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Abstract
Obesity is a serious disease that has tripled in prevalence since the 1980s, it affects all Americans either directly or indirectly, and attributes to several serious comorbidities and premature death. While guidelines do currently exist, provider weight management counseling is inconsistent and far from ideal.  After educating the staff in a primary care setting on the importance of identifying patients with BMIs  > 25 and providing those identified with weight management counseling, the staff showed a sitewide improvement in the identification of abnormal BMIs with a 37% increase in the use of corresponding overweight and obesity diagnosis codes, an 8% increase in patient weight management counseling, and an 88% increase in the use of weight management counseling billing codes. 
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Dare County Quality Improvement Project for the Overweight and Obese Adult Patient
[bookmark: _Hlk5992446]Chapter One:  Adult Obesity in the United States of America
 Overview of the Problem of Interest
[bookmark: _Hlk2280060]	Obesity is a prevalent disease that is associated with several serious comorbidities (Center for Disease Control and Prevention [CDC], 2018).  Therefore, it is important that providers identify patients who are overweight or obese, take the time to educate them, and provide them with information on how to access resources that will support their future weight loss efforts.  The purpose of this chapter is to evaluate the significance of the obesity epidemic, to take a close look at Dare County, North Carolina, which was the location of this project site, and to give a brief overview of this quality improvement (QI) project on adult obesity. 
Background Information 
[bookmark: _Hlk2282733][bookmark: _Hlk508883302][bookmark: _Hlk508882464]Obesity is a serious disease that affects all Americans, directly or indirectly.  Obesity attributes to premature death and several serious comorbidities including: diabetes, hyperlipidemia, hypertension, sleep apnea, stroke, heart disease, arthritis, gallbladder disease, mental illness, and cancer (endometrial, breast, colon, kidney, gallbladder, and liver) (CDC, 2018; Shepherd, 2014; Wang, Pamplin, Long, Ward, Gortmaker, & Andreyeva, 2015).  Obesity has been on the rise, having tripled in prevalence since the 1980s (Wang, Pamplin, Long, Ward, Gortmaker, & Andreyeva, 2015).  According to the CDC (2018) over 93 million Americans are currently obese.  This equates to more than one-third obese adult Americans and this number is projected to rise to one-half by the year 2030 (Sampath, Dinani, & Rothstein, 2016).  These statistics are staggering and what’s more staggering is that some suggest the statistics from the CDC are on the low side since state estimates from the CDC use self-reported weights and heights, which results in data underestimates of about 16-23% (Wang, Pamplin, Long, Ward, Gortmaker, & Andreyeva, 2015; Ward, Long, Resch, Gortmaker, Cradock, Giles, Hsiao, & Wang, 2016).  
[bookmark: _Hlk508884312]Obesity is not only costly to one’s health but also to their wallet.  The estimated annual cost of obesity-related health care in the United States (US) is about 200 billion dollars and this figure is only on the rise, by 2030 the cost of obesity-related health care is projected to increase between 48-66 billion dollars (CDC, 2018; Sampath, Dinani, & Rothstein, 2016; Voelker, 2012).  In addition, individual obese Americans are estimated to pay $1,429 more per year in medical cost, as compared to those Americans who are of normal weight (CDC, 2018).  
[bookmark: _Hlk484010750]However, there is hope. A population-wide decrease in body mass index (BMI) would in turn decrease the prevalence of obesity’s many comorbidities, which would result in significant health care savings for Americans that could reach into the billions of dollars (Voelker, 2012).  In addition, primary care visits in conjunction with patient education can yield positive weight loss results (Stevens, Jackson, Howes, & Morgan, 2013; Tsai, Wadden, Volger, Sarwer, Vetter, Kumanyika, Berkowitz, Diewald, Perez, Lavenberg, Panigrahi, & Glick, 2013). 
[bookmark: _Hlk508899252]Unfortunately, many health care providers do not take the time to counsel their overweight or obese patients.  According to Lorts and Ohri-Vachaspati (2016), rates of counseling for obese and overweight patients by health care providers range from 25% to 67%, leaving plenty of room for improvement.  They propose that providers can make a significant difference in the lives of overweight and obese patients since 82% of U.S. adults will see their health care provider this year.  To achieve consistent patient education, providers must address barriers to weight loss and nutrition counseling, which include the lack of time, inadequate reimbursement, and lack of knowledge of accessible resources (Lorts, & Ohri-Vachaspati, 2016).  
     Dare County was selected for the location of this QI project because of geographic convenience.  Dare County is a coastal area that borders the Atlantic Ocean and is the furthest easternmost county in the state of North Carolina covering an area of over 1,000 square miles  (Healthy Carolinians of the Outer Banks [HSCB], 2016).  The population of Dare County is around 35,000 people and is evenly divided among males and females (HSCB, 2016; United States Census Bureau [USCB], 2016).  Dare County is not racially or ethnically diverse, Whites make up 87.8% of the population as compared to the state’s 71%, Blacks make up 2.7% of the population as compared to the state’s 22%, and Hispanics made up 7.1% of the population as compared to 9.2% of the state’s population (HSCB, 2016).  In addition, Dare County has about 14.7% of its population who are without health insurance (USCB, 2016).
Significance of Clinical Problem
	Obesity is a national health crisis and needs to be addressed as such.  Currently 39.8 % of adult Americans are obese and another 31.8% are overweight (CDC, 2018).  The prevalence of adult obesity in America is such that overweight and obese individuals outnumber normal weight individuals 2:1 and by the year 2030 it is projected that 85% of American adults will be overweight or obese (Smith & Smith, 2016).  And in Dare County obesity rates closely reflect the national percentages currently 32.8% of Dare County residence are reportedly obese (HSCB, 2016).
Question Guiding Inquiry (PICO) 
Population.  Adults (individuals eighteen years of age or older) who are overweight (BMI > 25) or obese (BMI > 30) and seek care in the Dare County Department of Health and Human Services’ (DCDHHS) patient clinic. 
Intervention.  Clinical staff will document the patient’s height and weight, which will populate a corresponding BMI in the patient’s electronic medical record. Clinical staff will provide all individuals who meet the population criteria with a resource packet and document that the packet was given in the patient’s chart to flag the provider.  The provider will then address the patient’s educational needs related to their BMI status and bill accordingly.  
Comparison.  Comparisons of BMI documentation, use of appropriate BMI diagnostic codes, patient weight management education, and provider billing codes were made pre- and post-QI initiative. 
Outcomes.  Anticipated outcomes include appropriate BMI identification with a corresponding diagnosis code, consistent documentation of patient weight management education for all adults 18 years of age and older who have a BMI at or above 25, and the use of appropriate billing codes for provider weight management education.
Summary 
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Chapter Two:  Review of the Literature on Adult Obesity
[bookmark: _Hlk2241586]An extensive literature review was performed using search engines including East Carolina University’s Lampus Library, Cumulative Index of Nursing and Allied Health Literature (CINAHL), and PubMed.  Research included the topics of adult obesity and literature on current guidelines for the management of overweight and obese adults.  
Methodology.  Literature review was implemented using several online search engines including PubMed, CINHAL, East Carolina University’s (ECU) Lampus Library, and Google Chrome.  In addition, supplemental content was used from several government websites including CDC, Office of Disease Prevention and Health Promotion (ODPHP), and the Centers for Medicare and Medicaid services. 
Sampling strategies.  Search strategies used key terms including adult, obesity, education, primary care, guidelines, interventions, United States, public health, obesity management, apps and obesity, free weight management apps, billing codes for overweight and obese patients, weight management counseling, and obese patient education materials.
Evaluation criteria.  Literature was evaluated on content to include the adult population (18 years of age and older), obese and overweight patients (BMI at or above 25), the primary care setting, weight management counseling, provider reimbursement, and billing codes.  See Appendix A. 
Literature Review Findings 
[bookmark: _Hlk512338747][bookmark: _Hlk5712921]Guidelines.  In 2000, a National Institutes of Health panel described obesity as a chronic disease, which led to the American Medical Association adopting a policy in 2013, which recognized obesity as a disease (Brunton, 2014).  Since the mention of obesity as a chronic disease in 2000, there have been several national recommendations and policies implemented to improve the management of obese patients (Fitzpatrick & Stevens, 2017).  The U.S. Preventive Services Task Force (USPSTF), the American Heart Association, American College of Cardiology, and the Obesity Society have all recommended that providers screen for overweight and obese patients in their practices and provide patients identified with risk factors for cardiovascular disease additional intensive behavioral counseling (Fitzpatrick & Stevens, 2017). 
In 2011, the Centers for Medicare & Medicaid Services (CMS) supported a policy to reimburse primary care providers for taking the time to provide intensive behavioral therapy for obese patients (Brunton, 2014; Fitzpatrick & Stevens, 2017).  This policy supported the reimbursement of primary care providers providing intensive behavioral therapy for obesity as a stand-alone billable service, so long as the care was for Medicare beneficiaries, using the 5 A’s of counseling framework, and within a 10-15-minute period of face to face counseling (Brunton, 2014; Fitzpatrick & Stevens, 2017).  The CMS also implemented the Electronic Health Record (EHR) Meaningful Use Incentive Program, this program gave providers financial incentives for the use of EHR to document QI measures including: BMI, treatment, follow-ups, and/or referrals for patients identified with a BMI > 25 (Brunton, 2014; Fitzpatrick & Stevens, 2017). 
The 2013 Report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines and The Obesity Society released recommended guidelines and an algorithm for the management of overweight and obese adults, which included: the assessment of risks associated with obesity and overweight individuals, benefits of subsequent weight loss, and treatments for weight loss (Brunton, 2014; Jensen, et al, 2013).  The treatment suggestions for weight loss included dietary changes, lifestyle changes, and for some bariatric surgery (Jensen, et al., 2013).  
Indications for Improvement.  Despite the recent practice recommendations and clinical practice guidelines for the management of overweight and obese patients, obesity management in the primary care setting is less than optimal.  Studies indicate that most patients would like the opportunity to discuss weight loss with their provider however, diagnosis and treatment rates for obesity remain low (Barnes, Theeke, & Mallow, 2015; Fitzpatrick & Stevens, 2017; Kushner & Ryan, 2014).   
Relatively few patients receive obesity counseling consistent with the current recommended guidelines despite providers’ access to guidelines and patients’ desire for counseling.  It has been noted that more than two-thirds of patients with obesity in the United States are not being offered or referred for appropriate treatment of their obesity by their primary health care provider (Fitzpatrick, Dickens, Avery, Ventrelle, Shultz, Kishen, & Rothchild, 2017).
This inconsistency in care can be attributed to both patient and provider factors.  Patients have several barriers to care that may include feeling judged by providers, feeling a lack of desire from the provider to assist them with their weight loss, the lack of proper education and awareness of the chronic nature of being overweight or obese, compromised socio-economic status, time constraints, lack of social support systems, other co-morbidities, medications, and/or substance abuse problems (Barnes, Theeke, & Mallow, 2015).    
In addition to patient barriers to care of the overweight and obese patient, there are also provider barriers of care to consider.  Provider contributing factors and barriers to optimal care of the overweight and obese patient include the lack of provider confidence in obesity management, concerns about the efficacy of treatment, frustrations with prior attempts and perceived failures, negative attitudes toward obese patients, thoughts that obese patients are lazy, thoughts that obese patients should be able to manage their own weight, perceptions that obese patients lack time for exercise, and/or the perception that obese patients lack self-control (Barnes, Theeke, & Mallow, 2015; Petrin, Kahan, Turner, Gallagher, & Dietz, 2016).  In addition, the lack of the use of objective screening tools by providers contributes to the subpar treatment of overweight and obese patients resulting in an increase in negative health outcomes for the overweight and obese individual (Barnes, Theeke, & Mallow, 2015).
Identifying Patients.  The current standard of care in both identifying and quantifying the overweight and obese patient is the use the patient’s body mass index (BMI) (Barnes, Theeke, & Mallow, 2015).   A persons BMI is the measurement of body fat and is calculated using the individual’s height and weight.  Therefore, the evaluation of patients should include a current height, weight, and calculated BMI at each clinical visit (Millen, Wolongevicz, Nonas, & Lichtenstein, 2014).  BMI’s should be further categorized to include the overweight population (BMI greater than 25 to 29.9) and the obese (BMI greater than or equal to 30) (Millen, Wolongevicz, Nonas, & Lichtenstein, 2014).
It is important to note that there are some issues with using the BMI solely to assess a patient’s health status. For some BMI’s are too general and do not consider the individual’s gender, build, age, or ethnicity.  George (2017) reported that professional athletes who are often very healthy are considered overweight or obese when using their BMI because their build is so dense secondary to muscle tissue, which weighs more than fat and conversely, individuals loose density in their bone mass as they age, which may result in the calculation of a normal BMI when in fact they may be more accurately classified as overweight or obese.  These additional variables should be considered by providers during their assessment and physical exam in addition to the calculated BMI.	
[bookmark: _Hlk2249620]Role of Health Care Providers.  The U.S. Preventative Service Task Force (USPSTF) (2012) recommends all adults be screened for obesity.  The USPSTF guidelines recommend that individuals who are identified as having a BMI greater than 30 should receive intensive, multicomponent behavioral interventions.  The USPSTF recommendations are based on evidence that showed counseling obese patients resulted in a 6% body weight loss, which in turn improved serious comorbidities and cardiovascular disease risk factors such as hypertension and/or hyperlipidemia, compared with those individuals’ who did not receive weight management counseling from their provider (Petrin, Kahan, Turner, Gallagher, & Dietz, 2016).  
Patients who have been counseled by their health care providers regarding weight management have shown a consistent increase in odds of clinically significant weight loss of at least 5% (Petrin, Kahan, Turner, Gallagher, & Dietz, 2016).  Weight management counseling from providers has also been shown to substantially affect a variety of health outcomes, in addition to weight, and these educated patients are in turn more likely to perceive themselves as overweight or obese, and are more likely to report a readiness to start attempting weight loss efforts (Petrin, Kahan, Turner, Gallagher, & Dietz, 2016).  
The role of the primary health care provider is key for patients who are overweight or obese.  Brunton’s (2014) systematic review and meta-analysis of over 207 thousand individuals in the United States, showed the positive impact of advice given by primary care providers regarding patient’s weight loss efforts.  It concluded, that the greater the support provided by the primary healthcare provider, and the better the perceived provider communication, the greater the overall weight loss (Brunton, 2014). 
Appropriate management of overweight and obese patients should include provider documentation of the diagnosis of overweight or obesity.  Appropriate provider documentation and corresponding diagnosis codes positively correlate with documentation and implementation of treatment for the overweight and obese patient (Barnes, Theeke, & Mallow, 2015).  The 2013 guidelines recommend recording patients’ height, weight, and BMI annually, and more frequently depending on the individuals risk factors (Jensen, et al., 2013).  
Interventions.  Kushner and Ryan (2014) suggest the management of the overweight and obese adult patient should start with the screening of all adult patients.  In addition to height, weight, and BMI a thorough medical history should be obtained and include the patient’s diet, physical activity habits, psychosocial factors, weight gaining medications, and family history (Kushner & Ryan, 2014).  
[bookmark: _Hlk512360483]Once the overweight and obese adult patients are identified, their level of readiness for change should be assessed, and a thorough health history taken.  The health care provider should then assist their overweight and obese patients with their weight loss efforts through patient counseling and proper interventions (Goldkamp, Anderson, Lifits‐Podorozhansky, & Gavard, 2015; Kushner & Ryan, 2014).  Interventions should include weight loss through lifestyle changes, which may include a reduced calorie diet, aerobic activity, and structure to support their efforts (Goldkamp, Anderson, Lifits‐Podorozhansky, & Gavard, 2015).  Treatment counseling efforts can be implemented in the health care provider’s office, through a referral to a registered dietician, or weight loss program (Kushner & Ryan, 2014).  The initial goal should be a weight reduction of 5% to 10% to achieve significant health benefits (Barnes, Theeke, & Mallow, 2015; Kushner & Ryan, 2014). 
Kushner and Ryan (2014) suggest is not necessary for patients to reach a BMI of less than 25 to see clinically significant results.  They report there is strong evidence that a weight loss of 5% - 15% can greatly reduce the risk of several comorbidities including: cardiovascular disease, type 2 diabetes, and sleep apnea.  In addition, they state any sustained weight loss of as little as 3% - 5% may result in clinically significant improvement of high triglycerides and elevated blood sugars, and greater levels of weight loss may further reduce blood pressure, blood sugar, and cholesterol levels resulting in the reduction or even the elimination of medications to control these chronic conditions.  
Reimbursement.  Insurance companies have responded to recent guideline updates for the management of overweight and obese adults in America and have expanded their coverage of care to include obesity screening and counseling (Wang, Pamplin, Long, Ward, Gortmaker, & Andreyeva, 2015).
Limitations of Literature Review Process 
	The literature review yielded large results.  Search terms used were easily linked to a variety of comorbidities and subjects that were outside the scope of this QI project.  Search terms used included adult obesity with the inclusion of current statistics, United States, English, comorbidities, treatment, prevention, resources, diet, exercise, BMI criteria, billing codes, reimbursement, primary care, and current guidelines.  Exclusion criteria during the literature review included pediatrics and adolescents. 
Discussion 
[bookmark: _Hlk2241704]	Overall the literature review was compelling and supported the following ideas:  
· obesity is currently a major health concern
· individuals should be screened and counseled by their health care providers  
· use of patients’ BMI was an appropriate screening method for identifying and classifying overweight and obese patients
· interventions for weight loss and patient education should focus on lifestyle changes through calorie reduction, activity, and support of patient efforts 
· reimbursement is available for health care providers through insurance companies for their time used to counsel overweight and obese adult patients
Conclusion of findings. The literature review provided a large body of evidence, which supports the clinical importance and efficacy of treatment for the overweight and obese adult.
Advantages and disadvantages of findings.  Advantages included the support of BMI screening at all visits with the health care provider, supportive national guidelines, data to support clinical efficacy for treatment efforts, and reimbursement support for providers. 
Disadvantages were that most successful outcomes relied heavily on the patient’s motivation and less on the provider’s specific interventions, and incentives of reimbursement for health care providers were rarely addressed.
Utilization of findings in practice.  Fortunately, the interventions set forth by the USPSTF to manage the overweight and obese population in America can be implemented in any care setting.  Therefore, a QI intervention at the Dare County Department of Health and Human Services that is backed by current reliable research and aligns with the current governmental guidelines can be seamlessly apply. 
Summary 
	A comprehensive literature review was implemented to search for viable interventions for the overweight and obese adult.  There was a considerable amount of research to support the need for BMI screenings, counsel from health care providers, patient lifestyle changes in the form of diet and exercise, and patient support systems. 


