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ABSTRACT 

DIETARY OUTCOMES FROM THE V-STOP STROKE PROGRAM 

GAYLE LARSEN, B.S. 

MAY2012 

The feasibility of a nutrition class for the revised video teleconference Self

Management to Prevent Stroke (V-STOP) Program was assessed. Veterans at community 

based outpatient clinics that serve the Michael E. DeBakey Veteran Affairs Medica~ 

Center were taught portion control, how to read food labels, and principles of the Dietary 

Approaches to Stop Hypertension (DASH) diet. Dietary intake was assessed using·a 24-

hour dietary recall at baseline, week three, and week six. No statistically significant 

changes were observed in biomedical data or diet; however, at three and six weeks, 

energy and sodium intake decreased. Mean consumption of fruits .and vegetables 

increased betwe·en three and six weeks and low fat dairy product consumption increased 

from baseline to week three. Overall, the nutrition class was well received by Veterans 

and the V-STOP Stroke Program should continue to proyide ~utrition education. 
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CHAPTER I 

INTRODUCTION 

Every year approximately 795,000 people in the United States (US) experience a 

new or recurrent stroke event Approximately every 40 seconds someone in the US has a 

stroke, and every four minutes someone dies from a stroke. When not included with all 

cardiovascular events, stroke is the third cause of all deaths (Lloyd-Jones et al., 2010). 

Stroke is a major cause of mortality and morbidity in the US (Furie et al., 2011) and as of 

2006, an estimated 6.4 million people over the age of 20 had experienced a stroke 

(Lloyd-Jones et al., 2010). The total amount of m~ney spent in 2010 for strokes was 

$73.3 billion and lifetime cost of a stroke to a patient is $140, 048 (Lloyd-Jones et-al., 

2010). 

. . 

Each year 17,000 of those who suffer a stroke are Veterans which places a 

, ' 

significant economic burden on the Department of Veterans Affairs (VA), costing $315 

million annually. It is .commo'n for· the V eterap population to have both modifiable and 

non-modifiable risk fa~tors for stroke with one of the highest risk factors, hypertension, 

affectin.g 8.5 mi.Ilion .Veterans. tJ~fortunately,' there are s_ever~l gaps of evidenced based 

stroke risk management in the Veterans Health Administration (Department of VA, 

2007). 

· The Michael"E. DeBakey Veteran's Affairs Medical Center (MEDVAMC) has 

developed the Self-Management to Prevent (STOP) Stroke Program to help Veterans 
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who are at risk for stroke and stroke recurrence. In the first implementation of.this 

program, the biggest barrier to the program wa~ that patients were required to attend the 

program at the MEDV AMC in Houston, which could be several hours away for many 

Veterans. 

Therefore, a video teleconference (V-Tel) class was created for the VA 

Community Ba.sed Outpatient Clinics (CBOCs) at Beaumont and Richmond, TX. This V

Tel program, called the V- STOP Stroke Program, is in the process of being tested 

through a two phase pilot study investigating delivery; content, and the feasibility of 

undertaking a large scale study of this behavioral intervention program. Early feedback 

from phase one of the V-STOP Stroke study indicated the need for more in depth 

nutrition education. The revised V- STOP Stroke Program has two clinic visits an4 one 

telepho~e follow up. Potential benefits of having Veterans meet together in a group, 

while delivering nutrition information at a more convenient location were identified. 

Therefore, three education group classes were developed ~here all participants meet 

together; one of which focuses solely on nutrition since many standard nutrition based 

interventions have established that nutrition can impact the risk of having a stroke (Furie 

et al., 2011). 

Purpose of the Study 

This study was undertaken to demonstrate the feasibility and effectiveness of 

teaching nutrition through V-Tel group· settings, to expand V-STOP _Stroke Program to 

serve more Veterans, and support future programs for rural dwelling older adults in need 
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of nutrition education. Additionally this study collected the biomedical data and dietary 

intake of the Veterans who had risk factors for stroke or stroke reoccurrence who were 

participating in the V-STOP Stroke Program. 

Research Questions 

This research study was designed to answer the following questions: 

1. What is•the effect of the V-STOP Stroke Program's nutrition component on 

participant's dietary intake of servings of fruits, vegetables, and low fat dairy 

products? 

2. What is the effect of the V-STOP Stroke Program's nutrition component on 

participant's dietary intake of calories and sodium? 

3. What is the effect of the V-STOP Stroke Program's nutrition component on 

·participant's blood pressure? 

4. What is the effect of the V-STOP Stroke Program's nutrition component on 

participant's weight? 

5. What is the mean acceptability of the components of the nutrition class in the V

S TOP Stroke Program? 



CHAPTER II 

REVIEW OF THE LITERATURE 

Strokes 

A stroke is an event when there is a sudden interruption in the flow of blood to the 

brain. The neurons and other brain cells are deprived of oxygen resulting in altered brain 

function. There are two different types of strokes; ischemic and hemorrhagic (Irwin & 

Petrik, 2011 ). Ischemic strokes account for 80% of all strokes. An ischemic stroke is 

caused when the blood vessels to the brain are obstructed with a clot (Irwin & Petrik, 

2011 ). An ischemic stroke can be caused by a thrombus or an embolism. A thrombotic 

stroke occurs when the clot forms in an artery that is very narrow and completely blocks 

the artery. An embolic stroke is when a clot forms in some other part of the body and 

travels to the brain blocking off a smaller artery (National Center for Biotechnology 

Information [NCBI], 2010). 

. . . 

Hemorrhagic sJrokes occur when a blQod vessel in the brain ruptures because of 

h)~pertension or an aneurysm (Irwin & Petrik, 2011). In addition there is ·an event known 

as a mini stroke which "is referred to as a Transient Ischemic Attack (TIA). TIAs are 

characterized by neurological deficits resembling a stroke that resolve within 24 hours 

(Irwin & Petrik, 2011 ). 

Symptoms 

Symptoms of a stroke will usually develop suddenly and may continue on and off 
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for one to two days. Typically symptoms are most severe when the stroke first occurs, but 

may slowly become progressively worse. Strokes can even occur without the victim 

realizing anything is wrong. The sympt~ms that manifest depend on the part of the brain 

being affected. Common symptoms may include headache, change in alertness 

(sleepiness, coma), change in hearing and/or taste, clumsiness, confusion, loss of 

memory, difficulty swallowing, difficulty reading or writing, vertigo, loss of bowel 

control, loss of balance, loss of coordination, muscle weakness usually on only one side 

(face, arm, and/or leg), numbness/tingling on one side of the body, personality changes, 

problems with vision, change in ability to feel pain, pressure, different temperatures or 

other stimuli, and trouble with speaking or understanding speech (NCBI, 2010). 

Treatment 

A stroke should be treated as a medical emergency in order to reduce disability 

and prevent death. Victims of stroke should be taken to the hospital as soon as possible 

for evaluation. The recommended time frame is within three hours of when the stroke 

symptoms begin. If the stroke is caused by a blood clot then thrombolytic therapy, is 

administered to dissolves th~ clot. Additional treatments for strokes include giving 

bloo~ thinners ( coumadin, aspirin, or clopidog!el), medications for _high blood 

pressure, and/or painkillers for headaches (NCBI, ~O 1 O)_. 

Surgery may be performed to resolve the stroke. If an ischemic stroke is 

diagnosed, physicians may be able to identify the clogged vessel and restore blood 
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flow. If a hemorrhagic stroke has occurred, surgery will be required to remove blood 

from the brain and repair the damaged blood vessels (NCBI, 2010). 

Prognosis 

The prognosis for a stroke is dependent on how quickly treatment was received 

and how much brain tissue was damaged. Patients who experience an ischemic stroke 

usually have a better chance of survival than those who experience a hemorrhagic stroke 

(NCBI, 2010). Moreover, patients who have a stroke are at an elevated risk for a second 

stroke over the next few weeks and months. If the thrombolytic therapy was successful, 

symptoms of the stroke may completely resolve; however, many stroke patients are left to 

live with re~idual complications of the stroke (NCBI, 2010). 

Complications 

Common complications from stroke may include breathing food into the airway, 

decreased life span, difficulty communicating, fractures, malnutrition, muscle spasticity, 

permanent loss of brain functions, permanent loss of mov~ment or sensation in one of 

more parts of the body, the loss of mobility' whic.h could lead to extended problems from . 

joi'nt contractures, pressure ulcers, reduced ability to care for self, reduced social 

inter~ctio~s, and addit.ional side ~ffects th~t ·may come from medications prescribed for 

prevention of future strokes or medications prescribed for the different complications 

(NCBt 2010). 

6 ' 



Stroke Prevalence and Cost 

Every year approximately 795,000 people experience a new or recurrent 

stroke event in the US . This means that every 40 seconds someone in the US has a stroke 

and every four minutes someone dies from a stroke. When not included with all 

cardiovascular events, stroke is the third cause of all deaths (Lloyd-Jones et al., 2010) and 

remains a major source of mortality and morbidity in the US (Furie et al. , 2011 ). An 

estimated 6.4 million people over the age of 20 have experienced a stroke (Lloyd-Jones et 

al. , 2010). Fifteen percent of strokes are heralded by a TIA and the risk for a TIA 

increases significantly with age. However, it is difficult to determine the prevalence of 

TIAs because approximately half of all patients who experience a TIA do not seek 

medical attention (Lloyd-Jones et al., 2010). In 2010 the total amount of money spent for 

strokes was $73 .3 billion and lifetime cost of a stroke to a patient was $140, 048 (Lloyd

Jones et al. , 2010). 

Veterans 

From those· 795 ,000 stroke victims in the US, 17,000 of those are Veterans. 

Veterans have both modifiable and non-modifiable risk factors for stroke, with one of the 

highest risk factor~ for stroke, hypertension; affecting 8.5 million Veterans. 

Unfortunately, several gaps of evidenced basea stroke risk management exis~ in the 

Veterans Health Administration (Department of VA, 2007). 

Numerous studies have shown that stroke risk can be reduced with effective risk 

factors management (Gordon .et al., 2004; Salter Teasell, Foley, Bhogal, & Speechley, 
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. . 

2008) .. Optimal stoke risk reduction requires clinicians and patfonts to work together 

(Sacco et al., 2006; Veterans Health Administration DoD, 2003). Clinical management 

should be incorporated with patient education and self-management (The Joint 

Commission, 2005; The Joint Commission, 2009). Despite being recommended in 

clinical practice guidelines, educational support to help patients develop self-management 

skills for stroke risk reduction is not routinely provided (Doroodchi et al., 2008; 

Greenlund, Giles, Keenan, Croft, & Mensah, 2002). The importance of self-management 

support is recognized by the Joint Commission and has recently been added as a quality 

measure (Department of VA, 2007). 

To address this problem, the MEDVAMC has developed the Self-Management to 

Prevent (STOP) Stroke Program to help Veterans who are at risk for stroke and str~ke 

recurrence .. The STOP Stroke Program incorporates a collaborative care model where 

patients and providers partner in the management of stroke risk factors. This 

comprehensive stroke risk reduction program applies the principals of the Chronic Care 

Model (Wagner, 1998) and other well established self-management programs (Glasgow, . 

Christiansen, Smith, Stevens, & Toobert, 2009; Bodenheimer, Lorig, Holman, & 

Grumbach, 2002; Bodehheimer, Wagner, & Grumbach, 2002; Agency for Healthcare 

Research and Quality, 2007; Chodosh et al., 2005; Warsi, Wang, La Valley, ~vo~n, & 

Solomon, 2004) where patients are involved as decision· makers in their care, and are 

taught skills to help them take responsibility for the day-to-day management of the 

multiple chronic health problems that contribute to their stroke risk. Patients receive 
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education about their stroke risk and self-management actions to control stroke risk 

factors in a self-management course. Satisfaction with the STOP Stroke Program has 

been high among patients with all ( 100%) agreeing or strongly agreeing that the program 

helped them .understand their stroke risk factors and supported them in self-management 

to reduce their stroke risk. 

