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Abstract 

Background: Obesity is a chronic health condition, resulting in significant morbidity and 

mortality, and is inadequately managed and treated in primary care. The Obesity Pathway is an 

organization-specific algorithm for providers to treat patients with obesity. 

Purpose: To improve provider use of an Obesity Pathway in a primary care clinic and to increase 

the screening and intervention of all adult patients with overweight or obese status.  

Methods: The Obesity Pathway was reviewed with primary care providers as well as best 

practices for weight management, obesity bias and stigma. The NEW Attitudes Scale and 

satisfaction surveys were completed by providers before and after the training to assess 

knowledge, attitudes, barriers, and usability. The number of patients referred to nutrition or 

weight loss services during the project timeframe was also reviewed. 

Results: Five providers responded to initial surveys; four providers responded to the NEW 

Attitudes Scale and two providers responded to the post-evaluation surveys. Providers did not 

report using the Obesity Pathway often in their practice. Providers reported overall positive 

attitudes toward obesity on the NEW Attitudes Scale, with improvements on post-intervention 

survey. Approximately, 2.4% of patients with overweight/obesity were referred to nutrition or 

weight loss services during the project timeframe.  

Conclusion: The Obesity Pathway must be more accessible to increase use and improve 

outcomes. Provider pessimism on weight management is evident despite overall positive 

attitudes, and reflects findings in the literature. Future research is needed to improve the 

screening and intervention of all patients with overweight/obesity in primary care. 

Keywords: obesity, overweight, adult primary care, weight management, weight loss, 

obesity intervention, obesity screening, weight bias/stigma, primary care providers 
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Improvement of Overweight and Obesity Screening and Intervention in Primary Care 

There is a lack of adequate screening for overweight/obesity in primary care and the 

subsequent lack of appropriate interventions and referrals to manage weight loss (Ciciurkaite et 

al., 2019). Only 25% of overweight, young adults (ages 20-34 with a body mass index [BMI] ≥ 

25) reported that their provider notified them of their overweight status in a 2015-2016 survey of 

41,343 adults in the United States (Hansen et al., 2020). Overweight and obesity have significant 

impacts on patient health, and primary care providers are integral in assessing and managing this 

chronic health condition (Fruh, 2017). The purpose of this quality improvement (QI) project was 

to improve provider use of the Obesity Pathway in a primary care clinic, encourage providers 

(nurse practitioners, physician assistants, and doctors) to screen all adult patients (ages 18 to 65) 

for obese or overweight status (BMI ≥ 25) and to provide appropriate lifestyle counseling, 

individualized treatment plans, and referrals to promote weight loss. The Obesity Pathway was 

implemented at the clinic organization in 2020 and is an organization-specific algorithm for 

providers to manage and treat obesity based on evidence-based, best practices. The Obesity 

Pathway was adapted from several professional resources, including the American Heart 

Association/American College of Cardiology/The Obesity Society’s Guideline for Management 

of Overweight and Obesity in Adults (2013), and the Obesity Medicine Association’s (2016-

2017) Obesity Algorithm: Clinical Guidelines for Obesity Treatment. (See Appendix A). 

Background 

Obesity is a complex, chronic health condition influenced by individual, socioeconomic, 

and environmental factors, and contributes to significant morbidity and mortality in the United 

States (Centers for Disease Control and Prevention [CDC], 2020). Obesity is associated with an 

average decreased life expectancy of five to ten years and increases the risk of developing co-
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morbidities such as cardiovascular disease, diabetes, gastrointestinal conditions, musculoskeletal 

disorders, respiratory complications, and psychological issues (Fruh, 2017). Over one-third of 

adults in the United States are obese, defined as having a BMI of greater than/equal to 30 kg/m2, 

and nearly two-thirds are considered overweight or obese (BMI ≥ 25) (Fruh, 2017; Rust et al., 

2020). Primary care practitioners are crucial in the assessment and treatment of obesity and 

associated co-morbidities because they are seen regularly and are trusted by their patients 

(Semlitsch et al., 2019).  

Data from the National Ambulatory Medical Care Survey (NAMCS) from the years 1999 

through 2016 reveal several concerning trends. Data shows that obesity has been substantially 

underdiagnosed and undertreated in healthcare (Ciciurkaite et al., 2019). There have been 

decreasing trends in behavioral counseling, and patient age, race/ethnicity, body weight, and 

reason for the office visit influenced whether providers offered behavioral counseling (Goldberg 

et al., 2019). Overweight adults are less likely to have their weight discussed by their providers 

compared to obese adults, and less than 25% of overweight, young adults were made aware of 

their overweight status, which has implications for obesity in later adulthood (Hansen et al., 

2020). Additionally, provider discussion of overweight status differs based on gender and race, 

with overweight men and overweight black patients being less likely to have their weight 

discussed (24% less likely for men and 19% less likely for black patients) (Hansen et al., 2020). 

 One-third of obese patients report that their healthcare providers did not discuss their 

obesity or tell them they are overweight (Harvard School of Public Health, 2020). However, 

research shows that overweight or obese patients have accurate perceptions of their weight, are 

interested in losing weight, and attempt to lose weight when their providers talk to them about 

their overweight/obese status (Harvard School of Public Health, 2020). Barriers to adequate 
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screening and treatment of obesity and overweight status include provider attitudes, biases, and 

assumptions (Bleich et al., 2015). Additional barriers include inadequate visit times, provider 

training in weight loss management, and provider knowledge of the available tools and resources 

to refer patients for weight loss (Bleich et al., 2015). To improve primary care provider 

assessment and management of overweight and obese patients, increasing the use of clinical 

pathways and policies/procedures is necessary.  

Problem Statement 

The risks associated with being overweight (BMI ≥ 25) or obese (BMI ≥ 30) among 

adults (ages 18 - 65) in the United States are indicated by significant morbidity and mortality, 

and results from a lack of adequate assessment and intervention by health care providers in 

primary care. 

Literature Review 

Methods 

A review of the literature was conducted using the Cumulative Index to Nursing and 

Allied Health Literature (CINAHL) and PubMed databases. An initial search in CINAHL of 

articles from 2016 to present, using the search terms “obesity AND interventions (or strategies or 

best practices or treatment or therapy or program or management),” yielded 22,628 results. This 

was further reduced to 313 articles using the additional search term “primary care” and selecting 

“all adult” in the “narrow by subject age” modifier. Inclusion criteria included publication within 

past five years, adults as the target population (ages 18 and older), and location in a primary care 

setting within the United States. Eight articles were included from this search: Bloom et al. 

(2018), Brown et al. (2020), Fruh (2017), Iwamoto et al. (2018), Lumsden et al. (2020), Rust et 

al. (2020), Thabault et al. (2016), and Wadden et al. (2020). One highly cited article by Thomas 
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et al. (2014) was found on the National Weight Control Registry website. An additional search in 

CINAHL was done to assess socioeconomic factors. The search was conducted using the terms 

“weight loss (or weight reduction or lose weight or obesity or overweight or weight 

management) AND intervention,” narrowed by subjects, “all adult” and “socioeconomic 

factors,” and yielded 55 results. One article, Yackobovitch-Gavin et al. (2015), was included 

from this search. 

