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Abstract

Background: Research shows that many providers feel uncomfortable initiating weight

discussions related to fear of sounding judgemental and inexperience in weight counseling. This

leads to the failure of healthcare providers to intervene before weight issues become a greater

diagnosis. The primary objective for this project is to determine if a screening tool aids providers

in initiating weight discussions with patients.

Synthesis and Analysis of Supporting Literature: The evidence-based suggested solution is

the utilization of a screening tool, based on the success of other screening tools such as the

mental health PHQ-9. The screening tool of this project was developed by the project team;

prioritizing two questions that would notify a provider if a patient is comfortable with or needs to

discuss weight in their appointment. Lewin’s change theory guided the basis for this project;

changing patterns and creating new ones that become the norm in clinical practice.

Project Implementation: Pre-implementation surveys were completed by eight participating

providers to assess current comfortability and barriers in discussing weight. Implementation then

began at three different clinics for a duration of three months. This included offering a pre-visit

screening tool that asked if the patient was comfortable in discussing weight and if they were

happy with their weight. The completed screening tools were given to participating providers.

The goal was that this screening tool would aid providers in initiating a non-judgemental weight

discussion. Providers were given a post-implementation survey to assess the effect of the

screening tool on their comfortability and barriers of weight discussions.

Evaluation Criteria: Criteria evaluated included the pre and post-implementation provider

surveys. Responses were reviewed and any changes in provider comfortability helped to

determine the overall effectiveness and outcome of the pre-visit screening tool. Additional
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supplemental criteria that was evaluated included optional patient surveys that inquired if a

weight discussion was had during their appointment, and if they saw any benefit to the pre-visit

screening tool relating to any weight discussions.

Outcomes: Positive results were concluded as providers viewed the screening tool as an

effective tool to initiate weight discussions and experienced less concern they would harm the

patient-provider relationship while utilizing the screening tool. Patients who participated in the

optional patient-survey data revealed that 100% of patient respondents discussed weight in their

visit that day.

Recommendations: More research in a larger sample size in a variety of primary care settings is

needed to confirm the correlation between a screening tool and increased provider comfortability

in initiating weight discussions.
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Initiating Weight Discussions in Primary Care

Discussing weight with patients is important as it evaluates risk-factors for possible

diseases and assesses patients’ mental and physical health. In addition, both an overweight and

underweight status can have negative impacts on health. Among the diseases related to obesity

are heart disease, stroke, type two diabetes mellitus, and certain cancers–13 different cancers,

that make up 40% of all cancers diagnosed in the United States each year–which are some of the

leading causes of death (Centers for Disease Control and Prevention [CDC], 2021).  According

to the CDC, 42.4% of the U.S. population was obese as of 2018.  Data from the 2015-2016

National Health and Nutrition Examination Survey (NHANES) also showed 1.5% of U.S. adults

age 20 and over are underweight, which can pose health risks as well (CDC, 2018). An

underweight status can put individuals at risk for complications related to malnutrition,

osteoporosis, decreased immune function, and fertility issues in women (U.S. Department of

Health and Human Services Office on Women’s Health [OASH], 2019). Initiating these difficult

conversations by providers is vital in order to prevent and treat diseases or health conditions that

can be affected by or exacerbated by weight. However, many providers find it difficult to initiate

discussions about weight.

Problem/Available Knowledge

The best way for a provider to initiate a discussion regarding weight is unclear. Societal

stigmas surrounding weight status aid in the hesitation to discuss what can be considered an

uncomfortable topic, and the lack of confidence in providers’ ability to properly counsel patients

(Pool et al., 2013). A qualitative study by Blackburn et al. (2015) also identified a lack of time

and resources to raise sensitive topics, the potential of weight-related discussions to damage

patient-provider relationships, and a limited understanding of obesity care as barriers to

discussing weight during a patient visit.
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Other studies also addressed negative consequences providers are concerned about when

discussing weight. Loth et al. (2021) concluded some providers fear that weight-related

discussions with pediatric patients would promote an eating disorder or instill insecurities in a

patient who is currently happy with their weight.

A few processes that aim to better facilitate weight discussions have been studied. One of

these is adjusting terminology related to excess weight to mitigate the negative and demeaning

connotations associated with terms such as obese and fat (Volger et al., 2012). Volger et al.

(2012) determined patients preferred terms such as weight and BMI, as they were considered less

judgemental. While this method is received well by patients, there is little data or peer-reviewed

studies that specifically address its effect on prevalence of weight discussions, or provider

comfortability.

The other method that has been studied in regard to weight discussions is motivational

interviewing (MI). MI is an evidence-based style of communication that focuses on behavior

change (Motivational Interviewing Network of Trainers, 2020). Studies such as Gudzune et al.

(2012) examined the effectiveness of communication techniques such as MI on weight loss

discussion, and found higher patient satisfaction and compliance. The issue with relying on MI

as a primary weight-discussion tool is that other studies found it was not frequently used by

participants (Sonntag et al., 2012). Additionally, research found providers needed specific

training on MI; as weight-related discussions prior to any training were short-lived and of lesser

quality than post-training (Pollak et al., 2009). Furthermore, one can see that many of these

studies are close to, or more than 10-years old, demonstrating the lack of current peer-reviewed

research on this topic.
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A better process for initiating weight discussions in primary care is needed. This project

aimed to supplement providers with a tool that could ultimately help initiate weight discussions

with their patients without fear of negative consequences or judgment. In turn, it is hopeful that

more weight discussions are had in the primary care setting, contributing to patients’ overall

health.

PICOT

For primary care providers, how does a pre-visit screening tool, compared to the absence

of a pre-visit screening tool, affect the provider’s level of comfortability in addressing weight

during a patient visit?

Literature Review

The review of the literature on weight discussions in primary care demonstrates the

importance of weight-based conversations between providers and patients. Obesity is a leading

health problem, especially in the United States, which requires attention and action. While

individuals can be self-accountable for maintaining a healthy weight, many need help from

medical professionals. The evidence shows medical professionals lack specific education and are

unprepared to foster these types of conversations and offer obesity counseling. Appelhans et al.

(2016) stated that only 30% of obesity screening and counseling are done in primary clinics,

which leaves 70% of obese patients unaccounted for and presumably not given proper

counseling on their condition. As previously mentioned, almost half of the U.S. population was

obese in 2018, highlighting the scope of this issue (CDC, 2021).  In 2008, the estimated annual

medical cost in the United States for obesity was $147 billion (CDC, 2021). This cost could be

curbed by the initiation of a weight based conversation. The consequences of foregoing

https://www.healthaffairs.org/doi/10.1377/hlthaff.28.5.w822
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weight-related discussions are shown prior; the development of obesity-related conditions such

as heart disease, stroke, and cancer, which all contribute to high mortality. These conditions

contribute to the U.S.’s high healthcare costs, and cause a devastating effect on patients and

families. Primary care providers are often the first line of defense in terms of preventative

weight-management care; therefore, it is vital to address this issue in this setting.

The literature search was conducted on multiple databases including EBSCOHost,

Elsevier, Google Scholar, Google, and CINAHL Plus for Nursing. Search terms included, but

were not limited to; obesity, primary care, weight-discussions, weight, overweight, underweight,

screening tools, and motivational interviewing. Articles were filtered by date, excluding articles

older than 2012. One article from 2009 was included in the review, as it was cited by other found

articles, and highlights the gap in research. Articles which discussed any care specialty area other

than primary care were excluded for relevance. The purpose of this literature search was to

effectively evaluate the current state of knowledge on weight discussions in primary care. The

literature matrix table can be viewed in Appendix A, figure A5.

Barriers and Knowledge Gaps

Currently, knowledge gaps exist in how to mitigate this problem, and how to better foster

weight-related discussions in primary care. The literature provided insight on the barriers to these

discussions, such as in Blackburn et al., (2015) and Loth et al., (2021) who discussed lack of

time in an appointment, and fear of damaging the patient-provider relationship as constraints to

discussing weight management. These articles also revealed that providers fear negative

consequences such as triggering eating disorders in pediatric patients, as another barrier to

talking about weight.
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Current State: Communication Techniques

Studies such as Volger et al., (2012), McHale et al., (2021), and Gudzune et al., (2012)

examined how primary care providers communicate with their patients about weight, and

discovered that the manner in which they talked to patients has influence. Gudzune et al., (2012)

and McHale et al., (2021) found that a weight-related discussion was more likely to occur when

patient-centered communication was used. Additionally, Volger et al., (2012) deduced that some

words are more or less demeaning when discussing weight with patients; therefore, providers

should be aware of the terminology they use. For terminology and MI to be used effectively,

there needs to be education and encouraged continual practice of these skills, (Pollak et al.,

2009).

Explored Solutions

Previous efforts to find ways to facilitate weight-related discussions in primary care have

been built upon the knowledge gained about communication tactics. Motivational interviewing

(MI) is one possible solution the literature has studied in implementing weight-counseling.

Pollak et al., (2009) and Sonntag et al., (2012) studied MI as an intervention for weight loss, and

examined practitioner’s ability to use MI with overweight patients, respectively. Bravender et al.,

(2013) even conducted a two-arm clinical trial, implementing MI training for providers, assessed

their thoughts on the training, and their likelihood of using it with their obese patients.

Applehans et al., (2016) explored the 5 A’s (Assess, Advise, Agree, Assist, and Arrange) in order

to counsel obese patients and aid weight loss in primary care. These articles have all explored

solutions for facilitating weight-related discussions.

Studied Outcomes
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The literature also addressed the outcome of actual weight loss in patients who have had

a discussion about weight with their provider. Pool et al., (2013) and Pollak et al., (2013) found

patients were more likely to report a 5% weight loss if they were told they were overweight by

their provider. This provides quantitative evidence that having discussions about weight in

primary care has a purpose, and therefore needs to be streamlined.

