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Abstract 
Introduction: Metabolic dysfunction-associated steatotic liver disease (MASLD) 
is one of the most common liver diseases in individuals who are overweight 
or obese. This condition is associated with an increased risk of overall 
mortality, specifically due to liver and cardiovascular complications. Nutritional 
status and its aggravating factors, such as central visceral fat, play a major role 
in the health and clinical outcomes of MASLD. The Nutrition Care Process is 
an important tool used to incorporate and monitor changes in dietary and 
nutritional behavior in individuals and groups. Objective: To analyze the effect 
of educational nutritional intervention for people with MASLD using the 
Nutrition Care Process Terminology. Methods: This was a randomized clinical 
trial with 64 people diagnosed with MASLD, treated by a nutritionist at a 
specialized outpatient clinic in a public hospital in southern Brazil, from 
February 2023 to September 2024. The intervention group (n=45) received 
nutritional interventions based on the Nutrition Care Process terminology, 
with nutrition consultations (at baseline, 180 days, and 360 days), in addition 
to monthly telephone contacts. The control group (n=19) received routine 
outpatient counseling and two nutrition consultations, one at baseline and 
one at 360 days, at the end of follow-up. Results: Among the randomized 
patients, 67.85% were women, with a mean age of 62.9 years and a mean 
MASLD diagnosis duration of 4 years. In the intervention group (n=45), 
reductions in liver enzymes, body weight, and body mass index (BMI) were 
observed throughout follow-up. Adherence to the agreed goals was higher in 
the first six months in the intervention group. In the control group, no 
significant differences were identified in the variables analyzed. Conclusion: 
The nutritional intervention using the Nutrition Care Process terminology 
enabled adherence to goal-setting and reduction of aggravating factors of 
MASLD. 
 
Keywords: Metabolite-induced liver disease. Health education. Food and 
nutrition education. Obesity. Chronic disease. Steatotic liver disease 
associated with metabolic dysfunction.  
 
 

https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0002-9400-3717
https://orcid.org/0000-0002-6607-362X
https://orcid.org/0000-0003-2287-7607
https://orcid.org/0000-0001-7961-8273
https://orcid.org/0000-0002-3354-4229
https://orcid.org/0000-0003-1963-4348
https://ror.org/056s65p46
https://ror.org/056s65p46


 2 
 

Demetra. 2026;21:e92974 

Resumo 
Introdução: A doença hepática esteatótica associada à disfunção metabólica 
(DHEM), é uma das doenças hepáticas mais comuns em indivíduos com 
sobrepeso ou obesidade.  Sua condição está associada a um risco aumentado 
de mortalidade geral, especificamente por complicações hepáticas e 
cardiovasculares. O estado nutricional e seus agravos, como gordura visceral 
centrípeta, têm papel preponderante na saúde e nos desfechos clínicos de 
DHEM. O Processo de Cuidado em Nutrição é um importante instrumento 
utilizado para incorporar e monitorar mudanças no comportamento 
alimentar e nutricional em indivíduos e coletividades. Objetivo: Analisar o 
efeito da intervenção nutricional educativa para pessoas com DHEM com a 
utilização da Terminologia do Processo de Cuidado em Nutrição. Método: 
Ensaio clínico randomizado com 64 pessoas diagnosticadas com DHEM, 
atendidas por nutricionista em ambulatório especializado  em um hospital 
público da região sul do Brasil, de fevereiro de 2023 a setembro de 2024, 
foram randomizadas. O grupo de intervenção (n=45) recebeu interposições 
nutricionais baseadas na terminologia do processo de cuidado em nutrição, 
com consulta de nutrição (no início, em 180 dias e 360 dias da intervenção), 
além de contatos telefônicos mensais. O grupo controle (n=19) recebeu 
orientação habitual do ambulatório e duas consultas de nutrição, uma no 
início e outra, em 360 dias, ao término do acompanhamento. Resultados: 
Entre os pacientes randomizados, 67,85% eram mulheres, com idade média 
de 62,9 anos e tempo médio de diagnóstico de DHEM de 4 anos. No grupo 
intervenção (n =45) observou-se redução de enzimas hepáticas, do peso 
corporal e do índice de massa corporal (IMC) ao longo do acompanhamento. 
A adesão às metas pactuadas foi maior nos primeiros seis meses no grupo 
de intervenção. No grupo controle, não foram identificadas diferenças 
significativas nas variáveis analisadas. Conclusão: A intervenção nutricional 
utilizando a terminologia do processo de cuidado em nutrição possibilitou a 
adesão à pactuação de metas e a redução de fatores agravantes da DHEM. 
 
