
Right now the world is conducting a giant experiment with the 
rise of dietetic careers in telehealth in response to COVID-19.1 
Prior to the pandemic, health care workers and patients had 
growing widespread acceptance of this form of patient care, with 
its increased use for the past few decades.2 But now one thing is 
clear, telehealth is only going to become more common even after 
COVID-19 is a thing of the distant past. Dietetic internships are 
currently implementing telenutrition rotations out of 
necessity, however future directions in dietetics should continue 

to include this option due to the advancement of technology and popularity.3 To date 
there is robust evidence for the effectiveness of telenutrition-based diet interventions 
for promoting Body Mass Index reductions and diet modifications.4 Currently, however, 
not much is known regarding how to most effectively apply the use telenutrition during 
the pandemic. So what does this mean for the future of dietetics and is the profession 
prepared for this emerging paradigm of care? 

What is telehealth and more specifically telenutrition?
Per the Academy of Nutrition and Dietetics, telehealth is the use of telecommunications 
technologies and electronic information to provide long distance clinical health care, 
specialized health related education, and health administration and public health 
support.5 This can include telephone conferencing, video conferencing, e-mail, and 
smartphone, tablet, personal computer, or app-enabled technology that securely 
transmits clinical information. 
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Telenutrition involves the interactive use, by a Registered Dietitian 
Nutritionist (RDN), of electronic information and telecommunications 
technologies to implement the Nutrition Care Process (nutrition 
assessment, nutrition diagnosis, nutrition intervention/plan of care, and 
nutrition monitoring and evaluation) with patients or clients at a remote 
location, within the provisions of their state licensure as applicable.5 

Benefits and current telehealth and telenutrition 
applications
Social distancing has had major ramifications on the ability to provide 
patient care and thus has affected patient outcomes worldwide.6,7 As a 
result of this sudden shift in reducing in-person interactions, RDNs have 
been greatly impacted with their ability to practice necessary patient 
encounters for diet education, weight management, and clinical care for 
those requiring enteral and parenteral nutrition support. Telenutrition 
is another tool that enables the continuum of quality patient care by 
improving access to care and results in better outcomes, especially for 
those where access to an RDN may be limited.8 

A typical day in the world of telenutrition can vary widely depending 
upon the RDNs scope of practice. In medical settings, the most common 
use for telenutrition is replacing outpatient one-on-one visits or 
group visits, home or inpatient nutrition support visits, or as a tool for 
e-intensive care unit consults (or better known as e-consults).9 E-consult 
is a telehealth service that allows patients or primary care physicians to 
send information for health providers to view at a later time. This form of 
telehealth is ideal for enteral and parenteral nutrition consults. Patients 
or providers can send pictures of gastrostomy tubes, line sites, or even 
videos of self-care if there is no home health nurse available. The goal of 
this is to prevent infections in lines or at tube sites and ensure nutrition 
needs are being met in order to reduce hospital admissions.10 

There are many benefits to telehealth and new opportunities arise each 
day that will increase access to healthcare. Most notably there is increased 
patient fulfillment and enhanced job satisfaction for the provider as this 
allows for more flexibility in people’s schedules, saves on commuting 

fees, transportation costs, and has the potential to increase provider 
productivity.11 Virtual care also provides a means to see into your clients’ 
or patients’ pantries, homes, and other important details that may 
need intervention in order to improve nutrition outcomes. So why is 
telenutrition not used more broadly in the field of dietetics?

Challenges and barriers to telehealth and telenutrition 
implementation 
There are a number of issues preventing the dietetics profession from 
adopting a broader use of telehealth, such as patient or provider access 
to internet and technology, health literacy, state regulatory barriers, 
licensure barriers, HIPAA compliant platforms, and reimbursement, 
among others. But perhaps most noteworthy is a need for increased 
demand in early adoption, exposure, and standardization of the 
technology in didactic programs and internships due to the shift in 
telehealth usage as a result of the current global pandemic. 