When the STOP Stroke Program began, participants were required to travel to the 

MEDVAMC each week for six weeks. However, some participants reported 

transportation barriers and the cost of gasoline as a major limitation to their participation 

in the program. Therefore, a video teleconference (V-Tel) program was created for .the 

VA Community Based Outpatient Clinics (CBOCs) .known as the V-STOP Stroke 

Program. Video teleconferencing is an efficacious low cost modality used by healthcare 

facilities and providers to provide education, health promotion, consultations and 

psychotherapy to groups (Hatzakis, Haselkom, Williams, Turner, & Nichol, 2003; Hilty, 

Marks, Urness, Yellowlees, & Nesbitt, 2004; Karlinsky, 2007; Kreps, 2002). 

V-STOP Stroke Program 

The revised V- STOP Stroke Program currently includes three group classes 

where all participants nieet together~ one individual follo:w up _counseling telephone 

interview in between classes, and clinic visits at the beginning and end of the six. week 

program. The tw·o ~lasses cover the topics of developing action plan~, checking blood 

pressure, smoking cessation, diet, exercise, and stress management. . The purpose of the 

. . 
pilot V-STOP Stroke Program project was to obtain information regarding the use of 
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video teleconferencing in a self-management education program. The V- STOP Stroke 
. . 

Program was tested through a two phase pilot study investigating delivery, content, and 

the feasibility of undertaking a large scale study of this type of behavioral intervention. 

While there is a great deal of supportive literature on the use and effectiveness of 

telemedicine technologies for disease management and patient self-management, few 

publications were found that specifically discussed the efficacy of group self

management education interventions using video teleconferencing technology. 

From early feedback from the first phase of the V-STOP Stroke pilot study, there 

were many requests from the participants for more in-depth nutrition education. 

Therefore a third class completely focused on nutrition was created as part of the revised 

program for the second phase of the pilot study. 

Role of Nutrition in Stroke Prevention 

Nutrition can play a large role in the prevention of stroke and TIA. Nutrition 

impacts major modifiaple risk factors for stroke including: hypertension, obesity, high 

. ' 
blood lipids, and diabetes (Furie et al., 2011 ). In order to reduce· these risk factors through 

healthy _eating, the V-STOP Stroke nutrition class teaches how to read nutrition fact 

labels, measure appropriate portion sizes, and apply the principles of the Dietary 

Approaches to Stop Hypertension (DASH) eating pattern. Following the DASH diet has 

been shown to aid in not only controlling hypertension but in managing many of the 

major risk factors for stroke previously discussed. 
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Nutrition ·Facts Labels 

As of May 1994, all manufactured foods must display standardized nutrition 

information per The Nutrition Labeling and Education Act of 1990, The nutrition facts 

panel is required to display nutrition content such as calories, fat, saturated fat, 

cholesterol, and sodium, based upon the reasoning that poor diets had been shown to be 

associated with an increased risk of chronic diseases including cardiovascular disease 

(Variyam, 2008) .. The frequency that people read nutrition fact labels and the dietary 

outcomes associated with nutrition label reading has been investigated through several 

surveys. Researchers found that out of 1,450 adults~ 35.2% usually read the nutrition 

labels, 20.1 % read them often, and 24% read them sometimes. Furthermore, there was a 

high statistically significant association with reading nutrition labels and consuming a 

low.fat diet (Neuhouser, Kristal, & Patterson, 1999). In another study the impact of 

nutrition facts label reading on diet was measured and a significant increase in intake of 

. . 
iron and fiber was fourid. However, it was also found that there was no decrease in total 

. . 

fat, saturated fat, and cholesterol intake (Variyam, 2008). Similarly, an analysis of the 

National Heaith and Nutrition Exami~~tion Survey (NHANES) 2005-2006 found· that 

advising patients with chronic diseases· (type 2 diabetes, hypertension, and 

hyperlipid~mia) to change dietary habits resulted in an increase of reading nu~ritipn facts 

labels. The survey included 3,748 partfcipants above the age of 20 years and of those 

participants with chroni'c disease who had been advised to change their diet, 75.4% read 

the nutrition fact labels verses 67.6% of those with chronic diseases who had not been 
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advised to change thefr dfet read the nutrition fact labels. · Overall 71 % of those with 

' ' . . 

chronic disease read the nutrition facts, and 60% of those without chronic disease read 

the nutrition label. Statistical analysis indicated that the odds of reading a food label 

among those advised to reduce calories or weight was 50% higher than those not advised 

to reduce calorie intake. Furthermore, women were three more times likely than men to 

read the food labels, and people with lower levels of education, less income, or who 

were divorced/ separated were less likely to read food labels. Dietary recalls found that 

participants reporting reading the nutrition fact labels consumed less energy~ saturated 

fat, carbohydrates, sugar, and more fiber than those who did not read the nutrition facts. 

However w~en adjusted for BMI, race, sex, age, education, poverty, marital status, the 

only statistically significant findings was that reading ~ood labels was associated with 

lower sugar and higher fiber intake. This finding shows a positive benefit of reading food 

labels since controlling sugar intake is a component of diabetes management and high 

fiber is associated with decreased cholesterol levels (Post, Mainous, Diaz, Matheson, & 

Everett, 2010). 

Portion Sizes 

An increase in food portion sizes over the years is well acknowledged, 

particularly in the restaurant industry. Fast foo'd chains offer two to five times Iaeger 

hamburgers, sodas, and fries today than their original serving sizes. Larger dinner plates 

. . 

are used and larger pans to bake muffins and pizzas. Even new recipe books editions 

report fewer serving yields than their identical older editions (Young, 2003). Increased 
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portion sizes ·have paralleled with increased overweight and obesity rates. Several studies 

seem to bridge the causality of large portion sizes· and overweight and obesity weights by 

linking higher body mass indexes (BMis) with consuming larger portions (Ledikwe, Ello

Martin, & Rolls, 2005). A review of portion control studies found that ri-iany peorle 

reported feeling fuller when given larger portions sizes. However, they did not adjust 

their next meals/ snacks following consumption of larger portions, suggesting that portion 

sizes can override satiety (Ello Martin, Ledikwe, and Rolls, 2005). People who have 

appropriate portion sizes of low-energy-dense foods experience successful weight loss/ 

management through increased satiety and hunger control (Ello Martin et al., 2005). 

Normal wei$ht women given meals and snacks decreased in portion sizes and energy 

density in a lab controlled environment had significant!y sustained reduced energy. 

intakes over two days; additionally, the larger portion sizes led to sustained energy 

intakes for those two days (Rolls, Roe, & Meengs 2006). 

DASH Diet 

Diets low in sodium, saturated fat, cholesterol and high in po"tassium and low fat 

dairy products have been shown to effectively lower blood pressure (BP) (Appel et al., 

2006). The DASH diet emphasizes a high intake of fruits and vegetables, a low intake of 

sodium, and a high intake of low fat dairy products (1 % milk fat or less). The DASH 

eating pattern is specifically outlined as six to eight servings of grains, four to five 

servings of vegetables, four to five servings of fruit, two to three servings of fat free or 

low fat milk products, six ounces or less of meat products, four to five servings of nuts, 
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seeds or legumes, two to three servings of fats and oils, and less than five servings of 

. . 
sweets and added sugars per week (United States Department of Health and Human 

Services [HHS], 2006). The DASH diet has been identified as providing low intakes of 

total fat, saturated fat, and cholesterol and high intakes of potassium, calcium, 

magnesium, protein, and fiber (Lin et al., 2007). . 

Micronutrient Content of the DASH Diet 

Sodium 

The DASH diet endorses limiting sodium (HHS, 2006). The 2100, 2600, and 

3100 kilocalories (kcal) versions of the DASH diets provide approximately 2.9g, 3.4g, 

and 3.9g per day of sodium respectively (Karanja et al., 1999). Meta-analysis of 50+ 

randomized trials found that sodium intake and BP have a positive relationship. These 

studies found that reducing sodium intake for the duration of four weeks or more does 

have a significant effect on BP in both hypertensive and normotensive populations. The 

data in this meta-analysis agreed with the prediction that reduced salt intake would 

reduce stroke deaths by 14% (He & MacGregor, 2002). Another analysis found that 
. ' 

reducing sodium would reduce hypertension, though they stated that there was no 
. . 

evidence supporting a reduction in cardiovascular mortality (Matyasa et al., 2011 ). 

' . 

Furthermore, a different study suggested that a higher sodium intake was related to 

inc~~ased all-cause.mortality in the US popul~tion (Yang et al., 20 i I). 

The INTERSAL T study reported that habitual low sodium intake was associated 

with low-normal systolic blood pressure (SBP) and diastolic blood pressure (DBP) with 
. . 14 · 



little or no rise with age. Linear' and exponential curves· showed an association of higher 

sodium intake ·with greater BP on average. Overall, the analysis showed that SBP/DBP 

was found to be 3-6/0-3 mm Hg lower with 2.3g lower urinary sodium excretion. The 

cross-population analyses found SBP/DBP was lower by 5/2 mm Hg with 2:3 g lower 

urinary .sodium excretion. The INTERSALT study confirmed that salt sensitivity is 

widespread in varying degrees throughout the population (Stamler, 1997). 

Potassium 

The DASH diet consists of eating four to five servings of fruits and four to five 

servings of vegetables, both of which are high in potassium (HHS, 2006). The 2100~ 

2600, and 3100 kcal versions of the DASH diets provide approximately 4.6, 5.1, and 

5.8g/day of potassium, respectively (Karanja et al., 1999). A review of six randomized 

control trials found that potassium had no statistically significance on BP though the 

investigators reported that the evidenced was not conclusive because of the way the trials 

were conducted (Dickinson, Nicolson, Campbell, Beyer, & Mason, 2006). 

Sodium and Potassium Ratio 

Research looking at the combined effect of sodium and potassium expressed as a 

ratio was found to be associated with a significantly increased risk of cardiovasc~lar 

disease and all-cause mortality was greater when sodium to potassium ratios were higher 

(Yang et al., 2011). The INTERSALT Study investigated the significant inverse .. 

relationship between sodium and potassium intake and BP. It was found that potassium 
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excretion was inversely related to sodium excretion. The combination of low sodium 

intake and high potassium intake resulted in SBP/DBP lowered by 6.5-9.3/2.0-4.1 mm 

Hg (Stamler, 1997). 

Calcium 

The DASH diet consists of eating two to three servings of low fat dairy products 

which are high in calcium (HHS, 2006). The 2100, 2600, and 3100 kcal versions of the 

DASH diets provide approximately 1220, 1462, and 1669 mg/day of calcium, 

respectively (Karanja et al., 1999). Metabolic studies and epidemiological studies have 

reported that calcium may have a role in the regulation of BP and have found that people 

with higher intakes of calcium tend to have lower BP. A review of 13 random controlled 

trials by the Cochrane Collaboration found that participants receiving calcium 

supplementation had statistically significant reductions in SBP (lowered by 2.5 mm Hg). 

However, the Cochrane review reported that many of the trials were of poor quality, and 

the evidence was weak (Dickinson et al., 2006). 

Magnesium 

The 2100, 2600, and 3100 kcal versions of the DASH diets provide approximately 

465, 535, and 61 lmg/day of magnesium, respectively (Karanja et al., 1999). Metabolic 

studies have suggested that magnesium may play a role in the regulation of BP. The 

Cochrane Collaboration reviewed 12 randomized controlled trials to investigate the role 

magnesium may play in controlling BP. They found that there was a statistically 

significant reduction in DBP (lowered by 2.2 mm Hg), but no reduction in SBP. 
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However, many of the studies were of poor quality and the evidence is weak that 

increased magnesium 1ntake reduces BP (Dickinson et al., 2006). 

