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Introduction 
 

“If dietetics is your profession, policy should be your passion.” While this is a statement that cognitively 

makes sense, it can nonetheless be daunting. Contacting legislators and representatives – both at the 

state and federal level – can be a nerve-wracking task. However, it need not be. To help facilitate 

greater involvement in dietetics advocacy, we have created this toolkit to assist you as you 

communicate with your members of Congress about important pieces of nutrition legislation. 
 

Don’t be intimidated. Your members of Congress want to hear from you: Your passions, your work, 

how you help Iowans live healthier lives. Even if your conversation does not include every 

recommended talking point or discussion topic, simply meeting with your legislator and sharing your 

passion for dietetics is powerful advocacy. 
 

We hope the materials in your toolkit assist you as you share your passion for health & wellness. Please 

do not hesitate to contact us with your questions! 

In health, 
 

Martha McClurg, MPH, RD, 

LD  

 
Lyndi Buckingham Schutt, RDN, LD 
 
Updated 2018 by Lori D. Winborn, MPH, RDN, LD 
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Types of Legislative 
Visits 

 
An in-person visit to your legislator’s office is not the only way to be an effective policy advocate. Here 
are some other ideas* that let you connect with your member of Congress and also showcase the work 
of registered dietitian nutritionists in the state: 

● Extend an invitation to visit a diabetes education class 

● Give a tour of a farm-to-school program 

● Visit a community garden 

● Visit a summer food service program site 

● Tour a WIC or Seniors’ Farmers Market 

● Provide the opportunity for Congress member to help deliver a home delivered meal or visit to 
a congregate dining site 

● Attend a Town Hall meeting hosted by the Congress member 

● Attend a Tele-Town or Virtual Town Hall meeting 
● Work with the affiliate media representatives to set up a radio interview with registered 

dietitian nutritionists and elected officials on nutrition topics of interest to consumers, 
including weight loss, diabetes and school meals 

● Feature registered dietitian nutritionists at Farmer’s Markets demonstrating how to 
prepare delicious dishes using the fresh produce 

*Additional legislative visits ideas courtesy of the Academy of Nutrition & Dietetics 
 
 
 

 
Advocacy tip: Don’t forget social media! Prior and after your visit, be sure to post any pictures, brief 

thank you notes, and other information, tagging your legislator. This helps promote both the dietetics 

profession and your member of Congress. 
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Tips and Outline for Contacting your Member of Congress    
 

The following tips should help guide you through the process of setting up meetings with 
members of Congress in their district office.  You can reach out to offices either by phone or 
email; however a phone contact may be more effective first step. Below are sample phone and 
e-mail requests. Remember to personalize your message as each Congressional office is 
different. 

 
Tips on how to make the request for a meeting 

● You can find your Representative and your Senators at these links. Once you find the               
member of Congress, click on the name of the Congress member. The link will take you                
to their homepage where you will be able to locate their district office phone              
number(s). 

▪ House of Representatives: http://www.house.gov/representatives/ 

▪ Senate: http://www.senate.gov/general/contact_information/senators_cfm.cfm 
 

● Call the office and ask for the scheduler. The scheduler may provide you an email               
address so that you can send the details for the requested meeting. 

 
● State your name, your purpose and describe why you and your colleagues would like to               

meet with the member of Congress in his/her district office. A sample message script is               
provided below. If your affiliate has had any contact or working relationship with the              
member of Congress, be sure to mention it during the conversation or in the email. If                
you are a constituent, be sure to mention in the introduction. 

 
● Make sure to request a meeting with the member of Congress as well his/her district               

staff member. The scheduler may not be able to guarantee that both will be in               
attendance, that’s okay. 

 
● State that you are requesting a 15 to 20 minute meeting or “brief meeting”. State that                

you will be bringing a group of registered dietitian nutritionists and/or dietetic            
technicians, registered from the state/district with you to the meeting. Many offices will             
ask for the names of the individuals planning to attend the meeting. 

 
● The scheduler may ask for additional information, so be prepared. You may need to              

follow up with the scheduler via e-mail, with any requested materials on the issues. If               
you need additional information from The Academy, contact the PIA staff in            
Washington, DC 

 

● Ask the scheduler for the name and e-mail address of the scheduler and any key staff                
members who may be attending the meeting. The scheduler may ask you to follow up               
with each staff member in addition to setting up the meeting. 

 
● When requesting meetings with the House of Representatives – remember to mention            

if you or someone you know is from the Congress member’s district. A member is more                
likely to want to meet with someone who is a constituent. 
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Sample Phone Script – with scheduler 

 

 
Hello my name is and I’m a (insert registered dietitian nutritionist or dietetic technician, 
registered) from the Senator/Representative’s state. (if you are from the Representative’s 
district, mention that) I would like to schedule a meeting with the Senator/Representative in 
August (insert dates if you have time limitations). I would also like to meet his/her district staff 
at that meeting. I’m a member of the Academy of Nutrition and Dietetics – and we’re the 
largest food and nutrition professional association in the country – with over 100,000 
credentialed  professionals working to improve the health  of Americans through food and 
nutrition. 

 
During that time a number of registered dietitian nutritionists and dietetic technicians, 
registered, from the Senator/representative’s state/district will be attending the meeting to 
talk about food and nutrition related policy. 

 
I would like to schedule a meeting (mention that you’ll be bringing  a group of registered 
dietitian nutritionists and/or dietetic technicians, registered from the state/district with you) to 
discuss the Academy’s positions on a number of important food and nutrition related issues. Is 
there a good time in August when we can meet? 

 
Thank you. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5 



 

Sample e-mail 
 

The scheduler may ask you to put your request in writing to him/her or one of the district staff. 
The following is a sample e-mail message, 

 
Dear XXX, 

 
 

My name is and I am a (Insert registered dietitian  
registered) from the Senator/Representative’s home state (if you are from the district, mention             
that). I am a member of the Academy of Nutrition and Dietetics – the country’s largest food                 
and nutrition professional association. 

 

I would like to schedule a brief meeting with the Senator/Representative and the district staff.               
Our goal will be to discuss our legislative priorities which aim to reduce healthcare costs and                
improve the health of Americans through food and nutrition. 

