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MYIA WELSH, MSW, PROGRAM SUPERVISOR 

PEIA WEIGHT MANAGEMENT PROGRAM 
 



active at any given time 

 with  brand new participants beginning every year 

 

 sites across  counties in WV. 



At least  pounds were lost in plan year 
2014. 



   Participants reduce use of medication for 

• Diabetes 

• Cholesterol 

• Blood pressure 

• Sleep disorders 

• Anxiety and Depression 

 

Medication use is reduced across program enrollment 



 of participants self-report an activity level that meets the CDC 
physical activity guidelines.  

 

 report attending the facility at least three times per week 

 

 of respondents exercise at home or work at least three times per week 

 

Only  of the respondents do not exercise outside of their facility 

 



Participants are choosing NOT to have bariatric 
surgery. 

 

 

 

 

 

 

 

 

 

*Based on bariatric surgery cost estimates provided by PEIA and discussed in Projected Return on Investment: Weight Management Program 
2011-2014, Medical and pharmaceutical claims analysis 2011. 

 

At 6, 12 and 18 
months combined 

7.5%  

No longer 
considering 

bariatric surgery 

59  

surgeries averted   

59 surgeries averted 
@ a cost of 
$8,000 per 
surgery* 

Reported cost 
savings of 
$472,000 

Estimated savings 
across all 

participants  
$1,024,000 
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How are YOUR participants doing? 

 

 

 

Here’s how you can find out. 



Hearing From Colleagues: 
Best Practices and Innovations 



Hearing From Colleagues: 
Best Practices and Innovations 

• Participant scheduling practices 

• Capping/holding referrals  

• Other programs and group incentives 

• Transitional membership fees 



BREAK 



Helping Clients Transition  
STEPHANIE MCWILLIAMS, M.A. & KELLY STUBNA, MPH 

HEALTH BEHAVIOR COUNSELORS 
 



Your Role with Weight Management Clients 

• A moment of reflection on what your role has been 

– Educator 

– Police officer 

– Motivator 

 

• How will your client(s) replace what you have been 
providing? 

 

• Meet the client where they are 



Case Example:  Leslie 

• 46 year old female 

• History of weight management struggles (has tried many 
programs, yo-yo dieted) 

• 3 children- ages 18, 15, and 12 

• Sedentary job 

• Health issues reported: hypertension, Type 2 Diabetes 

• Current stats:  weight = 235lbs; BMI = 41 



Revisiting their journey 

• Start the transition early 

– Begin at least 4 months prior to “graduation” 

 

• Successes and challenges 

– Have they kept track (i.e. My Fitness Pal, a success journal, etc.)? 

– What does the client attribute their successes to? 

 

• Have them retell their story, with all the ups and downs 

– Focus on the 1-2 major milestones 



What is Leslie’s story? 

• Progress- 40 lbs lost over the first 9 months in the WMP; 10 lbs 
lost over the next 6 months 

• Current weight is 185lbs; goal weight is 150 lbs 

• Tracking in My Fitness Pal has been sporadic 

• Tracking progress though journaling as well 

– Ups = consistent weight loss early on, sleeping better, less 
achiness, improved BP, improved A1C; prepping food and 
planning exercise occasionally 

– Downs = excuses keep popping up (kids activities, stress at 
work, lack of time to prep)  



New situation, New plan 

• Need a Plan A, and a Plan B…and maybe even a Plan C 

• Revisit the Behavior Change worksheet (if they completed 
one) 

• Of their goals, how many did they succeed in hitting? 

• What is still left on the “To-Do” list? 



Leslie’s Plan 

• What did her Behavior Change Plan look like initially? 

– Exercise Plans = 3x/week 

– Increase water 

– Small nutritional changes 

 

• What does her new Behavior Change Plan look like? 

– What has changed? 

– What does that mean for progress, transition, support? 



Realistic Expectations 

• SMART goals 

• Every BODY is different…and that’s OK 

• Stay tuned to sudden or drastic changes 

• There WILL be bumps in the road…plan for it! 



Keeping Clients Motivated 

• Keep in mind that it is no longer your job to 
provide their motivation, just fuel it 

• Assess motivation for your client 

– Intrinsic motivation is a good sign 

• Maintenance is boring…if change isn’t 
happening, what will motivate now? 



BREAK 



Dietary approaches to weight management 
WHAT WORKS, AND HOW DO WE GET THERE? 



