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Abstract 
Over 40% of the adult population within the project site were identified as obese, with the majority being women.  A gap in care was identified in effective behavioral interventions for weight loss promotion in high-risk populations. Therefore, this quality improvement (QI) project was implemented to develop and examine the efficacy of high-intensive behavioral interventions for obesity management among African American women.  The targeted goal of the QI project was to yield clinically significant weight loss amongst African American women at the project site by producing a group average of 5% loss of total body weight. Eleven participants completed weekly, high intensive behavioral counseling visits over a course of 12 weeks with four mandatory face-to-face visits for weigh-ins. An optional group session was also offered during the project.  Each of the 11 project participants completed a pretest and posttest on obesity management to assess health literacy where average score improved from 60% (pre) to 80% (post).  The targeted outcome of a group average of clinically significant weight loss was achieved by the conclusion of the QI project.  A group average of 6% (14.2 lbs) weight loss was achieved and 18% (n=2) of participants were no longer classified as obese.  Additional positive patient outcomes included improved health literacy and improved patient-provider relationships. 

Keywords: obesity, aggregate data, primary care, clinical significance, BMI, health literacy, FDA, Healthy People 2030




Table of Contents
Notes from the Author 	2 
Abstract	3
Section I: Introduction 	6 
	Background	6 
	Organizational Needs Statement	6 
	Problem Statement	8
	Purpose Statement	8 
Section II: Evidence	9 
	Literature Review	9
	Evidence-Based Practice Framework	13 
	Ethical Consideration and Protection of Human Subjects	13 
Section III: Project Design	15
	Project Site and Population	15
	Project Team	16
	Project Goals and Outcomes Measures	16
	Implementation Plan	18
	Timeline	19
Section IV: Results and Findings	20
	Results	20
	Discussion of Major Findings	24
Section V: Interpretation and Implications	26
	Costs and Resource Management	26
Implications of the Findings	28
	Sustainability	31
	Dissemination Plan	31
Section VI: Conclusion	33
	Limitations and Facilitators	33
	Recommendations for Others	33
	Recommendations for Further Study	34
	Final Thoughts	35
References…………………………………………………………………………………..……36
Appendices………………………………..…………………………………………………...…39
	Appendix A: Literature Review Spreadsheet	39  
	Appendix B: ECU IRB Approval	40 
	Appendix C: Pre/ Post Obesity Knowledge Test	41
	Appendix D: Project Timeline	43










Section I.  Introduction 
Obesity is a disease that can be linked to multiple chronic medical conditions and negative patient outcomes (Afshin et al., 2017). According to LeBlanc et al. (2018), behavioral interventions for obesity management, with or without pharmacological interventions, have been shown to result in patient weight loss.  Yet, in the United States, the use of behavioral counseling for obesity management in primary care remains low (LeBlanc et al., 2018). 
Background 
The evidence-based project topic is the efficacy of behavioral interventions in primary care management of obesity among African American women.  The project partner is a medical group in eastern North Carolina.  The medical group consists of three physical locations and a total of eight medical providers.  The medical group’s role in the community is to provide full-service primary and preventive health care.  Treating adults and children, the project site specializes in internal medicine, family medicine, pediatrics, pulmonology, and long-term care.  The project site is an extension of a larger community-based healthcare organization.  The project site hopes to implement effective behavioral interventions facilitated by primary care providers for weight loss and obesity management for adult African American women.  
Organizational Needs Statement
The project site needed an effective obesity management program facilitated by providers within the primary care setting that focuses on counseling and behavioral interventions for weight loss.  According to the FDA, a weight loss of 5% is considered clinically significant for obese adults (LeBlanc et al., 2018).  Although the medical group does not have any organizational quality metrics specific to obesity management, quality metrics for hypertension and diabetes management includes interventions for weight loss among obese patients.  The implementation of effective and culturally appropriate behavioral interventions among the patient population, specifically African American women, aids in obesity management of the project site’s targeted patient population.  The implementation of effective behavioral interventions for obesity management also contributes to achieving organizational quality metrics in the management of hypertension and diabetes as indicated by the organization's current standards of care.
 “Healthy People 2030 focuses on helping people eat healthy and get enough physical activity to reach and maintain a healthy weight” (USDHHS, n.d., para 1).  Overweight and obesity objectives for Healthy People 2030 include reducing the proportion of adults with obesity and increasing the proportion of health care visits by obese adults that include counseling on nutrition, physical activity, and weight loss (USDHHS, n.d.).  National benchmarks for Healthy People 2030 include reducing the proportion of obese adults in the United States from 38.6% to 36% and increasing the proportion of health care visits by adults with obesity that include counseling on weight loss, nutrition, or physical activity from 24.8% to 32.6% (USDHHS, n.d.).  
 Obesity is linked to chronic health conditions that are among the leading causes of preventable, premature death, including cardiovascular disease, stroke, type II diabetes mellitus, and certain cancers (Centers for Disease Control and Prevention [CDC], n.d.; USDHHS, n.d.).  Approximately 40% of women in the United States are obese, with non-Hispanic black adults having the highest overall prevalence of obesity in the United States, obesity further increases their risks of the above mentioned chronic health conditions (Hales et al., 2017; USDHHS, n.d).  