Upon conclusion of the literature review, themes emerged such as (1) there is a lack of

provider knowledge and confidence on how to facilitate a weight-related discussion in primary

care; (2) previous interventions have focused on communication techniques providers can use to

foster a discussion; and (3) said discussions have been shown to predict tangible weight loss in

some patients.

This literature review has provided great understanding of the current state of

weight-related discussions in primary care. Strengths of the evidence include ten of the eleven

articles being relevant within the last ten years; two of which are from 2021. Therefore, it can be

concluded that this topic is still pertinent, and being studied. Additionally, the articles interview

many practicing primary care providers, giving live views of those engaging (or not engaging) in

weight-related discussions with patients. From this, deductions on the current state of the

problem are easily identified. However, weaknesses of the evidence include articles that are

approaching being out-dated; one of which already is, being from 2009. The literature review

also lacks in that it only includes eleven articles at this time. The lack of evidence demonstrates

the need for additional research on this topic.
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Literature Synthesis

The literature review provided conclusive evidence that discussing weight in primary

care is lacking; but attempts are being made. The majority of articles contained qualitative

exploration on the topic, rather than quantitative studies. Another similarity between articles

showed emphasis on communication styles; especially when talking about MI, weight

terminologies, the 5 As, and patient-centered communication. While different communication

styles were addressed by these articles, the literature review suggests research has not found

which is most effective. The fact that most articles used qualitative evidence by means of

interview, surveys, and other literature searches, further weakens any results, since the results are

unable to be quantified.

Articles from the literature review differed in their overall methods of data collection.

Some articles conducted interviews with providers, some did literature analyses, surveys, and

one source performed a clinical trial. Additionally, sources focused on different communication

styles (MI, 5As, patient-centered communication, and terminologies). The wide array of

attempted explorations on different communication styles to facilitate weight discussions shows

that researchers are still trying to determine the most effective way to do this; furthering the

notion that the best way to talk about weight in primary care remains unknown.

The literature review illustrates the way providers communicate with patients matters.

Providers must pay attention to language, and talk with patients in an empathetic manner.

Otherwise, they risk insulting the patient and damaging their relationship, reducing the likelihood

of addressing weight. Furthermore, the available evidence also indicates that having a discussion

about weight has an impact on weight itself. For example, patients were more likely to lose
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weight if their provider told them they were overweight, emphasizing the need for these

conversations. The problem with the literature search is there is no evidence that suggests how to

begin these conversations. Patients who make appointments with their primary care providers for

things unrelated to weight, who are then told by their provider they need to manage their weight,

may be insulted. This poses the question of how can a provider bring up the topic, without being

insulting? This information is what the current state of literature lacks. After an extensive

literature search, nothing was found that studied attempts in starting the conversation. Every

study in this search has yielded results that pertain to when a conversation has already begun; but

how did it begin? Studies on communication techniques during weight discussions have no effect

if providers cannot begin the discussion.

The idea for this project was to utilize a method that has been studied in other aspects of

medicine, and apply it to weight discussions; particularly, the mental health Patient Health

Questionnaire-9 (PHQ-9) screening tool. This is a widely-used and evidence-based tool in which

patients in primary care complete prior to their appointment, and screens for depression. This

allows the provider to determine if they need to have a conversation with the patient regarding

their mental health, and provide the proper resources needed. If patients were to fill out a

questionnaire about their willingness to discuss their weight, and their current level of happiness

with their weight, it would open the door for providers to start the conversation without making

the patient feel as though the topic was random, or leaving them insulted. The most substantial

evidence from the literature search that supports this change is that discussing weight with

patients poses actual results in weight management. Therefore, this literature review exhibits the

need for a method to begin a weight discussion.
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Organizational Project Information

The group members of this project included graduate doctoral Nurse Practitioner students

Rachael Urbaniak, Jessica Neuman, and Alexander Redmann. The faculty member, Dr. Sherry

Johnson, was the project chair, acting as a mentor for the entirety of the project from the College

of Saint Scholastica. This project took place at three different clinics in Fergus Falls, MN within

the Lake Region Healthcare system. The primary site contact to act as a liaison between the

group and the participating providers was Kathy Burville; VP and Director of Clinics and

Ambulatory Services at Lake Region Healthcare.

Setting and Participants

As mentioned above, this project took place in rural Minnesota at three primary care

clinics in Fergus Falls. Specialty medicine clinics and practices were excluded for relevance to

the research question. Participants were primary care providers, as well as their patients who

completed the screening tool prior to their visit with their provider. Participants were of any age,

race, ethnicity, socioeconomic status, gender identity, sexual orientation, or from any geographic

location. Only persons physically visiting the clinic were included to participate.

Stakeholders

Identified internal stakeholders include providers, primary care clinics, primary care

clinic staff, project team members, and the site manager as their interest comes through a direct

relationship, employment or ownership. External stakeholders are identified by having an

interest or are impacted in some way by the project results. These may include patients, insurers,

regulatory agencies, people in the community, health advocacy organizations, community health

organizations, and support groups. The goal of this project was to provide an assessment tool for
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providers in order to increase their comfortability in initiating weight discussions. Results can

directly affect best practices, regulatory agencies, as well as insurers. When patients are

counseled adequately, they have the potential to decrease additional appointments/office

visits/complications by having a discussion with a provider early on. A table representing the

stakeholders can be found in Appendix A, Figure A6.

Sponsors

As sponsors take responsibility for the project from initiation to completion, the main

sponsors are the project team members: Rachael Urbaniak, Jessica Neuman, and Alex Redmann

from The College of Saint Scholastica. The sponsor for the project is Kathy Burville: Director of

Clinics and Ambulatory Services at Lake Region Healthcare. This clinic lead will be responsible

for those participating in the project (providers and patients) and will be responsible for

communicating with the Project Team for the duration of the project.

Gap Analysis

The Gap Analysis table is in Appendix A, Figure A7, and discusses the need for a

screening tool to help initiate weight based conversations. Weight-based conversations are not

happening in the primary care setting, and the desire is for weight-based conversations to happen

at all primary care/well-being visits. As stated above, only 30% of obesity screening and

counseling are done in primary clinics, (Appelhans et al., 2016). This is due to knowledge, skill

and practice gaps. The literature review demonstrates that there is currently an absence of a tool

to help initiate a weight-based conversation, as well as a sole focus on communication

techniques.
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Needs Assessment

In establishing the needs assessment, gaps have been identified between the current

condition of practice guidelines (such as providers being required to discuss weight at least

annually, as part of assessment, but failing to complete this in all primary care/well-being visits),

and the ideal condition of executing the weight discussions in all primary care/well-being visits.

Currently, only 30% of obesity screening/counseling by providers to patients are done in primary

care settings; however the best practice would be for providers to counsel 100% of primary care

patients on weight at least once a year.

As noted above, the literature review indicates there is an absence of a tool that may help

initiate a weight-based conversation. There is, however, literature that supports the use of the

PHQ-9 Mental Health screening tool (as mentioned previously) as an efficient tool for providers

to assess patients’ mental health without judgment and encourages discussion around this topic.

The success of this survey exposes a potential close to the gaps identified in weight discussion

barriers. This Needs Assessment table is in Appendix A, Figure A8.

SWOT

A SWOT analysis was conducted for weight-based conversations to help examine risk

management. Figure A9 in Appendix A shows the SWOT analysis in table-format. The strengths

of this screening tool consist of: inexpensive cost to implement–only an add-on to the

pre-existing pre-visit paperwork; leads to healthier individuals which in turn reduces the

financial stress on the healthcare system as a whole. Other strengths include general knowledge

of obesity complications by providers and the public; providers understand the need to address

weight-based conversations; providers are trusted and, as Reinhart (2021) states, they are the
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third most trusted profession at 65%; and DNP-student-led implementation and research

requiring the clinic to do minimal work.

The weaknesses included the internal struggles that were present, and can be addressed

directly by the company or party at stake. The analysis consists of: the lack of training/education

on communication techniques addressed in the Literature Synthesis section; it is

difficult/uncomfortable to initiate weight based conversations; and providers’ lack of time to

conduct the weight based conversations.

The opportunities part of the analysis consisted of favorable external factors such as:

Healthy People 2030, which is an initiative that identifies public health priorities to help improve

health and well being, (Healthy People, n.d.); the social media movement towards becoming a

healthy individual–some examples include the water challenge, walking challenge, and healthy

snack challenge; diets and healthier food options at restaurants.

The final section of the SWOT analysis covers the threats. The threats in the weight

based conversations included: the healthcare policies that limit provider-spent time with the

patient; lack of incentives offered for clinics to discuss weight, as weight change is a slow

process; and social media’s overwhelming pressure to lose weight and be “skinny,” as well as the

harsh terminology/language that is difficult to escape from.

Theoretical Framework and Change Theory

Lewin’s change theory, developed by Kurt Lewin, suggests a three-stage model of

change, or the “unfreezing-change-refreeze” model (Petiprin, 2020). The first (unfreezing) stage

involves helping people let go of an old pattern that is counterproductive. In this research, this

stage would consist of illuminating or educating patients on the importance of a healthy lifestyle,
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to help maintain their body weight to minimize risk for health complications. This stage is

two-fold and would also include decreasing the stigmatization of weight-based conversations.

The concern that discussion about weight leads to a damaged provider-patient relationship, and

shames the patient about their weight is a hopeful myth. This way of thinking, which leads to an

absence of weight discussion, should be “unfrozen” and reframed into a “change” process.

