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Behavioural strategies to self-manage low potassium diets in chronic kidney disease
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Abstract
Background Dietary potassium restrictions may be challenging to follow, due in part to the
restrictive nature of recommendations on foods people enjoy. Little is known how people
incorporate low potassium diets into their lifestyles.
Objective To examine the self-directed behavioural strategies people employ to follow low
potassium advice.
Design Qualitative methodology
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Participants Thirty-four adults with chronic kidney disease
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Approach Semi-structured interviews were undertaken in an outpatient department.
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Thematic Analysis was undertaken on transcribed interviews.
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Findings Analysis identified three themes: “Differing opinions of food”; “Food generates
positive emotions”; and “Doing what works”. Participants described foods providing
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different levels of enjoyment. Favourite foods in their habitual diet held either a physiological
or a psychological value to them. Five sub-themes underpinned the “Doing what works”
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theme that described the self-management behaviours used by participants to follow low
potassium dietary advice. These were positive reframing; reflection; self-talk; social support;
decisional balance; paradoxical instruction; and knowledge shaping. These techniques helped
overcome conflict between favourite food preferences and dietary restrictions. Dietary
restrictions proved more challenging where an emotional connection to a favourite food
existed. Restrictions on less preferred foods did not present participants with the same selfmanagement challenges.
Conclusions Promoting behavioural change techniques such as decisional balance, and social
support, may be a useful strategy to empower people following dietary restrictions.

Practitioners should understand whether suggested dietary restrictions include an individual’s
favourite food; the value attached to it, and explore specific ways to include favourite foods
in some way when discussing a low potassium diet.
Key words Kidney Diseases, Nutrition Therapy, Renal Diet
Introduction
Over 11% of the global population (mean 13.4% [95%CI: 11.7-15.1]) live with, and selfmanage, chronic kidney disease (CKD) (Hill et al. 2016). Self-management can be defined as
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day-to-day tasks an individual must undertake to control or reduce the impact of disease on

rR

physical health status (Clark et al. 1991). In self-managing normal serum potassium levels in
CKD, individuals have to decide which foods to choose; knowing that eating too much
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potassium could cause an irregular heartbeat (Kidney Care 2020). The immediate
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ramification of this means that when eating outside the home (Morris et al. 2015), dietary
potassium restrictions are prioritised over other renal dietary restrictions for long term health,
for example, reducing phosphate to prevent renal bone disease. Dietary potassium restrictions
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may present further concerns for individuals (Morris and Lycett, 2020) due, in part, to
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changing dietary recommendations because of declining kidney function and the increased
risk of hyperkalemia (Ikizler et al 2020). However little is known how people successfully
manage these challenges to restrict dietary potassium.
Literature review
A thematic synthesis of qualitative studies (n=48) reported that dietary restrictions CKD are
confusing and disorientating (Palmer et al. 2015). Non-adherence to renal dietary restrictions
is therefore common, for example, over 50% of haemodialysis patients have been defined as
non-compliant to fluid restrictions (Barnett et al. 2008). Barriers to adherence, identified

through in-depth interviews, include competing dietary priorities between CKD and diabetes
in haemodialysis (Shirazian et al. 2016). Thematic analysis of transcripts from this comorbid group reported people who managed CKD and diabetes ate preferred foods regardless
of dietary advice, knowledge and social support (Shirazian et al. 2016).
Dietitians are trained in behavioural change technique skills, for example motivational
interviewing, cognitive reframing, to support dietary behavioural change (Gable and
Hermann, 2015). The Modification of Diet in Renal Disease self-management randomised
clinical trial (RCT) (n=840) reported dietetic support helped participants achieve a greater

Fo

reduction in dietary protein over 36 months (P<0.001), than those who did not see a dietitian
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comparison groups (Gillis et al. 1995). Furthermore, systematic review evidence of
randomised controlled trials (n=790 haemodialysis patients) reported a moderate effect -
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0.23mEq/L (95% CI: -0.37, -0.08) in phosphate restriction after dietetic behavioural
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interventions to support people choose lower phosphate foods (Milazi et al. 2017). However,
specific details of the individualised dietary counselling approach taken by dietitians were
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lacking in many studies.