More than 40% of the medical group’s adult patients are obese with the majority of these obese patients being women. Yet, there are no organizational benchmarks in place for quality metrics such as weights or body mass indexes (BMI) to target overall obesity management.  Also, there are no culturally appropriate behavioral interventions for obesity management among high-risk populations such as African American females.  
Problem Statement 
The project site has identified a gap in care for effective behavioral interventions for weight loss promotion in high-risk populations such as African American women. There are no organizational quality metrics and benchmarks for targeted weight loss goals and overall obesity management.  The FDA reports a weight loss of 5% is considered clinically significant for obese adults (LeBlanc et al., 2018).  The project site’s proportion of adult patients with obesity is higher than the national average. The project site fails to meet the Healthy People 2030’s national benchmark for adults with obesity in the U.S. (USDHHS, n.d.). 
Purpose Statement
The purpose of this evidence-based project is to reduce the weight of obese patients at the project site by 5% to align with the FDA’s recommendation of 5% weight loss for clinical significance among obese adults (LeBlanc et al., 2018).  This was done by collaboratively developing an effective weight loss program focused on behavioral interventions and facilitated by the participating providers at the medical group for obesity management.  Targeting the demographic groups with the highest prevalence of obesity, this project aims to implement effective and culturally appropriate behavioral interventions for obesity management among African American women with a BMI of 30 kg/m2 or greater (Hales et al., 2017).  



Section II. Evidence  
Literature Review 
The search strategy related to the proposed intervention involved an online search of multiple databases using East Carolina University’s Joyner Library.  The databases used included Cumulative Index to Nursing and Allied Health Literature (CINAHL), Medline, ProQuest, and Google Scholar.  MESH terms included obesity management, obesity interventions, obesity management methods, obesity management standards, behavioral counseling, primary care obesity management, and obesity management of African American women. The CINAHL database yielded 1454 results, Medline yielded 259 results, ProQuest yielded 15,509 results, and Google Scholar yielded 16,600 results.  Levels of evidence sought included Evidence Levels I, II, II, and IV.  Inclusion criteria noted publications within five years (2017 to 2021), full text availability, and citation availability.  Google Scholar did not have the ability to limit the search beyond the year of publication.  Exclusion criteria were studies outside of the US.  
Once the inclusion and exclusion criteria and levels of evidence were applied, the remaining number of articles was 31 for CINAHL, 89 for Medline, 1,705 for ProQuest, and 2,520 for Google Scholar. Only literature from Evidence Level I –IV was selected.  The articles from CINAHL and the abstracts from Medline were reviewed to determine if they were appropriate and applicable.  Due to the quantity of articles from CINAHL, Medline, ProQuest and Google Scholar, only five articles from each database were read in its entirety.  Each article was selected based on the level of relevance of the article title to the project and most recent year of publication.  After literature review four articles were selected as evidence in support of behavioral interventions for obesity management of African American women in the primary care setting (see Appendix A).
Current State of Knowledge 
	The literature reveals guidelines in obesity management as well as standards and benchmarks.  According to Healthy People 2030’s most recent data, 38.6% of adults in America are obese (USDHHS, n.d.).  Current expectations are to reduce the percentage of obese adults in the US by 2.6% by the year 2030.   As of 2020, the national benchmark for obesity among the adult population is 36% (USDHHS, n.d.).  
	The US Preventive Services Task Force (USPSTF; 2018), recommends behavioral counseling for weight loss and prevention of obesity related morbidity in adults.  Current practices in the primary care setting include assessment of the patient’s weight and height to determine their BMI.  Standardized behavioral counseling for obesity management is not included in each health care visit.  Guidelines recommend an increase in the proportion of health care visits that include behavioral interventions from 24.8% to 32.6% (USDHHS, n.d.).    According to the USDHHS (n.d.), patient health care visits must include behavioral counseling on topics such as physical activity, weight loss, and nutrition. Intensive behavioral counseling with multi-component interventions may help in the reduction of obesity and obesity related health problems (USPSTF, 2018).  “African Americans (AAs) bear a disproportionate burden of the obesity epidemic, yet have historically been underrepresented in weight loss research” (Goode et al., 2017, p. 1045).  Though the literature supports guidelines, best practices, and benchmarks for obesity management, there is no literature that addresses these factors specific to the targeted population, African American women with obesity.  
Current Approaches to Solving Population Problem
There were three general approaches to obesity management in the primary care setting.  These approaches included behavioral interventions, pharmacotherapy, or a combination of behavioral interventions and pharmacotherapy.  Behavioral interventions can be classified by as low, moderate, or high intensity (Tronieri et al., 2019). In collaboration with the partnering organization, the approach chosen for the project site was high-intensity behavioral counseling.  
According to the USPSTF, high-intensity behavioral counseling requires 12 or more counseling sessions within one year (USDHHS, n.d.).   In reviewing the literature on interventions for obesity management, most studies concluded that high-intensity behavioral counseling as a behavioral intervention for obesity management resulted in clinically significant weight loss among participants (Tronieri et al., 2019).   Low-to- moderate behavioral counseling yielded only modest weight loss (Tronieri et al., 2019).  