Challenges to Implanting the DASH Diet 

The benefits from the DASH diet will depend upon the ability of the person to 

make long lasting dietary changes, which is a challenge since sodium is so prevalent in 

the food supply due to the overabundance of processed foods (Sacks et al., 200 I). While 

the DASH diet trials have shown that low sodium intake can be achieved, researchers 

noted that it would be difficult to follow outside of a research setting (Sacks et al., 2001 ). 

Another challenge to the DASH is the taste of low sodium products which can often be 

bland. A stu~y was done to find out the acceptability of sodium reduced diets. 

Participants were put on a DASH diet and a control dieJ along with three levels of sodium 

intake (high -3.5g, intermediate -2.3g and low -l .2g). Questionnaires using a nine point 

ranking scale were used to assess the liking and willingness to eat each type of diet. The 

intermediate level of sodium intake was the most acceptable, and the· low sodium level 

was at least as acceptable as the high sodium intakes. In addition the DASH diet had a 

higher score of one point on acceptability than did the control diet (Karanja et al., 2007). 

Estimated Intake of Rural Older Adults 

The majority of Veterans the V-STOP serves are older adults living in more rural 

areas in the south Texas. Previous research has examined diet quality of people "in this 

region of the country. In a study assessing the diet quality of older adults across ethnic 

groups, using the food · guide pyramid, none of the older adults met the dietary guidelines 
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and many over consumed fats, oils, sweets~ and snacks (Vitolins, Quandt, Bell, Arcury, & 

Case, 2002). The Healthy Eating Index {HEI) ~ 2005 diet assessment tool was used to 

examine the diet quality of the older adults living in rural areas in the south .. The HEI-

2005 mean total score was 61.87 out of 100 with a score of 80 being considered 

acceptable. Fewer than 2% of the older adults had acceptable HEI-2005 scores. Half of 

the participants did not exceed recommended amounts of solid fats and sugar. African 

Americans had the highest total HEI score of all the groups with a higher total fruit and 

meat/beans intake compared to any other ethnic group.' Whites consumed fewer whole 

fruits, whole grains, and more milk than any group. American Indians consumed fewer 

oils and sat11:rated fat and more total fruit and energy from solid fats, alcohol, and added 

sugars. All older adults needed to increase intake of no:r:i-hydrogenated oils-and dairy 

products. Additionally all older adults needed to decrease their intake of sodium and 

saturated fats (Savoca et al., 2009). 

Older adults are at higher risk for inadequate diets due to many medical and social 

conditions. Older adults living in rural areas have additional challenges to consuming 

well balanced diets due to distances to a grocery store and lack of public transportation. It 

is estimated that risk for a poor quality diet is even higher for members of ethnic minority 

groups since they tend to have lower levels of education, higher rates of poverty, and less 

access to culturally appropriate health education (Vitolins et al., 2002). 
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Lifestyle Intervention Programs 

Programs applying behavioral plus diet modification~ in free living adults, 

similar to the V-STOP Stroke Program, have been shown to be effective. The Premier 

Clinical Trial was a study conducted to measure the effects of two multicomponent 

lifestyle interventions on BP in free living adults. There were 810 participants with a 

mean age of 50 ± 8.9 years who had pre through stage one hypertension (systolic =120-

159 mmHg or diastolic = 80-95 mmHg). None of the participants regularly took 

medications to control BP. Each participant was randoinly assigned to the behavioral 

lifestyle intervention, behavioral lifestyle intervention with DASH dietary patterns~ or the 

diet advice <?nly control group. Both groups with behavior lifestyle interventions met 

weekly for group sessions for eight weeks, then biweekly for six months, and then . 

monthly for 12 months. The participants received seven individual counseling sessions 

. . \ 

throughout the 18 months. ·self-monitoring, goal setting~ problem solving, and social 

. ' 

support were important aspects the program. At baseline, six, and 18 months, clinical 

measurements were taken along with dietary "recalls. At the baseline all thre~ groups 
I • 

consumed similar ·amounts of macro and micronutdents. The ?ehavioral lifestyle 
' .. . 

intervention with the DASH dietary patterns was more effective than the behavioral 

lif~~tyle intervention g;oup at meeting DASH spe~ific targets and the Daily . 
, . ' 

Recommended Intakes (DRI) for nutrients. The behavioral lifestyle intervention group 

decreas.ed· intak~ of.energy, total fat, carbohydr~te, satu~ated fat; mono~nsat~rated fat, 

polyunsaturated fat, · cholesterol, thiamin, vitamin E, zinc, and phosphorus, with no other 



changes in any of the other vitamins and minerals. The behavioral +DASH group 

decreased intake· of energy, total fat, carbohydrate, saturated fat, monounsaturated fat, 

polyunsaturated fat, and cholesterol, and increased dietary fiber, and many vitamins and 

minerals. The behavioral +DASH group had higher fruit, vegetable, and dairy intake. The 

behavioral lifestyle intervention only group had a mean reduction of BP of 3. 7 mmHg, 

and the DASH group had a significantly higher mean reduction of 4.3 mmHg. Both 

intervention groups statistically decreased the prevalence of hypertension in the 

population of the groups. Baseline hypertension prevalence was 3 8%; at 18 months BP in 

the control group decreased to 29%, the behavioral lifestyle intervention decreased to 

17%, and th~ behavioral + DASH group to 12%. Both intervention groups had reduced 

weight, improved fitness, and lowered sodium intake (~ppel et al., 2003). 

Hypertension 

An estimated 72 million Americans have hypertension defined as SBP = > 140 or 

DBP = ~90 mm Hg (Appel et al., 2006). Meta~analyses ofrandomized controlled trials 

showed that lowering BP reduced stroke risk by 30-40% (Furie et al., 2011 ). Along with 

medications, lifestyle interventions resulting in weight loss, increased physical activity, 

decreased alcohol consumption, and increased consumption of fruits, vegetables, and low 

fat dairy products has been found to reduce BP 'levels (Furie et al., 2011 ). 

· Dietary modifications can be used as an initial treatment before medication is 

prescribed for patients with Stage I hypertension (SBP 140-149 mm Hg, or DBP 90-99 
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mm Hg) and even patients already on medications can have further lowered BP through 

diet adjustment (Appel et al., 2006). 

DASH Diet and Hypertension 

The DASH diet was tested in a randomized controlled study on participants who 

had BP above ! 20180mm Hg. Participants were assigned to eat the typical American diet 

or the DASH diet for 30 consecutive days. Each group was further divided and assigned 

to consume high (3.3 g), intermediate (2.5 g) or low (1.5) levels of sodium. Researchers 

confirmed that the DASH diet lowered BP at all the assigned levels of sodium intake. 

Additionally BP can be lowered by following the DASH diet or atypical diet low in 

sodium. However, the combined effects of the low sodium intake and the DASH diet had . . 

the greatest impact upon BP which was equal to or greater than single drug therapy 

(Sacks et al., 2001). 

Alcohol Consumption 

A lifestyle intervention associated with decreased BP, and thus decreased stroke 

risk, is limited aicohol consumption (Furie et'al., 2011 ). A meta-analysis of random 

controlled trials of self-reported decreased ~lcoho] consumption found participants· 

reduced ~ystol1c BP by 3 .3 mm Hg and diastolic BP by 2.0 ·mm Hg. In addition,' the 

relationship found was· dose dependent (Xin, Frontini,' Odgen, Motsamai, & \Vh~lton, 

2001). 

Neve.rtheless,-there is evidence suggesting that moderate alc~hol consumption 

. .. . . 
lowers BP. For this benefit, men must consume less than or equal to two drinks per day 
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and women less than or equal to_one drink per day. ·Portion sizes equal to orie drink are 

12 ounces of beer~ five ounces of wine, and 1.5 ounces of 80 proof distilled spirits (Appel 

et al. , 2010). 

Obesity 

Obesity, defined as a BMI of 2'.: 30 kg/m2
, is an independent risk factor for 

cardiovascular heart disease and premature mortality (Furie et al. , 2011 ). Ideally 

individuals should achieve and maintain a BMI of < 25 kg/m2 for decreased risk of heart 

disease (Appel et al., 2006). 

Obesity and Hypertension 

Any weight loss, regardless of meeting the BMI goal, can yield positive results 

for BP. In a meta-analysis of the impact of weight los~ on BP reduction, 2-5 randomized 

controlled trials were evaluated which included 4874 participants. The study concluded 

that a 5 kg weight loss resulted in a decrease in systolic BP of 4.4 mmHg and a decrease 

of diastolic BP of 3.6 mmHg (Neter, Stam, Kok, Grobbee, & Geleijnse, 2003). 

DASH Diet and Weight Loss 

The Exercise and Nutritional Intervention for Cardiovascular Health (ENCORE) 

study e,·aluated the effects of the DASH diet in combination with exercise with 114 

overweight (BMI- 25-40 kg/m2
) subjects with ·elevated BP not taking hypertensive 

. . . 

medications. The subjects were divided into three groups; a) the DASH diet, b) the 

DASH diet with the additional weight management interventions of.decreased calorie 

intake and aerobic exercise, and c) a usuardiet for the control group. Those who followed 



the DASH diet with the additional weight management interventions lost on average 8.7 

kg over four months. The group with only the DASH diet intervention lost 0.3 kg and the 

control group gained 0.9 kg over that time period (Blumenthal et al., 2010). Results 

demonstrated that the DASH diet, combined with exercise and calorie reduction, can 

effectively help individuals to lose weight. 

High Cholesterol 

Therapeutic lifestyle modifications to reduce cholesterol are based upon 

decreased consumption of saturated fat and cholesterol, weight reduction, and increased 

physical activity (Furie et al., 2011 ). 

DASH Diet and Blood Lipid Levels 

In the ENCORE study described above, the changes in blood lipid panels for all 

three groups were also examined. The group following the DASH diet with the additional 

weight loss interventions had significantly lower total cholesterol and triglyceride levels 

than the other two groups (Blumenthal et al., 2010). 

In another study, 436 participants followed one of three diets: a control diet, a diet 

high in fruits and vegetables, or a DASH diet for eight weeks. Participants following the 

DASH diet had lower low density lipoproteins (LDL) and high density lipoproteins 

(HDL) cholesterol levels with no significant change in triglyceride levels. These.changes 

did not differ by race. Those following the fruit and vegetable diet had few significant 

lipid changes. Researchers concluded that following the DASH diet would likely reduce 

coronary heart disease risk which may contribute to a stroke. However, further 
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investigation is needed to understand the lowering of HDL levels in the DASH diet 

because higher levels of HDL are protective against heart disease (Obarzanek, et al., 

2001). 

Another study suggesting that the DASH diet improves blood lipid panels divided 

31 subjects with type 2 diabetes into two groups; a) the DASH diet b) the control diet. 
. . 

The st~dy found that following the DASH diet for eight weeks significantly increased 

HDL (+4.3 mg/dL) and lowered LDL (-17.2 mg/dL) levels compared to subjects in the 

control group. Similar to Obarzanek's study, the DAS.H diet did not impact triglyceride 

levels (Azadbakht et al. , 2011 ). 

Diabetes 

· Of the population that experiences ischemic st~oke, 15-33% have diab~tes,. 

suggesting that diabetes may be a risk factor for stroke. Current guidelines for glycemic 

control and BP targets should be followed to decrease risk for complications of diabetes, 

including heart disease. This is best done through diet, exercise, ~ral ·drugs and insulin 

(Furie et al., 2011 ). 

DASH Diet and Diabetes 

. I~ a ~tudy ~f 862 participants, dietary intake was ass·essed by using a· one year, 

1·14-item food frequency interview. Five years later, participants were ev~luated .for the 

development of type i diabetes. Participants were ·assessed on adherence to the DASH 

diet. w·hen the researchers controlled for race and ethnicity there was a strong inverse 
. ~- . 

association between DASH diet adherence and type 2 diabetes only in whites. 
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Researche.r~ conclude~ that perhaps th~ lack of a relationship in minority groups was 

pro~ably due to the. sm~Uer sample size _of minority populations (Liese, Ni.chol~ , Sun, 

D'Agostino, & Haffner, 2Q09) . 