Palavras-chave: Doença hepática induzida por metabólito. Educação em 
saúde. Educação alimentar e nutricional. Obesidade. Doença crônica. Doença 
hepática esteatótica associada à disfunção metabólica. 
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INTRODUCTION  

Metabolic dysfunction-associated steatotic liver disease (MASLD) is the leading cause of chronic liver 
disease and is closely associated with obesity, type 2 diabetes mellitus (T2DM), and cardiovascular diseases.1 
MASLD, especially its subtype—metabolic dysfunction-associated steatohepatitis—is a serious condition 
linked to increased overall mortality, particularly due to liver and cardiovascular complications.2 

Estimated cardiovascular and liver-specific mortality rates were 479 and 77 per 100,000 person-years, 
respectively.2 Nutritional status plays a key role in health and clinical outcomes of MASLD, as it is associated 
with obesity and overweight, leading to visceral fat accumulation, which is considered the most important 
predictor of MASLD occurrence.3,4 

The first medication developed for MASLD-related liver fibrosis was approved and marketed in the USA 
in April 2024.5 However, lifestyle changes remain the first and best option, as a 7–10% reduction in body 
weight can effectively reduce hepatic lipid levels and inflammation. Resmetirom, marketed as Rezdiffra, is a 
selective thyroid hormone receptor beta (THR-β) agonist. In MASLD, THR-β function in the liver is impaired, 
leading to reduced mitochondrial function and β-oxidation of fatty acids, along with increased fibrosis. A 
double-blind, randomized, placebo-controlled study evaluated the benefit of Resmetirom, following 966 
patients with MASH confirmed by biopsy or elastography over 52 weeks. The drug is not yet available in Brazil. 
Nevertheless, inconsistent and insufficient food and nutrition education remains a challenge for lifestyle 
changes regardless of environment. 

Time constraints, the physical food environment (such as accessibility and availability), and complex 
relationships with food are some of the barriers to achieving dietary and nutritional plans.6 Healthy eating 
contributes to adequate nutritional status, which is essential for health and plays an important role in quality 
of life, especially in preventing various chronic non-communicable diseases and their complications. 

Food choices result from a complex interaction of individual, community, and global factors, including 
social and cultural context, food availability and access, public policy formulation, marketing strategies, 
product cost, and population knowledge level. These influence and determine ongoing adaptations in eating 
habits.3 

In this scenario, the Nutrition Care Process (NCP) stands out as an important tool for planning, 
implementing, and monitoring interventions aimed at promoting and tracking changes in dietary and 
nutritional behavior, either individually or collectively. 

The Nutrition Care Process and Model, as defined by the Academy of Nutrition and Dietetics, is a client-
centered approach to dietary intervention, including a gradual process starting with nutritional assessment, 
leading to a nutritional diagnosis that is then intervened upon and subsequently monitored and evaluated.7 
To carry out this process, a standardized list of terminologies (NCPT) is used. A nutrition diagnosis is a 
nutritional problem that can be resolved or improved through nutritional intervention. The nutrition 
diagnosis differs from the medical diagnosis and changes as the client responds to the nutritional 
intervention.8 

Standardizing the NCP helps manage workflow. Standardized practice improves productivity, 
effectiveness, and service quality.4 In this sense, nutritional education within the NCP approach is an 
important tool for reducing and mitigating MASLD-related complications, especially considering that the 
disease has reached alarming proportions, affecting 25–30% of the world's population.8 Thus, nutrition 
education through the NCPT can be considered a set of experiences designed to facilitate the voluntary 
adoption of behavior changes related to nutrition. 
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Objective 

To analyze the effects of nutritional intervention for people with metabolic dysfunction-associated 
steatotic liver disease. 