Chapter Three:  Theory and Concept Model for Evidence-based Practice 
[bookmark: _Hlk2242707]Rogers theory, Diffusion of Innovations, relies on social systems and human capital to spread new ideas, which supports the concept of QI and was the theoretical framework used to guide this project (Rogers, 2003). The purpose of this chapter is to analyze concepts used in Rogers’ theory, to look at the framework of the Diffusion of Innovations Theory, and to explain how this theory may be used to carry out changes within the health care system.
Concept Analysis 
	Roger (2003) explains that his Diffusion of Innovations Theory is based on three major concepts: diffusion, communication, and innovation. Roger describes diffusion is as the process in which innovation is communicated through human interaction such as conversation, documentation, education, and role modeling, over time, among those individuals who are part of the same social system.  He defines communication as the process in which individuals within the same social system, create and share information, with one another, to reach a mutual understanding, and innovation is an idea, practice, or object that is perceived as new to an individual or social system for adoption (Rogers, 2003). 	
Theoretical Framework 
	Rogers’ Diffusion of Innovations Theory explains how new ways of thinking or practice ideas can be translated and adopted by and into social systems.  Roger (2003) bases his theory on four main elements innovation, communication, time, and social systems.  Rogers defines innovation as the perception of a new idea or concept, communication as the process by which the individuals in a social system share information or concepts with one another, time as the amount of time or rate at which the innovation is adopted, and social systems as the interrelated units made up of individuals, groups, organizations, or subsystems that share ideas to accomplish a common goal (Rogers, 2003).	
[bookmark: _Hlk2242536]Application to practice change.  The QI initiative at the Dare County Department of Health and Human Services relied heavily on Rogers’s theory and concepts to translate innovation into practice among staff members.  The innovation of new practice ideas was implemented during an initial staff meeting that included mutual goal setting to increase the number of patient’s being identified as overweight or obese using their BMI’s, receiving patient education packets and related counsel, and to communicate appropriate and easy access to billing codes to increase reimbursement rates and to provide financial incentives to the organization.  Communication efforts relied on the daily interaction between staff members and the adoption of QI efforts through behavior, new expectations, and dialog.  Time was an organic variable and adoption rates were facilitated by financial incentives, initial mutual goal settings, and the quality of the relationships that existed among staff members before the QI project.  Social systems were already in place and included all clinical staff and providers that participated in adult patient care and triage at the Dare County Department of Health and Human Services’ Clinic.  
EBP Change Theory 
	Roger’s Diffusion of Innovation Theory was used to guide this QI project because of its seamless systematic approach on how to spread a new idea.  Rogers’ theory easily explains how over time a new idea can gain momentum and spread through the social network or in this case the clinical setting (Rogers, 2003).  In the end, the result of diffusion is the adoption of the new idea and new way of doing things.  It is the perception of the idea or intervention as new that makes it appealing and diffusion possible (Rogers, 2003).  
	The adoption of the new idea or intervention does not usually happen simultaneously, but rather systematically, starting with those who are innovative thinkers (Rogers, 2003).  Innovative thinkers are those individuals who are venturesome and like to try new things (Rogers, 2003).  The idea continues systematically through the path of least resistance based on the individual’s personality traits.  Next, one would expect to see conversion by the early adopters.  The early adopters are generally those in leadership roles and are already aware that change is needed (Rogers, 2003).  This trend of diffusion would continue sequentially to the early majority (those who convert sooner based on supportive evidence), the late majority (those who are the skeptical and who will only adopt change once it has been adopted by the majority), and finally the laggards (these tend to be conservative individuals that are bound by tradition) (Rogers, 2003).  
Application to practice change.  The innovation for this QI project was initiated after an educational staff wide meeting that introduced the concept to consistently classify each adult’s weight status based on their BMI.  The adoption of this idea relied on the Diffusion of Innovation Theory to use their clinical social system to naturally disseminate or diffuse this new way of classifying patients throughout the clinic.  The acceptance of this change set in motion seamless identification of overweight and obese adult patients with BMIs >25, which flagged the staff to provide a resource packet, subsequent provider weight management counseling, and the use of billing codes for reimbursement of the weight management counseling provided. 
Summary 
	Rogers Diffusion of Innovation Theory provided a solid framework to guide this QI project.  By understanding the concepts of innovation, communication, diffusion, and social systems one was able to foster a new idea founded by evidence-based practice, communicate it effectively in an established social system that provides care to this population of interests, and to anticipate and allow time for diffusion to occur. 



[bookmark: _Hlk519680767]
Chapter Four:  Pre-implementation Planning
The pre-implementation phase of this QI initiative focused on collaborating with staff at the DCDHHS to identify a viable project site, one that would be both ready and able to assist QI efforts for their adult overweight and obese patients.  In addition, collaboration with fellow student and faculty colleagues generated input and feedback that aided decision making efforts on which outcomes should be evaluated.  The purpose of this chapter is to identify the process of this QI initiative, discuss components of project management, identify cost, IRB approval, and the plan for project evaluation. 
Project Purpose 
	The purpose of this project was to improve identification, diagnosis, patient education, and the use of subsequent billing codes for all overweight and obese adult patients who sought care at the DCDHHS clinic. 
Project Management
[bookmark: _Hlk517803361][bookmark: _Hlk517803719]Organizational readiness for change.  When the DCDHHS was approached as a possible clinical site to perform a QI project related to adult obesity, their Clinical and Community Services Nursing Director acknowledged that they had both a need and desire to address the obesity epidemic in their adult population.  Hence, the DCDHHS’s readiness for change was clearly communicated.
Inter-professional collaboration.  The Clinical and Community Services Nursing Director at the DCDHHS facilitated efforts to carry out the obesity QI project at the DCDHHS Manteo site, served as a main point of contact for project approvals, identified staff members who were interested in educating the overweight and obese adult population at their facility, and identified a viable site champion for the project. 
Risk management assessment.  A risk assessment of the DCDHHS was done using a SWOT analysis.  Strengths identified through the assessment included the staff’s readiness to change, encouragement of new ideas and policy initiatives, professional and consistent communication efforts, staff’s awareness of the current obesity crisis, and a preexisting commitment to serving the community.  Weaknesses identified included the lack of a consistent site wide approach to the overweight and obese adult patient and the lack of a policy to address management of these patients.  Opportunities noted included a high percent of obese adults living in Dare County, access to free weight management apps for patients who use a smart phone or have a home computer; the ability to bill for provider weight management education; and free community transportation.  Lastly, threats found using the SWAT analysis included possible coverage changes and discrepancies, access to care, access to healthy food, and potential knowledge deficits. 
Organizational approval process.  The DCDHHS had an existing contract with East Carolina University (ECU), which facilitated a seamless partnership. The DCDHHS did not require an IRB review and the IRB review board at ECU determined the QI project did not qualify as human research, and subsequently did not need to go through a formal IRB process.  See appendix B. 
Information technology.  Information technology was used to randomly audit charts pre- and post-project implementation from the DCDHHS’s computer charting system.  The use of technology enabled, the automatic calculation of patient BMI’s, calculation of patients’ current age based on date of birth data entry, quick access to diagnosis codes, documentation within the provider’s notes, and use of billing codes.
Cost Analysis of Materials Needed for Project
Table 1
	DNP Obesity Project Budget

	
	


	Line Item
	Quantity 
	Cost Per Unit
(Dollars)
	Total
(Dollars)

	Travel
	
	
	

	Gallons of Gas
	24
	2.85
	68.40

	Food
	
	
	

	Mini Scones Platter
	1
	16.99
	16.99

	Loaf Cake Platter 
	1
	20.99
	20.99

	Fresh Fruit Tart Platter
	2
	30.99
	61.98

	Fresh Fruit Platter 
	1
	24.50
	24.50

	Combo Breakfast Platter
	1
	18.99
	18.99

	Mini Croissant and Bagels Platter
	1
	15.99
	15.99

	Wraps Platter
	1
	59.99
	59.99

	Fresh Fruit Display 
	1
	29.99
	29.99

	Pot Roast Sliders Platter
	1
	19.99
	19.99

	Vegetables and Dip Platter
	1
	49.99
	49.99

	Tea Cakes Platter
	1
	23.99
	23.99

	Beverages 
	
	
	

	Bottle Water (24)
	3
	4.49
	13.20

	Low Fat Milk (Gallon)
	1
	4.49
	4.49

	Plant Based Milk
	2
	4.50
	9.00

	Serving Supplies
	
	
	

	Cups (16)
	2
	1.00
	2.00

	Napkins (20)
	4
	1.00
	4.00

	Paper Plates (10)
	8
	1.00
	8.00

	Cutlery (48)
	3
	2.99
	8.97

	Tongs 
	9
	1.00
	9.00

	Office Supplies
	
	
	

	Pocket Folders Box (25)
	8
	7.50
	60.00

	Folder Labels 
	175
	.50
	87.50

	Color Copies per Sheet
	2,500
	.09
	225.00

	Laminator 
	1
	21.99
	21.99

	Thermal Laminating Pouches (50)
	1
	12.91
	12.91

	Total
	
	
	$877.85


Plans for Institutional Review Board Approval
	IRB approval was initiated through ECU.  Submission for project approval included a worksheet (Projects Requiring IRB Review vs. Quality Improvement, Quality Assessment, or Quality Assurance: A Worksheet to Assist in Determining When IRB Review is Required) to determine the need for IRB review.  In addition, all project information was submitted to the IRB board, which included: an IRB worksheet, project data collection and outcome tools for pre- and post-project implementation, existing contract agreement between the DCDHHS and ECU, a letter of support from the DCDHHS project site, project proposal approval from the Project Team Faculty Lead, hand out for providers, each handout for patients in both English and Spanish, staff PowerPoint presentation, and the copyright policy giving permission to use handouts and PowerPoint from health.gov.  After reviewing the IRB worksheet and project materials ECU concluded that the obesity QI project did not directly involve human subjects and therefore, did not require a formal IRB review.  See Appendixes B & F.
Plan for Project Evaluation
Demographics.  Demographic information collected included: patient’s age (reported as 18 years of age and older) and patient’s BMI (reported as equal to or greater than 25).  Each patient had a BMI, which was automatically calculated in the electronic chart once the patient’s height and weight was entered at triage.  In addition, each chart had an associated age with entry of their date of birth.  The pre- and post-data collection tool was used to identify those individuals who met the inclusion criteria from the 100 randomly audited charts. See data collection tool in Appendix C. 
[bookmark: _Hlk605441][bookmark: _Hlk517816117]Project Outcomes.  The project looked at whether (yes or no) a diagnosis code was associated in each adult patient’s chart who had a BMI > 25, whether (yes or no) weight management education was provided to the overweight adult patient and documented in the chart, and whether (yes or no) a weight management counseling billing code was used.  The outcomes were measured before and after the QI initiative and one PDSA cycle, which was used to make changes based on the staffs’ verbal input.  The pre- and post-data collection was done using two random chart audits.  The number of yes answers for each outcome were compared from the chart audit prior to the QI initiative and the chart audit after the QI initiative, to see if there was any improvement in the use of BMI associated diagnoses codes, the frequency of patient weight management education, and/or an increase in the use of weight management counseling billing codes.  
[bookmark: _Hlk517816960]Evaluation tool.  The evaluation tool provided a comparison of the number of charts that had a diagnosis code associated with a BMI > 25, documentation of weight management counseling, and the use of a weight management counseling billing code.  This collection tool was used both before and after the implementation of the QI project initiative to evaluate if there was an increase in the number of yes responses, for each outcome, after the QI effort.  See Appendix F. 
Data analysis.  Data analysis was used to evaluate whether the QI efforts increased the overall number of yes answers, for each outcome measure.  The pre- and post-data collection tools were compared to determine if the improvement efforts showed an increase in yes answers for: the use of BMI diagnosis codes, documentation of patient weight management education, and the use of provider weight management counseling billing codes. 
Data management.  Tools used to document data were on paper and void of patient identifiers.  Tools used were kept secure in an unidentified folder until it was manually entered onto a personal desktop, again without any patient identifiers. 
Summary
	The pre-implementation phase of this adult obesity QI project led to a viable project site at the DCDHHS.  The SWOT analysis provided a risk assessment, which aided the identification of potential opportunities for the DCDHHS to use in this QI effort.  In addition, a project budget was created along with several outcome tools.  Lastly, the IRB process was seamless secondary to the preexisting contract between ECU and the DCDHHS and because data collected was void of any individual patient identifiers. 





















Chapter Five: Implementation Process
[bookmark: _Hlk526954279][bookmark: _Hlk526950704][bookmark: _Hlk526945002]The implementation of this adult overweight and obesity QI initiative took place over a 12 week period, during the Fall of 2018, at the DCDHHS.  Initially there was a meeting with the DCDHHS’s Community and Clinical Services Nursing Director to discuss the implementation plan, data that would need to be collected, parameters for pre- and post-implementation chart audits, content of a staff educational meeting, the number of patient education packets needed, the population’s language barriers, and the scheduling of dates for chart audits, staff educational lunch, and subsequent meetings.  
The overall QI initiative focused on educating the staff at the DCDHHS on the importance of weight management education for their overweight and obese adult population.  The staff was encouraged to identify adult patients consistently and appropriately who have a BMI >25, to provide those identified with a weight management education packet in their preferred language during rooming so they could have an opportunity to review the information while waiting for the provider.  Providers would then discuss weight management efforts with the patient, give needed weight management counseling, and document that weight management counseling had been given in the patients’ EMR.  Lastly, providers were educated on how to code BMI’s and how to bill for weight management education services to ensure provider compensation and to present an additional financial incentive.  
Setting
	The DCDHHS clinic is located on Roanoke Island in Manteo, North Carolina.  The DCDHHS clinic includes a Community and Clinical Services unit, which provides many services to the area including: adult health, prenatal care and management, maternal health, family planning, newborn and post-partum assessments, child health, immunizations, preventative screenings, physicals, laboratory testing, school and dental health and disease surveillance (Dare County North Carolina, 2018).  
Participants
The DCDHHS Community and Clinical Services unit had three providers during the time of this QI project implementation phase which included a full time midwife, physician’s assistant, and a part-time medical doctor.  For this QI initiative, the entire staff including all providers, nurses, social workers, dieticians, and clerical staff were involved.  Although actualizing clinical changes and patient education deferred to providers and their nurses, further patient education needs had the potential to transfer to the dietitians, necessary patient resources to the social workers, and billing changes and coding efforts to the clerical staff.  Therefore, education regarding the overweight and obese adult QI initiative was provided to all the Manteo staff at the DCDHHS Community and Clinical Services unit.  
Each of these providers saw a wide range of clinical cases on any given day therefore, the focus was limited to those individuals seeking adult health or family planning care with one of the providers and who were 18 years of age or older.  In addition, individuals seeking family care specifically for prenatal care were omitted.  Next, patient education efforts were limited to all those individuals who met the above mentioned criteria and who had an abnormal BMI > 25.  
Recruitment
	Recruitment of providers and staff was facilitated by the DCDHHS’s Community and Clinical Services Nursing Director who invited them to participate in an educational luncheon that included an overview of the adult overweight and obesity QI initiative.  Staff participation thereafter was voluntary and widely accepted.  In addition, patient charts used in the pre- and post-QI initiative audit were selected based on pre-implementation and post-implementation dates and ages of the individuals.  In addition, no patient identifiers were collected. 
Implementation Process
[bookmark: _Hlk531276803][bookmark: _Hlk531276932]	The implementation process focused on QI through a team process and quantitative data collection using patient health records.  The team process was important because it acknowledged that the inclusion of each member of the staff would enable a collective knowledge with varying insights, skills, experience, and perspectives.  In addition, the team process challenged the entire staff to collectively reach common goals, identify potential barriers, carry out sustainable changes, and ultimately improve the quality of care provided to their patients. 
	The collection of quantitative data from the EMR was also an important inclusion in the implementation process.  Pre-QI data collected through an initial chart audit deemed useful in establishing a baseline of the care being given at the DCDHHS for the overweight and obese adult patient.  This baseline data enabled us to determine the effectiveness of current practice approaches, coding, and billing efforts and to validate that a team wide improvement effort would be useful.  In addition, data collected post-QI efforts when compared to initial baseline data validated that the team process approach and QI efforts were both successful in rendering improvements in the overall quality of care for the overweight and obese adult patients at the DCHHS clinic.  
	The implementation process itself was systematic and started with a meeting with the DCDHHS’s Community and Clinical Services Nursing Director to discuss the proposed implementation plan.  During this meeting there was detailed discussion of data that would need to be collected both pre- and post-QI project.  The Nursing Director was informed that data collected would include whether the patient was 18 years of age or older and if they had a BMI of 25 or greater.  If the answer was yes to both inclusion criteria, further data collection would look at whether a BMI diagnosis code was assigned to the patient, whether weight management education was provided and documented in the EMR, and whether a billing code was used for the weight management counseling provided. The nursing director was then provided with supportive documents outlining a proposed data collection tool and reassurance that no patient identifiers would be included.  See Appendix C. 
The initial meeting also included a discussion of the need for two chart audits.  It was agreed upon that the responsibility of providing a list of charts for auditing would fall back on the Nursing Director.  It was then decided that the parameters for pre- and post-QI implementation chart audits would be based on the dates of the patient visit for pre- and post-QI change and the age of the patient to include those individuals seen in the given timeframe who were 18 years of age or older. 
The Nursing Director was also provided with the content of a staff educational PowerPoint that would be used to educate the staff on the current state of obesity in America and the need for QI efforts in the primary care setting.  This PowerPoint presentation was retrieved from health.gov and shortened to accommodate the timeframe of a subsequent one hour educational luncheon for the staff.  See Appendix J.  
After outlining the QI initiative and providing the DCDHHS’s Community and Clinical Services Nursing Director with project materials, the remainder of time of the initial meeting was used to gather information.  It was important to inquire about the number of patient education packets that would be required since these would be prepared beforehand.  Also, prior research of the site indicated that there was a large Hispanic population indicating potential language barriers.  Therefore, information regarding the number of patient weight management education packets in Spanish was also important to render.  Lastly, the scheduling of dates for chart audits, the initial staff education luncheon, project implementation timeline, and subsequent meetings were finalized.
[bookmark: _Hlk531275416][bookmark: _Hlk613494][bookmark: _Hlk531276622]	At the pre-QI project implementation chart audit the Nursing Director provided a list of names of potential charts for auditing.  The EMR was used by the Nursing Director to pull together a list of all patients that were seen at the DCDHHS clinic from January 1, 2018 through June 30, 2018 at an adult health or family planning visit, who were between the ages of 18 through 150 years old, and of any gender.  The Obesity QI Project Data Collection Tool (see Appendix C) was then used to collect data on the first 100 individuals from the provided list of automated names who were seen by a provider and who were not seen for a prenatal visit.  The number of 100 charts was chosen for inclusion.  Data collected included whether the patient was 18 years of age or older and whether they had a BMI > 25.  If the answer was yes to both initial questions, follow up data collection then included whether a diagnosis code was assigned to the abnormal BMI, whether patient weight management education had been given and documented in the chart, and whether a subsequent weight management counseling billing code had been used.  
The pre-QI project chart audit was followed by an hour long clinic-wide luncheon during which a PowerPoint presentation was presented along with supplemental patient information packets.  See Appendixes H, I, & J.  Patient weight management information packets were preassembled for both English and Spanish speaking individuals.  Initially, the staff was provided with 100 English patient weight management packets and 25 Spanish patient weight management packets.  Later, 25 additional Spanish patient weight management packets were provided upon request form the Nursing Director.  
Each patient weight management packet included handouts retrieved from health.gov.  These handouts simply and colorfully outlined information on how to build healthy eating patterns, how to shift to healthier food and beverage choices, how to cut down on saturated fats, and how to cut down on sodium.  In addition, each patient weight management packet included a simple flyer with basic information on free weight management applications for smartphones or tablets.  See Appendixes O & P.  
During the initial staff luncheon all providers were presented with an additional packet, in addition to the patient weight management packets. These provider packets included a copy of the PowerPoint presentation, handouts retrieved from health.gov on how to speak to patients, all the content from the patient weight management packets, and a two sided laminated coding sheet, which included BMI diagnostic and billing codes.  See Appendixes G, Q, & R. 
The initial lunch was an hour long. The content was presented in an informal and open manner to allow room for plenty of discussion and support of the group process.  The food was catered by a local grocery store chain and included a variety of healthy options as well as some vegan choices.  Beverages were limited to bottles of water and dessert was also included which, prompted a lot of discussion in leu of the project’s topic of obesity.  This open discussion allowed for easy transition into several of the topics covered in the patient handouts and the ability to reinforce the idea that only small changes are needed in weight management efforts to render significant results over time.  
On the first day of the clinical portion of the QI implementation plan, clear and labeled bins of pre-assembled patient weight management information packets were left at the nursing station.  Nurses were encouraged to give the patient weight management packets to individuals in their native language, during all adult and non-prenatal family planning visits when those patients met the criteria of being both 18 years of age or older and had an abnormal BMI > 25.
The rationale was that during triage each patient was already being weighed before seeing their scheduled provider and the BMI was calculated automatically in the EMR using the patient’s height and current weight.  Therefore, nurses could easily identify patients who met the QI criteria and provide those patients with the preassembled weight management packets, which were readily accessible at the nursing station.
Additionally, patients who received weight management packets by the nurses before seeing the provider, would then have time to review weight management information and potentially form questions to ask the provider during their visit.  Another thought was that providers might be visually alerted to the need for patient weight management education upon entering the patient room and seeing the weight management packet which, would be a good reminder to providers in addition to having the patient’s current BMI available in the EMR. 
After entering the patient room and seeing that a weight management packet had been provided to the patient by the nurse during triage, providers then had the opportunity to discuss weight management issues with the patient.  The patient weight management packets were used to assist the initial weight management conversation with the provider, to supplement the provider’s weight management education efforts, and to serve as an educational tool and future reference for the patient.  The providers were then encouraged to document that weight management counseling had been provided to the patient in the EMR, assign a designated diagnosis code to reflect the patient’s BMI, and to bill for the weight management counseling provided. 
	After two weeks into the weight management QI initiative, there was a site wide breakfast meeting which, again included the entire staff of the DCDHHS Community and Clinical Services unit of Manteo.  This was an open forum meeting intended to get feedback from the staff on how the QI implementation process was going, to perform a Plan Study Do Act (PDSA) cycle, and to make any necessary changes to the current implementation plan. 
	During the breakfast meeting, the staff provided verbal feedback to the daily clinical functioning with the original implementation plan in place.  Overall, the staff felt that the weight management packets were helpful in supplementing weight management education for the patients.  Nurses reported that the patients took packets home with them and did not leave them behind in the rooms after the office visit with the provider was over.  Providers reported that by bringing new awareness to BMIs and the subject of obesity, they found that their attention to the subject of obesity had been enhanced.  In addition, providers reported that this heightened awareness facilitated a new habit of looking at BMIs during all visits.  Providers also initially had been reporting BMIs not just by a general E66 diagnostic code which, simply denotes an overweight diagnosis or the diagnosis by the type of obesity but they were now also using Z68 diagnostic codes which, classify the range the patient’s current BMI.  Providers liked that by using the additional Z68 diagnostic codes they as well as insurers could have the ability to track changes in BMI’s for each patient over time.  See Appendix Q & R. 
	The breakfast meeting also allowed the staff to voice some concerns regarding the effectiveness of the current QI plan.  Nurses had observed that they often failed to remember to provide patients who met the criteria with patient weight management packets and that is was often the providers who would supply the patient weight management packets during the patient’s visit.  Provider also didn’t like that they would have to leave the patient’s room to get the weight management packets from the nursing station.  Other concerns from providers included: the sensitivity of the subject of weight, not wanting to stress out already stressed patients, the BMI range was too small and unforgiving to body types such as athletes, older patients may benefit from having some extra weight to help sustain them during times of illness, they didn’t want to hurt feelings, individuals may take the conversation well but never return, patients get defensive once weight is brought up and shut down to any further efforts in care, some women and their husbands think extra weight is more attractive, Hispanic patients culturally have diets very high in carbohydrates, and they have observed little success in their careers of individuals who have lost weight and have been able to maintain that weight loss over time. 
	After contemplating staff feedback it was decided to make some changes in the original QI implementation plan.  The patient weight management packets were moved into the providers exam rooms.  By moving patient weight management packets into the exam rooms the weight management packets could be incorporated more naturally into the natural progression of conversation during the patient’s visit, and some may assume that all patients get a packet and therefore, be less likely to feel defensive, singled out, and/or to have hurt feelings. 
	The implementation process ended with a post-chart audit.  As with the pre-implementation audit the Nursing Director provided a list of names as potentials for a chart review.  The EMR was used by the Nursing Director to render a list of all patients that were seen at the DCDHHS clinic from September 24, 2018 through November 6, 2018 (which was during the time of the QI project’s implementation phase) at an adult or family planning visit, who were between the ages of 18 through 150 years old, and of any gender.  The Obesity QI Project Data Collection Tool (see Appendix C) was then intended to be used to collect data on the first 100 individuals from the provided list of names audited who were seen by a provider and were not scheduled for a prenatal visit.  However, due to the smaller period of the post-QI audit, only 98 charts met the criteria needed for a chart review and therefore, all 98 charts that met the criteria during auditing and who were seen by a provider and who were not scheduled for a prenatal visit were used for the post-QI chart audit.  The goal of 100 charts to audit was closely met with the inclusion of all 98 charts that met the criteria in the post-QI audit.  Of the 98 patients who were identified, 57 of them met the inclusion criteria of being 18 years of age or older and having a BMI > 25.  Further data collection for all of those who met the inclusion criteria included whether a diagnosis code was assigned to the abnormal BMI, whether patient weight management education had been given and documented in the chart, and whether a subsequent weight management counseling billing code had been used.
Plan Variation 
The two week post-implementation open forum breakfast meeting with the DCDHHS Community and Clinical Services unit staff provided useful feedback of the initial adult overweight and obesity QI initiative implementation plan.  Staff found that it was mostly the providers who would present the weight management patient packets to patients who met the adult BMI criteria.  Although, the providers agreed that the subject of weight management was important to address with their patients, they also felt that the topic was a very sensitive one and they were often met with resistance and sometimes hurt feelings from the patients that they were trying to manage. One of the providers simply stated, “I just don’t want patients to leave here feeling bad about themselves.”  With the staff’s and provider’s given feedback it was decided that a change in the systematic approach of the adult overweight and obesity QI initiative was needed.  By keeping the weight management patient education packets in the exam rooms, in clear view of the patients, that way they could discover the information on their own accord during their wait, and/or if the provider presented them with a weight management packet and started weight management counseling during the visit patients could assume that it was part of all visits and may be less likely to feel singled out regarding their weight.  
Summary
[bookmark: _Hlk2280265]	The implementation process of this adult overweight and obesity QI initiative focused on QI through a team process and quantitative data collection using patient health records.  The project was systematically implemented at the DCDHHS Community and Clinical Services unit of Manteo, North Carolina, over a 12 week period with 6 weeks of clinical weight management education changes.  The collection of quantitative data through pre- and post-QI implementation patient chart audits was used to establish baseline effectiveness of practice approaches, make improvements to the system, and provided data for final comparisons which, validated out QI efforts. Initiation of QI changes were placed on the nursing staff and providers to achieve more consistent and appropriate identification, education, coding and billing for all the adult overweight and obese patients seen in their clinic.  In addition, an opportunity for staff feedback and a PDSA cycle was presented during an open forum staff meeting which, led to changes in the initial implementation process.
	