. The ENOCORE study looked at the DASH diet's . ~ff~ct qn glucose response. 

Once again, those in the DASH diet plus weight management group had lower fasting 

glucose blood le.vels and better insulin sensitivity levels than the DASH diet only and the 

usual diet group (Blumenthal et al., 2010). 

In the Premier study described earlier, the researchers additionally measured 

insulin sensitivity with a glucose tolerance test in 52 of the participants. They found that 

the group ":ith the behavior intervention + DASH had significantly more improved 

insulin sensitivity than the advice only control group. ~pecifically the behavior + DASH 

diet group had a 50% increase in insulin sensitivity from baseline over the six month 

intervention period. The group with behavior only interventions had improved fasting 

insulin and glucose levels, but these levels failed to reach statistic.al significance. The 

DASH group had a 35% greater increase in i~sulin sensitivity than the behavior 

intervention group (Ard et al., 2004 ). 

A study with 3 f type 2 diabetic subjects found that those who followed the DASH 

diet for eight weeks had their fasting blood glucose significantly decreased by an average 

. . 
of 29.4 mg/dL and their hemoglobin Ale (Ale) decreased significantly by 1.7% 

(Azadbakht et al., 2011). 
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From the literature, it is apparent how nutrition label reading, portion control, and 

the DASH diet could possibly be beneficial in controlling the major stroke risk factors of 

hypertension, obesity, hyperlipidemia, and diabetes. Evaluating the diets of Veterans and 

studying the impact of an implemente~ education program o,n behavior change can help 

health professionals understand what components of a self-management program such as 

the V-STOP Stork Program are most effective. 
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CHAPTER III 

METHODS 

Participants 

The V-STOP Stroke study included male Veterans who were at least 18 years old 

and had a history of stroke/TIA or were at risk for a stroke/TIA due to multiple risk 

factors. Participants had to read or speak English, have a telephone or telephone access, 

and be willing to participate in the video teleconference group self-management 

education. Participants were excluded if they had severe cognitive or speech defects due 

to previous strokes. 

Study Design 

Recruitment of Participants 

Healthcare providers at the CBOCs at Beaumont and Richmond, TX identified 

patients that met inclusion criteria during clinic visits and ·inquired if the patient was 

willing to participate iri the pilot study. The GBOC healthcare provider conducted the 

language and cognitive screening during that clinic visit. 

Implementation of Class 

The revised V- STOP Stroke Program (phase two) of the study focus·ed to a 

greate·r extent on n~trition by having one entire class focused nutrition and stroke risk. 

The nutrition class was one hour long and taught during the second week of the V-STOP 

six week program. The class covered portion control, the new U.S. Department of 
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Agriculture (USDA) ,Myplate eating plan, how to read nutrition fact labels, and addressed 

how nutrition can modif~ the risk factors of hypertensiot?-, obesity, high cholesterol, and 

diabetes. The DAS~ diet w~s taugh_t and emphasized throughout the entire class. 

Participants were given a booklet for personal reference with information about all the 

risk factors for stroke, which included a section on the nutrition based topics covered in 

the class. 

Dietary Recalls 

Participants were contacted by telephone before the start of the V-STOP Stroke 

Program by the research team dietitian. The participants were asked to provide a recall of 

their food i11:take for the past 24 hours. Participants were then contacted at three weeks 

and six weeks following the nutrition class to obtain ad_ditional 24-hour dietary recalls. 

Information from these recalls were entered into the Nutrition Data System of the 

Nutrition Coordinating Center from the University of Minnesota to obtain estimated 

intakes of calories, sodium, servings of fruits, vegetables, and low fat dairy products. 

Biomedical Data 

Participant's BMI, blood pressure, Ale, and cholesterol were measured at clinic 

visits at baseline and 6 weeks. These measures were collected through the VA 

computerized patient record system (CPRS). 

Nutrition Class Survey 

During the dietary recall at three weeks participants · completed a nine question 

survey about the nutrition class. The survey assessed three domains: educational content 
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of the class, the course methods, and the overall impact of the class. The participant 

responses could range from Strongly Disagree to Strongly Agree (See Appendix E for 

survey). 

Statistics 

Research Questions 

The 24-hour dietary recalls obtained at baseline, three weeks, and six weeks were 

analyzed for changes in intake of servings of fruits, vegetables, and low fat dairy products 

(1 % milk fat or less), along with changes in calories arid sodium intake from baseline. 

Changes in dietary intake, BMI, BP, A 1 c, and cholesterol were analyzed from baseline to 

6 weeks. Al~ ,statistics were done using Statistical Package for the Social Sciences 

(SPSS). Descriptive statistics were obta.ined. Significat?,t differe~ces in the intake of 

calories, sodium, fruits, vegetables, and dairy products from baseline to three and to six 

weeks were tested with the Wilcoxon signed rank test. The P value was set at < 0.05. The 

responses to the survey questions were coded 1 = Strongly Disagree through 5 = Strongly 

Agree, a~d mean responses were calculated for each question and each domain of 

questions. 



CHAPTER IV 

RESULTS 

Demographics 

The study population consisted of 20 male Veterans. The mean age was 63 years 

old with the range spanning from 50 to 75 years old. The race/ ethnic distribution of the 

participants as listed in Table 1 were as follows: 15 White non- Hispanic, one White 

Hispanic, three African American non-Hispanic, and one African American Hispanic. 

The mean level of education was high school +two years. Five participants lived alone, 

14 lived with one other person, and one lived with more than one person. One participant 

had a caregiver. Chronic disease distribution is shown in Table 1. 

Biomedical Data 

Blood Pressure 

The values of systolic and diastolic BP for the participants at baseline and six 

weeks are presented in Table 2. At baseline the mean SBP was 126 ± 13. 7 mm Hg and 

the DBP was 69 ±8.8 mm Hg. At six weeks.the mean SBP was 130±14.9 mm Hg and the 

DBP ·was 70 ±7.8 mm Hg. There was no decrease in BP.There were 18 participants that 

reported having hypertension (Table 1) and all of the participants were taking 

medications to control BP. 
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Cholesterol 

Cholesterol semm levels for the participants at baseline are shown in Table 2. At 

baseline the mean cholesterol value for participants was 164.8 ±31. 7 mg/dL. There were 

not enough participants who had new cholesterol taken at six weeks to analyze changes. 

There were 11 participants who reported having coronary artery disease (Table 1 ). From 

the 20 participants, 19 were taking cholesterol lowering medications. 

Ale 

The values of A 1 c for the participants at baseline are presented in Table 2. At 

baseline the mean Ale value for participants was 7.8 ±1.8 %. There were not enough 

participants who had new Ale taken at six weeks to analyze changes. There were 14 

participants who reported having diabetes (Table 1) ~d all except one of those 

participants was on medication to manage diabetes. 

BMI 

The BMI of the participants at ·baseline ·and six weeks are· listed in Table 2. At 

baseline the mea~ B111 was 34.2 ±_9.7 kg/m2
~ At si~ weeks 18 ofthe.20 parti~ipants had · 

. . . . . 2 
new weights entered. At six weeks the mean BMI was 35 ±_9.6 kg/m . There was no 

decrease in BMI. 
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Table 1 

Race/ Ethnicity and Distribution of Reported Chronic Diseases 

Race/ Ethnicity n(o/o) 

White Non-Hispanic 15(75) 

White Hispanic 1(5) 

Black Non-Hispanic 3 (15) 

Black Hispanic 1 (5) 

Chronic Disease n(¾) 

Hypertension 18 (90) 

Diabetes 14(70) 

Joint Disease 12(60) 

Coronary Artery Disease 11 (55) 

Depression 12(60) 

Liver Disease 0(0) 

Kidney· Disease 3(15) 

Cancer 1(5) 
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Table 2 

Blood Pressure, Biochemical Variables, and BM/ at Baseline and 6 Weeks a 

Variable Baseline (n) 6 Weeks (n) 

SBP (mm Hg) 126 ± 14 (20) 130 ± 15(18) 

DBP (mm Hg) 69 ± 9 (20) 70 ± 8 (18) 

Cholesterol 165 ± 32 (19) 
(mg/dL) b 

Ale (¾t 7 .8 ± 1.8 (20) 

BMI (kg/m2
) 34.2 ± 9.7 (20) 35 ± 9.6 (18) 

a. Mean ± Standard Deviation 
b. Lacked sufficient number ofnew values at six weeks to compare to baseline 
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Dietary Recalls 

Twenty-four hour dietary recalls were conducted at baseline, three weeks, and six 

weeks following the nutrition class. At baseline all 20 participants completed a dietary 

recall. At week three and six, 18 of the 20 participants completed a dietary recall due to 

some· participants not being able to be contacted or refusing to participate. 

Calories 

From the 24-hour dietary recalls the estimated energy intake (Table 3) was 1657 

kcal/day ±_676, at baseline, 1546 kcal/day ±_619 at three weeks, and 1389 kcal/day ±_533 

at six weeks. Change in calorie intake was not significant from baseline to three weeks 

(P=0.30), b.aseline to six weeks (P=0.25), or three weeks to baseline (P=0.35). 

Sodium 

From the dietary recalls the estimated sodium intake (Table 3) was 2942 mg/day 

±_1611 at _baseline, 2494 mg/day ±_817 at three weeks, and 2329 mg ±_1183 at six weeks. 

Change was not significant from baseline io three weeks (P=0.39), baseline to six weeks 

(P=0.20), or three weeks to baseline (P=0.53~. 

Fruit 

From the dietary recalls the e~timateiservings of fruit/ day (Table 3) was: 0.7 ± 

0.9 at basehne, 1·.2 ±_1.4 at three weeks~ and 1·.1 + 1.2 at six weeks. Change was-not 
. : 

significant from baseline to three weeks (P=0.17), baseline to six weeks (P=0.13), or 

three weeks to baseline (P=0.45). As shown in Table 4, at baseline 12 participants were 

not consuming fruit; at week three, ten participants were not consuming fruit; at week six, 
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nine participants were not consuming fruit. At week three and six, one participant was 

consuming at least four servings of fruit. 

Vegetables 

From the dietary recalls the estimated servings of vegetables (Table 3) was 2.4 ± 

1 .4 at baseline, 2.3 ±J .6 at three weeks, and 3.1 + .2. 8 at six weeks. Changes were not 

significant from baseline to three weeks (P=0.60), baseline to six weeks (P=0.59), or 

three weeks to baseline (P=0.50). As shown in Table 4, at baseline four participants were 

consuming four or more servings of vegetables with ail participants consuming at least 

one serving of vegetables. At week three, three participants were not consuming any 

vegetables and four were consuming four or more servings. At week six, two participants 

were not consuming any vegetables and six were consuming four or more servings .. 

