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ABSTRACT Primary care physicians have the potential to decrease morbidity and mortality for many chronic
diseases if they provide effective nutrition counseling. Given the time constraints of primary care practice, nutrition
counseling needs to be brief, be part of an organized office system and refer appropriate patients to qualified
nutrition professionals to be effective. This paper reviews a system of primary care nutrition counseling using the
5A’s of patient-centered counseling, the elements necessary to develop an office-based system and some
successful tools developed by nutrition researchers for the primary care setting to be used in an office-based
system. J. Nutr. 133: 563S–566S, 2003.
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Nutrition-related diseases such as coronary heart disease,
stroke, hypertension, diabetes mellitus and certain cancers are
the leading causes of morbidity and mortality in the United
States and most developed western societies. It has been
estimated that between 300,000 to 800,000 deaths per year
could be prevented in the United States, if Americans fol-
lowed national dietary recommendations (1). Most Americans
have a primary care physician whom they see on average at
least once every 2 y. Office visits to primary care physicians’
offices could be an effective method to provide nutrition
assessment and counseling and impact on the morbidity and
mortality of these leading causes of death. Noting this fact, the
Healthy People 2010 Health Objectives and the U.S. Preven-
tive Services Task Force have enumerated specific nutrition
counseling recommendations for primary care physicians (2,3).
In addition, specific clinical guidelines regarding hypertension,
hypercholesterolemia and diabetes mellitus contain specific
nutrition counseling recommendations (4–7).

Primary care physicians are receptive to this idea, with 72%

considering it their responsibility to perform nutrition coun-
seling (8). However, the frequency and time spent in nutrition
counseling by primary care physicians suggest that this respon-
sibility turns into effective action much less commonly. Non-
acute visits to primary care include nutrition counseling only
30–42% of the time and primary care physicians perform
nutrition counseling at visits for cardiovascular disease, hyper-
tension and diabetes mellitus only 25–45% of the time (2,9).
The time spent in nutrition counseling in primary care is
usually less than 5 min per patient, with the average time
being 1 min (9,10). This counseling needs to be understood in
the context of an average office visit lasting 10–16 min (11).

Thus nutrition counseling in the primary care office setting
needs to be performed more frequently, although it is unlikely
that it will be done unless it can be accomplished in a short
period of time.

Several investigators have enumerated the barriers to effec-
tive preventive counseling by primary care physicians (12,13).
Applied to nutrition counseling, these include the following:

1. Uncertainty of the effectiveness of nutrition counseling
2. Inadequate skills in providing nutrition counseling
3. Lack of financial incentives
4. Lack of systematic, organized approach within the prac-

tice
The effectiveness of nutrition counseling in changing di-

etary habits in primary care settings is well documented in
numerous clinical trials (14–20). Most studies did not use
primary care physicians as the sole source of the nutrition
counseling but rather used a combination of health educators,
nurses or dieticians and self-help materials and an office-based
organized approach to nutrition counseling (21). Physicians
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can gain the skills necessary to perform effective nutrition
counseling. By use of a 5A’s behavioral approach—Address
the agenda, Assess, Advise, Assist, Arrange Follow-up—pri-
mary care physicians have demonstrated that they can be
trained and can effectively help patients lower blood choles-
terol through dietary counseling and an office-based systems
approach (14,22,23). The purpose of this paper is to discuss
how to develop an effective office-based system regarding
nutrition counseling in a primary care setting and to share
some effective tools used in office-based nutrition counseling
projects.

Office-based systems

Several large trials have been performed using the concept
of organizing primary care practices around improving preven-
tive services utilization, with nutrition counseling being one of
the prevention services offered (14,24).

The Health Education and Research Trial (HEART)
Project was a multicenter randomized trial that tested methods
to improve primary care practice systems for heart disease
prevention in 45 primary care practices in the Midwest (24).
The investigators found that certain practices were able to
adopt an office systems approach more effectively than others.
Using cross-case analysis, they identified eight factors that
influenced which practices were able to develop effective
office-based systems (25). These factors included effective
leadership; priority setting for preventive services; joint plan-
ning by physicians, staff, and office administration; coopera-
tion and teamwork; acquisition of resources for preventive
services; increased support and ownership for the planning and
implementation process; accomplishment of office systems im-
provements; and personal changes of physicians or staff (e.g.,
changing diet, losing weight).

Major influences that hindered office system improvements
included patient load, turmoil related to reorganization, lack of
widespread office routines, hospital-affiliated practice, poor
communication and fragmentation within a clinic.

