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Weight
Loss
Specialist

Chapter6: Nutrition Strategies for Weight Loss
Objectives
After completing this section, the health and fitness
professional will be able to:
⦁⦁

Provide clients with suggestions on food intake
modifications for weight management.

⦁⦁

Understand evidenced-based guidelines and
requirements for healthy weight loss.

⦁⦁

Confidently communicate the evidence-based
nutritional recommendation to clients and other
industry professionals.

Introduction
Weight management remains a highly debated and
extensively researched area of health improvement
and athletic performance. A large and growing body
of research examines aspects of weight control
from bioenergetics to behavioral modifications. The
underlying genetic and physiologic mechanisms
governing the three energy-balance components (a
change in energy intake, energy output, and efficiency
of energy use) have been intensely studied, yet are
still far from being completely understood (1-3).
Historically, approaches by consumers have included
manipulating the energy balance equation by
modifying calories, expenditure, or both. Additionally,
macronutrient manipulation (i.e., low-fat or

low-carbohydrate) protocols have been suggested as
weight change mechanisms (4).
Furthermore, there is no shortage of commercial
diet programs, books, and Internet products offering
a variety of evidenced-based solutions, along with
“fad” dieting approaches. The increasing incidence
of overweight and obese individuals along with the
escalating health care costs associated with weightrelated illnesses is well documented and publicized. In
this environment, fitness professionals must discover
how to effectively treat this complex health risk and
that part of their service delivery. There is a consensus
among industry leaders that successful weight
management to improve overall health for adults
requires a lifelong commitment to healthful lifestyle
behaviors emphasizing sustainable and enjoyable
eating practices and daily physical activity (4). The
debate within the consensus lies in what defines
“healthful lifestyle behavior” (5).
It has been previously established that a calorie
deficit must occur to produce weight loss. However,
this energy balance equation is deceptively simple
because there are a number of influences on the
biomathematics. For example, the thermic effect of
different substrates of nutrients makes the simple
math not so simple. Because the underlying factors
that contribute to weight management are so complex
and interdependent, along with the highly variable and

56

NASM Weight Loss specialist

profound environmental influences, overweight and
obesity are often described as “chronic and refractory
with a high recidivism rate for its treatment,” according
to Wadden et al in the Journal of Consulting and
Clinical Psychology (6).
Chapter 3 (Physiology of Weight Control) reviewed
the basics of energy metabolism and the primary
contributors to energy expenditure. Recall that resting
energy expenditure (REE) plus physical activity (PA)
equals daily energy needs. Also recall that for each
3,500 calories eaten in excess, a pound of body fat is
stored. Conversely, a pound of fat is lost for each 3,500
calories expended beyond those consumed. This chapter
will present a review of the current literature (both
unorthodox hypotheses that have been satisfactorily
examined, along with positions established by
prevailing authorities), and present evidenced-based
recommendations for fitness professionals to assist their
clients with healthful weight loss.

Nutrition and Weight Loss
Successful weight loss strategies embrace small
changes, moderate losses, and achievable goals.
Evidence demonstrates that gradual weight loss

Unrealistic Diets Will Lead to
Unrealistic Weight Loss Goals
Despite what many weight loss products may
tell clients through advertising, rapid weight loss
can be detrimental. A client may have unrealistic
weight loss goals. The fitness professional
should remember to explain why a “slow and
steady” approach is the best way to reduce
weight. In addition, the fitness professional
should educate clients on what sacrifices they
will need to make to maintain a “rapid” weight
loss diet. Chances are, when the pros and cons
of an extremely restrictive diet are laid out,
clients may not be able to adhere to the diet and
may realize the truth behind the false claims.

is more likely to be maintained than rapid losses.
Additionally, severe restriction of calories is generally
not sustainable and may pose greater health effects
than moderate restriction (4-7).
To create an energy deficit, a brief examination of
the energy equation is required. Those desiring to
lose weight can either decrease their input (what
they eat and drink), increase their output (their daily
living and activity expenditure), or a combination
of both. The National Institutes of Health Obesity
Education Initiative (8) details a reasonable timeline
for weight loss as a 10% reduction in body weight over
6 months of therapy. For overweight patients with
BMIs in the range of 27 to 35, a decrease of 300 to 500
kilocalories a day will result in weight losses of about
0.5 to 1 lb a week and a 10% weight loss in 6 months.
For more severely obese patients with BMIs greater
than or equal to 35, deficits of as much as 500 to 1,000
kilocalories a day will lead to weight losses of about 1
to 2 lb a week and a 10% weight loss in 6 months. Table
6.1 provides National Institutes of Health Obesity
Education Initiative recommendations of intake for
weight loss.
Although the operative characteristic of a weight
loss eating program is that it provides less energy
than people need to maintain their weight, experts
caution people to not create too severe a restriction
or eliminate a category of foods that is needed
for good health. Overly restrictive programs can
be nutritionally deficient, cause the loss of lean
body tissue, and possibly aid the development of
disordered eating behaviors. Moreover, highly

Table 6.1 National Institutes of Health
Obesity Education Initiative Recommended
Intake for Weight Loss
Nutrient

Recommended Intake

BMI ≥ 35

Approximately 500 to 1,000 calories per
day reduction from usual intake

BMI 27–35

Approximately 300 to 500 calories per
day reduction from usual intake
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restrictive eating patterns are difficult to maintain,
which often results in weight regain once the
dieting stops and people return to old eating
habits (4-7). According to the U.S. Department of
Health and Human Services, National Institutes of
Health Obesity Education Initiative (The Practical
Guide: Identification, Evaluation and Treatment
of Overweight and Obesity in Adults), a weight loss
program should include the following:

fashion. This approach, once the domain of addiction
treatment, is being used increasingly in health care and
public health settings, including weight management.
Important components of motivational interviewing
are the following:
⦁⦁

The client-centered practice of and investigating
ambivalence about behavioral change.