Low Fat Dairy Products 

From the dietary recalls the estimated servings of low fat dairy products (Table 3) 

was 0 ±_0.1 at baseline, 0.1 ± 0.2 at three weeks and at six weeks ~as 0.1± 0.2. Change 

was not significant fro_m baseline to three we~ks (P=0.25), baseline to six weeks -

(P=0.50), or three weeks to baseline (P=0.50). As shown in Table 4, at baseline one 

participant wa~ consum.ing 0.5 servings of low fat dairy products. At week three and six, 

three participants were consuming 0.5 servings of low fat dairy products. 
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Table 3 

Energy, Sodium, and Dietary Serving Intakes at Baseline, 3 Weeks, and 6 Weeks a 

Diet Component Baseline (n=20) 3 Weeks (n=l 8) 6 Weeks (n=l 8) 

Energy (kcal/day) 1657 ± 676 1546 + 619 1389 :±: 533 

Sodium (mg/day) 2942 ± 1611 2494 ± 817 2329 ± 1183 

Fruits (servings/day) 0.7 + 0.9 1.2 ± 1 .4 1.2 + 1.2 

Vegetables (servings/day) 2.4 ± 1.4 2.3 + 1.6 3.1+2.8 

Low Fat Dairy Products 0.0±0.1 0.1 +0.2 0.1_± 0.2 
(servings/day) 

a. Mean :± Standard Deviation 
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Table 4 

Number of Fruit, Vegetable, and Low Fat Dairy Products Servings Distribution 

Baseline 
N (%) 

3 Weeks 
N(%) 

6 Weeks 
N (%) 

Servings Servings Servings 

Fruit Servings 

0 1-2(60) 0 10(50) 0 9(45) 

3(15) 0(0) 1(5) 

2 4(20) 2 5(25) 2 6(30) 

3 1(5) 3 2(10) 3 1(5) 

4 0 (0) 4 0(0) 4 1(5) 

5+ 0(0) 5+ 1(5) 5+ 0(0) 

Vegetable Servings 

0 0(0) 0 3(15) 0 2(10) 

6(30) 2(10) 3(15) 

2 6(30) 2 6(30) 2 5(25) 

3 4(20) 3 3(15) 3 2(10) 

4 1(5) . 4 2(10) 4 2(10) 

5+ 3(15) 5+ 2(10) 5+ 4(20) 

Low Fat Dairy Product Servings 

0 19(95) 0 15(75) 0 15(75) 

1(5) 3(15) 3(15) 

Missing 0(0) Missing 2(10) Missing 2(10) 

37 



Nutrition Class Survey 

There were 17 participants who completed the nutrition class survey. The 

questions asked on the survey were divided irito domains based upon content, course 

methods, and over all applicability. The responses were coded 1 = Strongly Disagree 

through 5= Str~ngly Agree, and a mean score was found for each question response and 

for each domain. The mean scores for all the questions along with the domain scores are 

displayed in Table 5. The actual questions can be viewed in Appendix E. Additionally, 

Veterans were asked for any additional comments they had for further improvement of 

the class. The most common documented responses by the Veterans included they · 

enjoyed the· class very much, they learned new information, and they were trying to 

reduce their portion sizes as a result of the class. 
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Table 5 

Nutrition Class Survey Results 

Domain/ Question 

Content 

. Informative 

New Information 

Related Information 

Comprehensive 

Course Methods 

Time Length 

Food fyf od~ls 

Class Understandable 

Booklet Understandable 

Application 

TOTAL SCORE 

39 

Score ( 1 =Strongly Disagree, 5= Strongly Agree) 

4.5 

4.8 

4.5 

4.5 

4.3 

4.8 

4.7 

4.9 

4.8 

4.8 

4.2 

4.5 



CHAPTER V 

DISCUSSION 

The purpose of this study was to demonstrate the feasibility and effectiveness of 

teaching nutrition through V-Tel group settings to Veterans with risk factors for a stroke 

who participated in the V-STOP Stroke Program. In addition, available biomedical data, 

24-hour diet recalls, and nutrition class surveys were analyzed to determine if nutrition 

education had an impact on any of these variables. 

Biomedical Data 

This population at baseline had a mean SBP .of 126 mm Hg and a DBP of 69 mm 

Hg and at six weeks 130 mm Hg, 70 mm Hg, respectively. While the SBP was slightly 

elevated, the DBP was within normal ranges, with a normal BP being 120/80 mm Hg 

(Pagana & Pagana, 2009). Changes in diet and exercise habits are often the first line of 

treatment for patients with only slightly elevated BP and following the recommendations 

in the V-STOP Stroke Program could prove very beneficial, though 100% of this 

population was already on BP medication a!ld finding significant changes over only a s_ix 

week period was not realistic. 

The participant mean cholesterol level was 164 mg/dL which fell within the 

recommended choJesterol levels for good health of <200 mg/dL (Pagana & Pagana, 

2009), though 95% of participants were on cholesterol lowering medications. 
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The participants mean A 1 c was 7. 7% which is above the recommended levels for 

normal individuals (4-6%) (Pagana & Pagana, 2009) and for thos_e with diabetes(< 7%) 

(American Diabetes Association, 2010). Again, with this slight elevation of blood 

glucose, the participants could benefit from following the recommendations in the V

STOP Stroke Program. 

The most prevalent risk factor for stroke was participants' BMI. Mean BMI at 

baseline was 34.2 kg/m2 and at six weeks, 35 kg/m2
. A BMI of 2: 30 kg/m2 is classified as 

obese (Furie et al., 2011) while a BMI of <25 kg/m2 is recommended for decreased risk 

of heart disease (Appel et al., 2006). Participants would benefit greatly from a w~ight 

reduction focused program to reduce this elevated risk factor. 

This study was able to obtain biomedical data .from the participants at baseline 

and six weeks from their participation in the program. However~ in six weeks, seeing 

sig.nificant changes in biomedical data was not likely. 

Dietary· Recalls 

The mean cal~rie intake was 1657 kc,al/day at baseline, 1546 kcal/day at three 

weeks, and 1389 kcal/day at six weeks. There were no significant differences in kcal 

. . 
intake from baseline·to three weeks, baseline to three weeks, or three weeks to six weeks. 

Even from baseline the amount of calories consumed was lower than the normal' amount 

for mafos ·in the 51 + age group; a normal range consisting of 2000~ 2800 calories 

depending on activity level (USDA & HHS, 20l0).There was a decrease over time in 

energy intake which may be from increased portion size awareness and many Veterans 
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personally reporting that at three or six weeks they were trying to eat smaller portions. 

However underreporting may be responsible for this seemingly low calorie intake. Since 

Veterans did not have a guide for portion size to conduct the dietary recall, their portion 

sizes may have not been accurate. Dietary recall validation studies have found that often 

people omit items from a 24-hour dietary recall. Jonnalagadda et al. found that 11 % of 

men underreported in their dietary recalls (2000). Another study found that 4.8% of men 

omitted foods during a dietary recall, but that there was increased accuracy on subsequent 

dietary recalls (Novonty et al., 2001 ). Additionally, several Veterans reported skipped 

meals on the day the diet recall was being conducted due to various appointments ~r 

being away from home during meal time. With the small sample size, missing meals 

could make a big impact on the mean calorie intake, making energy intake appear much 

lower than normal. 

The mean sodium intake at baseline was 2942 mg/day which deceased at week 

three and six to 2494 mg/day and 2329 mg/ day respectively. There ·were no significant 

differences in kcal in~ake from baseline to th[ee weeks, baseline to three weeks, or three · 

weeks to six weeks. The recommended level of sodium intake for adults, age 51 +, those 

with h1gh BP, and/or African Americans (which covers all of the V-STOP Stroke 

Program population) frorri the Dietary Guidelines for Ainericans is 1500 mg/day (USDA 

& H·Hs, 2010). Thus, this study population was ·over consuming sodium compared to 

c~rrent guidelines. A reduction fn sodium intake has been found to reduce hypertension 

(He & MacGregor, 2002; Matyasa et al., ·201 l}though limited changes may be seen in 
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this population due to already controlled BP. The sodium intake may even be 

underestimated due to the same confounders (p01tion sizes, skipped meals, etc.) as 

discussed with calories. 

DASH Diet Guidelines 

The DASH diet is defined by four to five servings of vegetables, four to five 

servings of fruit, two to three servings of fat free or low fat milk products, with low 

sodium intake (HHS, 2006). 

Overall, participants had a baseline mean intake of 0. 7 servings of fruit which did 

increase over the course of six weeks, but not significantly. However, at week three and 

six, one participant was consuming four servings of fruit as recommended by the DASH 

diet. Participants had a baseline intake of 2.4 servings of vegetables, which did not 

significantly increase over the course of six weeks. At baseline and week three, four 

participants were consuming four or more servings of vegetables. At week six, six 

participants were consuming four or more servings as recommended by the DASH diet. 

One of the participants was meeting the recotnmendation for fruit and vegetable intake at 

week three and a different participant was meeting those recommendations at week six. 

In comparison, the Premier study reported the group foll_owing the DASH diet had a 

mean intake of fruits and vegetables servings combined was 4.8 at baseline and 7.8 at six 

months (Appel et al., 2003). The V-STOP Stroke participants had a mean number of 

fruits and vegetables servings of 3.1 at baseline and 4.1 at six weeks. Both populations 
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show that the mean fruit and vegetable intake is lo'-Ver than the recommended range (8-10 

servings) ·of the {?ASH diet. 

An interesting observation was found in the analysis of low fat dairy products. 

Low fat dairy products were defined as products with 1 % milk fat or less. The 

participants w~re consuming zero low fat dairy products at baseline, 0.1 at three weeks 

and six weeks with not one participant meeting the recommended two to three servings 

from the DASH diet. Higher fat dairy product consumption was not noted to be much 

higher and mainly consisted of milk on cereal or cheese which contains a fair amount of 

saturated fat that may contribute to elevated blood cholesterol. Finding low intake of 

dairy products agre~s with other dietary .intake studies of older adult populations (Vitolins 

et al., 2002). Sav~ca et al. found that rural older adults had on average 0.4-0.5 servings of 

dairy products (including all levels of fat content) per day (2009), which is similar to the 

findings of this study. The Premier study found the group following the DASH diet had a 

mean ser;ing ~flow fat'dairy produ.cts of ~.8 per day at baseline ·and 2.3 at six months 

(Appel et al. , 2003), which is higher than what was found in this study. The-lack of dairy 

int~ke in the V-STOP Stroke population may 1mply an insufficient intake of calcium· ~nd 

s~ppieme~tation ·may be warranted, though in_ this study- supplem~nt intake -~·as not 

evai'uated in this study. An inadequate calcium int~ke ~ay lead to additional problems,' 

such as low bone mass, arid contribute to an increased risk of hypertension and 

cardiovascular disease. 
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The limited adherence to the DASH diet was expected as these individuals were 

free ~iving. The initial DASH diet trial study proving the effectiveness of the DASH diet 

was performed with participants receiving all food from researchers. The DASH 

researchers concluded that it would be difficult to adhere to the diet due to the 

overabundance of available processed foods (Sacks et al., 2001 ). 

Feasibility of Dietary Recalls 

While performing the dietary recalls for this small sample size at baseline, three 

weeks, and six weeks was feasible, collecting 24-hour dietary recalls for a larger 

population would be very time intensive and require several researchers. Other me~hods 

to assess dietary intake could be used, such having Veterans keep food logs or having 

Veterans use a web based food analysis program. 

Nutrition Class Survey 

The results from the nutrition class were very positive. The content and course 

methods domains received high mean scores. The domain associated· with the ease of 

applying the nutrition information to the parti,cipant's life did receive a lower a score, 

which was reflected b)'. none of the Veterans meeting all the DASH diet guidelines. Many 
. . 

Veterans did report they were trying to cut down their portion sizes, which can be seen in 

the reduction in the mean calories and sodium·consumed. It was noted that the food 

models were extremely successful which was helpful information since the acceptance of 

the food models using V-Tel delive·ry was unknown. Veterans reported that the nutrition 

class time length of one hour was good. The time length had been a problem in the 
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previous STOP Stroke Program. Demonstrating the effectiveness of teaching nutrition 

through V -Tel in group settings may prove beneficial for developing future programs to 

target rural dwelling older adults in ne.ed of health education. 

Limitations 

This study had several limitations that may have impacted the results. The study 

sample size was small. Participation in the dietary recalls was voluntary and at three and 

six weeks some Veterans were unable to be reached or refused to participate. Since this 

study was part of a larger pilot study there was no control group to compare with the V

S TOP Stroke Program participants. Due to time and feasibility constraints, the Veterans 

were not able to receive a portion size guide to perform dietary recalls and as a result the 

dietary intake ~as probably underreported. The time length of this study was not enough 

. . 
time to see significant changes in BP, cholesterol, A 1 c, or weight. Another limitation was 

that the .population's mean DBP and cholesterol were not clinically high and were already 

well controlled by medications. Thus, the DASH diet had limited benefits for those with 

BP, cholesterol, and A 1 c values already well controlled. 