Behavioural change techniques are under reported in renal dietetics according to a systematic
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review of qualitative studies that considered patient attitudes to self-management in CKD
(Palmer et al. 2016). Furthermore, theoretical inconsistencies underpinning CKD selfmanagement programmes that consider diet exist, according to a systematic review of renal
self-management clinical trials (Bonner et al. 2014). Renal dietitians may, therefore, be less
likely to use and recommend specific behavioural change techniques, than dietitians in other
specialities, due to limited information on what works for whom, and when.
Evidence from non-renal specialities may offer insight as to how people use dietary
behavioural change techniques. A systematic review of qualitative interview studies (n=31)

mapped over 1,000 individuals’ weight loss behaviour against behavioural change taxonomy
to identify successful self-directed weight loss strategies (Greaves et al. 2017). Selfmonitoring, restrictions, scheduling and professional support were common techniques used
to reduce body weight. Reframing and self-experimentation were two new self-directed
techniques identified through thematic analysis (Greaves et al. 2017). Further evidence that
peer and professional support is successful in facilitating change was reported in the Oxford
Food and Activity Behaviors (OxFAB) taxonomy. This classified cognitive and behavioral
strategies used by individuals during weight management attempts (Hartmann-Boyce et al.
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2016), and included distraction, impulse management and restraint as other strategies from
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the 23 domains identified.

Another systematic review using RCT evidence showed a significant (P<0.001) reduction in
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body weight for obese patients who used behavioural change techniques, compared with
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those who did not (Standard Mean Difference (SMD) -1.47kg, 95% CI: −2.05, −0.88)
(Armstrong et al. 2011). The review identified motivational interviewing was associated with
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a greater reduction in body mass compared to controls (SMD -0.51kg [95% CI -1.04, 0.01])
(Armstrong et al. 2011). Besides this empirical evidence in weight management, qualitative

ly

data on self-directed behavioural change techniques in other chronic conditions, such as
coeliac disease, identified conscious decision making to regulate oral intake of gluten by
positive self-talk and restriction of pre-specified foods, helped improve bowel function and
reduce constipation (Rose and Howard, 2014). However, specific details of the individualised
dietary counselling approach taken by dietitians were lacking in many studies. Furthermore,
current studies underreport successful behavioural strategies and counselling techniques used
to restrict dietary potassium.

Dietary restriction to prevent CKD disease complications may be particularly challenging as
there are less immediate and identifiable symptoms seen because of non-adherence (Gillis et
al. 1995). It is imperative, therefore, that individuals with CKD use effective selfmanagement strategies to maximise their chances of success in adhering to dietary
restrictions, in the absence of symptoms, to manage CKD mortality risk associated with
dietary potassium intake (Morris et al. 2019).
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The objective was to explore the experience of individuals who self-manage dietary
potassium restrictions and identify successful strategies to inform behaviour change practice
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ev

Materials and methods
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in dietetic consultations.

[Anonymised for peer review] granted ethical approval.
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For our ontological perspective, we took a constructivist paradigm (Guba and Lincoln 2005) to guide
this study. Taking this perspective assumed that participants constructed their own reality of
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understanding and knowledge of living with dietary potassium restrictions through implementing
dietary advice and reflecting on these experiences. Our epistemology was interpretivist, whereby
social constructions are best captured and understood through dialogue between the renal dietitian (the
observer) and the person with CKD (the observed) according to Guba and Lincoln (2005).

Purposeful sampling was used to recruit individuals undergoing haemodialysis as a per
patient and public involvement exercise undertaken prior to this study (Anonymised for peer
review). Inclusion criteria was over 18 years old, prescribed a renal diet, and able to converse
in English. Recruitment posters were displayed in the renal outpatient department and

explained the purpose of the study. Patients were asked to contact the lead researcher
[Anonymised for peer review] for further details. Dietetic records were reviewed at this
preliminary stage to ensure the researcher had not provided dietetic services to any
participants, to help reduce social desirability bias. Patients were then invited to opt-in to the
study by completing the consent form and returning it to the researcher to arrange a
convenient time and date for the interviews in the renal outpatient department.
Semi-structured interviews were conducted face-to-face in the outpatient department.
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Anonymity and the right to withdraw at any time with no explanation, and without affecting
the dietetic care were explained to participants. Interviews were recorded on an audio-digital
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recorder. An interview guide was used to ensure that relevant topics to meet the aim of the
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study were covered. Two participants piloted the interview guide. Open-ended questions
were asked to prompt discussion and included: “Tell me about the experiences of following
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dietary restrictions”; “How have you made changes to your usual diet to follow dietary
restrictions”; “Why did you take this particular approach?” Follow-up questions were asked

explore topics further.
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such as “Which part of changing your behaviour was easier/ more difficult for you?” to