⦁⦁

Examining discrepancies between the individual’s
current behavior (nonhealth supportive) and core
values or personal goals (health enhancing), and
embracing that discrepancy rather than trying to
reconcile it.

⦁⦁

The employment of change-talk (the individual’s
own reasons and arguments for change).

⦁⦁

The prevention of weight gain or stopping weight
gain in an individual who has been seeing a steady
increase in weight.

⦁⦁

Varying degrees of improvements in physical and
emotional health.

⦁⦁

Small, maintainable weight loss or more extensive
weight loss achieved through modified eating and
exercise behaviors.

A growing body of research demonstrates that
motivational interviewing appears to improve weight
loss in overweight and obese patients (9-11).

⦁⦁

Improvements in eating, exercise, and
other behaviors.

Macronutrient Guidelines

Experts on the relationship between weight and
chronic disease point out that a decrease in disease
risk can be achieved with moderate weight loss.
Considerable research demonstrates that 10% body
weight loss may decrease health risks associated with
excessive body weight (8). However, clients may not be
satisfied with a 10% weight loss goal. Their goals may
be more (or less) ambitious, and a sincere discussion
of goals and timelines is an essential part of the clientprofessional conversation when weight loss is desired.
It is important to obtain the client’s goals and position
them in realistic time frame. Questions like, “Will you
tell me about your priorities around weight loss?” or
“Would you describe to me what a successful weight
loss program would look like to you?” can often elicit
more valuable information from the client than “What
do you want to weigh?” or “How much would you like
to lose?”
Motivational interviewing-style of counseling is a
directive, patient-centered counseling approach
focused on exploring and resolving ambivalence
in a nonjudgmental and supportive, yet directive,

To create a deficit in total energy intake, experts
generally recommend a proportional decrease in
all three macronutrient categories, provided the
client is starting with a well-balanced diet. Recall
that carbohydrate, protein, and fat are the energyyielding (calorie-providing) nutrients. To lose weight,
these need to be modified to create an energy deficit.
Although macronutrient manipulation programs (e.g.,
low-carbohydrate or low-fat diets) are extensively
debated in the scientific and popular literature, there is
not a consensus that one specific macronutrient ratio
will produce a significantly greater weight loss over
another (12-14).
The complexity of eating behavior makes it very
difficult to completely elucidate the role of any single
energy reduction strategy (e.g., low-fat or low-carb).
In randomized studies that can impose high dietary
control, the impact of energy reduction – even
macronutrient manipulation – on weight loss can be
evaluated. However, in longitudinal studies in freeliving individuals (most often with less dietary control),
these relationships are harder to detect. For example,
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a group of subjects may show preferential weight loss
on a low-carb diet, but once the group participants are
in their own environments, with a wide array of foods
from which to choose, they may not be able to maintain
the same dietary restriction and may therefore have
less success at weight loss. Additionally, dietary
studies in free-living individuals often have to rely
on self-reported food intake (as opposed to nutrient
provision in more controlled environments), which also
presents the potential for confounding factors, such as
underreporting (15).
Regardless of whether clients choose to be more
prudent with their fats or carbohydrates (the two most
often implicated macronutrient categories), it is clear
that good health and nutrient provisions do not have
to be compromised in a weight loss program. In other
words, individuals can simultaneously follow current
dietary recommendations for good health, as well as
those for weight loss. Specific recommendations for
macronutrient intake will be discussed later in this
chapter in the section called “Nutrient Reference
Values and Guidelines.”

Carbohydrates, Hormonal
Homeostasis, and Weight Control
The recently repopularized position that carbohydrates
in the diet (regardless of energy imbalance) are the
primary the cause of weight gain and obesity deserves
mention. This position, with its origins in the lowcarbohydrate diets of the ’70s and ’80s, has been
joined by a new generation of nutrition academics.
This emerging focus on the effect of carbohydrates
on insulin secretion and insulin on obesity continues
to evolve (16). Although continued attention on the
role of carbohydrates and insulin in weight gain is
warranted, the suggestion that any one macronutrient
category (or subcategory) is responsible for obesity,
independent of energy surplus, is not yet supported
by research. Evidence indisputably supports limiting
carbohydrates in the insulin-resistant or prediabetic
individual. However, the exclusive assignment of
blame for weight gain to this macronutrient is not yet

supported by research. That said, the importance of the
quality of carbohydrates is considerable, and that will
be discussed in a later section, “Nutrient Density.”
Most importantly, any dietary protocol suggested by
fitness professionals to their clients must align with
client preferences because it is adherence more than
biochemistry that determines a successful weight loss
program (17).
■■