This leads to the second stage; the change stage. This is also known as the

“moving-to-a-new-level” stage. The research conducted suggests a screening tool might help

reassure providers that discussing the benefits of a healthy weight outweigh the risks of

offending a patient. In fact, the discussion about weight actually leads to a change, as Pool et al.,

(2013) and Pollak et al., (2013) suggest. This second stage would be deemed successful when

providers re-shape their thought process, feelings, and behavior on this topic and ultimately

understand the importance of, and execute, a weight-based conversation. The current stigma in

discussing weight can be seen as “taboo” or offensive, and the introduction of a screening tool

could aid in initiating the process into a change in this perception.

The third and final component of Lewin’s Change Theory is the refreezing stage. This

consists of creating and establishing a new normal in the operating procedure. The expectation

and consistency of weight-based conversations present at a minimum of all annual physical

exams would become the “new normal”. The proposed project involving the screening tool

would ideally help initiate the conversation with patients in a non-threatening way and could

contribute to success in reforming or completing the refreezing stage. Once weight discussions

become normalized, this may transform society; with the hypothesized effect of a higher

prevalence of healthy weights maintained. This in turn may relieve some of the financial

expenses that weight-based illnesses bring to the healthcare system.
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The Middle-Range Theory applied to the project is the American Association of

Critical-Care Nurses (AACN) Synergy Model. This model is based on the principle that a

patient’s needs are the driving force behind nurse competencies required for patient care (AACN,

n.d.). The name synergy comes from the ideal situation of synergy between the patients’ needs

and the nurse competencies that match these needs. This process can be extrapolated to the

provider competencies and their direct relationship to the patients’ needs. In this project, the

patients’ needs consist of a change in weight, weight perception, and the patient-provider

relationship to both. The conversation about weight and the patient's perspective must be

analyzed to determine if they are observing the weight topic through a healthy lens. This need,

announced or unannounced by the patient, should be the driving force behind the change in

provider care. The providers must respond to this need, to act synergistically, and result in

effective care for their patients. The emphasis is on the providers prioritizing patient-centered

care to yield a systematic approach of addressing these concretely. This project sought to address

this gap by introducing the screening tool to include a weight discussion during patient

visits–leading to a change in their health.

Project Goals and Objectives

The primary goal for this project was to assess how a pre-visit screening tool, compared

to the absence of a screening tool, affects providers’ level of comfortability in addressing weight

during a patient visit. In order to implement and achieve this goal, the following six objectives

guided this project:

The first objective included the project team finalyzing both measurement tools (patient

pre-visit screening tool and provider surveys), and supplemental tools (optional-post visit patient
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survey and patient weight brochure) completed by May 1st, 2022. This objective was the

responsibility of the project team and the specific action to be completed was the finalization of

measurement tools and supplemental tools. This action helped to establish the tools used in this

project and was completed by team members during team meetings.

The second objective included establishing a method of delivery (email, simple paper

format, etc.) for the optional post-visit patient survey with the clinic, completed by May 30th,

2022. This took place with the clinic through a virtual meeting, and it was decided to distribute

these via a paper-format for patients. The optional patient post-survey was important as it shed

light on patients’ perspectives on the pre-visit screening tool, and how they thought their visit

went in regards to weight discussions. This information was supplemental to the overall project

goal.

Continuing to the third objective, the project team members educated and informed the

participating clinic providers (MDs, DOs, NPs, or PAs) regarding the project; including

measurement and supplemental tools used (provider surveys, patient screening tool, optional

post-visit patient surveys, and optional patient weight brochures) before implementation. This

action was carried out through a project-overview powerpoint sent to the providers for their

convenience to view on their own time. This overview included all project details and project

team contact information.

Objective four included distribution and collection of the pre-implementation provider

survey. This survey was sent to all eight participating providers through the clinic director via

email on July 25, 2022. This action assessed current provider comfortability in initiating weight

discussions prior to the project intervention taking place. The pre-implementation provider



21

survey had a 2-week completion deadline, and were all collected by August 7, 2022; prior to the

start of the project intervention.

Objective five initiated the start of implementation on August 8, 2022. This included the

administration of patient pre-visit screening tools given by the clinic medical assistants during

the rooming process to all patients of participating providers. This objective included

communication between the project members and the clinic director to ultimately instruct

medical assistants to hand out patient pre-visit screening tools for a period of three months. This

action aimed to assess patient self-assessment on their weight, and also to provide a tool for

providers to initiate weight discussions.

The sixth and final objective included the completion of the implementation period, as

well as the administration of the post-implementation provider surveys to all participating

providers. This survey was sent out on November 8th, 2022 via email from the clinic director to

all participating providers, with a timeframe of two weeks to complete. Surveys took longer to

complete than expected as this timeframe was set around a holiday. All surveys were received by

December 2nd, 2022. The results from the post-implementation provider survey gained insight

into the providers’ comfortability discussing weight with patients after the screening tool was

implemented. The project team compared the survey results from both the pre- and

post-intervention provider surveys and drew conclusions regarding any correlations between the

screening tool and provider comfortability in initiating a weight discussion with patients. This

ultimately aided in achieving the project goal of determining if a pre-visit screening tool

positively affected providers’ level of comfortability in initiating a weight discussion during a

patient visit.
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Logic Model

The logic model for initiating weight discussions in primary care followed the steps of a

traditional logic model including inputs, activities, outputs, and outcomes. Outcomes are

short-term, intermediate-term, and long-term. The logic model is depicted in appendix A10, and

illustrates the aforementioned components. The inputs of this project were the resources required

to reach the outcomes and goals. Adequate clinic staffing, participating providers and staff, a

developed tool, participating patients, and support from the clinic site were all necessary to

deliver this project. From the inputs, the activities included the main tasks of the project: training

the providers on the project, provider pre- and post-implementation surveys, implementation of

the screening tool, and optional patient surveys. From these activities, desired outputs included: a

tool for providers to initiate weight discussions, increase in patients who elect to discuss weight

with their provider, and patient–provider thoughts and opinions on efficacy of the tool.

The outcomes of the project reflected the overall goals. The short term goal included

providers feeling more comfortable and confident initiating the topic of weight with their

patients, and less patients leaving the clinic without having had the opportunity to discuss weight

with the provider. In the intermediate-term, it was hypothesized that an increased number of

weight conversations would be had. Long-term, it was the hope that patient outcomes

surrounding overweight and underweight conditions will improve, and medical costs related to

these conditions would decrease for both patients and the healthcare system as a whole.

GANTT Chart

The project GANTT chart is shown in Appendix A11, and provides an overview of the

project objectives on a timeline. Color coded, major project milestones are on the left with
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subtasks of each milestone listed underneath. Adjacent on the right of each milestone and

subtask is the timeline of completion for each from start to end. The GANTT chart flows

chronologically from December of 2021 to November of 2022, the dates of the project

implementation. Each color in the calendar portion corresponds to its same-color counterpart on

the left to exhibit the timeline of the project.

Work Breakdown Structure

The work breakdown structure is exhibited in Appendix A12, and reflects the content of

the GANTT chart in a flowchart style, excluding the dates and timeline. The DNP Project is at

the top, and branches out to the six major tasks of the project surrounded in green. Each major

task has subtasks below in blue boxes. Major tasks of the project include (1) finalizing

measurement tools and surveys, (2) establishing delivery method for optional patient survey, (3)

educating participating providers, (4) administering pre-intervention provider survey, (5)

administering weight discussion screening tool before patient visits, and (6) administering

post-intervention provider survey.

Communication Matrix

Figure A13 demonstrates the communication between the project group and the

stakeholders regarding the project. The communication matrix was fluid throughout the entirety

of the project and was continuously updated with advances of the project.

Budget

The budget mainly consisted of a loss of indirect revenue. This was taken from the clinic

director’s time and involvement, the College of St. Scholastica’s appointed project chair, and the
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project team’s time and efforts. The emailed and paper resources were set in place at the three

clinics within Lake Region Healthcare in Fergus Falls, MN with this site’s cooperation at no

cost. There was no intention to generate any revenue from this project; the goal was to further the

education of weight management in hopes to result in a healthy population change moving

forward.

Methodology and Analysis

Surveys and a screening tool were chosen as the methods of data collection, as they were

simplistic and efficient ways to gather qualitative data from respondents. Surveys are defined as

the “collection of information from a sample of individuals through their responses to questions”

(Ponto, 2015, p. 168). Data collection included provider survey results before the implementation

of the patient pre-visit screening tools, and provider survey results after completion of the

project. Additional data included optional patient surveys given to patients after their visit with a

participating provider.

The data gathered from the pre-implementation provider survey and post-implementation

provider survey was analyzed to determine if the two question pre-visit screening tool (Appendix

A17) yielded any improvement in provider comfortability when initiating a weight discussion.

The pre-implementation provider survey (Figure A14) completed by the participating providers

included 8 questions with options for: strongly disagree, disagree, neutral, agree and strongly

agree. The quantitative data was determined by how many providers marked results in each

category per question. Both the pre- and post-implementation surveys were compared to

determine if there was a correlation between the pre-visit screening tool and an increase in

comfortability in weight based conversations. The post-implementation provider survey
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consisted of nine questions addressing some exact questions as the pre-visit survey, plus two

additional questions regarding the pre-visit screening tool’s effectiveness and if there had been an

increase in weight-based conversations with patients from the utilization of the screening tool.

Included in both the pre- and post-implementation provider surveys was a space to share the

biggest perceived barrier to initiating a weight-based discussion. This data was analyzed as

qualitative data.

Additional data were gathered from the optional patient survey, given to patients after

their clinic visit. This was supplemental data obtained to help understand the patients’

perspective of the two-question pre-visit screening tool. This patient survey can be found in

Figure A16.

All data collected were reliant on honest responses from the participating providers and

patients. There was little control from the research project team on ensuring accurate data

synthesis for the qualitative and opinion-based data. There were no outright costs to the project

and indirect costs were deliberated in the budget section of the paper. Additionally, there were no

incentives for financial gain from the research team. Lastly, nothing was offered to the

participants involved in this project to keep the data impartial. The long-term anticipated benefit

from this project’s outcome includes decreased overall healthcare costs concerning

weight-related illnesses and diseases.