A PubMed database search, using the terms “obesity AND intervention AND adult 

primary care,” from the year 2016 to present, with selection of only randomized controlled trials 

and systematic reviews, yielded 550 results. Inclusion criteria remained the same as the CINAHL 

search; however, one article was included that was done outside the United States because of its 

relevance to the topic (Aveyard et al., 2016). Five articles were included from this search, 

including: Aveyard et al. (2016), Bennett et al. (2018), Katzmarzyk et al. (2020), McVay et al. 

(2019), and Semlitsch et al. (2019). Minimal pharmacologic or surgical weight loss studies were 

found under a search of “obesity AND intervention” in the databases. An additional Google 

scholar search was conducted using “obesity medication prescribing” from the year 2017 and 

newer, and one article, Saxon et al. (2019), was included from this search. 

A total of 16 articles were chosen for this review. Articles were assessed using the John’s 

Hopkins Nursing Evidence-Based Practice Rating Scale (2005). There were four level I articles 

reviewed which were all randomized controlled trials and two level II articles including a pilot 

study and a non-randomized trial. There were eight level III articles of high-quality reviewed 

including two survey studies, two cohort studies, two longitudinal studies, one secondary 

analysis study and one systematic review of international guidelines. There were two level V 

articles of high quality reviewed including one quality improvement and one narrative review. 
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Several themes emerged from the literature review including clinical guideline 

recommendations, intensive treatment programs for weight management, pharmacologic and 

surgical interventions, and patient and provider perceptions of weight loss. 

Results 

Screening Guidelines and Protocols 

 BMI is recommended as a diagnostic tool for overweight and obesity, along with a 

targeted and comprehensive patient medical history, based on a systematic review of 

international evidence-based guidelines (Semlitsch et al., 2019). Nineteen guidelines were 

included (from years 2011-2019) in the review and the AGREE II appraisal model was used to 

critique the guidelines (Semlitsch et al., 2019). BMI is the recommended screening tool for 

overweight/obese status because it has been widely studied in the literature and is easy to use, 

despite controversy regarding BMI sensitivity and specificity for various age, gender, and racial 

groups (Batsis et al., 2016). Morbidity and mortality associated with BMI ≥ 25 are well 

documented from population-based studies (Batsis et al., 2016). Other measurements, such as 

increased waist circumference, have been linked to morbidity and chronic health conditions, but 

are not currently recommended as the primary screening method for overweight/obesity (Batsis 

et al., 2016).  

 Screening for overweight and obese status using BMI is routinely performed, often done 

automatically in the electronic health record (EHR). However, the discussion of BMI status and 

provision of interventions, is lacking in primary care (Harvard School of Public Health, 2020).  

A quality improvement project done by Rust et al. (2020), successfully implemented a clinical 

practice guide (CPG) to address obesity prevention and management in a primary care clinic. 

Though this study provides data for one specific clinic, it reveals that while most providers may 
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discuss weight management with their patients, they do not set weight-related health goals or 

assess patients’ readiness to change, which are critical components of a weight management 

protocol (Rust et al., 2020). For this capstone project, a clinical practice guideline already existed 

at the clinic for providers to manage obesity, the Obesity Pathway, but it was not being utilized. 

Clinical practice guidelines are useful tools that apply evidence-based guidelines into clinical 

practice, especially for complex conditions such as obesity, but utilization of these clinical 

practice guidelines is necessary in order to be effective.    

Obesity is a complex health condition that requires a multi-disciplinary approach to 

manage it effectively. Guidelines recommend the use of a multi-disciplinary team to manage 

weight and implement lifestyle (diet, exercise and behavior), pharmacologic and/or surgical 

interventions (Semlitsch et al., 2019). Additionally, therapeutic weight goals should be set to 

achieve a 5% to 10% reduction of baseline body weight over a 6–12-month treatment timeframe 

(Semlitsch et al., 2019). The challenge is the actual application of these guideline 

recommendations into everyday primary care practice.  

Intensive Treatment Programs 

Intense lifestyle and behavioral programs have been shown to improve weight loss and 

weight management of obese and overweight adults (Bennett et al., 2018; Katzmarzyk et al., 

2020; McVay et al., 2019; Thabault et al., 2016). The Track study compared a digital obesity 

treatment to usual obesity care in primary care on weight loss over 12 months in patients with 

socioeconomic disadvantage and cardiovascular risk (Bennett et al., 2018). Track intervention 

included behavioral change goals that changed every two months (ie., walk 10,000 steps), 

weekly calls or texts to report progress and provide motivation, daily self-weighing, pop-up 

reminders in the EHR for providers, and coach outreach 18 times over 12 months for support and 
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training (Bennett et al., 2018). Patients in the Track intervention group lost an average of 4.1kg 

at six months, with 43% of patients in the Track intervention group losing >5% of their initial 

weight compared to only 6% of those in the usual care group losing >5% of their initial weight 

(Bennett et al., 2018). A secondary analysis of the Track study revealed a significant weight 

change associated with provider-documented counseling across all appointments from month 0-

12, but patient self-report of counseling was not associated with increased weight loss (McVay et 

al., 2019). Additionally, higher ratings of provider empathy were associated with increased 

weight loss (-0.8kg average), but only during the 6-to-12-month time frame (McVay et al., 

2019). The results support the idea that human contact with a digital weight loss intervention, 

and specifically provider empathy, leads to improved weight loss (Bennett et al., 2018; McVay et 

al., 2019). 

 Significant weight loss with intense behavioral programs can vary greatly depending on 

the study/intervention and length of time. One intensive behavioral therapy program in a primary 

care clinic had 39% of adult patients lose at least 5% of their baseline body weight over 6 months 

(Thabault et al., 2016). A longer, cluster-randomized trial to assess the effectiveness of a 24 

month, high-intensity, lifestyle-based program in 452 adult patients compared to 351 patients 

receiving usual care, had greater weight loss in the intervention group, especially at 6 months 

(Katzmarzyk et al., 2020). The intervention included daily self-weighing, regular meetings with 

health coaches, as well as a provided diet/meal plan and 175 minutes of exercise per week 

(Katzmarzyk et al., 2020). The intervention group lost an average of 4.99% of their baseline 

weight, compared to the usual care group (0.48% of their baseline weight) (Katzmarzyk et al., 

2020). Overall, black patients had less weight loss than other races, with no significant 

differences seen between age or gender (Katzmarzyk et al., 2020). There was no difference in 
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cardiovascular risk between intervention or usual care groups, but the intervention group had 

more improvements on several quality-of-life measurements compared to the usual care group 

(Katzmarzyk et al., 2020). 