 
I know that the Senator/Representative cares deeply about improving the health of our             
country while lowering costs to the system. We agree and so we would greatly appreciate the                
Senator/Representative’s time to discuss how we as dietitians are working to accomplish these             
same goals every day. Please let me know when in August would work best for the                
Senator/Representative and staff to meet with us. If you have any additional questions, please              
let me know. 

 
Thank you. 

 
 

Respectfully, 
 

Insert your name, credentials 
Insert affiliate position 
Insert affiliate name 

 
 

 

Additional notes: 
 

If the scheduler asks you to identify the issues, or transfers you to one of the district staff you                   
can indicate that you will provide them additional information about the specific issues to be               
discussed prior to the meeting and restate that you would like time to talk about the                
importance of these issues as they pertain to improving the health of Americans through food               
and nutrition. You can also indicate the key issues you would like to discuss are the Preventing                 
Diabetes in the Medicare Act, the Treat and Reduce Obesity Act, and Child Nutrition              
reauthorization. 

 
You may also be asked for the names of the individuals who will be attending the meeting. You                  
can indicate that you will provide that information prior to the meeting. 
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How to Engage Your Member of congress 

Initial Contact  

 

● Contacting your member is easy.  Just go to their website and find the phone number to 
the district office that is closest to you. 

● Call the office and ask for the scheduler, you can ask to schedule a meeting over the phone 

or ask for an e-mail address to send a written request. 

Making the “Ask” 

● When requesting a meeting via e-mail remember to be concise and to the point; members and 
staff read thousands of e-mails and receive hundreds of requests so you want to make sure 
and entice them with to-the-point messaging. 

● Always make your messaging relevant to the district – If there’s one thing members like, 

it’s serving their constituents and fixing problems in the district. 

● Strength in numbers – If at all possible try and schedule a meeting with a group of registered 
dietitian nutritionists or if you invite the member to your place of work try and have more 
than one RDN present.  Having more than one RDN provides emphasis to the meeting and 
importance to the issues. 

Time to Meet 

● What to bring to the meeting 

o You want to bring your leave-behind material for when the meeting/visit is finished. 

o Don’t hesitate to bring along your talking points so you can point out relevant 
statistics or data points on issues.   And bring along any additional information you 
feel is relevant. 

o Your positive attitude and passion for what you do.  That’s what you want the member to 

see. 

● What to say in the meeting 

o Familiarize yourself with the talking points on the various issues and always relate 
those issues back to you and what you do. 

o Have a personal and or professional story ready to tell, preferably one that relates to 
one of the specific pieces of legislation.  Personal stories from the workplace always 
resonate more 
deeply than facts or figures.  These members care about the people they represent and 
so by telling a story about one of their constituents (your patients/clients) you will be 
able to make a stronger connection from the member’s understanding of the issue to 
the actual policy. 

o Always share your story first and then follow it with the relevant facts and figures. 

o Do not be afraid to say “I don’t know”. Nothing is worse than providing false               
information to a member/staffer. Remember you want to be viewed as a reliable             
source. Simply say “I’m not quite sure about that, but I can get you the answer later.” 

 
Follow-up contact 

● Always follow-up 1 to 2 days later with a thank-you email to the scheduler; or member (if 
you have his/her e-mail address). 

● Reiterate your messaging on the things that were discussed in the meeting/visit. 

● Make sure to state that you will be reaching out the member’s relevant staffer to answer any 
question that the member may have had or to provide any supporting materials that were 
requested 
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How to Find Your Legislators 
 

How to find your Iowa Legislature members: https://www.legis.iowa.gov/legislators/find 
 

How to find your United States Congress members: https://www.govtrack.us/congress/members/IA 
 
 
 

Advocacy tip: Visit the websites of your members of Congress to sign up for their weekly e-newsletter. 

These newsletters include various pieces of information, including legislative topics, legislator-hosted 

coffees, and in-district visits. Such newsletters are a great way to stay connected with your members of 

Congress 
 

United States Congress Member Contact Information 
 

Senator Joni Ernst 

Website: ernst.senator.gov/public 

 
Des Moines Office 733 Federal Building 

210 Walnut Street Des Moines, IA 50309 

Phone: (515) 284-4574 Fax: (515) 284-4937 

 

Davenport Office 

201 West Second Street Suite 806 Davenport, IA 52801 

Phone: (563) 322-0677 Fax: (563) 322-0854 

 

Cedar Rapids Office 

111 Seventh Avenue SE Suite 480 Cedar Rapids, IA 52401  

Phone: (319) 365-4504 Fax: (319) 365-4683 

 

Sioux City Office 

194 Federal Building 320 Sixth Street Sioux City, IA 51101 

Phone: (712) 252-1550 Fax: (712) 252-1638 

 

Council Bluffs Office 221 Federal Building 8 South Sixth Street 

Council Bluffs, IA 51501 Phone: (712) 352-1167 Fax: (712) 352-0087 

 

Senator Chuck Grassley 

Website: grassley.senate.gov 

 

Cedar Rapids Office 

111 7th Avenue SE, Box 13 Suite 6800 Cedar Rapids, IA 52401  

Phone: (319) 363-68-32 Fax: (319) 363-7179 

 

Council Bluffs 

307 Federal Building 8 South 6th Street Council Bluffs, IA 51501 

Phone: (712) 322-7103 Fax: (712) 322-7196 
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Davenport Office  

201 West 2nd Street Suite 720 Davenport, IA 52801 

Phone: (563) 322-4331 Fax: (563) 322-8552 

 

Des Moines Office  

721 Federal Building 210 Walnut Street Des Moines, IA 50309 

Phone: (515) 288-1145 Fax: (515) 288-5097 

 

Sioux City Office 

120 Federal Building 320 6th Street Sioux City, IA 51101  

Phone: (712) 233-1860 Fax: (712) 233-1634 

 

Waterloo 

210 Waterloo Building 531 Commercial Street Waterloo, IA 50701 

Phone: (319) 232-6657 Fax: (319) 232-9965 

 