Research literature supports pharmacotherapy as adjunct therapy to behavioral interventions and shows an increased average loss in weight when compared to behavioral interventions alone for obesity management (Tronieri et al., 2019).   Pharmacotherapy without behavioral interventions for obesity management was associated with higher rates of harm (LeBlanc et al., 2018).  Also, in a systematic review of 122 randomized controlled trials (RCTs) and two observational studies implementing pharmacotherapy interventions for obesity management, results revealed that a higher rate of adverse events were associated with higher participant dropout rates.  There was no evidence of harm from behavioral interventions identified in the studies (LeBlanc et al., 2018).
A study that consisted of 23 randomized prospective clinical trials for obesity management, only ten of the trials considered race in the analytic approach (Goode et al., 2017).  During the trials, African Americans consistently loss less weight than white participants.  In conclusion of the trials, it was noted that the “use of culturally tailored intervention materials and monthly personal telephone calls were reported as factors that may have enhanced treatment response” of African Americans (Goode et al., 2017, p. 1045).  Pharmacotherapy was not selected as adjunct therapy in an effort to prevent potential adverse effects from medication use.  Also, pharmacotherapy was not selected in an effort to reduce the risk of dropouts from participants secondary to potential adverse events from pharmacotherapy for obesity management (LeBlanc et al., 2018).
Evidence to Support the Intervention
In reviewing the literature, high intensity behavioral- based interventions without pharmacotherapy was the best approach to address the problem of obesity in African American women.  High-intensity behavioral counseling has shown clinically significant weight loss in obese patients (Troneiri et al., 2019).  Behavioral-based interventions without pharmacotherapy eliminate potential adverse effects from medication use, and reduce the risk of participant dropouts secondary to adverse events (LeBlanc et al., 2018).  The USPSTF gives a grade of “B” for high-intensity behavioral counseling for obesity management (USDHHS, n.d.).  According to the Patient Protection Affordable Care Act of 2010, services with an “A” or  B” grading, such as high-intensity behavioral counseling, is mandated to be covered without a patient co-pay (Troneiri et al., 2019), making the approach of high-intensity behavioral counseling affordable to African American women.  Behavioral counseling sessions using multicomponent strategies such as face-to-face visits, digital technology, group sessions, and telephone calls were implemented as recommended by the USPSTF.  At least 12 behavioral counseling sessions are recommended within a year to fit the criteria for high-intensity behavioral counseling (USDHHS, n.d.).  
Evidence-based Practice Framework
The project was executed using the Culture Care Theory developed by Madeleine Leininger (1988).  Culture care focuses on culturally appropriate nursing care with the intent to improve health outcomes of individuals with diverse backgrounds (Leininger, 1988).  Nurses practice cultural care re-patterning by taking therapeutic action to help patients change their personal health behaviors to align with positive outcomes while still respecting their cultural values (Leininger, 1988).  This framework was used to drive the project by having primary care providers commit to recognizing and acknowledging the diversity in patient populations while providing culturally-competent care for the targeted population, African American women.  Identifying culturally appropriate interventions and addressing cultural specific barriers to care starts with each provider being culturally competent and applying this competence in practice.  According to the Cultural Care Theory, when patients receive nursing care that is aligned with their beliefs and values, they are compliant with treatment, making the care provided more effective (Leininger, 1988).
Ethical Consideration & Protection of Human Subjects 
	The project site did not utilize an Institutional Review Board (IRB) for research approval.  The project required review by East Carolina University’s University Medical Center Internal Review Board (UMCIRB) for project approval and continuous monitoring of the study’s progress and ongoing research (East Carolina University, 2021).  In preparation of the UMCIRB approval process, the Collaborative Institutional Training Initiative (CITI) modules for human research ethics training were completed by key research personnel.  The project was submitted to ECU IRB and approval was granted on November 30, 2021 (see Appendix B).  
Ethical considerations in the project included informed consent and confidentiality.    Patients that were seen at the project site for routine visits between October to December 2021 and fit the criteria based on race, gender, and BMI, were verbally asked to participate in the project.  These patients were given full details about the project and informed that participation was completely voluntary, and they were able to change their decision at any time without penalty.  There were no repercussions for non-participation or non-completion of the study.  Behavioral counseling was implemented equally with interventions equitious to each African American female participant.  There was no potential harm identified in the target population and no potential for participants to be taken advantage of during the implementation phase of the project.  













Section III. Project Design
Project Site and Population
	The project had many facilitators which played major roles in the implementation of the QI project for obesity management among African American women at the project site.    Facilitators in the implementation of the QI project included staff willingness to participate in the QI project and support from leadership within the healthcare organization.  Additional facilitators included implementation of evidence-based interventions for improvement of patient outcomes and integration of the project within existing workflows and routines at the project site.  