Chapter Six:  Evaluation of the Practice Change Initiative
This chapter presents the results of the data analysis for both the pre- and post-QI initiative for the overweight and obese adult patient.  Demographics are discussed and key findings noted. 
Participant Demographics
The post-QI chart audit rendered a total of 98 patients who met the criteria of adult patients (18 years of age and older), who were seen by a provider at the DCDHHS primary care clinic for either an adult health or family planning visit, during the time of our overweight adult and obesity QI implementation phase (September 24, 2018 through November 6, 2018).  Of these 98 patients we determined that 57 (58.2%) of the individuals met the additional inclusion criteria of being either overweight or obese as reflected by a BMI > 25 on the day of their visit.
[bookmark: _Hlk5993949]Table 1
DCDHHS Post-Adult Obesity QI Project Participants (N = 98)
	Question
	Yes
	No

	Age 18+
	98
	0

	BMI  > 25
	57
	41



Intended Outcomes
[bookmark: _Hlk617033]The intention of this project was to determine whether taking the time to educate the staff and providers of a primary care clinic on the: 
· severity of America’s current obesity epidemic
· importance of identifying overweight and obese patients
· current recommendations for providing overweight and obese individuals with weight management education and support
· ability to receive reimbursement for their efforts 
would in turn increase their rates of: 
· identifying their adult patients with BMIs > 25 and assigning corresponding diagnosis codes
· providing their overweight and obese patients with weight management education and documenting the education given in the EMR
· using subsequent billing codes for their time spent on patient weight management education
The intended outcomes for this QI project are important because by increasing the rates of diagnosis for the overweight and obese adult, increasing the consistency and efforts of provider-driven weight management education for patients, and improving provider billing efforts with subsequent reimbursement in the primary care setting, an evidence-based foundation is being laid for initiating positive shifts in America’s current obesity epidemic. 
Findings
	The pre-QI project implementation chart audit included a list of all patients that were seen at the DCDHHS clinic from January 1, 2018 through June 30, 2018 at an adult health or family planning visit, who were between the ages of 18 through 150 years old, and of any gender.  Data was collected on the first 100 individuals from the provided list of automated names who were seen by a provider and who were not seen for a prenatal visit.  Data collected showed all 100 patients were 18 years of age or older and of these 61 patients had a BMI > 25.  The charts of the 61 individuals who met both the criteria of being an adult and overweight were then further evaluated.  Of these 61 patients 34 (55.7%) had been assigned an overweight or obese diagnosis code,  54 (88.5%) had documentation in their EMR record that patient weight management education had been given by the provider, and none (0%) of the time providers had billed for weight management counseling.  
[bookmark: _Hlk5994104]Table 2
DCDHHS Pre-Adult Obesity QI Project Data (N = 100)
	Question
	Yes
	No
	% Yes

	*Age 18+
	             100
	                0
	            100

	*BMI > 25
	               61
	               39
	              61

	Diagnosis code
	               34 (n = 61)
	               27 (n = 61)
	              55.7

	Education
	               54 (n = 61)
	                 7 (n = 61)
	              88.5

	Billing code
	                 0 (n = 61)
	               61 (n = 61)
	                0


Note Percentages are rounded up to the tenths place
*Inclusion criteria
	The post-adult overweight and obese QI project chart audit included a list of all the patients that were seen at an adult or family planning visit, who were not scheduled for a prenatal visit, who were between the ages of 18 through 150 years old, of any gender, and seen during the time of the QI project’s implementation phase at the DCDHHS clinic, which was from September 24, 2018 through November 6, 2018.  Only 98 charts met the criteria needed for a chart review and therefore, data was collected form all 98 charts.  Data collected showed all 98 patients were 18 years of age or older and of these 57 (58.2%) patients had a BMI > 25.  The charts of the 57 individuals who met both the criteria of being an adult and overweight were then further evaluated.  Of these 57 patients 53 (93%) had been assigned an overweight or obese diagnosis code,  55 (96.5%) had documentation in their EMR record that patient weight management education had been given by the provider, and 50 (87.7%) of the time providers had billed for weight management counseling.  
[bookmark: _Hlk5994196][bookmark: _Hlk603030]Table 3
DCDHHS Post-Adult Obesity QI Project Data (N = 98)
	Question
	Yes
	No
	% Yes

	*Age 18+
	               98
	                0
	            100

	*BMI > 25
	               57
	              41
	              58.2

	Diagnosis code
	               53 (n = 57)
	                4 (n = 57)
	              93

	Education
	               55 (n = 57)
	                2 (n = 57)
	              96.5

	Billing code
	               50 (n = 57)
	                7 (n = 57)
	              87.7


Note Percentages are rounded up to the tenths place
*Inclusion criteria

[bookmark: _Hlk2283079]	Findings from the data analysis supported the intended outcomes and showed an increase in the rates of adult patients identified with BMIs > 25 with a corresponding diagnosis code, an increase in providers providing weight management education to their overweight and obese adult patients and documentation it in the EMR, and an increase in the rates of provider billing codes for their time spent on patient weight management education when compared to pre-QI implementation data.  

Summary
[bookmark: _Hlk2277222][bookmark: _Hlk2280343][bookmark: _Hlk617100]	The data from this adult overweight and obesity QI project supports the idea that taking the time to educate and support the staff and providers of a primary care clinic on the severity of America’s current obesity epidemic, the importance of identifying overweight and obese patients, the current recommendations for providing overweight and obese individuals with weight management education and support, and the ability to receive reimbursement for their efforts in turn can render an increase in the rates of identifying adult patients with BMIs > 25 with corresponding diagnosis codes, an increase the rates of overweight and obese patient weight management counseling and documentation in the EMR, and an increase the rates of provider billing codes used for time spent on patient weight management education.   


Chapter Seven:  Implications for Nursing Practice
[bookmark: _Hlk2253374]This chapter will introduce and define the American Association of Colleges of Nursing (AACN) Doctor of Nursing Practice (DNP) Essentials I through VIII for nursing practice and discuss how each one relates to this overweight and obese adult QI project in the primary care setting.  In addition, this chapter will discuss implications for nursing practice based on information and outcomes gathered form this overweight and obese adult QI project including lessons that can be gathered and applied for the advancement of nursing. 
Practice Implications
	The AANC DNP Essentials I through VIII are foundational outcome competencies that are core to all advanced nursing practice roles, which have been deemed essential for graduates of  DNP programs (American Association of Colleges of Nursing (AACN), 2019).  The practice implications that can be gathered from this overweight and obese adult QI project in the primary care setting are many and include positive evidence-based outcomes, which support the need for provider education on the current obesity epidemic and the importance of at risk patient identification, education, and provider billing incentives as well as the effectiveness of the quality improvement process and systems thinking, scholarly clinical application and analysis of evidence-based practice method, the use of EMR technology to improve health care practices and effectively compare and evaluate clinical process changes, data analysis to consider when implementing current policy and considering future policy changes, open and inclusive forums, which support interprofessional collaboration with the intention of improving patient and population health outcomes, and overall advancement in nursing practices. 
Essential I:  Scientific underpinnings for practice.  Preparation for this QI project used scientific underpinnings for practice, which included an extensive literature review using search engines including East Carolina University’s Lampus Library, Cumulative Index of Nursing and Allied Health Literature (CINAHL), and PubMed.  Research included the topics of adult obesity and literature on current guidelines for the management of overweight and obese adults.  The literature review supported several fundamental foundational concepts used to inform this overweight and obese adult QI project.  Research that informed the development of this QI project, included the ideas that obesity is currently a major health concern, individuals should be screened for elevated BMI’s and counseled about weight management by their primary health care providers, the use of patients’ BMI is an appropriate screening method for identifying and classifying overweight and obese patients, interventions for weight loss and patient education should focus on lifestyle changes through calorie reduction, activity, and support for patients’ efforts, and reimbursement availability for health care providers through insurance companies for time used to counsel overweight and obese adult patients.  Scientific underpinnings for practice were also used in this QI project with the use of Rogers theory, Diffusion of Innovations, which supports the concept of QI and was the theoretical framework used to guide this project. 
	Looking forward to future scientific study based on current available research for the topic of adult obesity, it would be helpful to incorporate technological advancements for aiding in one aspect of the solution to the obesity epidemic. Future studies that inform a medical weight management application that could track individuals weight management progress, provide individualized meal plans, individualized exercise plans, social support, be tailored to the individual’s education level, and cost effective would be useful.  In addition, further projects focusing on long-term success of provider weight management education in the primary care setting could better inform current practice standards and future policies. 
Essential II:  Organization and systems leadership for quality improvement and systems thinking.  The adult overweight and obese QI project highlighted the importance of including the input and efforts of the entire staff to maximize QI efforts. It would have been easy to limit the focus of this QI initiative to the triage staff and providers however, everyone in the system played a role in maximizing outcomes and providing insight for maximizing QI efforts.  The front staff easily identified language barriers that would need to be overcome during the visit, triage staff ensured appropriate and current data was entered in the EMR to calculate patient BMI’s, providers and nurses used EMR data to identify individuals who would benefit from weight management education, dietitians offered insight and support for approaching patient weight management education, billing staff reinforced provider reimbursement efforts and answered questions for the staff, and the nursing director organized chart audits and staff meetings to facilitate QI efforts, data collection, and organizational communication. 
The QI project included pre-QI meetings with the staff, which allowed us to identify the need for bilingual patient literature, specific diet education that would need to be inclusive for the Hispanic culture and differences in current provider weigh management approaches and beliefs.  The information gathered from the pre-QI  meetings guided staff education and discussion, which enabled productive staff collaboration and goal setting.  During the pre-QI staff meetings, it was agreed upon that providers were aware of the obesity epidemic and often addressed the topic during patient office visits, although not consistently, and they were unanimously unaware that they could bill for the weight management education they had been providing.  Provider billing education along with easy access billing sheets were given to providers, which added a cost-incentive for the providers all while promoting improved patient outcomes.  
Essential III:  Clinical scholarship and analytical methods for EBP.  The literature review provided a wealth of information, which informed the adult obesity QI initiative and included current adult obesity statistics, guidelines for treatment and management of overweight and obese adult patients, the pros and cons of using BMI’s to monitor patients and make clinical judgments, the importance of the role of primary care providers, as well as current provider reimbursement initiatives. The research collected was used to formulate a system, which would enable the staff to consistently and accurately identify patients with an elevated BMI, alert providers to the need of weight management education, and allow providers to be compensated for their efforts. 
The initial system for improving the identification and care of those individuals with an elevated BMI was then analyzed and adjusted through a PDSA cycle and staff input.  Collaboration included all providers, nurses, social workers, dieticians, and clerical staff all of whom provided feedback and input for ways of improving the initial system and subsequent changes were made to improve the system accordingly. Future PDSA cycles were not included due to time constraints however, they would have been beneficial. The staff was gathered for a final meeting to disseminate the overweight and obese adult weight management QI project results, which provided evidence that supported the system changes implemented and validated their efforts. 
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of healthcare.  Use and access to the project site’s EMR provided up to date technology, which allowed for quick and accurate chart audits, automatic BMI output for triage staff, legible provider documentation, and clear and consistent BMI diagnosis and weight manamgent billing codes. The system could be improved by allowing providers to pull in the preprinted weight management education packets in the EMR when formulating the patient’s after visit summary (AVS), which is a printout handed to them in their native language before they leave and is a highlight of their visit.  The addition of the weight management handouts to the EMR would save providers and staff from having to have the printouts ready, available, and collated prior to their arrival, which would safe on time.
[bookmark: _Hlk2271687]Essential V: Healthcare policy for advocacy in healthcare.  The discussion and implementation of this overweight and obese adult weight management QI project was able to highlight for that staff that they did not currently have a practice policy in place for addressing BMI’s.  Initially, the staff suggested they should come up with a practice wide policy to address BMI’s however, due to the time constraints of this QI project I was not able to see through a BMI policy outcome.  Although, the idea was initiated and may be executed by the staff in the future. 
As previously mentioned the USPSTF (2012) recommends all adults be screened for obesity and individuals identified who are identified as having a BMI greater than 30 should receive intensive, multicomponent behavioral interventions.  The USPSTF recommendations provide a good foundation for guiding policy that would have the potential to positively improve the  healthcare outcomes for those identified. 
Essential VI:  Interprofessional collaboration for improving patient and population health outcomes.  Based on the findings of this overweight and obese adult QI project, quality improvement efforts that promote open and inclusive interprofessional collaboration can prove useful when initiating a system change and gathering ideas for system improvement.  In addition, the advanced practices nurse is a well prepared and proven resource in providing effective leadership and promoting improvements in interprofessional collaboration. 
Essential VII:  Clinical prevention and population health for improving the nation’s health.  This overweight and obese adult QI project’s literature review successfully underscored the current obesity health crisis in America.  In addition, it highlighted the recent increase in the prevalence of obesity and predictions that obesity in American is only going to get worse.  Knowing that obesity attributes to several disease states and is costly to individuals and the population, presents us with vital information that promotes the need to prioritize our populations weight management efforts to correct this ominous trend. The overall goal of a population-wide decrease in BMI would be beneficial to improving the nation’s health and result in significant health care savings for Americans.  This QI project introduces potential systems that can support positive outcomes when initiating provider and staff education, patient weight support, and appropriate reimbursement. 
     Essential VIII:  Advanced nursing practice.  This overweight and adult obesity QI project can provide guidance to other primary care practices who wish to improve their current system to potentially improve patient outcomes for those who have an elevated BMI.  Providers may find that special attention and individualized weight management education to those who need it may improve the overall doctor patient relationship.  In addition, improving individual patient care and weight management over time has the potential to benefit the health of the population, which in turn can decrease the per capita cost of healthcare. 
Summary
The AACN DNP Essentials I through VIII are foundational outcome competencies that are core to all advanced nursing practice roles, which have been outlined to show how each essential can be applied to this overweight and obese adult QI project in the primary care setting.  The project QI outcomes support the need for provider education, the importance of BMI collection and identification, education, and provider billing incentives. In addition, the AANC DNP Essentials can be applied to the QI process to show the effectiveness of the quality improvement process and systems thinking, scholarly clinical application and analysis of evidence-based practice methods, the use of EMR technology to improve health care practices and effectively compare and evaluate clinical process changes, data analysis to consider when implementing current policy and considering future policy changes, open and inclusive forums, which support interprofessional collaboration with the intention of improving patient and population health outcomes, and the overall advancement in nursing practices. 


