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ABSTRACT
Nutrition and physical activity are key risk factors for a host of to-
day’s most prevalent and costly chronic conditions, such as obesity
and diabetes; yet, health care providers are not adequately trained to
educate patients on the components of a healthy lifestyle. The purpose
of this article is to underscore the need for improved nutrition and
physical activity training among health care professionals and to ex-
plore opportunities for how policy can help support a shift in training.
We first identify key barriers to sufficient training in nutrition and
physical activity. Then, we provide an overview of how recent changes
in the government and institutional policy environment are supporting
a shift toward prevention in our health care system and creating an
even greater need for improved training of health care professionals in
nutrition and physical activity. Last, we outline recommendations for
additional policy changes that could drive enhanced training for health
care professionals and recommend future directions in research.
Am J Clin Nutr 2014;99(suppl):1194S–201S.

INTRODUCTION

In a 2012 study, the cost of medical care for obesity-related
illnesses was estimated at $190 billion annually (1). This number
is more than twice the amount of the recent government sequester
($85 billion), yet we have done little to tackle this growing
problem. Indeed, approximately three-quarters of the $2.7 trillion
in annual health care spending in the United States is for chronic
diseases (2), and a 2002 study found that obese individuals had
a 67% higher chance of suffering from conditions such as di-
abetes compared with similar normal-weight individuals (3).
With nearly 1 in 5 children under the age of 6 y considered either
overweight or obese, this problem is not going away without
individual and collective action from all sectors, including health
care professionals (4). We need our health care professionals on
the front line, helping to educate patients on the components of
a healthy lifestyle. Currently, however, most health care pro-
fessionals are not equipped to play that role.

In 1998, the NIH released the first federal obesity clinical
guidelines, which underscored the importance of the physician’s
role and recommended that health care professionals discuss
weight control with their obese patients (5). The most recent
clinical guidelines from the American Heart Association, the
American College of Cardiology, and the Obesity Society con-
tinue to recommend that physicians counsel overweight and
obese patients on the health risks associated with excess weight
and the benefits of lifestyle changes; the treatment algorithm
also instructs physicians to determine appropriate weight-loss

goals for patients, assess patient readiness to change, and pre-
scribe additional lifestyle interventions as needed, including
calorie-restricted diets and intensive counseling (6). As the Bi-
partisan Policy Center noted in a recent report, “[p]rofessionals
throughout the healthcare system are uniquely positioned to
inform and motivate Americans on the subject of nutrition and
physical activity. Americans see medical professionals.as
a trusted source of information.” (7) Several studies have shown
that physician counseling on weight loss increases the likelihood
that patients will attempt weight loss (8), increase physical ac-
tivity (9, 10), improve diet (11), and lose weight (12).

Despite these guidelines and research, our current system of
longitudinal training, education, and reimbursement is not cur-
rently aligned to ensure that health care professionals have the
incentive and expertise to deliver messages with a consistent
effect on outcomes related to weight, nutrition, and physical
activity. Their knowledge of nutrition and physical activity
guidelines, their understanding of how to deliver the messages
(eg, motivational interviewing), and their familiarity with
complementary health care and community resources for patients
are inconsistent (7). The consensus among medical organizations
and experts is that nutrition and physical activity education at all
levels of health training (undergraduate, postgraduate, fellow-
ship, licensing, and continuing education) is uneven at best and
often inadequate. The most recent survey of accredited medical
schools showed that most curricula fall short of the 1985 National
Academy of Science recommendation of at least 25 h of nutrition
education. On average, medical schools included only 19.6 h of
nutrition instruction, and 30 schools provided ,13 h of
instruction (13). Many medical school students and practicing
physicians feel ill-equipped to address obesity with patients and
believe additional training is needed (14–17). As noted in a 2010
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Lancet Commission report, “Professional education has not kept
pace with [the health care delivery challenges] largely because
of fragmented, outdated, and static curricula that produce ill-
equipped graduates” (18).