 

Method 

Randomized controlled clinical trial with 64 participants diagnosed with MASLD, treated at the 
hepatology outpatient clinic of a public hospital in southern Brazil. To describe the follow-up steps, the 
recommendations of the Consolidated Standards of Reporting Trials (CONSORT) were followed.9 

 

Sample Recruitment and Allocation 

Participants were recruited after a medical consultation in the hepatology clinic and referred to a 
consultation with a nutritionist. Included were people aged 18 years or older with a medical diagnosis of 
MASLD. 

Allocation to intervention was carried out using the following sample randomization technique: 8 
envelopes (four marked INTERVENTION, four CONTROL), ensuring a 50% chance of belonging to either 
group.10 The envelopes were shuffled and placed on the table for participants to select, allowing for allocation 
to the intervention group (IG) or control group (CG). There was no blinding of participants or researcher due 
to the nature of the intervention.11 The Intervention Group (IG) included 45 participants and the Control 
Group (CG) 19. 

 

Table 1. Sociodemographic and nutritional diagnosis data for the control and intervention groups. Curitiba, PR, 2024. 
 

Variable Classification CG n CG % IG n IG % p* 
Status (age) Adult 8 42.1 10 22.2 0.133 
 Elderly 11 57.9 35 77.8  
       
Sex Female 12 63.2 25 55.6 0.782 
 Male 7 36.8 20 44.4  
       
Schooling (years) < 9 12 63.2 27 60.0 0.135 
 9 to 12 3 15.8 15 33.3  
 > 12 4 21.1 3 6.7  
       
Marital status Single 5 26.3 6 13.3 0.348 
 Married/stable union 8 42.1 28 62.2  
 Widowed 2 10.5 6 13.3  
 Separated/divorced 4 21.1 5 11.1  
       
Social class B1 2 10.50 5 11.10 0.965 
 B2 5 26.30 10 22.20  
 C1 6 31.60 17 37.80  
 C2 6 31.60 13 28.90  
       
Nutrition diagnoses Obesity Grade I 6 31.5 16 35.5 - 
 Obesity Grade II 2 10.5 7 15.5  
 Obesity Grade III 1 5.2 2 4.4  
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Data Collection 

A sociodemographic and clinical questionnaire was used to collect data from both groups, including 
variables such as education (in completed years), marital status (married/consensual 
union/widowed/separated/divorced) and family income (in reais per month and its equivalent in US dollars). 
Clinical variables measured were weight (kilograms - kg), height (centimeters - cm), body mass index (BMI - 
kg/m²), and waist circumference (WC - cm). 

Data were collected from February 2023 to August 2024 during three nutritionist consultations and 
monthly telephone calls for the IG. During the in-person consultation, body weight was measured with a 
WelmyⓇ clinical scale (0–150 kg) and height with an anthropometric stadiometer (2.00 m, 0.5 cm increments). 

BMI was calculated and classified according to the World Health Organization cut-off points: <18.5 
kg/m² (underweight), 18.5–24.9 kg/m² (normal), 25.0–29.9 (overweight), ≥30 kg/m² to 34.9 (obesity grade I), 
≥35 kg/m² to 39.9 (grade II), and ≥40 kg/m² (grade III).12 

WC classification followed criteria from the Brazilian Society of Endocrinology and Metabolism: high fat 
accumulation was >80 cm (women) and >94 cm (men); very high was >88 cm (women) and >102 cm (men).13,14 

Monthly income classification used the Brazil Economic Classification Criterion (CCEB)14: Class A: 
>R$22,000 (USD $3,800); Class B: R$7,100–22,000 (USD $1,226–3,800); Class C: R$2,900–7,100 (USD $500–
1,226); Classes D/E: ≤R$2,900 (USD $500), using March 2025 exchange rates.15 

Education data were collected per the Institute of Applied Economic Research (IPEA) criteria: below 9 
years (incomplete primary), 9–12 years (complete primary), above 12 years (complete secondary).16 A 
nutrition literacy questionnaire was also applied. 