Also, there were potential barriers to the management of obesity at the project site.  Unlike specialty facilities and bariatric centers that focus primarily on obesity treatment, the project was implemented while the project site also provided services for preventive care and chronic disease management.  Weight and obesity were sensitive topics to discuss for some participants.  Although their participation was voluntary, the participants’ comfort level during visits which focused solely on their obesity and management served as a potential barrier. As well as facilitating therapeutic communication during each session for participants who found obesity management to be a difficult topic to discuss.  Time constraints during visits also posed potential barriers in the project. Appointments are scheduled in 20-minute sessions; the length of the appointment presents a potential barrier to staying within that time limit in order to keep the schedule on time.  Adherence to the schedule presents a potential barrier
Description of the Setting
	The project site is a brick and mortar family medicine practice located in eastern North Carolina and provides care for patients from birth to end of life.  About 15% of the patient population is pediatrics and the remaining 85% are adults.   The project site facilitates approximately 4,000 patient encounters annually. Patients range from newborn to geriatric.  Based on gender, 58% of the population served is female and the remaining 42% is male.  Over 99% of the patient population is insured; therefore, uninsured patients account for less than 1% of the project site’s patient population. 
The site consists of the front desk and waiting room, five exam rooms, one trauma room, one nurses’ station, and two administrative offices.  The exam rooms and waiting room were utilized to facilitate the project.  The clinical staff includes an advanced practice provider (APP), a registered nurse (RN), a certified medical assistant (CMA), and a medical doctor (MD), who is also the site champion.  
Description of the Population
	The targeted project population consists of African American women who have been diagnosed with obesity or morbid obesity.  Each female was at least 18 years old or older, verified by date of birth.   Also, with respect to race, the females identified themselves as African American.  This population makes up over 10% of the overall patient population for the project site. 
Project Team
	The project team consisted of multiple members.  Key stakeholders and members of the project team included the health care providers and clinical staff, the project site champion, and the organizational partner.  Additional project team members included the administrative staff at the project site, the Nursing Informatics team, and the Information Technology (IT) department.   
Project Goals and Outcome Measures 
	The project goal was to implement a culturally appropriate and effective obesity management program for African American women within the primary care setting.  The project was implemented with an aggregate goal of 5% loss of total body weight.  Outcome measures for the Pre/Post Obesity Knowledge Test were any improvement in scoring and the participants’ self-rating score when comparing the test scores from the first session to the concluding test scores.
Description of the Methods and Measurement
	The methods used to capture the weight and BMI of each participant included the use of a digital scale, height chart, and BMI calculator within the electronic health record (EHR).  These measurements were obtained from each participant during their face-to-face visits and documented within the EHR for analysis.  The EHR developed individual and group growth charts for weight and BMI in order to track, trend, and report individual participants as well as aggregate performance results during the duration of the project.  Target benchmarks were a 5% reduction of total body weight amongst the participants in the project. This was evaluated as an aggregate of the group comparing the average starting weight to the average weight at the conclusion of the sessions, then calculating the percentage of reduction noted.  
Also, participant completed the survey, Pre/ Post Obesity Knowledge Test (see Appendix C), at the beginning and conclusion of the project implementation phase.  The survey consisted of the same five questions on the pretest and posttest.  Questions one through four were multiple choice and each question was evenly weighed at 25 points per question.  The fifth question was an open-ended question on the participant’s rating of their overall personal health.  This question was not weighed and did not determine the overall score of the survey.  The aggregate scores were analyzed and evaluated by comparing the average pretest scores to the average post test scores.  
Discussion of the Data Collection Process
	Participants in the project were screened for eligibility based on age, gender, and BMI.  Tools used included a digital scale, height chart, and individual growth charts.  This information was collected by the CMA during routine office visits.  At the initial visit and each subsequent in-person visit, the patient’s weight, height, and BMI were obtained and recorded by the CMA. All accessories and shoes were removed prior to obtaining the weight and height of each participant.  The data was then input to the EHR for analysis.  The BMI was calculated and plotted on each participant’s electronic growth chart.   This data analysis was completed for each participant during each in-person visit.  The initial weight and BMI for each participant was compared to the last weight and BMI at the end of the 12-week project.  Aggregate data of the group’s average amount of weight loss was reported in the form of a percentage of total body weight.
Implementation Plan
	The duration of the project was January 3, 2022 to May 13, 2022, with weekly sessions of behavioral intervention provided during the course of the project.  Attendance of at least 12 sessions was required for participation.  During each session, evidence-based behavioral interventions focused on weight loss, nutrition, and physical activity were implemented for obesity management.   Potential barriers to weight loss were explored, and ways to overcome or avoid these barriers were identified.  Each participant committed to weekly visits with the APP for the duration of the project.  
 Each week, these sessions were facilitated in-person, by phone, or by video.  There was at least one in-person visit required each month.  At each in-person visit, measurements were required, including weight, height, and BMI.  In addition to the 12 required visits, participants had the option to attend one group session for behavioral counseling.  
Additional group visits for behavioral counseling were offered monthly for a total of three optional group visit sessions during the duration of the project.  At the initial visit, the Pre/ Post Obesity Knowledge Test (see Appendix C) was administered to each participant by the RN.  These multiple-choice questions tested the participants’ knowledge of obesity management.  The RN also administered the Pre/ Post Obesity Knowledge Test at the last visit of each participant.  