Work focused on this view that the health profession can and
should act to shift attention from acute care to prevention is not
new (19). There have been attempts to engage the medical
community in changing the paradigm; for example, the Nutrition
Academic Awards, which were designed to engage the health
profession, medical schools in particular, in better nutrition
education. Although this was successful in funded locations, it
did not spur the medical community at large to act. Several
reasons could account for this, but a key contributor is likely the
lack of sufficient external incentives to support systemic change.
As the Bipartisan Policy Center observed, the behavioral drivers
of change, such as current reimbursement policies and board
certification, do not provide sufficient motivation to change
training more broadly (7).

The purpose of this article is to underscore the need for im-
proved nutrition and physical activity training among health care
professionals and to explore opportunities for policy changes that
can help support a more systemic shift in training. Although the
article focuses on physician training, the need applies more
broadly to the training of other health providers as well, including
nurses, physician assistants, pharmacists, and others; that dis-
cussion is beyond the scope of this analysis. We first identify key
barriers to sufficient training for physicians in nutrition and
physical activity. Then, we provide an overview of how recent
changes in the government and institutional policy environment
are supporting a shift toward prevention in our health care system
and creating an even greater need for improved training of health
care professionals in nutrition and physical activity. We then
describe a few indications of early, limited shifts in physician
training. Last, we outline recommendations for additional policy
changes that could drive enhanced training for health care pro-
fessionals and recommend future directions in research. This
article is intended as a supplement to the article by Kris-Etherton
et al, published elsewhere in this supplement issue, which
evaluates the present status of nutrition and physical activity
education and training for health care professionals.

BARRIERS TO NUTRITION AND PHYSICAL ACTIVITY
EDUCATION AND TRAINING

It is well known that the medical school curriculum is crowded
with requirements, and making space and time for new or dif-
ferent material, including nutrition and physical activity edu-
cation, is challenging. There are several identifiable barriers to
incorporating more nutrition and physical activity education
throughout the training continuum. First, there have been
a limited number of champions advocating for such changes in
health care professional schools (20). Within a landscape of ever-
crowded curricula, a passionate dean or professor is often
essential to protecting or expanding nutrition and physical ac-
tivity offerings, but the presence and engagement of such
champions vary widely among schools.

Second, although there are .13 fellowship training programs
and board certifications from organizations such as the Ameri-
can Board of Physician Nutrition Specialists and the American
Board of Obesity Medicine, these are not accredited by the

American Board of Medical Specialties (ABMS)5. Because the
ABMS is the principal certification body for the profession, it
drives most subspecialty training; without an accredited sub-
specialty, medical professionals may be less likely to seek ad-
vanced training in these areas (21, 22).

Third, because nutrition has limited penetration into the
curriculum of medical schools, well below the 25-h minimum
recommended by the National Academy of Science in 1985 (23)
or the 37–44 h recommended by the American Society of
Clinical Nutrition in 1989 (now the ASN) (24), there is limited
incentive to expand the testing of nutrition on the US Medical
Licensing Examination beyond those questions added in step 1
as part of a review by Liaison Committee on Medical Education
and the National Heart, Lung, and Blood Institute during the
Nutrition Academic Award. If this content is not being tested on
examinations, medical schools have less incentive to teach this
material and students have less incentive to demand greater
instruction, perhaps at the expense of other topics.

Fourth, within the clinical setting, because there is limited
reimbursement for nutrition counseling as a separate visit, nu-
trition counseling often must compete for time within a single
visit attempting to deal with multiple complicated issues related
to chronic disease management. This seems counterintuitive
because of the significant contribution of nutrition and physical
activity to the prevention of chronic disease.

Last, physicians often do not sufficiently coordinate with other
health care professionals such as nutritionists, and there is dis-
agreement over the appropriate role of various providers in de-
livering such information. In fact, the 2010 Lancet report
observed that “Laudable efforts to address these deficiencies
have mostly floundered, partly because of the so-called tribalism
of the professions” (18).