 Active referral to high-intensity intervention programs is necessary when these programs 

are not available in primary care clinics. Aveyard et al. (2016) conducted the first trial that 

involved the screening and opportunistic intervention for people not seeking weight loss support 

and assessed its impact on weight over 12 months in a primary care setting. The intervention 

group had a significant average weight loss of 2.53kg compared to 1.04kg average in the control 

group, with 25% of the intervention group losing 5% of their initial body weight versus 14% in 

the control group (Aveyard et al., 2016). The study reflects a more general population because it 

was offered to all obese patients rather than those seeking help to lose weight (Aveyard et al., 

2016). Additionally, it involved the referral of patients to weight management programs outside 

of the primary care clinic (Aveyard et al., 2016), 

 Studies show that a 5% reduction in body weight can result in improved health outcomes 

and reduction in associated co-morbidities for obese patients (Fruh, 2017). Studies indicate that 

high-intensity, weight loss interventions result in a significant number of patients achieving a 5% 

baseline body weight reduction (Aveyard et al. 2016; Bennett et al., 2018; Katzmarzyk et al., 

2020; Thabault et al., 2016). High-intensity, weight loss interventions usually involve a multi-

disciplinary team and may include both in-person and technology-based check-ins (phone calls, 

texts, emails, telehealth visits). Some studies, such as with Brown et al. (2020), suggest that a 

telemedicine approach alone may improve weight loss outcomes for obese patients. An average 

of 3.5% baseline weight loss was seen during a 16-week telemedicine weight management 

program for obese patients in rural primary care clinics (Brown et al., 2020). Though patients did 
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not achieve the ideal 5% baseline body weight loss, the trial was shorter (16 weeks), and the 

results suggest improved weight loss with telemedicine intervention (Brown et al., 2020). The 

trial was not randomized, and the telemedicine appointments were not individualized in patients’ 

homes (rather in group settings at their respective, rural primary care clinics), but may be a 

beneficial model for primary care clinics without local access to adequate weight management 

programs (Brown et al., 2020).  

Pharmacologic and Surgical Intervention 

 Pharmacologic intervention is recommended, in combination with lifestyle interventions, 

for patients with BMI ≥ 30 (or BMI ≥ 27 with associated co-morbidity), and surgical intervention 

for patients with BMI ≥ 40 (or BMI ≥ 35 with associated co-morbidity) (Perreault, 2020). There 

are several U.S. Food and Drug Administration (FDA) approved medications for weight loss, 

including orlistat, phentermine-topiramate, naltrexone-bupropion, and glucagon-like peptide-1 

agonists (GLP-1) (Lumsden et al., 2020). Along with lifestyle changes, weight loss medications 

have been shown to improve weight loss, compared to lifestyle changes alone, and may also 

improve patient satisfaction with weight loss (Saxon et al., 2019). Several diabetes medications 

may also improve weight loss (metformin is used off-label and liraglutide is FDA approved) 

(Saxon et al., 2019). An RCT of liraglutide and intensive behavioral therapy (IBT) showed 

61.5% of patients lost ≥ 5% weight over 56 weeks compared to 38.8% of patients with placebo 

and IBT (Wadden et al., 2020).  

Despite evidence of weight loss medication effectiveness, weight loss medications are 

rarely prescribed by providers (0.6% - 2.6% of eligible patients), and the number of prescriptions 

has decreased in recent years based on retrospective studies (Saxon et al., 2019). Longitudinal 

studies of weight change and management have also shown low weight loss prescriptions, with 
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1% of all eligible patients being prescribed weight loss medications over a three-year period in a 

large academic health system (Lumsden et al., 2020). Bariatric surgery rates are similarly low, 

with 0.6% of eligible patients having bariatric surgery in the same longitudinal study (Lumsden 

et al., 2020). 

Lack of provider education and comfort with weight-loss medications may contribute to 

low prescription rates (Iwamoto et al., 2018). A survey of primary care providers found that 

exercise may be overvalued, and weight-loss medications undervalued, but that educational 

intervention can improve provider comfort with weight-loss medication prescribing (Iwamoto et 

al., 2018). Educational intervention may also improve provider perception of medication 

effectiveness (Iwamoto et al., 2018). 

Patient and Provider Perceptions 

 Patient and provider perceptions of weight loss and weight management can significantly 

impact motivation and interventions (Bloom et al., 2018; Iwamoto et al., 2018). Patients in a 

qualitative study identified several key themes to improve weight management in primary care: 

determine motivating factors, positive reinforcement and follow-up of providers, establishment 

of specific lifestyle changes and goals, and increased time for weight loss discussion at visits 

(Bloom et al., 2018). Surveys of providers have indicated pessimism in advising patients on 

weight-loss, and this view may not change despite educational intervention on weight 

management techniques (Iwamoto et al., 2018). Negative stereotypes of weight loss capability 

and patient motivation may impact provider perceptions, while patients may be hindered by 

provider bias and perceived lack of support (Bloom et al., 2018). Qualitative studies and small 

survey studies are helpful in assessing patient and provider perceptions but are not generalizable 

to large populations. 
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Limitations of Weight Loss Trials 

A major concern with weight loss trials is high attrition rates and predominantly 

Caucasian, female population. Although a few studies intentionally sought out underserved 

populations (Bennett et al., 2018; Katzmarzyk et al., 2020; Wadden et al., 2020), many have 

mostly female participants (Bennett et al., 2018; Lumsden et al., 2020; Katzmarzyk et al., 2020; 

Thabault et al., 2016; Thomas et al., 2014; Wadden et al., 2020; Yackobovitch-Gavan et al., 

2015). Most of the studies reviewed also had higher follow-up rates compared to typical weight 

loss trials. The average 12-month weight loss trial has a follow-up rate of 63% (Aveyard et al., 

2016). Aveyard et al. (2016) had a follow-up rate of 75% at 12 months, Katzmarzyk et al. (2020) 

had 83.4% of patients complete the 24-month trial, and Wadden et al. (2020) had 96% 

completion rate over 56 weeks, but Brown et al. (2020) only had a 62% completion rate at the 

end of 16 weeks. Multiple factors may contribute to high attrition rates, including dissatisfaction 

with weight loss, and these must be further evaluated in future clinical trials. 

Sociodemographic Considerations 

 Personal, sociodemographic, and treatment-related factors associated with attrition at 

different stages in a 10-week weight-loss program were investigated as part of a longitudinal 

clinical intervention study (Yackobovitch-Gavan et al., 2015). The most significant predictor of 

dropout was a smaller reduction in BMI at the beginning of the trial, with a 0.5 average BMI unit 

reduction in the first two weeks being associated with better program compliance 

(Yackobovitch-Gavan et al., 2015). Of the 30% who did not complete the program, 55% of them 

dropped out during the last week of intervention, likely related to psychological factors of not 

achieving desired weight loss goal (Yackobovitch-Gavan et al., 2015). Similarly, a 10-year 

longitudinal study of weight loss maintenance in people who have successfully lost weight found 
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that patients with greater initial weight loss maintained larger weight losses over the 10-year 

timeframe (Thomas et al., 2014). Gender, race/ethnicity, and education were not significant 

factors in sustained weight loss, but initial weight loss was significant (Thomas et al., 2014). 

These longitudinal studies suggest that early encouragement and improvement in high-intensity, 

weight-loss interventions can improve patient outcomes and sustain weight management over 

time. Additional RCTs are necessary that address weight loss and weight maintenance from 

high-intensity programs in multiple populations (such as various gender, racial, and 

socioeconomic groups). 

