, explain-
ing and motivating, the dietitians encouraged ONS use. For
example, they stated that they informed patients about ONS
benefits such as the high calorie content in a small volume and
also on how to make ONS more palatable (e.g., by mixing it
with different seasonings or serving them in a pleasant way).
They also emphasised informing patients that ONS should
not replace food but, instead, be used as an add-on. Having a
well-informed patient, who understood the aim of ONS, was
viewed as important for achieving patient compliance. Several
dietitians pointed out that communicating a detailed prescrip-
tion beyond the amount, including time-frame and serving
instructions such as ‘drink half the bottle in the afternoon and
half the bottle before you go to bed’ (D2, hospital) achieved bet-
ter results than if it was left up to the patients to experiment for
themselves. Another strategy for motivating ONS intake was
to talk about ONS as medications to make patients take the
prescription more seriously and improve compliance.

It feels as if our prescriptions aren't taken se-
riously. But then, if you say that this is like a
medicine for you ..., then I feel that they might
take it a bit more seriously

(D3, primary healthcare)

When the dietitians shared their experiences of price sub-
vention, delivery of the products and patient's dependency on
the social system, a picture of the Swedish welfare system and
its impact on ONS use appeared. Constantly navigating within
this system, the dietitians described an active role in facilitat-
ing ONS use that often reached beyond the individual patient
encounter. Price was perceived as central to patients and, as
long as they accepted that the taste and the price was low, a
great number of patients were described as finding an ONS
prescription as being convenient. By contrast, dietitians per-
ceived that, when patients were in a bad economic situation or
if there was an increase in the payment fee, then patients were
reluctant to comply with the ONS prescription. The solution
could be having no prescription at all or prescribing a lower
amount than what was optimal. Some dietitians also described
being tempted to bypass the payment rules (e.g., by not increas-
ing the fee even though they should).

I think it's a bit hard to have that power because
it plays on our conscience when someone can't
afford it. Then it's a question of conscience -
should I help you or not, even though I'm not
allowed to

(D5, hospital)

Dietitians expressed that home-delivery of ONS was com-
mon and superior to having patients pick it up at the healthcare
unit or at a pharmacy. The interviews reflected that dietitians
had to be very involved regarding the delivery of ONS because
this was a prerequisite for patients to drink it in the end. Even
if the system of delivery was set by the region, dietitians could
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facilitate for patients; for example, by choosing home-delivery
instead of self-pickup, even though it was more expensive for
the hospital or by letting patients call them if they could not
manage to order a refill delivery by themselves.

For those who suffer from the most severe de-
mentia, I have put in a notification in my cal-
endar to order a delivery every month because
it's no idea to even let them try. Then, I do it for
them because then I know they'll drink it

(D13, primary healthcare)

Treating patients with ONS who were dependent on oth-
ers (e.g., frail elderly with dementia or people with function
disabilities) was described by one dietitian as ‘inducing an
extra element of non-compliance’ (D12, hospital). Those situ-
ations meant that the dietitians had to inform and motivate
home-care staff, personal assistants and family members to
encourage them to serve ONS according to the prescription. In
several interviews, the dietitians mentioned that the success of
the ONS intake was often on the individuals surrounding the
patient and how motivated they are when it comes to nutrition.

DISCUSSION

Shared tailoring and provision of support to facilitate ONS
use are two important aspects when the interviewed di-
etitians prescribe ONS. The dietitians described having a
very flexible approach towards the ONS prescription con-
tent, emphasising the importance of patient involvement.
A patient-led and humanistic approach has previously been
shown to be appreciated and perceived as helpful by patients
in dietetic consultations.”®®" Individualising care, accord-
ing to the patients’ needs and desires, as well as redistribut-
ing power to the patient, have been identified as important
parts of a patient-centred care approach within dietetics.*
One strategy for redistributing power to the patient, an ideal
emphasised by the dietitians in this study, is to implement
shared decision-making. In 1997, Charles et al.*® presented
four characteristics of shared decision-making, namely that
(i) it involves two parties, the healthcare professional and the
patient, and (ii) both parties take steps to participate in the
decision-making process for the patient's care and treatment.
Furthermore, shared decision-making implies that (iii) both
parties share information [e.g., about treatment alternatives
(healthcare professional) and illness narratives and values
(patient)]. Finally, (iv) a decision is made, following both
parties” involvement and agreement.?® All these four steps
were mentioned by the dietitians as important parts of the
ONS prescription process. The ‘at least two-party prerequi-
site’ (i) and ‘that both parties should take steps to participate
in the treatment decision’ (ii) are clearly evident in the de-
scriptions of the tailoring process. Moreover, the dietitians
described how they shared information about alternative
treatments when ONS was not an option and that patients
shared views on the ONS acceptance and preferences for
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treatment alternatives (iii). Finally, a shared decision is made
about prescribing ONS where ideally the patient is involved
in selecting flavours/products and amount prescribed (iv).