SHIFTS IN THE POLICY LANDSCAPE

Despite these barriers, over the past several years, action from
multiple sectors has begun to force the health care profession to
rethink its strategies in nutrition and physical activity education,
training, and practice. Public policy and institutional practices are
shifting toward an increased emphasis on primary prevention,
creating a greater need for health care professionals who are
trained to deliver effective counseling and care to patients. Some
would suggest that the fight against the obesity epidemic is be-
ginning to develop into what could be considered a public health
social movement with the confluence of an increased knowledge
base from the provider, public health, and policy community; the
development of a social strategy involving multiple stakeholders
and venues; and greater political will to drive change (25, 26).
Whatever its characterization, the multifactorial roots of this ep-
idemic demand an intervention strategy that includes all sectors
related to the health of our nation. The following section outlines
select examples of policy changes from federal and state gov-
ernment, health insurers, and nonprofits to increase the emphasis

5Abbreviations used: AAP, American Academy of Pediatrics; ABMS,

American Board of Medical Specialties; ACA, Patient Protection and Af-

fordable Care Act; CHNA, Community Health Needs Assessment; HITECH,

Health Information Technology for Economic and Clinical Health.
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on prevention and drive greater emphasis on improved health care
professional training to support this effort.

Federal and state policies

As discussed above, although there are multiple stakeholders
critical to driving change, the federal government, as the largest
health care payer throughMedicaid, Medicare, and TRICARE, has
been critical to this movement. There are at least 2 recent laws that
will profoundly influence the incentives of providers to increase
their knowledge and training to provide additional nutritional
counseling to their patients: the Patient Protection and Affordable
Care Act of 2010 (ACA) and the Health Information Technology
for Economic and Clinical Health (HITECH) Act of 2009.

ACA

The ACA reaches into all sectors of health care, and although an
exhaustive discussion of its effects is beyond the scope of this
piece, several provisions in the law will have a significant influence
on provider engagement in the obesity epidemic. In particular,
under section 1115A of the Social Security Act (as added by
section 3021 of the ACA), Congress created the Center for
Medicare and Medicaid Innovation for the purpose of testing
“innovative payment and service delivery models to reduce pro-
gram expenditures.while preserving or enhancing the quality of
care” for those individuals who receive Medicare, Medicaid, or
Children’s Health Insurance Program benefits (27). Areas that fall
under the Center for Medicare and Medicaid Innovation are as
follows: Accountable Care Organizations, bundled payments for
care improvement, initiatives focused on the Medicaid and
Children’s Health Insurance Program population including the
prevention of chronic disease, initiatives to speed the adoption of
best practices, and others (28). Although not all of these programs
are directed toward obesity, all are directed toward improved care
models focused on the triple aim: better health care for in-
dividuals, better population health, and lower costs (29). Because
the principal drivers of chronic disease, increased cost, and poor
population health are nutrition, physical activity, and smoking
behaviors, many of the areas under the direction of the Center for
Medicare and Medicaid Innovation are closely related to the
obesity epidemic. One example of a directly funded initiative is
the Medicaid Incentives for the Prevention of Chronic Diseases
model. State initiatives “must address one or more of the fol-
lowing prevention goals: tobacco cessation, controlling or re-
ducing weight, lowering cholesterol, lowering blood pressure, and
avoiding the onset of diabetes or in the case of a diabetic, im-
proving the management of the condition” (28). At least 6 states
have programs related to obesity and the associated chronic ill-
nesses of diabetes and hypertension (28).

