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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



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-



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/m?,
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



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



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 11 articles including a pilot
study and a non-randomized trial. There were eight level 111 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.



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 |1 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
etal., 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 O-
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 (lwamoto 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 (lwamoto et
al., 2018). Educational intervention may also improve provider perception of medication
effectiveness (lwamoto 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; lwamoto 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 (lwamoto 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
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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.

Goals & Objectives

Methods

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 6. (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 7™, and a new email was sent by the
project mentor on December 9" to all providers with the corrected link to complete the post-
intervention surveys, with an extended deadline of December 22", An additional reminder email
was sent by the project mentor on December 16™ for providers to complete the post-intervention
surveys.

In addition to survey data, patient data on overweight/obesity intervention was also collected.
EHRSs 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 23" and October 22", Four providers responded to the NEW Attitudes Scale post-
survey and two providers responded to the post-evaluation survey from December 1% —
December 21%. 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 ® Average Score Average Score Improved? 2
(Pre) (Post)

1. There is no excuse for a
patient to be overweight/obese +3.6 +2.25 No
(-3)
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 | eat a healthy diet
it would make me an effective +0.8 +2.5 Yes
role model (2)
6. | find it rewarding to talk to +1.6 +2 Yes
someone about nutrition (2)
7. 1 have a personal desire to
counsel patients about nutrition +1.2 +2 Yes
(2)
9. The American food culture
contributes to the +1.8 +1.5 No
overweight/obese problem (1)
10. Patients are likely to follow
an agreed upon plan to increase -0.4 0 Yes
their exercise (1)
11. Even if | counsel them,
patients will continue their poor 0 +0.75 Yes
exercise habits (-3)
12. I have a personal desire to
counsel patients about exercise +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. 1 think obese patients are
motivated to change their
lifestyle (2)

+1.2

+1.5

Yes

18. | 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. | feel confident treating
overweight/obese patients (2)

+1.2

+1.5

Yes

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

+8

+8.75

Yes

22. Weight management
counseling takes too much time

(-3)

+1.5

Yes

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

+8

+8.75

Yes

24. If a patient is
overweight/obese, | 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. | have a personal desire to
counsel patients about weight
management (2)

+2

+15

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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& 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.



28

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 (Ilwamoto 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
(Ilwamoto 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
(Ilwamoto 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.
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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 A: Obesity Pathway

Adult Obesity Pathway
Step by Step to Obesity Management

Obesity is o chronic disease that requires long term management. More than one third of adwlts in the United
States are obese. Increased BMI is associated with a decreased life expectancy, and obesity leads to many
comorbidities such as Type 2 diobeles, sleep apneo, goliblodder disease, heorl disease, hypertension,
dyslipidemia, and kidney disease. Weight-related discussions with health care providers have been shown to
influence potients to engoge in weight loss efforts. This pathway wos developed ot Providence 5t Joseph
Health to incorporate best practice recommendations in manaoging patients with obesity in primary care.

Key components of this pathway

Summary of pathway components:

1. Assess patient weight status. Fathway Framework

2. Engage patients with higher than
normal BMI regarding willingness to
work on weight management

* Patient Engagement and Assessment

3. Use the tools provided to have

productive discussions with patients to * Patient Staging, Shared Decision

promote healthy weight Making, Referral and Orders
4. Establish a plan of care to help patients
reach weight loss goals. + Patient Follow-up and Maintenance

5. Ensure follow up for reassessment and
ONgoing support.

Toolks Resources
Browldar Frluratinn Provubder Eduratinn Boweralnt
Workflow Obesity Workflow

2013 AHASACL/TOS Guideline Management of Overwelght and Obesity in Adults

System Adult Obesity Pathway
Last revised: 7/24/2018
Page 2

41



Step 1: Patient Engagement & Assessment

The goal of this step is to start a conversation about the benefits of a healthy lifestyle with adult patients
coming into primary care with a BMI that is > 35. If they are willing to have further conversation, follow the
pathway. If they are not, record “reason” in Epic and postpone to a future visit.

Based on outcome of the discussion with the provider, the patient would be advised on a treatment
regimen in Step 2 and work with the care team to set goals.