Physical activity (PA) was assessed via open questions regarding daily minutes and weekly frequency. 
During the semi-structured interview, sedentary was defined as no PA; “Low active” as light PA 
(walking/aerobics) <30 min, or 30–60 min ≤4 days/week, or ≥60 min ≤2 days/week; “Active” as moderate-to-
vigorous PA (running, weight training, etc.) <90 min/week.17 Use of chronic medications and hypothyroidism 
was also recorded. 

 

Nutritional Interventions 

IG participants received individualized nutrition education during in-person consultations at baseline 
(T0), 180 days (T180), and 360 days (T360), plus monthly phone or instant messaging contact (T30, T60, T90, 
T120, T150, T210, T240, T270, T300, T330) to answer questions and remind them of upcoming appointments. 
Goals based on the NCP were set regarding energy, carbohydrates, proteins, fats, fiber, and water intake. 

All nutrition diagnoses and interventions were based on the Nutrition Care Process Terminology (NCPT). 
For diagnoses such as “excessive fat intake” or “suboptimal protein intake,” three dietary intervention actions 
were agreed upon. Three goals were set for each participant (e.g., reduced simple carbohydrates, reduced 
energy, reduced cholesterol).8 Goals were monitored over the months and identified as Goal 1, 2, and 3. 

The CG also had nutrition diagnoses established but without dietary intervention actions or goal setting. 
CG received standard written dietary guidance on reducing certain foods. Clinical, anthropometric, and 
sociodemographic data were collected during IG nutrition consultations. 
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Primary clinical outcomes expected for the IG were 5–10% weight loss, reduction in WC, dietary pattern 
changes (24h recall), increased nutrition literacy, and improvement in anthropometric indices at 180 and 360 
days. 

 

Data Analysis 

Data were organized in Excel® and analyzed with Stata/SE v.14.1 (StataCorpLP, USA) with statistical 
support. Descriptive analysis of quantitative variables included mean, standard deviation, median, minimum 
and maximum. Categorical variables were described by absolute and percentage frequency. For comparison 
between Intervention and Control groups, Student’s t-test for independent samples and the non-parametric 
Mann-Whitney test were used for quantitative variables. 

For categorical variables, Fisher’s exact test was used. To compare three evaluation times for 
quantitative variables, ANOVA and the non-parametric Friedman test were used. Two-time comparisons used 
Student's t-test for paired samples or Wilcoxon’s non-parametric test. Categorical variables were evaluated 
with Stuart-Mawell’s symmetry test. 

Cut-off points for weight and waist circumference variables, according to goals (not achieved vs. 
achieved), were determined using ROC curves. The significance of the area under the curve (AUC) was 
evaluated. Normality of continuous variables was analyzed by the Kolmogorov-Smirnov test. p-values <0.05 
were considered statistically significant. 

For each quantitative variable, the null hypothesis of equal results in both groups was tested versus the 
alternative of different results. The same hypothesis applied to categorical variables; the null was that 
distributions were equal in both groups, the alternative that distributions differed. 

 

Ethical Aspects 

The study was approved by the Ethics and Research Committee of a Public University in Southern Brazil 
(CAEE 65562322.7.0000.0096, opinion no. 5.903.351/2023). All participants signed the Informed Consent 
Form after the objectives were explained. The trial was registered in the Brazilian Clinical Trials Registry 
(ReBEC) as RBR-4wsbmjf and in ClinicalTrials.gov as NCT05946330 and WHO Universal Trial Number U1111-
1298-0634. 

Figure 1. Research flowchart 
 

 
Source: The author (2024). 
Legend: T0 – Time zero – beginning; T360 – After one year – end. 
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RESULTS 

The following analysis was based on data from 64 patients: IG with 45 participants and CG with 19. 

Comparison of Groups Regarding Assessed Variables 

Participants were predominantly female, elderly, married, with grade I obesity, less than 9 years of 
schooling, social class C, and family income less than R$7,100 (USD 1,183). Mean age was 62.9 years. Thirty-
nine did not complete primary education. More than 60% had low education and belonged to Social Class C. 
Mean family income was about R$3,000 (USD 550) for both groups (see Table 2). 

