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IMPROVING OBESITY MANAGEMENT IN PRIMARY CARE

An Abstract of the Scholarly Project by
Jeffrey M. Waddell

This project examined how advanced practice nurses (APNs) manage overweight
and obesity in primary care. Not only were their general attitudes and beliefs toward
overweight and obesity explored, but their beliefs about the treatment and management of
obesity were also examined. The APNs’ knowledge and current practice with managing
obesity in the primary care setting were evaluated. This project went on to examine the
APNs’ awareness and utilization of clinical practice guidelines in managing overweight
and obesity. Finally, the study asked about the perceived impact of a website designed to
provide guidance managing obesity based on the American Association of Clinical
Endocrinologists and the American College of Endocrinology’s 2016 guideline.

According to the findings, advance practice nurses are willing to treat overweight
and obesity, but feel ill-prepared to do so. Accessibility and consistent utilization of
clinical practice guidelines remain problematic. A majority of APNs agreed that
improving access to guidelines would improve confidence in their knowledge base and
abilities, thus increasing the likelihood of managing obesity in the primary care setting.

Participants were directed to the website http://www.obesitycpg.com to use as a
practice resource following the conclusion of the study. During the first two months of
being active, the site averaged approximately 239 unique hits per month based on back-
end data from Google Analytics. Search engine promotion has never been in effect and

the site has not been monetized.
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Chapter |

Introduction/Purpose

Description of the Problem

Adult obesity in the United States (U.S.) is an ongoing health problem for greater
than one-third of the population (Centers for Disease Control and Prevention [CDC],
2015b; Ogden, Carroll, Kit, & Flegal, 2014). In every state in the U.S., at least 20% of
the population is obese (CDC, 2015a). The scales tip toward obesity for greater than
30% of the population in the Midwestern portion of the country (CDC, 2015a). The cost
of obesity is significant with annual estimated expenditures topping $190 billion
(National League of Cities, n.d.).

Obesity persists for multiple reasons; it is not simply an issue of poor self-control
with respect to foods or a lack of motivation to move. There are specific biochemical
adaptations that characterize obesity as a chronic disease (Matsuzawa, 2009). One
contributing factor stands out: during annual well-visits, less than 50% of obese adults
reported that their primary care physician addressed weight management (Grizzard,
2002). Only 26% of primary care providers provide counseling or treatment routinely
(Klabunde et al., 2014). Even though clinical practice guidelines are available, the
undertreatment of overweight and obesity in primary care persists (Ferguson, Langwith,

Muldoon, & Leonard, 2010; Lau et al., 2007).



Farran, Ellis, and Barron (2013) examined adherence to treatment guidelines in a
retrospective analysis. After training sessions, there was a statistically significant
improvement in documentation of weight management and anthropometric values, but
limited improvement in interventions. Barnes, Theeke, and Mallow (2015) found that
despite interventions to promote documentation and treatment, there was no statistically
significant change in anthropometric documentation habits, treatment, nor improvement
in anthropometric markers. Obesity guidelines are available for review, complete with
the chief recommendation to assess for obesity as part of routine screening and wellness
visits, yet primary care providers fail to follow through consistently (Ryan & Jensen,
2013).

Significance to Nursing

Advanced practice registered nurses (APNSs) are positioned on the frontlines of
the nation’s healthcare, bridging the gap left by a shortage of primary care physicians
(Robert Wood Johnson Foundation, 2012). The APN practices per established clinical
practice guidelines, utilizing evidence-based practice (American Association of Colleges
of Nursing [AACN], 2006). In caring for individuals across the lifespan, APNs address
chronic care needs, including obesity, in all stages of life.

Obesity is costly on multiple levels. At the individual level, it leads to a multitude
of metabolic changes which increase the risk of developing chronic diseases that include
cardiovascular disease, Type Il diabetes mellitus, osteoarthritis, and cancer (Haidar &
Cosman, 2011; Kitzinger & Karle, 2013; Nguyen & EI-Serag, 2010; Ogden, Yanovski,
Carroll, & Flegal, 2007). With these ongoing health conditions come ongoing expenses.