Finally, the nu.trition survey questions were not validated before use in this study. 

The su~vey was conducted t~ee weeks after the nutritio_n cla~s which may have led some 
. . 

of the Veterans to not remember specific positive or negative attributes of the nutrition 

education clas·s. 
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CHAPTER VI 

CONCLUSIONS AND IMPLICATIONS FOR FURTHER RESEARCH 

This. study demonstrated that having a nutrition class as part of the V-STOP 

Stroke Progr~m was feasible, acceptable, and could benefit the Veterans over the long 

run. Although none of the changes in dietary intakes were statistically significant, the 

number of calories consumed decreased at three and six weeks, the amount of sodium 

consumed at three and six weeks decreased, mean consumption of fruits at three and six 

weeks increased, vegetable consumption increased from week three to six, and low fat 

dairy product consumption increased from baseline to week three. The positive changes 

in calorie and sodium intake indicate that there may be a potential benefit from this 

nutrition education program, although further research is needed using a control group. 

The Veterans were receptive and gave positive feedback about the class and the use of V

T el for a nutrition class. The use of food ~odels to teach portion· control had a 

. \ . . 
remarkable impact upon the Veterans, with inany Veterans commenting that the models 

were very effective. Further evaluation of.the biomedical data needs to be evaluated to 

detect possible ·statistically significant chang~s. 

' . 
This class can be used as a guide for teach.ing preventative stroke nutrition to 

other.groups. It can be further developed to be more intensive, and include requiring 

participants to record food intake for a period of time and possibly meet one on one with 

a registered dietitian for add~tional nutritional counseling. Using the DASH diet in a free 
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living setting was not realistic for this group of subjects, but the principles should 

still be taught and encouraged. The need for increased dairy product consumption should 

be promoted. to this population to prevent other undesirable health consequences, such as 

loss of bone mass. 

Overall, teaching an entire class on nutrition using V-Tel technology was feasible, 

positive, and provided the Veterans with needed health information to help lower their 

risk for stroke and stroke reoccurrence. 
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Subject lnftlals: ------------------------------
Prtnclpal lnv.atigator. JANE ANDERSON VAMC: -----
H-271.S • FEASIBIL11Y OF IMPLEMENTlNG VTB. SELF MANAGEMENT TO PREVENT STROKE 

-STOP) 
Provld•r Partlctpatlon 

Background 
\Ne have implemented the Self-management TO Prevent (STOP) Stroke Program at the Houston VA 
faclltty. This comprehenaJve stroke rtsk reduction program Includes three essential componenta: 1) a 
specialty strOka risk reduction cllnlc. 2) a stroke specific Mtf-management course. and 3) a clinical 
decJalon support tool that is acceulble In the computerized patient reoord system (CPRS). The 
componenta of the STOP Stroke Program are cSeslgned to facilitate both patients and providers In 
partner'9hlp toward atroke risk reduction. In lmpleme~g thla program, we found travel distance to be 
the moat 9'gniflcant ban1er to diuemfna11on of this intet'Wfltion. Nov_. approaches to Implementation 
wlthin comrnunlty-beNd aettinga to reach rural Veterans a,.. n.eded. 

Purpoae 
The overall objective of thla pUot pro~ is to determine tf a video teleconferencing (VTEl) <Mlivery 
mod~ fOf the STOP Stroke Program (herein referred to as V..STOP) fa a feUlble strategy to Improve 
acceH to self-management education end specialty care for rural Veterans. 

ThJa propoMCI .-...arch wtll prcwtde vaJuable preHmJna,y knOYtiedge to gukte • larger efflcacy·tna1 on 
the use of VTEL for Hlf-management education in conJunctk>n wtth apeclatty clinic care. If this 
methOdok>gy proves to be a benefteleJ care delive,y method fw group self-management educations 
and specialty cKnJc care It could be expanded u a model for other risk reduction programs. 

ProcedurN 
The reaearch wm be conducted at the following Jocatk>n(a): Baylor College of Medicine, Michael E. 
O.Bakey Veterans Affaira Medical Center. 

We wW pilot the implementation of V-STOP at three Community Baaed Outpatient Clinic (CBOC) sites 
using the same program format and materia!I that are currently used for the STOP Stroke Program at 
the MEOVAMC. Patient partidpanta wUI be enrolled In a 6-wNk a.ff-management Intervention that 
Includes 2 group self-management ciaaa ... 2 vleits In a stroke risk reduction dfnlc, and • individual 
telephone counaenng seaak>na. The group self-management daases are provided in conjunction with 
the atroke risk reduction cllnlc vislta during weeks 1 and •· The lndMdual telephone counseUng 
seaaiona are provided during WHks 2. 3, 5 and e. The key difference between the STOP Stroke 
Program proYlded at the MEOVAMC and the V..STOP lnteNention provided a1 the CBOCs la that 
Video-Teleccnf«endng (VTEL) wfll be used to delver the group ••If-management classes and the 
stroke risk reduction specialty elnlc visits. · · 

We are Inviting all Ctlniciana at the Beau~nt. Lufldn and Richmond CBOC aitea to participai. in 
seml-atruct\Jred interviews to solicit feedback on .. tem· Carriers and faciliUnors to im l&mentin the 

,...,OM, -- 1~1081 
8CIII AptW"CWal tf'Offl S.~ OI, 2010 to JU,, ff, 2011 Chair lntdala: J. K. 
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VA RESeARCH CONSENT FORM HtPMCOt1'1)111nt 

SubJKt Name: Date: ---------------------- -----
SubjKt lnittala: ------------------------------
Prtnc~t lnvNtlgator: JANE ANDERSON VA.MC: ------------------- -----H-27145. FEASJBIUTY Of IMPLEMENTING VTEl SELF MANAGEMENT TO PREVENT STROKE 
(V-STOP) 
V-STOP program. Yoo will NOT be required to deltver or observe the V-STOP program. rather you 
wtll be aaked tor feedback to hetp us unders18nd how the program Impacts cilnlcaJ and admlnlstrative 
flow at your CBOC. You will not be asked spedftcs about the content of the V-STOP program. 

lntaNiew questions wll be focused on how the program la received when Introduced to your pa0ents. 
You wUI be asked If the program Interferes with the flow of clnk: activities and to Identify the best time 
of day and best dikyt Of tM WNk to offlltr the progn,m LRM,cJ on clnlc flow. We wifl elicit Information 
on the effect of the program on available apace at your CBOC facility and If thore are undue 
interruptJons In cAnlc actMties doe to technic:aJ matfunctJona wttti V-Tel equipment. 'We will Incorporate 
you, reapon ... into our lmpJementatlon atrateglos for V..sTOP. The length of the Interview wtl be no 
longer than 30 minutes. To rnln&nae any burden on you, we wtB complete antervtews etthe< In person 
or by telephone at a tlme that is convenient for you or by email. lntervfews may be audk> taped and 
only nn.t names wfJ1 be lncb:led on the tape trMsaiptlons to retain oonfldonttaftty. · 

Potential Riska and Dlscomfortl 
There la tho poeslble risk of inconveniec:e due to interruptUon of your schedule. AH efforts wiU be 
made to achedule lntoNiews at your conven6ence and 8000rdlng to you, timetable. · 

Thete is also the risk of a breech of confidentiality. To avokt this poaaibte r•k. all data and audk> tapes 
wtl be NCUl8d In a locked cat>,net In a locked offloe. Only lrst names wtlJ bo used In the Interviews 
that are being audio taped. Once data has been obtained from the audio tapoe they wifl be erased. 

Study staff wi11 update you In a timely W1rJ on any new lnformaUon that may affect your dedsion to 
stay in the study. 

Pownttala.neftts 
You wil recefve no direct benefe from your pe,tidpatlon in this study. However. your participation may 
help the inY8&tigaton better understand ff video-teleconfetendng is an effectNe means of delivering a 
aeW-manegment program for vecerans who live a distance from the primary VAMC and ina1ead 
receive thff' care at Community Outpatient Based Cllnk:s. 

Th• projeet is the fnt formal reseatdl propose) focu&ed on determining effeettve delvety methods for 
the specialty elnic and aelf..management course. Thia proposed te6ee1d'I wtl provide valuable 
prenmmry knowledge to guide a latger efficacy trial on the use of VTEL for aeff-management 
education In conjunction with spectaly dnic care: If thks methodology proves to be a beneficiaJ care 
deHvety method for group sett-managemem educations and e.pedalty clinic care It could be expanded 
aa a model fo, other risk reduction programs. 

:.': 10-10N 
LM1 Ai••~ 911"'2011 9CII AH'ffeJ fY'Offl l1p•mc., O&. 2010 to Jt.llf '11, 2011 CMlt lnltla .. : J. K. 
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VA RESEARCH CONSENT FORM H1PMcomp1an1 

Subject Name: _____________________ Date: ____ _ 

Subject lnltlala: ____________________ ...;_ _______ _ 

Prtnclpal lnv•tlgator. JANE ANDERSON VAMC: -----
H-271•5 • FEASIBIUTY OF IMPlEMENTING VT'El SELF MANAGEMENT TO PREVENT STROKE 
(V-sTOP) 

AbmatlVM 
You may chooM to not participate In this study. 

Subject Coats and Payments 

You will not be asked to pay any costs related to thiS research. 

You wil not be pakJ for takw)g part in this study. 

SubjKfs Rights 
Your slgnattn on this consent form means that you have received the information about thia study 
and thet you agree to YOluntNr for this research a1Udy. 

You wll be given a cov, of this signed form to keep. You are not gtving up any of yoor rights by 
signing this form. Even after yoo have aigned thia form. you _may change your mind 81 any tJme. 
Please contact the study staff lfyou decide to atop taking part In ttu study. 

If you choose not to take part In the research or if you decide to s1op taking part later. your benefits 
and servk:os wUI stay the same as before this study was dlscusaed with you. You will not lose these 
benefib. seNtces. or rights. 

Your Health lntormatlon 

Your signature on this form means that you glYe permission for the use and disclosure of your 
protected health information for this research study. Fedef&l law requires that the Michael E. Oebakey 
Veterans Affairs Medical Center p,otect health Information llnked to your Identity. The procedures 
MCtion ebo"8 providee the spodflc informatiOn and the per10n(1) who would use or dladose k. 

If you decide not to give your permiseion for ~ use and diack>eure of your protected heatth 
information aa we have descrtbed for this study, you wtU receive acceu to the same treatment. 
payment. enroUrnent o, elgfbRy ror benefu u you no,maUy would. 

People who give medical care and ensure quality 'tom the institutions where the research ls being 
done. the sponsor(•) listed in the sections above. ~ of the sponsor, and regu&atory 
agencieS such as the U.S. Department of Heatth and Human Services wfl be allowed to Joo« at 
aectiona of your medieaJ and research records related to this study. Because of tho need tor the 
lnwatigator and study staff to release informatlon to these parties. complete privacy cannot be 

guaranteed. 

::: 10-1086 
u,etAmeoct11•1t: 111412011 BCII~ hoa~Ol.201010,Jvlr27,2011 CMlrt~J. K. 
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VA RESEARCH CONSE'NT FORM HtPM~ 

Subject Name: _____________________ Date: ____ _ 

Subj.ct lntUala: ----------------------------
Prtnclpal lnveatlptor. JANE ANDERSON VAMC: -----
H-27145 • FEASIBILITY OF IMPLEMENTING VTEL SELF MANAGEMENT TO PREVENT STROKE 
(V•STOP) 

ff you decide· to take part in the study, your protected hearth Information wiH not be given out except as 
allowed by the regulations or as described In this form. The resub of the data from the study may be 
published. However. you w.l not be identified by name. People who receive your protected health 
information may not be required by FedenlJ p,tvacy laws to protect tt and may share your Information 
with others wlhout your pennlsslon, If permitted by l8wa governing them. 

