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Opinion

Nutrition Counseling in Clinical Practice
How Clinicians Can Do Better

Despite overwhelming evidence that relatively small
dietary changes can significantly improve health, clini-
cians seldom discuss nutrition with their patients. Poor
nutritional intake and nutrition-related health condi-
tions, such as cardiovascular disease (CVD), diabetes,
obesity, hypertension, and many cancers, are highly
prevalentin the United States,'yet only 12% of office vis-
its include counseling about diet.2 Even among high-
risk patients with CVD, diabetes, or hyperlipidemia, only
1in 5 receive nutrition counseling.? It is likely that many
patients receive most of their nutrition information from
other, and often unreliable, sources.

These data may reflect the minimal training, time,
and reimbursement allocated to nutrition counseling
(and preventive servicesin general) in clinical practice.
Most physicians and other health care professionals re-
ceive limited education on nutrition in medical school
(or other professional schools) or in postgraduate train-
ing. Just 25% of medical schools offer a dedicated
nutrition course, a decline since the status of nutrition
education in US medical schools was first assessed in
1985, and few medical schools achieve the 30 hours of
nutrition education recommended by the National Acad-
emy of Sciences.* As a result, physicians report inad-
equate nutrition knowledge and low self-efficacy for
counseling patients about diet.® In addition, time pres-
sures, especially in primary care, limit opportunities to
counsel on nutrition or address preventive issues be-
yond patients’ acute complaints. Lack of time is fre-
quently cited as the greatest barrier to counseling on
nutrition and obesity.3

Moreover, nutrition and behavioral counseling have
traditionally been nonreimbursed services. Few state
Medicaid programs cover nutrition or obesity counseling,
and before 2012, Medicare explicitly excluded coverage
for obesity counseling; although now a reimbursed ser-
vice for Medicare beneficiaries, just 1% of eligible Medi-
care beneficiaries receive this counseling.® Dietitian coun-
selingis also excluded by Medicare, unless patients have
diabetes or renal disease. Although the Affordable Care
Act mandates coverage for services graded A or Bby the
US Preventive Services Task Force, including nutrition
counseling for patients with CVD risk factors and obesity
counseling for patients with a body mass index of 30 or
greater, existing private health insurance benefits arein-
consistent, and the covered services are often unclear to
both clinicians and patients, thereby limiting use.

Furthermore, health behavior change counselingis of-
ten frustrating given the current food environment, in
which less nutritious foods tend to be less expensive, larger
portioned, more easily accessible, and more heavily mar-
keted than healthier options, making patient adherence
to nutrition advice challenging.® Conflicting and confus-

ing nutrition messages from popular books, blogs, and
other media further complicate patient decision making.

Despite these unfavorable trends, there has been
progress in this area. The evidence base supporting
the benefits of nutrition intervention and behavioral
counseling is expanding. Renewed focus on nutrition
education in health care professional training is being
driven by both student demand and the health care
system. Although time pressures and reimbursement
remain impediments, incentives and reimbursement
options for nutrition and behavioral counseling are
growing, and value-based care and health care team
approaches hold promise to better align time demands
and incentives for long-term care management. Initia-
tives to integrate clinical care and community
resources offer opportunities to leverage resources
that alleviate the clinician’s time commitment. There is
evidence of some success; for instance, the amount of
sugar-sweetened beverages consumed by individuals
in the United States has declined substantially over the
past 10 years.”

Clinicians can take the following reasonable steps to
include nutrition counseling into the flow of daily practice:
1. Startthe conversation. Several short, validated screen-

ing questionnaires are available to quickly assess need
for nutrition counseling, such as the Starting the Con-
versation tool® (Table). This approach can be effi-
ciently used prior to seeing the patient at an appoint-
ment, either delivered by medical assistants as part of
vital sign assessment or as prescreening paperwork for
patients to complete online or in the waiting room.
2. Structure the encounter, using methods such as the
"5 A's” (assess, advise, agree, assist, arrange), which
has been adapted from tobacco counseling. Motiva-
tional interviewing, which has documented efficacy
in numerous behavior change settings, is particu-
larly helpful to engage patients who are not yet com-
mitted or are hesitant to consider behavioral change.
3. Focus on small steps. Changing lifelong nutrition be-
haviors can seem overwhelming, but even exceedingly
small shifts can have an effect (Table). For example, in-
creasing fruitintake by just 1serving per day has the es-
timated potential to reduce cardiovascular mortality
risk by 8%, the equivalent of 60 000 fewer deaths
annually in the United States and 1.6 million deaths
globally.® Other examples include reducing intake of
sugar-sweetened beverages, fast food meals, pro-
cessed meats, and sweets, whileincreasing vegetables,
legumes, nuts, and whole grains. Emphasize to patients
that every food choiceis an opportunity to accrue ben-
efits, and even small ones add up. Small substitutions
still allow for “treats,” such as replacing potato chips
and cheese dip with tortilla chips and salsa, the latter
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lowering trans fats and saturated fat and increasing whole grain and
vegetable intake (Table).