The researcher reflected on their role as clinician-researcher to help reduce any over
influence of personal and professional status on data collection and analyses.
The lead researcher transcribed interview data verbatim. NVivo 10 software (QSR
International Pty Ltd 2012) was used to provide a method of data management. Data was
analysed using thematic analysis following the method of Braun and Clarke (2006). Passages,
phrases or words were coded according to subject matter in line with the study’s aims across
the entire data set. Codes were collated into sub themes and themes. Analysis was conducted
by [Anonymised for peer review], with emergent themes verified by other members of the

research team. The final stage involved extracting vivid examples from the data to verify
each emerging theme. Member checking was undertaken where participants reviewed the
themes and subthemes for accuracy of experience representation.
Results
Thirty-nine adults expressed an interest in participation. Five did not proceed to interview due
to other time commitments (n=3) and inpatient admission (n=2). Thirty-four White British
adults (19 women, 15 men) with CKD took part (Table 1). The mean age was 66.7± 10.9
years and the length of time on dietary potassium restrictions was 5.2±1.8 years. Our
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previous study reported cultural themes and behaviour strategies used by a more
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representative local population (Anonymised for peer review)
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[INSERT]
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Table 1: Participant demographics

Three themes emerged which represented experiences of low potassium dietary selfmanagement.

On

These themes are described in further detail here. Participant (P) names are represented by

quotes are used to enrich descriptions.
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numbers (1-34) to ensure confidentiality. Verbatim quotes illustrate the themes. In-text

‘Differing opinions on food’
This theme is about contrasting opinions that participants ‘may, or may not love that food’
(P31) that needs restricting. The emotive language used by participants to describe foods
reflected how important certain items were to them. The ‘foods I love’ subtheme reflected
participants’ enjoyment of a food, with participants naming a preferred food to eat, which
they termed a ‘favourite food’ (P4). These foods were a ‘positive influence’ and made them

‘feel good about myself’ (P6), through the taste, smell, and emotions associated with eating
certain foods. It was participants ‘built in passion for food’ (P5) which resulted in a ‘favourite
food that I can’t live without’ (P2).
The contrasting ‘can’t stand that’ subtheme reflects how people did not have preferences for
recommended restricted foods. These foods were described negatively and in some instance
as ‘unappealing’ (P5); where foods were not liked, then restrictions were perceived as having
little or no impact on lifestyles.
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“I didn’t like most of those foods in your low potassium diet sheet so it was very easy
for me to cut out, but if you had my favourite on there, well that would be a challenge

ev

rR

” (P11)

‘Food generates positive emotions’

iew

This theme is about the specific meaning that certain foods have for participants. Individuals
reported being ‘attached to certain foods I love’ (P8) with two distinct subthemes: a

On

physiological value and an emotional value to foods described. The subtheme ‘salivated at
the thought’ centres on food taste, smell and texture stimuli widely reported as reasons for
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choosing certain foods. Sweet and salty foods were widely reported as having a ‘physical
attachment too’ (P6) and numerous participants ‘salivated at the thought of a tasty favourite
food’ (P13). Non-alcoholic bitter and sweet beverages, such as coffee and hot chocolate, were
distinct flavours also reported.
The ‘certain foods stir emotions’ subtheme represents the emotional meaning that certain
foods had to participants. Various reasons, along a continuum from positive, to less positive
experiences, were narrated around particular memories of childhood and family experiences

involving food. The experiences told were of positive and happy times for these participants.
Positive attachments were narrated around enjoyment with family and friends in childhood.
“That low potassium diet came very hard; because as far back as I can remember I
had a banana for my breakfast, as I never ate cereals. When I was about six my father
on a Saturday used to take me to the fruit wholesale market for his fruit and vegetable
shop, which I loved. The fella in the banana room used to give me a handful of
bananas every Saturday at the market. I went through those bananas with sheer joy”
(P4)

Fo

‘Doing what works’

rR

This theme centres on the bespoke strategies that participants developed to incorporate
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dietary restrictions into their lifestyles: by ‘doing what works’ (P15) for them. The sub-theme
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‘Transferring the knowledge over’ represents how people actively sought out education to
understand the complexity of dietary restrictions, which inform ‘dietary knowledge’ (P18).
Participants were able to restrict high potassium items in their diet, as they understood the
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rationale for advice, together with verbal and written nutritional knowledge obtained from
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dietitians, helped facilitated behaviour change.