Micronutrients

Vitamins and minerals are micronutrients that,
compared with macronutrients, are needed in very
small amounts by the body. Where macronutrient
requirements are measured in grams (g),
micronutrients are usually measured in milligrams
(mg) and micrograms (mcg). The healthiest choices
of macronutrient-rich foods generally will deliver the
right amount of micronutrients. On the other hand,
those food choices that are less healthy do not provide
the body with as many essential vitamins and minerals.
Many vitamins facilitate the release of energy from
carbohydrate, protein, and fat. So although they help to
“unlock” the energy from the macronutrients during
energy metabolism, they do not provide energy (they
do not contain calories). Each of the 13 different
vitamins has a responsibility — sometimes more than
one. For example, vitamin K helps the blood clot, and
vitamin A helps eyes see in dim light. The B vitamins
assist in reactions that deliver energy to working cells.
Vitamins are further subdivided into two categories:
water soluble and fat soluble, referring to differences
in the way the vitamins are digested, absorbed, and
transported throughout the body.
Minerals, also important to a host of physiological
processes, are further subdivided into two categories:
major and trace. These distinctions do not refer to
importance but rather how much of them the body
requires. For example, iron, a mineral necessary for
the healthy functioning of hemoglobin, which carries
oxygen, is a trace mineral. Calcium, which contributes
to both the quantity and quality of bone, is a major
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mineral. Table 6.2 lists the vitamins and minerals, and
the categories to which each belongs. The need for
micronutrient supplementation when on a weight loss
program will be addressed later in this chapter.
■■

Nutrient Reference Values and Guidelines

The Dietary Reference Intakes (DRI) are nutrient
reference values (Recommended Dietary Allowance,
Adequate Intakes, Tolerable Upper Limits, Estimated
Average Requirements, Acceptable Macronutrient
Distribution Ranges, and others), each with a specific
use in defining recommended dietary intake levels
for individual nutrients. The reference standards
were developed by the Institute of Medicine of The
National Academies (18, 19). According to the Institute
of Medicine, “The DRI, intended to serve as a guide
for good nutrition and provide the scientific basis
for the development of food guidelines in both the
United States and Canada, are specified on the basis
of age, gender, and life stage and cover more than
40 nutrient substances.”
Almost two decades ago, the DRI replaced the
Recommended Dietary Allowance (RDA) in the United
States and the Recommended Nutrient Intake (RNI)
in Canada. More than a single set of values, the DRI
include reference amounts relative to both minimums
(to prevent deficiencies) and maximums (to prevent

Table 6.2 Vitamins and Minerals
Vitamins

Minerals

Water-Soluble

Major

B vitamins, thiamin,
riboflavin, niacin, biotin,
pantothenic acid, folate,
non-B vitamins, and
vitamin C

Sodium, chloride, potassium,
calcium, phosphorus,
magnesium, and sulfate

Fat-Soluble

Trace

Vitamins A, D, E, and K

Iodine, selenium, copper,
manganese, fluoride,
chromium, molybdenum,
other trace minerals, and
contaminant minerals

toxicity) for specific nutrients. The values, which were
established by different committees of experts, were
compiled into a single document for easy reference.
In 2010, an update to the DRI for calcium and vitamin
D was added to the collection. The new values for the
mineral and fat-soluble vitamin are based on much
higher-quality studies than were available when the
values for these nutrients were first set in 1997.
Of particular interest to the fitness professional
is a set of values within the DRI called Acceptable
Macronutrient Distribution Ranges (AMDR).
The AMDR are the healthy ranges of intake for
carbohydrate, protein, and fat. If an individual
consumes an excess or shortage of the AMDR, there is
an increased risk of chronic diseases, though quality
of choice within these macronutrient categories is
also very important and will be discussed later in the
chapter. The AMDR for adults (as a percentage of
calories) are found in Table 6.3.
These percentages can and should be maintained even
when someone is on an energy-restricted program.
The AMDR also can be used by fitness professionals to
help refute some of the extreme fad diets that attract
clients with unrealistic promises. For example, if a
client wants to go on a very low-carbohydrate diet,
fitness professionals can explain that 45 to 65% of
total calories from carbohydrates will ensure that the
client will maintain good health and optimal fitness
performance while losing weight. It also should be
noted that the AMDR are exceptionally wide ranges and
can accommodate many individual dietary preferences.

Table 6.3 Acceptable Macronutrient
Distribution Ranges (AMDR)
Macronutrient

Percentage total calories

Protein

10–35%

Fat

20–35%

Carbohydrate

45–65%

Committee on Dietary Reference Intakes, Dietary Reference Intakes
for Energy, Carbohydrate, Fiber, Fat, Fatty Acids, Cholesterol, Protein,
and Amino Acids (Washington, DC: National Academies Press, 2005)
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Recommendations of specific micronutrients are
outside the scope of practice of fitness professionals.
However, recommending nutrient-rich foods is an
excellent way for fitness professionals to help clients
meet their micronutrient needs.
The DRI provided one of the foundations for the 2010
Dietary Guidelines (20). The Dietary Guidelines
are a set of lifestyle principles concerning diet and
activity that are updated every 5 years. The most
recent guidelines have a far greater emphasis on
achieving a healthy weight, with a stronger focus on
reducing calorie consumption and increasing physical
activity due to climbing rates of overweight and obese
individuals in the United States. These guidelines are
designed to “promote health, reduce the risk of chronic
diseases, and reduce the prevalence of overweight
and obesity through improved nutrition and physical
activity.” The 2010 guidelines also highlighted solid fats
and added sugar (SoFAS). Health experts recommend
that SoFAS account for no more than about 5 to 15% of
daily caloric intake, yet the dietary guidelines point out
that Americans of every age and both sexes get closer to
35% of their daily calories from SoFAS.
Although the guidelines’ direct educational influence is
modest, they have a fundamental impact on Americans’
diets because federal food policies, including standards
for schools and many federal food-assistance programs,
must comply with them. Additionally, the 2010
guidelines provided the basis for the development
of the most recent food guidance graphic, MyPlate,
which was released in 2011 as part of first lady Michelle
Obama’s campaign against childhood obesity. This tool
will be discussed later in this chapter.