Chapter Eight:  Final Conclusions
This final chapter will highlight the clinical significance of this overweight and obese adult QI project.  It will present an overview of the strengths and limitations, which were identified while conducting this project as well as highlight the overall benefits found.  Lastly, it will discuss future recommendations for practice improvement based on the project findings as well as potential future data analysis. 
Significance of Findings
[bookmark: _Hlk2273058][bookmark: _Hlk2273429] 	The clinical significance found from performing this project were derived from the outcomes observed, which included improved BMI identification and classification, improved rate of patient weight management education, improved consistency in system wide approach to BMI’s and potential increased practice revenue by encouraging the use of appropriate provider weight management billing codes.  
Improving BMI identification in the clinical setting is the first step in supporting the USPSTF recommendations that all adults be screened for obesity.  The BMI provides a quick and easy way for providers to identify those individuals who would benefit from subsequent weight management counseling.  Once individuals have been identified to have an elevated BMI > 25 then a diagnosis code can be assigned to their current BMI range that can easily be monitored through the EMR over time to gauge future weight management trends and data analysis.   
Improving provider weight management education supports the USPSTF recommendations that obese patients should receive intensive, multicomponent behavioral interventions.  The recommendations are in place to support evidence that provider based counseling can improve weight loss in obese patients and improve clinical outcomes by reducing the occurrence and/or severity of obesity related comorbidities such as hypertension and hyperlipidemia (Petrin, Kahan, Turner, Gallagher, & Dietz, 2016).  By improving the consistency of the system-wide approach to BMI’s and the consistency of provider weight manamgent education, this QI initiative can potentially improve individual patient weight loss.  
Also, by improving the use of provider weight management education billing codes and increasing practice revenue this QI initiative can provide additional incentive for the practice and the providers to continue their system wide overweight and obese adult patient quality improvement efforts.  And in turn these efforts, over time, can improve patient clinical outcomes. 
Project Strength and Limitations
Project strengths included:
· Site leader with effective organizational skills
· Staff willingness to communicate 
· Site wide motivation to implement QI changes 
· In place and functioning EMR system
· Pre-established culturally sensitive environment  
· Comprehensive and supportive literature review
· Preexisting awareness of current obesity epidemic 
Project limitations included:
· Limited time to implement QI
· Limited time to implement subsequent PDSA cycles
· Provider concerns regarding the sensitivity of the subject
· Staff fear of hurting patient’s feelings
· Cost of multiple staff meetings
· Cost of patient education packets and supplies 
Project Benefits
[bookmark: _Hlk2276629]The benefits of the overweight and obese adult quality improvement project at the DCDHHS are many.  For starters the project opened lines of communication with the staff.  The open forum meetings encouraged positive interprofessional collaboration, which provided a proven foundation for site wide quality improvement efforts.  These established lines of communication have the potential to aid future improvement efforts as well as continued quality improvement for their overweight and obese adult population.  
The project benefited the provides at the project site by ensuring support staff entered the patient current height and weight so BMI’s were consistently up to date and available in the EMR, which helped streamline data collection.  The QI project also benefited the providers by providing evidenced based, language appropriate, patient weight management information packets, which quickly and effectively supplemented provider weight management education efforts.  
The QI project also benefited the site.  The project included a staff wide educational luncheon which, focused on educating providers on, and encouraging reimbursement for, provider weight management counseling.  After the provider educational luncheon, the site showed an 88% increase in billing code use for their weight management counseling when compared to their rates of billing code use for weight manamgent counseling prior to the QI initiative.  This is beneficial to the site because the increase use of billing codes has the potential to increase their revenue.  In addition, after educating the staff on the importance of identifying patients with BMIs > 25 and providing those identified with weight management counseling, the staff showed a sitewide improvement in the identification of abnormal BMIs with a 37% increase in the use of corresponding overweight and obese diagnosis codes. In addition, an 8% increase in weight management counseling was seen when comparing pre- and post-QI initiative data.  The site’s improved rates of BMI identification and weight management counseling is also beneficial because it more closely aligns them with current recommendations that, providers should screen for overweight and obese patients in their practices and provide patients identified with behavioral weight management counseling (Fitzpatrick & Stevens, 2017). 
Recommendations for Practice 
	Future recommendations for practice include data analysis of patient outcomes comparing BMI’s pre- and post-QI efforts, data comparing site wide reimbursement after improving provider weight management education and coding, more demographic data specifically looking at BMI changes by age group, culture, and gender, and specific patient satisfaction feedback as it relates to the population’s self-identified weight management needs and overall patient satisfaction. 
In addition, recommendations to improve future research and practice would include dissemination of this overweight and obese adult QI project to journals that focus on primary care, public health, obesity, weight management, diabetes, stroke, hypertension, and hyperlipidemia just to name a few.  Dissemination should also include nursing conferences, primary care offices, and educational institutions.  
Final Summary
Obesity affects us all and is known to be a prevalent disease associated with several serious and costly comorbidities.  It has become increasingly important that we as a nation take steps to stop this growing epidemic and prioritize proven initiatives to improve weight management education in the primary care setting, with the intention of improving patient outcomes and our population’s health. Therefore, it is important that primary care providers identify patients who are overweight or obese, take the time to educate them, and provide them with information that will support their weight loss efforts.  
The implementation of this overweight and obese adult QI project set systems into place in a primary care setting that rendered positive measurable outcomes.  The data rendered from this adult overweight and obesity QI project supported the concepts that taking the time to educate and support the staff and providers of a primary care clinic on the severity of America’s current obesity epidemic, the importance of identifying overweight and obese patients, the current recommendations for providing overweight and obese individuals with weight management education and support, and the ability to receive reimbursement for their efforts in turn increased the rates of identifying adult patients with BMIs > 25 and assigning corresponding diagnosis codes, increased the rates of overweight and obese patient weight management counseling and documentation in the EMR, and increased the rates of provider billing codes for time spent on patient weight management education.  The outcomes and lessons rendered from this overweight and adult obesity QI project has the potential to improve the current obesity epidemic both directly and indirectly and can be easily replicated in any primary care setting. 
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Pre-Project Implementation Measurement Tool

Audit of 100 Random Charts – Pre-QI Project 
Criteria Met: Adult (18 +) and Overweight or Obese Patients (BMI 25 +)

Outcome #1: Was a BMI diagnosis code assigned to patient in the chart?
	
	Associated BMI Diagnosis Code?

	 Total Number = Yes
	

	Total Number  = No
	



Outcome #2: Was weight management education provided to the patient and documented in the chart?
	
	Pt. education provided and documented?

	Total Number = Yes
	

	Total Number  = No
	



Outcome #3: Was a billing code used for weight management education?
	
	Wt. education billing code used?

	Total Number = Yes
	

	Total Number  = No
	






Appendix M
[bookmark: _Hlk518559]Post-QI Project Measurement Tool
[bookmark: _Hlk517813897]Outcome Measurement Tool

[bookmark: _Hlk517813286]Audit of 100 Random Charts – Post-Project Implantation 
Criteria Met: Adult (18 +) and Overweight or Obese Patients (BMI 25 +)

Outcome #1: Was a BMI diagnosis code assigned to patient in the chart?
	
	Associated BMI Diagnosis Code?

	 Total Number = Yes
	

	Total Number  = No
	



Outcome #2: Was weight management education provided to the patient and documented in the chart?
	
	Pt. education provided and documented?

	Total Number = Yes
	

	Total Number  = No
	



Outcome #3: Was a billing code used for weight management education?
	
	Wt. education billing code used?

	Total Number = Yes
	

	Total Number  = No
	




Appendix N
Outcome Evaluation Tool
Outcome Evaluation Tool

Outcome #1: Was a BMI diagnosis code assigned to patient in the chart?
	
	Associated BMI Diagnosis Code Pre-QI Implementation?
	Associated BMI Diagnosis Code Post-QI Implementation?

	 Total Number = Yes
	
	

	Total Number  = No
	
	



Outcome #2: Was weight management education provided to the patient and documented in the chart?
	
	Pt. education provided and documented Pre-QI Implementation?
	Pt. education provided and documented Post-QI Implementation?

	Total Number = Yes
	
	

	Total Number  = No
	
	



Outcome #3: Was a billing code used for weight management education?
	
	Wt. education billing code used Pre-QI Implementation?
	Wt. education billing code used Post-QI Implementation?

	Total Number = Yes
	
	

	Total Number  = No
	
	




Was there an increase in yes answers from Pre-QI and Post-QI Outcomes for: 
Outcome #1
Outcome #2 
Outcome #3
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Appendix R
Provider Weight Management Counseling Billing Information
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Figure 1. Data Comparison - Pre- vs Post- Adult Obesity QI Project

Pre QI	

Dx Code	Pt. Education	Billing Code	0.56000000000000005	0.89	0	Post QI	
Dx Code	Pt. Education	Billing Code	0.93	0.96499999999999997	0.877	Column1	
Dx Code	Pt. Education	Billing Code	
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Projects Requiring IRB Review vs. Quality Improvement,  Quality Assessment, or Quality Assurance: A Worksheet to   Assist in Determining When IRB Review is   Required       Use this worksheet to help determine whether a proposed activity or project involving  humans, or their individually identifiable information is considered research needing IRB  review or a quality related activity that would not require IRB approval.      

Mich elle Petty  -   DNP FNP   Student  True  False  

The PRIMARY purpose of the proposed activity or project is to  learn about or learn from existing care to IMPROVE what is   <lone here at the local institution with regard to patient outcomes,  efficiency, cost, patient/ staff satisfaction, etc.  •    D  

The activity or project would be carried out even if there was  no   possibility of publication in a journal or presentation at an  academic   meeting.   (**Please note that answering "True" to this  statement does not preclude publication of a quality   activity.)  •    D  

The activity or project falls under well - accepted care  practices/ guidelines.  •  D  

The activity or project involves no more than minimal risk  procedures meaning the probability and magnitude of harm or  discomfort anticipated are not greater in and of themselves than  those ordinarily encountered in daily life or during the  performance of  routine physical or psychological examinations or  tests.  •    D  

    If  any  of the above answers is "False", a submission for  IRB  approval is most likely needed.  If  all  the above answers are "True", then it is very likely that IRB approval is not required.  Please  contact the Office of Research Integrity and Compliance (ORIC) with any questions at 252 - 744 -   2914 or  umcirb@ecu.ed u.   If you would like to request a letter from the ORIC to verify a  determination that an activity or project is not human subject research, please provide this form  along with a summary of your activity (on the next page) to the ORIC at   umcirb(al,ecu.edu .   Summary   of   activity   including   information   about   project   aims/objectives,   methods   for   carrying   out  the project and information about data to be   collected:  


image2.emf
Obesity QI Project Data Collection Tool  

 1  2  3  4  5  6  7  8  9  10  

Is the patient 18 years of age or older?              

Is the BMI 25 or greater?              

If yes to both questions above continue   below …              

Was a  diagnosis   code associated with the BMI?              

Was weight management counseling documented?              

Was a weight management counseling billing code used?              

(Y = Yes, N = No)               (This tool will be used both pre/post QI initiative)    

Number of Yes answers: Is the patient 18 years of age or older?   

Number   of Yes answers: Is the BMI 25 or greater?   

Number of yes to   both   above questions.   

Number of Yes answers: Was a diagnosis code associated with the BMI?   

Number of Yes answers: Was weight management counseling documented?   

Number of Yes answers: Was a  weight management counseling billing code used?   
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ECU CON DNP  PROJECT EVALUATION   Student :    Michelle Petty      Course Faculty:  Dr. King      Date   of   Review :  ___________ ___        Review Type :  ☒ Mid Term   or  ☐ Final        Project Title:    A Dare County Quality Improvement Project for the Overweight and Obese Adult Patient    Project Site:   Dare County Health Department   (DCHD) , Manteo, NC      DNP Projects should be designed so that processes and/or outcomes will be evaluated to guide practice and   policy   and address all the DNP  Essentials . Clinical significance is as important in guiding practice as statistical signific ance is in evaluating research.   All Criteria must be met  for  student to progress to NURS 8272 DNP Project II.   

Criteria  Met  Not Met  Unclear  Rationale  

1 .  Is the project feasible and realistic within the  timeframe of the program of study?     Baseline Data Collection = 1 week;  Faculty Education /Input   Meeting  with DCHD Staff   = week 2; Initial Implementation = week  3 - 4  PDSA (if  needed ) ;  Continued/Improved Project Implementation = week 5 - 8;  Evaluation of Data = week 8 - 10; Summation and Presentation/Paper  

2 .  Is there evidence to support the need for the project  at the specific site?       Currently 3 2.8 % of Dare County  a dults > 20 y/o are  o b ese (BMI >   30);  s ince 2001 the rate of obese adults, in Dare County, has increased 38.5%  for females and 28.7% for males  

3 .  Does the project include a theoretical framework  for implementation?     Rogers Theory ,   Diffusion of Innovations:  r elies on social  systems and  human capital to spread new ideas   which supports the  concepts   of  this   quality improvement project.  

4.  Is the project supported by evidence provided  through existing scholarly literature?     According to the CDC, o besity is  a  common, serious  and costly   disease;     m ore than one - third (36.5%) of U.S. adults  are obese; o besity - related  conditions include :   heart disease, stroke, type 2 diabetes , and  cancer ;   estimated annual medical cost of obesity in the U.S.  is   $147 billion   

5 . Does the project fo cus on a change that impacts  healthcare outcomes either through direct or indirect  care/clinical practice?     The focus of this project is to educate staff and providers on the  importance of identifying patients who are overweight or obese.   Supplying   t hese patients with accessible  resource s   to   supplement  provider education  and   to  support  their  diet   and  exercise   efforts , a nd t o  provide proper billing and reimbursement codes for  the  provider’s  efforts .  

6 . Will the project solve systems or practice  problems  or directly inform clinical practice?       The project will provide the staff with education, tools, and incentive to  both enable and encourage them to better identify, educate, and support  the overweight and obese adult patient.  

7 . Does the project have  a system   (micro - , meso - , or  macro -   level) or population/aggregate focus?   ( Intend ed project population clearly defined)     The project population is focused on overweight (BMI > 25) and obese  (BMI >30) adults who seek care at the Dar e County Health Department ’s  Clinical unit in Manteo,   during a n allotted  period .  However, the project   can be easily   adapted  and applied in other areas and facilities  with the  same focus population.  

8 .  Does the project demonstrate implementation in  the appropriate setting or area of practice?  Site letter  of support is required prior to final approval)     The Dare County Health Department   provides screen ings ,   physicals ,   and  preventive services  for adults   in their local clinic.  
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9 . Does the project address outcomes associated with  the Triple Aim and/or Healthy People 2020?      This project addresses the following Triple Aim outcomes:  Improving the  patient experience of care   by giving them free resources to address their  needs;  Improving the health of populations   by encouraging healthier  lifestyles ; Reducing the per capita cost of health care   by improving  patient outcomes   and decreasing costly co - morbidities .   The following  He althy People 20/20 topics; Nutrition and Weight Status, Physical  Activity, and several co - morbidities   are also addressed.   

10 . Does the project include proposed  overall  measurable   outcomes?     Outcome measures to include:  is patient 18 or older; is the  patient’s BMI  25 or above ;  was a diagnosis code associated with BMI;  was  weight  management  education provided   and documented ; were  provider weight  management education  billing codes used    

11 . Does the project provide a foundation for future  practice schol arship and interprofessional leadership?     Obesity is an epidemic so deeply rooted in our society that any  improvement s   to   practice and/or patient outcomes will serve future  practice and research.   Therefore, this project  is an   initiative that has the  potential to encourage interprofessional collaboration and support nursing  leadership.  

  DNP I Faculty comments/discussion :  ☐ M et 100%   OR   ☐ Di d not meet 100%.   Explain:         Action Plan : What does the student need to do to me et the unmet needs? Student action  plan   should include the specific areas needing additional  development with specific dates of completion . Student will continue to refine the project proposal until approved :     Faculty Reviewer   Signature: ________ __________ _________   Signature: _ _____________________   Date : _ _____________________     As the DNP Program Director, I have reviewed  this project  and  ☐ A pprove   OR   ☐ D o not approve   this project.    Comments:      Program Director Signature : _ ________________________________ _ Date: _ ____________________________  
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2015 - 2020  

DIETARY   GUIDELINES   FOR AMERICANS     EIGHTH EDITION   For Professionals:   Talk to Your Patients & Clients  About Healthy Eating Patterns         As a health care provider, you know that helping your patients or clients make healthier food choices is  essential. Written for health professionals like you, the  2015 - 2020 Dietary Gui delines for Americans   makes your job easier — with clear, evidence - based nutrition guidance you can trust.   The  2015 - 2020 Dietary Guidelines  focuses on overall eating patterns — and how making healthy   choices over time can have lasting health benefits. This gui de can help you share the recommendations  from   the   2015 - 2020   Dietary   Guidelines   with   your   patients   or   clients.   Help   inspire   them   to   adopt   healthier  eating   patterns.       Get the Conversation Started   When   talking   about   healthy   eating   and   the   Dietary   Guidelines,   keep   the   conversation   positive   and   encouraging.  Try  these friendly conversation   starters.   What’s your family’s favorite dinner?      Meet   your   patients   or   clients   where   they   are.   Once   you   have   an   idea   how   they’re  eating   now,   you   can   make   suggestions   for   shifts   and   substitutions   recommended   in   the  Dietary Guidelines — ways to adapt their favorite dishes to make them healthier.   Who does the grocery shopping in your home? Who cooks?      Find   out   what   they’re   buying   and   how   much   they’re   cooking.   You   might   be   able   to  make   suggestions   for   new   foods   to   try,   or   goals   for   cooking   at   home   more   often.   What are some of your family’s favorite food routines & traditions?      Are   patients   or   clients   sharing   family   meals   each   night   or   eating   separately?   Talk about how healthy eating patterns are adaptable to any traditions   or customs.   When you’re thirsty, what kind of drink do you reach for?      Almost   50%   of   added   sugars   in   the   American   diet   comes   from   sodas,  fruit   drinks,   and   other   sweetened   beverages.   See   if   you   can   steer   them toward healthier options, like water.   Does eating healthier seem hard or unrealistic?   If   there   are   barriers,   find   out   what   they   are   and   suggest   some   workarounds.  Read more on Page   3.  
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Make Healthy Eating Seem Doable — Emphasize the Benefits   People  may  avoid changing their eating patterns because  it  feels overwhelming. Share these messages with your patients  and clients to frame healthy changes in the  Dietary Guidelines  as small, manageabl e steps.   •   Eating healthier doesn’t mean drastic changes for a family’s eating plan.  Healthy eating isn’t all or  nothing.   People   can   eat   healthier   and   still   enjoy   the   foods   they   love.   The   key   is   to   make   some   small   changes   and  healthy   shifts.   •   There’s   no   one   “right”   way   to   eat.   The   Dietary   Guidelines   shows   that   there   are   lots   of   different   paths   to  healthy   eating.   Anyone   can   find   a   healthy   eating   pattern   that   fits   with   their   family’s   preferences,   traditions,  culture, and   budget.   •   Healthy   eating   is   one   of   the   most   powerful   tools   we   have   to   prevent   or   delay   disease.   It   can   help   keep  people   healthy   and   active   as   they   get   older — giving   them   more   time   to   spend   with   their   families   and   do   the  activities they   enjoy.   Use this graphic to help your patients and clients understand the basics of a healthy eating pattern.    