Timeline
	The project was implemented January through May of 2022.  In January and February 2022, initial visits and measurements of each participant were obtained, and pre-tests were completed.  Intensive behavioral counseling sessions during weekly visits began.  In the first week of March 2022, the second mandatory in-person visit was held, and measurements obtained for each participant.  In the first week of April 2022, the third mandatory in-person visit was held, and measurements obtained for each participant.  Also, only one of the three planned group sessions was held at the end of April 2022.   The concluding visits were held in May 2022.  The post-test was administered, and final measurements were obtained during these visits.  In May 2022, the data collected was reviewed and results were compared individually and by aggregate findings.  See Appendix D for timeline. 







Section IV. Results and Findings 
Results
	The targeted outcome of the project was to achieve a clinical significance of weight loss in African American women through behavioral interventions in primary care.  A weight loss of 5% of total body weight was necessary to achieve the outcome. The total body weight of all participants was averaged at the beginning of the project.  This average was compared to the average of the participants total body weight at the conclusion of the project to determine the percentage of weight loss or gain. 
Over the course of 18 weeks, participants completed 12 sessions of intense behavioral intervention at the project site.  Each session focused on patient education on obesity management, behavior modifications, and lifestyle changes such as diet and exercise.  Personal barriers to behavioral changes and weight loss were identified and addressed during each visit.   Behavioral health risks and factors were assessed, and personalized behavioral modification goals were developed collaboratively.  Nutrition counseling and behavioral interventions such as meal planning, calorie counting, and maintaining a food diary were implemented.  Participation in routine activity such as exercise in the form of walking, jogging, running, or cycling was encouraged and monitored based on the participant’s report.  Each session also provided health coaching to increase the confidence and motivation of each participant.  Participants were celebrated and praised for their efforts whether a reduction in weight was noted during the visit or not.  
Participants had the option to participate in an additional face-to-face group session. There was an average weight loss of 14.2 pounds during the duration of the QI project.  Participants who completed 12 weeks of intense behavioral counseling for obesity management lost a group average of 6% of total body weight. 
Participation
Participation of patients in the QI project was voluntary. There were 17 participants at the beginning of the project.  Nine of the 17 participants withdrew from the QI project in January due to rising cases of COVID-19.  The period for eligible patients to participate was extended to February 14, 2022.  There was a total of 11 participants who completed the QI project.
Aggregate Data at the Beginning of the QI Project
Participants were required to attend at least four face-to-face visits for behavioral interventions and mandatory measurements including weight, height, and BMI.  These mandatory weigh-ins were during the participants’ initial visit, week 5, week 9, and the concluding visit.  Individual data for each participant was collected to comprise aggregate data and results of the QI project.  Participants’ weight was rounded to the nearest pound and height was rounded to the nearest inch.  Based on the initial weight of participants, the average weight was 230 lbs.  The average height was 64 inches.  Therefore, the initial BMI of participants was 39.5 kg/m2.    
The average score on the Obesity Knowledge Pre-Test was 60% with a range of 50% to 90%. Participants rated their overall health on a scale of 1-10 with 1 being poor and 10 being excellent.  The average rating of overall health was six.
Weekly Counseling Sessions
During the duration of the QI project, there were a total of 132 weekly patient visits for intense behavioral interventions for obesity management.  Of the 132 visits, 87 (66%) of the weekly sessions were face-to-face.  There was a total of 45 (34%) weekly telehealth- virtual sessions during the duration of the QI project (see Figure 1).   
Figure 1
High-Intensity Behavioral Counseling Sessions

Note. There were a total of 132 patient visits for counseling sessions.
Group Counseling Sessions
	Only one face-to-face group session for intense behavioral counseling on obesity management was facilitated during the QI project.  The group session was held at the project site on April 8, 2022.  There was a 63.6% attendance rate for the QI project’s optional group session. Seven of the eleven participants attended the face-to-face group behavioral counseling session.
Aggregate Data at the End of the QI project 
Based on the concluding weight of participants, the average weight was 216 pounds (see Figure 2).  The average height of the participants remained 64 inches.  Therefore, the concluding BMI of the participants was 37.1 kg/m2 (see Figure 3).    

Figure 2 
Average Weight (lbs) Results

Note. Average weight of the 11 participants over the 4 weigh-ins. 
Figure 3 
Aggregate BMI (kg/m2) Results 
[image: ]
Note. Average BMI for the 11 participants over the 4 weigh-ins.
The average score on the Obesity Knowledge Post-Test was 80% with a range of 70% to 100%.  Participants rated their overall health on a scale of 1-10 with 1 being poor and 10 being excellent.  The average rating of overall health was eight.
Discussion of Major Findings
QI Project Findings Compared to Literature Evidence
The literature supports high intensity behavioral- based interventions without pharmacotherapy as the best approach to address the problem of obesity in African American women.  Research literature shows high-intensity behavioral interventions in obesity management can yield clinically significant results in obese patients (Troneiri et al., 2019).  Findings of the QI project was consistent with the literature.  