Technical barriers
This includes issues not only with technical difficulties, but those with a 
lack of resources such as limited access to high speed internet, limited 
access to smartphones or computers, and even organizational support.12 
Despite a majority of adults in the United States (approximately three-
quarters) having access to broadband internet, this technology is not 
equitably distributed among racial minorities, rural populations, older 
adults, and typically those with lower education levels.13 The issues 
surrounding digital access have been further spotlighted during the 
COVID-19 pandemic.14 
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Recently the Federal Communications Commission has created resources 
to reduce these gaps by producing an interactive broadband map and 
facilitating the Rural Digital Opportunity Fund.15, 16 During 2020 the 
Academy of Nutrition and Dietetics also published an article which 
specifically offers direction for addressing these barriers as an RDN.5

State regulations and licensure barriers
Restrictive laws and regulations that are not standardized have been 
one of the biggest barriers for RDNs to provide consistent and affordable 
telehealth care nationwide. Before a provider can call a patient, they 
must be licensed in the state where the patient receives treatment. 
Licensure policies vary widely in each state, as do reimbursement rates, 
and licensure is often a cumbersome process.17 Additionally, there is the 
exorbitant cost of having to be licensed in theoretically all the US states, 
if RDNs are speaking with people nationwide. This is a major hindrance 
as most RDNs or employers simply cannot afford to pay for all of the 
initial and subsequent renewal fees for each renewal period.  

Each state licensure board application process and requirements differ 
widely so the dietetics field is in need of a standardized and streamlined 
licensure process. Next steps should include a process that allows states 
to work in unison to create an agreement to effectively provide dietetics 
practice across state lines. Ideally this would be addressed on a national 
level by our profession’s specific governing boards and addressed as 
medical care progresses with 21st century demands. A gold standard 
should be put in place for policies, regulations, and industry standards. 

Currently there are some tools available to RDNs, which include the 
Academy’s web-based licensure map18 and the Center for Connected 
Health Policy19 that is available via the Academy’s telehealth webpage.20 
This provides a list of all the state regulations as it relates to virtual health 
care. It includes policies that protect patient privacy additionally.  

However, due to the unique circumstances with the global COVID-19 
pandemic, many of these licensure barriers have been temporarily lifted 
or relaxed. Along with this, the federal government has eased HIPAA 
regulations for healthcare providers by allowing them to use technology 
platforms that may not normally comply with patient privacy protection 
laws. For example, providers can now use Zoom, FaceTime, and Google 
Hangout applications.21 Some professions outside of the field of dietetics 
have prioritized shifting to compact state licensure to reduce regulatory 
barriers to providing better patient care.22-24 Since this shift exists in other 
fields, such as nursing, the field of dietetics would benefit from joining 
this movement. 

Liability and privacy concerns 
Generating a referral form is paramount to telehealth care.5 This form 
highlights the expectations and treatment modality for the patient 
or client. It is considered a best practice as it can address potential 
liability concerns. Patient and client privacy protection are vital, so 
communication encryption is also necessary as a means of providing a 
confidential setting outside of HIPAA privacy protections. Patient and 
provider settings are important as well, for example a provider should 
not be talking while on an elevator or at a public shop or business as 
this cannot guarantee patient confidentiality. Also, an informed consent 
document should be given and signed by clients that disclose what 
personal health information (PHI) will be kept and secured.5

HIPAA compliance
RDNs are required to have appropriate protocols in place to prevent 
unauthorized access in order to protect client privacy. PHI security must be 
protected throughout the entire electronic process—during transmission 
and among all healthcare staff and other personnel.25 Much of the 
commonly used technology used is not HIPAA compliant, however. RDNs 
can be liable for fines if companies such as Google or Skype have a data 
breach. All RDNs must also work with a HIPAA compliant platform. Most 
of the free options that exist cannot guarantee that the information is 
protected. If platforms are HIPAA compliant, they will usually advertise it.25

Insurance coverage and reimbursement
Each insurer sets their own policies for coding, coverage, and payment for 
services. Some RDNs only accept certain insurance companies and others 
do not accept any for this reason. For some providers, it can be easier to 
forgo any payment other than cash or credit card, but this can result in 
patients having fewer options for providers and for RDNs to potentially 
have less opportunities for obtaining a consistent stream of clients.5 

Use of title “coach” and ethics
At this time in order to avoid obtaining licensure to practice telehealth 
nutrition in another state, some RDNs instead might be tempted to use the 
title “health coach” to bypass licensure barriers, as this is not a regulated 
title or defined by a specific governing body. Despite this term not 
providing any regulatory meaning, it was found that about 17% of RDNs 
use this term per the 2015 Academy of Nutrition and Dietetics survey of 
service delivery of nutrition practice as it relates to telehealth.26 There is 
no regulation with interacting with clients or patients across state lines if 
the term health coach is used27 and may be why some RDNs opt for this 
title. Unfortunately this can have unintended consequences by potentially 
watering down the RDN title and instead promoting those using the term 
health coach, who may in fact not have as rigorous training as the RDN 
credential. In addition, this may conflict with the Code of Ethics for RDNs to 
label themselves as “coach” or to classify themselves as providing “coaching” 
services to specifically avoid licensure requirements in the state that they 
are practicing telehealth medical nutrition therapy.5  

