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Abstract

Current statistics and trends for obesity shed light on the overall impact obesity has. Obesity is a
global epidemic. This project highlighted the importance of providing nutrition education on the
Mediterranean diet to obese adults and how to accomplish it efficiently. The project was
implemented in a primary care clinic that lacked a formal and efficient method to provide obese
adults with the necessary nutrition education. Over twelve weeks, the plan-study-do act cycle
was utilized in this quality improvement project to increase the value and frequency of nutrition
education being provided to obese adults that presented to this clinic for their annual exam. By
the end of this time frame, the healthcare providers increased the provision of nutrition education
to obese adults from 27% of the time to 82.6%. This project facilitated a practice change by
translating evidence-based research into clinical practice.
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Chapter One: Overview of the Problem of Interest
The phrase “bigger is better” is a commonly used phrase in the United States (U.S.). This
phrase can be applied to almost every facet of life, including salary, home, car and even meals.
But what about weight? The worldview that is influenced by this phrase may lead individuals to
gain a substantial amount of weight. Over time this may lead to obesity, especially in adulthood.
The purpose of this chapter is to discuss background information relevant to obesity, highlight
the implication of nutrition education for obese adults, and outline the Doctor of Nursing
Practice (DNP) Quality Improvement (QI) project.
Background Information
More than one-third, or 36.5%, of U.S. adults are obese (Centers for Disease Control and
Prevention [CDC], 2018). Obesity influences the development of multiple medical conditions.
Obesity-related conditions include heart disease, stroke, type 2 diabetes, and certain types of
cancer, which are some of the leading causes of preventable death (CDC, 2018). In turn, with
increased medical conditions there is increased cost for individuals and the U.S. government. In
the U.S., estimated annual medical cost of obesity was $147 billion in 2008; medical costs for
people who had obesity were $1,429 higher than people who had normal weight (CDC, 2018).
Obesity results in healthcare and financial strain on individuals.
Obesity also has a global impact. In 2014, more than 2.1 billion people, roughly 30% of
the global population, were overweight or obese and 5% of deaths worldwide were attributed to
obesity (Dobbs et al., 2014). If weight trends continue, almost half of the world’s adult
population will be overweight or obese by 2030 (Dobbs et al., 2014). Besides excess health care
expenditure, obesity also results in lower productivity and slows economic growth as a result of
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lost work days, mortality and permanent disability (Tremmel, Gerdtham, Nilsson & Saha, 2017).
Obesity is a condition that disrupts many areas of an individuals’ life.
There is an urgent need for quality improvement initiatives for obesity management and
prevention. The impact of obesity suggests that if trends continue, higher rates of obesity, of
higher prevalence of preventable medical conditions, of mortality, and medical costs. Continued
decline in health status, negatively impacts individuals, families, communities, and the nation.
Significance of Clinical Problem
The DNP QI project will be conducted at Integrative Physicians (IP), a primary care
clinic in Durham, North Carolina. The IP healthcare providers stated that they served a vast
population of obese adults but lacked any formal method for communicating nutrition education.
Obesity is a major public health problem in Durham County. The percentage of adults
who have obesity was 29% in 2013 (NCIOM, 2013). Another source reported that 65% of adults
were overweight or obese in Durham County (NCHHS, 2014). In addition, one in four
overweight or obese adults don’t believe they have a problem (NCHHS, 2014). Overweight and
obesity rates in Durham County increase from childhood to adulthood (NCHHS, 2014). This
DNP QI project will address the problem of adult patients with body mass index’s (BMI) at or
greater than 30 who do not have documented evidence of nutrition education.
Question Guiding Inquiry (PICO)
Population. The primary population for the DNP QI project will be the medical staff at
IP clinic. The medical staff consists of one family nurse practitioner (FNP), one physician
assistant (PA), two medical doctors (MD) and three medical assistants (MA). The FNP, PA, and
MDs will be referred to as healthcare providers (HCP). The target population are English
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speaking adults over age 18 years who are categorized as obese with BMIs greater than or equal
to 30 that present to IP for an annual physical exam or to establish care.
Intervention. The projects intervention is to give the IP HCPs an established efficient
process to manage obese adults through nutrition education. The source of nutrition education
will be a nutrition education toolkit for HCPs they instruct adults over age 18 years with BMIs
greater than 30.
Comparison. To gain understanding of the problem it must be evaluated. This project’s
problem is a high percentage of obese patients that have no evidence of nutrition education.
There will be a pre-project implementation patient chart review to establish IP’s baseline
percentage of how many obese adults receive nutrition education. This number will lager be
compared to the post-project implementation results to evaluate for change.