1st District – Representative Abby Finkenauer 

Website: finkenauer.house.gov 

 

Cedar Rapids Office 308 3rd Street SE, Suite 200 Cedar Rapids, IA 52401 

Phone: (319) 364-2288  

 

Dubuque Office 1050 Main Street Dubuque, IA 52001 

 

Waterloo Office 521A Lafayette St. Waterloo, IA 50703 

 

2nd District – Representative Dave Loebsack 

Website: loebsack.house.gov 

 

Iowa City Office 

125 South Dubuque Street Iowa City, IA 52240 

Phone: (319) 351-0789 Fax: (319) 351-5789 

 

Davenport Office 

209 W. 4th Street, #104 Davenport, IA 52801 

Phone: (563) 323-5988 Fax: (563) 323-5231 

 

3rd District – Representative Cindy Axne 

Website: axne.house.gov 

 

Council Bluffs Office 501 5th Avenue Council Bluffs, IA 51503  

Phone: (712) 890-3117 

 

Creston Office 

208 West Taylor Street Creston, IA 50801 

Phone: (641) 782-2495 

 (these are currently down and in the meantime call DC at 202-225-5476) 
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Des Moines Office 

400 East Locust Street Suite 346 Des Moines, IA 50309  

Phone: (515) 400-8180 

 

4th District – Representative Steve King 

Website: steveking.house.gov 

 

Ames Office 

1421 S Bell Avenue Suite 102 Ames, IA 50010 

Phone: (515) 232-2885 Fax: (515) 232-2844 

 

Fort Dodge Office 723 Central Avenue Fort Dodge, IA 50501 

Phone: (515) 573-2738 Fax: (515) 576-7141 

 

Mason City Office 202 1st Street SE Suite 126 Mason City, IA 50401  

Phone: (641) 201-1624 Fax: (641) 201-1523 

 

Sioux City Office 

320 6th Street Room 112 Sioux City, IA 51101  

Phone: (712) 224-4692 Fax: (712) 224-4693 

 

Spencer Office 

306 Grand Avenue P.O. Box 650 

Phone: (712) 580-7754 Fax: (712) 580-3354 
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Current Academy of Nutrition & Dietetics Public Policy Priority Areas 

 
The following pages include additional information about the Academy of Nutrition & Dietetics’ 

current legislative priorities: The Treat & Reduce Obesity Act, Preventing Diabetes in Medicare Act, and 

Nutrition Education in the Farm Bill. Additional current legislation is listed on the www.eatright.org 

website.  For more information on current policy issues, log in to the site and click on the “Advocacy” 

tab, then “Current Legislation.” The issue brief documents included here are to help educate you as a 

registered dietitian nutritionist on the various pieces of legislation. The talking points are helpful to 

guide your conversation as you meet with your legislators and their staff. The leave behind documents 

are for you to give to your legislators after the conclusion of your visit, to provide them with additional 

information and resources as they consider supporting the legislation discussed. 

 
The issue brief, talking points, and leave behind documents are prepared by the Academy of Nutrition 

& Dietetics and are used in this toolkit with their permission. 

 
At the current time, neither the Academy of Nutrition & Dietetics nor the Iowa Academy of Nutrition & 

Dietetics has any specific legislative priorities in the Iowa Legislature. While you may support specific 

pieces of legislation on a personal level, please contact Iowa Academy of Nutrition & Dietetics Public 

Policy Panel members prior to voicing Academy endorsement of a given piece of legislation. Our Iowa 

affiliate must match our actions to that of the Academy of Nutrition & Dietetics to provide a consistent 

message across both our state and the nation. 
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The Treat and Reduce Obesity Act (H.R. 2404, S. 1509) Issue Brief 

 

Bill Summary: 
The Treat and Reduce Obesity Act of 2015 is a bipartisan, 
bicameral bill that was recently reintroduced in the 114th 
Congress by Representatives Erik Paulsen (Minn.) and Ron 
Kind (Wis.) and Senators 
Tom Carper (Del.), Dr. Bill Cassidy (La.), and Lisa Murkowski 
(Alaska). The bill aims to effectively treat and reduce obesity in 
older Americans by increasing Medicare beneficiaries’ access to 
qualified practitioners and safe, approved pharmaceuticals for 
obesity. 

 
Issue Overview: 
The nation is paying the price for overlooking the importance of 
food and nutrition. Over the last 20 years obesity rates have 
doubled among adults, resulting in more than 35% of adults 
living with obesity and 
an additional 33% being overweight.1 Evidence suggests that 
without concerted action, roughly half the adult population 
will be obese by 2040. These numbers are particularly 
troubling because one out of every eight deaths in America is 
caused by an illness directly related to obesity; therefore, 
millions of Americans are at risk from a preventable and 
treatable disease.2 Research studies document the harmful 
health effects of excess body weight, which increases the risk 
for conditions such as diabetes, hypertension, heart failure, 
dyslipidemia, sleep apnea, hip and knee arthritis, multiple 
cancers, renal and liver disease, musculoskeletal disease, 
asthma, infertility and depression. The 
Treat and Reduce Obesity Act offers clinically- and 
cost-effective solutions to the obesity epidemic. 

 
The Costs of Obesity: 
Obesity is an astronomically expensive problem for our nation 
and families. Obesity accounts for 21% of total national health 
care spending, equating to $210 billion annually.3 Medicare and 
Medicaid patients with obesity cost $61.8 billion per year; 
eradicating obesity would result in an 8.5% savings in Medicare 
spending.4 The indirect costs are far higher. Recent data 
indicates that increased health and work-related expenses 
associated with obesity cost an excess of $4,879 for women and 
$2,646 for men annually.5  Many of these costs typically carry 
over into older adulthood. Obesity is a public health crisis with a 
widespread, devastating and costly impact. 

 
Effectiveness of Obesity Management: 
The U.S. Preventive Services Task Force (USPSTF) concluded that 
intensive behavioral therapy (IBT) is an effective component in obesity management. IBT consists of measurement of 
Body Mass Index, dietary/nutritional assessments and intensive behavioral counseling that promotes sustained weight 
loss through high intensity (i.e., regular and frequent) diet and exercise interventions. 