Conclusion 

 Universal overweight and obesity screening of adult patients in primary care with BMI 

and the use of multi-disciplinary interventions (such as lifestyle recommendations; referral to 

high-intensity, weight management programs; weight-loss medications; and/or surgical referral) 

for weight loss are part of current recommended guidelines (Semlitsch et al., 2019; Saxon et al., 

2019). Routine check-ins and frequent follow-ups are also necessary to ensure program 

compliance, and check-ins may be especially important at the beginning of the intervention 

(Bennett et al., 2018; Yackobovitch-Gavan et al., 2015). To incorporate these guidelines into 

everyday practice, policies and procedures must be implemented and utilized. Provider education 

on how to assess, manage, refer, and talk to their patients about obesity and weight loss is also 

essential. (Bleich et al., 2015). For this capstone project, providers were re-educated on the 

Obesity Pathway (a step-by-step algorithm) to improve the screening and intervention of 

overweight and obese patients in one primary care clinic. 

Theoretical Framework/Evidence Based Practice Model 

Graham et al.’s (2006) Knowledge-To-Action (KTA) framework was used for this  
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project. The KTA model exists to address the research/knowledge-practice gap and is applicable 

to quality improvement (QI) projects in healthcare and involves multiple cycles. KTA involves 

the process of knowledge creation and action within a cyclical and fluid process. Knowledge 

creation includes knowledge inquiry (first-generation knowledge or existing knowledge), 

knowledge synthesis (second-generation knowledge or aggregation of existing knowledge), and 

knowledge tools or products (third-generation knowledge or compilations of the knowledge such 

as with clinical practice guidelines). Knowledge creation is depicted as a funnel within the action 

cycle. The action component is a cycle of knowledge implementation into clinical practice. The 

action cycle involves identifying a problem and associated knowledge, adapting the knowledge 

to the specific setting, assessing the barriers to implementation, tailoring the intervention to the 

setting, monitoring the knowledge use, evaluating outcomes, and sustaining the knowledge use. 

(See Appendix B). 

In this project, a review of the literature and current evidence-based practices on weight  

screening and intervention encompassed the knowledge creation. The Obesity Pathway existed 

as previous knowledge, and the action cycle was the re-training of primary care providers and the 

actual application of the Obesity Pathway into clinical practice. The action component included 

several steps: identifying the problem of providers not utilizing the Obesity Pathway; adapting 

the knowledge to the specific setting with the re-training of the providers; assessing the barriers 

to implementation via provider survey; tailoring the intervention to the setting by making 

recommendations based on literature and provider response; monitoring the knowledge use by 

assessing the use of the Obesity Pathway; evaluating outcomes via survey assessments of bias 

and determining the number of patients referred to weight loss services; and sustaining the 
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knowledge use by ensuring continued application of the Obesity Pathway and making necessary 

changes to current practice. (See Figure 1). 

Figure 1 

Assessing Use of the Obesity Pathway within the KTA Framework 

 

Note. The steps involve a cyclical and fluid process, as depicted with the arrows. 

The next step for this project is to share the findings with providers at the clinic and make 

recommendations to improve weight management screening and intervention at the clinic. 

Methods 

Goals & Objectives 

 The goals of this project were to improve provider use and knowledge of the Obesity 

Pathway, reduce overweight and obesity stigma or bias, improve provider comfort with weight 

management discussion and intervention, and assess use of the Obesity Pathway. Additional 
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objectives were to increase the universal screening of obesity and overweight status and to 

increase referrals to weight loss services for all adult patients seen in the primary care clinic. A 

primary goal was for 80% (8 out of 10) of clinic providers to complete the pre- and post-surveys 

and watch the PowerPoint education training. To meet the objective of reducing weight bias and 

stigma, a goal was set for the NEW Attitudes Scale survey scores to be 25% higher after 

intervention. Provider comfort with weight management discussion and intervention was 

indicated based on post-intervention survey responses. Increased use of the Obesity Pathway was 

indicated on post-surveys, with a goal of 80% of providers reporting “yes” on post-survey 

question number one (“did you watch the PowerPoint training video?”). (See Table 1). 

Table 1 

Project Goals and Objectives 

Goals and Objectives Desired Outcomes Actual Outcomes 

-Providers will participate 

in a PowerPoint training on 

the Obesity Pathway, 

weight bias/stigma, and 

weight management 

discussion/best practices, 

as well as participate in 

surveys about these topics 

-At least 80% of providers 

would respond to the 

surveys and watch the 

PowerPoint presentation 

-50% of providers 

responded to the initial 

surveys 

-20% (n=2) of providers 

replied to the post-

satisfaction survey; both 

reported watching the 

PowerPoint presentation 

-The PowerPoint training 

video was viewed four 

times 

-Providers will 

demonstrate improved 

attitudes and decreased 

bias toward overweight and 

obese patients  

-NEW Attitudes Scale 

scores will be 25% higher 

after intervention (higher 

scores indicate more 

positive attitudes) (Ip et al., 

2013) 

-Providers will have 

greater comfort levels in 

managing overweight/ 

obesity post-intervention, 

-40% (n=4) of providers 

responded to post-NEW 

Attitudes surveys 

-NEW Attitudes Scale 

scores improved by 5-7% 

- Providers reported overall 

positive results on ability 

to treat patients with 

overweight/obesity on the 

NEW Attitudes Scale, and 
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as indicated on survey 

results 

showed improvements on 

post-survey results 

-Providers will utilize the 

Obesity Pathway and all of 

their adult patients will be 

screened based on BMI 

and offered tailored 

interventions for weight 

management as indicated 

in the Obesity Pathway 

-Increased use of the 

Obesity Pathway on post-

surveys, with 80% of 

providers reporting “agree” 

on post-survey question #1 

-25% of overweight/obese 

patients would be 

counseled on weight 

management and have 

documented intervention 

(or declination of weight 

management discussion) 

-No providers reported  

“agree” on either pre- or 

post-survey question #1, 

indicating neutral or no use 

of the Obesity Pathway in 

their current practice 

-1% of patients with BMI ≥ 
25 (overweight) and 3.2% 

of patients with BMI ≥ 30 

(obese) were referred to 

nutrition or weight loss 

services during the study 

timeframe 

 

Note. Improvements on post-survey results do not reflect statistical significance due to limited 

data. Data documenting patient counseling, weight management intervention, or declination of 

weight management discussion was unable to be obtained from the EHR for this project. 

Project Site and Population 

 The project was implemented in a primary care clinic in a suburb of Seattle, Washington. 

The clinic consists of ten providers: six medical doctors, three advanced registered nurse 

practitioners, and one physician’s assistant. All clinic providers were recruited via email and 

with assistance from their colleague/the project mentor. The clinic offers primary care services, 

including family medicine (newborn, pediatric, adolescent, adult and geriatric care), chronic 

disease management, health wellness and education, and minor surgical procedures. Clinic 

providers were the target population for this project, but adult clinic patients, ages 18 – 65 with 

overweight or obese status (BMI ≥ 25), are targets for the Obesity Pathway.  