Participants reflected on, and revisited techniques they had learnt to change previous nondietary related behaviour, to inform their knowledge in renal self-management, for example,
smoking cessation. This helped them ‘transferring the knowledge over’ (P8) from previous
experiences. For example, managing nicotine cravings when participants stopped smoking
helped them restrict favourite foods.
“I just stopped coffee which I loved. I miss it and got withdrawal symptoms. No it
was like when I smoked. I stopped and that was it. I got up one morning and thought

“err” and put it out and never had cravings, so I knew I could do that potassium diet”
(P5)
‘You need to decide what you want’ subtheme depicts decisional balance techniques with
comparison of different outcomes. Participants described how negative caveats associated
with dietary advice, such as risk of a heart attack around the consequences of non-compliance
to low potassium, informed behaviour. Conversely, participants considered the advantages of
not following a potassium restriction, such as ‘being able to eat your normal diet’ (P6), and
‘favourite foods could be eaten’ (P12) and ‘you can keep socialising with less stress’ (P9).
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These cognitive processes facilitated the participants to decide if they want to change their
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habitual diet by choosing alternative lower potassium content meals.
“It’s fear …fear is quite helpful in motivating you to change…particularly with

ev

potassium as there are no warning signs...everything else you can judge... with

iew

potassium, you fancy one of your favourite chocolates and think “do I really want to
risk a heart attack?” (P9)

On

“Well I loved fresh orange juice. That was the hardest thing for me to change. When I
was told I had to cut it down, I said, “You must be joking”. But when I thought about
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it and the effect of that potassium in my body... well I just weighed up the pluses and
minuses, and soon got used to it” (P15)
The subtheme ‘Shining a positive light’ is about how people reported continuous self-talk that
focused on the ‘bright side’ (P1) to remind themselves of the reasons for not eating certain
foods. This technique provided self-encouragement and reassurance that ‘I’m doing the right
thing’ (P14).
“It’s like when you start learning and you do things… “Can I do it yeah…? I can”.
Start encouraging yourself …“yeah I can do that” (P12).

Individuals described how they thought about the suggested dietary recommendations
alongside their reason for liking a favourite food with a ‘positive attitude’ (P9). They
identified that the basis for liking a food was ‘quite irrational’ (P13) and that ‘shining a
positive light on the situation’ (P4) helped. Positive experience outcomes were described,
such as ‘taking away the guilt’ (P16) and ‘I feel better now I’ve cut down’ (P2).
“I struggled for a long time with chocolate. That is my favourite you know I
absolutely love the stuff. When they said that I had to restrict it – well to be honest it
was a relief actually. It took away all that guilt I had after eating it. So yeah, my

Fo

kidney problems did me a favour in a weird sort of way… a change for the good”

rR

(P10)

ev

‘She kept it all about me’ subtheme is about people obtaining motivational support to help
them make dietary changes around food they found challenging to restrict. Feelings of

iew

‘doubt’ (P8) and ‘uncertainty’ (P16) were described around choosing foods lower in
potassium. Support was actively sought from family, friends and dietitians to help motivate

On

and encourage with dietary challenges. Face-to-face support was favoured over on-line
groups.
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“But you still have some doubts at the back of your head and if you do not get
encouraged …it is when you are knocked back. But my mum, well she’s been
amazing, encouraging me with my diet at just the right time” (P14).
“The dietitian was fantastic; she kept it all about me and my diet. I tried online
support but it wasn't for me, and I struggled on my own” (P9).