So how do RDNs move forward?
Overall, telenutrition is an exciting area of dietetics in high demand. With 
the increased adoption of virtual health care during the global pandemic 
combined with the fast-paced digital age and potential for immediate 
connectivity and product delivery, it is a complex and evolving area of 
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practice. With the progression of telenutrition dietetics, governing bodies 
should establish a standardized process for national licensure or compact 
state licensure—which provides multi-state licensing that allows RDNs 
to practice across state lines—as a means to streamline cost and time for 
RDNs. Many other professions offer these options and the field of dietetics 
would benefit. 

Other potential future directions for telehealth include telenutrition 
internship rotations as the options are almost limitless and continue 
to expand each year.9 As more telehealth jobs become commonplace, 
adjustments to medical core curriculums also need to be implemented in 
order to educate students and interns about what a job in telehealth is like, 
and what opportunities are available to future RDNs. Currently healthcare 
interns and new clinicians are expressing an interest in learning more and 
having telehealth internship rotations available, but at this time there 
are few options in most programs. It is important that educators prepare 
students for careers in telehealth as well as inform current healthcare 
professionals about new directions in the field. 
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Log in to www.wmdpg.org and then link to the CPEU quiz here.

Take the quiz.  Quiz results are reviewed at the end of each 
month. If you score 80% or higher, your CPEU documentation 
will be emailed to you.

Danielle Penick, MS, RD, CNSC, LDN currently works for CVS Health in 
telehealth since 2017. Previously she specialized in treatment of cancer 
patients, as well as internal medicine, and ICU patients. She is also a 
freelance writer and has written for SELF, Today’s Dietitian RD Lounge, 
ASU’s Ask a Biologist, SciMom’s, and for her own cancer nutrition blog 
called Survivors’ Table.

Telenutrition is a complex and evolving area of practice, which should 
be introduced early in dietetic students’ careers. Additionally, adequate 
personnel are needed to manage telenutrition programs. For example, 
the American Telemedicine Association provides access to accrediting 
programs for providers and administrators who are interested in 
initiating a telehealth program at their own facility.28 Almost all 
successful programs have full time coordinators who are responsible for 
day-to-day operations.

When the barriers to telenutrition are overcome, the field of dietetics 
will significantly benefit. Going forward, strides should be continued 
in this area of nutrition as it continues to grow. With proper attention, 
the field of dietetics can offer RDNs the tools they need to meet 21st 
century demands. 
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Friend of Weight Management Award Recipients
The Friend of Weight Management Award was established to honor 
a respected professional whose work has enhanced the field of weight 
management and who has been a consistent supporter of RDNs and 
the DPG. 

This year’s awardees are:      
Bob Kushner, MD. and Ted Kyle, RPh, MBA.

Dr. Kushner is Medical Director of the Center for Lifestyle Medicine at 
Northwestern Medicine in Chicago, Professor of Medicine and Medical 
Education, Northwestern University Feinberg School of Medicine.  
Dr Kushner is author of several books including the recently released 
“Six Factors to Fit” which he co-authored with his wife   
Nancy Kushner, MSN, RN.

Ted Kyle is the author of the website ConscienHealth. This website is 
designed to help experts and organizations work for evidence-based 
approaches to health and obesity. Through ConscienHealth, Ted works 
to advance changes in policy and public opinion that will allow new 
approaches to be developed and put into use.

The DPG thanks both men for their support of RDNs, NDTRs, and the 
Academy!

Congratulations!
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Overweight or obesity occurs in approximately 20% 
of all US children, with rates of obesity in children with 
chronic or developmental disorders 2-3 times higher .1,2 
The development of some chronic illnesses, like Type 2 
Diabetes or NFLD rise from obesity. Conversely, other 
chronic disorders can lead to “secondary obesity” due to 
changes in muscle mass, metabolism, motor control or 
cognition.3,4 Addressing obesity and chronic illness is 

complex, both individually and more so in combination. Even making the 
diagnosis of obesity can be difficult due to alterations in growth velocity 
and muscle mass or function which can make traditional methods of 
quantification of the degree of adiposity inaccurate.1,2,4  