Results

Qualitative and quantitative data were collected via the pre- and post-implementation

provider surveys, as well as the optional patient surveys on paper. The completed surveys were

scanned by clinic staff and emailed to the project team. Eight providers completed the consent
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form and pre-implementation provider survey. One provider did not end up participating in this

project due to time constraints with a new EPIC charting system. Therefore, it is important to

note that seven post-provider surveys were analyzed. The results are discussed in detail.

Figure 1

Screening Tool Effectiveness

Figure 2

Screening Tool on Perceived Barriers to Weight Discussions
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Pre and Post Implementation Provider Survey

Analysis of the surveys prior to implementation of the screening tool, showed that

overall, 50% of participating providers indicated they were “somewhat comfortable” initiating a

weight discussion with patients, while the other 50% were “very comfortable”.

Post-implementation surveys demonstrated that 28.5% of providers were “somewhat

comfortable”, and 71.4% of providers were “very comfortable”. This demonstrated a 21.4%

increase in providers feeling “very comfortable” in initiating a weight discussion with patients

when they utilized the pre-visit screening tool.

Additionally, 75% of participating providers either agreed or strongly agreed that they

felt comfortable initiating a discussion with their patients about weight before the screening tool,

even if the patient was not the one to initiate the topic themselves. Additionally, 14.2% of

providers disagreed with the notion altogether, and 14.2% were neutral. After the 3-month
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deployment of the screening tool, 100% of participating providers agreed or strongly agreed they

felt comfortable initiating a weight conversation with their patients.

Pre-implementation, 75% of providers indicated that they discuss weight with patients at

most well-visit/annual examinations. The other 25% were neutral. After using the screening tool,

85.7% of providers agreed or strongly agreed that they discuss weight at most well-visits and

annual exams, and 14.2% remained neutral. This displayed a 10.7% increase in weight

discussions during most well-visits while utilizing the screening tool.

Before implementation, 50% of providers demonstrated neutrality in initiating a weight

discussion if they were concerned about a patient’s weight, regardless of visit type. The other

50% either agreed or strongly agreed to discussing weight if it is a concern, regardless of visit

type. After the introduction of the screening tool, 42.8% of providers remained neutral in

discussing weight if they were concerned about a patient’s weight, and 57.1% of providers

agreed or strongly agreed to discussing weight if it is a concern. This data suggests a 7.1%

increase in providers initiating weight discussions if they are concerned about a patient’s weight,

regardless of visit type, while utilizing the screening tool.

Pre-implementation, 50% of providers felt that a weight conversation would harm the

patient/provider relationship if the patient did not bring up the topic first, and 50% of providers

disagreed or strongly disagreed. Post-implementation, 14.2% providers felt a weight discussion

would harm the patient/provider relationship, 14.2% of providers were neutral, and 71.4% of

providers disagreed or strongly disagreed that they would harm the patient/provider relationship

if they discussed weight.
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Additionally, of the providers, 87.5% felt they had adequate training on weight

discussions before the use of the screening tool. Only one provider remained neutral in this area.

Post-implementation, 100% of providers claimed they had adequate training needed in order to

have a successful weight discussion with patients.

Fifty percent of providers agreed with the statement that they “do not have time to

discuss weight, even if they wanted to” prior to the use of the screening tool. With this same

statement, 37.5% of providers identified they were neutral, and one provider disagreed. Post-

implementation, 42.8% of providers felt they did not have enough time to facilitate a

weight-related discussion, 28.5% of providers remained neutral, and 28.5% of providers

indicated they do have time. While utilizing the screening tool, there is a 7.2% increase in

providers stating that they have time to conduct a weight-related discussion.

Prior to the screening tool implementation and distribution of the educational patient

weight brochures provided by the research team, 100% of the providers indicated they do not

have an adequate alternative educational weight resource for patients in lieu of a weight-related

discussion such as the brochures. After the completion of the project, 42.8% of providers

indicated that they do not have adequate alternative educational materials for patients, 28.5% of

providers were neutral, and 28.5% of providers indicated that they do have an adequate

alternative educational weight resource for patients in lieu of a weight- related discussion. This

data suggests a minimal increase in having adequate alternative education materials for patients,

when utilizing the brochure given in implementation.

Among the qualitative free-response answers to perceived barriers of initiating weight

discussions before the implementation of the screening tool, providers identified themes of
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limited time, fear of sounding offensive, limited non-medication therapies to offer, and

perception of patient readiness for change. Of these responses, 75% of providers freely wrote

“time” as a barrier to discussing weight. Other direct quotes from providers in the free-response

answers to this question included “the perception that I might be bullying or fat-shaming a

patient, even if it is coming from a genuine health concern”, “harming the relationship with the

patient, especially if they aren’t concerned”, and “being afraid to offend the patients”.

Post-implementation, the only two barriers providers indicated in this free-response question

included time and patient’s state of mind and acceptance. At this time, 62.5% of providers

indicated time as a barrier. It is interesting to note the absence of barriers on the

post-implementation survey as mentioned on the pre-implementation survey. For example;

pre-implementation, providers’ perceived barriers to discussing weight with patients included

fear of sounding offensive and fear of bullying or fat-shaming a patient; while

post-implementation, providers did not indicate these same barriers.

Upon collection of the post-implementation surveys, 71.4% of providers agreed that the

screening tool was an effective tool to initiate a weight-based conversation with patients, and

28.5% of providers were neutral. When asked if the providers have more weight conversations

utilizing the screening tool compared to not using the tool, 42.8% of providers agreed or strongly

agreed, 42.8% of providers were neutral,  and 14.2% of providers disagreed.

Optional Patient Experience Survey

During the 3-month distribution of the pre-visit screening tool, patients were given the

opportunity to voice their opinions on the screening tool as well. The research team received 12

optional patient surveys at the end of implementation. Of the 12 surveys, 66.6% of patients found
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the screening tool helpful in approaching the topic of weight in their appointment. Some patients

remained neutral at 25%, and 8.3% of patients strongly felt that the tool was unhelpful. Of the

patients, 91.6% felt the pre-visit screening tool provided a nonjudgmental way to approach the

topic of weight, and 8.3% of patients deemed the screening tool did not. Finally, 83.3% of

patients felt the screening tool allowed them to feel involved and in control of their care, 8.3%

remained neutral, and 8.3% strongly disagreed.

Along with overall positive feedback from patients regarding the screening tool, an

astonishing 100% of the patients who filled out the optional survey reported a weight discussion

occurred in their visit that day.

Discussion

Summary

The aim of this project was to determine if a pre-visit screening tool affected providers’

comfortability with initiating weight discussions with patients in primary care. A screening tool

was developed for patients to complete prior to their appointments. This tool would alert

providers if the patient was comfortable discussing weight with their provider that day.

Additionally, the providers were given surveys before and after implementation of the screening

tool to assess current comfortability initiating weight discussions with patients across three

primary care clinics in northern Minnesota. The main goal of the project was to see if a screening

tool would aid providers in increased comfortability in initiating weight discussions, with an

overarching aim to strive to increase the incidence of weight discussions in primary care for the

future.
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Data were collected via the pre- and post-surveys on paper for the participating providers,

as well as via the paper-form of the patient pre-visit screening tool to any willing patients as they

presented to their respective clinics from August 8th, 2022 to November 8th, 2022, for a total of

three months of data collection. One provider initially consented to the project and then was

unable to participate, resulting in eight pre-implementation provider surveys and seven

post-implementation provider surveys. The pre-implementation provider surveys assessed a base

comfortability level and insight into the preparedness of providers to foster weight discussions.

The post-implementation surveys provided their new comfortability level discussions weight, as

well as understanding the effectiveness of the screening tool. The optional patient surveys added

a layer of observational data to deepen the understanding of the effectiveness of screening tools

in this area of practice, from a patient perspective. While this project targeted providers’

assessment of the screening tool as well as their comfortability initiating a weight discussion, a

second objective was to assess the patient’s perspective of the screening tool as well.

Interpretation

After careful analysis of the data pre and post implementation of the screening tool, the

project team saw a 21.4% increase in providers feeling “very comfortable” in initiating a weight

discussion with their patients when the patients completed the screening tool before their

appointment. Additionally, 100% of participating providers agreed or strongly agreed they felt

comfortable initiating a weight conversation with their patients after deployment of the screening

tool. This confirms the hypothesis that the pre-visit screening tool increases

provider-comfortability in initiating a weight discussion.
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Other outcomes included a 10.7% increase in weight discussions during most well-visits

while utilizing the screening tool. Another outcome demonstrated a decreased feeling that

providers may harm the patient/provider relationship by discussing weight. Specifically, 50% of

providers feared they would harm the patient provider relationship by discussing weight

pre-implementation, and post-implementation, only 14.2% of providers indicated they feared

harming the patient provider relationship. This data suggests providers have had a 35.8%

decrease in the concern that a weight discussion would harm the patient/provider relationship.

Additionally, this project demonstrated a 7.2% increase in providers discussing weight

with patients, while utilizing the screening tool, if they are concerned about their patients’

weight, regardless of visit type. The project team’s hypothesis that the screening tool would

increase provider comfortability in initiating a weight discussion, and also eliminate the barrier

of fear of harming the patient/provider relationship, is validated by the data. The data also

indicated that less providers indicated “time” as a barrier to having a weight conversation with

use of the screening tool.

An interesting observation from data collected is that although the screening tool offered

no direct training to providers, the providers demonstrated that their level of training had

changed pre- and post-implementation. This shows that a simple screening tool has the power to

influence the level of confidence in this area.