 
Table 2. Comparison of anthropometric variables of weight, weight reduction, BMI, waist circumference, and difference 

in waist circumference between the intervention and control groups. Curitiba, PR, 2024. 
 
 

Variable Group n Mean SD Median Min Max p 
Consultation T0 - Weight (kg) Control 19 87.6 25.9 83 54 159 0.724(a) 
 Intervention 45 87.0 18.8 86 51 150  
         
Consultation T360 - Weight (kg) Control 19 86.6 26.3 83 54 160  
 Intervention 45 85.0 18.5 81.9 51.1 150  
         
Weight reduction T360 (T360-T0) Control 19 -0.9 2.7 0 -7 5 - 
 Intervention 45 -1.9 4.0 -0.8 -11.1 4  
         
Consultation T0 - BMI (kg/m²) Control 19 32.7 6.9 31.6 24.3 50.5 0.734(b) 
 Intervention 45 32.2 4.8 31.4 22.4 46.8  
         
Consultation T360 - BMI (kg/m²) Control 19 32.2 7.1 30.4 24.3 50.5 - 
 Intervention 45 31.4 4.7 30.7 22.6 46.8  
         
Consultation T0 - Waist circumference (cm) Control 19 108.0 15.9 101 79 145 0.836(b) 
 Intervention 45 108.8 13.9 108 85 148  
         
Consultation T360 - Waist circumference (cm) Control 18 104.5 12.6 100 79 122 - 
 Intervention 45 107.1 13.6 108 85.5 148  
         
Difference CC T360 (cm) (T360-T0) Control 18 -3.5 4.0 0 -9 5 - 
 Intervention 45 -1.7 4.5 -1 -13 10.5  

 

Both the intervention and control groups showed weight reduction between T0 and T360 consultations, 
with no statistical difference (p > 0.05). For waist circumference, the IG showed a mean reduction of 3.5 cm 
(Table 2). Most participants had waist circumference above cardiovascular risk thresholds. 

In the intervention group, comparison across the three nutritionist visits (T0, T180, T360) revealed 
significant reductions in weight and BMI (p=0.001). Although the reduction in waist circumference was not 
statistically significant, there was a mean decrease of 1.6 cm in this group (Table 3). 
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Table 3. Classification by weight, body mass index, and waist circumference in the Intervention Group. Curitiba, PR, 
2024. 

 

Variable Time N Mean SD Median Min Max p* 
(1x2x3) 

Mean 
reduction 
(1-2) 

Mean 
reduction 
(1-3) 

Mean 
reduction 
(2-3) 

Weight (kg) T0 44 87.0 19.0 86 51 150  1.4 2.0 0.6 
Weight (kg) T180 44 85.6 18.9 82.5 51.5 150 <0.001 p=0.024 p<0.001 p=0.631 
Weight (kg) T360 44 85.0 18.5 81.9 51.1 150     
BMI (kg/m²) T0 44 32.1 4.9 31.3 22.4 46.8  0.5 0.7 0.2 
BMI (kg/m²) T180 44 31.6 4.8 30.7 22.9 46.8 <0.001 p=0.021 p<0.001 p=0.696 
BMI (kg/m²) T360 45 31.4 4.7 30.7 22.6 46.8     
Waist 
circumference 
(cm) 

T0 45 108.7 14.2 108 85 148  1.2 1.6 0.4 

Waist 
circumference 
(cm) 

T180 45 107.5 13.8 108 85.5 148 0.061 - - - 

Waist 
circumference 
(cm) 

T360 45 107.1 13.6 108 85.5 148  - - - 

 

When analyzing abdominal fat accumulation in the IG at T0 and T180, participants reduced 
cardiovascular risk and the development of obesity-related chronic diseases (Table 4). 

 
Table 4. Nutritional Risk Classification due to Abdominal Fat Accumulation in the Intervention Group. Curitiba, PR, Brazil. 

2024. 
 