May 2015 
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Studies show less than six months of RD-provided 
nutrition therapy for people with overweight or obesity 
yields significant weight loss of approximately one to 
two pounds per week. IBT provided for six to twelve 
months yields significant mean weight loss of up to 10% 
of body weight, which is typically maintained beyond 
one year.6 

 
The USPSTF reviewed existing evidence and found that IBT 
can lead to an average weight loss of 4 to 7 kg (8.8 to 15.4 lb) 
and improve 
glucose tolerance, blood pressure and other physiologic risk 
factors for cardiovascular disease.7 

 

A USPSTF report indicates that for patients with obesity and 
elevated plasma glucose levels, IBT interventions decreased 
the development of diabetes by about 50% over two to three 
years. These patients also demonstrated improved blood 
pressure, waist circumference and glucose tolerance.8 

 
Benefits of the Treat and Reduce Obesity Act: 
The Treat and Reduce Obesity Act gives the Center for Medicare 
and Medicaid Services (CMS) the authority to enhance beneficiary access for IBT by allowing additional types of health 
care providers, such as registered dietitians, to offer IBT services. To be most effective, obesity management must 
encompass the best standards of treatments, coordination of care and clinical environment. With coordinated care, 
each practitioner delivers the right care at the right time utilizing their advanced skill set and allowing reimbursement 
for only the most efficient and effective services. This is particularly important because studies have shown that 
primary care practitioners are limited in time, training, and skills to conduct the most effective, high-intensity 
interventions.9 In fact, the Institute of Medicine “rate[d] 
dietary counseling performed by a trained educator 
such as a [registered] dietitian as more effective than 
by a primary care clinician.”10

 

 

Allowing registered dietitians to treat obesity is not only 
clinically effective, but cost-effective as well. IBT 
services provided by registered dietitians save 15% of the cost of 
services associated with primary care physicians. Moreover, 
studies show that the cost of losing a kilogram 
of weight is more expensive under a physician ($9.76) than it is 
under a registered dietitian ($7.30).11 This legislation would allow 
for CMS to align coverage with the USPSTF recommendation that 
(1) IBT can produce effective, demonstrable results for patients 
with obesity, and (2), that these services are more effective after 
referral to registered dietitians or other experts and should not 
be limited to primary care providers in the primary care setting. 

 

The Treat and Reduce Obesity Act also revises the 
Medicare Part D statute to allow safe and effective 
pharmacological agents as a 
complement to obesity management therapies. Since Medicare Part D was passed, the U.S. Food and Drug 
Administration approved four obesity drugs. The federal savings estimate of covering weight management drugs under 
Medicare Part D could be $11,400 for a female Medicare beneficiary and $113 for a male Medicare beneficiary.12

 

1 Ogden et al. Prevalence of Obesity in the United States, 2009-2010. Centers for Disease Control and Prevention, U.S. Department of Health and Human Services. January 2012. 
http://www.cdc.gov/nchs/data/ databriefs/db82.pdf 

2 Carmona, Richard. The Obesity Crisis in America. Surgeon General’s Testimony before the Subcommittee on Education Reform, Committee on Education and the Workforce, United States House of 
Representatives. 16 July 2003. www.surgeongeneral.gov/news/testimony/obesity07162003.htm 

3 Finkelstein et al. “Annual Medical Spending Attributable to Obesity: Payer- and Service-Specific Estimates.” Health Affairs, 28, no. 5 (2009). 27 July. 
http://content.healthaffairs.org/content/28/5/w822.full.pdf+html 4 Ibid. 
5 Dor et al. A Heavy Burden: The Individual Costs of Being Overweight and Obese in the United States. The George Washington University, School of Public Health and Health Services, Department of 
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Health Policy. 21 November    2010.    http://sphhs.gwu.edu/departments/healthpolicy/dhp_publications/pub_uploads/dhpPublication_35308C47-5056-9D20-3DB157B39AC53093.pdf 

6 Grade 1 data. ADA Evidence Analysis Library, http:www.adaevidencylibrary.com/topic.cfm?cat=3949. 
7 U.S. Preventive Services Task Force. Screening for and Management of Obesity in Adults: U.S. Preventive Services Task Force Recommendation Statement. AHRQ Publication No. 11-05159-EF-2. June 

2012. http://www. uspreventiveservicestaskforce.org/uspstf11/obeseadult/obesers.htm 
8 Ibid. 
9 Bleich et al. “National survey of US primary care physicians’ perspectives about causes of obesity and solutions to improve care.” BMJ Open 2012:2:e001871. doi:10.1136/bmjopen-2012-001871. 
10 Committee on Nutrition Services for Medicare Beneficiaries. “The Role of Nutrition in Maintaining Health in the Nation’s Elderly: Evaluating Coverage of Nutrition Services for 

the Medicare Population.” Washington, DC: Food and Nutrition Board, Institute of Medicine; January 1, 2000 (published) at 2, 267. 
11 Pritchard et al. “Nutritional Counseling in General Practice: A Cost-Effectiveness Analysis.” Journal of Epidemiology and Community Health, 53 (2009): 311-316. 
12 Brill, Alex. The Long-Term Returns of Obesity Prevention Policies. A Campaign to End Obesity, Matrix Global Advisors. April 2013. 

 

 

 

The Treat and Reduce Obesity Act (H.R. 2404, S.1509) Talking 
Points  
Problem - Obesity: The nation is paying the price for overlooking the importance of food and nutrition. Key takeaways: 
 
More than 35% of adults are living with obesity and an additional 33% are overweight. This represents more than 2/3 of the 
adult population. 
One out of every eight deaths in America is caused by an illness directly related to obesity. 
By 2040, it is estimated that over 50% of adults will be living with obesity and the Medicare population is the fastest growing 
demographic with obesity. 
Obesity costs $210 billion/year and $64 billion/year to Medicare. 
 
 
Solution - A Bipartisan Bill (H.R. 2404, S.1509): 
 
This bill is a clinically and economically effective solution to tackle obesity. Numerous co-sponsors in House and Senate from 
both parties (see FAQs). 
 