Limitations

The largest limitation to this project was a small sample size of eight providers, reducing

generalizability. It is unbeknownst to the project team the amount of experience each of these

providers had in their current roles, or with weight management prior to this project. Another
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limitation includes the relatively short duration of the implementation period. It is assumed that

with more time, more patient surveys may have been collected for further insight on the patient

experience. Additionally, this project was located in northern Minnesota, alienating other

geographical areas which may have higher or lower incidences of obesity or weight-related

concerns in a population area. Perhaps in a more urban area, more providers may have been

available for participation, allowing for a wider assessment of comfortability with weight

discussions as well. Lastly, one provider was unable to participate in this project due to time

constraints, after filling out the pre-implementation survey and consent form. As this provider

did not participate, their post-implementation survey was not used in results data. This concluded

in eight providers’ data for the pre-implementation survey, and seven providers’ data for the

post-implementation results.

Conclusion

After a thorough search and understanding of the current literature, it is evident that a

better process for initiating weight discussions in primary care is needed. This project aimed to

explore one possible process by supplementing providers with a tool to help initiate weight

discussions with their patients without fear of negative consequences or judgment. The question

explored in this project includes, “For primary care providers, how does a pre-visit screening

tool, compared to the absence of a pre-visit screening tool, affect the provider’s level of

comfortability in addressing weight during a patient visit?”

Positive results were concluded as providers viewed the screening tool as an effective

tool to initiate weight discussions and experienced less concern they would harm the

patient-provider relationship while utilizing the screening tool. Lastly, patients who participated

in the optional patient-survey data revealed that 100% of patient respondents indicated they
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discussed weight in their visit that day. This prompts the question if utilizing the screening tool

in a larger sample size would yield similar results, and ultimately affect incidence of diseases and

illnesses related to weight.



36

References

About healthy people 2030. About Healthy People 2030 - Healthy People 2030. (n.d.). Retrieved

March 23, 2022, from https://health.gov/healthypeople/about

American Association of Critical-Care Nurses. (n.d.). Synergy Model - AACN. Aacn.org.

Retrieved March 23, 2022, from

https://www.aacn.org/nursing-excellence/aacn-standards/synergy-model

Appelhans, B., Fitzpatrick, S., Pagoto, S., Pbert, L., Wang, M., Wilson, D., & Wischenka, D.

(2016). An evidence-based guide for obesity treatment in primary care. The American

Journal of Medicine, 129(1), 1-7. http://doi.org/10.1016/j.amjmed.2015.07.015

Blackburn, M., Eccleston, C., Keogh, E., & Stathi, A. (2015). Raising the topic of weight in

general practice: Perspectives of GPs and primary care nurses. BMJ Open, 5, 1-10.

http://doi.org/10.1136/bmjopen-2015- 008546

Centers for Disease Control and Prevention. (2018, Sept 25). Prevalence of underweight among

adults aged 20 and over: United States, 1960–1962 through 2015–2016.

https://www.cdc.gov/nchs/data/hestat/underweight_adult_15_16/underweight_adult_15_

16.htm

Centers for Disease Control and Prevention. (2021, March 22). Adult obesity causes and

consequences. https://www.cdc.gov/obesity/adult/causes.html

Centers for Disease Control and Prevention. (2021, June 7). Adult obesity facts.

https://www.cdc.gov/obesity/data/adult.html

Gudzune, K. A., Clark, J. M., Appel, L. J., & Bennett, W. L. (2012). Primary care providers’

communication with patients during weight counseling: A focus group study. Patient

Education and Counseling, 89(1), 152-157. https://doi.org/10.1016/j.pec.2012.06.033

https://health.gov/healthypeople/about
https://www.aacn.org/nursing-excellence/aacn-standards/synergy-model
http://dx.doi.org/10.1016/j.amjmed.2015.07.015
http://doi.org/10.1016/j.amjmed.2015.07.015
https://www.cdc.gov/obesity/adult/causes.html
https://www.cdc.gov/obesity/data/adult.html
https://doi.org/10.1016/j.pec.2012.06.033


37

Motivational Interviewing Network of Trainers. (2020, n.d.). Understanding Motivational

Interviewing.

https://motivationalinterviewing.org/understanding-motivational-interviewing

Petiprin, A. (2020, July 19). Lewin's change theory. Nursing Theory. Retrieved March 23, 2022,

from https://nursing-theory.org/theories-and-models/lewin-change-theory.php

Pool, A. C., Kraschnewski, J. L., Cover, L. A., Lehman, E. B., Stuckey, H. L., Hwang, K. O.,

Pollak, K. I., Alexander, S. C., Ostbye, T., Lyna, P., Tulsky, J. A., Dolor, R. J., Coffman, C.,

Namenek, B., Esoimeme, I., Manusov, J. R.E., & Bravender, T. (2009). Primary care

physicians’ discussions of weight-related topics with overweight and obese adolescents:

Results from the teen CHAT pilot. Journal of Adolescent Health, 45(2), 205-207.

https://doi.org/10.1016/j.jadohealth.2009.01.002

Pollak, K. I., & Sciamanna, C. N. (2013). The impact of physician weight discussion on weight

loss in US adults. Obesity Research & Clinical Practice, 8(2), 131-139.

https://doi.org/10.1016/j.orcp.2013.03.003

Ponto, J. (2015). Understanding and evaluating survey research. Journal of the Advanced

Practitioner in Oncology, 6(2), 168-171.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4601897/

Reinhart, R. J. (2021, December 29). Nurses continue to rate highest in honesty, ethics.

Gallup.com. Retrieved March 23, 2022, from

https://news.gallup.com/poll/274673/nurses-continue-rate-highest-honesty-ethics.aspx

Sonntag, U., Wiesner, J., Fahrenkrog, S., Renneberg, B., Braun, V., & Heintze, C. (2012).

Motivational interviewing and shared decision making in primary care. Patient Education

and Counseling, 87(1), 62-66. https://doi.org/10.1016/j.pec.2011.07.026

https://motivationalinterviewing.org/understanding-motivational-interviewing
https://nursing-theory.org/theories-and-models/lewin-change-theory.php
https://doi.org/10.1016/j.jadohealth.2009.01.002
https://doi.org/10.1016/j.orcp.2013.03.003
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4601897/
https://news.gallup.com/poll/274673/nurses-continue-rate-highest-honesty-ethics.aspx
https://doi.org/10.1016/j.pec.2011.07.026


38

U.S. Department of Health and Human Services Office on Women’s Health. (2019, March 27).

Underweight. https://www.womenshealth.gov/healthy-weight/underweight

Volger, S. Vetter, M. L., Dougherty, M., Panigrahi, E., Egner, R., Webb, V. J., Thomas, G.,

Sarwer, D. B., & Wadden, T. A. (2012). Patients’ preferred terms for describing their

excess weight: Discussing obesity in clinical practice. The Obesity Society, 20(1),

147-150. https://doi.org/10.1038/oby.2011.217

https://doi.org/10.1038/oby.2011.217


39

Appendix A

DNP Project Charter/Action Plan

Project Title: Initiating Weight Discussions in Primary Care

Project Members: Rachael Urbaniak, Jessica Neuman, and Alexander Redmann

Project Organization/Agency: Lake Region Healthcare/Main Fergus Falls Clinic in Fergus

Falls, MN.

DNP Project Approval From Link:

https://docs.google.com/document/d/1vjiyuKiaW9vY-t0ScMtj0oI0VDWmhc5q7z10CeypRF

I/edit?usp=sharing

Project Champions (2 required, include initial contact date): Kathy Burville, Director of

Clinics and Ambulatory Services at Lake Region Healthcare.

Initial Contact Date: March 11, 2022.

Project Start Date: July 25, 2022.

Date of Project Completion: December 2nd, 2022.

Project Charter: The purpose of this document is for students, faculty Chair’s and stakeholders.

Team member
Name

Location/Time
Zone

Phone
Number

Email/Tweet Commu
nicate
Best Via

Project
Lead Role

Jessica Neuman MN/Central
Time

763.227.206
8

jneuman@css
.edu

Email Dependent
on
Assignment

Alex Redmann MN/Central
Time

715.864.349
7

aredmann1@c
ss.edu

Email Dependent
on
Assignment

Rachael
Urbaniak

MN/Central
Time

651.357.732
8

rurbaniak@cs
s.edu

Email Dependent
on
Assignment

https://docs.google.com/document/d/16FSfK1O83lsq_FLu_dM0hTCt34CLrprHQ7nCHreyPJk/edit?usp=sharing
https://docs.google.com/document/d/1vjiyuKiaW9vY-t0ScMtj0oI0VDWmhc5q7z10CeypRFI/edit?usp=sharing
https://docs.google.com/document/d/1vjiyuKiaW9vY-t0ScMtj0oI0VDWmhc5q7z10CeypRFI/edit?usp=sharing
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Figure A1. Contact Information

Project Member’s
Name

Strengths Weaknesses

Jessica Neuman Organized, values
teamwork,
communicative

Overwhelmed by disorganization + multiple things
due.

Alex Redmann Timely, efficient,
team orientated,
hard working

Overwhelmed by disorganization, and the pressure
off all the school related things and trying to
schedule work around that.  Not decisive at times

Rachael Urbaniak Futuristic Planner,
Organized,
Communication,
Collaboration

Also overwhelmed by
disorganization/constantly-changing school
zoom/homework due dates, tend to overbook my
schedule at times

Entire Team Communicates,
rotating work
schedules,
collective passion
for project topic

Overwhelmed with disorganization.

Figure A2. Leadership

Project
Development
(Follow the
DNP Project
Checklist

Planning
Identified Project
Task

Executing/Revisions
Identified Lead &
Component Deadlines

Monitoring &
Controlling
Proposed Group
Deadlines &
Revisions Dates

Closing
Submission/
Due Date

8201 Paper 1a Group Meeting to
complete/review Paper
1a: 2/10/22 @ 1pm.

Final review:
2/10/22

2/11/2022

8201 Paper 1b Complete paper by
Wednesday, 3/23 @
midnight.

Review Friday
3/24.
Submit by
Friday 3/25 at
midnight.