Sodium —   limit   to   less   than   2,300   mg   a   day  (for   adults   and   children   14   years   and   older)   Alcohol — limit   to   no   more   than   1   drink  per   day   for   women   and   no   more   than   2 per day for men  

And it has limits on:   Saturated  &  trans  fats — limit   saturated  fats   to   less   than   10%   of   daily   calories   and  keep   trans   fat   intake   as   low   as   possible   Added sugars — limit to   less than 10% of daily calories  

Oils ,  including  those from  plants  (such   as   canola,   corn,   olive,   peanut,  safflower,  soybean,  and  sunflower)  and   in   foods   (such   as   nuts,   seeds,  seafood,   olives,   and   avocados)  

Oils  

Dairy  

Fat - free  or  low - fat dairy , including  milk,  yogurt, cheese, and/or fortified  soy  beverages  

A   variety   of   protein   foods ,   including         seafood,   lean   meats   and   poultry,  eggs,  legumes (beans  and  peas), soy  products,   and   nuts   and   seeds  

Protein  

Vegetables  

A variety of vegetables —   dark   green,   red   and   orange,   legumes  (beans   and   peas),   starchy,   and   other vegetables  

What’s in a Healthy Eating Pattern?   The  2015 – 2020 Dietary Guidelines  has basic recommendations for a healthy eating pattern.  It includes foods like:   Fruits   Fruits , especially   whole   fruits   Grains ,   at   least   half   of   which   are   whole   grains  
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Be Ready for Resistance   Your   patients   or   clients   may   have   valid   reasons   for   why   healthy   eating   is   difficult.   Here   are   some   ways   to   get   past  common   barriers.   They say:  “I can’t afford healthy foods .”   Explain   that   healthy   eating   is   for   everyone — regardless   of   income   or   household   budget.   For   example,   if   fresh  vegetables   seem   too   expensive,   suggest   frozen   or   canned — just   make   sure   they   check   the   sodium   content.   They say:  “I don’t have the time to cook healthy meals.”      Suggest   cooking   a   healthy   dinner   just   once   a   week — that’s   a   great   first   step.   Or   have   them   cook   meals   in  batches   on   the   weekend,   so   they   can   heat   up   dinners   during   the   week.   They say:  “My kids won’t eat anything healthy.”   Point   out   that   this   is   a   common   problem,   but   offer   suggestions — like   having   kids   help   pick   out   a   few   healthy  options at the grocery store and pitch in when   cooking.     They   say:   “I   don’t   listen   to   the   experts — they   keep   changing   their   minds   about   which   foods   are   healthy  and  which   aren’t.”   Acknowledge that changes in guidance can be confusing, but emphasize that the basic core  recommendations   in   the   Dietary   Guidelines   have   stayed   largely   consistent   over   the   years.   People   can  trust   the   Dietary   Guidelines — they’re   based   on   the   body   of   the   best   nutrition   evidence   we   have.     Tips for Successful Conversations   Some   people   may   feel   judged   or   criticized   when   you   bring   up   healthy   eating.   Use   these   techniques   to   prevent   that  from   happening.   •   Emphasize   that   you’re   on   the   same   side.   The   two   of   you   are   working   together   to   solve   a   problem.   You’re   not  trying to criticize or   lecture.   •   Celebrate   successes.   If   your   patient   makes   steps   toward   healthier   eating,   cheer   them   on.   If   you   notice   any  benefits — like   a   lower   weight   or   improved   blood   pressure — link   these   ch anges   to   their   improved   diet.   •   Have   empathy.   Changing   behavior   is   hard — especially   when   it   comes   to   food.   The   important   thing   is   to  encourage   your   patients   and   clients   to   keep   trying.   Try   offering   personal   examples   of   how   you   overcome  challenges to make healthy changes.     Take the Next Step   These   are   just   a   few   topics   you   can   broach   with   your   patients   or   clients — there’s   a   lot   more   in   the   Dietary  Guidelines  to learn about and   discuss.   •   Go to   health.gov/dietaryguidelines   to see the Recommendations At - A - Glance, the   complete  2015 - 2020 Dietary   Guidelines   document ,   and   handouts   that   you   can   share   with   your   patients   or   clients.   •   Refer   your   patients   or   clients   to   ChooseMyPlate.gov ,   where   they   can   learn   more   about   the   Dietary   Guidelines   and get practical advice, recipes, and more.       2015 - 2020 Dietary Guidelines for Americans  —   For Professionals: Talk to Your Patients & Clients About Healthy Eating Patterns  —   Page 3  
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DIETARY   GUIDELINES   FOR AMERICANS     EIGHTH EDITION   How to Build a  Healthy Eating   Pattern           There   are   many   different   ways   to   eat   healthy.   You   can   eat   healthy   in   a   way   that   works   for   you   and   your  family. Health y eating can fit all tastes and traditions  —   and can be affordable,   too.   The key is to build a healthy eating pattern, which means choosing a variety of nutritious foods in the  right amounts for you  —   and making these choices part of your everyday routine.   Follow these tips  —   based on the  2015 – 2020 Dietary Guidelines for Americans  —   for making choices   that   can   help   you   reach   or   keep   a   healthy   body   weight,   get   the   nutrients   you   need,   and   lower   your   risk   of  health problems like heart disease, type 2 diabetes , and some types of   cancers.         Get a variety of nutritious foods and beverages.   Eating   a   variety   of   foods   and   beverages   is   important.   It   helps   you   get   the   range   of   nutrients   you   need   to   be   healthy.   •   Eat a mix of foods  across all food   groups.   Choose   foods   and   beverages   from   all   food   groups   —   vegetables,   fruits,   grains,   dairy,   and   proteins   —   not   just   1  or 2 of   them.            Vegetables   Fruits, especially  whole fruits     Grains, especially  whole grains   Fat - free and low - fat dairy, including milk, yogurt,  cheese, and fortified soy beverages     Protein   foods,   like   seafood,   lean   meats   and   poultry,  eggs,   legumes   (beans   and   peas),   nuts,   seeds,   and   soy  products         •   Eat a mix of foods  within each food   group.   For   example,   each   week   try   eating   several   types   of   vegetables,   including   dark   green,   red   and   orange,   starchy  ones,   legumes,   and   others.   Switch   up   the   protein   foods   you   eat,   too   —   for   example,   consider   fish,   black   beans,  and peanut butter, not just lean meats and   poultry.    
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Try to eat and drink the right amounts for you.   How   many   calories   you   need   to   eat   depends   on   your   age,   sex,   height,   weight,   and   how   active   you   are.   Use   the  MyPlate   Daily   Checklist   at   www.choosemyplate.gov/calculator   to   find   a   plan   that   is   right   for   you.       Limit   foods   and   beverages   higher   in   saturated   fats,   added   sugars,  and   sodium.   Aim to get:   •   Less than 10% of calories each day from saturated fats   Foods   higher   in   saturated   fats   include   butter,   cheese,   whole  milk,   meats   higher   in   fat   (like   beef   ribs,   sausage,   and   some  processed   meats),   poultry   skin,   and   tropical   oils   like   coconut  and   palm   oil.   Instead,   go   for   foods   with   unsaturated   fats   —   like   seafood,   avocados,   most   nuts,   and   canola   or   olive   oil.   •   Less than 10% of calories each day from added   sugars   Added sugars are syrups or other sweeteners with calories  that   are   added   to   foods   and   drinks   when   they’re   being   made  or   prepared.   Stick   mostly   to   foods   and   drinks   with   naturally  occurring   sugars   —   like   ones   in   unflavored   milk   and   fruits   —   or   no   sugar   at   all.   Choose   water   instead   of   sugary   drinks   and  limit   sweet   treats   like   cake,   cookies,   brownies,   and   candy.   •   Less   than   2,300   milligrams   of   sodium   each   day   for   adults  and children ages 14 and up (less for younger   children)   Sodium   comes   from   table   salt   —   but   most   of   the   sodium   we   eat   comes   from   foods   that   are   packaged   or   served  in   restaurants.   When   buying   foods   in   the   store,   check   the   Nutrition   Facts   label   and   choose   the   option   with   the  lowest   amount   of   sodium.   To   cut   down   on   sodium,   cook   more   at   home   or   ask   not   to   have   salt   added   to   your   meal  when eating   out.       Stick with it.   A   lifetime   of   healthy   eating   can   help   prevent   health   problems   like   obesity,   heart   disease,   type   2   diabetes,   and   some  types   of   cancer.   Think   of   every   day   and   meal   as   an   opportunity   to   make   a   healthy   choice.      

Want to learn more about how to find a healthy eating pattern that works for you?   Check out  DietaryGuidelines.gov   for more information on the  Dietary Guidelines  and find recipes for  healthy meals at  www.whatscooking.fns.usda.gov/ .  

  Small changes = big benefits   Small  shifts  in your daily eating  habits can improve your health  over the long run. For example,  try swapping out white bread  for whole - wheat bread and  reach for a handful of nuts  instead of potato chips.  
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Fruits   Grains  

Protein  

Vegetables  

Fruits  

Grains  

Protein  

Vegetables  

  What’s in a Healthy Eating Pattern?   The  2015 – 2020 Dietary Guidelines  has recommendations for a healthy eating pattern.  For someone who needs 2,000 calories a day, a healthy eating pattern includes:   Fruits   Grains   Fruits ,   especially   whole   fruits               2 cups     Grains ,  at  least half  of  which  are  whole  grains   6 ounces     A   variety  of  vegetables  —   dark   green,   red   and   orange,     Vegetables     Protein   A  variety  of  protein foods , including  seafood,  lean meats and  poultry,   starchy,  legumes   (beans   and               peas),  and other   vegetables   2½ cups   eggs,  legumes (beans  and  peas), soy  products,  and nuts and  seeds   5½ ounces     Fat - free   or   low - fat   dairy ,   Dairy   Oils   Oils , like canola and olive oil or foods   including  milk,   yogurt,   cheese,               and/or  fortified soy   beverages   3 cups   that   are   sources   of   oils,   like   nuts   and  avocados   5 teaspoons     And it has limits on:   Saturated   and   trans   fats   —   limit  saturated   fats   to   less   than   10%   of  daily   calories   and   keep   trans   fat  intake   as   low   as   possible   Added  sugars  —   limit  to  less   than   10%   of   daily   calories         Limit         Sodium   —   limit   to   less   than   2,300   mg  a   day   for   adults   and   children   14   years  and   up   (less   for   younger   children)       A   variety   of   meals   and   snacks   can   fit   within   healthy   eating   patterns.   Many   meals   have   several  food   groups   within   one   dish.   Check   out   these   examples.     Taco salad   Tofu - vegetable stir - fry   Tuna salad sandwich           ½   cup   avocado   2   ounces   1   cup   cooked   Fruits   Grains   2   slice s   whole ­   1   tsp   lime   juice   tortilla chips   ¼   cup   pineapple   brown   rice   (2 ounces dry)   1   medium   peach   wheat   bread     1   cup   chopped   2   ounces   lettuce   cooked   ½ cup chopped  Chinese cabbage   ¼   cup   sliced   4   ounces   firm   tofu     1   Tbsp   chopped   celery       2   ounces  

Protein  

Vegetables  
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DIETARY   GUIDELINES   FOR AMERICANS     EIGHTH EDITION   Shift   to Healthier   Food  & Beverage   Choices         Here’s some good news: Eating healthier doesn’t mean you have to give up all the foods you love.   It   doesn’t   have   to   be   confusing   or   complicated   either.   The   2015 – 2020   Dietary   Guidelines   has   a   better  approach — make small shifts in the foods you eat.  Here’s  how to do   it.     What Are Healthy  Shifts ?   It’s simple. When you can,  swap out a food or ingredient for a healthier option . For example, you could:       Shift   from   whole   milk   to   low - fat  milk in your breakfast   cereal   Shift  from soda with added  su gars   to   water   during   lunch   Shift   from   a   cream - based   pasta  dish   to   one   with   a   lighter   sauce  and   more   vegetables   for   dinner         How Will Making  Shifts  Help?   •   Healthy   eating   patterns   can   help   prevent   chronic   diseases   like   obesity,   heart   disease,   high   blood   pressure,  and  Type  2   diabetes.   •   Shifting   to   healthier   choices   doesn’t   mean   you   have   to   change   your  whole   eating   pattern.   Shifts   can   be   easier   to   stick   with   over   time —   you’re   just   making   small   changes   to   the   way   you’re   already   eating.       Make  Shifts  Throughout the Day   You have a chance to make a healthier choice whenever you:   •   Open   your   fridge   for   a   snack   •   Shop   in   the   grocery   store   •   Stand   at   a   vending   machine   •   Pack a   lunch   •   Look at a menu in a   restaurant   •   Cook a favorite   recipe   Take   advantage   of   these   everyday   opportunities   to   make   a   shift.   Everything   you   eat   and   drink   matters.   Over   time,  little changes in the foods and drinks you choose can have big health   benefits.         2015 - 2020 Dietary Guidelines for Americans  —   Shift  to Healthier Food & Beverage Choices  —   Page 1  

  About half of all American  adults have one or more  chronic diseases — and  they’re often related to  eating a poor quality diet.  
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Try Out These  Shifts   The   Dietary   Guidelines   has   key   recommendations   for   how   we   can   all   improve   our   eating   patterns.  The shifts below will help you stay on   track.             White   Bread   Whole - Wheat  Bread   How to Eat More Whole Grains:   •   Choose whole - wheat bread instead of   white   •   Have   popcorn   for   a   snack   instead   of   potato   chips  (just leave out the   butter)                 Fatty   Cut   of   Meat         Seafood or   Beans   How to Cut Down on Saturated Fats:   •   Twice   a   week,   have   seafood   instead   of   fatty   cuts   of   meat   for   dinner   •   When   you’re   making   chili   or   stew,   reduce   the   amount   of   meat  and add more beans and   vegetables                 Ice   Cream   Homemade   Smoothie           Potato   Chips   Unsalted   Nuts   How to Cut Down on Added Sugars:   •   Give   your   kids   100%   juice   or   water   instead   of   fruit   punch   •   Have   a   homemade   fruit   smoothie   instead   of   ice   cream         How to Cut Down on Sodium (Salt):   •   Switch to unsalted   nuts   •   Shift from regular canned soups to   low - sodium                 Butter   Olive   Oil   How to Use Oils Instead of Solid Fats:   •   Dip   your   whole - wheat   bread   in   olive   oil   instead   of   spreading   on   butter   •   Choose   an   oil - based   salad   dressing   instead   of   cream - based         What  Shift  Will You Make Today?    

  Want  to learn more about shifts and how to find a healthy eating pattern that works    for your family? Check out  ChooseMyPlate.gov , which has more information from the  Dietary Guidelines , online tools, recipes, and   more.  
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DIETARY   GUIDELINES   FOR AMERICANS     EIGHTH EDITION   Cut Down on  Saturated   Fats         Limiting   saturated   fats   is   important   for   your   health   —   and   it   doesn’t   mean   you   have   to   cut   down   on  flavor. Learn how to swap out saturated fats for healthier   options.   The  2015 – 2020 Dietary Guidelines for Americans  recommends limiting calories from saturated fats to less  than 10% of the total calories you eat and drink each day. That’s about 200 calories for a 2,000 calorie diet.     What are saturated fats?   Saturated   fats   are   one   type   of   fat   in   the   foods   we   eat   and   the  beverages   we   drink.   Most   come   from   animal   products,   like   dairy,  meat,   and   poultry.   To   limit   the   amount   of   saturated   fats   you   eat,  choose   lower - fat   and   lean   options   of   dairy,   meat,   and   poultry   —   like   skim   milk,   lean   beef,   and   grilled   chicken   breast   without   the skin.   Eating   too   many   foods   high   in   saturated   fats   can   be   bad   for   your  health.   By   replacing   saturated   fats   with   unsaturated   fats,   you   may  lower your risk of getting heart   disease.       What  foods and  beverages  are  higher  in  saturated  fats?   •   Meats   higher   in   fat,   like   beef   ribs,   sausage,   and   some  processed meats   •   Higher - fat dairy, like regular - fat cheeses and whole or 2%   milk   •   Butter, stick margarine, cream, and cream   cheese   •   Some tropical oils, like coconut and palm kernel   oil   •   Cakes, cookies, and some snack   foods   Dishes   with   many   ingredients   —   like   pizza,   casseroles,   burgers,  tacos,   and   sandwiches   —   tend   to   have   ingredients   that   are   high  in saturated   fats.   Choose ingredients for these dishes that are low in saturated  fats   —   like   vegetables,   whole   grains,   low - fat   and   fat - free   dairy  products,   most   oils,   and   lean   cuts   of   meats   and   poultry.           2015  – 2020 Dietary Guidelines for Americans  —   Cut Down on Saturated  Fats  —   Page 1    

  What are  un saturated fats?   Unsaturated fats are  found in some foods and  most oils. There are 2  types of unsaturated fats:   monounsaturated fatty acids  (MUFA)  and   polyunsaturated  fatty acids   (PUFA).   While saturated fats have  health risks, unsaturated fats  have health  benefits.   Focus on getting unsaturated  fats from:   •   Seafood (like salmon, trout,  herring, tuna, and   mackerel)   •   Walnuts, almonds, cashews,  and most other   n uts   •   Sesame,   pumpkin,   and   flax  seeds   •   Olive, canola, peanut,  sunflower, safflower, corn,  soybean,   and   cottonseed   oils*   •   Avocados   *   The   Dietary   Guidelines   recommends   that   adult  women   get   1.5 – 2   tablespoons   and   adult   men  get   2 – 2.5   tablespoons   of   oils   each   day.  
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How can I cut down on saturated fats?   The best strategy is not just to limit saturated fats  —   it’s also to   replace them with healthier unsaturated fats.   Studies show that swapping saturated fats for unsaturated fats  may   have   health   benefits.   It   can   help   lower   “bad”   LDL   cholesterol  in   the   blood.   It   may   also   lower   the   risk   of   heart   disease.   Here are 3 things you  can do.   1.   Find   out   how   many   calories   from   saturated   fats   you’re  getting   now.   You can use USDA’s SuperTracker ( https://supertracker.usda.gov )  to get an idea. If it’s more than 10% of your daily calories, find  small changes you can make today and build on over time.   2.   Check the Nutrition Facts   label.   The   label   shows   total   fat   broken   out   by  saturated   fat   and   trans   fat .   Labels   may  also   list   monoun saturated   fatty   acids   and  polyunsaturated   fatty   acids.   These   are  types of unsaturated   fats.   Pay   attention   to   the   specific   types   of   fats  listed.   Choose   options   that   are   lower   in   or  have   no   saturated   fats   and   trans   fats   or  have unsaturated fats   instead.   3.   Make some healthy   shifts .   Replace foods and beverages higher in saturated fats with healthier options.                 Cook with olive oil   instead   of   butter or stick   margarine   Go for grilled chicken breast  (without   the   skin)   instead   of   fried   Have fruit salad instead of  ice cream for dessert     You   can   still   have   some   foods   and   beverages   with   saturated   fats   —   just   choose   smaller   portions   or   have   them  less often. For example, you   can:   •   Replace   some   of   the   meat   or   poultry   in   your   taco   recipe   with   fish,   beans,   or   other   vegetables   •   Use   less   meat   and   more   vegetables   to   make   a   stir   fry   cooked   with   a   small   amount   of   oil   •   Limit   desserts   to   special   occasions   and   use   small   bowls   and   plates   to   encourage   smaller   portions                      2015  – 2020 Dietary Guidelines  for  Americans  —    Cut Down  on  Saturated  Fats  —    Page    2   December 2016  

  Want  to  learn  more  about saturated  fats and how  to  build  a  healthy eating pattern  that  works  for you?  Check out  DietaryGuidelines.gov   for more  information  on  the  Dietary Guidelines  and  ChooseMyPlate.gov   for  online tools, recipes,  and  more.  