Clinically Effective: Removes unnecessary barriers to 
allow a variety of qualified practitioners, such as RDs, to effectively treat and reduce obesity through Intensive Behavior 
Therapy (IBT); and 
authorize coverage for FDA approved weight loss drugs to complement IBT. Research: RDs 2x as likely to help patients lose 
significant weight and increase exercise. 
Experts agree: RDs are the most qualified food and nutrition experts, according to Institute of Medicine (IOM), MDs, and the 
US Preventive Services Task Force (USPSTF). 
 
Cost Effective: 
RDs bill less than other providers, leading to better results at a lower cost. 
The bill allows for coordinated care by increasing efficiency & efficacy. 
Improve healthcare quality & decrease costs. 
 
 
Personal Story:  _ 

 

 

 
 

 
Invite member of Congress to visit your [clinic, hospital, practice] to see an RDN in action. 

Thank you for your time. 
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The Treat and Reduce Obesity Act H.R. 2404 S. 1509 
 

About Us 
The Academy of Nutrition and Dietetics is the world’s largest organization of food and nutrition professionals, with more than 

75,000 members comprised of registered dietitians (RDs), dietetic technicians, registered (DTRs) and advanced-degree 

nutritionists. RDs and DTRs are currently involved in a variety of successful obesity treatment initiatives at individual, local, state 

and federal levels. 

 

As part of the Obesity Action Coalition, the Academy of Nutrition and Dietetics collaborated with its partners to develop this bill 

to tackle the obesity epidemic by expanding Medicare coverage to include additional qualified practitioners and FDA-approved 

medications for patients with obesity. 
 

Please Support the Treat and Reduce Obesity Act 
The Treat and Reduce Obesity Act of 2015 is a bipartisan, bicameral bill (H.R. 2404/S. 1509) introduced in the 114th Congress by 

Representatives Erik Paulsen (Minn.) and Ron Kind (Wis.) and Senators Tom Carper (Del.), Dr. Bill Cassidy (La.) and Lisa 

Murkowski (Alaska). This bill would amend the Social Security Act to enable the Center for Medicare and Medicaid Services to 

enhance beneficiary access to the most qualified existing Medicare providers of intensive behavioral therapy for obesity (IBT), 

resulting in decreased healthcare costs and lower obesity rates among older adults. 

 

Obesity is a Public Health Crisis that Strains America’s Economy 

Obesity is a public health crisis with a widespread, devastating and costly impact.  Over the last 20 years obesity rates have 

doubled among adults, resulting in more than 35% of adults living with obesity and an additional 33% being overweight.1 

Evidence suggests that without concerted action, roughly half the adult population will be obese by 2040. These numbers 

are particularly troubling because one out of every eight deaths in America is caused by an illness directly related to obesity; 

therefore, every year millions of deaths could be prevented if patients had access to effective treatment and prevention 

programs.2 Research documents the harmful health effects of excess body weight, which increases risk for conditions such as 

diabetes, hypertension, heart failure, dyslipidemia, sleep apnea, hip and knee arthritis, multiple cancers, renal and liver disease, 

musculoskeletal disease, asthma, infertility and depression. 

 

Our nation is paying the price for overlooking the importance of food and nutrition related diseases. Obesity accounts for 21% of 

total national health care spending, summing to as much as $210 billion annually.3 Obese Medicare and Medicaid patients cost 

$61.8 billion per year; eradicating obesity would result in an 8.5% savings in Medicare spending.4 Obesity places an enormous 

financial burden on American families, our economy and our nation’s healthcare system. 

 

Current Barriers to Effective Obesity Treatment 
Under current law, Medicare only covers IBT when provided by a primary care provider in the primary care setting; nutrition 

professionals, bariatricians, endocrinologists, psychiatrists, and clinical psychologists are prevented from effectively providing 

IBT. However, primary care providers are limited in their time, training and skills to conduct the high-intensity interventions that 

are scientifically proven to be the most effective to produce the greatest results. The Institute of Medicine “rates dietary 

counseling performed by a trained educator such as a [registered] dietitian as more effective than by a primary care clinician,”5 

and the 

U.S. Preventive Services Task Force (USPSTF) has recommended that IBT should not be limited to primary care providers in the 

primary care setting.6 

 

 

 

The Treat and Reduce Obesity Act is a Clinically-Effective and Cost-Effective Answer  
The Treat and Reduce Obesity Act offers clinically- and cost-effective solutions to the obesity epidemic by ensuring that 

Medicare patients have access to the best possible care at only a fraction of the cost. The bill removes unnecessary barriers, 

which would allow a variety of qualified practitioners, such as registered dietitians, to effectively treat obesity through intensive 
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behavioral therapy (IBT). The bill also authorizes coverage for FDA-approved weight loss medications that complement IBT. 

 

 

The USPSTF found that IBT helps people with obesity lose significant weight and decrease their risk for cardiovascular disease 

and diabetes. Results demonstrated that on average recipients lost 6% of their baseline weight over the course of a year. 

Additionally, they benefited from improved glucose tolerance, lower blood pressure and decreased waist circumference. 

Furthermore, for patients with elevated plasma glucose levels IBT decreased the development of diabetes by about 50% over 

two to three years.7 

 

IBT provided by RDs for six to twelve months yields significant mean weight loss of up to 10% of body weight, which is typically 

maintained beyond one year. Additionally, studies show that RD-provided IBT for people with overweight or obesity yields 

significant weight loss at an appropriate rate of one to two pounds per week.8 

 

Expanding Medicare coverage of IBT to RDs can decrease healthcare costs. RDs are reimbursed by Medicare at a 15% lower rate 

than primary care physicians. Moreover, studies show that it is less expensive to lose weight under the care of a RD than other 

providers.9  Modifying Medicare coverage to include RDs as another direct provider of IBT is a cost-effective alternative and will 

enhance access to the obesity management benefit that only 1% of eligible beneficiaries areusing. 

 

The bill provides coordinated, interdisciplinary care that increases efficiency and efficacy, which improves health care quality 

and reduces costs. To be most effective, obesity management must encompass the best standards of treatments and 

coordination of care. With coordinated care, each practitioner delivers the right care at the right time utilizing their advanced 

skill set and allowing reimbursement for only the most effective services. 
 