Outcome. The method’s efficacy will be determined by three main points: nutrition
education given with resources, increased HCPs documentation on patient charts of ICD-10 code
E66.9 for obesity and dietary counseling and surveillance ICD-10 code Z71.3 (ICD10Data,
2018). This will be measured by the number of patient charts in which HCPs document all three
items: appropriate obesity ICD-10 code, dietary counseling ICD-10 code, and documentation of
nutrition education.
Summary
Obesity affects people individually as well as globally. Significance of the clinical
problem was emphasized and the need for QI in the IP clinic was explained. Nutrition education
for obese adults was outlined in the DNP QI project as well. Now that the clinical problem has
been defined, evidence-based research is needed to identify an appropriate solution.
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Chapter Two: Review of the Literature
The purpose of this review of literature is to present evidence that supports providerinitiated obesity nutrition education on the Mediterranean style diet. The DNP QI project
identified the gap in knowledge exchange between IP HCPs and obese adults who present to the
clinic. IP currently lacks any formal method for consistently and efficiently communicating
nutrition education to obese adults. Desired project outcome is that the practices’ s HCPs have an
efficient process to manage obese adults through nutrition education.
Methodology
Sampling strategies. Specific literature search strategies were used to find relevant
information. The literature search strategy log for this DNP QI project is located in Appendix B.
This log presents details of search strategies with key words and search terms to ensure
transparency of the search. A systematic search identified pertinent articles published in
databases from January of 2013 to July of 2018. There were many of articles that meet the search
criteria but only a few were relevant to the DNP QI project. The two primary databases used
were CINAHL (EBSCOhost) and PubMed (NCBI). Literature search used the inclusion criteria
of obese adults and nutrition education. The key words used in the literature review search were
obesity, Mediterranean diet, nutrition education, patient education, obesity cost, body mass index
and plan-study-do-act. Each search had time limits of five years or less and matched key search
terms. A total of 20 articles that specifically addressed the project’s purpose were included.
Duplicate articles and articles that did not address obesity or nutrition education were excluded.
Evaluation criteria. The evidence matrix, depicted in Appendix A, summarizes relevant
articles that contain key data found in the literature review. The table lists every article that
contained relevant data, level of evidence for each article, data outcomes, and specifies how the
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article will be used in the DNP QI project. The evidence matrix only includes articles and data
that support the DNP QI project. Randomized control trials, meta-analysis’, cohort studies and
systematic reviews included in the literature findings. The literature review included articles
with evidence levels 1- 5 with the majority being level 1 and 4. The major strengths of the
articles were that they addressed obesity and provided a possible solution.
Selected studies addressed the following criteria: (1) obesity; (2) nutrition education; (3)
the Mediterranean style diet and the benefits of adherence; (4) the cost of obesity; and (5) the
research findings were presented in English in a peer-reviewed journal. Excluded had the
following characteristics: (1) addressed obesity in children less than 18 years old and pregnant
women but not adult obesity; (2) did not present nutrition education as a potential solution; or (3)
did not present the study findings in English.
Literature Review Findings
The method of literature review for this DNP QI project examined databases, journals,
and books to develop a list of relevant material. The initial search aimed to define the
significance of obesity’s monetary burden. A systematic review of approximately 2,044 medium
to high quality level articles was completed to assess the economic burden of adult obesity
confirmed that obesity absorbs a vast amount of health-care resources (Specchia et al., 2015).
The researchers concluded that further research is needed to find and promote public health
strategies that combat obesity (Specchia et al., 2015).
A second systematic review reached a similar conclusion. This review reported findings
from twenty-three studies that indicated obesity’s economic burden among both developed and
developing countries, which led to the conclusion that public health initiatives must prevent
obesity to preserve societal financial resources (Tremmel et al., 2017). The researchers compared
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the annual direct costs per capita in two U.S. based studies and found an estimated increase per
capita from $2741 in 2005 to $6899 in 2011 (Tremmel et al., 2017). The overall results of the
review determined that obesity rates continue to rise amongst the world’s adult population and if
this pervasiveness continues, consequently the costs attributable to obesity will increase as well
(Tremmel et al., 2017).
After the significance of obesity was established, further research was focused on
potential solutions to combat obesity and promote healthier dietary habits. It is well known that
there are many beneficial effects of fruit and vegetable consumption on weight and decreasing
the risk for chronic disease. A recent article highlighted how nutrition education was helpful in
improving the consumption frequency of antioxidant-rich fruits and vegetables among
overweight and obese adults (Wagner, Rhee, Honrath, Blodgett Salafia & Terbizan, 2016). It has
also been said that adequate nutrition offers one of the most effective and least costly ways to
decrease the burden of many diseases and their associated risk factors, such as obesity (Ohlhorst
et al., 2013). Proper nutrition education is essential for health promotion.