Dietary approaches to weight management:  
What works and why? 
Objectives: 

• Be able to verbalize understanding of major concepts 
regarding dietary approaches associated with weight loss 
as outlined in the 2013 Guideline for Management of 
Overweight and Obesity in Adults 

• Be able to identify, recommend, and implement 
various evidence based weight loss strategies based upon 
the needs of your adult clients 

• Be able to address mixed messages about weight loss, 
nutrition and the impact of social media and other media 
outlets on clients’ perceptions and beliefs 

• Be able to identify and utilize evidence based resources 
for weight control strategies for children participating in 
the PEIA Weight Management Program 



Sometimes the truth is hard to swallow… 

• How many times a day do you hear about a new strategy for 
weight loss? 

• Current US estimates show that 69% of adults are 
overweight/obese; 35% obesity rate. 

• According to the State of Obesity report from the Robert Wood 
Johnson Foundation: http://stateofobesity.org/states/wv/  

 

– West Virginia: 35.1% adult obesity rate that continues to climb; with a rate of 
severe obesity  (>40 BMI) that also continues to climb (despite evidence that 
nationwide rates are stabilizing) 

 

– More than 1 in 10 children in WV becomes obese as early as 2-5 years old. 

 

http://stateofobesity.org/states/wv/
http://stateofobesity.org/states/wv/


Adult obesity in WV 



Why? 

• Racial and ethnic disparities: 
Minorities tend to have higher 
rates of overweight/obesity 

• Income: The poor experience 
higher rates of obesity 

• Education: Less educated 
individuals and communities 
have higher rates of obesity 

• These points were also noted 
in the 2013 Guideline for the 
Management of Overweight 
and Obesity in Adults 

Education 

Income 

Racial/ethnic 
disparities 



So what can we do to help? 
Where do we turn? 

Professional  Training and 
clinical judgement 

• One size does not fit all 

• Not only treating a disease, but a 
whole person 

• The human body is the world’s 
most complex machine 

• Each is unique and special in its 
own way, and needs to be treated 
as such 

• Have to look at the big picture 

Research and evidence based 
practice resources 

• We have evidence based 
resources and research at our 
fingertips 

• Practice guidelines are created 
from using this research to 
make recommendations 

• Need to be combining 
evidence based guidelines 
with clinical expertise and 
client values for the best 
outcomes 



2013 Guideline for the Treatment of 
overweight and obesity in adults 

• American College of Cardiology 

• American Heart Association task force on Practice Guidelines 

• The Obesity Society 

• This had not been updated since 1998 (those guidelines 
encompassed 1980-1997) 

• Took 5 years to gather the evidence from 1998-2010/2011 

• Process was updated to assure rigor and minimize bias 

• Summary report was 73 pages; full report supplement 683 pages 
if you would like some light reading… 



Critical Questions asked…. 

• BMI: Are the current BMI cutoff points still appropriate? 

• Waist Circumference: Are these measurements still 
applicable and meaningful? 

• Matching treatment benefits with risk profiles: How 
beneficial is modest, sustained weight loss (3-5%) when it 
comes to health risk? 

• Dietary strategies for weight loss: What works and why? 

• Lifestyle intervention and counseling: What  
works best for weight loss and weight loss  
maintenance? 

• Selecting patients for bariatric surgery: When  
is this most beneficial? 



What’s the deal?  
Now a patient centered model of clinical practice 

• Need to consider various types of weight loss therapies 

• Dependent on individual health profiles, success or failure 
of previous attempts, and the patient’s own goals and 
interests 

• There needs to be long term treatment (>1 year +) 

• Strategies need to focus on sustainability of weight 
management and maintenance of weight loss due to high 
rate of relapse. 

• http://www.circ.ahajournals.org/content/early/2013/11/11/01.
cir.0000437739.71477.ee.full.pdf Check out the summary of 
recommendations and algorithm for treatment…. 

http://www.circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437739.71477.ee.full.pdf
http://www.circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437739.71477.ee.full.pdf
http://www.circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437739.71477.ee.full.pdf


15 evidence based dietary strategies reviewed 

• European Association for the Study of Diabetes Guidelines (focuses on targeting food 
groups rather than formal prescribed energy restriction) 

• Higher protein: (25% pro, 30% fat, 45% CHO) with realized energy deficit 

• Higher Protein “Zone” type diet: (5 meals per day, 40% CHO, 30% pro, 30% fat) without 
formal prescribed energy restriction, but realized energy deficit. 