From this and other prevention projects, the Agency for
Healthcare Research and Quality (AHQR) developed a work-
book on organizing an office system for delivering preventive
services, Putting Prevention into Practice (PPIP), which is
available at http://www.ahrq.gov/ppip/manual (26).

Applying these principles of organizing an office system to
nutrition, the following eight-step approach can be utilized.

Step 1. Develop a written policy for nutrition counseling,
targeting patients with specific diagnoses or types of office
visits—diabetes mellitus, obesity, hyperlipidemia, hyperten-
sion, prenatal care, health maintenance exams.

Step 2. Perform chart audits to determine baseline rates of
nutrition counseling for selected conditions.

Step 3. Develop a written plan outlining each person’s role
and responsibility in the office system to implement nutrition
counseling effectively.

Step 4. Find a champion. Choose a well-respected and
influential office staff member who will be the coordinator of
nutrition counseling within the office.

Step 5. Develop or adapt tools to implement nutrition
counseling—a screening tool to assess eating habits; algo-
rithms or guidelines outlining nutrition guidelines for specific
diagnoses; patient education materials.

Step 6. Set a start date.
Step 7. Meet frequently to assess how things are going and

modify the plan as necessary.
Step 8. Resurvey charts and reassess periodically. Revise

goals and plans as necessary.

Once a system that identifies patients in need of nutrition
counseling is in place, physicians and staff need to have skills
training and tools to effectively counsel patients. A physician-
delivered nutrition counseling algorithm has been shown to be
effective in primary care settings (14). This approach includes
five steps:

1. Address the agenda. “What you eat is very important for
your health or for the management of your (diabetes,
high cholesterol, etc.). I recommend that we review your
eating habits and try to make some improvements.”

2. Assess. Patient’s motivation, past diet experience and
current diet.

3. Advise. “Based on your health risks and current diet, I
recommend that we focus on (high fat intake,
excess calories, inadequate intake of fruits and vegeta-
bles).”

4. Assist. Negotiate a plan including two or three simple
and specific dietary and physical activity goals, address-
ing possible barriers and ways to handle them. Deter-
mine whether the patient needs additional information
or help; refer to dietician as needed.

5. Arrange frequent follow-up, either by phone contact,
email or return visit.

Nutrition counseling tools

Several tools have been developed and successfully used by
primary care practitioners to facilitate the establishment of a
system of nutrition counseling.

Chronic disease vital sign stamp. Investigators have dem-
onstrated that using a vital sign stamp that includes smoking
status has increased smoking cessation counseling and in-

FIGURE 1 Dietary recommendations for the Meats category: list of
goals.
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creased smoking cessation rates (27). It has been suggested
that a vital sign stamp including height, weight, waist circum-
ference, body mass index, blood pressure, physical activity and
smoking status might improve the identification of patients at
risk for nutrition-related diseases and foster more frequent
nutrition counseling.

Rate Your Plate. This semiquantitative food frequency
questionnaire directs a patient to record his/her eating pat-
terns, and provides an assessment of the nutritional quality of
the food choices. This tool has been validated and shown to be
an effective part of a program to lower patient’s cholesterol in

primary care practice, worksites and other community settings
(28). Several different versions are available by contacting Dr.
Gans or in the appendixes of the reference cited (28). A
password-protected interactive version of Rate Your Plate is
also available at the Brown University Nutrition Academic
Award website http://biomed.brown.edu/courses/nutrition/
login.html. To increase efficiency, patients can fill out the
questionnaire before the office visit, in the waiting or in the
examining room. Providers can be trained to interpret the
questionnaire, praise the patient for positive food choices, help
the patient determine which nutrition issues are most prob-
lematic (Column A) and determine whether the patient
would like to change these eating habits. The Let’s Eat kit
contains a companion set of recommendations for each Rate
Your Plate food category, which was developed to encourage
brief nutritional counseling (29). Figure 1 and Figure 2 are
examples of the dietary recommendations for the Meats cate-
gory. Mutually acceptable goal setting is performed and a
nutrition prescription is given.

This tool is also available online at the above web address
or by contacting Dr. Gans.

Rapid Eating and Activity Assessment for Patients
(REAP). This is a similar tool, developed by the Nutrition
Academic Awardees to evaluate and counsel for healthy eat-
ing. It is described in a companion paper in this supplement
(30).

Heart Disease Prevention (HDP) system. A series of
heart disease prevention tools for primary care practices is
available from the HEART trial (24) at http://www.fammed.
wisc.edu/research/heart/.