Healthcare providers such as nurse practitioners, physician assistants and physicians all
share the obligation to provide quality health education. An article discussing the importance of
improving health outcomes through patient education emphasized that it is the responsibility of
HCPs to proactively enable patients to have more available interactions and situations that
promote health and well-being (Paterick, Patel, Tajik & Chandrasekaran, 2017). Patient health
literacy is vital to provide illness prevention measures of exercise and diet since having a deep
understanding of healthy interventions directly impacts patient health in the present and longterm (Paterick et al., 2017). The author wrote that HCPs must educate patients in order to see
behavioral changes that results in better health outcomes (Paterick et al., 2017). Such as and
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reduced morbidity and mortality due to preventable chronic diseases such as diabetes, obesity,
and coronary and cerebrovascular disease (Paterick et al., 2017). All HCPs are responsible for
educating patients on how to achieve health and wellness. The use of food diaries, activity
records, and self-weighing are ways of self-monitoring, which is one of the elements of a
successful behavioral weight loss program (Perreault, 2017).
Many scholarly articles provide strong evidence on the association between adherence to
a Mediterranean style diet (MSD) and health promotion. The MSD has been widely reported to
be associated with a favorable health outcome and a better quality of life (Sofi, Macchi, Abbate,
Gensini & Casini, 2014). A recent systematic review of randomized controlled trials (RCTs) was
conducted and determined that the use of the MSD for weight loss resulted in greater weight loss
than most low-fat diets at greater than or equal to 12 months (Mancini, Filion, Atallah &
Eisenberg, 2016). In a interventional trial individuals who were randomly assigned to the MSD
lost a mean weight of 4.4 kg (Matarese & Pories, 2014). In addition, a randomized clinical trial
involving telephone counselling on the MSD found a statistical significant amount of weight
loss, in addition to an increase in fruit and vegetable intake of approximately eight servings per
day after 6 months (Sidahmed et al., 2014). This allowed researchers to conclude that education
on the MSD was useful for both improving diet quality and for achieving a modest weight loss in
overweight or obese individuals (Sidahmed et al., 2014).
The Mediterranean style diet (MSD) refers to a dietary pattern that is common in olivegrowing areas of the Mediterranean that encompasses countries in southern Europe, the Levant
and north Africa (Perreault, 2017). The most common components of the MSD include a high
level of monounsaturated fat, moderate consumption of alcohol (red wine), a high consumption
of vegetables, fruits, legumes, and grains (Perreault, 2017). In addition, a moderate consumption
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of milk, dairy products and a relatively low intake of red meat and processed meat products
(Perreault, 2017). The MSD has been shown to reduce body weight, be nutritionally balanced
and not restrictive, and is rich in foods that are high in antioxidants (Matarese & Pories, 2014).
Providing nutrition education alongside MSD information results in a higher adherence to
a MSD with lower prevalence of obesity (Bonaccio et al., 2013). Another study added that being
of female gender and older than 62 years were factors associated with improved MSD adherence
(Patino-Alonso et al., 2014). Researchers conducted a recent cohort study that investigated the
association between the MSD and health status, by proposing a literature-based adherence score
to the MSD (Sofi et al., 2014). They found the MSD to be a healthy dietary pattern in relation to
morbidity and mortality, as evidence by an 8 % decrease of overall mortality, a 10 % decreased
risk of Cardiovascular disease, and a 4 % decrease in neoplastic disease (Sofi et al., 2014).
The MSD has additional health benefits as well. A proliferative increase in evidence has
demonstrated that the traditional MSD is likely to be the ideal dietary pattern for the prevention
of cardiovascular disease (Martínez-González, 2016). Researchers provided measures of
population impact in cardiovascular prevention and estimated that 19,375 cases of cardiovascular
death would be prevented each year by promoting the MSD (Martínez-González, 2016). An
experimental study was conducted to explore the effects of education sessions on the MSD and
an exercise program in changing eating behaviors, body composition and abdominal fat (Noites
et al., 2015). The MSD was shown to reduce carbohydrate and saturated fat intake, in turn
reducing fat mass (Noites et al., 2015). Also, recent evidence suggests that adopting a MSD may
help prevent type 2 diabetes, in addition to providing HbA1c reduction in persons with known
diabetes (Esposito & Giugliano, 2014). The HCP nutrition education will incorporate the MSD.