Engage the patient with a question regarding their willingness to discuss Provider Checklist:
the benefits of a Healthy Lifestyle Engage in Conversation
to Understand
o “Are you comfortoble discussing the benefits of o healthy fifestyie
- “Wild you be interested in discussing the benefits of o healthy lifestile *  Patient History
o “Con we take a few minutes fo discuss your heolth and weight #* #  Current Phiysical
. “Your BMI is XX, Do you hove questions about BAMI and how it relates to yaur health? Activity
- “How do pou feel aboul your health «  Current Mutrition
- “How do pouw feel abaut your weight 7 + Challenges
g “Is there anything you would like to change to be healthier *  SupportSystems
" Available ta
Patients
5 A's to Behavior
Pravider notes decisian. Manageme
.H&Hif':i':ﬂnll:l'nr mﬂtm
upin defined period af
time.
*  Ask
L 117214
YES *  Advise
+ *  Apres
*  Asgst
Provider pracesds with dicustan and gass en ta Step 1. In additien,
the provider adds the diagnesis an the preblem list. Interval for Step e Too i Bk
2 depends on provider time and may happen in same visit, or may ; Hr..hmﬁm “'&
require a follow-up vsit. If a follow-up wiit & required, patient i R NS
ghven printed materials regarding how to achieve a healthy Hesyle. Infarmaticn

Resources
5A’'s Behavior Management Approach SA's Scripting
Maothvational Interviewing Counteling Technigues of Motivational Interviewing
Lonversaton Starers 1N STAMars

System Adult Dbesity Pathway
Lact roviced: 7243018
Page 3
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Step 2: Patient Staging, Shared Decision Making, Referral and Orders

The clinical intent is to have the patient confirm that they are ready to move forward with a defined treatment plan. If
agreed, utilize the chart below to stage patient and determine treatment modalities. Review options using shared
decision making to find those that would be best suited for reaching their goals, reviewing the pros and cons of each.
If the patient is not able to make a decizsion at this visit, plan for follow-up at a future encounter.

As appropriate:
o Refer patient to programs and specialists identified in the agreed-to-treatment plan
o Schedule follow-up appointments as agreed to with patient
o Commit to tracking and reporting plan
o Understand and use appropriate billing codes

Patients should be coached on lifestyle changes and provided with resources to make steps toward achieving a
healthy weight. Pharmacotherapy may be considered in addition to lifestyle changes where indicated. For patients
with a BMI = 40, or those with a BMI > 35 plus comorbidities whao are unsuccessful with lifestyle and medication
interventions, referral for bariatric surgery may be warranted.

. Physical — ) Behavioral ﬁ

Pharmaco-
therapy

ﬁ. Bariatric

. . =Aim for 30 =Goal Setting » Azsess safety sConsideration
'2:;:-::;-: I'l"l-l'lu.!H of sEncourage » Consider first for patierts
500-1000 physical 4eif- =5l I wha did nat
kealf day Betivity mst manitoring of m’:‘;"““" succeed with
i days per week faad intake, other
'::':'i":: sRecommend bysical ESppts treatment
g . incressing asctivity, and 'mi'-‘“':‘r::“‘ madalities
Hand Bitivity a3 weight Ty are sBefer to
*Refer to s *Refer to approved with a Bariatric
Registered =Refer to Behaviaral B =27 wyf Surgery
Dietitian community Health where b program
BrOgrams indicated comorbitities, or
a B =30
no
comor bidities.
'- - h_ 2 h_ "

Toolks Resources
Patient Education Resources MIH Facts About Healthy Weight - Factsheet on welght management

COC Website on Welght Management - Comprehensive information on weight loss
¢ CDC — improving Your Eating Habits

*  CDC - Healthy Welght
*  CDOC - Getting Started on Losing Weight

& OO - Physical Activity
UsDA Choose MyPate — A gulde in choosing healthy portions
EatRight — Academy of Nutrition and Dietetics Videos — Videos on nutrition and exerdse
Pharmacotherapy Options Appendix A
[Medication Information Table]

| Obesity Medicine Assoclation | Dbesity algonthme Clinical Guidelines for Obesity Tregtmeant

System Adult Obesity Pathway
Last revised: 7/24/2018
Page 4
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Step 3: Patient Follow-up and Maintenance

Follow-up is the mast important step for the continuity of care for a patient, as this is where a patient is most likely to
fall down on their journey to a healthy lifestyle. For each treatment regimen there is a follow-up plan with interval
definitions for time and topic. Recommended follow up frequency for patients with a BMI of 35 + without
comorbidities is at least annually. For patients who have a BMI of 35 + with comorbidities, it iz recommended to
follow up at least every six months.

* Aim for caloric reduction until goal weight achieved. Onice
achieved, work with patient to maintain goal weight.

A = Litil nd i intain health
Nutrition e LS A 1008 provided fo maintaim hesithy food
* Follow-up with a registered dietician (where available)

. . * Aim for 30-60 min of physical activity most days of the week.
PhYSICal ACtIVIty * Litilize community resources to engage in an active lifestyle.

= Follow-up with mental health care team.
= Goal setting: work with patient to set and achieve weight-
related goals.

= Follow-up with primary care team to assess progress at regular
intervals.

Behavior Therapy

* For patients successful with pharmacotherapeutic
interventions: patient should continue with medications as
prescribed for long-term treatment.

AT ETO g T=U 1) - Assess satety and efficacy at medication recommended

intervals
+ For patients unsuccessful, reassess treatment options.

+ Patient to follow closely with bariatric surgery team.