Other parts of the ACA, titles IVand V in particular, may have
a profound influence on changing the paradigm in medical ed-
ucation toward primary care and the prevention of chronic dis-
ease. Title IV, “Prevention of Chronic Disease and Improving
Public Health,” serves to elevate the prominence of prevention
in health care and link health care to public health. It is designed
to direct “the creation of a national prevention and health pro-
motion strategy that incorporates the most effective and
achievable methods to improve the health status of Americans
and reduce the incidence of preventable illness and disability in
the United States. The Act empowers families by giving them

tools to find the best science-based nutrition information, and it
makes prevention and screenings a priority.” (27). Title IV
includes the Prevention and Public Health Fund, a new in-
teragency federal council to set national prevention and health
promotion strategies, calorie labeling on chain restaurant menus,
and many Medicare and Medicaid funding strategies to focus on
prevention and the adoption of healthier lifestyles. Title V,
“Health Care Workforce,” directly affects our future providers
by supporting the expansion and upgrade of the US health care
workforce to better meet the needs of the US population, es-
pecially in the primary care sector. With the new emphasis on
expanding the primary care workforce, we have the opportunity
to reshape training to more effectively meet the growing burden
of diet-related chronic disease.

Another ACA provision may encourage hospitals to use their
community benefit spending to expand their chronic disease
prevention and treatment efforts. To retain its not-for-profit 501
(c)(3) status, a hospital must ensure that this community benefit
spending is responsive to the needs of the community it serves. To
this end, the ACA requires hospitals to conduct a Community
Health Needs Assessment (CHNA) at least every 3 y and to adopt
an “implementation strategy” that addresses the prioritized
needs identified in the assessment (30). The CHNA must include
“input from people who represent the broad interests of the
community served by the hospital facility, including those with
special knowledge of or expertise in public health” (27). Given
the high prevalence of obesity and related chronic diseases
across the United States, it is not surprising that many CHNAs
have identified obesity and related chronic diseases as key pri-
orities. For example, the Cleveland Clinic, the North Carolina
Baptist Hospital, and Seattle Children’s Hospital are a few ex-
amples of those nonprofit hospitals that plan to address obesity
through their community benefit spending (31–33).

Last, the ACA created new financial incentives for providers to
deliver nutrition education to patients, in the form of a new
Medicare wellness benefit. In a 1999 study, less than half of obese
persons who had visited a physician in the past year for a routine
checkup reported receiving advice to loseweight (8).With this new
Medicare benefit, there is reason to hope this number will increase
among eligible Medicare beneficiaries, who can now receive free
obesity screening and counseling by primary care providers in
settings such as physicians’ offices. For a beneficiary who screens
positive for obesity [with a BMI (in kg/m2) $30], the benefit
includes one face-to-face counseling visit each week for 1 mo and
one face-to-face counseling visit every other week for 5 additional
months. The beneficiary may receive one face-to-face counseling
visit every month for an additional 6 mo (for a total of 12 mo of
counseling) if he or she has achieved a weight reduction of at least
6.6 pounds (or 3 kg) during the first 6 mo of counseling (34).

Although this new Medicare reimbursement is an important
step toward increasing the number of providers who conduct
more comprehensive obesity counseling sessions with their pa-
tients, many providers seem to lack the knowledge, skills, and
confidence to effectively counsel their patients on these issues. A
2012 study from Bleich et al (35) found that although “PCPs
[primary care providers] who completed medical school more
recently reported feeling more successful helping obese patients
lose weight, these successful providers are still a minority.
[and] . Regardless of when PCPs completed medical school,
they overwhelmingly supported additional training and practice-
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based changes to help them improve their obesity care.” Other
studies support this notion that many providers feel ill-equipped
to give patients effective advice (36, 37).