For nutrition counseling, several of the tools found under
the Patient Education heading are applicable. Low Fat, Low
Cholesterol Eating Guidelines (Fig. 3A, B) is an example of
the two-page format used for patient handouts on this website.
These patient education materials were designed to be simple
enough that they could be used by practice staff with minimal
nutrition training, could be easily copied when supplies ran
low and could be reviewed with the patient in the short time
frame of the office visit. Additional nutrition topics are also
available, including eating out, weight loss and exercise.

In summary, it is our belief that primary care physicians can
provide effective nutrition counseling if they 1) receive ap-
propriate training, 2) are given effective tools, 3) operate in an
organized office system that involves all practice staff and
focuses on prevention and disease management and 4) collab-

FIGURE 2 Dietary recommendations for the Meats category: list of
meat choices.

FIGURE 3 Low fat, low cholesterol eating guidelines. (A) Making changes in eating habits diary; (B) Eating out the low fat way.
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orate with and refer to qualified nutrition health professionals
such as registered dieticians. This effective nutrition counsel-
ing could have important health benefits for the U.S. popula-
tion. Innovative ways to promote this strategy are needed. One
proposal is to discount health insurance premiums for patients
adopting healthy eating habits and lifestyles and thus provid-
ing an incentive for patients to seek nutrition counseling from
their primary care providers (31). As part of this initiative,
health insurers need to reimburse primary care physicians for
providing nutrition counseling at the same level as office visits
for acute medical problems.

ACKNOWLEDGMENT

We thank Olga Custodio for her help in preparing this manu-
script.

LITERATURE CITED
1. McGinnis, J. M. & Foege, W. H. (1993) The actual causes of death in

the United States. J. Am. Med. Assoc. 270: 2207–2212.
2. U.S. Department of Health and Human Services. (2000) Healthy Peo-

ple 2010: Understanding and Improving Health. U.S. Government Printing Office,
Washington, DC.

3. U.S. Preventive Services Task Force. (1998) Clinician’s Handbook for
Preventive Services, 2nd ed. U.S. Public Health Service/International Medical
Publishing, Washington, DC. pp. 400–412.

4. National Institutes of Health, National Heart, Lung and Blood Institute
(NHLBI). (1998) The Sixth Report of the Joint National Committee on Preven-
tion, Detection, Evaluation and Treatment of High Blood Pressure. NIH Publica-
tion 98-4080. NIH, Bethesda, MD.

5. National Cholesterol Education Program (NCEP). (2001) Executive
Summary of the Third Report of the Expert Panel on the Detection, Evaluation,
and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel III).
J. Am. Med. Assoc. 285: 2486–2497.

6. NHLBI Obesity Education Initiative Expert Panel. (1998) Clinical guide-
lines in identification, evaluation and treatment of overweight and obesity in
adults: the evidence report. Obes. Res. 6: 51S–209S.

7. American Diabetes Association (ADA). (1999) ADA standards for med-
ical care for patients with diabetes mellitus. Diabetes Care 22: 532–541.

8. Kushner, R. F. (1995) Barriers to providing nutritional counseling by
physicians: a survey of primary care practitioners. Prev. Med. 24: 546–550.

9. Eaton, C. B., Goodwin, M. A. & Stange, K. C. (2002) Direct observation
of nutrition counseling in community family practice. Am. J. Prev. Med. 23:
174–179.

10. Glanz, K., Tziraki, C., Albright, C. L. & Fernandes, J. (1995) Nutrition
assessment and counseling practices: attitudes and interest of primary care
physicians. J. Gen. Intern. Med. 10: 89–92.

11. Mechanic, D., McAlpine, D. & Rosenthal, M. (2001) Are patients’ office
visits with physicians getting shorter? N. Engl. J. Med. 344: 198–204.

12. Jaen, C. R., Stange, K. C. & Nutting, P. A. (1994) Competing demands
of primary care: a model for the delivery of clinical preventive services. J. Fam.
Pract. 38: 166–171.

13. Stange, K. C. (1996) One size doesn’t fit all: multimethod research
yields new insights into interventions to increase prevention in family practice. J.
Fam. Pract. 43: 358–360.

14. Ockene, I. S., Hebert, J. R., Ockene, J. K., Saperia, G. M., Stanek, E.,

Nicolosi, R., Merriam, P. A. & Hurley, T. G. (1999) Effect of physician-delivered
nutrition counseling training and an office-support program on saturated fat
intake, weight, and serum lipid measurements in a hyperlipidemic population:
Worcester Area Trial for Counseling in Hyperlipidemia (WATCH). Arch. Intern.
Med. 159: 725–731.