A dietitian’s toolbox often feels inadequate when addressing obesity as 
part of an emerging or existing chronic disorder. The approach requires 
different diagnostic and management tools.4 How do you measure obesity 
in a child with muscular dystrophy when reduced muscle mass renders 
BMI meaningless? What is a child’s energy need when they have paralysis 
or altered respiratory function?5  Will traditional strategies of weight 
management be effective for a child with impaired hypothalamic function 
due to a genetic syndrome or cancer?6 How do you prevent a short-term 
need for excessive caloric intake from turning into long-term obesity?7 
What do you do when weight loss is an imperative for a successful life-
saving treatment?8 There are also the additional psycho-social concerns 
associated with chronic illness, which are often exacerbated by the inherent 
stress in underserved or low income groups, where both obesity and chronic 
illness are seen at greater rates.9, 10 Guidance is not only needed to direct clinical 
care, but also to support obtaining funding for nutrition intervention.11

Care Guidelines for Chronic and Developmental 
Diagnoses Associated with Childhood Obesity
By: Patricia Novak MPH, RD, CLE, LD

(Continued on page 7)

Dietetics and Nutrition Evidence Analysis Library (EAL), 
https://www.andeal.org/a_z_index.cfm , or Standards of Practice https://
www.eatrightpro.org/practice/quality-management/standards-of-practice  
may be applicable. 

What follows is a sampling of guidelines for some of the chronic or 
developmental disorders associated with pediatric obesity. Those 
guidelines that do not specifically address obesity, detail the metabolic 
alterations or therapeutic interventions that increase the risk for obesity, 
for example how growth is influenced in some childhood cancers or the 
progression of muscle loss in muscular dystrophy. Consistent with the EAL, 
most strive for objectivity and consensus, presenting review criteria and 
identifying any author conflict of interest. Many are updated every 5-10 years 
by their sponsoring organizations.14 When searching for guidance beyond 
the references listed here, existing protocols can often be located at:  

Websites that aggregate clinical guidelines such as Guideline Central, 
https://www.guidelinecentral.com or the National Institutes of Health 
Genetic and Rare Diseases website https://rarediseases.info.nih.gov/

Websites of professional organizations that are associated with specialty 
care provided. For example guidance for PCOS in adolescents can be found 
at the Pediatric Endocrine Society; https://pedsendo.org/clinical-resources/
clinical-resource-library/ .

Websites of advocacy organizations.  Advocacy organizations may be 
disorder specific like for achondroplasia, https://www.achondroplasia.com, 
or part of a broader organization such as the Magic Foundation for growth 
disorders https://www.magicfoundation.org.

Although there are a multitude of factors that contribute to the 
development of obesity in children, it is generally accepted that 
lifestyle factors most likely play the central role.   Our assessment 
methods and treatment strategies have grown out of this 
assumption. But outliers always exist, and in pediatric obesity 
the outliers are often genetic, developmental and chronic 
illnesses that lead to “secondary obesity”. Rather than an article, 
this issue includes a guide for locating guidance for expanding 
our skill set to address secondary obesity.

PediatricWeight
   Management
Patricia Novak, MPH, RD, CLE, LD is the
Pediatric Section Editor

Patricia Novak
MPH RD CLE

Intervention for obesity and chronic disorders has consistently been 
shown to be most effective when nested in an inter- or multi-disciplinary 
setting.12,13 While this is best practice, nutrition care frequently remains 
the responsibility of the community dietitian as access to center care 
is limited due to funding or distance. Even if specialty care treatment 
is possible, many dietitians outside of care centers continue to provide 
intervention and monitoring between quarterly or annual center visits.  
The challenge for the RDN is how to best treat the complex array of 
physical and psycho-social concerns. Many of these disorders are rare or 
fairly uncommon and may be outside of the dietitian’s training or clinical 
experience.  Medical reference literature is lacking in disorder specific 
obesity guidance, although some information found in the Academy of 
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Achondroplasia

Down Syndrome 
(Trisomy 21)

Fragile X

Bardet-Biedl 
Syndrome

Autism Spectrum 
Disorder

Cancer

Cardiac Disorders

Klinefelter Syndrome

Diagnosis Guidelines
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Sklar CA, Antal Z, Chemaitilly W, et al.  Hypothalamic–Pituitary and Growth Disorders in Survivors of Childhood 
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Lupus

Muscular Dystrophy

Polycystic Ovarian 
Syndrome in 
Adolescence (PCOS)