HITECH Act of 2009

The second piece of relevant federal legislation, the HITECH
Act of 2009, is responsible for the implementation of Meaningful
Use standards in health information technology. By developing
a defined set of measures, Medicare and Medicaid are in-
centivizing providers to adopt a certified electronic record to
capture data that can assist providers in improving care delivery
and health. Several of these measures—weight assessment and
counseling for children and adolescents, including BMI, and
adult weight screening and follow-up—are directly related to
obesity (38). By mandating these process and outcomes mea-
surements as part of a pay-for-performance system, Centers for
Medicare and Medicaid Services has created financial incentives
for behavior change and potential innovation points in care
delivery and training. In theory, these measures will encourage
more health care providers to address nutrition and physical
activity issues with their patients and create even greater support
for provider training on these topics; as noted above, however,
most providers “generally feel unprepared to care for obese
patients” or discuss these issues in a clinical setting (35). It is
important to ensure that process measures, in particular, are
fulfilled in a meaningful way that positively affects patient
outcomes, rather than just “checking the box.” Although these
measures are based on current standards of care, expert con-
sensus, and the best evidence-based practice, the measures are
evolving as new practice guidelines are developed. More re-
search is needed to identify the most effective strategies for
carrying out these processes and improving patient outcomes.

States

State governments are also looking for innovative ways to cut
health care costs while keeping their populations healthy, par-
ticularly among state employees and Medicaid beneficiaries.
Many have experimented with creative solutions to address
obesity and chronic disease. One approach is to expand access to
and better integrate clinical and community-based preventive
care. Before the ACA, Vermont, under the leadership of Governor
Jim Douglas, developed the Vermont Blueprint for Health, which
was launched to address the increasing cost of care associated
with chronic illness by “promoting health maintenance, pre-
vention, and care coordination and management” (39). Vermont
received a Medicaid waiver to use a portion of Medicaid dollars
for preventive care, including new benefits such as the Chronic
Care Management Program and reimbursement incentives to
improve chronic care management. Early results are promising
(40). Other states have experimented with other programs and
policies to address chronic disease, and with funding from the
federal government as outlined above, many now have more
resources to try new innovative ideas.

Insurers, public-private partnerships, and nonprofits

The private sector, including the insurance industry, has also
taken up the clarion call in looking for ways to curb costs and
keep their covered lives healthier. For example, UnitedHealth

Group and the Young Men’s Christian Association collaborated
with the CDC around diabetes prevention in overweight or obese
patients. As an alternative strategy to traditional provider re-
imbursement, the UnitedHealth Group developed a model to pay
the Young Men’s Christian Association’s lay health educators
on the basis of outcomes measures. This program has shown
promise in reducing diabetes risk in prediabetics (41). Launched
in 2009, the Alliance for a Healthier Generation developed
a different reimbursement initiative, the Healthier Generation
Benefit, in which participating insurers and employers agree to
cover 4 annual visits to a primary care provider and 4 annual
visits to a registered dietitian for children ages 3 to 18 y. Cur-
rently, 56,000 providers are in networks that offer the benefit.
One key challenge, however, has been finding providers ade-
quately trained to provide the services (7, 42).

Another important public-private initiative is the Million
Hearts Campaign. This program, launched in 2011 by the De-
partment of Health and Human Services, the American Heart
Association, and other key partners, aims to prevent 1 million
heart attacks and strokes over 5 y. Currently, cardiovascular
disease costs Americans $313 billion every year in medical costs
and lost productivity (43). The goals of the Million Hearts
Campaign are as follows: 1) to empower Americans to make
healthy choices such as preventing tobacco use and reducing
sodium and trans fat consumption and 2) to improve care for
people who need treatment by encouraging a targeted focus on
the “ABCS” (Aspirin for people at risk, Blood pressure control,
Cholesterol management and Smoking cessation), which ad-
dress the major risk factors for cardiovascular disease and can
help to prevent heart attacks and strokes. This tangible evidence-
based prevention campaign serves as a coordinated population-
focused driver of change. It is also an excellent educational
opportunity for providers to link individual health, population
health, and cost reduction in an outcomes-driven strategy (44).