You may decide that you no longer alow protected health information that identiflea you to be used or 
disdoced for thla research study. Contact the study staff to ten them of this declsk:>n, and they wil give 
you an address so that you can Inform the lnwatiga10r In writing. The Investigator wtn honor this 
dedaion unless the researchers have already acted In reliance on your Information. Then M wil noc be 
po1Slble to honor your decision In thka way. 

The people listed above wtn be able to acceu your Information fo, as long as they need to, even after 
the study Is completed. 

The lnYeatigator, JANE ANDERSON, and/or someone he/she -appoints In his/her place will try to 
answer au of your questions. If you have question• or concems at any time, or If you need to report an 
injury related 10 the ,...,-ch, you may speak wtth a membef of the study staff: JANE ANDERSON at 
713,.794.-8079 during normal busineu hours. 

Members of the Institutional RevieW Board fot Baylor College of Medicine and Affiliated Hoaptala 
(IRB) can aJlo answer your questions and concerns abOut your rights H a research 94.Jbjeet. The IRS 
office number• (713) 798-6970. Cal the IRB office if you would like to speak to a person 
Independent of the investigator and research staff for oomptainta about the research, It you cannot 
reach the research staff. or i1 you wtah to taJk to someone other than the research staff. 

Under Federal Regutationa. the VA Medical facility shaft provide necessary medical tre81rnent to you 
as a reaearch tubject ~\Nd aa a rewh by participation in a research prqec:t appt(Mr,d ~ a VA 
Re.search and OeveJopment Committee and conducted under the 1Upervlalon of one or more VA 
employ8N. This requirement does not appfy to tteatment for injuries that result from non-compliance 
by ·a research subject with study proceduf'N. If you sustain an Injury as II direct result ol your t1udy 
pa,tJdpetion. medk:al care will be p,ovided by the Michael E. Oeaakey VA Medk:al Center. The 
Department of Veterans Affairs doeS not normaly Rf'OYide any <>Cher foon of compensation for lnjuy. 
you do not waive any labiJity rights for peraonal iflurY by signing this form. 

You may withdraw from this •tudy at any time without penalty or~ of VA or other beneffls to 
which you.,. entffled. Your fNU11Clpatk>n wflt not affect the wr, you now pay for m.ctlcal e•,. 
at the VAMC. tf you would llke to verify the valktlty of the •tudy and au1hortzed contacta, you 
may epMk with the Michael E. 0.Bakey Veterans Affairs Medical C•nter RNHtCh Office at 

:.-: 10.10N 
US&Nf'Wldllilll~ 8114'2011 8Cflll~ frotl~Ol.20101o,MJl'7,2011 Che.lrtnaw•:J.~ 

66 

....... 



VA RESEARCH CONSENT FORM HIPM~ 

Subject Name: ______________________ Date: ____ _ 

Subject lnltlala: ------------------------------
Prtnclpal Jnvntlgator: JANE ANDERSON VAMC: -----
H-27145 . FEASIBllllY OF lMPlEMENTING VTEl SELF MANAGEMENT TO PREVENT STROKE 

-STOP) 
713-794-7918 or 713-794-756'. 

:.-: 10-10et 

L.c At••41• .. llt e/1412011 9CM~ hoa~WOl.2010IO.Ju)JJ1. 2011 C,.,tnlUNa: J.K. , ... s-• 
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V-STOP Stroke 24 Hour Dietary Recall 
Veteran's Name: 

~ -
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Time Food Item Brand Method of Pre p Lowfat, e tc.) Amount 
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Lesson Plan 

Title V- STOP Stroke Nutrition Class 

Target Audience __ V_e_t_e_ra_n_s_w_it_h_s_t_ro_k_e_r_is_k_f_a_ct~o~r~s ____ _ 

Terminal Objective 

• Veteran/ caregiver will verbalize understanding how healthy 

eating will reduce the sfroke risk factors of hypertension, 

obesity, hyperlipidemia, and diabetes. 

References 

Preparation 

The Veteran's Self-Management Guide to Stroke Prevention 

Script for STOP Stroke class 

Power point slides 

Terminal Concept 

• Healthy eating can reduce the risk factors of hypertension, 

obesity, hyperlipidemia, and diabetes. 

All the real life objects li~ted on page 19 of, The Veteran's Self-Management Guide to Stroke Prevention 

Food Models 

Plates, cups, bowls 

Sodium handouts from the VA - for reference 

Sample DASH menus - For _reference 

Set of measuring cups 

Carbcounting exchange list booklet 

Introduction 
Heilo, Welcome back to the STOP Stroke Course. My name is [State 

Name] I am a [Describe position) here at the VA Medical Center. 

Today we are going to be talking about how nutrition impacts your 

stroke risk factors. We will cover the basics of portion control and 

nutrition label reading and then we will go through how to eat for each 

of the risk factors of hypertension, obesity, high cholesterol, and 

diabetes. We will also cover the new MyPlate. At the end of each 

segment I will let you ask what questions you have about what we 

have just discussed. 



Supporting Objectives Script Time Learning Experience 

Veteran/ caregiver will Let's do some brainstorming and list what are we trying to accomplish by Smin Veterans list benefits to 
verbally identify the goals of eating healthy? healthy eating 
healthy eating and how these 
goals reduce the risk for a 
stroke 

Veteran/ caregiver will be able The first thing we are going to discuss is portion sizes. I will show you Smin Go through serving sizes of all 
to choose appropriate food what one serving is equal to and then we will discuss how many servings the food groups. Use food 
portion sizes you need each day later. models and common 

One serving= household objects. 
Starches= 1 piece of bread/ CD,½ c. pasta, oatmeal, or beans 
Fruits=½ c. raw fruit, 1 medium fruit/ tennis ball,½ c. 100% juice 
Dairy= 1 c. milk, 1 oz cheese/ 2 pair dice 
Veggies= 3 -Yi c of vegetables 
Meats= 3 oz deck of cards/ size of palm 

Be aware of the size of bowls, plates, and glasses you are using. Using Smin Display different size cups 
smaller plates, bowls and glasses will lead to us eating less but mentally from 8oz to 32oz and different 
still thinking that we have eaten enough. bowl sizes. 

What questions do you have about portion sizes? Discuss questions 

Veteran/caregiver will be able There is an additional new tool to help with portion sizes. It is known as Smin Display MyPlate 
to explain the new MyPlate. the MyPlate. It shows how much of your plate should have what food 

groups. 

What questions do you have about the MyPlate? Discuss questions 



Veteran/ caregiver will be able Now you won't always have me here to tell you what is healthy and Smin Display nutrition label 
to correctly interpret the what you should eat so I am going to teach you the most valuable tool 
nutrition facts label on any that you can take with you. It is how to read a nutrition label. 
food item 1. You must first check the serving size. The nutrition facts are for that 

\ 
serving size. 

2. You next will look at the calories 
3. Next look at fat especially saturated and trans fat 
4. · The next item is cholesterol. 
5. Most importantly is sodium or salt. This is listed in mg. You want to 

consume less than 1500 mg. You don't need to count if that doesn't 
work for you but you do need to follow the guidelines we give you. 
Items over 300 should be used with caution. 

6. Last is carbohydrate if you have diabetes. You look at the grams here 
(not at the top of the label). You don't need to worry about the 
sugars because it is included in the total carbohydrate and the total 
1s what Wf! are concerned about. 

7. Don't look at these percentages. There are based off a general diet 
and don't apply well to everyone 

What questions do you have about reading a nutrition label? Discuss questions 
If you forget what to look for on a nutrition label, on page_ of your 
bookletthere a copy of the nutrition label with explanation. 

Now we are going to go through each of the risk factors for stroke that 
can be impacted by diet . If you have the risk factor that we mention it is 
important to listen to what I say and follow the advice I give to help 
manage that risk factor. 

Veteran/ caregiver wi!I The most important risk factor for stroke that can be managed by food 5 min Review DASH eating plan 

verbalize understanding of the choices is high blood pressure. pages in the booklet. 

DASH Eating Plan High blood pressure/ hypertension can be managed by the DASH eating 



plan. The DASH eating plan consist of 4-5 servings of fruit/ day, 4-5 
servings of vegetables/ day, 3 servings of low fat dairy products and low 
salt intake_ The guidelines say that you should limit your consumption 
of salt to 1500 mg. The DASH diet can be as effective as single 
medication therapy, though it's very important that you still take your 
medication as prescribed. The guidelines for this eating plan are outlined 
on page_. I want to challenge each of you to follow this DASH eating 
plan. 

What questions do have about the DASH Eating plan? Discuss questions 

Veteran/ caregiver will identify Most importantly you need to avoid salt. Let's look in the booklet on Smin Review tips from booklet to 
realistic changes to limit salt in page_ for common sources of sodium. (Review list) As you can see avoid sodium 
his/her current diet the most common source of sodium is processed foods 

Luckily there are lots of low sodium options out there. There is Ms. Dash 
for seasoning and look for and use foods labeled low sodium/ free 
sodium. Have veterans discuss changes 
What changes can you each make to lower to your intake of sodium? 5 min they can make to consume 

less salt 

What questions do have about lowering your sodium/salt intake? Discuss questions 

Veteran/ caregiver will identify Now let's talk about being overweight and obesity. Excess weight can Smin Review tips from booklet to 
realistic options to decrease elevated your blood pressure increasing your risk for stroke. The best lose weight 
bodyweight through diet way to manage this risk factor is eat correct portion sizes and exercise. 

Let's discuss the tips on how to lose weight on page __ in the booklet 
(Review the list). 

Have veterans discuss changes 
What changes can you make to lose weight? Smin they can make to lose weight 

What questions do you have about eating losing weight? Discuss questions 

Veteran/ caregiver will identify Now let's talk about high cholesterol. Higher cholesterol levels increase Smin 



foods to limit to control high your risk for stroke. The thing that impacts cholesterol the most is 
blood cholesterol actually not cholesterol but saturated and trans fat. 

We want to limit these in the diet as much as possible. 
Saturated fat is in butter, margarine, anything that contains 
butter/margarine like baked goods or buttered popcorn, snack crackers, 
potato chips, animal fats. Essentially fat that is solid at room 
temperature is saturated. Trans fats are even worse than saturated fats. 
They are found in baked goods that sit on the shelf and frostings. Most 
'things have gotten away from using trans fats but always read the 
nutrition facts label to make sure. 
While the cholesterol you eat doesn't have the strongest impact on your 
cholesterol it is still important that you watch how much you eat. 
Cholesterol is in every animal product. 1 Egg has 200 mg which the total 
amount recommended for the day. 

What questions do you have about cholesterol? Discuss questions 

Last let's talk about diabetes. How many of you have had prior diabetes lOmin 

Veter an/ caregiver will identify education on how to eat to manage your diabetes? 
how to self -manage diabetes As a review or for those of you who have not received education it is 

important to remember 1 serving of carbohydrate= 15g of 
carbohydrates. Remember to read your food labels to know how many 
grams are in a serving. Men need 12-15 servings of carbohydrates/ day 
that is 4-5 servings each meal if you just have 3 meals/ day. You may 
have less at meals if you want/ need snacks throughout the day. Not 
only diabetics can follow this diet and have the benefits but anybody can 
lose weight too if they control their carbohydrate intake. Controlling 
your carbohydrate intake can be done while also following the DASH 
eating plan. 

Let's review portion sizes and carbohydrat'e content. 
Each of these equals 1 serving of carbohydrates of 15g. 
Starches= 1 piece of bread, 1/3 c. pasta, oatmeal, or beans 



Fruits=½ c. raw fruit, 1 medium fruit,½ c. 100% juice, 1/3 c. sugar juice 
Milk= 1 c. milk 
Veggies= 3 -½ c of vegetables 
Sweets= varies - look at nutrition facts of each item. 

Use plate and food models 
Let's see how easy it is to count carbohydrates when eating a meal. and build several meab with 

4-5 servings of carbohydrates 

~L 
Closure 

What questions do you have about diabetes? Discuss questions 

What final questions do you have about nutrition and lowering your risk Smin Discuss questions 
for stroke? 