Friday,
3/25/22

8201 Paper 1c Review Paper by
Thursday, 4/21 at
midnight.

Review Paper by
Thursday, 4/21
at midnight.

Friday,
4/22/22

https://docs.google.com/document/d/1sYf2T3mFLP8YmiYfXLvL1Q9aVPL0x0roraV9YzQDl3Y/edit?usp=sharing
https://docs.google.com/document/d/14kwzgnJYlFX77qJiT4o6__mJZNB-E9zIhwux_4e9Kuk/edit?usp=sharing
https://docs.google.com/document/d/14kwzgnJYlFX77qJiT4o6__mJZNB-E9zIhwux_4e9Kuk/edit?usp=sharing
https://docs.google.com/document/d/14kwzgnJYlFX77qJiT4o6__mJZNB-E9zIhwux_4e9Kuk/edit?usp=sharing
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8206 Paper 6b Group to complete
assigned portions by
6/14/22.

Group to review
by 6/17/22.

Saturday,
6/18/22.

8206 Zoom Meeting with
Chair

Group plus Project Chair Finalize IRB
tools. Sent for
Dr. Johnson’s
approval. Then
submit to IRB.

Meeting on
6/21/22

8206 Paper 6c Group to review paper by
8/5/22

Group to review
by 8/5/22

Submit
8/6/22

8207 Paper 7a Group to edit by 9/17/22 Group to review
by 9/17

Submit
9/18/22

8207 Paper 7b Group to edit a day before
due date

Group to review Submit by
due date

8207 Paper 7c Group to edit a day before
due date

Group to review Submit by
due date

Figure A3. Communication Table
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Figure A4. Fishbone Diagram
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APA
Reference

Purpose Research
Design

Methodology Findings Conclusion How can
this be
used?

Appelhans, B.,
Fitzpatrick, S.,
Pagoto, S.,
Pbert, L., Wang,
M., Wilson, D.,
& Wischenka,
D.
(2016). An
evidence-based
guide for
obesity
treatment in
primary care.
The American
Journal of
Medicine,
129(1), 1-7.
http://doi.org/10
.1016/j.amjmed.
2015.07.015

This paper
outlines
reimbursem
ent
guidelines
and
weight-man
agement
counseling
strategies,
using the 5
As: Assess,
Advise,
Agree,
Assist, and
Arrange to
counsel
obese
patients to
lose weight
in primary
care.

Not a
research
study.
Model of
obesity
manageme
nt.

N/A. This is a
paper that
presents
information.

The paper
presents the
5 As as a
behavior
change
counseling
model,
based on
studies that
have shown
this to be
effective in
helping
patients lose
weight.

Behavioral
therapy has
demonstrated
success in
obesity
management,
but has been
slow.
Although
primary care
physicians
have the
ability to help
prevent
obesity and
manage it,
providers
find it hard to
do so in
time-constrai
ned
appointments
. The 5 As
presents a
framework
that is
supposed to
be effecient
in couseling
obese
patients.

This paper
can be used
as an
example of
efforts to
counsel obese
patients in
primary care.
Besides the 5
As and
Motivational
Interviewing,
not many
other
examples of
efforts have
been seen in
the search for
evidence on
this topic.

Blackburn, M.,
Eccleston, C.,
Keogh, E., &
Stathi, A.
(2015). Raising
the topic of
weight in
general practice:
Perspectives of
GPs and
primary care
nurses. BMJ
Open, 5, 1-10.
http://doi.org/10
.1136/bmjopen-
2015- 008546

To identify
barriers
general
practitioner
s and
primary
care nurses
face to
bringing up
the topic of
weight to
patients.

Qualitative
study.

34
semi-structured
interviews to
explore views
and experiences
of discussing
weight with
patients. 17 GPs
and 17 nurses
included in the
study.

Barriers to
weight
discussions
categorized
into themes:
(1) limited
understandin
g of obesity
care.
Providers
felt there
was no
standardized
way to
approach the
subject.
Others
deemed

Raising the
topic of
weight in
general
practice is
tricky, and
providers
currently feel
significant
barriers to
talking about
weight with
their patients.
Further
research may
be helpful in
targeting
weight

The results of
this study
provide
insight as to
why weight is
not routinely
being
discussed in
primary care,
even though
it is an issue.
Providing
providers
with
education and
training on
appropriate,
professional
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obesity a
problem not
suitable for
primary
care. (2)
concern for
negative
consequence
s. Fear of
adding to the
stigma of
obesity, fear
of being
seen as
judgemental,
and could
even instill
eating
disorders in
the pediatric
population.
(3) lack of
time and
resources to
raise the
topic in a 10
minute
appointment,
(4) worried
about
damaging
the
relationship
with the
patient.

stigma and
how
healthcare
professionals
can navigate
such, to
properly
address
weight issues.

ways to
discuss
weight with
their patients
may be
beneficial.

Bravender, T.,
Tulsky, J. A.,
Farrell, D.,
Alexander, S.
C., Ostbye, T.,
Lyna, P., Dolor,
R. J.,
Coffman, C. J.,
Bilheimer, A.,
Pai-Hwa, L., &
Pollak, K. I.
(2013). Teen
CHAT:
Development
and utilization
of a web-based
intervention to
improve
physician

To describe
the
satisfaction
, use, and
theoretical
bases for
Teen
CHAT: an
online
educational
interventio
n teaching
physicians
how to
communica
te with
adolescents
about
healthy

Randomize
d, 2-arm
clinical
trial.

Routine
appointments
were recorded
and coded to
analyze use of
motivational
interviewing
techniques. An
online
educational tool
was developed
and physicians
were
randomized into
the intervention
group to take
the education
course on MI,
and a control

46
physicians
were
recruited,
and 22 were
assigned to
the
intervention
group. Most
physicians
found the
intervention
useful and
thought they
would use it
with their
patients, and
recommend
it to others.

The teen
CHAT
intervention
shows
potential for
enhancing
physician
communicati
on using MI
in adolescent
patient
appointments
.

This can be
used to
enhance
weight-relate
d discussions
with
adolescent
patients.
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communication
with adolescents
about healthy
weight. Patient
Education and
Counseling,
93(3), 525-531.
https://doi.org/1
0.1016/j.pec.201
3.08.017

weight. group.
Physicians then
completed
post-interventio
n surveys.

Gudzune, K. A.,
Clark, J. M.,
Appel, L. J., &
Bennett, W. L.
(2012). Primary
care providers’
communication
with patients
during weight
counseling: A
focus group
study. Patient
Education and
Counseling,
89(1), 152-157.
https://doi.org/1
0.1016/j.pec.201
2.06.033

The authors
used focus
groups to
explore
how PCPs
communica
te with
patients
about
weight
manageme
nt.

Qualitative
study. (A
focus
group
research
design)

The authors
conducted a
focus group of
community-bas
ed PCPs who
had patients
enrolled in the
Practice-based
Opportunities
for Weight
Reduction
(POWER) trial
at Johns
Hopkins.  The
PCPs were
chosen if they
had less than or
equal to 4
patients
enrolled in the
study, from
clinics in the
state of
Maryland.  The
focus group
consisted of
between 3 and 8
participants and
lasted around
60 minutes.  A
50$ gift-card
was given as
compensation.

Of the 26
PCPs from
six different
practices, it
was found
that three
communicati
on-based
themes were
used when
providing
weight loss
counseling.
The three
were as
follows: (1)
Motivating
patients to
lose weight;
(2)
Partnering
with the
patient to
achieve
weight loss;
(3) Handling
challenges
that arise
during
weight
counseling.

It was
concluded
that some
PCPs already
use
patient-center
ed
communicati
on with their
patients about
weight loss
and that there
should be
future
programs that
build upon
the PCP and
patients'
strong
relationship.
PCPs should
continue
positive
communicati
on with their
weight loss
counseling.

This
article/study
suggests the
importance of
patient-center
ed
communicati
on with
patients with
regards to
weight loss.
Providers
could
implement
techniques
like the 5A's
that increase
a patients'
motivation to
lose weight
and for it to
be a success.
It gives us
another
technique to
give to the
provider if
they feel
uncomfortabl
e discussing
weight with
patients.

Loth, K. A.,
Lebow, J., &
Abrigo Uy, M.
J. (2021). First,
do no harm:
Understanding
primary
care providers’
perception of
risks associated

To better
understand
perceived
risks
providers
reportedly
face when
discussing
weight with
their

Qualitative
study.

Interviewing 20
University of
Minnesota-asso
ciated
physicians to
understand their
approaches to
discussing
weight and
obesity in the

Providers
expressed
concerns
that
discussing
weight with
pediatric
patients may
lead to
unintended

Many
providers feel
uncomfortabl
e discussing
weight with
pediatric
patients, as
they fear it
may lead to
negative

This evidence
can be used
to
demonstrate
additional
barriers to
weight
discussions,
but on a
pediatric

https://doi.org/10.1016/j.pec.2012.06.033
https://doi.org/10.1016/j.pec.2012.06.033
https://doi.org/10.1016/j.pec.2012.06.033
https://doi.org/10.1016/j.pec.2012.06.033
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with discussing
weight with
pediatric
patients. Global
Pediatric Health,
8, 1-9.
https://doi.org/1
0.1177/2333794
X211040979

pediatric
patients, as
well as
their
approaches
to mitigate
those risks,
and their
commitmen
t to sticking
to best
practice
guidelines
of pediatric
weight
manageme
nt.

pediatric
population
during a
primary care
visit, as well as
explore factors
that hinder
those
conversations.

consequence
s. However,
use of
current
standard
BMI
screening
continued,
as well as
focusing on
language to
mitigate
perceived
risks of
discussing
weight was
used by
these
physicians.

consequences
. More
research is
needed to
find ways to
mitigate these
risks, as the
alternative is
avoiding
these
conversations
all together.

focus. This
shows the
need for
additional
ways to
facilitate
weight
discussions.