Nonprofit organizations, including philanthropies and think
tanks, have also recognized the potential cost savings and health
improvements from reducing the burden of diet-related disease
and have turned their attention and resources to this growing
epidemic; Trust for America’s Health, The Robert Wood Johnson
Foundation, the Partnership for a Healthier America, the Pew
Charitable Trusts, the Nemours Foundation, and others have been
instrumental in raising awareness and bringing thought leaders
together, many of whom are from the health care professional
community (45).

EARLY SHIFTS IN PROVIDER TRAINING

Although other sectors have put resources and energy toward
addressing this crisis, the health profession as a whole (including
physicians, nurses, pharmacists, dentists, and others) has taken
limited steps to address this epidemic through educational pro-
gramming for students, residents, and licensed providers. In
2007, the Association of American Medical Colleges published
its overweight and obesity education recommendations in its
Medical School Objectives Project designed to address their
conclusion that “future physicians must be better informed about
the science of weight regulation and be prepared to work ef-
fectively with increasing populations of overweight and obese
patients to decrease their health risks. Equally important, they
must understand their roles in working with all patients to help
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prevent unhealthy weight gain” (46). The American Medical
Association has developed its own “Weigh What Matters” pro-
gram and in a recent report stated “the universal importance of
weight management, including prevention of overweight and
obesity, should be emphasized in medical school curriculum”
(47). These are positive steps toward acknowledgment of the
current training gap and the importance of obesity training, but
they now need to be translated into action and incorporated into
medical school curricula.

Some medical schools have responded by adding required or
elective courses and clinical training and self-assessment op-
portunities. The Boston University School of Medicine, the
Feinberg School of Medicine at Northwestern University, and the
University of Colorado–Denver are a few examples (48–50). In
newly established medical schools, “basic changes in the aca-
demic structure of medical education are emerging as the new
schools forego developing separate basic science departments
and the full array of clinical departments present in most ex-
isting schools” (51). The University of South Carolina School of
Medicine–Greenville is one example of a new medical school
that is building a curriculum that “is an integrated blend of in-
teractive experiences from classroom to bedside that are designed
to foster and enhance the acquisition of essential knowledge,
communication, diagnostic and problem solving skills, and lead
to application, critical thinking and patient care” (52). Online
modules such as the University of North Carolina’s Nutrition in
Medicine program are also being used to varying degrees in many
medical schools and some residency programs across the country.
Recently, this curriculum showed a short-term effect that “im-
proved the skills of OBGYN [obstetrics/gynecology] residents” in
nutrition counseling (53).

For residents and practicing physicians, the American
Academy of Family Physicians has created its own Recom-
mended Curriculum Guidelines for Family Medicine Residents
(54) and the American Academy of Pediatrics (AAP) has created
an Institute for Healthy Childhood Weight to provide “pedia-
tricians, families and communities with evidence based re-
sources to help prevent and treat childhood obesity” (55). These
initiatives acknowledge the importance of obesity education for
providers; but, to date, there are few documented data with re-
gard to uptake among practicing physicians. Effective, broad-
scale implementation of these guidelines and use of these re-
sources to shift both physician knowledge base and practice will
likely require shifts in existing incentives.

With the recent vote by the American Medical Association’s
House of Delegates to change the classification of obesity from
a disorder to a disease (56, 57), there is an underlying recog-
nition that obesity is a complicated issue that requires urgent
attention. Although the measure typically used to define obesity,
BMI, is not an absolute indication of this new disease, recog-
nizing obesity as a disease serves to highlight its critical nature
so that we can truly begin to focus resources, research, and
energy into solving one of our nation’s most pressing issues.

RECOMMENDATIONS FOR THE PROVIDER
COMMUNITY

Although addressing the obesity epidemic requires a multi-
pronged approach, the health provider community, which in-
cludes physicians, nurse practitioners, nurses, dietitians,

pharmacists, dentists, and others, has the opportunity to play
a major role in inspiring and implementing change within their
training and approach to patient care. Although this article fo-
cuses on medical education, other health professionals face
similar challenges and opportunities with respect to nutrition and
physical activity. Highlighted here are 3 recommendations that
can improve training and, consequently, the ability to prevent,
diagnose, counsel, treat, and refer patients with respect to nu-
trition- and physical activity–related health concerns.