‘I’m allowed anything mentally’ subtheme represents how paradoxical thinking helped
participants make dietary changes. Participants told themselves that they could eat any

‘desired favourite food’, and also acknowledging that they could not, as it would cause their
serum potassium levels to rise. Individuals told themselves they could have the ‘forbidden
banana fruit’ (P6) as there were ‘no diet rules, in theory’ (P2). Participants said this strategy
allowed people too metaphorically ‘choose items if I wanted too’ (P17) which helped them
take ‘ownership of my diet cause in theory I can eat what I like’ (P28).
“They gave me leaflets and when I started to read them, I was like…. “How the hell
am I going to manage this?” I thought I would never manage it. I loved cheese and
cheese on toast was my special thing at grans. So then, I went on to what I called my

Fo

own diet. If I says in my diet “you can’t have it” then “have it”. You don't actually

rR

have it though; if that makes sense” (P11).
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“I stopped eating as you see food as poison and you go neurotic. When you first get
your potassium diet, it scares you. In the end I said “this is ridiculous, I'm allowed

iew

anything mentally” and that really worked” (P1)
Discussion

On

We investigated the self-directed cognitive and behavioural strategies people with ESRF
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employ to follow low potassium advice by taking a constructivist paradigm and using semistructured interviews. Three themes were identified using thematic analysis: ‘Differing
opinions of food’ ’Food generates positive emotions’; and ’Doing what works’.
A constructivist paradigm allowed us to capture multiple experiences on self-managing dietary
potassium in society. All three themes suggested multiple realities of low potassium dietary advice;
however, the ‘Differing opinions of food’ and ‘Foods generate positive emotions’ themes clearly
demonstrated that the social, physical and cultural environments around food might have informed
participants’ dietary related behaviour. Childhood memories around food appear to have influenced
certain peoples’ physical and emotional reactions to dietary restrictions in adulthood. For example,

participants found restrictions challenging which involved their favourite foods such as participant 4
who associated his love of bananas with his childhood family and participant 11 who associated
positive emotions around favourite foods and visits to family. These realities of past experiences
determined how people in our study dealt with the dietary advice given. Similarities have been found
in other areas, with cohort studies showing a significant association between adult overeating and
reported negative childhood food experiences (rs=0.183, P<0.005) (Brunstrom et al. 2005).
Systematic review evidence has shown that overcoming these inherent dietary behaviours can be
helped with individualised dietary counselling using cognitive interventions, and patient led
discussions allowed people to self-manage unhelpful thoughts around food choice according to a
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systematic review on obesity related eating behaviours (O’Reilly et al. 2014).
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Self-management strategies described in this study of adults (mean age 66.7± 10.9 years)
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living in the UK undergoing haemodialysis for 3.4 years (±2.7) are identified as behaviour
change techniques described in Michie et al.’s Behavioural Change Taxonomy (2013).
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Within this Delphi methodology (n= 32 participants) derived framework, there are 93
classifications for individual behaviours, which are grouped into 16 behavioural clusters

On

based on change theory (Michie et al. 2013). We considered the consistency of our findings
with these behavioural change techniques and theories.
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In the theme ‘Doing what works’, self-belief is evident in the subtheme ‘transferring the
knowledge over’. Participant 5 who restricted coffee using previous behaviour change for
cigarette smoking cessation, demonstrated self-efficacy (Focus on Past Success [15.5]).
Applying the Theory of Planned Behaviour (Armitage and Conner, 2001) to this subtheme
suggests that participants may have had high levels of self-belief in their ability to control
their behaviour; which included planning and considering dietary changes, for example,
‘purchasing different foods that were acceptable to me and my kidneys’ (P4). When people in
similar age groups (60-64years) with type 2 diabetes mellitus focused on past successes,

physical activity levels increased (standard mean difference (SMD) 1.47 [95% CI 0.91,
2.03]), compared to those who did not use this technique (SMD 0.48 [95% CI 0.28; 0.69])
(Avery et al. 2015). Significant subgroup analysis effect size between both groups of people
was reported (Q 10.72, P=0.001). However, there is uncertainty around this technique for
facilitating change given the wide confidence intervals, and the lower confidence interval is
<1.00, in the group that used self-belief (Avery et al. 2015).
The subtheme ‘You need to decide what you want’ describes a decisional balance technique
(Comparison of Outcomes cluster 13: pros and cons [9.2]), for example, participant 15
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considered the pros and cons of change and decided the advantages of the health benefits
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outweighed preference for their favourite food. People without CKD, who used this cognitive
technique changed their food choice behaviour to increase fruit and vegetable (de Menzes et
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al. 2018) and iron rich foods in iron deficiency anaemia (Ibrahum et al. 2017). These are