Ba r|atric Su rger"‘" * Follow-up with primary care provider as needed.



Appendix A Obesity Pharmacotherapy Options — Drug Information Table

Mechanism of
Action

Conftraindications

Warnings/Use
with Caution

Drug Interactions

Adverse Reactions

FIRST-LINE

SECOND-LINE THERAPIES
{selection of o second-line agent should be individuafited bosed an drug interactions, possible side affects,

*|Please refer to other comorbidities ond price/ovailability of insurance covernge and/for sovings conds)
the section below
o guidedine
recommendations
of kong term
Phentermine Orlistat Phentermine-  Lorcaserin Maltrexone- Liraglutide
Topiramate bupropion
Suppresses Inhibits Fat Phentermine: Sup preddes Suppresses appetite Slaws gastric
appetite absarption SUppresses appetite, and cravings emptying,
appetite; promotes satiety inEredses Latisty
Tapiramate:
unknown
Hyperthyroidism, | Pregrancy or Hyperthyroidis | CrCl< 30 mbfmin, | ESRD, pregnancy, Personal or Family
glaucoma, breastfesding i, glaucama, preghancy breastfesding, MAD-l | ko medullary
agitation, agitation, within 14 days, thyroid cancer
pregrancy, pregrancy, uncontralled HTH, {MAEM 2],
breastfeeding breastfeeding, ssipure dio, eating prEgnandy,
BAD-| within 14 dfo, alcohol breastiseding,
days withdrawal
OV deeais, hfa - OV disease, hia iCrCl 30 - 50 Awnid in patients Hja pancreatitis,
drug abuse, drug abuse, L/ min, severs taking opioids rmaderate-to-
depression hepatic sewere renal
irmpairment irmpainment
MAAD inhibitars Cychasparine MAD inhibitors, | Serctonergic Bupropion, chramc Other
[should be taken at | opicid or ather | agents [ie. S5R1, | opioid we or acute hypogheoe mic
least 3 hrs before or | CHS depressamts | SMRI, MADH, St opioid withdrawal, agents
after orlistat), ineluding lahn's wart, limezodid, may increase
warfarin, fat-soluble | aloohol triptans, levels of CYP2DE
drugs [i.e. bBupropion, substrates |ie.
armiadarane, destrarmethorpha | paremetine, sertraline,
antiepileptics, il risperidane,
antiretrowirals, metoprolal]
lewa thyrowine -
chedk individual
drugs for dose
adjustrnents), aral
conirace plives may
be less effective if
ievere diarrhies
BEEUrs
Nervausness, Abdarninal pain, Diry mouth, Diry mouth, W, constipation or Mjw, diarrhes,
indomnia, dry fecal urgendy, dizzinesd, dizzinesi, diarrhea, HA, constipation,
mouth, HA, wtestorrhea, fecal canstipation, sorrnolence, HA, | dizsiness, insormnia, hypogheoe mia,
elevated BP incantinenos, nephrolithiasis, Gl disturbance diry mouth gallbladder
andfor HRL, bt ety inereased HEL divense,
constipation cmalate anghe-closure panc reatitis
nephropathy glaworma, acute
Fiyagia,
dysgeusia
BP, HR Renal function, N | Pregnancy test | BG levelsinpts | Adjust for renal and Symptarms of
if on warfarin at baseling and | with DM, 45 of hepatic impairrment thyraid turnars, 44
rarithity for saratanin af pancreatitis
women of syndrarme
childbearing

o

Last revised: 7,/24/2018
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Average

Cost /Month®
Weight Loss
Efficacy [% of
participants who

lost at keast 5% of

B 10% BW)
Wisight | s
Efficacy |% lost
over
placeba/lifestyle
graup)

Weight Loss
Efficacy (kg lost
over
placeba/lifestyle
graup)

Dosing

Comarbidities
Consideration

Off-Label Usage

Afiisc.