Greater than 75% of health care dollars are spent managing chronic conditions in the U.S.



(CDC, 2009). Managing obesity-related conditions cost $147 billion in 2008 dollars
(Finkelstein, Trogdon, Cohen, & Dietz, 2009). Costs to industry ran $3.38 billion to
$6.38 billion when examining worker absenteeism and production expenses attributable
to obesity-related conditions (CDC, 2015a).

Greater than 60% of adults in the U.S. believe that primary prevention programs
should be a priority and an even greater percentage believe funding for these programs
should come from public dollars (CDC, 2009). The duty to shoulder the burden of
slowing the spread of chronic conditions falls to the APN. This aligns with several of the
Institute of Medicine’s 2010 report recommendations regarding nurses leading change to
advance health. The doctorally prepared APN is uniquely qualified to meet this charge,
having received education and training in advancing health care policy and
interprofessional collaboration (AACN, 2006).

Specific Aims and Purpose

The intent of this scholarly project was to assess the attitudes and current
practices of APNs regarding the diagnosis and management of overweight and obesity in
the primary care setting. Access to a web-based tool on the application of CPGs on
treating adult obesity in the primary care setting was provided after the survey closed.
The intent of the site was to provide APNs with a CPG-based resource to aid in treating
overweight and to help patients achieve clinically meaningful weight loss with specific
goals. Williamson, Bray, and Ryan (2015) suggest that utilizing targeted health measures
are more meaningful than setting a 5% weight loss goal. Clinically meaningful weight
loss is typically defined as 5-10% total body mass reduction and can take as long as 12

months to achieve (Nicklas, Huskey, Davis, & Wee, 2012; Wadden et al., 2011).



Theoretical Framework
Imogene King’s Theory of Goal Attainment (TGA) was used for the theoretical

framework for this project. TGA was derived from the relationships in her Theory of

Interacting Systems. The Theory of Interacting Systems (Figure 1) demonstrates the

interrelationship between the smallest system unit — individuals — and the largest system

unit — society — while acknowledging the intermediate systems — groups (Seiloff, 2006).

It is typically demonstrated as a Venn diagram of three interlocking circles. The Theory
of Goal Attainment blends the nursing process with

interacting systems, addressing the interaction and

Social Systems

(Society) feedback between nurse and client (King, 1997,

Seiloff, 2006).

This scholarly project examined specific

Personal Interpersonal
Systems Systems
(Individuals) (Groups) aspects of the cycle of interaction between nurse and

client, independent of an algorithm for determining

Figure 1. King's Conceptual System for the appropriate treatment pathway. The interaction
Nursing. Adapted from King, I. M. (1981). A
theory for nursing: Systems, concepts,

orocess. Albany, NY: Delmar between the APN and the client is demonstrated by

King’s transaction process model (Figure 2). This
model reflects the nursing process from both the APN and the client standpoint.
Assessment, diagnosis, planning, and implementation correlate to perception, judgement,
and action in the King (2007) framework. Implementation plays a dual role, pairing with
action and reaction. Interaction and transaction relate to evaluation as feedback describes
the exchange of information throughout the relationship between the APN and the client

(King, 2007).
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Practice Questions

1. What were APNs’ attitudes and beliefs toward overweight and obesity?

2. What were APNs’ beliefs about overweight and obesity treatment and
management?

3. What was the APN’s current knowledge and practice in the management of
overweight and obesity?

4. What was the APN’s awareness of overweight and obesity CPGs?

5. What was the APN’s intent to use overweight and obesity CPG after becoming
aware of them?

Definition of Key Terms
The key definitions for terms utilized in this project included:

1. Body Mass Index (BMI)- Ratio of mass divided by height squared and expressed
as kilograms per meter squared (kg/m?). Elevations in BMI increase the risk for
chronic health conditions (National Heart, Lung, and Blood Institute, n.d.)