The QI project facilitated 12 high-intensity behavioral counseling sessions for obese African American women in primary care over the course of 18 weeks.  The FDA considers 5% of total body weight loss as a clinical significance (LeBlanc, 2018).  After completion of 12 high-intensity behavioral counseling sessions and an optional group session, there was a group average of 6% total body weight loss achieved by the QI project participants.  Also, at the completion of the QI project 18% (n=2) of the participants’ BMI was less than 30 kg/m2, no longer meeting the requirements for classification as obese.  Based on the literature, the QI project yielded clinically significant results for obesity management in African American women. 
Despite the QI project’s consistency with evidence-based literature, there were barriers that were identified as potential gaps in care.  During the duration of the project, barriers such as time constraints on counseling sessions posed potential gaps in care.  Also, the lack of additional resources in the primary care setting such as dieticians and nutritionists to reiterate lifestyle changes such as healthy dieting was identified as potential gaps in care.  





















Section V. Interpretation and Implications  
Costs and Resource Management 
Time
The time required to facilitate the QI project spanned Monday through Friday between the hours of 8:00 a.m. to 5:00 p.m. for the duration of 18 weeks.  Each high-intense behavioral counseling session was either held in-person or by telehealth during normal hours of operation.  The duration of each counseling session was 15 minutes.  There was one group session for a duration of 30 minutes.  Each behavioral counseling session was facilitated by the medical provider.  The medical provider provided intensive behavioral counseling during the project site’s allotted administrative time.  Therefore, implementation of the QI project did not replace the time dedicated to routine patient visits on the provider’s schedule.
The literature review and the development of the QI project was completed during the project site’s normal hours of operation and administrative hours.  The review of literature often extended to after hours and weekends for completion.  The collaboration with inter-professional members, key stakeholders, and staff to implement, manage, and revise QI project as needed was completed during the QI project was facilitated during normal business hours of the project site.   
Financials
High-intensive behavioral interventions for obesity are considered additional preventive services.  Therefore, these services fall under preventive care with coverage provided by insurance companies, including Medicare (Centers for Medicare and Medicaid [CMS], n.d.).  The participants did not incur any out-of-pocket expenses to participate in the QI project.  There was no copay or deductible.  Each counseling session was billable for insurance reimbursement using HCPCS code G0447.  The group counseling session was billable using HCPS code G0473 (CMS, n.d.).  The average reimbursement rate for HCPCS code G0447 is approximately $24.  The average reimbursement rate for HCPS code G0473 is $12 (CMS, n.d.).  Based on reimbursement rates, the QI project generated $3,252 in revenue.  
Personnel
Current clinical and administrative staff were utilized during normal hours of operation of the project site for the duration of the QI project.  All staff meetings pertaining to the implementation and evaluation of the project were facilitated during normal business hours.  Therefore, no additional compensation or overtime was provided for the staff during the implementation project. 
Supplies
Resources needed to facilitate the QI project at the project site included the primary care office, a digital scale, height chart, copier, and the EHR (EPIC).  A total of 28 copies of the Pre/Post Obesity Knowledge Test were printed and provided for the participants.  The tests were printed at the project site, using the project site’s copier.  These resources were in active use at the project site, making them readily available and accessible during the QI project.  Therefore, the project did not require the purchase of any additional supplies.  There was no financial budget needed to facilitate the QI project. 
Support of Benefits
If the organization was conducting the project, there would be no increase costs to cover payroll for the staff during the project. Also, the project would not require the purchase of any additional supplies to implement high-intense behavioral interventions in primary care.  Therefore, once all costs and resources are taken into consideration, the benefits of clinically significant weight loss in obese African American women are supported. 
Implications of the Findings 
Implications for Patients
Non-Hispanic black adults have the highest overall prevalence of obesity in the United States (USDHHS, n.d.).  The QI project was comprised of obese African American woman, in which obesity poses an increased risk of chronic health conditions that are among the leading causes of preventable, premature death, including cardiovascular disease, stroke, type II diabetes mellitus, and certain cancers (CDC, n.d.; Hales et al., 2017; USDHHS, n.d.).  At the completion of the QI project, 18% of the participants were no longer obese as their BMI was less than 30 kg/m2.  Therefore, based on the literature it is implied that high-intensive behavioral interventions for obesity management reduced the risk of cardiovascular disease, stroke, and diabetes for project participants. 
As seen in the project, a reduction in the rates of obesity in African American women and across patient populations can result in fewer required visits for chronic disease management.   Also, reduction in obesity implicates the reduction in hospitalizations as obesity increases risk of cardiovascular disease and certain cancers (CDC, n.d.).  Patients completed intensive behavioral interventions for obesity and as they continue to benefit from lifestyle changes and weight loss, improvement in health and reduction in the frequency of primary care visits are expected positive patient outcomes (CDC, n.d.).  