• Lacto ovo vegetarian with prescribed  
energy deficit 

• Low Calorie diet: With prescribed  
energy deficit 

• Low CHO diet: (initially <20g CHO)  
without formal restriction, but realized  
energy deficit 

• Low fat vegan style diet: (10-25% fat)  
without formal restriction, but realized  
energy deficit 



Diets: 

• Low fat diet: (20% fat) without formal restriction, but realized energy 
deficit 

• “Lower” fat, high dairy diet: <30% fat, 4 servings of dairy per day, 
with or without increased fiber and/or low glycemic index foods with 
prescribed energy restriction 

• Macronutrient targeted diets: 15 or 25% pro; 20 or 40% fat; 
35/45/55/65% CHO with prescribed energy restriction 

• Mediterranean style diet with prescribed energy restriction 

• “Moderate” protein (12% pro, 58% CHO, 30% fat) with provision of 
foods that realized energy deficit 

• Provision of high glycemic load or low glycemic load meals with 
prescribed energy restriction 

• AHA style Step 1 diet (with prescription of 1500-1800 calories per day, 
<30% fat, <10% saturated fat) 



What’s up with all of these? Energy deficit! 
• Whatever diet you choose, there must be an energy deficit to produce weight 

loss. 

• Strength of the evidence for this was rated “High” 

• What can we see in all of these approaches? 

– My Plate/USDA 

– Harvard Healthy Eating Plate 

– DASH 

– Ornish 

– Mediterranean  

– Mayo Clinic 

– AHA diet 

– Volumetrics 

– High Protein (20-30%) 

– Atkins style, low CHO 



The Nitty Gritty: 

• How much?  

• General recommendations were 1200-1500 calories per day for 
women, and 1500-1800 per day for men, OR 

• Adjust for the individual’s body weight and prescribe a 500-750 calorie 
deficit 

• Or prescribe an evidence based diet that realizes this deficit 

 



Other comments: 

• Very Low Calorie Diets (<800 calories per day): Only in limited 
circumstances when provided by trained practitioners in a 
medical care setting where medical monitoring and high 
intensity lifestyle intervention can be provided. 

• Meal Replacements: They are associated with increased 
weight loss up to 6 months, but “longer term evidence of 
continued weight loss advantage is lacking” 

 

• What outcomes are they looking at? Weight loss and 
maintenance over time 



Other things to consider? 

• Some approaches can produce some variation in results: 
– Higher protein diets of 18-30% may result in improved loss of fat mass, 

improved LBM retention, and even possibly a lower % of weight regain. 
(Wycherly TP, et al., 2012; AJCN; 96: 281-98) 

– Food properties can factor in: Liquids vs solids -> digestive processing 
(Cassaday, et al, Am J Clin Nutr 2012;95: 587-593) 

– Eating frequency -> No clear relationship with weight loss. (Controlled feeding 
study found no difference: Leidy HJ, Campbell WW. J Nutr 2011; 141:154S-157S) 

– Timing of intake -> Eating earlier in the day can be helpful (Garaulet M, 
Gomez-Abellan P, Alburquerque-Bejar JJ, Lee YC, Ordovas JM, Scheer FA, J.L. 
Timing of Food Intake predicts weight loss effectiveness. Int J Obes. 2013; 
37:604-611) 

 

**And these are just dietary components and patterns. They do not include the 
metabolic and hormonal factors influencing appetite, intake and weight 
management 



Where are we going with this? 

• We have a lot of tools in the tool box for tailoring interventions 
to the goals, desires and personalities of our clients 

• We have the freedom to be more open minded when it comes to 
dietary manipulation. 

• Some suggestions from the experts: 

– Do talk about calories 

– Talk food and eating patterns rather than “nutrients” 

– Talk about shifting food choices: energy dense -> nutrient rich! 

– Teach portion control 

– Differentiate between snacks and treats 

 



Help them come to grips with reality 
• When calories are restricted with weight loss, there will be a decline in RMR 

• Weight loss will become increasingly difficult related to behavioral AND 
metabolic factors that may be out of their control 

• Those who lose weight have a lower energy expenditure and increased 
appetite signals compared to those who have not lost weight (Rosenbaum, et 
al., AJCN; 2008; 88:906, Kissileff, et al, AJCN; 2012; 95:309-17) 

• They will never be able to go back to eating the way they did before, and 
likely cannot eat the same way as someone else their same weight, size, 
gender, and age who has not lost weight.  