o Underweight- BMI less than 18.5
o Healthy weight- BMI between 18.5 and 24.9
o Overweight- BMI between 25 and 29.9
o Obesity BMI greater than 30
= Class I- 30-34.9 (moderately obese)
= Class Il- 35-39.9 (severely obese)
= Class IlI- greater than 40 (very severely obese)
2. Waist circumference (WC)- Used as a measure of risk for disease, especially

cardiovascular disease (World Health Organization [WHO], 2011).



o Females- greater than 35 inches (88cm) considered obese
o Males- greater than 40 inches (102cm) considered obese
. Waist-hip ratio (WHR)- Measure of the circumference of the waist divided by the
circumference of the hips. Used as a measure of health and risk for disease,
especially cardiovascular disease (WHO, 2011).
o Obese classification

= Females- greater than 0.85

= Males- greater than 0.90
. Clinical practice guidelines (CPG)- “Statements that include recommendations
intended to optimize patient care that are informed by a systematic review of
evidence and an assessment of the benefits and harms of alternative care options”
(American Academy of Family Physicians, n.d.a, “Introduction,” para. 1).
Evidence-based practice (EBP)- “The conscientious, explicit, and judicious use of
the current best evidence in making decisions about the care of individual
patients” (American Academy of Family Physicians, n.d.b, para. 1).
Laboratory test- A medical procedure that involves testing a sample of blood,
urine, or other substance from the body; helpful in the diagnostic process,
treatment planning, evaluating care, and disease monitoring (National Cancer

Institute, n.d., para. 1).
Education- “The process of giving or receiving systematic instruction” (Oxford
University Press, n.d., para. 1).

. Advanced practice nurse (APN)- “A nurse prepared for an advanced role by

additional knowledge and skills gained through a formal advanced practice



education program of nursing in a specialty area. In the advanced role, the nurse

practices nursing assessment, intervention, and management within the

boundaries of the nurse-client relationship” (lowa Nurse Practice Act, 2016, Ch.

7,p. 1, para. 1).

o Synonymous to nurse practitioner, advanced registered nurse practitioner
(ARNP), advanced practice registered nurse (APRN).

Logic Model

The logic model (Figure 3) created for this project demonstrated the multiple
pieces required to coordinate the project. The line items in the model were arranged in a
chronologic order with each item building on the preceding point. The immediate short-
term goals involved evaluating the current attitudes, beliefs, and practice of APNs in the
management of obesity as well as the perceived impact of an educational tool for
treatment according to CPG. Identifying and addressing provider beliefs and any existing
barriers is necessary to improving practice. The key short-term marker to identify was an
intent to treat obesity. No treatment can commence without the provider being open and
willing to make and address the diagnosis. Midrange outcomes were an increase in the
intent to treat, leading to APNs accessing an educational website providing options for
the management of overweight and obesity based on CPG. Long term outcomes, while
listed, were outside the scope of this project. Ultimately, the goal is to reach permanent
practice change with ongoing high levels of intention to treat and successful sustained
weight reduction.

The logic model was based on several assumptions:

1. APNs would complete an online survey with candor and be receptive



to changing practice to follow CPGs.

2. Treatment would be provided only to clinically appropriate patients.
The APN and patient together would determine if treatment was safe
and appropriate for the patient’s health.

3. Patients would be receptive to treatment recommendations. Obesity is
an emotionally charged topic and can be challenging for the provider
to address and the patient to hear.

4. Diet modification and physical activity remain the primary therapy.
Medications and surgical interventions are considered adjunctive
therapies, secondary to lifestyle modification. If the behavior does not
change, no treatment can be successful.

5. Adherence to CPGs. The practice of medicine should follow the best
evidence. While one treatment is not a panacea for all patients and
care should be individualized, individualization should take place
along a pathway that supports the best possible outcome.

External factors that may have proven to be barriers were identified. They
included:

1. The APN attitude toward obesity and management of obesity. If the
provider has a negative attitude regarding obesity, viewing it as a
character flaw instead of a disease, treatment would be doomed to
failure.

2. The patient attitude toward obesity and its management. There are

limited opportunities for success if the patient is of the belief that there
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is nothing that can be done to permanently manage their weight.
Additionally, some obese patients have no desire to make changes or
lose weight.