The QI project focused on high-intensity behavioral interventions to reduce total body weight of obese African American women.  As intended, participants loss a clinically significant amount of weight over the course of the project.  Based on subjective data collected from the participants during patient interviews during behavioral counseling sessions, additional patient benefits that emerged included improvement in patient-provider communication, improvement in health literacy, and the dissemination of the knowledge obtained within the patients’ respective communities.  When asked, 100% (N=11) of participants reported feeling more comfortable with talking to their health care providers about obesity-related care and asking questions about their overall health.  Also, participants voiced sharing the knowledge gained over the course of the project within the community to family members, friends, co-workers, and church members.  One participant initiated a group within her church that shared recipes for low carbohydrate and low salt meals. 
Participants reported perceived improvement in overall health after completion of the project.  Pre/Post Obesity Knowledge Test revealed improved scores implicating an improvement in health literacy specifically related to obesity management for the patients.  A systematic qualitative review, including cross-sectional epidemiological research on health literacy indicated significant evidence that health literacy knowledge and skills determined the consequent management of obesity and BMI rates in children and adult populations (Chrissini & Panagiotakos, 2021).  Implementation of high-intense behavioral interventions in primary care not only concluded with a significant loss of total body weight, but also continued to impact the health and wellness of patients through improvement in health literacy.  Based on the literature, it can be implied that improvements in health literacy provides awareness and gives adults control over their health to improve health outcomes through the prevention and management of obesity (Chrissini & Panagiotakos, 2021).
Implications for Nursing Practice
	When providing obesity related care for diverse populations, it is imperative that nurses implement culturally appropriate interventions as a part of the plan of care.  In a systematic review conducted by Albury et al. (2020), it was concluded that both medical providers and patients who live with obesity reported apprehension in initiating dialogue related to obesity management during the primary care visit.  For nursing practice, nurses who are culturally competent can establish rapport with diverse populations such as African American women and initiate dialogues to improve patient outcomes by effectively addressing obesity management in the primary care setting. Nurses can change the language and narrative of obesity and implement culturally appropriate lifestyle changes for diverse populations that alleviate the stigma of obesity, promote weight loss, and improve patient outcomes (Albury et al., 2020).
Impact for Healthcare System(s)
Management of chronic medical conditions or the lack thereof is what drives health care costs.  A Johns Hopkins Bloomberg School of Public Health (2017) study reports that weight loss in obese patients of any age results in medical costs savings.  Organizational implementation of high-intensive behavioral interventions for obesity in primary care can lower the frequency of visits for chronic medical conditions as well as hospitalizations within the health care system.  
A reduction in frequency of routine visits for chronic medical conditions increases health care access for new patient visits in primary care (CDC, n.d.).  Insurance companies continue to reimburse new patient visits in primary care at a higher rate than returning visits (CMS, n.d.).  The normal routine visits for chronic disease management that may be reduced due to better management of obesity can be replaced with new patient visits, which have higher reimbursement rates than returning routine visits. Benefits to increasing access to health care within the organization includes increased revenue across the health care system.  
National quality metrics initiated by CMS provides performance-based payment to clinicians and health care systems based on national quality measures set forth.  The CDC (n.d.) supports implementation of high-intensive behavioral interventions for weight loss and reduction in obesity rates among patient populations which reduces risks chronic medical conditions and certain cancers.  National quality measures set forth by CMS include metrics associated with chronic medical conditions such as cardiovascular disease and diabetes. Therefore, the implementation of high-intensive behavioral interventions in primary care for obesity management of African American women not only reduces health care costs, but provides incentive pay for clinicians and health care systems that participate in the Merit-based Incentive Payment System (MIPS) and meet or exceed the national quality measures set forth by CMS (n.d.). 
Sustainability
High-intensive behavioral interventions for obesity management generates less revenue than routine office visits in primary care.  The average reimbursements for routine visits at the project site are between $150-$196.  While the average reimbursement for high-intensive behavioral interventions for obesity management is $24 (CMS, n.d.).  Despite a decrease in revenue, the long-term benefits outweigh the short-term reduction in revenue generation, making the implementation of the project affordable and sustainable.  Long-term benefits include reductions in obesity rates amongst high-risk populations, decreases in office visits for chronic medical conditions and hospitalizations, increases in access to care for new primary care patients, and decreases in risks of cardiovascular disease, diabetes, stroke, and certain cancers (CDC, n.d.).
Dissemination Plan
	Dissemination of the QI project included publications and presentations.  The project was be presented at East Carolina University College of Nursing on July 12, 2022.  The project site presentation occurred on the following day, July 13, 2022.  The QI project was submitted to “The ScholarShip” on July 18, 2022.  On August 1, 2022, an abstract was submitted for publication in The Color of Wellness.  Publication in The Color of Wellness, an African American health and wellness magazine, was chosen because the target population in the QI project was African American women.   
		


















Section VI. Conclusion 
Limitations
	The COVID-19 pandemic was a deterrent in the implementation of the QI project.  The project was implemented during the pandemic and a surge in COVID-19 cases at the beginning of implementation phase discouraged many qualifying participants from participating.   Due to the pandemic, social distancing also prevented the facilitation of monthly group sessions for two of the three planned group sessions during implementation of the QI project.  Additional limitations included insurance reimbursement.  Obesity screening and counseling yield lower reimbursement rates compared to routine office visits. 