  What about  trans  fats?   Like saturated fats,  trans  fats  may increase the risk of heart  disease.   Food  companies have lowered  the amount of  artificial  trans  fats   they   add   to   foods.   But   there  may still be some artificial  trans  fats in packaged foods  like snacks, desserts, frozen  pizzas, margarine, and   more.   The  Dietary Guidelines  recommends eating and  drinking as few artificial  trans  fats as possible.   Small amounts of  natural  trans   fats are in dairy and meat.   The  Dietary Guidelines  recommends lowering how  many natural  trans  fats you  get by choosing fat - free or  low - fat dairy and lean meats  and poultry.  
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DIETARY   GUIDELINES   FOR AMERICANS     EIGHTH EDITION   Cut Down  on Sodium         Get the facts about sodium and salt from the  Dietary Guidelines for Americans . Limiting sodium  —   by  eating out less and making smart choices at the grocery store  —   can have health benefits.       What is sodium?   Sodium   is   a   mineral,   and   most   of   the   sodium   in   our   foods   comes  from   salt.   We   all   need   a   little   sodium   to   stay   healthy.   Eating too much sodium can lead to high blood pressure  (hypertension).   High   blood   pressure   can   raise   your   risk   of   having  a heart attack or   stroke.   The   good   news   is   that   cutting   down   on   sodium   can   help   lower  your   blood   pressure   or   keep   it   at   a   healthy   level.     What foods are high in sodium?   Whenever you add salt to your food, you’re adding sodium.  But   the   Dietary   Guidelines   shows   that   most   of   the   sodium   we  eat   doesn’t   come   from   our   saltshakers.   Sodium   is   used   by   food  manufacturers and others who prepare foods as a   preservative   and   to   add   flavor,   cure   meat,   thicken   sauces,   and   keep   some   foods  moist.   That’s   why   sodium   is   found   in   almost   all   of   the   processed  and prepared foods we   buy.   Dishes   with   many   ingredients   —   like   pizza,   casseroles,   burgers,  tacos,   and   sandwiches   —   tend   to   have   ingredients   that   are   high  in   sodium.   When   making   these   dishes,   limit   ingredients   that   are  often high in   sodium:   •   Processed   meats,   poultry,   and   seafood   —   like   deli   meats,  sausages, pepperoni, and   sardines   •   Sauces, dressings, and   condiments   •   Instant products like flavored rice, instant noodles, and  ready - made pasta   Keep   in   mind   that   even   foods   that   don’t   taste   salty   may   still   be  adding   sodium   to   your   diet,   especially   if   you   eat   them   often.   For  example, the sodium found in foods like breads and tortillas,  cheese, and condiments can add   up.   Key Recommendations: Sodium       *Adults without hypertension or prehypertension         2015  – 2020 Dietary Guidelines for Americans  —   Cut Down on Added Sodium  —   Page 1  

  Adults with hypertension or  prehypertension can lower  their blood pressure even more  by limiting sodium intake to  1,500 mg a day.  

  Sodium  and salt  —   what’s  the  difference?   Since   most   sodium   in   our   foods  comes   from   salt,   people   use   the  2 words as if they’re the same  thing. They’re actually a little  different. Sodium is a mineral  that’s   in   salt.   Salt   is   also   known  as  sodium   chloride.  

Age range   Amount of sodium   

Adults*  and  children  14  years  and  older     Less than 2,300 mg a day  

Children ages  9 to 13     Less than 2,200 mg a day   

Children ages  4 to 8     Less than 1,900 mg a day   

Children ages  2 to 3     Less than 1,500 mg a day   
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How can I cut down on sodium?   Pay   close   attention   to   the   foods   you   choose   whe n   you’re   grocery   shopping  and eating out.  Try  making these 5 small   changes.   1.   Check the Nutrition Facts label.  Before you buy     a   food   or   drink,   look   for   the   amount   of   sodium   on   the  Nutrition   Facts   label.   Compare   different   options   and  choose the one with the lowest   amount.   You   can   also   look   out   for   foods   that   are   labeled   low -   sodium,   reduced   sodium,   or   no - salt - added.   But   keep  in mind that sometimes foods without these labels  are   still   lower   in   sodium   —   so   it’s   always   a   good   idea  to check the Nutrition Facts   label.   2.   Find out which foods you eat have the most sodium.  You  can use the  USDA’s  SuperTracker   ( https://supertracker.usda.gov ) to get an idea. For dishes higher in sodium, c onsider eating smaller portions  or eating them less   often.   3.   Make   healthy   shifts .   Replace   higher - sodium   foods   or   ingredients   with   healthier   options.   You   can:           Snack on unsalted nuts instead  of snacks like salted pretzels     When eating out, you can:   Choose fresh skinless chicken  and turkey, lean meats, and  seafood instead of processed  deli meats or sausages   Go   for   fresh,   frozen   vegetables   without sauce, and canned  vegetables with the least  amount of   sodium   •   Ask for the written nutrition information and look for items that are lower in   sodium   •   Get   dressings   and   sauces   on   the   side   —   and   add   only   the   amount   you   need   to   your   meal   •   Ask to have no salt added to your   food   4.   Cook   more   at   home.   Making   your   own   meals   —   instead   of   eating  at   restaurants   or   buying   packaged   foods   —   is   a   great   way   to   eat   less   sodium   because   you’re   in   control.   To   add   flavor,   use   spices   instead   of   salt  or packaged sauces and   mixes.   5.   Consider the Dietary Approaches to Stop Hypertension (DASH)  eating   plan.   Based   on   scientific   evidence,   the   DASH   plan   helps   limit  sodium   and   unhealthy   fats.   Think   about   following   the   DASH   eating   plan  at   the   lower - sodium   option   of   1,500   mg   per   day   if   you   have   hypertension  or   prehypertension.   Learn   more   about   it   at   http://www.nhlbi.nih.gov/  health/health - topics/topics/dash .       2015  – 2020 Dietary Guidelines for Americans  —   Cut Down on Added Sodium  —   Page  2   December 2016  

  Want to learn more about sodium and how to find a healthy eating pattern that works for you or your family?   Check  out  DietaryGuidelines.gov   for more  information  on  the  Dietary Guidelines  and  ChooseMyPlate.gov   for  online tools,  recipes,  and  more.  

  Two slices of thick - crust  pizza with pepperoni  add up to about 2,270  mg of sodium  —   almost  the daily recommended  sodium limit for adults  and children 14 years  and up!  

  There are lots of  different types of salt:  table salt, kosher salt,  sea salt, Himalayan salt,  and more.  To  lower the  sodium in your diet,  you need to cut down  on  all  types of salt,  including salt  already  in   foods.  
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  PAUTAS   ALIMENTARIAS   PARA ESTADOUNIDENSES     OCTAVA EDICIÓN   Cómo   crear   un   patrón   de  alimentación saludable         Hay muchas formas diferentes de comer una alimentación saludable. Usted puede hacerlo en una forma qu e dé  resultado para usted y su familia. Comer una alimentación saludable puede adaptarse a todos los gustos y las  tradiciones, y puede lograrse además de una manera económica.   La clave está en crear un patrón de alimentación saludable. Eso significa elegir   una variedad de alimentos  nutritivos en las cantidades adecuadas para usted, y lograr que formen parte de sus costumbres diarias.   Los siguientes consejos se basan en las  Pautas Alimentarias para los Estadounidenses, 2015 - 2020 . Póngalos en  práctica para el egir alimentos que le ayuden a lograr o mantener un peso saludable, a recibir los nutrientes que  necesita, y a reducir el riesgo de sufrir problemas de salud, como enfermedades del corazón, diabetes tipo 2 y  algunos tipos de cáncer.       Elija alimentos y be bidas nutritivos y variados.   Es   importante   consumir   una   variedad   de   alimentos   y   bebidas.   Así   se   obtiene   toda   la   gama   de   nutrientes   que   se   necesitan   para  gozar de buena   salud.     •   Coma una mezcla de alimentos  que pertenezcan a todos los   grupos   Elija   alimentos   y   bebidas   de   todos   los   grupos   (verduras,   frutas,   granos,   productos   lácteos   y   proteínas),   no   solo   de   uno   o   dos.       Verduras     Frutas, especialmente  frutas sin procesar       Granos, especialmente  granos integrales   Productos lácteos descremados o semidescremados, entre  ellos   la   leche,   el   yogur,   el   queso   y   las   bebidas   enriquecidas  de   soya     Alimentos que contengan proteínas, como pescado,  mariscos,   carnes   magras,   aves,   huevos,   legumbres   (frijoles  y   arvejas),   frutos   secos,   semillas   y   productos   derivados   de  la   soya       •   Coma una mezcla de alimentos  de cada   grupo   Por   ejemplo,   cada   semana   trate   de   comer   varios   tipos   de   verduras,   entre   ellas,   verduras   de   color   verde   oscuro,   rojo   y  anaranjado,   hortalizas   ricas   en   almidón,   legumbres,   etc.   Alterne   los   alimentos   que   contienen   proteínas.   Por   ejemplo,   no  coma   solo   carnes   magras   y   aves,   sino   que   contemple   la   posibilidad   de   comer   además   pescado,   frijoles   negros   y   mantequilla  de cacahuate   (maní).    

2015 - 2020  
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Trate de comer y de tomar líquidos en la cantidad adecuada.   La   cantidad   de   calorías   que   usted   debe   consumir   depende   de   su   edad,   sexo,   estatura,   peso   y   nivel   de   actividad   física.   En   la  Lista Diaria de MiPlato, que puede consultar en  https://www.choosemyplate.gov/myplate - daily - checklist - input   (en inglés)  hallará un plan adecuado para   usted.       Limite   los   alimentos   y   las   bebidas   que   contengan   más   grasas  saturadas,  azúcares  agregados  y   sodio.   Trate de lograr lo siguiente:   •   Menos del 10 % de las calorías que consume cada día deben  provenir de grasas   saturadas   Entre   los   alimentos   que   contienen   más   grasas   saturadas   se   cuentan   la  mantequilla,   el   queso,   la   leche   entera,   las   carnes   más   grasosas   (como  costillas   de   res,   salchichas   y   algunas   carnes   procesadas),   la   piel   de   las  aves   y   los   aceites   tropicales,   como   el   aceite   de   coco   y   el   aceite   de   palma.  Elija   en   cambio   alimentos   que   contengan   grasas   insaturadas,   como   el  pescado,   los   mariscos,   el   aguacate,   la   mayoría   de   los   frutos   secos   y   los  aceites de oliva y colza   ( canola ).   •   Menos del 10 % de las calorías que consume cada día deben  provenir de azúcares   añadidos   Los   azúcares   añad idos   son   los   siropes   y   otros   endulzantes   que   contienen  calorías, y que se agregan a los alimentos y las bebidas durante la  producción o preparación. Limítese principalmente a alimentos y bebidas  que   contengan   azúcares   naturales,   como   la   leche   sin   sabores   artificiales  y   las   frutas,   o   que   no   contengan   azúcar.   Prefiera   el   agua   a   las   bebidas  azucaradas y limite el consumo de golosinas, como pasteles, galletas,  bizcochos de chocolate y   dulces.   •   Consuma   menos   de   2300   miligramos   diarios   de   sodio   (esta   es   la   pauta   para   adultos   y   niños   de   14   años   en  adelante; los niños más pequeños deben consumir menos   sodio)   El   sodio   se   encuentra   en   la   sal   de   mesa,   pero   la   mayor   parte   del   sodio   que   comemos   proviene   de   alimentos   envasados   o   de  restaurante.   Al   comprar   alimentos   en   el   mercado,   lea   la   etiqueta   de   información   nutricional   y   opte   por   los   que   contengan  menos   sodio.   Para   reducir   la   cantidad   de   sodio   que   consume,   cocine   más   en   casa   o   pida   que   no   le   agreguen   sal   a   su  comida cuando coma   fuera.     Sea constante.   Comer una alimentación saludable toda la vida puede prevenir problemas de salud, como la obesidad, las  enfermedades   del   corazón,   la   diabetes   tipo   2   y   algunos   tipos   de   cáncer.   Piense   en   que   cada   día   y   cada   comida  representan una oportunidad para tomar una decisión   saludable.  

¿Quiere aprender más acerca de cómo hallar un patrón de alimentación saludable que le dé resultado?  Visite  DietaryGuidelines.gov   (en inglés) si desea más información sobre  las   Pautas  Alimentarias    y  busque recetas de comidas saludables en   https://whatscooking.fns.usda.gov/es .  

  Los cambios sencillos  producen grandes  beneficios   Los cambios sencillos  en   los   hábitos   diarios   de   alimentación pueden mejorar  su salud a largo plazo. Por  ejemplo, trate de cambiar e l  pan blanco por pan de trigo  integral y de optar por un  puñado de frutos secos en  vez de papas fritas.  
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¿Qué hay en un patrón de alimentación saludable?   Las  Pautas Alimentarias de 2015 - 2020  contienen recomendaciones respecto a un patrón de  alimentación saludable.   Para una persona que necesita 2000 calorías diarias, un patrón de alimentación saludable contiene:   Frutas , especialmente frutas  sin  procesar   2 tazas   Una   variedad   de   verduras   de     Fruits   Grains   Granos ,   de   los   cuales   por   lo   menos   la  mitad   deben   ser   granos   integrales   6 onzas   Una variedad de alimentos que   color   verde   oscuro,   rojo   y   naranja,  hortalizas  ricas  en  almidón,  legumbres   (frijoles   y   arvejas)   y  otras   verduras   2.5 tazas   Vegetables   Protein   contengan proteínas ,  como  pescado,  mariscos, carnes magras,  carne  de  aves,  huevos, legumbres (frijoles  y  arvejas),  productos derivados  de la  soya,  frutos  secos  y  semillas   5.5 onzas   Productos lácteos descremados   Dairy   Oils   Aceites , como el aceite de oliva y de   o  semidescremados ,   entre   ellos,               la   leche,   el   yogur,   el   queso   y   las   bebidas enriquecidas de soya   3 tazas   colza  ( canola ),  o  alimentos  que  contengan  aceites,   como   los   frutos   secos   y   el   aguacate   5 cucharaditas     En el patrón hay restricciones en cuanto a la cantidad de estas sustancias:   Grasas saturadas y  trans : limitar las   grasas   saturadas   a   menos   del   10   %   de  las   calorías   diarias.   El   consumo   de   grasas  trans   debe   ser   lo   más   bajo   posible   Azúcares agregados : limitarlos  a  menos   del   10   %   de   las   calorías   diarias   Limit   Sodio : consumir  menos  de  2300  mg  diarios  (esta   es   la   pauta   para   adultos   y   niños   de   14   años  en   adelante;   los   niños   más   pequeños   deben  consumir  menos   sodio)     Gran   variedad   de   alimentos   y   meriendas   pueden   adaptarse   a   los   patrones   de   alimentación   saludable.  Muchas   comidas   contienen   varios   grupos   de   alimentos   en   un   plato.   Fíjese   en   estos   ejemplos.   Ensalada de taco (pavo con   totopos)   Salteado de tofu con   verduras   Sándwich de ensalada de atún         ½ taza de   aguacate y 1   cucharadita de   jugo de limón   agrio (frutas)   1   taza   de   lechuga   picada   y   2   cucharadas   de   salsa   al   estilo   mexicano   (verduras)     ½ onza de   queso  cheddar   semidescremad o (productos   lácteos)     2  onzas de  totopos  (granos)       2 onzas de  pavo  molido  y cocido  (proteínas)     2 cucharaditas  de  aceite de maíz para  cocinar el  pavo  (aceites)     ¼ de  taza  de   piña  (frutas)     ½   taza   de   repollo   chino   picado;   ¼   de   taza   de   brotes  de   bambú,   cortados  en  rodajas;  y   ¼   de   taza   de   pimiento  dulce   verde   y   rojo, picado   (verduras)   1   taza   de   una  bebida   enriquecida  de   soya   (productos   lácteos)     1  taza  de  arroz integral  cocido  (2  onzas  de  arroz  seco) (granos)       4 onzas de  tofu  firme  (proteínas)       1   cucharada  de aceite  de  colza ( canola )  para  el  salteado   (aceites)  
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PAUTAS   ALIMENTARIAS   PARA ESTADOUNIDENSES     OCTAVA EDICIÓN   Elija alimentos y  bebidas más saludables         Le   tenemos   buenas   noticias:   comer   una   alimentación   más   saludable   no   significa   renunciar   a   todos   los   alimentos  que   le   gustan.   Tampoco   tiene   que   ser   confuso   ni   complicado.   Las   Pautas   Alimentarias   de   2015 – 2020   ofrecen  una mejor estrategia: hacer cambios sencillos y saludables en los alimentos que come. Aquí le  indicamos cómo   hacerlo.     ¿En  qué consisten  los  cambios   saludables?   Es   muy   sencillo.   Cuando   pueda,   reemplace   un   alimento   o   un   ingrediente   por   una   opción   más   saludable .  Por ejemplo, podría hacer lo   siguiente:           Cambiar   la   leche   entera   por   leche semidescremada en  el cereal del   desayuno   Cambiar  la gaseosa con  azúcares agregados por  agua   durante   el   almuerzo   Cambiar  la pasta con   crema  por una pasta con salsa  más ligera y más   verduras   a la hora de la cena         ¿Cómo le ayudarán esos  cambios ?   •   Los patrones de alimentación saludables pueden prevenir  enfermedades crónicas como la obesidad, las enfermedades del  corazón,   la   presión   arterial   alta   y   la   diabetes   tipo   2.   •   Elegir opciones más saludables no significa que tenga que  cambiar   todo   el   patrón   de   alimentación.   Con   el   tiempo   será   más  fácil   acostumbrars e   a   los   cambios.   Usted   solo   está   haciendo  modificaciones   sencillas   en   la   forma   en   que   come.     Haga  cambios  a   lo  largo  del  día   Usted tiene la oportunidad de tomar una decisión más saludable cada vez que:   •   Abre   el   refrigerador   para   sacar   un   bocadillo   •   Va  de compras al   mercado   •   Se   detiene   frente   a   la   máquina   expendedora  de alimentos   •   Prepara un almuerzo para   llevar   •   Mira   el   menú   de   un   restaurante   •   Cocina una de sus recetas   favoritas   Aproveche   estas   oportunidades   cotidianas   para   hacer   un   cambio.   Todo   lo   que   usted   come   y   toma   importa.   Con   el  tiempo,   los   cambios   sencillos   que   haga   en   los   alimentos   y   bebidas   que   elija   pueden   representar   grandes   beneficios  para su   salud.   Las Pautas Alimentarias de 2015  – 2020  —   Elija alimentos y b ebidas más saludables  —   Página 1  