Reliable access to the survey.

Reliable access to the website. This is needed on both the upstream
and downstream side. A reliable host was required.

Browser and operating system compatibility. Code was written for the
four most commonly used web clients. Creating a separate mobile
version of the site was not feasible. This may have limited
accessibility depending on the device used to access the site. The site
may be accessed from work-based devices. A host at risk for being
blacklisted was not desired for this project.

Cost of hosting and maintaining the website. Registering the domain
name was reasonable in cost. The expenses may build based on the
amount of web traffic and the bandwidth required to handle the traffic.
Ongoing funding could become problematic as most sites are
supported via advertisements over which the domain registrant has
little control. This could be managed via a disclaimer that the
presence of advertising does not represent endorsement of any product
or service over another. Hosting was changed to a privately held
server at the expense of the lead investigator to avoid any conflict of
interest due to third-party advertising. There were no barriers to

utilizing the site with ad-blocking software in use by the end-user.
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The website domain name was registered as obesitycpg.com. It went

live August 1, 2017.

NAME OF PROGRAM/PROJECT:

Improving Obesity Management in Primary Care

INPUTS _ _OUTPUTS _ OUT_COM ES

Activities Participants Short-term Midrange Long-term
-Time - Examination of | - APNs - Evaluation of | - Accessing | - Ongoing
- Planning APNSs’ current attitudes CPG -based | access to site
- Survey design | attitudes, beliefs, | - Adults 18-65 | - Recognition of | educational | - Ongoing
- Educational and practices with BMI 25+ | barriers to website care for obese
website design | managing treatment - Prioritized | patients
- Web host obesity - Increased web site - Reduction
- Legal - Participation in diagnosis of placement in | of risk factors
discaimer website overweight and | search for chronic
- APNsiin regarding obese engine disease
primary care obesity - Increased results - Clinically
- Adults 18-65 | treatment intent to treat - Continued | meaningful
with BMI 25+ | - Wellness visits - Improved increases in | weight loss
- APNs - Diagnosis of application of intent to - Ability of
practicing in obesity clinical treat web site to
the Midwestern | - Application of guidelines - Positive generate
u.S. CPGs - Minimum lifestyle enough
- Routine 50% response changes revenue to
websites rate to - Positive maintain
updates based questionnaire result with hosting fees,
on guideline weight traffic
updates reduction expenses, and

site upkeep

ASSUMPTIONS

EXTERNAL FACTORS

1. APNs will complete survey with honest personal
reflection and receptive to changing practice to

align with CPGs.

2. Treatment provided only to clinically appropriate

patients

3. Patients will be receptive to treatment

recommendations

4. Diet modification and physical activity remain

primary therapy

5. Adherence to CPGs

1. APN attitude toward obesity management
2. Patient attitude toward obesity management
3. Reliable access to survey
4. Reliable access to website
5. Browser and operating system compatibility
6. Cost of hosting and maintaining website

EVALUATION PLAN:

Examine patterns in responses to guide future education that leads to increased CPG application.

Figure 3. Project logic model.
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Summary

Adult overweight and obesity are at epidemic proportions in this country. They
are both underdiagnosed and undertreated in primary care. Primary care providers are
uniquely positioned to address this problem starting at annual wellness visits, yet
numerous studies have demonstrated that providers do not consistently address the
problem. There are multiple clinical practice guidelines available, but they can be
unwieldy due to their breadth and scope. Paring down the guidelines into a manageable
algorithm via an interactive website should improve treatment numbers and, ultimately,

reduce overall health risks for those treated.
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Chapter 11

Review of Relevant Literature and Evidence

Literature Review

A comprehensive review of literature was performed utilizing the following
databases: Summon®, Cumulative Index to Nursing and Allied Health Literature
(CINAHL), PubMed, and ProQuest. Search arguments included primary care,
overweight, obesity, nurse practitioner, clinical guidelines, socioeconomic, rural,
causality, epidemiology, and EBP. Search terms were used independently and in various
combinations with the operators OR and AND. Barring gold standard source materials,
the review was limited to the most recent ten years of peer-reviewed or scholarly
journals. Select governmental sources were utilized.