1) The provider community and those that influence its train-
ing, including deans, educators, and administrators, must
use the existing knowledge base to realign the education
and training of health care professional students and resi-
dents by looking at outcomes-driven education and develop
effective longitudinal educational interprofessional strate-
gies that align individual health with population health
(18). Efforts should include medical, nursing, dental, phar-
macy, and other health care professional training programs.

2) To ensure the continued existence of a growing body of
experts to better understand, research, and train all health
care professionals in the nutrition and physical activity
needs of our growing population, we need to develop stan-
dard fellowship training programs in nutrition and physical
activity as related to both prevention and chronic disease
management. These fellowships should be specialty-spe-
cific and eligible for ABMS and other parallel certifications.
For example, we could revisit the establishment of clinical
nutrition as a new medical board or subboard. The Amer-
ican Board of Nutrition sought to do this in the 1990s;
however, the ABMS and the American Board of Internal
Medicine declined the petition in a close vote. “The petition
was declined on a very narrow vote because of 2 principal
deficiencies: the number of candidates taking the ABN
[American Board of Nutrition] examination each year
was too small (in the range of 15–30 compared with a gen-
eral ABMS minimum of 200) and clinical nutrition fellow-
ship programs were not sufficiently standardized” (58).
Given the increasing interest in the field and greater patient
need, it seems worth reconsidering this issue.

3) Finally, there is an important opportunity to better align mul-
tiple areas of provider incentives, such as reimbursement,
credentialing, licensure, periodicity schedules, and others,
with the desired outcomes of better individual and population
health and lower health care costs. The growing pressure on
providers to achieve better patient outcomes through the
implementation of value-based purchasing, meaningful use,
and pay-for-performance programs will support such a shift.
As outlined above, we are beginning to see other sectors
support the shift toward prevention. However, there are also
existing platforms in our medical system, which, if enhanced,
could have a significant impact on provider behavior.

The AAP Bright Futures “Periodicity Schedule” is one ex-
ample that was created to support physicians in providing evi-
dence-based care in pediatrics. With small additional changes, it
could yield significant results. Developed through evidence-
based collaboration spearheaded by the AAP, the Bright Futures
Periodicity Schedule is the definitive standard of pediatric well–
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child and preventive care. As of 23 September 2010, the ACA
required that all nongrandfathered health insurance plans cover
pediatric well-child visits, including a physical examination,
immunizations, hearing and vision screenings, developmental
and behavioral screenings, and anticipatory guidance, in accor-
dance with the Bright Futures Periodicity Schedule, without
cost-sharing (59). Unfortunately, although the Periodicity
Schedule has components of a nutritional assessment such as
BMI and dyslipidemia screening, there is no explicit area des-
ignated as nutrition and physical activity assessments on the
schedule. Currently, nutrition is part of anticipatory guidance,
the counseling that pediatric providers offer during the visit, and
most pediatric providers do engage in nutrition and physical
activity anticipatory guidance with their patients to varying
degrees. However, because of the inconsistency in nutrition and
physical activity education in both medical and residency edu-
cation, there is great variability in the quality of counseling
provided to patients. Pediatric providers are expected to address
nutrition with patients but are not given sufficient training or
incentives to do so effectively.

Because both the ACA and most state Medicaid programs
follow this schedule for required elements of a well-child exam-
ination, a small change to this schedule could yield big dividends in
the form of reimbursement for nutritional assessments for pro-
viders. This, in turn, could drive demand for better nutrition ed-
ucation and expanded research into best practices.We have already
begun to see this with the requirements and reimbursement for
Developmental and Autism Screenings under the “Development
and Behavioral Assessments” section of the schedule. Moving
forward, the extensive information published in the Bright Futures
Nutrition book can be used as a starting guide, but more research
is needed (60). Ultimately, this small change could lead providers
to engage in better counseling and ultimately better patient health.