Veteran/ caregiver will make 
It is important each of you make an action plan regarding positive an action plan to make 

I changes you will make to your current eating habits. positive changes to their 

I current diet 



G. Why you need to change the way you eat 
Healthy food habits will reduce your risk of stroke. 

Small changes can make a big difference. Every step you make towards 
a healthier diet will help you take charge of your stroke risk factors. 
Nutrition impacts blood pressure, weight, cholesterol, and diabetes - all 
of which effect your risk for stroke. 
When you make healthy food choices your cholesterol levels will 
improve. Blood sugar will be in a normal range. Blood pressure will 
improve. You can do it! 

First you need basic 
training on portion sizes 

and reading a 
Nutrition Facts Label 

02001 by King Future• Syndicate, Inc. 
Wortd right• reNrved 

How to estimate portion sizes 

•
. ,/,f.\ An ounce of cheese 
~~~~. is the size of 2 pairs 
\~ 

1 of dice 

An ice cream 
scoop is ~bout 
1/2 a cup 

The palm of your C8 A CD represents 
hand is about the the right serving 
same as 3 ounces of size for a pancake 
meat . or a tortilla 

A medium size piece 
of fruit is about the 
size of tennis ball 

A computer mouse is 
equal to a mediurn 
sized potato 

A golf bal I is about · 
the same as 2 
tablespoons 

A penny is about 
the same as of 1 
teaspoon 

A quarter is the 
about the same as 
1 tablespoon 

A small carton of 
milk is the sam·e as 
1 cup 

19 
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How to 1111:iel'stand the Nutrition Facts 

Raadftgiabels is vital for healthy food choices. A healthy diet can help 
to ~ stroke. Limiting your intake of fat and salt will reduce multiple 
:Jr~- factors. Avoid foods that contain shortening, lard, palm oil, 
rr;~ed oil, coconut oil, cream, butter, bacon, (fats that are solid at 
rocm temperature). These fats are highly saturated and contain harmful 
transllts. 

~ing you need to know about food-ingredients is on the 
NUTRITION FACTS LABEL 

NUTRITION FACTS 
Serving size ½ cup (114g) 
Servings per container: 4 

Amount per Serving: 
Cak>ries 100 Calories from fat 30 

% Daily Value• 

Total Fat sg 5% 
Saturated Fat Og 0% 
Trans Fat Og 0% 

Cholesterol omg 0% 

Read the serving size. If 
you eat double the serving 
size, you get twice as much 
of everything. 

Extra calories can lead to 
weight gain. 

Eat foods with less than 5 
grams of fat per serving 
and only 50 to 75 grams of 
fat per day. · 

Sodium 300 mg 13% 

Total Carbohydrates 1sg, 4% .. Eat less than 2300 mg 
sodium per day. 

Dietary Fiber Sg 12% 
Sugar 5g 

Protein s9 4% 

Check out the serving size on 
the box. 

Only eat one serving, shore 
the rest. 

78 

Eat at least 25 to 30 grams 
of dietary fiber daily. 

"'2008 by King F .. tu,.s Syndic•I•, Inc. World righl• rHerved 



1. What to eat if you have high Blood Pressure 

Limit sodium, or SALT, in your food and drinks because sodium: 
• causes the heart and kidneys to work harder 
• increases your blood pressure 

Halt the Saltl 

The recommended daily sodium intake is 2300 mg. 
Most Americans eat 6000 to 7000 mg of salt a day. 

~004 by Kin9 Feetlll'tll Syndic a._, 
Inc. World right• ...-ved 

Following the Dietary Approaches to Stop Hypertension (DASH} 
eating plan has been proven to lower Blood Pressure. 

The DASH eating plan promotes the following principles: 

~ Limiting sodium intake 

=> Eat fruits and vegetables that are high in 
potassium: 
• Good choices include bananas, oranges, 

apricots, cantaloupe, potatoes, spinach, 
tomatoes, and zucchini. 

• If you have kidney problems, check with your 
health care provider before you begin eating 
foods high· in potassium. ' 

::::, Include fat-free and low-fat dairy products. 

~ Limit or avoid alcohol: 

I, ' 

• Women should limit alcohol to one drink per day. 

~ 
~ 

• Men should limit alcohol to no more than two drinks per day. 
• One drink equals a 12 oz. can of beer, 5 oz. wine, or 1 .5 oz. 

liquor. 

79 
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1)1\SII l~1l'l1INf; (Jf_J\N 
Dietary d}Jproaches to :£top !Jypertension 

How much you should eat? 

~ · 

(WJ 

Fruits and Vegetables 
Choose at least 4-5 servings of vegetables and 4-5 servings 
of fruit each day 
• Eat ½ cup cooked vegetables, 3/4 cup vegetable juice, 

or 1-cup leafy raw vegetables- each is one serving 
• Eat ½ cup canned fruit or juice, or 1 medium raw 

fruit - each is one serving 

Meat and other protein 
Eat 2 servings of lean protein each day 
• 3 oz. meat, 1 egg, ½ cup beans, or 

2 Tbsp. of peanut butter-each is one serving 

Grains and other starches 
7-8 servings a day 
• Whole grain products 

Milk and Dairy Foods 
io 2-3 servings each day 

(')~b_r~ . 1 cup fat-free or low-fat milk or yogurt is a serving 
't\ I \CJ,_f • 1 ½ oz. of cheese is a serving; choose .types low in both 
l~"'u' fat and sodium 

Fats 
2-3 servings each day 
• 1 tsp soft margarine, 1 Tbsp low fat mayonnaise, 2 Tbsp 

low fat salad dressing, 1 tsp vegetable oil 
• Healthy vegetable oils include olive, canola, sunflower, 

and safflower. · · 

Sweets 
• 5 per week 
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Tips to reduce sodium intake 

Solider, Follow these tips 
to limit your salt intakel 

02008 by l<.ing Foolurca Syndicate. Inc. World rigma re1erv•d 

• Cook from scratch 
• Use very little, if any, salt when you cook 
• Leave the salt shaker off of the table 
• Try Mrs. Dash or Mr. Pepper 
• Snack on fresh fruits and vegetables which are low in sodium 
• Limit processed, cured, smoked, or pickled foods 
• Read food labels and compare frozen to canned options 
• Read food labels of your favorite condiments-steak sauce, soy 

sauce, salsa, and catsup 
• Avoid foods with more than 300 mg sodium per serving 
• Watch out for processed cheese foods, TV dinners, lunch meats, 

and chips 
• Choose foods labeled "low sodium", "reduced sodium", or "sodium 

free" 
• Instead of salt, try herbs and spic,es to add flavor. Check with your 

doctor before using a salt substitute 

If you do eat out ... 
• Restaurant foods can be very high in sodium. Check the nutrition 

facts if possible . 
• Let your waiter know you want low-salt or no-salt choices 
• Ask that your meal be prepared without salt or MSG 
• Ask for gravies and sauces to be served on the side 
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2. What to eat if you want to lose weight 

Set a Goal and Make an Action Plan based 
upon these listed suggestions! 

• Eat breakfast! Eat at least 1 ½ hours after waking up to get your 
metabolism going 

• Plan your meals and snacks ahead of time 
• Read food labels and learn how many calories are in the foods you 

eat - compare those foods to other food options 
• Use measuring cups to ensure healthy serving sizes 
• Pay attention to when you feel full and stop eating then-Leave 

food on your plate 
• Eat slowly- It takes about 20 minutes for your body to register that 

the stomach is full 
• Eat sitting down at the table with the TV turned OFF! 
• Use smaller plates, bowls, glasses, and serving spoons 
• Write down what you eat and how much 
• Have fruits and vegetables for a snack-they are low in 

calories and high fiber which mak~s you feel full 
• Pick lean meats- chicken, turkey, fish, or game meat 
• Eat low fat or nonfat cheese 
• Drink 1 % or skim milk 
• Avoid alcoholic beverages- which are an overlooked 

source of calories 
• Drink lots of water- Avoid both sodas and juices which 

are high in calories and sugar 

Talk to your provider to agree 9n your healthy weight. 
You can take charge! 
My best weight range is from __ to __ pounds. 
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Portion control is 
the key.. If you 
eat like you did in 
bo~t camp, and do 
not exercise, you 
will gain weight! 



3. What to eat if you have high cholesterol 

Fat should only be 25% to 35% of the total calories you eat in a 
day. Saturated and trans fats can raise LDL (bad) cholesterol in 
your blood. You should limit them as much as possible. 

Saturated fat is in fatty meats, whole milk, butter, cream, and 
other dairy foods made with whole milk. It is also found in 
palm kernel and coconut oil. These oils are often used in 
food processing. 

Trans fat is found in any food made with hydrogenated oils. It 
may be in fried foods, snack foods, _and foods made with 
shortening, stick margarine, or lard. 

Total cholesterol intake per day should be 200 mg. The 
foods highest in cholesterol include egg yolks, fatty meats, 
shrimp, and dairy foods made from whole milk. 

Choose heart healthy fats including 
mono and poly-unsaturated fats. 
Using soybean, canola, olive, or 
sunflower oil will help. Avoid fats that 
turn solid at room temperature, such 
as lard. 

Eat cold-water fatty fish twice a week. 

One egg yolk is 
200 mg, your 
total cholesterol 
for the day. 

• Choose fresh or frozen fish, or low-sodium 
canned fish. 

• Good examples include salmon, _ 
tuna (in water), mackerel, ano sardines. 

These fish are high in omega-3 fats. 
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4. What to eat if you have diabetes 

As a diabetic, you can eat anything you want, but you have to make 
choices. 

• You have to choose to limit certain foods: 
• Carbohydrates (carbs) like white bread, white rice and white 

potatoes. Think of the white carbs as sugar! 
• Red meat 
• Fats that are solid at room temperature 

You have to choose to eat certain foods: 

. . 

Low fat protein ( chicken, fish, turkey) 

C~ntrol your portions. Make healthy choices. 

Make a routine for yourself: 
• Eat at about the same time every day 

Early meal time allows your food to digest. 
When you eat too late, your sugar may be high in the morning. 
Take pills or insulin at about the same time every day. 
You have to take responsibility for yourself! 

Diabetes is your disease. It belongs to you. You have to take control 
of diabetes; do not allow diabetes to take control· of you. 

' 

- Eat 3 meals a day 
- Limit sweets and desserts 
- Eat high fiber fruits and vegetables 
- Ea! low fat healthy proteins 
- Eat small amounts of healthy fats 

(nuts, . avocados) 
- If it is not a fat or a protein, it is 

carbohydratel 
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High Blood Pressure 

DASH Ea ing Plan 
- Fruits 4·5day 

- Vegetables 4-5 day 

- Lo , Fat Dail"/ products ·3 day 

Sodium=Salt - · . 500 mg/day 

Limit Alcohol · 
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High Cholesterol 

• Sa ura ed Fat -Limi 

• Trans Fat - None 

• Cholesterol-200 mg 

Heal hyFats 

... ... .. , 

Diabetes 

• Count your Ca rbohydra es 

Men = 12-15 Carb servings/ day 

• \Nomen = 9-12 Carbservings/day 
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APPENDIXE 

Nutrition Class Survey 
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V-STOP Survey about Nutrition Section 

The nutrition class was informative 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

I learned new information in the nutrition class related to stroke risk 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

I learned information in the nutrition class that related specifically to my risk factors for 

stroke 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

The nutrition class covered all the diet related questions I had 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

The nutrition class was a good time length 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

I was able to see the food models on the TV screen clearly 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

The information in the nutrition class was easy to understand 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

The nutrition information in the booklet was easy to understand 

Strongly Disagree Disagree Neutral Agree Strongly Agree 

The information in the nutrtion class and from the booklet were easy to include in my daily 

life 

Strongly Disagree Disagree Neutral . Agree Strongly Agree 

Please state things you liked, didn't like, or would recommend for ihe 
nutrition component of the V-STOP Stroke Program 
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