McHale, C. T.,
Laidlaw, A. H.,
& Cecil, J. E.
(2021).
Predictors of
weight
discussion in
primary
care
consultations: A
multilevel
modeling
approach.
Patient
Education and
Counseling.
https://doi.org/1
0.1016/j.pec.202
1.07.008

To
understand
how
communica
tion styles
between
primary
care
provider
and patient
influence
the
prevalence
of a
weight-rela
ted
discussion.

Data
analysis of
a
multi-meth
od
observatio
nal
research
study.

Researchers
used two
multilevel
logistic
regression
models to
calculate the
predicted
occurrence of a
weight
discussion and a
weight-related
outcome in a
primary care
appointment
with an
overweight
individual.

Weight-relat
ed
discussions
were more
likely to
occur when
the primary
care
provider
used
communicati
on tactics
such as
partnership-
building and
activating
communicati
on.
Additionally,
more
discrete
weight-relat
ed
conversation
s predicted
weight-relat
ed
outcomes.
Patient's
BMI status
also
predicted a
weight-relat
ed
discussion

The approach
used in this
study
demonstrates
insight to the
various
predictors
communicati
on tactics
have on the
prevalence of
a weight
discussion in
primary care.

By using
partnership-b
uilding and
activating
communicati
on
techniques,
providers
may find
success in
facilitating
more
weight-relate
d discussions,
and thus help
patients
achieve
healthy
weights.
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and
outcome.

Pollak, K. I., &
Sciamanna, C.
N. (2013). The
impact of
physician
weight
discussion on
weight loss in
US adults.
Obesity
Research &
Clinical
Practice, 8(2),
131-139.
https://doi.org/1
0.1016/j.orcp.20
13.03.003

The
purpose of
this study
was to
examine
the
association
of a
physician's
discussion
of patients'
weight
status with
self-reporte
d weight
loss.

Quantitativ
e study.

This study
consisted of a
data analysis of
5,054 people in
the National
Health and
Nutritional
Examination
Survey
(NHANES)
from
2005-2008.
Rates of
self-reported
weight loss and
the association
with physicians'
discussions of
their patients'
weight status
was measured.

It was found
that
overweight
and obese
participants
were much
more likely
to report a
5% weight
loss in the
past year if
their
physician
had told
them that
they were
overweight.

It was
concluded
that
physicians'
direct
conversation
of their
patients'
weight status
was
associated
with
clinically
significant
patient
weight loss
and may be a
realistic
intervention.

This study
shows the
importance of
having a
weight-based
conversation
with patients
who are
obese/overwe
ight.  The
simple act of
discussing
that they are
overweight
brought about
self reported
weight loss
from the
patient in the
following
year.  This
stresses the
importance of
initiating that
conversation
and how it
can lead to
real health
benefits and
change.

Pollak, K. I.,
Alexander, S.
C., Ostbye, T.,
Lyna, P., Tulsky,
J. A., Dolor, R.
J., Coffman, C.,
Namenek, B.,
Esoimeme, I.,
Manusov, J.
R.E., &
Bravender, T.
(2009). Primary
care physicians’
discussions of
weight-related
topics with
overweight and
obese
adolescents:
Results from the
teen CHAT

The
purpose of
this study
was to
assess the
quantity
and quality
of MI
weight-rela
ted
discussions
between
physicians
and
overweight
adolescents
, examine
physician
characterist
ics related
to

Qualitative
study.

This study
consisted of 16
physicians, and
their patients
who were
English-speakin
g, BMI greater
than 86% for
age and gender,
age 12-18, not
pregnant, and a
preventive or
return visit
scheduled.
Their
appointment in
the clinic was
audio recorded
and both the
patient and
physician

It was found
that 27/30
encounters
had
weight-relat
ed topics
addressed,
which
consisted of
nutrition,
exercise,
BMI/weight,
sleep, and
screen time.
The data
suggested a
low to
moderate
mastery of
MI
(Motivationa

The authors
concluded
that most of
the
physicians
had no
training in MI
and they were
not surprised
by the low
MI skill
level.
Female and
older
physicians,
pediatricians
and those
with lower
BMIs
demonstrated
higher level

This provides
our group
with another
tool to help
bridge the
gap between
providers and
the daunting
task of
weight-based
conversations
.  The
importance of
MI skills is
pivotal to
bringing
about weight
change in a
patients.
This article
highlights

https://doi.org/10.1016/j.orcp.2013.03.003
https://doi.org/10.1016/j.orcp.2013.03.003
https://doi.org/10.1016/j.orcp.2013.03.003
https://doi.org/10.1016/j.orcp.2013.03.003
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pilot. Journal of
Adolescent
Health, 45(2),
205-207.
https://doi.org/1
0.1016/j.jadohea
lth.2009.01.002

discussion
quality,
assess
whether
discussion
quality
related to
changes in
fat
reduction
behaviors,
exercise,
screen
time, sleep,
and
self-reporte
d weight by
one month
post-encou
nter.

received $20
upon
completion.  In
total there were
30 audio
recorded
encounters
between
physicians and
the adolescents.

l
Interviewing
) skills.

of MI skills.
This data is
consistent
with other
studies that
find female
physicians
are better
communicato
rs than male
physicians.
MI skills
used in
weight-relate
d discussions
are associated
with patient
behavior
change.  It
was noted
that
physicians'
higher MI
Spirit was
associated
with patients'
self-reported
weight and
greater MI
adherence
was
associated
with more
patient
exercise.

this
importance
and again
provides us
with the
ability to
encourage
physicians to
receive
training in
MI.

Pool, A. C.,
Kraschnewski,
J. L., Cover, L.
A., Lehman, E.
B., Stuckey, H.
L., Hwang, K.
O.,
Pollak, K. I., &
Sciamanna, C.
N. (2013). The
impact of
physician
weight
discussion on
weight
loss in US
adults. Obesity
Research &
Clinical

To examine
if
physcian's
discussion
of weight
with an
overweight
patient
facilitates
weight loss
in that
patient.

Data
analysis of
the
National
Health and
Nutritional
Examinati
on Survey
2005-2008
.

Researchers
examined the
National Health
and Nutritional
Examination
Survey
responses from
2005-2008,
searching for
self-reported
weight loss
from patients
who associate
such after
having a
conversation
with their
doctor about
needing to lose

Overweight
and obese
patients
were
significantly
more likely
to report a
5% weight
loss in the
past year if
they were
told they
were
overweight
by their
doctor.

Discussion of
necessary
weight loss
between
overweight
and obese
patients and
their medical
providers
may
precipitate
actual weight
loss in this
patient
population,
showing the
need for
discussions
about weight.

This evidence
can be used
to show
results from a
study
showing a
positive
outcome
from
discussing
weight with
patients.
Since obesity
is a national
epidemic and
constitutes
numerous
diseases, it is
important to

https://doi.org/10.1016/j.jadohealth.2009.01.002
https://doi.org/10.1016/j.jadohealth.2009.01.002
https://doi.org/10.1016/j.jadohealth.2009.01.002
https://doi.org/10.1016/j.jadohealth.2009.01.002
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Practice, 8(2),
131-139.
https://doi.org/1
0.1016/j.orcp.20
13.03.003

weight. The
survey looks at
US adults' heath
and nutrition
via
questionnaires,
physical exams,
and laboratory
tests. Adults
ages 20-64
whose BMI was
> or = 25 were
examined. 5054
individuals
were included
in the study.

be discussing
it in
healthcare.
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Sonntag, U.,
Wiesner, J.,
Fahrenkrog, S.,
Renneberg, B.,
Braun, V., &
Heintze, C.
(2012).
Motivational
interviewing and
shared decision
making in
primary care.
Patient
Education and
Counseling,
87(1), 62-66.
https://doi.org/1
0.1016/j.pec.201
1.07.026

To
determine
general
practitioner'
s
willingness
and
preparedne
ss to
involve
overweight
patients in
therapy
decision
making and
to assess if
they use
motivationa
l
interviewin
g
techniques.

Quantitativ
e Study.

This study
consisted of 12
general
practitioners
who were audio
recorded during
regular
preventative
check up
consultations
with overweight
patients. This
study used the
Behavior
Change
Counseling
Index (BECCI)
and the
Observing
Patient
Involvement
Scale to
monitor for use
of motivational
interviewing
techniques and
if patients were
involved in
decision
making, during
these
consultations.
The providers
were informed
this study was
regarding
overweight/obe
sity
management,
but were not
specifically told
this study
would be
assessing
counseling
techniques such
as motivational
interviewing.

A major
finding with
this study
was that
there was a
low rate of
motivational
interviewing
and shared
decision
making with
these
consultation
s. It was also
found that
counseling
styles appear
to depend on
the provider
rather than
the patient.
Because of
this,
provider
guidelines
would be
helpful to
support and
structure
preventative
visits. A
limitation to
this study
was the
small sample
size as well
as the reality
that
counseling
may be
provided
over a
period of
multiple
visits rather
than just
one.

This study
resulted in
finding
strengths and
weaknesses
of general
practitioner's
overweight
counseling.
This study
concluded
that
motivational
interviewing
and shared
decision
making are
rarely used in
primary visits
with obese
patients. It
also
concluded
that practical
guidelines are
needed to
structure and
support
patient
consultations
with obese
patients.