The Marriage of Macros and
Micros: Nutrient Density
A designation of carbohydrate, protein, or fat does not
necessarily provide any information about the quality
of the food. A diet of doughnuts and salami might
actually fall within the Acceptable Macronutrient
Distribution Ranges but obviously is not desirable

fare on a regular basis. Simply establishing that a food
delivers carbohydrate, protein, or fat does not affirm its
nutrition quality. For example, a handful of jelly beans
and an orange, and a bunch of grapes and a soda contain
about the same amount of carbohydrate (or “sugar”)
in each pairing, but they provide vastly different
amounts of fiber, vitamins, and minerals. The provision
of essential nutrients is called nutrient density.
Nutrition scientists determine nutrient density by
calculating: essential nutrition/kilocalorie, or EN/kcal.
For example:

Vitamin C
Jelly Beans vs. an Orange
These have the same amount of sugar and
calories but different amounts of vitamin C.
6 jelly beans: 0 mg vitamin C/65 kcal
= 0 mg vitamin C/kcal
1 navel orange: 60 mg vitamin C/65 kcal
= 1 mg vitamin C/kcal

Potassium
Grapes vs. Cola
These have the same amount of sugar and
calories but different amounts of potassium.
8 oz cola: 2 mg potassium/105 kcal
= 0.02 mg potassium/kcal
30 grapes: 277 mg potassium/105 kcal
= 3 mg potassium/kcal

Nutrient density can be used to help clients with
weight loss goals, and it might be helpful to describe
this concept in budgetary terms. Think of an economic
budget: With money earned, certain costs have to be
covered — rent, car, food, medical, etc. Sometimes
there is some left over for the nonessentials —
recreation, vacation, etc. The same applies to an
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energy budget. During a weight loss effort, when the
energy budget is slightly restricted, the essentials still
need to be covered. So the foods need to be chosen
carefully. Although the term “empty calorie” is a bit
of a misnomer (after all, if a food has calories, it is not
empty), it can be instructive. The food is “empty” of
essential nutrients (in other words, it has low nutrient
density), and there’s less room for these foods in a
weight loss program.
Nutrient density is distinct from energy density,
although both concepts have a role in weight loss
counseling. Energy density is a measure of kilocalories
per gram of food (or a meal). It is expressed as kcal/g.
For example, a large piece of watermelon is heavy but
has few calories, whereas a piece of fudge is smaller and
lighter but has far more calories.

2 cups of watermelon: 90 kcal/300 g = 0.3 kcal/g
1 cubic inch of fudge: 160 kcal/40 g = 4 kcal/g
Helping clients choose the most nutrient-dense and the
least energy-dense foods can be crucial in supporting
their weight loss efforts.

Guidelines and the Dietary Reference Intakes have
been previously provided. Additionally, the most
recent food guide graphic, MyPlate (Figure 6.1), can
be used to improve dietary quality and support weight
loss. MyPlate is the current nutrition guide published
by the U.S. Department of Agriculture (USDA),
depicting a place setting with a plate and glass divided
into five food groups (21). It replaced the
USDA’s MyPyramid guide in June 2011, ending 19 years
of USDA food pyramid diagrams.
MyPlate can assist with improving most clients’
nutrition in that it is 50% fruits and vegetables, which
are very nutrient-dense and less energy-dense than
other foods. The limitations on grains and protein to
25% each in many cases also will decrease the total
daily calories because these two categories are more
energy-dense (kcal/g of food) than fruits or vegetables.
Perhaps of greatest value is that the plate represents a
visual with which everyone is familiar and can relate to
at meal and snack times. They can picture their plate
(vs. a pyramid) and easily determine if it matches the
MyPlate scheme and proportions.
Critics of MyPlate suggest that, like its predecessor, it
still emphasizes carbohydrates (grains, fruit, and dairy)
to a degree that some find questionable. Additionally,

Nutrition Education Tools and Solutions
■■

MyPlate

Many clients turn to fitness professionals for sound,
actionable advice on weight loss strategies and tools.
For example, many clients will complain that they “just
don’t know what to eat,” or they “need a meal plan to
help guide them through the day.” Making a specific
nutrient recommendation (“You should be getting
1,200 mg of calcium every day”) or developing a specific
meal plan (“For breakfast, you should eat three eggs”)
remains the domain of the registered dietitian and
outside of the fitness professional’s scope of practice.
However, today’s fitness professionals have access to
authoritative and user-friendly tools to help clients
manage their weight that are well within their areas
of professional practice. Details of the 2010 Dietary