This process of shared tailoring of the prescription and the
highly individual preferences, as described by the dietitians,
strengthens previous research on the value of having a wide
ONS product selection from which to choose.” Nonetheless,
even if a person-centred care approach is desirable, this
shared tailoring process might result in a prescribed amount
that is lower than what is suggested as clinically beneficial
such as at least 30 kcal day™ »* or 600 kcal day™".” However,
the dietitians expressed that they compensated for too low
prescription amounts by, for example, intensifying their
emphasis on food-based strategies. Similar to these results,
in a literature review on nutritional interventions in older
adults at risk of malnutrition, dietitian-combined nutri-
tional counselling with ONS was most effective followed by
dietitian-delivered nutritional counselling alone and, lastly,
ONS alone.”

Both result categories identified in this present study are
closely connected to the discussion on compliance or ad-
herence to ONS and contribute by presenting strategies per-
ceived by dietitians as supportive for patients’ ONS use. As
previously identified, both patients and dietitians found that
counselling and support, beyond education, were important
for improving adherence to the nutrition therapy.”*** In the
continuing discussion, we acknowledge the challenge faced
by patients in initiating and continuing to drink ONS as a
behaviour change problem. Thus, our findings will be dis-
cussed in relation to the Behaviour Change Wheel (BCW),
which is a framework for characterising behaviour change
interventions.”>>® In Figure 1, we have added our study find-
ings to the BCW framework and present examples of strate-
gies used by the dietitians to support the behaviour ‘to drink
ONS’. In the red circle of the wheel, nine intervention func-
tions are presented suggesting that the dietetic strategies can
be understood as affecting patient capability, opportunity
and/or motivation, which enable behaviour change.” Several
strategies mentioned by the dietitians, such as referring to
ONS as medicines and the benefit of using ready-made ONS
instead of powdered ones, have been identified before.””® By
use of the lens of the BCW framework, we obtain a deeper un-
derstanding of why those strategies might enable behaviour
change. The outer grey circle of the wheel comprises seven
policy categories, which are actions implemented by au-
thorities that support behaviour change.” Policy categories
often support the delivery of several intervention functions™®
and examples are shown in Figure 1. In the interviews, at
least two of the policy categories were described as affecting
patient's usage of ONS, namely fiscal measures and service
provision. It is evident that the price subvention, as an ef-
fect of the Swedish tax system, was perceived as essential for
the ONS therapy. The dietitians mostly described subven-
tion as a facilitator for ONS usage; however, they stated that
some patients still found the products to be too expensive.
In line with those results, the cost of ONS has previously
been identified as a barrier to using this treatment strategy
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FIGURE 1

Examples from sindy findings

1. Education — provides information about the purpose and
health consequences of drinking ONS (increase motivation and
capabiliry).

2. Persuasion — draws parallels with medications in order to
modivate intake of ONS (increase motivaiion)

3. Inceniivisailon — gives positive feedback on amount of NS
consumed or body weight change at follow-up appointment
{increase molivation).

4. Training — instrocts and provides recipes on how 1o serve the
OMS ina more palatable way .2 mix with sparkling water or
yoghurt in a nice glass with a straw (increase capability).

£, Enablement - uses an action-planning strategy and &.g. agres
on drinking Y: bottle in the afternoon and 15 bottle before bed-
time (increase capability) or preseribing a ready-made ONS
instead of a powdered one (increase oppormunity).

& Modelling — demonstrates the behaviour by serving and
trying out different flavours of ONS, together with the patient at
a home visii {increase opportunity and motivation))

7. Environmental restracioring — orders next delivery of ONS
for the patient {increase opportunity) or provides practical social
suppont from family or home care staff by requesting them to
serve the ONS at specific time polnts (Increase oppormanity),

8. Flscal measures — the price subvention of ONS could. for
example. work via incentivisation where patients become more
mativated by the low price or via enablement where the
reduction of the price barrier incréases patient opportumty 1o
drink ONS,

9. service provision - the home-delivery system could, for
example, facilitte the bebaviour change of drinking ONS via
environmental restructuring and increasing the oppormniry to
alrink it

Implementing the study findings of dietitians’ experiences of prescribing Oral Nutritional Supplements (ONS) with the Behaviour

Change Wheel (BCW). Including the patient and the dietitian in the core of the wheel, together with the term ‘shared tailoring’, reflects the importance

of a shared decision-making process in tailoring and prescribing ONS (or not). The original BCW figure was published by Michie et a

1% and is adapted

with permission (licenced under CC BY 2.0). Modifications made: in the green hub of the wheel, we removed the different types of Capability (i.e.,
Psychological and Physical), Motivation (i.e., Automatic and Reflective) and Opportunity (i.e., Social and Physical) and added the patient, the dietitian,
the shared tailoring term and the behaviour in focus for change. Furthermore, we have added numbers 1-9 on the Intervention functions and Policy

categories, which are also represented by examples found in the study findings

for malnutrition® and the generous subvention in Sweden
probably widely affects how often ONS is prescribed as part
of the nutrition therapy. Accordingly, the service provision
of home delivery of ONS was identified by the dietitians as
facilitating ONS usage. Some dietitians described how they
impacted the extent of those policy categories; for example,
choosing home-delivery instead of self-pickup. The remain-
ing policy categories (communication/marketing, guidelines,
regulation, legislation and environmental/social planning)
and non-exemplified intervention functions (restriction and
coercion) were not discussed during the interviews but might
be of relevance. The use of a data-driven approach rather
than a deductive one®' can serve as an explanation as to why
not all parts of the BCW model were represented in the data.