Facilitators
	Telehealth virtual visits served as facilitators to the QI project.  Telehealth visits increased access to care for many participants who were unable to attend in-person visits during the QI project.  The EHR reports were also facilitators during the implementation and analysis of the QI project.  The EHR provided instantaneous reports of analyzed individual and aggregate data pertinent to the project. 
Recommendations for Others
Implementation of high-intensive behavioral counseling on obesity management with multi-component interventions is recommended for reduction of total body weight and improvements in overall health of the targeted population.  The provision of culturally appropriate, intensive behavioral interventions in primary care is impactful in the reduction of obesity and obesity related health problems (USPSTF, 2018).  During implementation of high-intensive behavioral interventions for obesity management, it is also recommended that cultural competence and humility be applied to nursing practice when providing care for diverse populations (Leininger, 1988). 
Overweight and obesity objectives for Healthy People 2030 include reducing the proportion of adults with obesity (USDHHS, n.d.).  It is recommended that insurance companies provide reimbursement for obesity counseling sessions for overweight populations in efforts to prevent obesity and increases in obesity-related risks of premature death, cardiovascular disease, diabetes, stroke, and certain cancers (CDC, n.d.).   Overweight and obesity objectives for Healthy People 2030 include reducing the proportion of adults with obesity. An increase in insurance reimbursement rates for HCPS codes G0447 and G0473 is recommended to increase the proportion of health care visits by obese adults that include counseling on nutrition, physical activity, and weight loss (USDHHS, n.d.).
Recommendations Further Study
[bookmark: _Hlk104767431]	Recommendations for further study includes extending the duration of the QI project and collecting additional data such as blood pressure, fasting glucose, a1c, and fasting lipid panels. Continuing high-intensive behavioral interventions for obesity management and monitoring participants’ active lifestyle changes after completion of all counseling sessions is recommended to evaluate long-term results and benefits. Also, it is recommended to scale the QI project to include obese patients of all genders and nationalities. Monitoring the effects of weight loss on chronic medical conditions such as hypertension, hyperlipidemia, and diabetes is recommended by collecting additional patient data during implementation including blood pressures, fasting glucose, a1c, and fasting lipid panels.  Performance of longitudinal studies to analyze patients’ data and co-morbidities is also recommended to further evaluate the long-term effects of obesity management through high-intensive behavioral interventions, sustainability, and long-term systemic impacts.
Final Thoughts
	In conclusion, at the project site, more than 40% of adult patients are obese with most of these obese patients being women.  Obesity is linked to chronic health conditions that are among the leading causes of preventable, premature death, including cardiovascular disease, stroke, type II diabetes mellitus, and certain cancers (LeBlanc et al., 2018).  Research states that weight loss of 5% is considered clinically significant for obese adults (LeBlanc et al., 2018).  
The goal of the QI project was to reduce obesity in African American women through reduction of total body weight by 5%.  Based on the literature, intensive behavioral counseling with multi-component interventions was implemented for reduction in total body weight and improvement in overall health of the targeted population in the primary care setting (USPSTF, 2018).  At the conclusion of the QI project, there was a group average of 6% loss of total body weight and 18% reduction in obesity amongst the African American female participants.  Results of the QI project were consistent with the literature that implementation of intensive behavioral interventions in primary care reduces obesity and obesity related health problems.  
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ECU IRB Approval

Based on your responses, the project appears to constitute QI and/or Program Evaluation and IRB review is not required because, in accordance with federal regulations, your project does not constitute research as defined under 45 CFR 46.102(d). If the project results are disseminated, they should be characterized as QI and/or Program Evaluation findings. Finally, if the project changes in any way that might affect the intent or design, please complete this self-certification again to ensure that IRB review is still not required. Click the button below to view a printable version of this form to save with your files, as it serves as documentation that IRB review is not required for this project. 11/30/2021















Appendix C
Pre/ Post Obesity Knowledge Test
Patient Name/ DOB:____________________________________ Date:__________
1. Obesity is medically diagnosed with a BMI of _______ or above.
a. 20.0
b. 30.0
c. 25.0
d. 40.0
2. What is the first intervention or choice of treatment for obesity management?
      a.	diet pills
      b.	bariatric surgery
      c.	lifestyle changes
      d.	Vitamin B12 shots
3. A BMI of ________ or greater is considered obese, while morbid 
(severe) obesity is defined as a BMI of _____________ or greater.  
      a.	30; 40
      b.	20; 30
      c.	25; 35
      d. 	30; 45
4. Obesity is a contributing risk factor for which of the following diseases?
      a.	certain cancers
      b.	heart disease
      c.	type 2 diabetes
      d.	all of the above
5. In which area of the body does weight loss occur first?
      a.	the thighs
      b.	in the site of the largest fat store
      c.	in the area that you exercise the most
      d.	the buttocks
6. On a scale of 1-10, how would you rate your overall health and why?
(If 0 is the worst/ most poor health and 10 is excellent/ the best health.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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