View of the Academy of Nutrition and Dietetics on the Treat and Reduce Obesity Act 
The Academy of Nutrition and Dietetics strongly supports the Treat and Reduce Obesity Act, because it provides cost-effective 

and clinically-effective solutions to our obesity epidemic. The Academy is urging members of Congress to co-sponsor and pass 

the bill to ensure that people with obesity have access to the most effective recommended treatment, intensive behavioral 

therapy provided by qualified health care practitioners. 

 

1 Ogden et al. Prevalence of Obesity in the United States, 2009-2010. Centers for Disease Control and Prevention, U.S. 

Department of Health and Human Services. January 2012. http://www.cdc.gov/nchs/data/databriefs/db82.pdf 

 

2 Carmona, Richard. The Obesity Crisis in America. Surgeon General’s Testimony before the Subcommittee on Education 

Reform, Committee on Education and the Workforce, United States House of Representatives. 16 July 2003. 

www.surgeongeneral.gov/news/testimony/obesity07162003.htm 

3 Finkelstein et al. “Annual Medical Spending Attributable to Obesity: Payer- and Service-Specific Estimates.” Health Affairs, 28, 

no. 5 (2009). 27 July. http:// content.healthaffairs.org/content/28/5/w822.full.pdf+html 

 

4   Ibid. 

5 Committee on Nutrition Services for Medicare Beneficiaries. “The Role of Nutrition in Maintaining Health in the Nation’s 

Elderly: Evaluating Coverage of Nutrition Services for the Medicare Population.” Washington, DC: Food and Nutrition Board, 

Institute of Medicine; January 1, 2000 (published) at 2, 267. 

 

6 U.S. Preventive Services Task Force. Screening for and Management of Obesity in Adults: U.S. Preventive Services Task Force 

Recommendation Statement. AHRQ Publication No. 11-05159-EF-2. June 2012. 

http://www.uspreventiveservicestaskforce.org/uspstf11/obeseadult/obesers.htm 

 

7   Ibid. 

 

8   Grade 1 data. ADA Evidence Analysis Library, http:www.adaevidencylibrary.com/topic.cfm?cat=3949. 

9   Pritchard et al. “Nutritional Counseling in General Practice: A Cost-  Effectiveness Analysis.” Journal of Epidemiology and 

Community Health, 53 (2009): 311- 316. 
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The Preventing Diabetes in Medicare Act (H.R. 1686/S. ) Issue Brief 

 
 

 

Overview 
Diabetes is a tremendously costly illness, both in terms of health outcomes and of our nation’s escalating healthcare costs. 
Today, 29.1 million people, or 1 in 10 people in the US, have diabetes; an additional 86 million people are estimated to have 
prediabetes.1    The prevalence of diabetes is even more staggering among those eligible for Medicare. In 2012, over 
one-quarter of U.S. residents aged 65 years and older (11.2 million) had diabetes.2 

 
In other words, 7 out of 10 people eligible for Medicare are affected by 

diabetes or prediabetes. For half of these individuals, however, diabetes 

could be prevented if they had access to a diet and exercise lifestyle 

intervention. 

 
 

The Costs of Diabetes 
One out of every four federal health care dollars is spent treating people with diabetes3. The total cost of prediabetes and 
diabetes to our health care system in 2012 was estimated to be $322 billion, including $244 billion in excess medical 
expenditures and $78 billion in reduced national productivity.4  Combined, this amounts to an economic burden exceeding 
$1,000 for each American in 2012. The average yearly healthcare costs for a person with diabetes is $13,700, with $7,900 due 
to diabetes alone.4 

 
 

Role of Medical Nutrition Therapy to Prevent Diabetes 

Medical Nutrition Therapy (MNT) is 
a nutritional diagnostic, therapy 
and counseling service for disease 
management. When provided by 
an RDN, MNT includes: 1) lifestyle, 
knowledge and skills assessment, 
2) negotiation of individualized 
nutrition goals, 3) nutrition 
intervention, and 4) evaluation of 
clinical and behavioral outcomes. 
To  ensure an individualized 
therapeutic plan, MNT is 
conducted through one-on- one 
sessions between an RDN and an 
individual. MNT provided by an 

RDN is similar         to the  one-on- one counseling provided during national 
trials that were found to prevent diabetes; people receiving MNT have shown 
successful weight loss and 

1 

improved prediabetes insulin markers. 
 
 
 

 

1 Centers for Disease Control and Prevention. National Diabetes Statistics Report: Estimates of Diabetes and its Burden in the 
US, 2014. Atlanta, GA: U.S. Department of Health and Human Services; 2014. 

2 Ibid. 
3 American Diabetes Association (2014). Economic cost of diabetes in the U.S. in 2012. Diabetes Care. Vol 37:3172-3179. 
4 Ibid. 
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MNT is a part of successful diet and exercise lifestyle modification. 

Research shows that MNT provided by a dietitian is an effective 

evidence-based practice that can result in weight loss, obesity 

prevention and improved prediabetes insulin markers which are the 

same essential outcomes of other diabetes prevention programs.5,6,7
 

 
 

Cost-Effectiveness of Diabetes Prevention 

Diet and exercise lifestyle modification programs have       

consistently been shown to be cost-effective and even        

cost-saving methods for preventing and treating diabetes in        

participants, meaning that compared to 

other treatment options, such as medication, diet and exercise 

lifestyle modification programs gives the payer (Medicare) the 

best return on investment.8,9
 

 

Bottom line: 

Research 

shows diet 

and exercise 

lifestyle 

interventions 

are 

cost-effective 

or even 

cost-saving 

treatments for 

people with 

prediabetes. 

 
 

Benefits of 
the 

Preventing Diabetes in Medicare Act (H.R. 1686/S.) 

The Preventing Diabetes in Medicare Act will help to prevent cases of 

diabetes in the Medicare population by allowing medical nutrition therapy to 

be provided by a registered dietitian nutritionist for individuals with 

prediabetes or with risk factors for diabetes. Currently, Medicare covers 

screening for type 2 diabetes, and medical nutrition therapy for diabetes, 

but not for prediabetes. 