46

age; bdjust For
renal function;
electraobytes [esp
K+ and

bicarbonate)
212 OTC: S45; R 5530 - | 5199 [FEFREFLT 5212-5234 $1,085 - 51,250
S640
= 35-75%/14-41% 62-T0%/-- 3IB-47%/-- AE-50.5%/- I6%/23%
[date fram
Systernalic review)
R 7 0% R0t 3-31 M 4 7-4 B A%
3.6 kg over 2 - 24 OTC: 2.5 kg Ax: 4.4 | 9 kg at 1 year 3.3 kg at 1 year 4.9 kg at 1 year 5.6 kg at 56 weeks
wetkd; B.2 kg at 36 | kg at 1 ywear, 3.3 kg
wesky at X years, 1.8 kg at
A years
15,30, ar 37.5mg | Oral- 60 or 120 mg | Oral: 3.75/23 Oral: I 10 mg Oral- 8/90 mg daily = 7 | SubO: 0.6 mg
daily before TID during o within | mg daily x 14 BID, XR: 20 mg days, then 8,40 mg daily, increase by
breakfast or 1 -2 1 howr of & fat- days, then daily BID x 7 days, then 0.6 mpg weekhy ta
hours after containing meal 7.5/46 rmg daily; 16180 mg qam and daily target dose
if 3% weight E/5d mg gpm x T days, | of 3mg
lass at 12 wks, then 16,180 mg BID
incréade ta thereafter
11.25/69 mg
daily = 14 dayi,
then 15/92 mg
daily thereafter
= Preferred agent in Upan #aroid in patients | Confraindicated in Has been studied
binge-eating distantinuation, | with depression uncontrolied HTN in past-bariatric
disorder, svoid in taper off dowly, | alreasdy taking a surgery patients
nephrolithiasis especially if pt serotonergic
has seizure agent
disarder
See comments - See commments - See comments below -
Bl hefaw
Schedule IV, avoid | Recommend Schedule i, Echedule B = RERIS mba at
abrupt multivitarnin with A, | REMS info at wew. Sapendarernd
discontinuation [, E, K and beta- WL syTIlare O
caratene 2+ hrs hd.Com -
befare or after prescribers &
oristat pharmacies
rmust be
certified;
Encourage
adeguate Auid

irtake to redocs
risk of
rephrolithiasis

" = awverage cash price; prices may vary greatly based on inswance coverage and availabiliy af drug manufacturer sawings cards
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Off-labed uses - please node that the below guidonce & mot opproved by the FOA but rather based on expert oplaion omd refiects common proctice tremds given e
cost inhibition of some of the brand nome aptions fsted obowe
1. Phenterméine Long-Tenm Use {off label)

Fhentermine has been widely prescribed for maore than 20 years and there ks curnently minimal evidence of any serious long-term side effects. Itis
reasonable for dnkcians to prescribe phentermine lang term as long as the patient:

has ne ewidence of serious OV dsease,

does not have serious peychiatric disease or o substanoe abuse,

does not demonstrabe chinically significant increase in HR or BF whil taking phentermins and

demonstrates a signiicant weight loss while using the medicaticn

{Adapted from stotement dn Endocrine Sockety Cinioe! Proctice Guidebos)

Same manitoring, side effects and contraindication as lsted abowe for shart-term we.

CcooD

2. Topiramate +/- Phentermine |off label]
Start with topirmate 125 mg QHS (1/2 of 25 mg tablet) x 7 = 14 days and then increase by 125 mg every 7= 14 days up to 75 = 100 mg OHS based on
tolerability and
Thiis can be wsed adone ar in combdnation with phentemine
Same manitoring, side effects and contraindications as ksted abowe:

3.  Maltresons + Bupropion (off label)
Start with bupropion SR 150 o bupropion XL 150 mg or buproplon IR 810 or TID up bo max dose of 450 mg daily
Start with ¥ of nalresone 25 mg tablet {12.5 myg dose] for 1 wesk then inorease to 25 mg daily or 125 mg BID and increase to 37.5 mg (1.5 13 b daily]
Either agent can be used in combination with the other ar alone
Same monitoring, side effects and contraindications as ksted abose for individual agents

Long-Term Pt -
Phentermina has been widely prescribed for more than 20 years and there & currently minimal ewidence of any senoas kang-term side effects.
It Is reazanable for dinddans to prescribe phentermine long term as long as the patient: 1) has no evidence of seriows O disease,

2) does not hawve serious psychiatric dz or hfo suletanoe abuse, 3) does ot demonstrate dinically significant increase in MR or BP while lking
pheenitermin and 4) demonstrates a significant weight loss while using the medication

re—— T rey—— ety Chnical Practh

Referenms:

Apowian CM, Aronne U, Bessesen OH, f al. Pharmacoiogical Maragement of Obesity: An Endocrine Scciety Clinial Practios Guidelne, |
Cln Endocringl Metab, 2005 100§2|: 342 -3E3.

Drugs for Weight Loss. Frasmacist's Letter. 2017 Clinical Resource 82 330111

hitp:f/pharmacistsletter therapeuticresearch comyiplfArticle DD aspx frs=E=PLE pt=2Efpt=3 18 do=Z10202E ph=PLEsearchid=5 3141393 fseg
ment=R07E. Arcsced Febnaeny 3, 1015

Xenkcal [package insert]. Nutiey, M- Roche Labaratories, Inc. 1999,

Wanowskl 52, Yanovsid 1A, Long-term Drug Treatment for Obesity: A Systematic and Oinical Revies. MMA. 2014 lan 1;315(1):74-B6.

Eersoux 5, Byun TH, Chalki 55, et al. Fharmacotherapy for obesity: What you need to know. Cleve Clin § Med. 2017;84{12|0951-558.