Measurement Instruments 

 Pre- and post-surveys were administered to all clinic providers anonymously via Microsoft  
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Forms online. The Nutrition, Exercise, and Weight Management (NEW) Attitudes Scale survey 

was used to determine provider attitudes and biases toward obesity and weight management. The 

NEW Attitudes Scale was designed for medical students but could be applicable to any 

healthcare provider who assesses and treats obese patients (Ip et al., 2013). This scale has good 

validity and reliability with moderate internal consistency and uses a 5-point Likert scale rating 

to score question responses (Ip et al., 2013). The NEW Attitudes Scale is unique because it 

emphasizes clinical application rather than bias alone (Ip et al., 2013). The test-retest reliability 

or correlation coefficient of the NEW Attitudes Scale was 0.89 (Ip et al., 2013).  

 Satisfaction surveys included nine to 13 questions, with a mix of 5-point Likert scale and 

open-ended response questions. Satisfaction surveys assessed pre- and post-intervention feelings 

of ability to assess and treat overweight/obese patients, availability of resources, and barriers and 

facilitators. The post-satisfaction survey also assessed likeability and useability of the Obesity 

Pathway. (See Appendices C and D).  

Data Collection Procedure 

 Surveys were administered pre- and post-implementation of the provider training. The 

surveys were completed anonymously online by providers via Microsoft Forms. The pre- and 

post-surveys were matched using an assigned number chosen by the provider (any random 4-

digit number). Pre-intervention surveys (including the NEW Attitudes Scale and satisfaction 

surveys) were sent via email to all providers by the project mentor on September 23, 2021 and 

requested to be completed by October 10, 2021. The email also contained the link for providers 

to watch the PowerPoint Zoom presentation. Re-education of providers on the Obesity Pathway 

and associated topics was completed via this pre-recorded PowerPoint Zoom presentation 

conducted by the DNP student. The PowerPoint Zoom presentation, titled “Overweight and 
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Obesity Screening and Intervention: Provider Training,” consisted of a refresher training on the 

Obesity Pathway, best practices for weight management, obesity bias/stigma, ways to overcome 

barriers in weight management, and motivational interviewing. Providers were instructed to 

complete the pre-surveys prior to watching the PowerPoint training, and to complete both the 

pre-surveys and the training by October 10, 2021. A reminder email, containing the actual 

PowerPoint slides, was sent by the project mentor on October 6th. (PowerPoint presentation see 

Appendix E). 

 After completion of the pre-surveys and the PowerPoint training, providers were asked to 

complete post-surveys. The two post-surveys, the NEW Attitudes Scale and satisfaction surveys, 

were sent via email to all providers by the project mentor on December 1, 2021 and requested to 

be completed by December 12, 2021. A technical error with the link for the post-satisfaction 

survey was discovered by the DNP student on December 7th, and a new email was sent by the 

project mentor on December 9th to all providers with the corrected link to complete the post-

intervention surveys, with an extended deadline of December 22nd. An additional reminder email 

was sent by the project mentor on December 16th for providers to complete the post-intervention 

surveys.  

 In addition to survey data, patient data on overweight/obesity intervention was also collected. 

EHRs of all patients seen in the clinic for an annual appointment or other non-acute appointment 

just prior to and during the project timeline (August – December 2021) was reviewed. The 

number of documented referrals to nutrition or weight loss services for all patients with BMI ≥ 

25 was recorded by clinic staff. Only de-identified data was reviewed and analyzed by the DNP 

student per clinic policy and for the protection of patient health information.  
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Data Analysis  

 Given the anticipated small sample size (≤ 10 providers), descriptive statistics were used for 

this QI project. Demographic data was not collected due to small sample size and the need to 

preserve anonymity of survey responses. Overall frequency, means, and ranges were evaluated 

for pre- and post-surveys completed by providers. Data collected from the patient EHRs was 

extracted into Microsoft Excel and de-identified by facility staff. The de-identified data was 

reviewed and analyzed by the DNP student and reported in an aggregate format. Qualitative data 

regarding provider feelings on obesity, treatment and the usability of the policy, were also 

reviewed and discussed as part of the data analysis. 

Ethical Considerations/Protection of Human Subjects 

 This doctoral project was submitted to the University of Massachusetts Amherst 

Institutional Review Board (IRB) as well as the primary care clinic organization’s IRB and did 

not meet criteria for human subject research or IRB review (see Appendices F and G). Data from 

the EHRs at the facility was accessed only by facility staff and the descriptive data was de-

identified prior to the DNP student obtaining the data for analysis. 

 Primary care providers were educated and surveyed anonymously regarding the Obesity 

Pathway and their attitudes surrounding obesity. Surveys were submitted online by providers 

using Microsoft Forms and were accessed by the DNP student. All results were coded and 

aggregated, and did not include identifying information. There was minimal risk to the 

healthcare providers, and the potential benefits of improving patient health with this QI project 

outweighed the risks of sensitive discussion of personal biases and fears. 

Results 

Five providers out of 10 clinic providers responded to both initial surveys between  
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September 23rd and October 22nd. Four providers responded to the NEW Attitudes Scale post-

survey and two providers responded to the post-evaluation survey from December 1st – 

December 21st. One provider, as determined by random ID code, completed all of the pre- and 

post-surveys. The PowerPoint Zoom education video was viewed four times.  

Providers reported overall positive attitudes on the NEW Attitudes Scale, with pre-survey 

scores ranging from +17 to +70 (mean of +45.4) and post-survey scores ranging from +23 to +70 

(mean of +53.5). All three providers who completed both of the NEW Attitudes Scales (both the 

pre- and post-surveys) showed improvement in scores on the post-assessment, with a range of 5-

7% increases in scores. Only one of these three providers completed the post-satisfaction survey 

and reported watching the training videos (both the PowerPoint Zoom presentation and the site’s 

previous staff meeting recording on the Obesity Pathway); so, it is unknown if the other two 

providers watched the training videos. Statistical significance cannot be determined regarding 

completion of the training and improvement in NEW Attitudes Scale responses due to limited 

data. 

There was one negative response on one pre-survey question assessing obesity bias on 

the NEW Attitudes Scale, but two providers responded with neutral results on two of the bias 

questions. Overall, providers expressed more positive attitudes about patients being able to eat 

healthy diets and be counseled on nutrition effectively compared to attitudes about patients’ 

ability to exercise and be counseled on exercise. Providers reported overall positive results on 

ability to treat patients with overweight/obesity as evidenced by positive results on the two 

questions: “I feel confident treating overweight/obese patients” (average score of +1.2) and “I 

feel effective in helping overweight/obese patients manage their weight” (average score of +0.4) 
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and showed a slight increase in positive attitudes on these two questions on the post-survey 

results (average score of +1.5 and +1, respectively). (See Table 2). 