 

H.R. 1686 is a bi-partisan bill that was introduced in the 114th Congress by 

Congresswoman DeGette (D-CO) and Congressman Ed Whitfield (R-KY). 
 

 

5 Redmon JB, et al. (2005). Two-year outcome of a combination of weight-loss therapies for type 2 diabetes.  Diabetes Care. Vol. 28(6):1311-1315. 
6 Corpeleign E. et al. (2006).  Improvements in glucose tolerance and insulin sensitivity after lifestyle intervention are related to changes in serum fatty acid profile and desaturase activites: the SLM study. 

Diabetologia. 49(10):2392-2401. 
7 Parker AR, Byham-Gray L, Denmark R, Winkle PJ. The effect of medical nutrition therapy by a registered dietitian nutritionist in patients with prediabetes participating in a randomized controlled 

clinical research trial. J Acad Nutr Diet. 2014 Nov;114(11):1739-48. 
8 Anderson JM. Achievable cost saving and cost-effective thresholds for diabetes prevention lifestyle interventions in people aged 65 years and older: a single-payer perspective. J Acad Nutr Diet. 

2012;112(11):1747-54. 
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9 Chatterjee R, et al. (2010). Screening adults for prediabetes and diabetes may be cost-saving. Diabetes Care. Vol 33(7):1484-1490. 

 
 

 

Problem-Increasing diabetes rates in Medicare population. 
 
Today, 29.1 million people have diabetes, while 86 million are estimated to have prediabetes. Three out of 
four individuals eligible for Medicare are affected by diabetes or prediabetes. 
Total cost of prediabetes and diabetes to the U.S. healthcare system in 2012 was estimated to be 
$322 billion. One out of every three federal health care dollars is spent treating people with diabetes. 
Medicare covers screening for type 2 diabetes, and covers medical nutrition therapy for patients with 
diagnosed diabetes, but not for prediabetes. 
In 2014, there were 46.2 million adults aged 65 and older in the United States; by 2060, this number will 
double to 98 million, putting a greater burden on Medicare. 
 
 
Solution- the Preventing Diabetes in Medicare Act (H.R. 1686/S. ) 
This bill is a clinically and cost effective solution to prevent diabetes in the Medicare population. 
 
Clinically effective: 
Allows Medicare coverage of medical nutrition therapy for patients with prediabetes, or with risk factors 
for diabetes. 
Medical nutrition therapy, provided by registered dietitian nutritionists, is an evidence- based intervention 
that prevents or delays the progression from prediabetes to diabetes. 
Cost effective: 
Medical nutrition therapy used as a lifestyle intervention for individuals with prediabetes is cost-effective 
for Medicare. 
 
Personal story:  
 
 
 
The Ask: Please co-sponsor the Preventing Diabetes in Medicare Act (H.R. 1686/S.), and encourage 
committee chairman to move the bill to the floor for a vote. 
 
Invite Member of Congress to visit your (clinic, hospital, practice) to see an RDN in action. Thank you for 
your time! 
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The Preventing Diabetes in Medicare Act (H.R. 1686/S. 
About Us 

Registered dietitian nutritionists work to improve the health of all Americans 
through access to healthy food and nutrition services. The Academy of Nutrition 
and Dietetics is a nonpartisan organization representing more than 100,000 
registered dietitian nutritionists (RDNs) and dietetic technicians, registered (DTRs) 
nationwide. Weare the world’s largest organization of food and nutrition 
professionals (www.eatright.org). 
 

 
Support the Preventing Diabetes in Medicare Act 

The Preventing Diabetes in Medicare Act (H.R. 1686/S._ ) would 
amend the Social 

 

Security Act to extend Medicare coverage for Medical Nutrition Therapy (MNT) 
services for persons with prediabetes and risk factors for developing Type 2 
diabetes. Under current law, Medicare covers MNT provided by a registered 
dietitian nutritionist (RDN) only for beneficiaries with diabetes and renal disease. 
The Preventing Diabetes in Medicare Act would allow people with prediabetes to 
access MNT services from an RDN, giving them the necessary tools to help 
prevent the development of Type-2 diabetes – a very costly disease. 
 

 
Medical Nutrition Therapy 

Medical Nutrition Therapy (MNT) is a nutritional diagnostic, therapy and counseling 

service for disease management. When provided by an RDN, MNT includes: 1) 
lifestyle, knowledge and skills assessment, 2) negotiation of individualized nutrition 
goals, 3) nutrition intervention, and 4) evaluation of clinical and behavioral 
outcomes. To ensure an individualized therapeutic plan, MNT is conducted through 
one-on-one sessions between an RDN and an individual. MNT provided by an RDN 
is similar to the one-on- one counseling provided during national trials that were 
found to prevent diabetes; people receiving MNT have shown successful weight 
loss and improved prediabetes insulin markers.1 
 
Diabetes in the United States 
Almost 1 in 10 people in the U.S. (or 29.1 million people) have diabetes, and approximately 86 million have prediabetes.2 The 
diabetes burden among people over age 65 is staggering: over ¼ of the Medicare-eligible population (11.2 million) has diabetes.3 

In the U.S., diabetes is the leading cause of death of kidney failure, amputation and blindness and results in higher risk of 
premature death, cardiovascular disease and nerve disease.4 

 
 

 

1 Corpeleign E. et al. (2006). Improvements in glucose tolerance and 
insulin sensitivity after lifestyle intervention are related to changes 
in serum fatty acid profile and desaturase activites: the SLM study. 
Diabetologia.49(10):2392-2401. 

2 Centers for Disease Control and Prevention. National Diabetes Statistics 
Report: Estimatesof Diabetesand its Burden in the US, 2014. Atlanta, GA: 

U.S. Department of Health and Human Services; 2014. 