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Limitations of Literature Review Process
In literature review, limitations must always be considered. A limitation of some of the
studies were the specificity of the participant population. Some participants were at increased
risk for colon cancer, were post- surgical patients, or diabetic. Persons who were at risk for
disease or have already been diagnosed might be more motivated to adhere to the MSD than the
general population. The generalizability of some study results to the general population of
overweight or obese individuals trying to lose weight is unclear in some studies. There were a
few studies that were weak in the sense that they relied on self‐report for dietary assessments,
had a short time frame of intervention, no control group, and small sample sizes. Another
limitation of some study reviews was that only a few databases were utilized, possibly limiting
the number of potentially eligible studies.
Discussion
A strategic literature review was conducted to compile needed evidence regarding the
impact of obesity and the benefits of providing MSD nutrition education. Key issues to highlight
when addressing obesity are the impact it has on cost as well as its impact on causing and
exacerbating chronic disease. These issues helped guide the research on this topic.
The cost of obesity is reflected in monetary value as well as loss of productivity. A
solution to combat obesity is with nutrition education. Nutrition education has been proven to
directly affect diet. Primary HCPs play a pivotal role in providing nutrition education because
they directly interact with individuals who need it the most, obese adults. HCPs can provide an
even greater impact if they deliver nutrition education that incorporates the MSD.
Conclusion of findings. The literature review underlined important evidence to support
the intervention of the DNP QI project. The literature emphasized the financial strain of obesity
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and the need to implement solutions. A common thread among the literature findings is that the
MSD influences healthier eating behaviors, prevents chronic disease, manages chronic disease,
decreases morbidity and mortality, in addition to promoting weight loss. These factors heavily
benefit obese adults.
Advantages and disadvantages of findings. An advantage of the literature search was
that the evidence supported HCP led nutrition education. The evidence supported the
incorporation of the MSD as a part of the desired nutrition education. The evidence also
supported that the MSD has been shown to reduce body weight, be nutritionally balanced and
beneficial for overall health promotion. In addition, the relevant articles did support the urgent
need for quality improvement for obese adults.
There were a few disadvantages noted during the literature review. For example, one
systematic review lacked uniformity in their data concerning the same food group meaning some
studies reported potatoes together with vegetables, while others include them as a single food
group (Sofi et al., 2014). Another systematic review included studies that focused on the current
economic effects of obesity but did not assess its long-term effects (Specchia et al., 2015).
Additional examples of the disadvantages of the trials and studies reviewed were mostly related
to the variability in participant compliance, the location of where the study was performed and
the heterogeneity of the study participants.
Utilization of findings in practice. The project intervention would be translated into the
targeted practice environment through the implementation of a sustainable method of nutrition
education. The nutrition education toolkit with be easily accessible by the HCP staff which will
promote efficiency. The toolkit will be composed of education on the Mediterranean diet
(Appendix C), healthy eating suggestions (Appendix D), a Mediterranean diet grocery shopping
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list (Appendix E), recipe samples (Appendix F), instructions on reading nutrition labels
(Appendix G) and a blank food diary template (Appendix H) to help patient’s track what they are
eating. The evidence supports this nutrition education toolkit to be used as a formal method of
providing nutrition education to obese adults. The major components of this toolkit will be
information derived from evidence-based research and reputable national organizations such as
the CDC.
Summary
This chapter discussed the literature review process, significance of nutrition education,
the role HCPs play and the source of nutrition education for the DNP QI Project. The method of
implementing the DNP QI project requires an evidence-based literature review to support the
intervention in the project. The literature provided extensive support of the clinical problem,
significance of nutrition education, benefits of the MSD and the overall impact of obesity. After
completing the literature review and finding the evidence to support the DNP QI project, the next
focus is to incorporate theory and concept analysis.
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Chapter Three: Theory and Concept Model for Evidence-based Practice
Exploring obesity in relation to concepts and theories is multifaceted. Reviewing obesity
from a conceptual and theoretical perspective will provide a greater understanding of the
problem, which may lead to a more succinct solution. This section will delve into the concept of
obesity and how the Health Promotion Model and Kurt Lewin’s change theory will assist in the
implementation of the DNP QI project.
Concept Analysis
The key concepts discussed in the DNP QI project include obesity and nutrition
education. The label of being overweight and obese are defined as abnormal or excessive fat
accumulation that presents a risk to health (World Health Organization [WHO], 2017). When
your weight is higher than what is considered as a healthy weight for a given height you are
considered overweight or obese. BMI is a person’s weight in kilograms divided by the square of
his or her height in meters and is used as a screening tool for overweight or obesity (CDC, 2016).