• Check out the “Body Weight Simulator” http://www.niddk.nih.gov/research-
funding/at-niddk/labs-branches/LBM/integrative-physiology-section/body-
weight-simulator/Pages/body-weight-simulator.aspx  
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*Calorie deficit is 
still required for 
weight 
maintenance due to 
a changing RMR 
and tendency for 
weight regain. This 
plans for these 
changes. 

Hall K, et al., 
Lancet; 2011; 
378:826-837  

Niddk Body weight simulator 



Let’s talk Reality: media, anyone? 

• Evidence vs Hype 

• Sensational headlines don’t tell the whole story 

• People don’t look to see how the news fits into the 
bigger scientific and environmental picture. 

• Knowledge is lost in translation 

• Headlines are “plucked”, emphasizing an element 
of a study, out of context. 

• Pew Research center: 

– 72% of internet users say they looked for on line health 
information in the last year 

– 7 out of 10 have tracked health indicators for 
themselves or someone else 



How do you handle it? 

• Client comes to you excited about the new 
diet,  
supplement, or super food that they think 
is  
going to work 

• How do you respond? 

– Wagging finger 

– “NO” 

– Frustration 

– Rolling eyes 

 

 

– How can we put a positive spin on their 
interest and enthusiasm? 



Let’s talk kids….. 

• Starting healthy habits at a young age should translate 
through adolescence and adulthood, right? 

 



Let’s talk kids….. 

• Starting healthy habits at a young age should translate 
through adolescence and adulthood, right?? 

 



Influences on childhood obesity: 

• Parental: habits and modeling 
from parents/family 

• Genetic/Familial traits 

• Environmental influences:  

– Socioeconomic status 

– Food access/availability 

– Education 

– Opportunities for physical activity 

– Media influence 

 



Has to be real life….. 

• Approaches and interventions have to 
translate to real life situations 

 

 

• All of these influences have to be 
looked at when  
helping kids 

– If a family has to rely on free school 
breakfast and  
lunch everyday, we have to be able to 
work with this. 



Resources for Pediatric weight management 
interventions: 

• Stop Light/Traffic Light approach 

– Validated and well researched  

– Go, Slow, Whoa: from NHLBI (online free resource) 

• http://www.nhlbi.nih.gov/health/educational/wecan/tools-
resources/curricula-toolkits.htm 

• http://www.nhlbi.nih.gov/health/educational/wecan/  

• Excellent resource site with educational tools, parent tips, a parent 
handbook, a professional handbook, and activities 

• Helps teach children and parents to make healthy food choices and 
encourages self monitoring 

• Can be creative in your approach to using this information 

http://www.nhlbi.nih.gov/health/educational/wecan/
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Slide resource: 
Weight management DPG 
Presentation from Miles S. Faith, PhD 

Department of 
Nutrition 

University of North 
Carolina – Chapel 
Hill 



Focusing on increasing  intake of 
nutrient rich foods, and 
decreasing intake of calorie dense 
foods 

Examples of  
Go, Slow, Whoa… 



Resources  for pediatric weight management 
interventions… 

• 5-2-1-0 
– 5 Fruits and Vegetables per day 

– <2 hours of screen time 

– 1 hour of physical activity daily 

– 0 sweetened beverages 

 

– Promoted by the American Academy of Pediatrics 

– Has a Pediatric Obesity Toolkit: focuses on MDs but a great resource 

– Prescription sheets 

– Excellent tools and goal tracking sheets 

– Simple and to the point! 

– Multiple web sites with resources……. 



http://www.healt
hynh.com/educati
on-for-
families.html 

http://5210.health
ymilitarychildren.
psu.edu/sites/def
ault/files/5210/pdf
s/healthychildren
/healthcareprofes
sionals/5210Healt
hyChildrenHealth
careProfessionals
Section.pdf  

5-2-1-0 basic Handout 
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5 Fruits and 
Veggies per day… 

Example of a goal tracker…. 



Other great resources…. 