iew

consistent findings within this subtheme and are identified as part of bespoke strategies in
other subthemes, for example, ‘shining a positive light’.
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The subtheme ‘shining a positive light’ suggests behavioural techniques of Natural
Consequences (cluster 7); Comparison of Outcomes (cluster 13) and Regulation (cluster 16)

ly

may have helped participants deal with conflict and resolution between their favourite foods
and renal dietary restrictions. The Natural Consequences cluster is reflective of the
consequences driving behaviour to restrict dietary potassium. For example, the consequence
of declining renal function led participants to restrict potassium rich chocolates, as did the
resulting feelings of guilt that accompanied eating something that was forbidden. Although in
many studies around weight control, forbidding foods actually increases desirability and
consumption (Jansen et al. 2007) so perhaps different factors are at play in those with CKD.
Where the comparison of perhaps the more seriously perceived outcomes (cluster 13; pros
and cons [9.2]) of deteriorating renal function outweighed the pleasure of eating a favourite

foods. People using self-management strategies for weight control identified regulation of
behaviour through pre-specified food avoidance helped weight control (Hartmann-Boyce et
al. 2016), which implies this technique may be useful across different conditions and dietary
intakes.
This subtheme also suggests self-talk [15.4], as reported by participants 9, 12, 16, 31 and 7,
facilitates behavioural change. Further evidence for the effect of this technique is seen in
dietary management of heart failure in CKD. Positive self-talk was undertaken to increase
self-care confidence such as restricting dietary sodium (P<0.0001) (Riegel et al. 2009).

Fo

However, heart failure patients used goal setting as part of their self-management plans,

rR

which in our study, was not reported. One suggestion is that participants recalled their own
self-directed techniques to change behaviour as they have more meaning to them.
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In the subtheme ‘She kept it all about me’, social support techniques adds further evidence
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that face-to-face social support in renal is consistent to face-to-face social support which
underpinned successful dietary self-management in other conditions where dietary
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management is the main non-medical management ( Murray et al. 2009, Williams and Bond,
2010). Family communication and behaviours effected outcomes in ESRF according to a

ly

systematic review of cohort studies (Murray et al. 2009). Self-determination theory (Deci and
Ryan, 2011) explains ways which family behaviour supported patients to self-manage
through motivation (Kwasnicka et al. 2016). Avoiding direct criticism of and supporting
dietary food choices are two effective family support behaviours reported in this study. This
social support also facilitates behavioural change maintenance (Kwasnicka et al. 2016). Faceto-face support in other chronic conditions, such as coeliac disease, reported higher quality of
life scores than those using online support, even for a longer period (72.6 versus 66.7; P <
0.0001)( 32) as reported by P9. Study participants may have also used this support against
social judgement; a barrier to following low potassium advice in social situations (4), and

may prevent self-management abandonment, seen in weight reduction programmes due to
social pressure and perceived judgement (Elfhag and Rössner, 2005).
In our study, participants demonstrated an internal locus of control within the subtheme ‘I’m
allowed anything mentally’ such as participant 28 who ‘took ownership of her diet’ and
participant 17 ‘who could choose items if they wanted too’; suggesting participants who live
with CKD and have self-belief accepted responsibility and could control their dietary
potassium intake. However cross-sectional single-point questionnaire data suggested, people
(n=51, age range 25-85) with high internal locus of control scores (23.2 ±5.7units)
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undergoing haemodialysis, were less likely to adhere to dietary potassium restrictions
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compared to those with lower scores (18.8± 5.3units) (Gibson et al. 2016). People who
adhered had greater belief in the importance of other people, such as renal dietitians, than
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those who did not adhere to restrictions. The mean locus of control scores, however, overlap
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between groups indicating people in both groups may have had similar high levels of internal
control. Further supporting evidence, for example, from RCTs by Howren et al (2016) and
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Rosenbaum et al (1986), supports our interpretation that a higher internal locus of control
facilitates behavioural change in that people with higher self-belief and control had better

ly

adherence to fluid restrictions, than those with lower internal locus of control scores.