Without a doubt, the provider community can accelerate changes
in their own training by working collaboratively with other sector
stakeholders, including federal and state government, insurers,
nonprofits, and public health advocates, to influence and advocate
for certification organizations, payers, licensing boards, and con-
tinuing medical education systems to realign their requirements to
reflect the demands of 21st century health challenges.

FUTURE DIRECTIONS FOR RESEARCH

Although there is a growing body of research that has begun to
examine obesity counseling, prevention, and treatment strategies
in medicine, more research is needed to assess the impact of
existing programs on provider behavior and to better understand
the most effective strategies and tools to manage diet- and
physical activity–related health.

For example, a large 2010 systematic literature review con-
ducted for the US Preventive Services Task Force found that
“Medium [31–360 min of contact] to high intensity [.360 min
of contact] dietary behavioral counseling, with or without
physical activity counseling, resulted in small but statistically
significant improvement in adiposity, blood pressure, and cho-
lesterol level, as well as moderate to large changes in self-reported
dietary and physical activity behaviors.” Low-intensity counseling
(,30 min of contact) had mixed results, but the report suggested
that it had a moderate effect on an increase in fruit and vegetable
intake and a decrease in fat intake. The report concluded, how-

ever, that “more trials [were] needed to evaluate low-intensity
counseling interventions that could be more readily implemented
in primary care or medium-intensity interventions that could be
referred to from primary care” (61).

Future research should also examine how interprofessional
training (working across sectors in a team-based approach) can be
incorporated to improve patient outcomes in these areas (62),
including better understanding of which components of obesity
care would be best addressed by various health professionals (eg,
primary care providers compared with nutritionists) or even lay
health coaches. Studies show that physician counseling alone
yields less weight loss than interventions combined with sup-
plementary education and follow-up from nurses, physician as-
sistants, nutritionists, or trained lifestyle coaches. This is likely
attributable to much shorter exposure with physician counseling
compared with auxiliary counselors (12, 63). Other clinic- and
community-based education and support are important com-
plements to physicians’ advice.

CONCLUSIONS

There is broad recognition of the urgent need to address our
costly chronic disease epidemic, but there is disagreement over
exactly how to do so. As our understanding of how to treat obesity
evolves, however, it becomes clearer that all sectors will need to
play a role and that health care providers must be better equipped
with the knowledge and expertise to be effective partners in
health. Improved education and training will enable providers to
better inform and motivate patients around nutrition and physical
activity behaviors, refer them to ancillary health services (eg,
nutritionists, dietitians), and connect them to community-based
resources to support desired behavioral changes. This article
begins to highlight some examples of policy attempts to create an
environment more conducive to addressing obesity in health care
and to identify some recommendations to accelerate progress in
improving provider training.

It is clear that the time is ripe for change in how the provider
community learns about and addresses nutrition and physical
activity with patients. Although federal and state governments,
health insurers, nonprofits, and the health profession recognize
the complex nature of the obesity crisis and its significance to
individual patients, our population as a whole, and the com-
petitiveness and success of our nation, our effectiveness in
addressing nutrition and physical activity in the health profession
has not yet risen to the level that this epidemic requires. In
addition, the behavioral drivers that support the health profession
in addressing these issues fall far short of what is needed to move
the needle sufficiently. Health care professionals should demand
improved education and training in nutrition and physical activity
and the reshaping of our training institutions to provide needed
knowledge, skills, and competencies. We must also better align
incentives to support the attainment and practice of these com-
petencies. Health care providers alone cannot turn the tide on this
epidemic, but they are uniquely situated to have a significant
impact on patient motivation and outcomes. Combined with
a supportive physical and social environment, obesity counseling
can lead patients to improve their diet and increase their physical
activity. The health care profession must seize on this moment to
play its part in reversing this growing crisis.
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