• Kids Eat Right: http://www.eatright.org/resources/for-kids 

• Let’s Move!: http://www.letsmove.gov/ 

• Super healthy Kids: Recipes and Blog are free….meal plans are at 
a cost 
http://www.superhealthykids.com/?ce=4&utm_expid=39927280
-
2.0RSAebg2TBOAPYUSN97aYg.4&utm_referrer=http%3A%2F%
2Fwww.bing.com%2Fsearch%3Fq%3Dsuperhealthykids%26src%
3DIE-TopResult%26FORM%3DIETR02%26conversationid%3D  

• Choose My Plate: http://www.choosemyplate.gov/children-over-
five.html  

• New You after school curriculum 
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http://www.superhealthykids.com/?ce=4&utm_expid=39927280-2.0RSAebg2TBOAPYUSN97aYg.4&utm_referrer=http://www.bing.com/search?q%3Dsuperhealthykids%26src%3DIE-TopResult%26FORM%3DIETR02%26conversationid%3D
http://www.choosemyplate.gov/children-over-five.html
http://www.choosemyplate.gov/children-over-five.html
http://www.choosemyplate.gov/children-over-five.html
http://www.choosemyplate.gov/children-over-five.html
http://www.choosemyplate.gov/children-over-five.html
http://www.choosemyplate.gov/children-over-five.html


Questions and comments? 

• Feel like pulling your hair out? Contact us! 

• Contact information: 

• Cathy Shaw, RD, LD     
       

• 304-293-6652 

• Catherine.shaw@mail.wvu.edu                                         

mailto:Catherine.shaw@mail.wvu.edu


Sharon 
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Advanced Motivational Interviewing for  
Weight Management 

 
SAM ZIZZI, PROFESSOR  

CERTIFIED CONSULTANT, AASP 



Learning Objectives 

 

After the session, participants will be able to: 

 Identify different styles of questioning, and know when each might be most 
appropriate 

 Adapt the steps of the D-A-R-N “change talk” model for work with weight 
management clients 

 Integrate specific styles and questions from MI into work with weight 
management clients 

 Find and organize relevant web-based resources to support further MI 
training 

•   

 



Core Principles of MI   
(Resnicow et al, 2002; Rollnick et al., 2008) 

• The goal of MI is to help those who are ambivalent or 
unmotivated to change 

 

• Motivational interviewing . ..  

– is collaborative 

– is evocative 

– builds autonomy 

– challenges clients to make their own arguments for change, and to 
build their own plans and course of action 

 



The General “Rule” for MI Practitioners 

• Resist the “righting reflex” 

 

• Understand and explore the patient’s motivation 

 

• Listen with empathy 

 

• Empower the client to pursue their path towards health 



Behavior Change in MI 

Explore 
change talk 

with the 
client          

(D-A-R-N) 

Build 
commitment 
and specific 

plans 

Talk through 
internal and 

external 
barriers 

Behavior 
change 



Three Styles in MI 

Change Talk 

Following 

Guiding 

Directing 

“What changes 
to your diet 

make sense to 
talk about 

today?  

“What exactly 
happens to you 
when you get 

hungry?” 

“Your best 
option is to 

limit portion 
sizes” 

“How many 
meals do you 
eat each day?” 

“How have you 
been feeling 

since trying out 
your new 
habits?” 

“It sounds like 
you have been 
under a lot of 
stress lately” 



The Three Styles Work Together 

Following 
builds 

rapport 

Directing 
educates 

Guiding 
builds 

autonomy 



What is “change talk” darn it?  

• I want to . .. . I wish I could . .. .  

• I would like to . . . . Desire 
• I could . .. I might be able to . . .  

• I can . . . I am confident . . .  Ability 
• I would feel better as a parent if we ate healthier 

• I want to get off my cholesterol meds Reasons 
• I really should . . ..  

• I have to . . .  Need 



Behavior Change in MI 

Explore 
change talk 

with the 
client          

(D-A-R-N) 

Build 
commitment 

and make 
specific 
plans 

Talk through 
internal and 

external 
barriers 

Behavior 
change 



Scenario 1 - Julia 

• Julia, a 43 year old school teacher with a BMI of 37, has come to meet you for 
her 2nd session. Aside from taking cholesterol meds for the last year, she has 
no other chronic disease conditions or medications. She does not appear to 
be adhering to the diet you prescribed in the 1st session.  

• She was discouraged in a recent email (when scheduling) that she is “doing 
OK” on her diet but not losing much weight. She is going to the gym 2x per 
week. After three months in the program, she has lost approximately 3 
pounds. She does not appear to be logging food intake.  