Nutritional risk* 
T0 assessment 

T180 
assessment 

n % n % 

No nutritional risk - - 1 2,2 

High accumulation 4 8.9 7 15.6 

Very high accumulation 41 91.1 37 82.2 

Total 45 100 45 100 

 
Legend: T0 – Time zero – baseline; T180 – After six months. 
Note: Classification according to the Brazilian Obesity Guidelines, 2016(16). 

 

In the intervention group, better goal outcomes were observed in the first 120 days of follow-up (Figure 2). 

When goal adherence frequencies were analyzed in the IG after NCP diagnosis, more than 50% 
adherence was observed for all three goals, ranging from 53.3% to 71.1%. However, a reduction in adherence 
was seen between T180 and T360. 
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Figure 2. Percentages of patients who achieved the goal, at each of the 30- to 360-day time points, restricted to the 
intervention group. 

 

 

 

DISCUSSION 

Most participants were elderly, married women with grade I or II obesity, less than nine years of 
schooling, and from social class C. More than half achieved the goals set at the first consultation (G1, G2, and 
G3), resulting in significant changes in weight and BMI in the intervention group at T0, T180, and T360. A small 
change in WC was observed, but without statistical significance. Although MASLD is more prevalent in males,18 
in this study most participants were females with varying degrees of obesity. Gonçalves, 2023, found a similar 
profile in a cross-sectional study of 56 adults with MASLD.19 

Another study with 2,627 Americans with MASLD found 9.8% had completed high school and 31.4% 
had at least a college degree, differing from previous findings.20 In this sample, education was below 9 years, 
attributed to the sociodemographic profile of service users.18 

Regarding income, 12.2% of the sample had incomes below the poverty line. The 2023 National 
Household Sample Survey (PNAD)21 reported a per capita income of R$1,271 (USD 250) in Brazil, and 50.3% 
of families had a monthly family income below the 2025 minimum wage (R$1,518). 

Food insecurity may be an independent non-genetic risk factor for MASLD in low-income families,19 as 
identified in this sample. However, there is a lack of current studies on SUS users’ family income and MASLD.22 

Both groups showed low reduction of body weight and waist circumference between initial and final 
consultations. WC reduction indicated reduced cardiovascular risk and risk of obesity-related chronic 
diseases.12,16,18,20 

In goal setting, the IG showed better adherence in the first 120 days, with 60% adhering to all three 
goals (carbohydrate, fat, etc.) set at the initial consultation. The positive result can be attributed to therapeutic 
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adherence, enhanced by goal setting, behavioral change, and individualized nutrition care, compared to 
standard written guidance. Dietary behavior change is complex, requiring a multidisciplinary approach and 
reconstruction of information based on the individual’s knowledge and experience—essential for forming 
and changing eating habits. 

A study of 141 people with histological evidence of NAFLD found that women in the sample had visceral 
fat distribution correlating positively with severity, showing a higher likelihood of liver damage, especially 
fibrosis progression risk.22 

WC is more sensitive for detecting visceral fat than BMI, and a 1% increase in visceral fat may triple the 
risk of fibrosis.23 In this study, two-thirds of both males and females had WC above recommended values, 
consistent with the results presented, as more than two-thirds had elevated WC. 

The link between MASLD and obesity is well established. Due to its global epidemic, MASLD is 
considered a hepatic manifestation of metabolic syndrome, given the strong relationship between them.24 
The present study found indicators similar to those seen in metabolic syndrome. 

The analyzed sample had a profile similar to the general Brazilian population.15 A 2018 meta-analysis 25 
reported overweight/obesity prevalence and negative long-term prognosis. Nutritional intervention proved 
fundamental in improving these parameters, as obesity was linked to increased BMI and WC. 

In clinical practice, anthropometric indicators are usual tools for assessing diet therapy success. In the 
Nutrition Care Process, managing these indicators involves continuous monitoring. For chronic conditions, 
greater nutritional follow-up is warranted. However, contemporary society tends to seek immediate solutions 
for major health issues. Additionally, the food systema contributes to abandoning long-term goals. 