4. Use available resources. Numerous extracurricular resources are
readily available for clinicians. The Nutrition in Medicine program
offers online, evidence-based nutrition education and tutorials for
clinicians and an online, core nutrition curriculum for medical stu-
dents. The Dietary Guidelines for Americans offers evidence-
based and freely available nutrition guidance, tutorials, and tools
for clinicians and patients alike. A companion website, Choose My
Plate, offers nutrition and counseling advice for clinicians and handy
resources for patients, including recently added videos with use-
ful examples of small substitutions that patients will appreciate.

5. Do not do it all at once. Expecting to create long-term behavioral
change during asingle episode of careis a recipe for frustration and
failure, for both the patient and clinician. Empowering and sup-
porting patients is an ongoing process, not a 1-time curative event.

Table. Starting the Conversation on Dietary Changes

Reasonable Target Example of Realistic

Assessing Dietary Patterns® Change® Small Substitutions

Ask patients about the
frequency of these dietary
intakes occurring over the
previous few months

Fast food meals or snacks
per month

Decrease by 1
fast food meal
per week

Replace 1 fast food
meal per week with a
prepared food from
supermarket or a
sandwich from home

Add fresh, frozen,
or canned fruit
to yogurt

Add fresh, frozen,
or canned vegetables
to yogurt smoothie

Servings of fruit per day Increase by 1

serving per day

Servings of vegetables
per day

Increase by 1
serving per day

Regular sodas, juices, or
other sugary beverages per

Decrease by 1
sugary beverage

Replace a sugared soda
with water or flavored

Use a few minutes at the close of a patient visit to identify oppor- day per day water, lightly sweetened
- . tea, or coffee
tunities for future counseling, offer to serve as a resource, and be-
inadi . d h b infe d . | Servings of beans, nuts, Increase Replace a fast food
ginadiscussionand support that can be reinforced over time. Take chicken, or fish per week fish/seafood entrée or processed
solacein knowing that smallinitial steps can quickly improve health; by around 1 meat (eg, ham)

sandwich with
tuna fish sandwich

. . . serving per week
forexample, reducing trans fats at asingle meal (eg, replacing baked ap

goods with fruit or nuts or fried foods with nonfried alternatives)
promptly improves endothelial function.'®

6. Donotdoitallalone. The primary care physician need not be the sole
clinician who provides nutrition counseling. Proactive use of physi-
cian extenders (eg, physician assistants, nurses, medical assistants,
and health coaches) and referrals can alleviate much of the burden

Regular snack chips or
crackers per week

Decrease by 1
serving per week

Replace 1 serving
of snack chips or
crackers with a
handful of nuts

Desserts and other sweets
per week

Decrease by 1
serving per week

Replace 1 sugary sweet
or dessert with a fruit
or a handful of nuts

L L L Use of butter or meat fat Decrease trans Replace butter
for the busy clinician. Receptionists can distribute assessment and and saturated fats Witph light drizzle
screening questionnaires for patients to complete in the waiting d5E€d50nIng of olive oil

and/or spices

room; medical assistants can document behavioral change progress
while assessing vital signs; administrative staff canidentify and con-
tact patients who are overdue for interaction. Large practices may
benefit fromincluding nutrition or health coaches on staff. Referring
to clinical specialists and community-based support programs can
significantly extend the clinician’s reach.” In addition to registered
dietitians, numerous clinicaland community resources are available
and often covered by insurance plans. Board-certified obesity medi-
cinespecialists, certified diabetes educators, and physician nutrition
specialists are available as referralsin many areas. Diabetes Preven-
tion Program group counseling sessions are now covered by Medi-
care and available throughout communities, such asinmany YMCA
sites, and electronically.

2 An example of a brief nutrition behavior assessment tool, modified from
Paxton et al.®

b Reasonable target changes in consumption, adapted from Mozaffarian
and Capewell.®

Although there is no conclusive evidence that these steps will
improve diet and health outcomes for patients, there is virtually no
harm in counseling and the potential gains, especially at the popu-
lation level, are substantial. Nutrition and health behavior change
must become a core competency for virtually all physicians and any
other health professionals working with patients who have or are
at risk for nutrition-related chronic disease.
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