Table 2 

NEW Attitudes Scale Results 

Question b Average Score  

(Pre) 

Average Score 

(Post) 

Improved? a 

1. There is no excuse for a 

patient to be overweight/obese  

(-3) 

 

+3.6 

 

+2.25 

 

No 

2. It is usually sufficient to give 

a person brief, clear advice 

about weight management (1) 

 

 

-1.4  

 

 

-1 

 

 

Yes 

3. People can eat a healthy diet 

if they choose to do so (-2) 

 

0 

 

-0.5 

 

No 

4. Counseling about nutrition 

does not change behavior (-2) 

 

+2 

 

+2 

 

Same  

5. I believe if I eat a healthy diet 

it would make me an effective 

role model (2) 

 

+0.8 

 

+2.5 

 

Yes 

6. I find it rewarding to talk to 

someone about nutrition (2) 

+1.6 +2 Yes 

7. I have a personal desire to 

counsel patients about nutrition 

(2) 

 

+1.2 

 

+2 

 

Yes 

9. The American food culture 

contributes to the 

overweight/obese problem (1) 

 

+1.8 

 

+1.5 

 

No 

10. Patients are likely to follow 

an agreed upon plan to increase 

their exercise (1) 

 

-0.4 

 

0 

 

Yes 

11. Even if I counsel them, 

patients will continue their poor 

exercise habits (-3) 

 

0 

 

+0.75 

 

Yes 

12. I have a personal desire to 

counsel patients about exercise 

(2) 

 

+2 

 

+1.5 

 

No 

13. Overweight individuals tend 

to be lazy about exercise (-4) 

 

+2.4 

 

+4 

 

Yes 

 

16. I believe patients can 

maintain weight loss (2)  

 

+1.2 

 

+2 

 

Yes 
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17. I think obese patients are 

motivated to change their 

lifestyle (2) 

 

+1.2 

 

+1.5 

 

Yes 

18. I feel effective in helping 

overweight/obese patients 

manage their weight (2)  

 

+0.4 

 

+1 

 

Yes 

19. I believe that my patients 

will follow through with a 

weight management program (2) 

 

+0.8 

 

+1 

 

Yes 

20. I feel confident treating 

overweight/obese patients (2)  

 

+1.2 

 

+1.5 

 

Yes 

 

21. I think treating 

overweight/obese patients is not 

worth the time (-5) 

 

+8 

 

+8.75 

 

Yes 

22. Weight management 

counseling takes too much time 

(-3) 

 

0 

 

+1.5 

 

Yes 

23. I do feel a bit disgusted 

when treating a patient who is 

obese (-5) 

 

+8 

 

+8.75 

 

Yes 

24. If a patient is 

overweight/obese, I feel 

awkward discussing his/her 

weight (-2) 

 

+2 

 

+0.5 

 

No 

25. The person and not the 

weight is the focus of weight 

management counseling (2) 

 

+2 

 

+3 

 

Yes 

27. Patients take their weight 

seriously (1) 

 

+1 

 

+0.75 

 

No 

29. I have a personal desire to 

counsel patients about weight 

management (2) 

 

+2 

 

+1.5 

 

No 

30. Overweight/obese 

individuals lack will power  

(-4) 

 

+4.8 

 

 

+5 

 

Yes 

Note. Scale response for each question based on: −2 (strongly disagree), −1 (disagree), 0 

(neutral), 1 (agree) or 2 (strongly agree). Each question is scaled (scale number is listed in 

parentheses after each question) with negative points reflecting negative attitudes and positive 

points reflecting positive attitudes. To calculate total, multiple response scale rating by the scale 

number (in parentheses after each question) (Ip et al., 2013). 
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a Improvement in scores does not indicate statistical significance. 

b Several questions were omitted in the table due to scoring insignificance (question score of 0). 

There was a total of 17 questions (out of 25 scored questions) on the NEW Attitudes Scale that 

showed improvements in scores from the pre- to post-survey. However, statistical significance of 

score improvement could not be determined due to small sample size. 

Providers did not report using the Obesity Pathway often in their practice, based on 

“disagree” and “neutral” responses on both pre- and post-satisfaction surveys. Four providers 

reported not knowing how to find the Obesity Pathway and made recommendations for 

embedding it within the EHR for ease of use. Three providers recommended better flagging of 

BMI in the EHR to address screening and weight management intervention. All five providers 

reported adequate resources and referral options as a facilitator to managing overweight/obesity 

on pre-surveys. Three providers reported time as a barrier to discussing weight management. 

Additional barriers reported by the providers included patients not wanting to talk about their 

weight and feeling that there are inadequate methods to manage weight loss effectively. 

Two providers responded to the post-satisfaction survey and reported watching the 

PowerPoint training and an additional clinic-provided training (a previous, pre-recorded staff 

meeting on the Obesity Pathway, which was linked in the PowerPoint training as additional 

education). All providers answered the optional question of “are you happy with your own 

weight, at this time” with a “disagree” or “neutral” response, with one provider changing this to 

“agree” on the post-satisfaction survey. Providers who answered the optional question of “how 

many years have you been in practice for” reported a minimum of four years and maximum of 

16 years. 
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Patient data was reviewed to determine documented intervention for overweight/obesity 

management. The only data that could be extracted from patient EHRs for this project was the 

number of referrals to nutrition or weight loss services based on BMI. Of the 3,893 patients with 

overweight/obesity seen in the clinic around the project timeframe (August – December 2021), 

94 of those patients, or 2.4%, were referred to nutrition or weight loss services. Of note, this data 

included patients of all ages, and not just an adult population. There were 1468 office visits of 

patients with overweight BMI (25 ≤ BMI < 30) during this timeframe and 15, or 1%, were 

referred to nutrition services. There were 2425 office visits of patients with obese BMI (BMI ≥ 

30) during this timeframe, and 79, or 3.2%, were referred to nutrition or weight loss services. 

The highest number of referrals for patients with obesity was noted during the month of October 

(n = 24). The project was initiated in late September/early October, but the significance of an 

increase in referrals during this time is unclear, due to limited data. The minimal number of 

patient referrals did not meet the project goal of 25% of patients with overweight/obesity having 

documented weight management intervention. However, additional weight-management 

intervention data was not reviewed for this project due to restrictions of accessible data from 

patient EHRs. 

Discussion 

The primary goal of this project was to increase provider use of an existing Obesity 

Pathway. Additional goals of this project included improving provider obesity bias and attitudes 

regarding weight management, as well as increasing the number of documented interventions for 

weight management and the number of referrals to weight loss services. Use of the Obesity 

Pathway was not improved with this project, but provider attitudes on obesity and weight 

management were overall positive and showed improvements over the project timeline. The 
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number of patient referrals to weight loss services was minimal during the project and needs to 

be improved. 

Providers did not report using the Obesity Pathway often in their practice, and reported 

that it was too challenging to find and reference. The use of guidelines and policies/procedures is 

necessary to assist providers with weight management intervention, but is useless if providers are 

unaware of how to access it. Studies on obesity clinical practice guidelines have recommended 

embedding these guidelines within the EHR for improved outcomes (Rust et al., 2020). Some 

providers made recommendations for embedding the pathway within the EHR, which is 

something the site is currently working on.  