The literature review was broken down into several segments. Disease factors
that advanced practice nurses (APNs) could theoretically impact in practice were
examined. These factors included causation, treatment coverage, disease management,
and barriers to treatment.

Causation. Overweight and obesity causes are well-described in the literature
with the fundamental problem being one of energy imbalance and physiologic changes.
Activity, lifestyle, and food choices are also factors. Socioeconomic factors and locale

also impact overweight and obesity.
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Energy imbalance and physiology. Data from the NIH demonstrates that greater
than 50% of the U.S. population are overweight or obese (Haidar & Cosman, 2011).
Worldwide, the prevalence of overweight and obesity has increased due to increasing
caloric intake and sedentary lifestyles as Western habits are increasingly adopted (Haidar
& Cosman, 2011). The oversimplified cause is unchanged: an imbalance resulting from
excess energy input and decreased energy output (Haidar& Cosman, 2011; Nguyen & El-
Serag, 2010). Genetic and hormonal dysfunctions are exacerbated by poor lifestyle
habits, making obesity a treatment challenge (Haidar & Cosman, 2011). This is
compounded by the impact significant weight loss has on stimulating increased hunger
due to the loss of adipose cells and the subsequent decrease in levels of leptin (Haidar &
Cosman, 2011). Even in subjects able to lose significant amounts of weight, less than
20% of adults classified as overweight or obese can maintain a 10% reduction in body
mass (Haidar & Cossman, 2011). Realistically, surgical intervention in concert with
lifestyle modification linked to ongoing support is the most effective solution (Kitzinger
& Karle, 2013).

Food deserts. Food choices are one problem that contributes to overweight and
obesity, but what happens when the choices are beyond control? Limited accessibility to
quality foods, living in a so-called “food-desert,” often contributes to ongoing weight
problems and poor food choices. Although hampered by sample size, a 2016 study by
Zenk, Mentz, Schulz, Johnson-Lawrence and Gaines demonstrated with significance (p
< .05) that accessibility to smaller grocery stores and decreased access to fresh fruits and
vegetables have a positive association with obesity. Although not statistically significant,

there was a negative correlation between obesity and large grocery stores. The same
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negative correlation was present with the perception of adequate availability to fresh
fruits and vegetables (Zenk et al., 2016). Continually beating the horse about better food
selections is not beneficial in regions with limited accessibility to quality foods; this
includes rural areas.

Socioeconomics. Socioeconomic status (SES) also contributes to obesity.
Garcia-Alvarez et al. (2007) explored the impact of SES and demographics on
overweight and obesity in adults utilizing cross-sectional data over a ten-year span. SES
did have influence on BMI overweight and obesity prevalence among the oldest group of
females from 45 to 64 years old as well as in the 65 to 75-year-old female cohort. Over
the ten-year period, female WC-defined overweight and obesity changed based on SES
with overweight levels decreasing and obesity increasing. This is probably related to
accessibility of food and quality of food available. There was a negative relationship
between the size of community and BMI overweight and waist circumference
overweight. There was a direct correlation between socioeconomic status and dietary
patterns and physical activity. Lower SES groups tended to have a poor-quality diet
compared to those in higher SES groups. When looking at food quality, energy dense
foods tended to be more accessible and less expensive.

Locale. Befort, Nazir, and Perri (2012) analyzed data from the U.S. National
Health and Nutrition Examination Survey for the period from 2005 to 2008. Both
interview and anthropometric data were evaluated per the National Health and Nutrition
Examination Survey Analytic and Reporting Guidelines (Befort et al., 2012). They found
that obesity prevalence was greater among rural adults compared to urban adults. The

prevalence was statistically significant (P = .006) when controlled for demographic, diet,
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physical activity. Both rural and urban adults shared race-ethnicity and percent of
calories from fat as significant correlates of obesity. Married adults possessed a higher
incidence of obesity among rural residents. Among urban residents, older age and lower
education level as well as inactivity were associated with obesity.