This study
provides
important
information
regarding the
lack of
structure,
support, or
guidelines to
obesity
counseling
for providers.
As a result,
this study
concluded
that
counseling
techniques
such as
motivational
interviewing
or involving
the patient in
shared
decision
making are
rare. This
leads to a
need for a
supportive
measure for
providers to
help initiate
and provide
adequate
weight
consultations.

Volger, S.
Vetter, M. L.,
Dougherty, M.,
Panigrahi, E.,
Egner, R.,
Webb, V. J.,

As many
providers
fail to
discuss
weight and
obesity

Qualitative
with
terminolog
ies,
quantitativ
e with

390 obese
patients in
Philadelphia
were provided a
questionnare
regarding

The word
"fatness"
was found to
be the most
significant
"undesirable

Providers
should use
these findings
to avoid the
undesirable
terminology

When
discussing
weight with
patients, the
language
used is

https://doi.org/10.1016/j.pec.2011.07.026
https://doi.org/10.1016/j.pec.2011.07.026
https://doi.org/10.1016/j.pec.2011.07.026
https://doi.org/10.1016/j.pec.2011.07.026
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Thomas, G.,
Sarwer, D. B., &
Wadden, T. A.
(2012). Patients’
preferred terms
for describing
their excess
weight:
Discussing
obesity in
clinical practice.
The Obesity
Society, 20(1),
147-150.
https://doi.org/1
0.1038/oby.2011
.217

with their
patients,
this study
investigate
d to
identify
terms that
patients
would find
the most
and least
acceptable
for
discussing
their
weight.

patient
satisfaction
ratings.

weight
preferences.
Eleven different
terms were used
to describe
excess weight
and were
included on a
5-point scale:
(-2 for very
undesirable, 0
for neutral, and
+2 for very
desirable).

" term for
overweight.
The words
"excess fat",
"large size",
"obesity"
and
"heaviness"
were rated
significantly
more
"undesirable
" than the
other word
choices of
"weight
problem",
"BMI", and
"excess
weight". The
term
"weight"
was the most
desirable
word.

when
discussing
weight with
their patients.
Terms that
rated the best
and for
providers to
use in
counseling,
include
"weight",
"BMI",
"weight
problem" or
"excess
weight".

important and
can have a
negative or
positive
influence on
the patient.
The DNP
project being
conducted
includes
questionnaire
s for both
patients and
providers,
and it is
important to
use
terminologies
that are most
acceptable by
patients.

Figure A5. Literature Matrix Table

Key Stakeholders

Internal External

● Providers
● Primary Care Clinic(s)
● Primary Care Clinic Staff
● Project Team Members
● Site Manager

● Patients
● Insurers
● Regulatory agencies
● People in the community
● Health advocacy organizations
● Community health organizations
● Support groups

Figure A6. Key Stakeholders

https://docs.google.com/spreadsheets/d/1glXvru8JcM7iZgIpaaqbCe45odesSfsKBbvXQa1NeSg/edit?usp=sharing
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Current State Desired State Identified Gap Gap due to knowledge,
skill and/or practice

Methods used to
Identify Professional

Practice Gap

Only 30% of obesity
screening and
counseling are done in
primary clinics,
(Appelhans et al.,
2016).  The current
state suggests that
weight based
conversations are
not happening for
well-being/physical
examinations.

Weight based
conversations should
occur at primary
care/well-being visits
100% of the time, even
when the patient is not
considered obese or
underweight.  This
should be achieved by
introducing a weight
based pre-visit survey,
much like the mental
health Patient Health
Questionnaire-9 (PHQ
9) screening survey.

Most providers don’t
know the gap about
weight based
conversation exists.
They only have
weight based
conversations 30% of
the time–when the
patient presents with
eating disorders, or
are considered obese,
and even that doesn’t
always initiate the
conversation.

Knowledge: Providers
have no easy transition to
discuss weight with
patients. Providers
understand the health risks
for overweight and
underweight patients but
often don’t catch patients
unless they are visably
obese or underweight.

Skill: There is a current gap
due to providers' lack of
comfortability and
training to address weight
based conversations.

Practice: Lack of time is
another cause that leads
providers to skip the weight
based discussion.

The literature review
conducted demonstrated
that there is no tool that
helps initiate a weight
based conversation.
There are many studies
conducted that support
communication
techniques such as: MI,
weight terminologies,
the 5 As, and
patient-centered
communication.

Figure A7. Gap Analysis

Figure A8. Needs Assessment
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Strengths Weaknesses

● Financially cheap to
implement–include pre-visit survey
with one already in place

● Leads to healthier individuals, as
patients are more likely to report a 5%
weight loss if they were told they were
overweight by their provider, (Pool et
al., 2013) (Pollak et al., 2013)

● Awareness of Obesity and
Underweight complications

● Providers understand the need to
address weight based conversations

● Providers are trusted, they were the
third highest trusted profession at
65% (Reinhart, 2021)

● DNP student led implementation and
research

● Lack of training/education on
communication techniques

● Difficult to initiate/uncomfortability with
conversations

● Providers lack of time availability to
conduct weight based conversations

Opportunities Threats

● Healthy People 2030, that identifies
public health priorities to help improve
health and well-being, (Healthy
People, n.d.).

● Social Media movement towards
becoming a healthy individual

● Diets and healthier food options at
restaurants

● Healthcare policies limiting time the
provider has with patients

● No incentive offered to clinics to
discuss weight, as it is a slow moving
process

● Overwhelming pressure to lose weight
from media, harsh
terminology/language all around

Figure A9. SWOT Analysis of Weight Based Conversations
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Figure A10. Logic Model
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Figure A11. GANTT Chart

Figure A12. Work Breakdown Structure
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Purpose/Objective
s

Method Of
Communicatio
n

Frequenc
y

Recipient
s

Person
Responsibl
e

Notes

Establishing
Location Email Once

Clinic
director
and Group
members

Group

Location
established at the
end of March,
2022, via email.

Discussing
Timeline Email Once

Group
members
& Clinic
director

Group

Updated timeline
sent to clinic
director for project
on 6/11/22.

Discussing Project
updates and current
IRB materials.

Zoom Once Group
members
and
project
chair

Group Set for 6/21/22 to
accommodate all
attendees.

Discuss IRB with
clinic site

Email Once Rachael/
Group
members
cc’d

Rachael Clinic does not
have IRB

Project kickoff Zoom Once Rachael
and Jess

Rachael and
Jess

With leaders
from clinic,
project info and
teaching

Project update Zoom Once Group
and
project
chair

Group 9/19

Group Meeting In Person Once Group Group Analyze pre
implementation
surveys
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Check in with site Continuous Email Rachael Rachael Collection of
surveys and make
sure site is okay.

Meeting with chair Once Zoom Group
and chair

group 11/7 project end
planning, discuss
timeline

Collect
post-surveys and
patient surveys

Once Email Rachael Rachael 11/18

Figure A13. Communication Matrix
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Statement Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

I feel comfortable initiating a conversation
with my patients regarding their weight, when
my patients have not initiated the topic
themselves.

I discuss weight with my patients at most
well-visits/annual exams.

If I am concerned with a patient’s weight, I
initiate a conversation regarding their weight,
regardless of visit type.

I feel I may harm the patient/provider
relationship if I inquire about their weight if
they did not bring up the topic first.

I have had the training needed in order to have
a successful discussion regarding weight with
my patients.

I do not have enough time in my visits to
discuss weight with my patients, even if I
wanted to.

With limited visit time, I have adequate
educational weight brochures that I am
comfortable giving to a patient in lieu of a full
weight discussion.

Question 1
Very

Uncomfortable

2
Somewhat

Uncomfortable

3
Somewhat

Comfortable

4
Very

Comfortable

On a scale of 1-4, how
comfortable do you feel initiating
the discussion of weight with
your patients, regardless of visit
type?
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In your own words, what do you perceive is your biggest barrier to initiating a weight discussion with your
patients?

Figure A14. Pre-Implementation Provider Survey
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Statement Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

I feel comfortable initiating a conversation
with my patients regarding their weight, when
my patients have not initiated the topic
themselves.

I discuss weight with my patients at most
well-visits/annual exams.

If I am concerned with a patient’s weight, I
initiate a conversation regarding their weight,
regardless of visit type.

I feel I may harm the patient/provider
relationship if I inquire about their weight if
they did not bring up the topic first.

I have had the training needed in order to have
a successful discussion regarding weight with
my patients.

I do not have enough time in my visits to
discuss weight with my patients, even if I
wanted to.

With limited visit time, I have adequate
educational weight brochures that I am
comfortable giving to a patient in lieu of a full
weight discussion.

The pre-visit screening tool has been an
effective tool to initiate a weight-based
conversation with my patients.

I have more weight-based conversations with
my patients while utilizing the pre-visit
screening tool, than when I did not utilize this
screening tool.
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Question 1
Very

Uncomfortable

2
Somewhat

Uncomfortable

3
Somewhat

Comfortable

4
Very

Comfortable

On a scale of 1-4, how
comfortable do you feel initiating
the discussion of weight with
your patients, regardless of visit
type?

In your own words, what do you perceive is your biggest barrier to initiating a weight discussion with your
patients?

Figure A15. Post-Implementation Provider Survey



62

Statement Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

The 2 questions regarding weight that were
provided to me before my clinic visit were
helpful in approaching the topic of weight
in my appointment today.

The 2 questions regarding weight that were
provided to me before my clinic visit
provided a non-judgemental way to
approach the topic of weight at my
appointment today.

The 2 questions regarding weight that were
provided to me before my clinic visit
allowed me to feel involved and in control
of my care today.

Statement Yes No

My provider initiated a discussion
regarding my weight today.

Figure A16. Optional Patient Survey

Question Yes No

Are you comfortable discussing your weight with your provider in
your appointment today?

Are you happy with your weight?

Figure A17. Pre-visit screening tool/questionnaire