2015 - 2020  

  Cerca de la mitad de los  estadounidenses adultos tienen  una o más enfermedades  crónicas y con frecuencia estas  se relacionan con una mala  alimentación.  
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Ensaye estos  cambios   Las  Pautas Alimentarias  contienen recomendaciones clave para que todos mejoremos nuestros patrones de  alimentación. Los siguientes cambios saludables le ayudarán a ir por el camino correcto.             Pan   blanco   Pan   de   trigo  integral   Cómo comer más granos integrales:   •   Elija   pan   de   trigo   integral   en   vez   de   pan   blanco   •   Coma   palomitas   de   maíz   a   la   hora   de   la   merienda   en   vez   de   papas   fritas  (pero no les agregue   mantequilla)                 Cortes grasosos  de carne         Mariscos  o frijoles   Cómo consumir menos grasas saturadas:   •   Coma   pescado   o   mariscos   dos   veces   por   semana   a   la   hora   de   la   cena   en  vez de comer cortes grasosos de   carne   •   Cuando   esté   preparando   chile   o   cocido,   disminuya   la   cantidad   de   carne   y  agregue más frijoles y   verduras                 Helado   Batido casero  de   frutas   Cómo consumir menos azúcares agregados:   •   Deles   a   sus   niños   jugo   puro   de   frutas   o   agua   en   vez   de   ponche   de   frutas   •   Haga   un   batido   casero   de   frutas   en   vez   de   helado         Cómo consumir menos sodio (sal):   •   Elija   frutos   secos   (como   nueces,   almendras   y   pistachos)   que   no   Las   papas  fritas   Frutos   secos   que  no   contengan   sal   contengan sal   •   Elija   sopas   enlatadas   con   poco   sodio   en   vez   de   sopas   enlatadas  corrientes             Mantequilla   Aceite de   oliva   Cómo utilizar aceites en vez de grasas sólidas:   •   Moje   el   pan   de   trigo   integral   en   aceite   de   oliva   en   vez   de   untarlo   de  mantequilla   •   Elija   un   aderezo   para   ensalada   que   contenga   aceite   en   vez   de   crema         ¿Qué  cambio  hará usted hoy?    

¿Quiere aprender más acerca de los cambios que puede hacer y de cómo hallar un patrón de  alimentación saludable que dé resultado para su familia? Visite el sitio web de  ChooseMyPlate.gov , que  contiene   más   información   sobre   las   Pautas   Alimentarias ,   así   como   recursos   por   Internet,   recetas   y mucho más.  
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  El estadounidense  promedio consume  270 calorías de  azúcares agregados   cada día.   ¡Eso equivale  aproximadamente  a 17 cucharaditas  de azúcar!  

PAUTAS   ALIMENTARIAS   PARA ESTADOUNIDENSES     OCTAVA EDICIÓN   Consuma menos  azúcares   agregados       Entérese   de   cómo   limitar   el   consumo   de   calorías   procedentes   de   azúcares   agregados   sin   dejar   de   disfrutar   los  alimentos   y   bebidas   que   le   gustan.   Escoger   un   patrón   de   alimentación   saludable   que   contenga   pocos   azúcares  agregados puede traerle beneficios importantes de   salud.   Las   Pautas   Alimentarias   para   los   Estadounidenses,   2015 - 2020   recomiendan   limitar   el   consumo   de   calorías  procedentes de azúcares agregados a no más de un 10% del total diario. Esto equivale a 200 calorías  (unas 12 cucharaditas)  en una alimentación de 2000 calorías   diarias.     ¿Qué son los azúcares agregados?   Como   su   nombre   lo   indica,   los   azúcares   agregados   no   se   encuentran   naturalmente   en   los  alimentos, sino que se agregan. Entre ellos se   cuentan:   •   Los   azúcares   o   siropes   que   los   fabricantes   de   alimentos   agregan   a   productos   como  gaseosas, yogur, dulces, cereales y   galletas.   •   El   azúcar   que   usted   mismo   agrega   (por   ejemplo,   la   cucharadita   de   azúcar   que  le pone al   café).   Ciertos   alimentos   contienen   azúcar   por   naturaleza   (como   las   frutas,   las   verduras   y   la   leche).  Los   azúcares   de   estos   alimentos   no   son   azúcares   agregados.     ¿Cuál es el problema de los azúcares agregados?   Al   comer   y   tomar   demasiados   alimentos   y   bebidas   que   contengan   azúcares   agregados,  es   difícil   lograr   un   patrón   de   alimentación   saludable   sin   consumir   demasiadas   calorías.   Los azúcares agregados aportan calorías pero no aportan nutrientes esenciales.     ¿Qué alimentos contienen azúcares agregados?   Muchos alimentos, por ejemplo:   •   Las   gaseosas   corrientes,   las   bebidas  energéticas   y   las   bebidas   deportivas   •   Los   dulces   •   Los   refrescos   de   frutas,   como   jugos  y ponches de   fruta   •   Los   pasteles,   las   galletas   y   los  bizcochos de   chocolate   •   Las tortas y   tartas   •   Los   panes   dulces,   los   pastelitos  y las   donas   •   Los postres que contienen productos  lácteos, como el   helado       ¿Cómo puedo consumir menos azúcares agregados?   Usted   no   tiene   que   renunciar   por   completo   a   los   alimentos   que   le   gustan.   En   vez   de   hacerlo,   limite   el   consumo   de   azúcares  agregados   haciendo   cambios   acertados   y   sencillos   en   la   forma   de   comer.   Estas   son   tres   cosas   que   puede   hacer:   1.   Averigüe cuántas calorías de azúcares agregados está   consumiendo.   Puede   usar   la   siguiente   herramienta   del   Departamento   de   Agricultura   de   los   Estados   Unidos   (USDA)   para   tener   una   idea:  Supertracker.usda.gov/   (en   inglés).   En   cuanto   lo   sepa,   puede   hacer   cambios.     Las Pautas Alimentarias de 2015  – 2020  —   Consuma menos azúcares agregados  —   Página 1  
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  Casi la mitad de los  azúcares agregados  que consumimos  proviene de las  bebidas (gaseosas,  refrescos de  frutas  y otras bebidas  endulzadas).  
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1.   Haga algunos cambios   saludables.   Ree mplace   alimentos   y   bebidas   ricos   en   azúcares   agregados   por   opciones   más   saludables.   Por   ejemplo,   podría   hacer  lo   siguiente:   •   Comer fruta a la hora del postre en vez de galletas o   pasteles   •   Cambiar   los   cereales   azucarados   por   cereal   sin   dulce   acompañado   de   fruta   •   Tomar  agua o leche descremada con las comidas en vez de   gaseosa   Puede   seguir   consumiendo   alimentos   y   bebidas   que   contengan   azúcares   agregados,   pero   sírvase   porciones   más   pequeñas  o consúmalos con menos   frecuencia.   •   Si decide tomarse una gaseosa, opte por una más   pequeña.   •   Póngale una cucharadita de azúcar al té o al café en vez de   dos.     2.   Revise los   ingredientes.   Mire   la   lista   de   ingredientes   para   ver   si   hay   azúcares   agregados.   Mientras   más   arriba   se   encuentren   los   azúcares   agregados   en   la   lista,   más   cantidad   de   ellos  hay en el   producto.   Los azúcares agregados tienen distintos nombres: azúcar moreno, endulzante  de   maíz,   sirope   de   maíz,   dextrosa,   fructosa,   glucosa,   sirope   de   maíz   con   alto  contenido   de   fructosa,   m iel,   azúcar   invertido,   lactosa,   sirope   de   malta,   maltosa,  melaza,   azúcar   sin   refinar,   sacarosa,   trehalosa   y   azúcar   turbinado.   Los azúcares agregados se encuentran en los alimentos más inesperados.   Se   hallan   con   frecuencia   en   las   salsas   para   pasta,   las   galletas   de   sal,   la   pizza  y otros   alimentos.   Los azúcares agregados van sumando calorías:   1   cucharada   de   salsa   de   tomate   ( kétchup )           =   12   calorías   de   azúcares   agregados     1 taza de cereal con sabor   =  48 calorías  de azúcares agregados     1 porción de yogur con sabor (6 onzas)   =  72 calorías  de azúcares agregados     1 barra de chocolate (1.6 onzas)   =  74 calorías  de azúcares agregados   1 botella de bebida deportiva   (20 onzas) =  122 calorías   de azúcares agregados     1 lata de gaseosa corriente   (12 onzas líquidas) =  126 calorías   de azúcares agregados     1 pedazo de pastel de chocolate   =   196   calorías   de   azúcares   agregados     ¿Y qué pasa con los endulzantes artificiales?   Los   endulzantes   artificiales   como   la   sacarina,   el   aspartamo,   el   acesulfamo   potásico   ( Ace - K )   y   la   sucralosa   pueden  ayudarle   a   disminuir   el   consumo   de   calorías,   pero   quizá   no   sean   la   manera   adecuada   de   controlar   el   peso   a   largo   plazo.       Las Pautas Alimentarias de  2015  – 2020  —    Consuma menos azúcares agregados  —    Página  2   Marzo, 2016  

¿Quiere aprender  más  acerca  de  los azúcares agregados  y de  cómo hallar  un  patrón  de  alimentación  saludable  que  dé  resultado  para  su  familia?  Visite  el  sitio  web  de  ChooseMyPlate.gov ,  que  contiene  más  información sobre las  Pautas Alimentarias ,  a sí  como  recursos  por  Internet, recetas  y  mucho más.  
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PAUTAS   ALIMENTARIAS   PARA ESTADOUNIDENSES     OCTAVA EDICIÓN   Consuma menos  grasas saturadas       Limitar el consumo de grasas saturadas es importante para su salud. Eso no significa que tenga qu  sacrificar el sabo . Entérese de cómo cambiar las grasas saturadas por opciones más saludables.   Las  Pautas Alimentarias para los Estadounidenses, 2015 – 2020  recomiendan limitar el consumo de calorías  procedentes de grasas saturadas a me nos del 10 % del total diario de las calorías que usted come y toma  cada día. Esto equivale a 200 calorías en una alimentación de 2000 calorías diarias.     ¿Qué son las grasas saturadas?   Las   grasas   saturadas   son   uno   de   los   tipos   de   grasas   que   se   encuentran   en  las   comidas   que   comemos   y   en   las   bebidas   que   tomamos.   La   mayoría   de  las   grasas   saturadas   provienen   de   productos   de   origen   animal,   como   los  lácteos,   la   carne   y   las   aves.   Para   limitar   la   cantidad   de   grasas   saturadas   que  come,   escoja   lácteos,   carne   y   aves   que   tengan   menos   grasas,   como   la   leche  descremada,   la   carne   de   res   magra   y   la   pechuga   de   pollo   asada   sin   piel.   Comer   demasiados   alimentos   ricos   en   grasas   saturadas   puede   ser   nocivo  para   la   salud.   Al   reemplazar   las   grasas   saturadas   por   grasas   insaturadas,  usted   puede   disminuir   el   riesgo   de   sufrir   enfermedades   del   corazón.     ¿Qué   alimentos   y   bebidas   son   más   ricos  en  grasas   saturadas?   •   Las   carnes   más   grasosas,   como   las   costillas   de   res,   las   salchichas  y algunas carnes   procesadas   •   Los   productos   lácteos   que   contienen   más   grasas,   como   los   quesos  grasos   y   la   leche   entera   o   semidescremada   al   2   %   •   La   mantequilla,   la   margarina   en   barra,   la   crema   de   leche   y   el  queso   crema   •   Algunos aceites tropicales, como el aceite de coco y el aceite de   palma   •   Los pasteles, las galletas y ciertos   bocadillos   Los   platos   que   tienen   muchos   ingredientes   — como   la   pizza,   los   cocidos,  las hamburguesas, los tacos y los sándwiches —   a menudo contienen  ingredientes ricos en grasas   saturadas.   Para preparar estos platos, elij a ingredientes que contengan pocas  grasas   saturadas,   como   verduras,   granos   integrales,   productos   lácteos  semidescremados   y   descremados,   la   mayoría   de   los   aceites,   y   cortes  magros de carnes y   aves.     Las Pautas Alimentarias de 2015  – 2020  —   Consuma menos grasas saturadas  —   Página 1    

2015 - 2020  

  ¿Qué son las grasas  in saturadas?   Las grasas insaturadas se  encuentran   en   algunos   alimentos   y   en la mayoría de los aceites. Hay  dos   tipos   de   grasas   insaturadas:   los   ácidos grasos monoinsaturados y los  ácidos grasos poliinsaturados.   Mientras   que   las   grasas   saturadas  representan   riesgos   para   la   salud,  las insaturadas son  beneficiosa   .   Procure consumir grasas  insaturadas de:   •   Pescados y mariscos (como  salmón,   trucha,   arenque,   atún   y  caballa   [mackerel] )   •   Nueces de castilla, almendras,  anacardos  (cashews)  y la mayoría  de los frutos   secos   •   Semillas de ajonjolí,   calabaza  y   linaza   •   Aceites de oliva, colza  (canola) ,  cacahuate   (maní),   girasol,   cártamo  (safflowe  , maíz, soya y   semilla   de algodón*   •   Aguacate     * Las  Pautas Alimentarias  recomiendan  que las mujeres adultas consuman entre   1.5 y 2 cucharadas de aceites al día y que  los hombres adultos consuman entre 2 y   2.5 cucharadas de aceites al día.  
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¿Cómo   puedo   consumir   menos   grasas  saturadas?   La   mejor   estrategia   consiste   no   solo   en   limitar   el   consumo   de   grasas   saturadas,  sino en  reemplazarlas por grasas insaturadas, que son más   saludables.   Se   ha   demostrado   en   estudios   que   el   cambio   de   grasas   saturadas   por   insaturadas  puede   representar   beneficios   para   la   salud.   Puede   contribuir   a   reducir   el   colestero  LDL   (colesterol   “malo”)   en   la   sangre.   Además,   puede   disminuir   el   riesgo   de   sufrir  enfermedades del corazón.   Estas son tres cosas que puede hacer:   1.   Averigüe cuántas calorías de gra sas saturadas está   consumiendo.   Puede usar la siguiente herramienta del Departamento de Agricultura de los  Estados Unidos (USDA) para tener una idea:  SuperTracker.usda.gov/   (en inglés).  Si   las   calorías   de   grasas   saturadas   representan   más   del   10   %   de   las   calorías  diarias   que   consume,   busque   cambios   sencillos   que   pueda   hacer   hoy   mismo   y  auméntelos con el tiempo.   2.   Revise la etiqueta de información nutricional  de los   alimentos.   La   etiqueta   muestra   las   grasas   totales   separadas  en  grasas saturadas y grasas  trans.  También  puede   mostrar   los   ácidos   grasos   monoinsaturados   y  poliinsaturados,   que   son   tipos   de   grasas   insaturadas.   Preste   atención   a   los   tipos   específicos   de   grasa  que   muestra   la   etiqueta.   Escoja   alimentos   que   no  tengan grasas saturadas ni grasas trans, que las  contengan   en   poca   cantidad   o   que   tengan   en   su  lugar grasas   insaturadas.   3.   Haga algunos cambios   saludables.   Reemplace alimentos y bebidas ricos en grasas saturadas por opciones más saludables.               Cocine con aceite de oliva en   vez  de cocinar con mantequilla o   con  margarina en   barra   Prefiera la pechuga de pollo asada  (sin piel) a la pechuga frita   Coma ensalada de frutas en vez  de helado a la hora del  postre   Puede   seguir   consumiendo   alimentos   y   bebidas   que   contengan   grasas   saturadas,   pero   sírvase   porciones   más   pequeñas  o consúmalos con menos frecuencia. Por ejemplo, puede hacer lo   siguiente:   •   Reemplace   parte   de   la   carne   o   del   pollo   de   la   receta   de   tacos   por   pescado,   frijoles   u   otras   verduras.   •   Prepare   un   salteado   con   menos   carne   y   más   verduras,   y   utilice   una   cantidad   más   pequeña   de   aceite.   •   Limite   los   postres   a   ocasiones   especiales   y   sírvalos   en   tazones   y   platos   pequeños   para   fomentar   el   consumo   de   porcion es  más   pequeñas.              Las  Pautas Alimentarias  de   2015  – 2020  —    Consuma  menos grasas  saturadas  —    Página    2   diciembre 2016  

¿Quiere aprender  más  acerca  de  las  grasas saturadas  y de  cómo  hallar  un  patrón  de  alimentación saludable  que  le dé  resultado?  Visite  DietaryGuidelines.gov   (en  inglés)  si  desea  más  información sobre  las  Pautas Alimentarias  y  ChooseMyPlate.gov   para ver  recursos  en  Internet, recetas  y  mucho más.  