By WIT, Wk B, Bawi | B8, e ol Peviews wl Ue ASCESSCE Dlwsily Sinlua Prociios Suidelins, Sansban facnba o of Sl
Endocrinologists and American College of Endoor nology comprehensive cinkal practios guidel nes for medical care of patkents with abesity.
Emadocr Pract. 016,22 {Swpnl 3):1-303.

Eehaiq [package insert]. Woodclff Lade, NI Eisai, Inc. 2002

Cantrave |package insert]. Deerfield, IL: Takeda Pharmaceuticals America, Inc. 2014.

Osymia [package Insert]. Mowntain Wiew, C&: VIVLIS, Inc. 2012

10, Saxenda [package insert|. Flainsboro, MI: Novo Nordisk, Inc. 2014
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Appendix B: Knowledge to Action Framework

Lelect, tailar, - -

implement # n
interventions d KNOWLEDGE CREATION % Evaluate
k . outeomes
%
L]
[
. i
Sustain

d knowledge
Lse

Enowledge

Assess barriers inguiry
to knowledge

use

~7 =/
Symthesis «
i’lrﬁ?

Adapt 5
knowledge to .

local context - _ -

Identify problem

Identify, review,
select knowledge

ACTION CYCLE
(Application)
Graham |, 6t &l T Journg of Conlvang Educalon m i Heall Frofessnas, valume 26, pe 13-4 306 |
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Appendix C: NEW (Nutrition, Exercise, Weight management) Attitudes Scale

There is no excuse for a patient to be overweight/obese (-3)
It is usually sufficient to give a person brief, clear advice about weight management (1)
People can eat a healthy diet if they choose to do so (-2)
Counseling about nutrition does not change behavior (-2)
| believe if | eat a healthy diet it would make me an effective role model (2)
| find it rewarding to talk to someone about nutrition (2)
| have a personal desire to counsel patients about nutrition (2)
Patients understand the connection between nutrition and cancer (0)
The American food culture contributes to the overweight/obese problem (1)
. Patients are likely to follow an agreed upon plan to increase their exercise (1)
. Even if I counsel them, patients will continue their poor exercise habits (-3)
. I have a personal desire to counsel patients about exercise (2)
. Overweight individuals tend to be lazy about exercise (-4)
. Patients understand the connection between exercise and cancer (0)
. Patients think lack of exercise can be a serious health risk (0)
. | believe patients can maintain weight loss (2)
. | think obese patients are motivated to change their lifestyle (2)
. | feel effective in helping overweight/obese patients manage their weight (2)
. | believe that my patients will follow through with a weight management program (2)
. | feel confident treating overweight/obese patients (2)
. | think treating overweight/obese patients is not worth the time (-5)
. Weight management counseling takes too much time (-3)
. I do feel a bit disgusted when treating a patient who is obese (-5)
. If a patient is overweight/obese, | feel awkward discussing his/her weight (-2)
. The person and not the weight is the focus of weight management counseling (2)
. Patients know the health risks related to their weight (0)
. Patients take their weight seriously (1)
. Patients understand the connection between weight and cancer (0)
. I have a personal desire to counsel patients about weight management (2)
. Overweight/obese individuals lack will power (-4)
31. Patients think being overweight/obese is a serious health risk (0)

CoNoarwWDdE

el
N )

WNRNRNRPDNNONNNNRNRERR R R B RBE
OOWONOUEWNPFPOO®O~NO®U ~WN

*Scale Rating for each question:
—2 (strongly disagree), —1 (disagree), O (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)

(Ipetal., 2013)



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?

50

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)
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Appendix E: Provider Training PowerPoint

besity/data/prevalencenapshem!

OVERWEIGHT AND OBESITY
SCREENING AND INTERVENTION:
PROVIDER TRAINING

By: Catherine Lehtinen
University of Massachusetts Amherst

DNP-FNP capstone

OBESITY PREVALENCE AND COSTS

+ Over 1/3™ of adults in the U.S. are obese (BMI = 30)
* 2/3"% of adults in U.S. are overweight (BMI = 25)

* 1/3" of patients w/ obesity report their healthcare providers did
not discuss their obesity or tell them they are overweight

* Costs
* $1.4 trillion in 2018
Direct medical care costs $370 billion
* Indirect (lost wages) $1.02 trillion

(Harvard School of Public Health, 2020; Lopez et al, 2020 TR [ _ B e
<185 [ 1852339 A 30-38,9
ource: cdc.gov
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LITERATURE REVIEW

Universal BMI screening of patients for overweight or obesity
Screening occurring but without specific plan/intervention
Multi-disciplinary interventions, collaborative care
Intense lifestyle and behavioral programs to manage weight

Routine check-ins and frequent follow-ups

5% reduction in body weight improves patient outcomes,
reduces morbidity

Early weight loss associated with increased and sustained loss
(Semlitschetal., 2019; Thomas etal., 2014)

*NOTE: Site statistics slide removed for final write-up

THE OBESITY PATHWAY

Adult Obesity Pathway
Step by Step to Obesity Management

Key components of this pathway

summary of pathway components:

Pathway Framework
1. Assess patient weight status.