There is evidence in our thematic analysis that themes relate through behavioural change
theory; for example, The PRIME Theory of Human Motivation (West and Brown, 2013)
offers explanations, within and between, the ‘Foods generates positive emotions’ and ‘Doing
what works’ themes. Participants in our study demonstrated both reflective and automatic
motivation to explain behavioural self-management. For example, within the sub-theme
‘salivated at the thought’ of a favourite food, in the theme, ‘Food generates positive

emotions’; automatic motivation suggests emotional attachments to the foods promote
instinctive behaviour to consume these foods. This motive to consume favourite foods was
driven by thoughts that consuming said items recalled associated feelings of anticipated
pleasure and satisfaction (West and Brown, 2013). The behaviour is stimulated through
memory recall according to PRIME theory, for example, participants 13 who ‘salivated at the
thought of a tasty favourite food’.
Reflective motivation is demonstrated in the ‘Doing what works’ theme. This motivation
involves deliberated decision making to act in a particular away (West and Brown, 2013), for
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example, participant15 reflected on the consequences to change behaviour; reporting initial
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shock on being advised to reduce potassium “You must be joking”. Personal reflection is
implied in the comment “when I thought about it and the effect of that potassium in my
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body” which resulted in acceptance and behaviour change, as they “soon got used to it”.
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To increase qualitative rigour we undertook piloting, member checking, reflexivity and peer
review of the analysis. The consistency of our results with BCT provided credibility to the
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study.
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However, we did not choose to map data from our initial analysis on to a BCT framework, as
this may not have captured all described self-directed behavioural techniques. Undertaking
triangulation would have increased rigour further. This qualitative study represents the selfmanagement experiences of 34 White British adults with ESRF on maintenance
haemodialysis. It does not represent the experiences of the culturally diverse population
under the renal service.
Implications for clinical practice

Practitioners should recognise and acknowledge that people may develop their own strategies
to integrate low potassium advice into their food environments. Accepting that this may
involve experimenting with the advice given so their low potassium diet is compatible with
their lifestyle (Morris and Lycett, 2019) may be important in maintaining a helpful
professional-patient relationship (Morris et al. 2018).
Recognising individual past experiences with food in renal dietetics may place an important
role in dietary adherence. As such, we recommend that practitioners help people identify and
understand their favourite foods and any meaning attachment to predict the impact that
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restricting these foods may have. If identified, it may help to move patients away from

rR

memories of childhood and foods, to the present, using techniques like mindful eating
(O’Reilly et al. 2014). Explaining to individuals the complex reality of dietary restrictions

ev

and possible barriers to food choices for their kidney function may be one support

iew

intervention (Morris et al. 2018).

Encouraging social support to help with motivation and self-belief alongside teaching

On

decisional balance may be suitable for some patients who want to self-manage with, or
without, ongoing dietetic support. Working through a decisional balance model within a

ly

consultation may allow patients to discuss and consider the advantages and disadvantages of
following a low potassium diet and helps identify potential conflict with habitual diet. This
could be used as an example to work through any ambiguity or conflict identified by the
patient, and where guided reflection and discussion may help people identify their own
reasons for changing.
Conclusion
People with CKD use bespoke behavioural change techniques to incorporate dietary
potassium restrictions into their lifestyles. Realities of experiences around food determined

how people dealt with dietary potassium restrictions. Practitioners should understand whether
suggested dietary restrictions include an individual’s favourite food; the value attached to it,
and explore specific ways to include favourite foods in some way when discussing a low
potassium diet.
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Table 1: Participants demographics
Demographic

Data

Age

66.7± 10.9 years

Sex

56% female

Length of time living with CKD

14.1 ± 8.2years

CKD cause
Hypertension

11

Diabetes

18

Polycystic kidney disease

2

Fo

Other (e.g. Lupus)

80% married

ev

Highest level of education

rR

Marital status

3

2 postgraduate degree

iew

6 undergraduate degree
21 secondary school
5 no formal education

On

Employment status

5 employed
26 retired

ly

3 unemployed
Time on dialysis

3.4 ± 2.7years

Dietetic contacts (face-to- face/ non face-toface e.g. review of biochemistry) (mean
frequency over past 12 months, as recorded in
dietetic records)

9 ± 4.3 consultations
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