• Find a Partner and Discuss 

• What elements of this scenario sound familiar?  

• What are some options on how to proceed?  



Some useful questions . . .  

• How important is it for you to change your lifestyle?  

 

• Out of all of the things we have talked about, what makes the most sense to 
you?  

 

• Would it be OK if we looked at your food logs on MyFitnessPal together?  

 

• How confident are you in making these changes in the next few weeks? (1-10) 

 

 



Scenario 2 – Lisa – Every Barrier in the Book 
• Lisa is a 51 year old mother of three with a busy lifestyle that keeps her on the go between work 

(as a secretary), sporting events, cooking, and taking care of her elderly mother. In your first 
meeting with her, she reports not having the time to log her food, and she was hoping you 
could just “tell her what to eat”. Additionally, she reports her husband sabotages her with late 
night take out food after she prepares a healthy dinner, and her kids don’t like the taste of 
healthy food. Oh, and eating healthy is too expensive.  

• She has a BMI of 42, and appears uncomfortable in the session with you, but assures you she 
“knows how to diet.” With pride, she reports that two years ago she lost 60 pounds eating 
“paleo-style” but has since gained it back plus 20 pounds. She asked you if you know where to 
buy Paleo Coffee.  

• Find a Partner and Discuss 

• How might MI help you figure out where to start, and how to position yourself?   

• When clients put on a performance like this, what purpose does their behavior serve? (what do 
they gain from it?) 



Scenarios or Cases from you?  

• Assuming we have some time remaining, what other 
cases or situations might you want to discuss?  



Motivational interviewing is about helping clients . . .  

 

resolve their own ambivalence 

find their own pace and path 

feel supported 

 



MI Resources 

• Books and Articles 

• Hollis, J.L., Williams, L.T., Collins, C.E., & Morgan, P.J. (2014). Does motivational interviewing 
align with international scope of practice, professional competency standards, and best practice 
guidelines in dietetics practice? Journal of the Academy of Nutrition and Dietetics, 114(5), 676-
687. doi:10.1016/j.jand.2013.12.023 

• Reyes, N. R., Oliver, T. L., Klotz, A. A., LaGrotte, C. A., Vander Veur, S. S., Virus, A., ... & Foster, G. 
D. (2012). Similarities and differences between weight loss maintainers and regainers: a qualitative 
analysis. Journal of the Academy of Nutrition and Dietetics, 112(4), 499-505. 

• Rollnick, S., Miller, W.R., & Butler, C.C. (2008). Motivational interviewing in health care: Helping 
patients change health behavior. New York, NY: Guildford Press.  

• Web-Based Resources 

• Motivational Interviewing Training Journal - http://www.mitrip.org/ojs/index.php/mitrip/index 

• Excellence in Motivational Interviewing - http://motivationalinterviewing.org/ 

 

http://www.mitrip.org/ojs/index.php/mitrip/index
http://www.mitrip.org/ojs/index.php/mitrip/index
http://motivationalinterviewing.org/
http://motivationalinterviewing.org/
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Nutrition for Healthy Lifestyles 
A FITNESS PROFESSIONAL’S PERSPECTIVE…. 



Objectives: 

• Understand the difference between Medical Nutrition Therapy  and 
nutrition for healthy lifestyles, and how this applies to your practice 

• Be able to discuss and implement strategies to best help your weight 
management clients succeed, including:  
– listing at least 3 strategies for healthy lifestyles to discuss with clients,  

– be able to identify on line supplemental health resources for client guidance,  

– be able to identify clients who need more targeted intervention/referral 

• Understand the term “evidence-based practice” and how this drives 
patient care 

• Understand the implication of dietary approaches for weight 
management based on the 2013 Guideline for the Management of 
Overweight and Obesity in Adults 



MNT vs “Healthy Lifestyles” Nutrition Advice 

• What is Medical Nutrition Therapy (MNT)? 

– Nutritional diagnostic assessment and nutrition therapy services 
for the purpose of disease management (outlined in licensure law) 

– Involves:  

• evaluation of individual’s nutritional needs for the purpose of disease 
management to determine factors necessary to restore/maintain optimal 
nutritional status 

• Intervention and treatment of a disease/medical condition through 
modification of nutrients or whole food intake to achieve optimal clinical 
outcomes, including specialized nutrition therapy and counseling services. 