Prader-Willi 
Syndrome

Psychiatric 
Medications

Spina Bifida
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Mindful eating originates from the philosophy of 
mindfulness, which is a term that has been embedded 
in our everyday language in recent years. According to 
the Merriam-Webster online dictionary, mindfulness is 
defined as the practice of maintaining a non judgmental 
state of heightened or complete awareness of one’s 
thoughts, emotions, or experiences on a moment-to-
moment basis.1 In other words, mindful eating is an 

intentional way to focus on one’s thoughts, emotions, and physical 
sensations in the current moment with food. Mindful eating encourages 
individuals to gain awareness of their eating experiences and has become 
a more popular counseling approach for Registered Dietitian Nutritionists 
to support clients. It offers a way to help individuals move from restrictive 
eating and learn to listen and respond to their internal appetite. Although 
mindful eating can help one better understand their hunger cues and 
physical intake needs, it may not be an appropriate foundation for all 
strategies of weight management counseling. Mindful eating can be 
a beneficial tool for those looking to create a better relationship with 
food, promote their health, and maintain their weight, but it may not be 
appropriate to use as a weight loss strategy on its own. 

The Goal of Mindful Eating and How it Works
The goal of mindful eating is to promote a more enjoyable meal 
experience by shifting focus from external thinking about food to 
exploring the eating experience. It is not defined as a diet, yet as a 
development of a new mindset around food. Fung and colleagues 
illustrate their model’s use of mindful eating for health promotion and 
sustainability.2,3 In this model, mindful eating is guided by four aspects: 
what to eat, why we eat what we eat, how much to eat, and how to eat.

The Center for Mindful Eating (TCME), a nonprofit forum for professionals 
working to develop and learn more about the value and importance of 
mindful eating, describe their principles of mindful eating and have many 
resources on their website.4 TCME suggests that the practice of mindful 
eating involves much more than the eating process itself. They state that 
it involves how a person views food in the context of health, vitality, and 
emotional well-being.

Examples of mindful eating practices include:
• Honoring the food by understanding where the food came from, how it 

was prepared, and who prepared it.

• Becoming aware of the internal and external cues that affect how much 
we eat.

• Engaging in all senses such as how the food looks, tastes, smells, and 
feels in your body when you eat it.

• Savoring the food by chewing thoroughly, eating slowly, and 
acknowledging how your body feels after eating a meal or snack.

• Expressing gratitude for the food and using deep breathing or 
meditation before and/or after eating. 

• Consider the long-term effects of eating certain foods and reflect on 
how your food choices may affect the environment.

The Research on Mindful Eating and Weight Loss
Intervention studies have shown that mindful eating can be an effec-
tive tool in the treatment of unfavorable behaviors such as emotional 
eating and binge eating that may lead to weight gain. Although 
weight loss is sometimes a result, it has not always been seen as an 
outcome measure.5-7

According to a study published in 2012 by the Journal of the Academy of 
Nutrition and Dietetics, results suggest that adults with type 2 diabetes 
mellitus can modify their dietary intake to achieve weight loss and 
improve glycemia regardless of whether they received training in mindful 
eating or Medical Nutrition Therapy (MNT) for diabetes self-management. 
Although, it has also been suggested that some patients with diabetes 
may prefer to complete a DSME-based program first to learn the 
fundamentals of MNT and self-management followed by a mindful-eating 
intervention to facilitate maintenance of change. Eating in response to 
body awareness offers the opportunity to develop self-management skills 
required for weight maintenance, not necessarily initial weight loss. The 
offering of several effective treatments would allow patients to have a 
greater choice in meeting their self-care needs and enables clinicians to 
tailor programs.8

In another exploratory study, Mindfulness-Based Eating Awareness 
Training (MB-EAT) was used to target stress eating and cortisol levels 

Mindful Eating for the         
Weight Management Dietitian
By:  Chelsea Rice RDN, LDN, CPT

(Continued on page 11)

Mindful Eating has been a recent trending 
topic in the world of Nutrition and 
Dietetics. While the practices Chelsea 
Rice RD, LD outlines here seem universal, 
they may be more advantageous with 
some populations over others. Consider 

the benefits and limitations detailed in this article before 
deciding whether or not to use mindful eating techniques 
to counsel your next patient.