Coverage. These studies beg questions regarding the impact of primary care on
obesity. The Centers for Medicare and Medicaid Services (2011) issued a report
outlining the evidence and decision to begin reimbursement for intensive behavioral
counseling for the management of obesity in the primary care setting. Medicaid has
variable coverage for treatment, with some states covering the USPTF Grades A and B
recommendations (Sebelius, 2014). Despite this, there has not been a consistent change
in practice in the primary care setting.

Disease management. Katz, Lambert-Lanning, Miller, Kaminsky, and Enns
(2012) found that less than half of family practice physicians addressed physical activity
in obese patients. Patient counseling for obesity management by physicians is
inconsistently provided and is reflected by limited success (Schuster, Tasosa, &
Terwoord, 2008). Schuster et al. found that more than half of the participating physicians
admitted to being uncomfortable discussing obesity and weight management with
patients at the outset of the study. None expressed the same concern after training. After
physician training in providing interventions, statistically significant weight loss (p
=.027) occurred over the course of one year (Schuster et al., 2008).

The chronic care model has also been shown to be effective for managing adult
obesity. A 2011 pilot feasibility study by Ely et al. used a combination of 30-minute

individualized clinical evaluations followed by 60-minute intensive group lifestyle
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modification education. Behavioral interventions proved to be effective and significant
(p =.0002) in the intervention cohort, further supporting obesity treatment as beneficial
in the primary care setting (Ely et al., 2011).

A systematic review by LeBlanc, O’Connor, Whitlock, Patnode, and Kapka
(2011) demonstrated the effectiveness of behavioral interventions, including when
provided in concert with pharmaceutical intervention. On average, subjects lost three
kilograms of body weight over 12-18 months (LeBlanc et al., 2011). A group that
received medical intervention in the form of orlistat lost an additional three kilograms at
the one-year mark (LeBlanc et al., 2011). Wadden et al. (2011) determined that enhanced
counseling led to sustained, clinically meaningful weight loss in one-third of obese
patients. Routine, planned counseling by PCPs in addition to brief counseling sessions
led by medical assistants proved beneficial for weight reduction as well (Carvajal,
Wadden, Tsai, Peck, & Moran, 2013).

Barriers. With evidence supporting primary care management of obesity, what
are the barriers preventing more frequent treatment? It is difficult to treat a condition no
one ever discusses. It is also challenging to provide treatment if a patient cannot access
either the necessary care nor providers trained to deliver that needed care.

Silence. Part of the problem was alluded to by Schuster et al. (2008) with
providers admitting that they did not feel comfortable addressing obesity. Even with
Medicare coverage for intensive counseling, obesity management is not typically a chief
complaint for office visits and weight loss management takes place secondary to the
patient’s reason for visiting (Osunlana et al., 2015). Katz et al. (2012) also found that

less than 40% of physicians always asked about eating habits or directly addressed



18

obesity during periodic adult well-visits. Less than 20% referred obese patients to self-
help groups or provided pamphlets about healthy eating habits to patients (Katz et al.,
2012).

Access to care. Access to care has been shown to be a barrier in treating
overweight and obesity, with areas having dense primary care coverage possessing lower
obesity rates (Gaglioti et al., 2009). Gunther, Guo, Sinfield, Rogers, and Baker (2012)
found other barriers to care including the personal or social unacceptability of obesity,
cost of treatment, prior experiences with obesity management, providers’ lack of desire to
manage obesity, inconsistency in care, perceived lack of services, lack of provider skill
and experience in managing obesity, and belief that obesity care falls the purview of a
different care provider.

Inadequate training. A lack of comfort with the treatment of obesity was a
common theme in reviewing the literature. This may be, at least in part, due to a paucity
of education regarding obesity management. Although the Royal College of Physicians
and the General Medical Council in the United Kingdom established a base knowledge
set and expectation for obesity management, providers still reported feeling inadequately
prepared by training and lack of available resources to manage the disease (Chisholm,
Mann, Peters, & Hart, 2013; McGowan, 2016). Inconsistency in obesity-related curricula
was cited as a driving factor impacting the feeling of ill-preparedness in managing
obesity with various departmen