Despite the lack of Obesity Pathway use, providers did report overall positive attitudes 

regarding obesity. The NEW Attitudes Scale scores can range from -118 to +118, with positive 

scores indicating more positive attitudes (Ip et al., 2013). In the Ip et al. (2013) study, scores 

ranged from -37 to +78 with a mean score of 24.4. In this project, pre-survey scores ranged from 

+17 to +70 (mean of +45.4), and post-survey scores ranged from +23 to +70 (mean of +53.5), 

implying overall positive attitudes. Providers reported overall positive attitudes regarding ability 

to treat overweight/obese patients, but the numbers were still low and close to a neutral or “0” 

response (+0.4 and +1 on pre- and post-survey, respectively). Provider pessimism on weight 

management interventions can negatively impact both provider and patient perceptions of weight 

loss ability (Iwamoto et al., 2018). If providers do not have confidence in their ability to treat 

overweight/obese patients, this can be problematic for patients with overweight/obesity. 

Additionally, providers had an overall neutral response regarding the amount of time it takes to 

counsel patients on weight management (0 and +1.5 on pre- and post-survey, respectively). Time 

for weight management counseling has been indicated as a barrier by providers and patients 
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(Bleich et al., 2015; Bloom et al., 2018). If providers do not feel weight counseling is worth the 

time and/or feel that weight counseling takes too much time, this can significantly impact weight 

management discussions and interventions. 

Despite overall positive attitudes, there were several negative or neutral attitudes 

reflected on some of the questions, specifically those related to patients’ ability to choose to eat a 

healthy diet, and patients’ ability to follow-through with adequate exercise. Some studies have 

indicated that primary care providers may overvalue exercise, especially compared to other 

weight loss strategies (Iwamoto et al., 2018). Diet and exercise are critical components of weight 

loss, but multi-disciplinary approaches are recommended for weight management; additionally, 

guidelines recommend the use of a multi-disciplinary team to achieve adequate weight loss goals 

of 5-10% (Semlitsch et al., 2019). 

In addition to lifestyle and behavioral interventions, pharmacologic intervention is 

recommended for patients with BMI ≥ 30 (or BMI ≥ 27 with associated co-morbidity), and 

surgical intervention for patients with BMI ≥ 40 (or BMI ≥ 35 with associated co-morbidity) 

(Perreault, 2020). This project did not assess weight loss medication prescribing at the clinic, but 

the number of referrals to nutrition and/or weight loss services was evaluated, and these numbers 

are comparable to the literature. Referrals for bariatric surgery can be as low as 0.6% of eligible 

patients (Lumsden et al., 2020). Approximately 3.2% of patients with obesity (BMI ≥ 30) were 

referred to nutrition or weight loss services (which counsels on bariatric surgery) during the 

project timeframe. It is unknown if more of these patients were referred during a previous time 

or if some patients denied referrals, but it is evident that improvements in referral rates are 

necessary.  
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On evaluation surveys, five providers reported adequate resources and referral options as 

a facilitator to managing overweight/obesity, but three providers reported time as a barrier to 

discussing weight management. This is a bit contradictory, as referral to other specialists can 

decrease the amount of time the primary care provider needs to spend on weight management 

discussion. Additionally, weight management should involve a collaborative team in order to 

achieve a multi-disciplinary approach, as indicated in evidence-based guidelines (Semlitsch et 

al., 2019).  

Providers noted the barrier of patients not wanting to talk about their weight. Four out of 

five providers reported feeling comfortable talking to patients about their weight, but three 

reported that patients do not want to discuss their weight, and one stated a barrier to weight 

discussion is “discomfort with approaching the subject.” It is unclear if this one provider was 

indicating patient or provider discomfort with approaching the subject. However, if providers 

feel they are comfortable with weight management discussion, regardless of reported patient 

discomfort, a greater number of weight management discussions should be happening. Studies 

have indicated that patients want providers to talk to them about their weight, provide weight 

management guidance and weight-loss support (Harvard School of Public Health, 2020; 

Iwamoto et al., 2018). This contradicts provider report of patients not wanting to discuss their 

weight. Incorporating a patient questionnaire to assess willingness to discuss weight and 

readiness for change would be beneficial, and may encourage providers to initiate weight-

management conversations (Rust et al., 2020). One provider recommended this type of patient 

questionnaire on the satisfaction survey. 

Provider perception of patients not wanting to talk about their weight can significantly 

hinder weight management discussions, but provider pessimism of effective weight management 
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options further impacts these discussions. One provider stated “I don’t think we have great 

methods to treat weight management,” despite noting a facilitator of weight loss and nutrition 

service referrals for weight management. Studies have indicated provider pessimism in advising 

patients on weight-loss, despite adequate provider education on weight management techniques 

(Iwamoto et al., 2018). Providers reporting inadequate ways to manage weight loss effectively 

may indicate this type of pessimism. Additionally, though it was not mentioned by providers on 

survey, the significant cost of some newer and more effective weight loss medications (such as 

GLP-1 medications) may contribute to negative perceptions of weight management options 

(Iwamoto et al., 2018). Negative stereotypes of patient motivation and ability to lose weight also 

impact both provider and patient perceptions (Bloom et al., 2018). 

 Interestingly, all of the providers reported a neutral or unhappy response to the question 

of “are you happy with your own weight at this time,” with the exception of one provider who 

changed this to “agree” on the post-satisfaction survey. Diet and exercise are the most common 

interventions prescribed for weight management, and other effective interventions, such as 

medication prescribing, are often undervalued by providers (Iwamoto et al., 2018). Lifestyle and 

behavioral changes are challenging for most patients to make, and the need for concrete, 

individualized interventions for these types of changes is necessary; in addition to continued 

support and motivation over an extended period of time (in order to implement the changes 

effectively) (Bloom et al., 2018). The pessimism of providers counseling patients on weight 

management may relate to the challenges of implementing lifestyle and behavioral changes 

effectively, as well as to their own dissatisfaction with personal weight management. In order to 

implement effective lifestyle interventions, patient referrals to multi-disciplinary teams 

(nutrition, weight loss programs, bariatric surgery consultation, etc.) is necessary, and the 
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combination of additional interventions (weight loss medications, bariatric surgery) is also 

necessary to achieve adequate and sustained weight loss. 

 A primary facilitatory for this project was the assistance of the project mentor, one of the 

providers in the clinic, for recruitment of the providers. Other facilitators included recent training 

and introduction of The Obesity Pathway (initiated just a couple years ago), and easy referral to 

an in-network, weight loss clinic. There were several challenges during this project, including the 

COVID-19 pandemic which impacted the ability to conduct the provider training in-person, 

decreased the number of in-person healthcare visits, and impacted the ability of patients to utilize 

in-person weight loss support groups and/or exercise facilities. Provider recruitment and 

retention was lower than anticipated, despite several communications between the project mentor 

and the providers, as well as the offering of a small incentive for completion of all the surveys.  

Conclusion 

 There is a lack of adequate screening and intervention for patients with overweight or 

obese status in primary care, and this contributes to significant patient morbidity and mortality. 