Figure 6.1 MyPlate
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some find the graphic inherently constrained, most
notably by failures to distinguish between whole
grains and refined-grain products and among protein
sources (e.g., hamburger vs. fish). Like its predecessor,
some people find the graphic to be oversimplified (22).
Until this new design is re-evaluated, the focus of
fitness professionals should be on educating clients
about carbohydrate quality and reminding them of the
importance of fruits and vegetables.
■■

Portion Awareness

Nutrition experts have coined the term “portion
distortion” to describe the rapidly growing portion
sizes of commercially available food and the resulting
distorted consumer expectations. Fast-food restaurants
are offering “value” meals and bundling (pricing several
items together), which sets up “big food” expectations in
the consumer. Instead of asking themselves, “Does my
body need this much food?” consumers ask, “Is this the
most I can get for my dollar?” Unfortunately, cheap food
is very often not nutritious food, and it often comes in
sizes that are far larger than the average person needs.
As mentioned earlier in the discussion of environment
and its influence on growing waistlines, portions of
food at grocery stores, restaurants, and even in people’s
homes have increased considerably in the past 30 years
(23, 24). With the introduction first of “fat-free,” and
then “low-carb” foods, consumers often misunderstand
that these foods still contain calories, and when eaten
in excess, any nutrient will be stored as body fat. In
fact, many counselors maintain that the “penalty-free”
inference of “free” foods encourages overconsumption
and therefore does more harm than good.
Food models (rubber, realistic representations of
commonly eaten foods) can be used to help clients
visualize what is considered an average or typical
portion. Household items also can be used to illustrate
portion size. For example, four dice or two dominos
equal 1 oz cheese, a deck of cards equals 3 oz poultry,
a checkbook equals a 3 oz filet of fish, and a golf ball
equals 2 tbsp peanut butter. Fitness professionals can
devote a segment of a training session to reviewing
these portions with their clients.

■■

Nutrition Facts Panel

Another tool to help clients better recognize
appropriate portions of different types of foods is the
Nutrition Facts panel of the food label (Figure 6.2).
The Nutrition Facts panel, which appears on almost
all packaged foods, is an excellent resource for serving
size information and calories, as well as nutrient
content. The information in the main or top section
of the Nutrition Facts panel varies with each food
product; it contains product-specific information

Figure 6.2 Nutrition Facts Panel
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(serving size, calories, and nutrient information). The
bottom contains a footnote with Percent Daily Values
(% DVs) for 2,000- and 2,500-calorie diets. This
standard footnote provides recommended dietary
information for important nutrients, including fats,
sodium, and fiber for both of those daily calorie totals.
For people trying to lose weight, the three most helpful
sections of the food label are right at the top: serving
size, servings per container, and calories per serving.
Fitness professionals can help clients review the
labels of their favorite foods to determine whether
they regularly exceed the labeled serving size. If a
package contains two servings and the client eats the
entire package contents, the client needs to double
all of the nutrition information (calories, fat, sugar,
etc.). Although strict calorie counting is not always
necessary for weight loss, once energy needs have been
estimated, the client should be made aware of how
much each food contributes to the day’s total.
The next two sections of the Nutrition Facts panel list
the nutrient contents of the food. The column on the
right is known as the Percent Daily Value, or % DV. These
values are not recommended intakes. They are reference
points to help consumers better understand their overall
daily dietary needs, and how a particular food fits in. The
Percent Daily Value is based on a 2,000-calorie diet. For
example, in the label provided in Figure 6.2, this food, in
the labeled serving, would provide 10% of a person’s daily
carbohydrate needs if that person needed 2,000 calories
a day. Critics of the % DV say that if someone’s calorie
amount is higher or lower than the % DV, the percentage
is not useful and may actually be a source of confusion.
Although % DV may not provide specific targets for each
individual, nutritionists still recommend that people
use it to compare two products (as long as the serving
sizes are the same). For example, when comparing two
cereals (with the same serving size), one may provide
10% DV and the other 35% DV of fiber. This can guide
the consumer to compare the two and choose the higherfiber cereal.
Clients should be counseled to try to achieve the
Dietary Reference Intake for fiber, 25 g for women and

38 g for men, and use the label to choose high-fiber
( more than 5 g/serving) foods. The data provided
on the food label for fat content includes: total fat,
saturated fat, trans fats, and cholesterol. In brief,
total fat should be kept to 35% or less of total calories
contributed from fat and equal to or less than 10% from
saturated fat (derived primarily from animal fats).
Current guidelines for dietary cholesterol suggest
less than 300 mg/day (18). For sodium, the National
Heart, Lung and Blood Institute’s recommendation
for avoiding or lowering high blood pressure is
1,500 to 2,300 mg/day (25).
Also helpful on the food label is the ingredient list and
label or packaging claims. Ingredient lists itemize in
descending order of predominance by weight, which
means that the ingredient that weighs the most is
listed first, and the ingredient that weighs the least is
listed last.
Packaging claims can be confusing, but they also
provide useful information. Some food labels make
claims such as “low cholesterol” or “low fat.” These
claims can be used only if a food meets strict criteria
set by the Food and Drug Administration (FDA). A
selection of these can be found in Table 6.4.
Fitness professionals can use food labels and other
information on packaging to teach their clients about
components of a healthy diet and how to find them
in foods.
■■