• Services to promote general health, well-being, and primary prevention of 
chronic disease, based on sound scientific findings and research 



MNT vs “Healthy Lifestyles” Nutrition Advice 

• Some examples of MNT: 

– Nutrition therapy for HTN, DM, CVD,  
Metabolic Syndrome, Hypothyroidism,  
Obesity 

• Other licensed healthcare 
professionals may have these points 
written into their scope of practice  
as well (MDs) 

• “Healthy lifestyles” advice involves relaying general nutrition 
information on healthy eating and proper nutrition that is not 
disease specific, but good for the overall population. 



How does this affect what you do? 

• RDNs are licensed in the state of WV to provide MNT 

• Others cannot portray the impression that they are authorized to 
practice MNT (nutrition diagnosis, nutrition prescription, nutrition 
interventions to treat disease), just like RDNs cannot portray that they 
are authorized to prescribe medications or write  
physical therapy exercise prescriptions. 

• Example:  
– Discussing a 2 gram sodium diet with someone  

with HTN 

– Suggesting types and amounts of CHO to  
someone with DM or Metabolic Syndrome 

– Recommending specific products/supplements  
for weight loss or cancer treatment 



How to Best help your Weight Management 
Clients… 

• “Welcome Participant” 
letter: 
– Track what you eat 

– Get to know your plate 

– Know your “empty calorie” 
habits 

– Eat out less, cook at home 
more (and make better 
choices when eating out by 
using good info) 

– Look at food in a new way 

• Talk about what is important to them, and keep it basic 
 



Looking at food in a new way….. 

• Fuel vs. Fluff 

• Looking at food in a behavioral  
light, rather than just nutrients… 

• Not about good and bad, guilt and 
shame, 
vitamins/minerals/CHO/Pro/Fat 

• It’s about nourishment, choice, 
taste, family, friendship, love, 
comfort, tradition, spirituality, 
sustainability, accessibility, and 
safety….. 



Get back to basics…. 
• Controlling portions: what is a serving 

size? 

 

• Reducing energy intake: how? 

– Increasing/focusing on nutrient rich foods 

– Decreasing empty calorie intake from 
excess fat and added sugars (sweetened 
beverages, snack foods, high fat foods, 
large portions) 

– Choosing lower calorie menu items 

– Eating out less to decrease fat, sugar, 
sodium and calorie intake 

*Severe restrictions and eliminating foods can 
be counterproductive and unsustainable. 

 

 

 



Great resources for your clients: 

• Choose My Plate: www.choosemyplate.gov 

• Academy of Nutrition and Dietetics: www.eatright.org 

• American Heart Association: www.heart.org 

• American Diabetes Association: www.diabetes.org 

• Nutrition and Fitness trackers and blogs such as My Fitness 
Pal/Hello Healthy; Sparkpeople; The Calorie Control Council; 
The Weight management Resource page 
(www.healthperformance.wordpress.com)  

• Recipe and cooking resources: talk to your RDs…so many I cant 
list! 

 

http://www.choosemyplate.gov/
http://www.eatright.org/
http://www.heart.org/
http://www.diabetes.org/
http://www.healthperformance.wordpress.com/


Increase physical activity…. 

• This is your wheelhouse! 

– Talk to them about the Physical 
Activity Guidelines for 
Americans, and how this applies 
to them 

– Encourage daily activity 

– Give them ways to decrease their 
sedentary behavior…it’s not all 
about the work out at the gym, 
right? 



Working together…. 

• How do we best help our 
clients? By working together… 

– Support and reinforce what the 
RD is teaching or working on 
with the client 

– RDs will support and reinforce 
the principles of exercise you are 
promoting with your clients 

– Communicate about your clients 

– Put your client in the driver’s seat 
and let them lead the way 



Evidence Based Practice 

• What we should be discussing with 
our clients should be “evidence 
based”. 

• What is evidence based practice? 
– NLM/NIH: “The conscious and judicious 

use of current evidence in conjunction 
with clinical expertise and patient values 
to guide healthcare decisions” 

– “Best evidence includes empirical 
evidence from randomized controlled 
trials, evidence from other scientific 
methods such as descriptive and 
qualitative research; as well as use of 
information from case reports, scientific 
principles and expert opinion.” 

 



Evidence Based Practice 

– “When enough research evidence is available, the practice should 
be guided by research evidence in conjunction with clinical 
expertise and patient values”  

– Literature rigorously reviewed for evidence in a standard fashion, 
answering critical questions; evidence is rated and 
recommendations are made 

– Who follows evidence based practice guidelines? 