Counseling Article
Erin Castle RD, LD

Chelsea Rice RDN, 
LDN, CPT
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(Continued on page 12)

in obese and overweight women at risk for Metabolic Syndrome. The 
intervention was not effective in reducing abdominal adiposity or 
improving fat distribution across all participants, but improvements were 
observed among those who increased in mindfulness and decreased 
in chronic stress, emotional eating, and cortisol awakening response. In 
conclusion, integrating this training with active weight loss strategies may 
lead to targeted decreases in abdominal fat, but future research could 
examine the effects of introducing mindfulness techniques after initial 
weight loss for long term weight maintenance.9 

A random control trial was completed with women 40-59 years old 
who ate out at least three times per week to analyze the effect of a 
mindful restaurant eating intervention on weight management. The 
intervention focused on reducing calorie and fat intake when eating 
out through education, behavior change strategies, and mindful eating 
meditations during 6 weekly 2- hour small group sessions. Participants in 
the intervention group showed a significant reduction in weight, calories 
consumed, fat intake, and increases in self-confidence after completing 
this program. The conclusion of this study was that the Mindful Restaurant 
Eating intervention was effective in promoting weight management in 
perimenopausal women.10

It is important to note that most studies have been small-sample size, 
short-term interventions, and brief time periods. More research is needed 
in this area to represent more of a gold standard in terms of efficacy.

Benefits of Mindful Eating in Weight Management  
Nutrition Counseling
There are many benefits to mindful eating and it can be used as a 
successful tool in certain phases of weight management counseling. 
Binge eating, emotional eating, and external eating have all been linked to 
weight regain after successful weight loss.11,12 Mindful eating can help one 
understand their physical needs and reconnect with their hunger cues. It 

can also help to make eating more enjoyable, by helping an individual to 
savor their food and eat more slowly. Therefore, mindful eating can help 
a patient successfully form a long term positive relationship with food 
through addressing unwanted eating behaviors. Creating this positive 
relationship with eating can lead to long-term weight maintenance and 
decreased risk of weight regain. Mindful eating may not be effective as a 
weight loss strategy on its own, but rather a complement to a weight loss 
program.13,14

Limitations of Mindful Eating in Weight Management 
Nutrition Counseling
One limitation to mindful eating isn’t mindful eating itself, but the way it is 
being portrayed by diet culture. In certain settings, mindful eating is being 
used to promote weight loss, by focusing on eating less or filling your 
plate with the “right” things. By promoting these behaviors, mindful eating 
becomes less “mindful” and more “judgmental”. Since non-judgment is 
an essential piece of mindful eating, the behaviors of “eating less” or 
“filling your plate with the right thing” should not be represented as 
mindful eating.

Another limitation to mindful eating is not having a standardized ap-
proach and protocol. The most well-established mindful eating protocol 
is the Mindfulness-Based Eating Awareness Training. Although, currently 
there is no one widely recognized standardized protocol for mindful eat-
ing. A variety of mindfulness scales and questionnaires have been used in 
research and study designs. Examples of some of these assessment tools 
include the Five Facet Mindfulness Questionnaire,15 Kentucky Inventory of 
Mindfulness Skills,16 Eating Self-Efficacy Scale,17 and Three-Factor Eating 
Questionnaire.18 Additional research is needed to determine what behav-
iors constitute a mindful eating practice so that a standardized approach 
can be used in future studies.2  Having a recognized standardized ap-
proach can help to determine the long-term impact of mindful eating on 
health behaviors, disease risk, disease prevention, and determine which 
groups of people may most benefit from mindfulness strategies.

Professional Training and Implementation of Mindful Eating
As mentioned above, there is no standardized approach and protocol for 
mindful eating at this time. Although, the most well-established mindful 
eating protocol is the Mindfulness-Based Eating Awareness Training (MB-
EAT). The Mindful Eating Training Institute (METI) offers a 3-month online 
interactive professional training and mentorship program in the practices 
and approaches of the evidence-based MB-EAT. It is important to note that 
this training offers a weight neutral approach to health and well-being. 
The training has received prior approval for 48 CPEUs by the Academy 
of Nutrition and Dietetics for Registered Dietitians.19 If you are intrigued 
by the mindful eating approach and would like to implement it into your 
practice, it is important to understand the bigger meaning of mindfulness 
and gain personal understanding. METI’s professional training and men-
torship program provides experiential learning and helps professionals 
learn to apply a variety of evidence-based mindfulness and mindful eating 
practices in both individual and group settings.
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Counseling Author bio:

Chelsea Rice is a Registered and Licensed Dietitian as well as a Certified 
Personal Trainer, located in Chicago, IL. She began her career as a Clinical 
Registered Dietitian at the Medical University of South Carolina. Chelsea’s 
passion for exercise and fitness led her to a career shift, where she began 
providing one-on-one counseling to individuals in a health club setting. 
Chelsea owns her own private practice, Nuwli LLC and also has continued 
to work part-time in the health club setting. She provides outpatient weight 
management counseling, athletic performance education, and medical 
nutrition therapy to individuals with a wide array of health conditions 
including diabetes, heart disease, pre and postpartum, and digestive 
disorders. Chelsea is not only passionate about health and wellness but is 
also a foodie at heart and loves to spend time in the kitchen creating new 
recipes to share with friends and family.  She is dedicated to living a healthy 
and active lifestyle and strives to inspire others to do the same!

Conclusion
In conclusion, mindful eating may help individuals learn to listen and 
respond to their internal hunger cues and create more awareness of eating 
experiences. By combining Registered Dietitian Nutritionists nutrition 
knowledge with the traditional strategy of mindfulness, mindful eating 
may lead to long term weight maintenance by promoting positive eating 
experiences, increasing healthful food choices, and supporting a healthy 
body image. Mindful eating may not be effective as a weight loss strategy 
on its own, but rather a complement to a weight loss program. Weight loss 
patients may benefit from learning the fundamentals of MNT, followed 
by a mindful-eating intervention to facilitate maintenance of change. 
Although, there is no one-size-fits-all dietary strategy for positive health 
outcomes and weight management. Many similarities exist among recent 
mindful eating interventions, but there is no standard definition of mindful 
eating or a protocol created nationally or internationally. Obtaining a 
standard protocol would create more valid, precise, and clinically practical 
tools that are needed for teaching and assessing mindful eating. 
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Greetings to All Weight   
Management Members!
Never did I consider that the year I would serve as your 
Chair, the country would be overwhelmed with a ter-
rible virus that we now call COVID 19. We thought that 
the pandemic might cease and desist within months of 
its occurrence, but it has lingered and impacted us in 
many ways from family to workplace. I commend all 

of you for the manner in which you have had to adjust your practices to cope 
with the daily challenges that this year has presented.  Despite this pandemic 
your Executive Committee continued to function most effectively during 
the last 12 months carrying on the business of the DPG and serving you, the 
member. Many of these tasks could not have been completed without the 
assistance of our executive director, Barb Pyper to whom we owe much thanks.

So, what were some of the highlights of our year as a DPG?  
Let me first mention the very successful virtual symposium that WM 
sponsored in April 2021 that attracted over 300 attendees each day. 
Congratulations to all who organized and participated in this initial event. 

Professional Development organized and produced 8 webinars covering 
topics from obesity and COVID 19 to Cultural Diversity and weight 
management. Also, seven new Quick Guides were published on topics 
of bariatrics, pediatric weight management and weight and wellness 
coaching. The Quick Guides are posted on our website under Resources. 
The webinars conducted in the past year are also posted for you on the 
website to obtain CPEU. 

Research supported the creation of Research Briefs which summarizes 
journal articles on selected topics once a month. The announcement of the 
articles is posted in the Eblasts which members receive in their inbox twice 
a month. 

Member Services produced our member surveys which are sent to you twice 
a year to gather information on various topics related to the functioning and 
direction of the DPG.

This year we appointed our new Diversity Liaison Coordinator who 
immediately submitted a grant to the Academy to promote diversity and 
inclusion within our DPG.

Communications has been busy keeping us connected through blast 
emails twice a month, posts to our social media platforms and managing the 
electronic mailing list. 

Nominations and Awards created the ballot and conducted the election 
of our new officers. Awards and Honors sponsored two webinars this year in 
which the recipients of our DPG awards and stipends presented their career 
paths and their involvement with the DPG. 

By: Becky ReevesLetter from the Chair
Our Newsletter team has produced 4 newsletters filled with challenging 
articles related to our various areas of practice.

Our Public Policy team has kept us alerted to various pieces of legislation that 
would impact our practice and emphasized the importance of responding to 
the Academy Action Alerts

The Chair appointed a Healthy Weight Task Force to increase the awareness 
of the power of weight management in contributing to the health of an 
individual. The task force sponsored a webinar focused on critical thinking in 
separating junk science from evidence-based science and has produced two 
Quick Guides on critical thinking and what is weight management. 