A potential consequence of all efforts made by the dieti-
tians when prescribing ONS might mean that a lot of time is
spent on this task and that it is a high administration bur-
den. From this point of view, having prescriber rights might
serve as a drawback, leading to reduced amount of patient
consultations and expanded waiting lists. However, when
quantifying time spent by a small sample of renal dietitians
in the USA, alimited amount of time was spent on ONS pro-
tocols.*” This area is still unexplored and needs to be studied
further.

Taken together, our findings identify the role of dietitians
as a behaviour change facilitator and the importance of pa-
tient involvement as two important parts when providing an

ONS prescription. Studies have identified the dietetic pro-
fessional as a solution to the challenging task of prescribing
ONS,'>! and this present study exemplifies dietitians’ views
on how to prescribe ONS successfully. From their perspec-
tives, the ONS prescription in clinical practice is deeply
intertwined with and flexibly adjusted, according to the
patients’ preferences and overall food intake. Those results
show that the ONS prescription is seen as one part of a nu-
tritional intervention, delivered from a person-centred care
approach. This includes a combination of different compo-
nents (e.g., tailored ONS prescription, food-based strategies
and behaviour change strategies) and these are based on a
thorough nutritional assessment and are monitored thereaf-
ter. Accordingly, we suggest that this dietitian-led nutrition
therapy should be considered as a more complex process than
just to provide ONS bottles ‘as pills’ to patients. However, in
clinical trials, fixed amounts of prescribed ONS are often
used,”*>*>** and limited focus is placed on describing the
components of ONS interventions,''® indicating a potential
underestimation of the complexity of delivering a successful
ONS therapy. Although it is not possible to conclude from
the present study that dietitian-led prescribing improves
patient outcomes, those results can provide a deeper un-
derstanding of the prescribing process when performed by
a nutrition professional and hopefully inspire prescribers in
clinical practice and future research on this topic. When de-
signing upcoming clinical trials with ONS, the intervention
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needs to be carefully deliberated and described beyond the
ONS products prescribed (e.g., brand name of ONS admin-
istered) into the procedure of prescribing (e.g., activities,
processes, mode of delivery) and we suggest that the BCW
framework is a helpful tool in this work.”

Strengths and limitations

All four investigators were involved in the analysis pro-
cess, identifying patterns and categories that enhance the
credibility of the study.” Performing the interviews face-
to-face strengthens the findings because the dimension of
communication through body language becomes included.
Nevertheless, no triangulation of the data sources was
made, and the inclusion of the patient perspective would
have increased the validity.** For example, a discrepancy
has previously been identified between dietitians’ and older
patients’ views on harmful effects of malnutrition.”® In
the present study, we have described a dietitian-expressed
ideal of patient involvement. However, we lack confirma-
tion from patient experiences, which we consider as vital
for fully understanding aspects of person-centred care and
shared decision-making. By contrast to the dietitians’ state-
ments in our study, the level of patient involvement in the
diet-related decision-making was quite low in a previous
study on patient-dietitian conversations,” which further
highlights the limitation of the missing patient perspective.
Accordingly, an interviewer-effect must be considered, as
well as the potential influence of having a dietitian, in her
research-role, interviewing another dietitian about profes-
sional practice. This can affect what is revealed, and one
risk is that the norm of prescribing ONS ‘appropriately’
might have been exaggerated. Interviewees are inclined to
direct the interviewer's attention towards what they think
he or she will understand instead of, for example, the com-
plexity of their experience.*® The Swedish welfare system
and having the dietitian as the main professional prescrib-
ing ONS are context features that must be considered as
affecting the transferability of the findings. However, in-
cluding dietitians from different settings and backgrounds
with a broad range of experiences of prescribing ONS
makes the findings more transferable compared to when
the interviewees, for example, are recruited from one clini-
cal setting.

CONCLUSIONS

In the present study, providing a prescription of ONS can be
understood as a sophisticated dietetic professional process,
signified by shared tailoring and provision of support. The
concept of shared decision-making together with behaviour
change theory can help to explain the dietetic ONS prescrib-
ing process. The findings of our study allow for dietitians’
ideals and strategies on how to prescribe ONS to be made
more visible, which can inform both clinical practice and

wil Dietetics

clinical trials for future improvements in nutrition therapy
aiming to address malnutrition.
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