In this study, MASLD diagnoses were positively associated with diets high in energy and simple 
carbohydrates and low in fiber. In a similar study, higher intake of legumes, lentils, and beans (energy-
adjusted) was linked to lower risk of MASLD, remaining significant after adjusting for all known risk factors.26 

MASLD nutritional management may be very similar to that in Metabolic Syndrome, but there is 
consensus13 that the approach should differ for obese and non-obese individuals. Obese patients, who 
usually consume excess carbohydrates and fats, tend to respond well to regulating daily intake of these 
macronutrients and replacing simple with complex carbohydrates and saturated with poly- and 
monounsaturated fats. Thus, dietary management with reduced carbohydrates, increased fiber, reduced 
total and saturated fat and cholesterol, increased protein, and reduced sodium can promote weight loss and 
correct the vicious cycle of hepatic lipid metabolism.28 

Implementing the NCPT and nutritional screening and assessment tools improves nutrition service 
effectiveness. Despite ongoing difficulties in health services, NCPT implementation can ensure quality care, 
improve outcomes, enhance communication between professionals and institutions, optimize priority setting 
in intervention planning, facilitate realistic and measurable goal setting, assist with medical record 
documentation, help manage services and understand results, support payment for services, identify the 
nutritionist’s specific contributions to health care, and improve the professional’s visibility within teams and 
communities.29 

 
a The food system encompasses all processes and actors involved in the production, transportation, distribution, 
storage, sale, purchase, and consumption of food, including losses and waste.27 
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A study with clinical nutritionists30 also highlights the important association between implementing the 
four-step NCP terminology and documenting goals and outcomes. Thus, standardization in nutrition means 
major advances in practice, related education, research, and regulation. It is a more effective way to 
demonstrate the influence of nutrition care on the health of people with acute or chronic liver diseases. 

The importance of language standardization should be clear, as proposed by the Academy of Nutrition 
and Dietetics. This is supported by a nursing study,31 which concluded that using standardized terminology 
in the profession improved continuity of care and produced data for effectiveness analysis to support policy 
decisions. 

Standardized terminology can improve the quality of assessment and patient outcomes. Reaching this 
point is an important step toward advancing the nutritionist profession; this study clearly shows that results 
can be demonstrated when language standardization is available. 

Conversely, standardization brings inevitable changes to practice. It is important for clinical judgment 
and facilitates documentation and management of nutrition care-related outcomes. Standardization also 
facilitates data collection and analysis automation, easing the intersection of technology and practice.29 

The NCP requires documentation, which is a necessary data source for monitoring and evaluating care, 
as well as supporting the outcome management system.30 Standardized documentation optimizes quality 
management and provides technical safety in managing cases and patient prognosis.7 

Limitations encountered included small sample size and the semi-annual medical return protocol, 
which extended data collection and reduced goal adherence during follow-up, not compatible with 
recommended nutritional monitoring protocols and potentially influencing intervention outcomes. Patient 
commitment levels (liver injury and/or fibrosis) varied. Recruitment was by convenience. 

Despite these limitations, the study provides data to help nutritionists focus on goal setting according 
to the NCP to improve MASLD and other chronic disease treatment success. 

 

FINAL CONSIDERATIONS 

There was adherence to goal setting, as well as reductions in weight and BMI and a trend toward 
reduction in WC. Although there were no statistically significant differences between IG and CG, significant 
weight loss was observed in the IG, especially in the first 180 days. Nutritional intervention using the nutrition 
care process reduced aggravating MASLD factors. The NCP allows consideration of individual needs and 
values, aligning them with the best available evidence for decision-making. 

The use of the NCP considers individual needs and values, using the best available evidence for 
decision-making. Nutritional therapy is fundamental in MASLD and should be planned according to obesity 
status and with quantitative and qualitative dietary adjustments. A multidisciplinary team can increase 
treatment effectiveness, since lifestyle modifications are recommended. 

It is suggested that nutritionists use care standardization in nutrition services, especially in chronic 
disease treatment and nutrition undergraduate education. Standardization in electronic health records can 
enable structured documentation, facilitate results management, increase care efficiency, and improve 
nutrition outcome effectiveness 
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