In the department of publications, the newly revised Bariatric Pocket 
Guide whose editors are WM members should be published and available 
for purchase at FNCE, October 2021. A new publication titled, Health 
Professionals Guide to Adult Weight Management whose editors are also 
two WM members is currently in the organizational phase.  The Revised 2021 
Standards of Practice and Standards of Professional Performance for 
Registered Dietitian Nutritionists (Competent, Proficient, and Expert) in 
Adult Weight Management is also in progress in conjunction with the Quality 
Management Committee of the Academy.

I am most grateful to the EC members and the hours that they set aside to 
accomplish the goals of their respective areas. Without WM DPG members 
like you, these accomplishments could not have been achieved so I want to 
thank you personally for the time and talent that you have given to our DPG 
this year.  But we still have challenges facing us. Perhaps one of the most 
immediate is growing our DPG membership.  In the last several years, our total 
membership has declined over 400 members.  The Executive Committee has 
discussed this issue and will continue examining various ways to bolster our 
numbers.  Do we need to speak more clearly with others that our approach to 
weight management encompasses patient centered counseling and shared 
decision making? Do we need to repackage our image to Academy members 
that our focus is on the health of our clients?

As I close my last column as Chair of Weight Management, I again wish to 
thank all of you for providing me with the privilege of serving you in this 
capacity. It has been a most rewarding experience working with such a 
talented group of individuals. It was confirmed to me that WM DPG has grown 
into a vibrant, dynamic, dedicated group who are intent on providing the best 
care to their clients.

My best to all of you and THANKS for a great year. 

Becky Reeves
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I hope that you survived the winter and are now 
enjoying some lovely spring weather now that April 
has arrived.  I typically don’t mind the winter but 
this year’s seemed extremely long and cold and I 
love the spring and summer months as well as the 
longer days to stay active!  

Member Highlights 
Share Your Accomplishments and Information!  
Are you a member on the move?  WM DPG is 

highlighting members on social media and via member communications.  
Do you have a new book?  Have you developed a new program?  Have you 
been working to create a new product?  Do you want to share your info?  
Go to wmdpg.org and look under What’s New.  There is a link there to a 
simple form to share your information and accomplishments.    
It’s that simple!

Membership Renewal
It’s that time of year again to renew your Weight Management DPG mem-
bership.  Thanks to your membership, we have been able to offer quality 
education resources (including FREE webinars, newsletters, and journal 
clubs and Meet Up teleforums) on a host of different topics in weight 
management.  We also were able to put on an amazing 2 day Virtual Sym-
posium in early April.  Most of our resources are recorded and archived on 
our website, so you can access them whenever you like.  We would love 
to serve you for another year, so please don’t forget to check the “Weight 
Management DPG” box when you renew your Academy membership and 
DPGs.  And please don’t forget to tell your colleagues who might not be 
members yet!  Tell them about your favorite resources.

If you ever have any questions, comments, or suggestions for our DPG, 
please make sure to reach out and let us know your thoughts.  You can 
always reach me at mghutchison@gmail.com.

By: Mary Gray Hixson, MPH, RD, CSOWM, LDN

Lisa Paige

Member Services Update

We are coming to the end of our membership year, and 
what a year it has been! I’m pretty sure all of us have 
things to remember and things to forget about the last 
12 months. And we continue to be faced with challenges. 
If not already, some of us will begin to treat clients and 
patients who are COVID survivors, and I think this will open 
a new set of opportunities for RDNs and DTRs. 

One of the interesting cultural shifts has been the buzz 
around a COVID skill, as in what did you choose for your COVID skill? What I 
chose was an idea which started over two decades ago, before I became a di-
etitian; I wanted to be a social worker and provide services to older adults. So, I 
applied and was accepted to an MSW program, and this summer I will start my 
internship. I am looking forward to this new phase in my career.

Letter from the Editor
What this means to you, is that you will have a new editor for your news-
letter, and the EC has a plan for this transition.

I would like to thank all of the newsletter team members for their 
attention to the myriad details of publication. The section editors work 
diligently to provide content for you, the reader. If you have read an article 
which has influenced your practice, please be sure to let the editor know. 
Our assistant and associate editors have been side by side with me to 
maintain the quality expected of this newsletter. And our small but steady 
group of volunteer editors stand by ready to help when needed. Thank 
you to everyone!

Live in Healthful Happiness!

Lisa Paige, MBA, RDN, CSOWM, NBC-HWC

By: Lisa Paige, MBA, RDN, CSOWM, NBC-HWC

Mary Gray Hixson, 
MPH, RD,   
CSOWM, LDN
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