2. Engage patients with higher than
normal BMi regarding willingness t0 « Patient Engagement and Assessment
work on weight management
. Use th tools provided to have .

productive discussions with patients to « Patient Staging, Shared Decision
promote heslshy wieight 1 Making, Referral and Orders

4. Establish 2 plan of care to help patients

reach weight loss goals. « Patient Follow-up and Maintenance
5. Ensure follow up

ongoing support.




Step 1: Patient Engagement & Assessment

The goal of this step is to start a conversation about the benefits of a healthy lifestyle with adult patients
coming into primary care with a BMI that is > 35. If they are willing to have further conversation, follow the
pathway. If they are not, record “reason” in Epic and postpone to a future visit.

Based on outcome of the discussion with the provider, the patient would be advised on a treatment
regimen in Step 2 and work with the care team to set goals.

Engage the patient with a question regarding their willingness to discuss Provider Checklist:
the benefits of a Healthy Lifestyle Engage In Conversation
to Understand

'mywwrfbmﬂed&mnguebmdksa[nhm'ftmr

.
. the benefits of  healthy lifestyle?” *  Patient History
) “Can wztahn/bv minutes to discuss your health and weight?” . Currgnt Physical
. “Your BMI is XX. Do you have questions about BMI and how it relates to your health? Activity
Q “How do you feel about your health?” ®  Current Nutrition
Q “How do you feel about your weight ?” * Challenges
. “Is there anything you would like to change to be healthier?” * Support Systems
Available to
Patients
5 A’s to Behavior
Provider
Willingness F Asks if they can follow-
A Obesity
time.
* Ask
®  Assess
YES ®  Advise
¥ . agree
®  Assist
Provider proceeds with discussion and goes on to Step 2. In addition,
the provider adds the diagnosis on the problem list. Interval for Step -
2 depends on provider time and may happen in same visit, or may See Toobox Below
require a follow-up visit. If a follow-up Vit i required, patient is for More Resources &
d materials ahealthy ifestyle. Information

Step 2: Patient Staging, Shared Decision Making, Referral and Orders

The clinical intent is to have the patient confirm that they are ready to move forward with a defined treatment plan. If

agreed, utilize the chart below to stage patient and Review options using shared
decision making to find those that would be best suited for reaching their goals, reviewing the pros and cons of each.
If the patient is not able to make a decision at this visit, plan for follow-up at a future encounter.

As appropriate:

Refer patient to programs and specialists identified in the agreed-to-treatment plan
o Schedule follow-up appointments as agreed to with patient

o Commit to tracking and reporting plan

o Understand and use appropriate billing codes

o

Patients should be coached on lifestyle changes and provided with resources to make steps toward achieving a
healthy weight. Pharmacotherapy may be considered in addition to lifestyle changes where indicated. For patients
with a BMI > 40, or those with a BMI > 35 plus comorbidities who are unsuccessful with lifestyle and medication
interventions, referral for bariatric surgery may be warranted.

a Pharmaco-

therapy

(— W Bariatric

*Aim for 30

«Aim for caloric *Goal Setting «Assess safety «Consideration
e etion or: minutes of *Encourage *Consider first- for patients
5001000 physical self- e sgent. who did not
keal/ da activity most onitoring 6F phentermine if T

o days per week food intake, o wins other
atent +Recommend physical oo sepenne treatment
Education increasing activity, and ':D:c g;n&e:tnes S
Handouts sevityes weight st oRefer to

Refer to e *Refer to approved with a Bariatric
Registered *Refer to Behavioral BMI >/=27 w/ Surgery
Dietitian community Health where two program

programs indicated comorbitities, or
aBMI>/=30w/

no
comorbidities.
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Patient Follow-up and Maintenance

Follow-up is the most important step for the continuity of care for a patient, as this is where a patient is most likely to
fall down on their journey to a heaithy lifestyle. For each treatment regimen there is a follow-up plan with interval
definitions for time and topic. Recommended follow up frequency for patients with a BMi of 35 + without
comorbidities is at least annually. For patients who have a BMI of 35 + wif ities, it i to
follow up at least every six months.

« Aim for caloric reduction until goal weight achieved. Once
achieved, work with patient to maintain goal weight.

Nutrition . ity oo

'« Aim for 30-60 min of physical activity most days of the week.
. y i lifestyle.

Physical Activity

« Follow-up with mental health care team.
+ Goal setting: work with patient to set and achieve weight-
ted goals.

Behavior Therapy

« Follow-up with primary care team to assess progress at regular
intervals.

pfnaibed(nrlm‘»-mmvnlmen;
LT E LRI VAN - s ey and iy st mesication recommend

. - « Patient to follow closely with bariatric surgery team.
= E L1 (0T FT == VAR follow-up with primary care provider as needed.