Low-Energy-Density/High-Volume Foods

It’s not just large portions that can derail weight loss
success. In fact, there are some nutrition professionals
who believe we should choose large portions, but
only of low-energy-density foods (nutrient density is
expressed as essential nutrients/calorie, and energy
density as kcal/g of food or meal). A breakfast of
scrambled eggs, whole wheat toast, and 1 cup of fruit
salad weighs 450 grams and has 500 calories (500
cal/450 g = 1.1 cal/g of energy density). Two chocolate
doughnuts weigh 144 grams and have 500 calories
(500 cal/144 g = 3.5 cal/gram of energy density). The
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doughnuts have a far greater energy density but a far
lower nutrient density.
One well-known researcher, Barbara Rolls, Ph.D,
has published numerous studies as well as several
consumer books that suggest that if people eat large
volumes of foods with lower energy density, they
will feel satisfied and eat less (26-29). According to
her research, people tend to eat the same weight, or
amount, of food each day, regardless of how many
calories they take in. Because some foods (e.g., fruits
and vegetables) are less energy dense than others,
filling the plate with more of those means eating
fewer calories without actually eating less food. Lowenergy-dense foods, which are low in calories but
high in volume, water, and fiber, help people feel full,
which in turn helps them eat less and achieve their
weight loss goal. For example, 1 lb of low-energydensity carrots contains as many calories as 1 oz of
high-density peanuts.

Teach Don’t Preach
Professionals may have some unrealistic
expectations of clients who are struggling with
their weight. Although fitness professionals
may be preaching about avoiding poor food
choices, the truth is that clients are surrounded
by them all day. Clients whose lives are busy
or who travel regularly may find it hard to stick
to a healthy and nutritious lifestyle because
of their inability to cook at home or their
daily time crunch. The fitness professional
should teach clients how to eat out and what
choices they can make on menus that will
promote their health and successful weight
loss. The more options fitness professionals
give clients to maintain a healthy lifestyle,
the more likely they will be to stick with it.

Table 6.4 Label Claims
LABEL CLAIM

DEFINITION
Per reference amount customarily consumed (RACC)

Fat-free or
sugar-free

Less than 0.5 g fat or sugar

Low-fat

3 g fat or less

Reduced-fat or
reduced-sugar

At least 25% less fat or sugar per RACC than an appropriate reference food (for meals and
main dishes, at least 25% less fat or sugar per 100 g)

Cholesterol-free

Less than 2 mg cholesterol and 2 g or less saturated fat

Reduced-cholesterol

At least 25% less cholesterol per RACC than an appropriate reference food (for meals and
main dishes, at least 25% less cholesterol per 100 g) and 2 g or less saturated fat

Calorie-free

Fewer than 5 calories

Low-calorie

40 calories or fewer

Light or lite

If 50% or more of the calories are from fat, fat must be reduced by at least 50% per RACC.
If less than 50% of calories are from fat, fat must be reduced at least 50%, or calories
reduced at least 1/3 per RACC.

Food Labeling Guide September 1994; Revised April 2008; Revised October 2009. Guidance for Industry: A Food Labeling Guide
http://www.fda.gov/Food/GuidanceComplianceRegulatoryInformation/GuidanceDocuments/FoodLabelingNutrition/FoodLabelingGuide/default.htm
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The “volume approach” is all about getting more food
and more nutrients but fewer calories. The success
of eating high volumes of food with lower energy
density lies with its focus on satiety, the feeling of
fullness. Rolls demonstrates that people feel full
because of the amount of food they eat — not because
of the number of calories or the grams of fat, protein,
or carbohydrates. In fact, some people new to this
type of eating actually feel like they are eating more,
not less, although their total energy (kcal) intake is
lower than it was before. The volume approach, which
incorporates the principles of nutrient density and
energy density, can be combined with MyPlate for
a comprehensive, actionable, and evidenced-based
weight loss program.
■■

Dining Out

A recent poll of almost 2,500 consumers showed that
more than 3 in 5 U.S. adults (63%) dined at a fast-food
restaurant chain within 1 month of the survey, and
about half dined at a local casual-dining establishment
or casual-dining restaurant chain. Although current
economics may have resulted in slightly less dining
out, polls also show that fast and convenience food
have not seen as much of a downturn as fine-dining
establishments (30).
Multiple studies have documented that fast-food
lovers consume more fat, sugar, and carbohydrates, and
fewer fruits and non-starchy vegetables than people
who do not eat fast food. It is believed that higher
rates of fast-food consumption are connected to the
increasing rates of severe obesity (31). In a study by the
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Academy of Nutrition and Dietetics, fast-food use was
reported by 37% of the adults and 42% of the children.
Adults and children who reported eating fast food had
higher intakes of energy, fat, saturated fat, sodium, and
carbonated soft drinks, and lower intakes of vitamins
A and C, milk, fruits, and vegetables than those who
did not report eating fast food (32). According to Eric
Schlosser’s renowned and controversial book “Fast
Food Nation” (33), Americans spent $110 billion on
fast food in 2000, which is more than that spent on
higher education, personal computers, computer
software, or new cars. Schlosser also calculates that
Americans spent more on fast food than on movies,
books, magazines, newspapers, videos, and recorded
music — combined.
The increasing dependence on food prepared outside
the home parallels the rise in obesity. Foods provided
by many restaurants are convenient, large, and cheap,
at least economically. But the money Americans save
on cheap food is spent on weight loss pills, potions, and
products, as well as on physicians and medications to
treat obesity-related diseases.
Restaurants have attempted to add healthier items
to their menus, with some hits but a lot of misses.
The most visible change in fast-food restaurants has
been the addition of salads. However, foods marketed
as healthy may not be quite what the consumer
thinks. Several of the fast and convenience food
salads, at least those containing croutons, bacon,
and high-calorie dressings, may be higher in fat and
calories than burgers. Fitness professionals are in
an excellent position to help clients make the best