2013 Guideline for the Management of 
Overweight and Obesity in Adults…. 

• American Heart Association task force on Practice 
Guidelines 

• American College of Cardiology 

• The Obesity Society 

• Involved multiple members of expert panel and task force 
members 

• 73 page summary 

• Full report 683 pages and took 5 years to evaluate and write 

• Looked at all literature from 1998-2010/11 



2013 Guideline…. 

• Evidence based dietary approaches: what works and why? 

• All 15 evidence based diets successful in promoting weight 
loss equally well 

• Key  was having energy deficit present, either prescribed or 
realized (such as: ad libitum diets that severely restricted in 
CHO result in lower calorie intake) 

• Evidence for energy restriction was rated “High” 

Source: http://www.circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437739.71477.ee.full.pdf  

http://www.circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437739.71477.ee.full.pdf
http://www.circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437739.71477.ee.full.pdf


Evidence Based Diets Reviewed: 
• European Association for the Study of Diabetes Guidelines (focuses on 

targeting food groups rather than formal prescribed energy restriction) 

• Higher protein: (25% pro, 30% fat, 45% CHO) with realized energy deficit 

• Higher Protein “Zone” type diet: (5 meals per day, 40% CHO, 30% pro, 
30% fat) without formal prescribed energy restriction, but realized energy 
deficit. 

• Lacto ovo vegetarian with prescribed energy deficit 

• Low Calorie diet: With prescribed energy deficit 

• Low CHO diet: (initially <20g CHO) without formal restriction, but realized 
energy deficit 

• Low fat vegan style diet: (10-25% fat) without formal restriction, but 
realized energy deficit 



Diets reviewed: 
• Low fat diet: (20% fat) without formal restriction, but realized energy deficit 

• “Lower” fat, high dairy diet: <30% fat, 4 servings of dairy per day, with or without 
increased fiber and/or low glycemic index foods with prescribed energy restriction 

• Macronutrient targeted diets: 15 or 25% pro; 20 or 40% fat; 35/45/55/65% CHO 
with prescribed energy restriction 

• Mediterranean style diet with prescribed energy restriction 

• “Moderate” protein (12% pro, 58% CHO, 30% fat) with provision of foods that 
realized energy deficit 

• Provision of high glycemic load or low glycemic load meals with prescribed 
energy restriction 

• AHA style Step 1 diet (with prescription of 1500-1800 calories per day, <30% fat, 
<10% saturated fat) 



Where would we see these diets? 

– My Plate/USDA 

– Harvard Healthy Eating Plate 

– DASH 

– Ornish 

– Mediterranean  

– Mayo Clinic 

– AHA diet 

– Volumetrics 

– High Protein (20-30%) 

– Atkins style, low CHO 

 



What does this mean? 

• One size fits all is NOT appropriate 

• Banishing or forbidding foods is unnecessary 

• Looking for long term adherence?  
We have a variety of approaches.  
Put the client in the driver’s seat and make it their choice. 



What we know: 

• Modest weight loss of 3-5% has significant health benefits 

• Varying individualized approaches can keep people 
interested and motivated (Look AHEAD trial: 

trialhttps://www.lookaheadtrial.org/public/home.cfm) 

• Weight loss is difficult and it is not consistent (linear) 

• Just because we eat 500 Kcal less per day does not mean we 
will lose a pound per week indefinitely (Hall K, et al., Lancet; 2011; 378:826-

837)  

• Weight loss and calorie restriction will decrease the RMR 



What we know: 

• Those who lose weight have a lower energy expenditure 
and increased appetite signals compared to those who 
have not lost weight (Rosenbaum, et al., AJCN; 2008; 88:906, Kissileff, et al, AJCN; 2012; 

95:309-17) 

 



Important takeaways: 

• Teaching and encouraging lifestyle changes is more 
important than strict dieting 

• Look for non-scale victories in addition to accomplishing 
modest weight loss 

• Focus on the positive steps 

• Incremental improvements are successes, but they don’t 
necessarily produce weight loss. 

• Help the client be realistic and let them lead the way. 



Questions and comments? 

Feel free to contact me! 

Cathy Shaw, RD, LD 

304-293-6652 

Catherine.shaw@mail.
wvu.edu 