3 Ibid. 
4 Ibid. 
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Diet and Exercise Lifestyle Modification Programs 
Can Prevent Diabetes 
Several recent studies have shown the effectiveness of MNT in preventing diabetes. A 2014 study from the Journal of the 
Academy of Nutrition and Dietetics (JAND) shows that individualized MNT is effective at decreasing hemoglobin A1c (the gold 
standard diabetes diagnosis marker) in prediabetic patients after 12 weeks.5  Additionally, numerous studies have found that 
lifestyle interventions that result in weight loss are effective at delaying type 2 diabetes in pre-diabetic individuals.6-8  A 2015 
JAND study found that participants enrolled in a 16-week group lifestyle intervention had significant long-term weight loss 
(beyond the program) if they were able to achieve that weight loss by week 5.9  Furthermore, MNT is not only beneficial for 
the patient, but is also cost-effective and cost-saving according to a 2012 JAND study because it is cheaper and more 
individualized than other intensive 
lifestyle intervention programs.10 
 

 
The Cost of Diabetes 
The total cost of diabetes to our healthcare system in 2012 was estimated to be $322 billion, including $244 billion in excess 
medical expenditures and 9 $78 billion in reduced national productivity.  Combined, this amounts to an economic burden 
exceeding $1,000 for each American in 2012. The average 
yearly health care costs for a person with diabetes is $13,700, with $7,900 due to diabetes alone.11 One out of every four 
federal health care dollars is spent treating people with diabetes.12 
 
Diet and exercise lifestyle modification programs have consistently been shown to be cost-effective and even cost-saving 
methods for preventing and treating diabetes in participants, meaning that compared to other treatment options, such as 
medication, diet and exercise lifestyle modification programs gives the payer (Medicare) the best return on 
investment.13,14,15,16,17 
 
 

View of the Academy of Nutrition and Dietetics on the Preventing Diabetes in Medicare Act 

The Academy of Nutrition and Dietetics supports the Preventing Diabetes in Medicare Act (H.R. 1686/S. ), and is 

urging members of Congress to co-sponsor and support passage of the bill. By co-sponsoring and voting for the bill, 
members of Congress would ensure that patients with prediabetes and those with risk factors for diabetes would 
have access to evidence-based preventive services to prevent diabetes. 

 

The Preventing Diabetes in Medicare Act (H.R. 1686) is a bipartisan bill that was introduced in the 114th Congress 
by Rep. Diana DeGette(D-Colo.) and Rep. Ed Whitfield(R-Ky.). 

 
 

5 Parker AR, Byham-Gray L, Denmark R, Winkle PJ. The effect of medical nutrition therapy by a registered dietitian nutritionist in patients with prediabetes participating in a 
randomized controlled clinical research trial. J Acad Nutr Diet. 2014 Nov;114(11):1739-48. 

6 Diabetes Prevention Program Research Group (2002). Diabetes Prevention Program Research Group. Reduction in the incidence of Type 2 diabetes with lifestyle 
intervention or metformin. New England Journal of Medicine. Vol. 346:393-403. 

7 Diabetes Prevention Program Research Group (2009). 10-year follow-up of diabetes incidence and weight-loss in the Diabetes Prevention Program Outcomes Study. The 
Lancet. Vol. 374(9702):1677-1686. 

8 Redmon JB, et al. (2005). Two-year outcome of a combination of weight-loss therapies for Type 2 diabetes. Diabetes Care. Vol. 28(6):1311-1315. 
9 Miller CK, Nagaraja HN, Weinhold KR. Early weight-loss success identifies nonresponders after a lifestyle intervention in a worksite diabetes prevention trial. J Acad Nutr Diet. 

2015;1-8. 
10 Anderson, JM (2012). Achievable cost saving and cost-effective thresholds for diabetes prevention lifestyle interventions in people aged 65 and older. J. Academy 

of Nutrition and Dietetics Vol 112(11):1747- 54. 
11 American Diabetes Association (2014). Economic cost of diabetes in the U.S. in 2012. 
Diabetes Care. Vol 37:3172-3179. 10 Ibid. 
11 Ibid. 
12 Saha, S, et. al.(2010). Economic evaluation of lifestyle interventions for preventing diabetes and cardiovascular disease. Int. J. Environ. Res. Public Health. Vol. 7:3150-3195. 
13 Anderson, JM (2012). Achievable cost saving and cost-effective thresholds for diabetes prevention lifestyle interventions in people aged 65 and older. 

J. Academy of Nutrition and Dietetics Vol 112(11):1747- 54. 
14 Chatterjee R., et. al., (2010). Screening adults for prediabetes and diabetes may be cost-saving. Diabetes Care. Vol 33(7): 1484-1490. 
15 Hoerger T., et al. (2007). Cost-effectiveness of screening for prediabetes among overweight and obese U.S.               
adults. Diabetes Care. Vol. 30(11):2874-2879. 16 Wylie-Rosett J.,et al. (2006). Lifestyle intervention to prevent diabetes:               
intensive and cost-effective. Curr. Opin. Lipidol. Vol. 17:37-44. 
17 Herman W., et. al. (2005). The cost-effectiveness of lifestyle modification or metformin in preventing Type 2 diabetes. Annals of Internal Medicine, Vol. 142(5). 
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Helpful Data* 

Number of registered dietitians in Iowa (as of May 2016): 1046 

Number of registered dietitians in nation (as of May 2016): 94,084 

Obesity prevalence in Iowa (Centers for Disease Control & Prevention, 2014): 30.9% 
 

Attributable health care cost due to obesity (National Conference of State Legislatures, in millions, 

2009): $1,435 (http://www.ncsl.org/research/health/obesity-statistics-in-the-united-states.aspx#6) 
 

Adults diagnosed with diabetes (Iowa, 2014): 225,365 

(http://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html#) 
 

Percentage of adults with diagnosed diabetes (Iowa, 2014): 9.5% 
 

Projected cases of adults with diagnosed diabetes in 2030 (Iowa): 367,691 

(http://stateofobesity.org/states/) 
 

Adults with prediabetes (Iowa, 2014): 167,000 (http://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html#) 
 

Percentage of adults with prediabetes (Iowa, 2014): 6.6% 

(http://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html#) 
 

*Helpful Data compiled from various Academy of Nutrition & Dietetics resources 
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