  ¿Y las grasas  trans ?   Al igual que las grasas saturadas,  las grasas  trans  pueden aumentar  el riesgo de sufrir enfermedades  del corazón.   Las compañías productoras  de alimentos han disminuido  la cantidas de grasas  trans  artificiale  que agregan a los  alimentos. Sin embargo, aún  puede haber algo de grasas  trans  artificiales en alimentos  envasados, como bocadillos,  postres, pizzas congeladas,  margarina y otros.   Las  Pautas Alimentarias  recomiendan comer y tomar la  menor cantidad posible de grasas  trans  artificiales   En   los   productos   lácteos   y   en   la  carne   hay   cantida des   pequeñas  de grasas  trans   naturales .   Las  Pautas Alimentarias  recomiendan disminuir el  consumo de grasas  trans  naturales escogiendo productos  lácteos descremados o  semidescremados y cortes  magros de carnes y aves.  
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PAUTAS   ALIMENTARIAS   PARA ESTADOUNIDENSES     OCTAVA EDICIÓN   Consuma  menos   sodio         Obtenga información sobre el sodio y la sal en las  Pautas Alimentarias para los Estadounidenses . Limitar  el consumo de sodio  — comiendo menos fuera de casa y tomando decisiones más sensatas al hacer el  mercado —   puede ser beneficioso para la salud.       ¿Qué es el sodio?   El   sodio   es   un   mineral.   La   mayor   parte   del   sodio   de   los   alimentos   viene   de  la   sal.   Todos   necesitamos   un   poco   de   sodio   para   mantenernos   sanos.   Comer demasiado sodio puede causar presión arterial alta (hipertensión).  La presión arterial alta puede aumentar el riesgo de tener un ataque  cardíaco o un derrame cerebral.   Lo   bueno   es   que   consumir   menos   sodio   puede   disminuir   la   presión   arterial  o mantenerla en un nivel   saludable.     ¿Qué alimentos son ricos en sodio?   Siempre que usted agrega sal a los alimentos, está agregando sodio.   Sin   embargo,   las   Pautas   Alimentarias   muestran   que   la   mayoría   del   sodio  que   comemos   no   proviene   del   salero.   Los   fabricantes   de   alimentos   y   otras  personas que preparan alimentos emplean la sal como conservante y la  utilizan   para   agregar   sabor,   curar   carnes,   espesar   salsas   y   mantener   la  humedad   de   ciertos   alime ntos.   Por   eso   el   sodio   se   encuentra   en   casi   todos  los   alimentos   procesados   y   preparados   que   compramos.   Los   platos   que   tienen   muchos   ingredientes   — como   la   pizza,   los   cocidos,   las  hamburguesas,   los   tacos   y   los   sándwiches —   a   menudo   contienen   ingredientes  ricos   en   sodio.   Al   prepararlos,   limite   los   ingredientes   que   suelen   contener  mucho   sodio:   •   Carnes,   aves   y   pescados   o   mariscos   procesados,   como   embutidos,  salchichas, salchichón y   sardinas   •   Salsas, aderezos y   condimentos   •   Productos instantáneos, como arroz saborizado, fideos instantáneos y  pastas listas para el   consumo   Tenga   en   cuenta   que   incluso   los   alimentos   que   no   parecen   salados   pueden  agregar   sodio   a   la   alimentación,   especialmente   si   usted   los   come   a   menudo.  Por   ejemplo,   el   sodio   de   alimentos   como   pan,   tortillas,   queso   y   condimentos  se va   sumando.   Recomendaciones clave sobre el sodio    

Rango de edad   Cantidad de sodio                             

Adultos*  y  niños  de  14  años  en  adelante     Menos de 2300 mg diarios  

Niños  de 9 a 13  años     Menos de 2200 mg diarios  

  Niños de 4 a 8 años     Menos de 1900 mg diarios  

Niños de 2 a 3 años     Menos de 1500 mg diarios  

*Adultos sin hipertensión ni prehipertensión           Las  Pautas Alimentarias  de  2015  – 2020  —   Consuma  menos sodio  —   Página   1  

2015 - 2020  

Los adultos con hipertensión  o prehipertensión pueden   disminuir la presión arterial aún  más si limitan el consumo de  sodio a 1500 mg diarios.  

¿En   qué   se   diferencian   el   sodio   y  la   sal?   Como   la   mayor   parte   del   sodio  de los alimentos proviene de  la   sal,   la   gente   usa   estas   dos   palabras como si fueran iguales  cuando en realidad son un poco  diferentes. El sodio es un mineral  que se encuentra  en  la sal. La sal  también se conoce como cloruro  de  sodio .  
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¿Cómo  puedo  consumir  menos   sodio?   Preste   mucha   atención   a   los   alimentos   que   elige   cuando   va   al  mercado   y   cuando   come   fuera   de   casa.   Trate   de   hacer   estos   cinco  cambios   sencillos.   1.   Revise la etiqueta de información nutricional de los  alimentos.   Antes   de   comprar   un   alimento   o   una   bebida,  busque la cantidad de sodio en la etiqueta de información  nutricional.   Compare   diferentes   opciones   y   elija   la   que   tenga  la cantidad más   baja.   También puede buscar alimentos cuya etiqueta diga que contienen   poco sodio  (low - sodium) , menos sodio  (reduced sodium)  o que no contienen sal adicional   (no salt added) . Sin embargo, tenga en cuenta que a veces los alimentos que no tienen   estos rótulos en la etiqueta contienen menos sodio. Por eso siempre es bueno leer la etiqueta de información nutricional .   2.   Averigüe   qué   alimentos   de   los   que   come   tienen   más   sodio.   Puede   usar   la   siguiente   herramienta   del   Departamento   de  Agricultura   de   los   Estados   Unidos   (USDA)   para   tener   una   idea:   SuperTracker.usda.gov/   (en   inglés).   Piense   en   la   posibilidad   de  comer   porciones   más   pequeñas   de   los   platos   que   sean   más   ricos   en   sodio,   o   de   comerlos   con   menos   frecuencia.   3.   Haga   cambios   saludables.   Reemplace   los   alimentos   o   ingredientes   que   contengan   más   sodio   por   opciones   más   saludables.  Usted puede hacer lo   siguiente:             Comer frutos secos sin sal   en vez de  pretzels  salados a  la hora de la merienda   Escoger pollo y pavo sin piel, carnes   magras y pescado o maris cos  frescos en vez de embutidos  procesados o salchichas   Preferir las verduras frescas   o congeladas sin salsas o las  verduras enlatadas que tengan   la menor cantidad de sodio   Al comer fuera de casa, puede hacer lo siguiente:   •   Pedir que le den por escrito la información nutricional y buscar platos que tengan menos   sodio   •   Pedir   que   le   sirvan   los   aderezos   y   salsas   aparte,   y   agregar   solo   la   cantidad   que   necesite   •   Pedir que no le agreguen sal a su   comida     4.   Cocine más en casa .  Preparar sus propias comidas  — en vez de comer en  restaurantes   o   de   comprar   alimentos   envasados —   es   una   forma   excelente   de   consumir  menos   sodio,   porque   usted   controla   la   situación.   Para   agregar   sabor,   use   especias   en  vez de sal, salsas y mezclas   comerciales.   5.   Piense en la posibilidad de seguir el plan de alimentación   DASH   (Dietary Approaches to Stop Hypertension) .  Este plan se basa en pruebas  científicas   y   ayuda   a   limitar   el   consumo   de   sodio   y   de   grasas   poco   saludables.   Si   tiene  hipertensión   o   prehipertensión,   piense   en   seguir   la   versión   del   plan   DASH   que   contenga  la   menor   cantidad   de   sodio   (1500   mg   diarios).   Visite   https://medlineplus.gov/spanish/   ency/patien tinstructions/000770.htm   si   desea   más   información.                                  Las  Pautas Alimentarias  de   2015  – 2020  —    Consuma  menos sodio  —    Página   2   diciembre 2016  

¿Quiere aprender  más  acerca  del  sodio  y de  cómo  hallar  un  patrón  de  alimentación saludable  que  le dé  resultado para usted or       su  familia? Visite  DietaryGuidelines.gov   (en  inglés)  si  desea  más  información sobre  las  Pautas Alimentarias  y  ChooseMyPlate.gov   para   ver   recursos   en   Internet,   recetas   y   mucho   más.  

  Dos pedazos de pizza  gruesa con salchichón  contienen cerca de  2270 mg de sodio,   ¡casi el límite diario  recomendado de sodio  para adultos y niños de  14 años en adelante!  

Hay distintos tipos de  sal: sal de mesa, sal   kosher , sal de mar, sal del  Himalaya y muchos más.  Para disminuir el sodio  de la alimentación usted  debe consumir menos   de  todos  los tipos de sal,  incluida la sal que ya está  presente en los alimentos.  


image28.png
DIETARY

GUIDELINES
FOR AMERICANS

2015-2020
EIGHTH EDITION

Providers
Guide - Adult
Obesity





image29.png
[ Presentation Objectives

' Review the 2015-2020

Dietary Guidelines for DIETARY
Americans RN
' Discuss Provider Quality %ff.,%?. .
Improvement Efforts
na -





image30.png
| Nutrition and Health Are Closely Related

“About half of all American adults—117 million
individuals—have one or more preventable
chronic diseases, many of which are related to
poor eating and physical activity patterns.”
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The Dietary Guidelines for Americans:
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2015-2020 Dietary Guidelines for Americans:
| The Guidelines

1. Followa healthy eating pattern across the lifespan. All food and
beverage choices matter. Choose a healthy eating pattern at an
appropriate calorie level to help achieve and maintain a healthy body
weight, support nutrient adequacy, and reduce the risk of chronic
disease.

2. Focus on variety, nutrient density, and amount. To meet nutrient
needs within calorie limits, choose a variety of nutrient-dense foods
across and within all food groups in recommended amounts.

3. Limit calories from added sugars and saturated fats and reduce
sodium intake. Consume an eating pattern low in added sugars,
saturated fats, and sodium. Cut back on foods and beverages higher in
these components to amounts that fit within healthy eating patterns.





image34.png
2015-2020 Dietary Guidelines for Americans:
| The Guidelines (cont.)

4. Shift to healthier food and beverage choices. Choose nutrient-
dense foods and beverages across and within all food groups in place
of less healthy choices. Consider cultural and personal preferences to
make these shifts easier to accomplish and maintain.

5. Support healthy eating patterns for all. Everyone has a role in
helping to create and support healthy eating patternsin multiple
settings nationwide, from home to school to work to communities.
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Key Elements of Healthy Eating Patterns:
| Key Recommendations

“ Consume a healthy eating pattern that accounts for all foods and
beverages within an appropriate calorie level.

¥ A healthy eating pattern includes:
“ Avariety of vegetables from all of the subgroups—dark green, red and orange,
legumes (beans and peas), starchy, and other
Fruits, especially whole fruits
* Grains, at least half of which are whole grains

Fat-free or low-fat dairy, including milk, yogurt, cheese, andor fortified soy
beverages

Avariety of protein foods, including seafood, lean meats and poultry, eggs, legumes
(beans and peas), and nuts, seeds, and soy products
oils

¥ A healthy eating pattern limits:
Saturated fats and trans fats, added sugars, and sodium
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Key Elements of Healthy Eating Patterns:
| Key Recommendations (cont.)

Key Recommendations that are quantitative are provided for several
components of the diet that should be limited. These components are of
particular public health concern in the United States, and the specified
limits can help individuals achieve healthy eating patterns within calorie
limits:

“ Consume less than 10 percent of calories per day from added sugars
“ Consume less than 10 percent of calories per day from saturated fats
“ Consume less than 2,300 milligrams (mg) per day of sodium

“ If alcohol is consumed, it should be consumed in moderation—up to
one drink per day for women and up to two drinks per day for men—
and only by adults of legal drinking age

% Meet the Physical Activity Guidelines for Americans





image37.png
Inside Healthy Eating Patterns:
I Food Groups

“Eating an appropriate mix of foods from the food groups and
subgroups—within an appropriate calorie level—is important to
promote health.”

+ Each food group and subgroup provides an array of nutrients.

+ Recommended amounts reflect eating patterns associated with positive
health outcomes.

+  Foods from all of the food groups should be eaten in nutrient-dense forms.
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Inside Healthy Eating Patterns:
I Food Groups — Examples of Content

»

Vegetables

Healthy eating patterns include a
variety of vegetables from all five
vegetable subgroups—dark green, red
and orange, legumes (beans and
peas), starchy, and other.

Include all fresh, frozen, canned, and
dried options in cooked or raw forms,
including vegetable juices.

Vegetables should be consumed in a
nutrient-dense form, with limited
additions such as salt, butter, or
creamy sauces.

“ Dairy

+ Healthy eating patterns include
fat-free and low-fat (1%) dairy,
including milk, yogurt, cheese, or
fortified soy beverages (soymilk).

+ Fat-free or low-fat milk and
yogurt, in comparison to cheese,
contain less saturated fats and
sodium and more potassium,
vitamin A, and vitamin D.
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Inside Healthy Eating Patterns:
| Other Components

“In addition to the food groups, it is important to
consider other food components when making food
and beverage choices.”

+ Added sugars
* Saturated fats
Trans fats
* Cholesterol

* Sodium
* Alcohol
« Caffeine
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Inside Healthy Eating Patterns:
| Other Components — Examples of Content

»

Cholesterol

Individuals should eat as
little dietary cholesterol as
possible while consuming a
healthy eating pattern.

The Healthy U.S-Style
Eating Pattem contains
approximately 100 to 300
mg of cholesterol across the
12 calorie levels.

»

Caffeine

Much of the available evidence on caffeine
focuses on coffee intake.

Three to five 8-0z cups of coffee per day can
be incorporated nto healthy eating patterns.

Individuals who do not consume caffeinated
coffee or other caffeinated beverages are not
encouraged to incorporate them into their
eating patter.

In addition, caffeinated beverages may
contain added calorles from cream, whole or
29% milk, creamer, and added sugars, which
should be limited.
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Healthy Eating Patterns:
| Detailed Information

Call-out boxes provide details on many topics:
+ Healthy physical activity patterns

+ Importance of calorie balance

- About legumes (beans and peas)

+ How to make half of grains whole grains

+  About seafood

+ About meats and poultry

+ Dietary fats—the basics

- Dietary Approaches to Stop Hypertension (DASH)
- Caffeine
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Healthy Eating Patterns:
| Multiple Approaches

“There are many ways to consume a healthy eating
pattern, and the evidence to support multiple
approaches has expanded over time.”

« Examples of healthy eating patterns in the Dietary
Guidelines include:
— Healthy U.S-Style Eating Pattern
~ Healthy Mediterranean-Style Eating Pattern
~ Healthy Vegetarian Eating Pattern
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Shifts Needed to Align With Healthy Eating Patterns:
| The Guidelines

4. shift to healthier food and beverage choices. Choose
nutrient-dense foods and beverages across and within all food
groups in place of less healthy choices. Consider cultural and
personal preferences to make these shifts easier to accomplish
and maintain.
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Shifts to Align with Healthy Eating Patterns:
| Examples

+ Increasing vegetables in mixed dishes while decreasing the amounts of
refined grains or meats high in saturated fat and/or sodium.

- Incorporating seafood in meals twice per week in place of meat, poultry,
or eggs.

+ Using vegetable oil in place of solid fats when cooking, and using oil-based
dressings and spreads on foods instead of those made from solid fats.

+ Choosing beverages with no added sugars, such as water.

+ Using the Nutrition Facts label to compare sodium content of foods and
choosing the product with less sodium.
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Everyone Has a Role in Supporting Healthy Eating Patterns:
| The Guidelines

5. Support healthy eating patterns for all. Everyone has a role
in helping to create and support healthy eating patterns in
multiple settings nationwide, from home to school to work to
communities.
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Meeting People Where They Are:
| Contextual Factors and Healthy Eating Patterns

+ Food Access
« Household Food Insecurity

« Acculturation
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Implementing the Guidelines Through MyPlate
(Figure 3-2)

MyPlate, MyWins.
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Interactive Figures
| New in the 2015-2020 Dietary Guidelines for Americans
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Food Sources of Added Sugars

Food Category Sources of Added Sugars in the U.S. Population Ages 2 Years and

| Older (Figure 2-10)
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Food Sources of Saturated Fats
Food Category Sources of Saturated Fats in the U.S. Population Ages 2 Years
| and Older (Figure 2-12)
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Food Sources of Sodium
Food Category Sources of Sodium in the U.S. Population Ages 2 Years and Older
| (Figure 2-14)
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    FREE    APPS FOR    WEIGHT    MANAGMENT    •   MyFitnessPal    •   FatSecret    •   YAZIO    •   Lose It!    •   MyPlate Calorie    Tracker    •   Fooducate    •   My Diet    Coach     •   Charity Miles    •   SparkPeople    •   HealthyOut   
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    LIBRE    APLICACION   ES PARA LA    GESTIÓN    DEL PESO    •   MyFitnessPal    •   FatSecret    •   YAZIO    •   ¡Perder el  control!    •   Mi placa  perseguidor de  calorías    •   Fooducate    •   Mi entrenador de  dieta     •   Millas de la  caridad    •   SparkPeople    •   HealthyOut   
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Weight Management Billing Codes - ICD-10-CM  

Medicare Intensive Behavioral Therapy (IBT) for Obesity Benefit  

•    Z68.30 BMI 30.0 - 30.9, adult   

•    Z68.31 BMI 31.0 - 31.9, adult   

•    Z68.32 BMI 32.0 - 32.9, adult   

•    Z68.33 BMI 33.0 - 33.9, adult   

•    Z68.34 BMI 34.0 - 34.9, adult   

•    Z68.35 BMI 35.0 - 35.9, adult   

•    Z68.36 BMI 36.0 - 36.9, adult   

•    Z68.37 BMI 37.0 - 37.9, adult   

•    Z68.38 BMI 38.0 - 38.9, adult   

•    Z68.39 BMI 39.0 - 39.9, adult   

•    Z68.41 BMI40.0 - 44.9, adult   

•    Z68.42 BMI 45.0 - 49.9, adult   

•    Z68 - 43 BMI50.0 - 59.9, adult   

•    Z68.44 BMI 60.0 - 69.9, adult   

•    Z68.45 BMI > 70.0, adult   

Other diagnosis codes for typical Medical Nutrition Therapy (MNT) practice  

Weight Management  

•    E66.0 Obese due to excess calories   

•    E66.01 Morbid (severe) obesity due to excess calories   

•    E66.1 Drug induced obesity   

•    E66.2 Extreme obesity with alveolar hypoventilation (Pickwickian Syndrome)   

•    E66.3 Overweight   

•    E66.8 Other obesity   

•    E66.9 Obesity, unspecified  -   obesity NOS   

•    R62.51 Failure to thrive, child   

•    R63.4 Abnormal weight loss   

•    R63.5 Abnormal weight gain  -   not during pregnancy   

•    R63.6 Underweight   

•    Z68.1 BMI 19 or less, adult   

•    Z68.51 BMI, pediatric, less than 5th percentile for Age   
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INTENSIVE BEHAVIORAL THERAPY (IBT) FOR OBESITY   1.   Information here pertains to Medicare only. Medicaid and private payer guidelines and codes may vary.   2.   Beneficiaries who have Medicare Advantage Plans are entitled to the same preventive service. For  maximumcoverage, however, MAPs may require member beneficiaries to obtain the preventive services from  providers enrolled in the MAP network. If the service is   obtained from an out - of - network provider, the member  beneficiary may have a higher copayment.  

Content  ObesityScreen,Dietary/NutritionalAssmt,Intensivebehavioralexerciseanddietary  interventionstopromotesustainedweightloss.  

ICD - 10 Codes  Z68.30 - Z68.45  

HCPCS/CPT Codes  G0447Individual,15minG0473Group2 - 10Patients,30min  

Eligible Providers  Primarycarephysician*ornon - physicianpractitioner**,appropriatestaffsuchas  registereddietitianbilling“incidentto,”primarycarephysician.Thevisitswouldbe  billedunderthephysi cianornon - physicianpractitioner’sprovidernumber(PINor   NPI).  

Locations  ***PhysicianOffice,OutpatientHospital,Independent,Local/StatePublicHealth  Clinic,Telehealth  

Beneficiary Eligibility  Criteria  Beneficiarieswithobesity,definedasaBodyMassIndex(BMI)equaltoorgreater  than30kg/m2,whoarecompetentandalertatthetimethatcounselingis provided.  

Frequency  Month11x/wk,Months2 - 61xq2wks,IfPatientloss=>3.3kg,ThenMonths7 - 12  1x/mo.Ifnot,wait>=6monthsmoretoreassess readiness  

Restrictions or  Exceptions  •Max22visitsper12 - monthperiod.IfPatientstillobese,neworderneededevery  12months.   •CanbillthesamedayasInitialPreventivePhysicalExamorAnnualWellnessVisit.  •Cannotbillforotherprimarycareservicesonsameday.CannotbillforDSMTor  MNTthesameday.  

Beneficiary Pays  Nocopaynordeductible  

MEDICARE DEFINITIONS:   *Physicianwhopracticesfamilymedicine,internalmedicine,obstetricsandgynecology,pediatrics,or geriatrics.  