Appendix A: Obesity Pharmacotherapy Options — Drug Information Table ety
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Off-label uses - please note that the below guidance is not approved by the FDA but rather based on expert opinion and reflects common practice trends given the
cost inhibition of some of the brand name options listed above
1. Phentermine Long-Term Use (off label)
= Phentermine has been widely prescribed for more than 20 years and there is currently minimal evidence of any serious long-term side effects. It is
reasonable for clinicians to prescribe phentermine long term as long as the patient:
o has no evidence of serious CV disease,
o does not have serious psychiatric disease or h/o substance abuse,
o does not demonstrate clinically significant increase in HR or BP while taking phentermine and
o demonstrates a significant weight loss while using the medication
(Adapted from statement in Endocrine Society Clinical Practice Guideline)
- Same monitoring, side effects and contraindication as listed above for short-term use.

2. Topiramate +/- Phentermine (off label)

- Start with topiramate 12.5 mg QHS (1/2 of 25 mg tablet) x 7 - 14 days and then increase by 12.5 mg every 7 - 14 days up to 75 — 100 mg QHS based on
tolerability and efficacy

= This can be used alone or in combination with phentermine

- Same monitoring, side effects and contraindications as listed above

3. Naltrexone + Bupropion (off label)

e Start with bupropion SR 150 or bupropion XL 150 mg or bupropion IR BID or TID up to max dose of 450 mg daily

- Start with % of naltrexone 25 mg tablet (12.5 mg dose) for 1 week then increase to 25 mg daily or 12.5 mg BID and increase to 37.5 mg (1.5 tabs daily)
- Either agent can be used in combination with the other or alone

- Same monitoring, side effects and contraindications as listed above for individual agents

Long-Term Ph (adapted from in End Society Clinical Practice Guideline)
Phentermine has been widely prescribed for more than 20 years and there is currently minimal evidence of any serious long-term side effects.
It is reasonable for clinicians to prescribe phentermine long term as long as the patient: 1) has no evidence of serious CV disease,

2) does not have serious psychiatric dz or h/o substance abuse, 3) does not demonstrate clinically significant increase in HR or BP while taking

phentermine and 4) di a significant weight loss while using the medication

ISSUES WITH OBESITY CARE

Weight loss goals
Average weight loss goals are set at 20%, literature recommends 51 0%
Follow-up

Only 24% of patients w/ obesity had scheduled followup appointments

<@=EXPECTATIONS

Over-emphasis on personal responsibility
' e 82% of patients w/ obesity feel weight loss is their own responsibility

Patients already “know what they need to do to manage weight”

(Kaplan et al., 2018)
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Think Bariatric
Surgery Can’t

Change Your Life?
ISSUES WITH OBESITY CARE Think Again. -
b e =)
== Q¥
Lack of weight loss medication prescribing — { J /
Patients with BMI 2 30 or BMI 2 27 with associated emorbidity e ! :‘;.- &
Only 1-2% of eligible patients get bariatric surgery {/\”u‘,“) |
Despite data showing significant (and sustained) weight loss, ce | A; ]
morbidity resolution and minimal procedure complications ) 2
Patients BMI 2 40 or BMI 2 35 with associated co-morbidity % ‘
Prevention |\

Patients with overweight BMI should also be screened and provided
with appropriate intervention

(Boyles, 2020)

Gont
-

Quabty of Ie Improved In 5%
of bariatric patients, alang with an
89% rockuction in §-year mortaity
Crhshealth.org.

OVERCOMING BARRIERS

No time to discuss weight loss?
Schedule a separate appointment or REFER!

Patient Engagement Center

“ e‘eﬂa\ Behavioral Health

' WeightLoss Services

YMCA - Diabetes Prevention Program or Lose to Win Program
Weight Watchers
Frontspin.com HMR Home Meal Replacement

Clinical pharmacists, nutritionists
(Broyles, 2020)



OVERCOMING BARRIERS

Utilize Resources Hover over BMI widget/Click link to AMB BMI Obesity Smartset

The sty Prcvay ErTEITTT R

Referral Healthy Planet Patient Scorecard
. X . oo g | Comtrat Screening
Consultation with pharmacist roreeer & 0
. . . L Futfvers & | Proventative Care Gaps
Obesity Smart Set link from the BMI widge i i s [

BMI
‘| Lot DA 41,60

Coding for obesity

Approaching the conversation about

T
T

weight management e ®
Overcoming implicit bias
Sensitive language L 0 |
(Boyles, 2020)

WEIGHT BIAS

Usually Implicit Bias
2 out of 3 physicians have low expectations for patients achieving
and maintaining weight loss