Food for Thought
The old adage “Give [your client] a fish, and he will eat for a day; teach [your client] how to fish, and he will eat
for a lifetime,” rings true for fitness professionals. Fitness professionals cannot assume that individuals will
know what types of food they should be eating. Fitness professionals should take the time to show clients
healthy choices and what proper portions should look like. Visual representations via a lesson on portion
size or a guided tour through a grocery store will help a client determine what a healthy food choice is.
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selections from a wide range of fast-food fare. By
accessing online menus with nutrition information
(a legal requirement for any chain with 20 or more
establishments as of 2010), better choices can be
highlighted for the client who frequently eats away
from home.
Fitness professionals can share the following
strategies to help clients manage fast-food and
restaurant dining without sabotaging their weight
loss goals:
⦁⦁

Undress everything — ask for no mayonnaise,
sauce, dressing, etc.

⦁⦁

Choose single- or child-sized options instead of
supersized and “value” meals.

⦁⦁

Choose baked or grilled options when available
(e.g., baked potato instead of fries, and grilled
chicken instead of breaded cutlets).

⦁⦁

Pizza can be a good option. Opt for vegetable
toppings, and limit sausage, pepperoni, extra
cheese, and deep-dish options. Order a side salad
instead of a second slice.

⦁⦁

Mexican/Southwest chains can offer healthy
items, but remind clients to minimize cheese, sour
cream, and tortilla chips. Good choices include
plain, small burritos, grilled chicken or seafood
soft tacos, or fajitas with salsa and lettuce. Avoid
taco salads in taco shell “bowls,” which can have as
many as 850 calories.

⦁⦁

Salads also can be healthy choices, and many fastfood chains are offering them as entrée options,
but fitness professionals should educate clients
about dressings and toppings. One well-known
chain offers a bacon ranch salad that has more
calories than its biggest burger.

⦁⦁

Sandwich shops can offer healthy fare. Good
choices include whole wheat bread instead
of large rolls, lots of vegetable toppings, and
mustard. Limit cheese, mayo, and other
dressings/sauces.

⦁⦁

Order an appetizer portion of a favorite entrée, or
select an entrée from the appetizer menu.

⦁⦁

Offer to split an entree with a friend because each
entree is often more than enough for two people.

⦁⦁

Ask for the entree to be cut in half before it
arrives at the table, and for the extra to be put in a
take-out container.

⦁⦁

Ask to replace unhealthy sides (french fries, onion
rings, etc.) with a steamed vegetable or side salad.

⦁⦁

Ask for fresh fruit, a dish of sorbet, or split a
dessert item with several other people.

With restaurants and fast food being an undeniable
part of life, it would be unrealistic for fitness
professionals to ask clients not to enjoy eating out
until they have reached their target weight. However,
many will need to adjust or limit their restaurant
dining and follow the above-mentioned strategies if
weight loss goals are to be successfully met.
■■

Meal Replacements

Portion sizes, ignorance of food composition,
frequency of eating, and overconsumption of highenergy foods are factors that contribute to the failure
of weight control during and following a weight loss
program. Although permanent lifestyle change is the
ultimate goal of a behavior modification program for
weight loss, this will be more achievable for some
than others. Meal replacements (MRs) may be a
useful tool for some people who are unable to alter
their eating habits enough to maintain a lower weight.
Meal replacements also require a change in eating,
but the change is relatively straightforward, involving
only one daily meal in most formats. This routine
provides a constant that can reduce daily energy
intake to support weight loss and prevent weight
regain (34).
The most common criticism of MR plans is that
they do not contribute to improved eating habits
because they do not teach food selection and
portion size awareness for the meals they replace.
If after a period of time of using meal replacements
individuals return to “real food,” they may be less
capable of making healthy choices than people who
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have been working on food selection and portion size
awareness throughout the weight loss period. Critics
claim the high rate of regain after meal replacement
diets is a result of the lack of behavior modification
related to food selection and portion awareness.
However, a number of studies show that when
used long term, meal replacement subjects regain
less weight than non-MR subjects. Some studies
demonstrate that MRs have been shown to be just as
effective at producing maintainable weight loss as
dietary restriction combined with pharmacological
therapy (34-37). In other words, the MR may be used
successfully for weight maintenance in addition to
weight loss programming.
MRs generally are used to replace one or two meals
a day and allow freedom of choice for the remaining
allotted foods/calories. Meal replacements support
the following:

■■

⦁⦁

Portion control

⦁⦁

Accurate calorie counts

⦁⦁

Cost

⦁⦁

Convenience/portability

Supplementation and Weight Loss

Dietary supplements have two possible functions in
weight management:
1. They can provide nutrients for diets that are
restricted in calories and thereby may be deficient
in essential nutrients.
2. Some are alleged to augment weight loss by
diminishing hunger or increasing metabolic rate.
The two roles are distinct and merit independent
discussion (38).
Low-calorie diets (1,200 to 1,500 calories a day
for adult women) are designed to create a caloric
deficit of approximately 500 calories a day and
produce approximately 1 lb of weight loss a week.
Very low-calorie diets (VLCDs) that are even lower
in calories (i.e., 800 to 1,200 calories) should result
in more rapid weight loss, but they are often even

more limited in vitamins, minerals, and other
health-sustaining nutrients. According to Dwyer
in his 2005 article Dietary Supplements in Weight
Reduction, it may be difficult to achieve RDA levels
for certain nutrients — in particular iron, calcium,
and vitamin B6 — on these hypocaloric diets. The
lower the diet is in calories, the greater the probability
that there will be a deficiency in some nutrients. To
protect against shortages, a weight loss client can do
the following:
⦁⦁

Add several servings of foods rich in the specific
nutrient (e.g., low-fat dairy for the provision
of calcium).

⦁⦁

Incorporate fortified foods (e.g., calcium-fortified
orange juice).

⦁⦁

Add commercially prepared meal replacement
products that are relatively high in nutrients for
the calories they provide (e.g., a meal replacement
bar fortified with iron).

⦁⦁

Take a single-nutrient supplement and/or a
multivitamin/mineral supplement.

Consideration of the dieter’s preferences, how much
the diet falls short of the RDA with respect to specific
nutrients, food availability, and cost must be factored
to determine the best strategy for achieving adequate
nutrition (38).
Dietary supplements must always be considered in
the context of safety and efficacy. Those supplements
containing vitamins and minerals at or below
RDA/AI daily value levels probably do not present
risks in healthy individuals. Nevertheless, taking
a comprehensive health and medication history is
outside of the fitness professional’s scope of practice,
and therefore, so are recommendations of any specific
nutrient in supplement form. Additionally, the
regulation of supplements is such that the burden
of determining safety and efficacy rests with the
consumer. To minimize risks of excessive intake,
clients should be counseled that total nutrient amounts
from all sources, including dietary supplements, should
not exceed 100% of the RDA/AI and definitely should be
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below the tolerable upper intake levels (TUIL). Because
it is often difficult to determine specific contents and
concentrations from sales or marketing materials,
supplement recommendations should be avoided by the
fitness professional (39).
The other common reason clients pursue supplements
is to stimulate or enhance weight loss (as opposed to
correct a deficiency). The theoretical mechanisms
of action vary, from producing an anorectic effect to
decrease food intake, to inducing metabolic changes
that increase energy output and cause weight loss
(38). At any given time, about one-third of men and
half of women in the United States are trying to
lose weight, and the marketplace is capitalizing on
this. Market data indicate that the total U.S. weight
loss market was worth $55.4 billion in 2006. At that
time, the market was predicted to reach $68.7 billion
by 2010 (40). In a 2004 study of specific practices
used by dieters, only about one-third of all those
trying to lose weight reported eating fewer calories
and exercising more (41). More than 50 dietary
supplements and 125 commercial combination
products are available for weight loss (42). This does
not include prescription and over-the-counter (OTC)
medications, nor nutraceuticals, a broader category of
nutrients (vitamins, minerals, and phytochemicals)
that are added to foods or beverages above the level of
general fortification. Although total sales information
of dietary supplements for weight loss is hard to
find, the figures that are available are impressively
large. Retail sales of weight loss supplements were
estimated to be more than $1.3 billion in 2001 (43).
In 2003, the Federal Trade Commission (FTC) filed
law enforcement actions against three marketers of
weight loss products, alleging false claims that the
weight loss products produced substantial weight loss
without dieting or exercise (44). The three marketers
were eventually fined a total of $25 million by the
Federal Trade Commission, contributing to turmoil in
this industry.
Researchers will continue to demonstrate evidence
regarding the efficacy and safety of dietary

supplements, but at present, the evidence is
insufficient. Additionally, there are safety concerns
with some dietary supplement ingredients concerning
nutrient-nutrient interactions, nutrient-medication
interactions (especially with many drugs taken
by people for conditions secondary to obesity like
hypertension and diabetes), and contraindications
for people who have particular health conditions
(known or unknown). There are also significant risks
of contamination, which historically have resulted in
conditions including kidney failure, liver failure, and
carcinogenicity (45).

Summary
This chapter covered dietary weight loss strategies
and demonstrated that fitness professionals are
in an excellent position to guide clients toward
this objective. To accomplish weight loss goals,
an estimation of daily energy needs, as well as
energy needs for weight loss, must be calculated.
Dietary direction must be provided with thorough
knowledge of current research, an understanding of
nutrient requirements for individualized goalsand
an acknowledgement of client dietary preferences.
Then, using available nutrition tools such as the
Nutrition Facts panel, MyPlate, and academic
databases (e.g., PubMed), fitness professionals can
responsibly help their clients assemble nutritious
choices for weight loss. Finally, by teaching nutrition
education principles — such as portion awareness,
energy density/nutrient energy, and critical thinking
about supplements — fitness professionals can create
healthy weight loss programming while staying within
their scope of practice.
Although nutrition counseling for a medical diagnosis
or disease should be strictly avoided by fitness
professionals (and referred to a registered dietitian
or other qualified medical provider), there is an
enormous amount of nutrition education that is
ideally suited to the partnership between the fitness
professional and client.
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