This project sought to improve provider use of an existing Obesity Pathway to screen and 

intervene on overweight/obese patients in one primary care clinic. Weight management is a 

complex health problem, fraught with inadequate understanding of weight management 

interventions; underutilization of multi-disciplinary teams and referrals, medications and 

bariatric surgery; and obesity bias and stigma in healthcare. Providers reported minimal use of 

the Obesity Pathway, and this is evidenced by the lack of referrals to weight loss services and 

nutrition. Though providers reported overall positive attitudes toward patients with obesity, as 

evidenced by NEW Attitudes Scale survey results, they still reported some neutral or negative 

attitudes surrounding obesity and the ability of patients to manage their weight loss. Pessimistic 
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attitudes were also evident based on provider report of inadequate weight loss management 

techniques and lack of time to discuss weight management, despite report of adequate resources 

and referral options for patients. 

Recommendations  

 Based on the project findings, there are several recommendations for the clinic to 

improve the screening and intervention of all patients with overweight and obese BMI. Several 

improvements should be made to the EHR. The addition of a link to the Obesity Pathway or the 

embedding of the actual algorithm/steps of the pathway within the coding or documentation 

components of the patient chart would improve ease of use. Also, better flagging of patient BMIs 

in the chart would ensure providers acknowledge or discuss patients’ weight at wellness visits. 

The use of care gaps is already ubiquitous in the EHR, and adding a weight management care 

gap for those with overweight or obese BMI would be beneficial. Adding a question on patient 

forms about patients’ willingness to discuss their weight and readiness for change at their 

wellness visit may also increase the number of conversations on weight management. 

Additionally, the clinic could set target goals for weight management interventions (medication 

prescribing numbers, referral numbers) based on BMI status, similarly to the set target goals for 

chronic disease management. 

 There are several improvements that could be made for future QI projects. The expansion 

of the project to include several clinic sites would improve the number of responses and 

subsequent data analysis. A more in-depth provider training, involving several in-person training 

sessions, would likely improve project outcomes and increase actual use and application of the 

Obesity Pathway into everyday practice. Direct involvement of additional providers in the 

project, such as with the development of a practice counsel, may also improve project outcomes. 



 35 

 

 Due to restrictions of ability to access EHR data, this project did not collect robust data 

for analysis of several important factors, including pharmacologic prescribing numbers, provider 

discussion of lifestyle recommendations, or documented discussion of weight management with 

all patients with overweight or obese status (or patient declination of wanting to discuss weight 

management). More robust data could be incorporated into future projects with greater assistance 

from clinic staff who would be directly involved in the project. Additionally, a future 

longitudinal study could review patient BMI changes based on intervention types. Future 

research is necessary to adequately address the lack of screening and intervention on patients 

with overweight or obese status in primary care. Improvements must be made to manage patient 

weight loss effectively, and reduce the incidence of morbidity and mortality associated with 

overweight and obese conditions. 
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Appendix B: Knowledge to Action Framework 
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Appendix C: NEW (Nutrition, Exercise, Weight management) Attitudes Scale 

1. There is no excuse for a patient to be overweight/obese (-3) 

2. It is usually sufficient to give a person brief, clear advice about weight management (1) 

3. People can eat a healthy diet if they choose to do so (-2) 

4. Counseling about nutrition does not change behavior (-2) 

5. I believe if I eat a healthy diet it would make me an effective role model (2) 

6. I find it rewarding to talk to someone about nutrition (2) 

7. I have a personal desire to counsel patients about nutrition (2) 

8. Patients understand the connection between nutrition and cancer (0) 

9. The American food culture contributes to the overweight/obese problem (1) 

10. Patients are likely to follow an agreed upon plan to increase their exercise (1) 

11. Even if I counsel them, patients will continue their poor exercise habits (-3) 

12. I have a personal desire to counsel patients about exercise (2) 

13. Overweight individuals tend to be lazy about exercise (-4) 

14. Patients understand the connection between exercise and cancer (0) 

15. Patients think lack of exercise can be a serious health risk (0) 

16. I believe patients can maintain weight loss (2) 

17. I think obese patients are motivated to change their lifestyle (2) 

18. I feel effective in helping overweight/obese patients manage their weight (2) 

19. I believe that my patients will follow through with a weight management program (2) 

20. I feel confident treating overweight/obese patients (2) 

21. I think treating overweight/obese patients is not worth the time (-5) 

22. Weight management counseling takes too much time (-3) 

23. I do feel a bit disgusted when treating a patient who is obese (-5) 

24. If a patient is overweight/obese, I feel awkward discussing his/her weight (-2) 

25. The person and not the weight is the focus of weight management counseling (2) 

26. Patients know the health risks related to their weight (0) 

27. Patients take their weight seriously (1) 

28. Patients understand the connection between weight and cancer (0) 

29. I have a personal desire to counsel patients about weight management (2) 

30. Overweight/obese individuals lack will power (-4) 

31. Patients think being overweight/obese is a serious health risk (0) 

*Scale Rating for each question:  

−2 (strongly disagree), −1 (disagree), 0 (neutral), 1 (agree) or 2 (strongly agree)  

*Each question is scaled (scale number is listed in parentheses after each question) with negative 

points reflecting negative attitudes and positive points reflecting positive attitudes 

*To calculate total, multiple response scale rating by the scale number (in parentheses after each 

question) 

(Ip et al., 2013) 
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Appendix D: Provider Survey 

Pre Survey 

1. Do you utilize the Obesity Pathway in your current practice for all patients with obesity?* 

2. If no to above, what prevents you from using the Obesity Pathway? 

              

3. Do you feel comfortable talking to patients about their weight and weight loss?* 

4. Do you feel you have adequate resources to treat and manage patient weight loss?* 

5. What barriers exist that prevent adequate discussion of weight management with patients? 

              

6. What facilitators exist to help patients with weight loss/management? 

              

7. How could we help improve the screening/intervention of overweight and obese patients?  

              

Optional Questions: 

8. How many years have you been in practice for?   

9. Are you happy with your own weight, at this time? Y or N    

 

Post Survey 

1. Did you review the PowerPoint education video on The Obesity Pathway? Y or N    

2. Do you utilize the Obesity Pathway in your current practice for all patients with 

overweight/obesity?* 

3. If no to above, what prevents you from using the Obesity Pathway? 

              

4. Is the Obesity Pathway easy to use?* 

5. Do you feel comfortable talking to patients about their weight and weight loss?* 

6. Do you feel you have adequate resources to treat and manage patient weight loss?* 

7. What barriers exist that prevent adequate discussion of weight management with patients? 

              

8. What facilitators exist to help patients with weight loss/management? 

              

9. How could we help improve the screening/intervention of overweight and obese patients?  

               

10. How do you feel the Obesity Pathway could be improved? 

              

11. Any other feedback? 

              

Optional Questions: 

12. How many years have you been in practice for?   

13. Are you happy with your own weight, at this time? Y or N    

 

*Scale rating for each question without an open-ended response: 

1 (strongly disagree), 2 (disagree), 3 (neutral), 4 (agree) or 5 (strongly agree)  



 51 

 

Appendix E: Provider Training PowerPoint 
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*NOTE: Site statistics slide removed for final write-up 
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