Assumption that obesity is a result of personal choice and
willpower

Assumption of poor treatment compliance
Patients with overweight/obesity who feel stigmatized may avoid
healthcare
For more information and continuing education credit visit:

https://uconnruddcenter.org/wp-content/uploads/sites/2909/2020/07/CME-Complete-
with-links.pdf
(Puhl & Suh, 2020)
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WEIGHT BIAS:
CYCLE OF BIAS AND OBESITY

7. Unhealthy behaviors,
poor self care 1. Obesity

2. Health

6. Avoidance of COnseahs

health care
4. Perceived

weight bias in
health care

5. Negative
feelings resulting 3. Increased

from bias medical visits

(Puhl & Suh, 2020)

HOW TO TALK TO PATIENTS ABOUT
WEIGHT LOSS

Language: avoid terms like “obese, fat, heavy, weight problem, large size”
Try “unhealthy” or “excess” weight . —
Personirst: “people with (unhealthy weight)”

Empathy

Avoid negative comments or facial

expressions (weighing patient) 7\’
y

Shift to positive focus f

From “selfcontrol” to “daily health habits” ‘ Vé

From “excuses” to “triggers” Health.Harvard.edu
From “overindulge” to “ways to feel satisfied”

Reinforce support systems — the patient is not alone in this
(Puhl & Suh, 2020; UConn Rudd Center for Food Policy & Obesity, 2020)
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MOTIVATIONAL INTERVIEWING

Always validate the patient’s feelings
“l hear what you are saying...”
Reinforce the patient’s sense of control
“It’s up to you to decide (when you are ready, what changes you will make)”

Pre-Contemplation Stage
Simply state how lifestyle changes can improve his/her health Q O
Leave it open for future conversations O O

Contemplation Stage
Review the pros/cons of making a change o

Preparation Stage

Help problem solve (obstacles and triggers), set small goals, identify supports

(UConn Rudd Center for Food Policy & Obesity, 2020)

QUESTIONS?

For additional information, please see POD meeting regarding the
Healthy Weight Initiative: s

UConn Rudd Center

Please contact me below for any additional questions or follow-up thoughts!
Catherine Lehtinen, RN
DNP-FNP student
508-415-6167

clehtinen @umass.edu
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Appendix F: Site IRB Exemption Letter

PROJECT DETERMINATION
Date: June 18, 2021
To: Catherine Lehtinen, RN
clehtinen@umass edu
Ce: Emily Balser, MD

Mary Ellen Burke, DNP, MSN, RN, CNM

mburke@nursing.umass.edu

From: 3 3k ok o ok ok 5k
Manager, Behavioral and Minimal Risk Panel

Project Title: "Improvement of Overweight and Obesity Screening and Intervention in
Primary Care”

This represents the IRB determination for the above referenced project.

The IRB has determined that this project, as submitted, does not meet the definition of human
subjects’ research and does not require IRB review as defined in the federal regulations.

The determination is based upon the information submitted only, revisions must be submitted to the
IRB prior to implementation.

This determination does not exempt you from following hospital policies and procedures
as they relate to conduct of this project. It is your responsibility to ensure compliance
with those policies.



Appendix G: UMass IRB Exemption Letter

UMassAmbherst Miass Venture Center
100 Venture Way, Suite 116

. " Hadley, MA 01035
Human Research Protection Office Telephone: 413-545-3428

Memorandum — Not Human Subjects Research Determination

Date: July 22, 2021

To: Catherine Lehtinen, College of Nursing

Project Title: Improvement of Overweight and Obesity Screening and Intervention in Primary Care
HEPO Determination Number: 21-136

The Human Research Protection Office (HRPO) has evaluated the above named project and has made
the following determination based on the information provided to our office:

[ The proposed project does not involve rescarch that obiains information about living individuals
[45 CFR 46.102(f)].

[ The proposed project does not involve intervention or interaction with individuals OR does not use
identifiable private information [45 CFR 46.102(f)(1), (2)].

[ The proposed project does not meet the definition of human subject research under federal
regulations [45 CFR 46.102(d)].

Mote: This determination applies only to the activities described in the submission. [f there are
changes to the activities described in this submission, please submit a new determination form to the
HRPO prior to mitiating any changes. Researchers should NOT include contact information for the
UMass Amherst IRB on any project materials.

A project determined as “Mot Human Subjects Research,” must still be conducted ethically. The
UMass Amherst HRPO strongly expects project personnel to:

- treat participants with respect at all imes

- ensure project participation is voluntary and confidentiality 15 maintaimed {when applicable)

- mnimize any risks associated with participation in the project

- conduct the project in compliance with all applicable federal, state, and local regulations as
well as UMass Ambherst Policies and procedures which may include obtaining approval of
your activities from other institutions or entitics.

Please do not hesitate to call us at 413-545-3428 or emul bumansubjectsidorn. umass. edu if you

have any questions.

ﬁﬂm:f.%m

Iris L. Jenkins, Assistant Director
Human Research Protection Office
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