15. Delichatsios, H. K., Hunt, M. K., Lobb, R., Emmons, K. & Gillman, M. W.
(2001) Eatsmart: efficiacy of a mulitfaceted prevention nutrition intervention in
clinical practice. Prev. Med. 33: 91–98.

16. Campbell, M. K., DeVellis, B. M., Strecher, V. J., Ammerman, A. S.,
DeVellis, R. F. & Sandler, R. S. (1994) Improving dietary behavior: the effec-
tiveness of tailored messages in primary care settings. Am. J. Public Health 84:
783–787.

17. Hunt, M. K., Lobb, R., Delichatsios, H. K., Stone, C., Emmons, K. &
Gillman, M. W. (2001) Process evaluation of a clinical preventive nutrition
intervention. Prev. Med. 33: 82–90.

18. Glanz, K. (1985) Nutrition education for risk factor reduction and
patient education: a review. Prev. Med. 14: 721–752.

19. Knutsen, S. F. & Knutsen, R. (1991) The Tromso survey: the Family
Intervention Study—the effect of intervention on some coronary risk factors and
dietary habits, a 6-year follow-up. Prev. Med. 20: 197–212.

20. Milkereit, J. & Graves, J. S. (1992) Follow-up dietary counseling ben-
efits attainment of intake goals for total fat, saturated fat, and fiber. J. Am. Diet.
Assoc. 92: 603–605.

21. Thompson, R. L., Summerbell, C. D., Hooper, L., Higgins, J.P.T., Little,
P. S., Talbot, D. & Ebrahim, S. (2002) Dietary advice given by a dietitian versus
other health professional or self-help resources to reduce blood cholesterol
(Cochrane Review). In: The Cochrane Library, Issue 2. Update Software, Oxford,
UK.

22. Whitlock, E., Orleans, T., Pender, N. & Allan, J. (2002) Evaluating
Primary Care Behavioral Counseling Interventions: An Evidence-based Approach.
Am. J. Prev. Med. 22: 267–284.

23. Sciamana, C., Gans, K. M. & Goldstein, M. G. (2000) Physician-
delivered nutrition counseling: why and how? Med. Health R. I. 83: 351–355.

24. McBride, P. E., Underbakke, G., Plane, M. B., Massoth, K., Brown, R. L.,
Solberg, L. I., Ellis, L., Schrott, H. G., Smith, K., Swanson, T., Spencer, E., Pfeifer,
G. & Knox, A. (2000) Improving prevention systems in primary care practices:
the Health Education and Research Trial (HEART). J. Fam. Pract. 49: 115–125.

25. Knox, A. B., Underbaake, G., McBride, P. E. & Mejicano, G. C. (2001)
Organization development strategies for continuing medical education. J. Contin.
Educ. Health Prof. 221: 15–23.

26. Agency for Healthcare Research and Quality (AHRQ). (2001) Putting
Prevention into Practice. A Step-by-Step Guide to Delivering Clinical Preventive
Services: A Systems Approach. AHRQ Pub. no. APPIP01-0001, October 2001.
Agency for Healthcare Research and Quality, Rockville, MD. http://www.ahrq.
gov/ppip/manual

27. Fiore, M. C., Jorenby, D. E., Schensky, A. E., Smith, S. S., Bauer, R. R. &
Baker, T. B. (1995) Smoking status as the new vital sign: effect on assessment
and intervention in patients who smoke. Mayo Clinic Proc. 70: 303–304.

28. Gans, K., Hixson, M. L., Eaton, C. B. & Lasater, T. M. (2000) Rate Your
Plate: a dietary assessment and educational tool for blood cholesterol control.
Nutr. Clin. Care 3: 163–169.

29. Gans, K. M., Lovell, H. J., Lasater, T. M., McPhillips, J. B., Raden, M. &
Carleton, R. A. (1996) Evolution of the Let’s Eat Kit: using quantitative and
qualitative data to evaluate and refine a self-help nutrition kit for lowering fat
intake. J. Nutr. Educ. 28: 157–163.

30. Gans, K. M., Eaton, C. B., Ross, E., Barner, C., Wylie-Rosett, J. &
McMurray, J. (2003) REAP and WAVE: new tools to rapidly access/discuss
nutrition with patients. J. Nutr. 133(suppl.): 556S–562S.

31. Fuchs, V. (2002) What’s ahead for health insurance in the United
States? N. Engl. J. Med. 346: 1822–1824.

SUPPLEMENT566S