Individuals with a BMI of 30 or more is generally considered obese. Researchers has shown that
the foundation of obesity treatment is been diet and exercise (Matarese & Pories, 2014). The
DNP QI project focuses on promoting a healthier weight through dietary changes.
Theoretical Framework
The Health Promotion Model (HPM), developed by Nola J. Pender, will serve as the
theoretical framework for the DNP QI project. This model is one of the most comprehensive and
predictive patterns of health promotion behaviors, which provides theoretical framework for
discovering effective factors on health promoting behavior (Kamran, Azadbakht, Sharifirad,
Mahaki & Mohebi, 2015). It has been considered as a framework for explaining the lifestyle
behaviors promoting health (Kamran et al., 2015). This model was chosen because it focuses on
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disease prevention, health promotion and describes how providers can motivate patients toward
achieving their desired healthy outcomes.
The HPM is a middle-range integrative theory since it portrays the multidimensionality of
persons interacting with their interpersonal and physical environments as they pursue health
while integrating constructs from expectancy-value theory and social cognitive theory with a
nursing perspective of holistic human functioning (Butts & Rich, 2017). Pender’s HPM includes
three major categories: (1) individual characteristics and experiences, (2) behavior-specific
cognitions and effect, and (3) behavioral outcome (Butts & Rich, 2017). Pender explains this
model as a framework and a guide for discovering complex psychological processes, which
motivates individuals to change their behavior, and leads them to promotion of health and
hygiene (Kamran et al., 2015).
Application to practice change. Pender’s HPM can be applied to the DNP QI practice
change. The primary goal of the project is to establish an efficient but comprehensive method of
providing obese adults with needed nutrition education. HPM highlights that prior behavior has
both direct and indirect effects on the likelihood of engaging in health-promoting behaviors
(Butts & Rich, 2017). In the primary care setting, providers have the opportunity to build great
relationships with many patients. The HCP at IP can use the rapport they have built to help
patients evaluate their prior behaviors and how those behaviors can affect their ability to make a
change that can lead to a healthier weight. For example, a prior behavior may include choosing a
meal that incorporates fried foods instead of grilled. The provider may help them change this
behavior by providing them with examples of healthier food choices.
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Evidence-Based Practice Change Theory
There are many theories that were developed to explain the process of change within
organizations. Kurt Lewin was a behavioral scientist that developed a force field model for
change in the 1940’s (Butts & Rich, 2017). In his model, it states that change is an active force
within an organization that moves in opposing directions (Butts & Rich, 2017). Lewin believed
that the examination of these forces would allow health practitioners to understand why groups
act as they do and what forces would need to be lessened or strengthened to bring about planned
change (Batras, Duff & Smith, 2016). The driving force moves participants toward change, while
participants use a restraining force to push back the change being sent their way (Butts & Rich,
2017). Lewin’s model is a balance of these two forces (Butts & Rich, 2017). Lewin wrote about
group dynamics because he believed that individuals are influenced by group norms and
pressures to conform, such that, group behavior should be the primary target for change (Batras,
Duff & Smith, 2016). Lewin noted that group decision-making is powerful when trying to
implement lasting behavioral change among group members (Batras et al., 2016).
The HCPs at IP were interviewed for potential force of reasons that would promote
change or delay it. Lewin’s Force Field Model involved three steps, unfreezing, moving or
change, and refreezing (Butts & Rich, 2017). Unfreezing is the act of dismantling or unlearning
old behaviors (Butts & Rich, 2017). Unfreezing involves creating dissatisfaction with the status
quo to make the realization that the potential benefits of change outweigh the potential negatives
associated with the process (Batras et al., 2016). The moving or change phase pushes individuals
to change to more acceptable behaviors (Butts & Rich, 2017). Moving is the implementation
phase of change that involves research, action, and learning, which may lead to redesigning roles
and responsibilities (Batras et al., 2016). Refreezing involves a return to the dynamic force field
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and a new semi-stationary state of equilibrium (Butts & Rich, 2017). Refreezing includes the
establishment of new organizational norms, culture, practices and policies in order to facilitate
long term change (Batras et al., 2016). These three phases were applied the process of change
that the DNP QI project promoted.

Application to practice change.
The purpose of the Doctor of Nursing Practice Quality Improvement project is to
determine if a nutrition education toolkit, introduced by the healthcare provider (HCP), will be
an efficient method to increase the frequency of HCP lead nutrition education amongst adults
older than age 18 years with body mass index's greater than 30. The process of unfreezing will
involve helping the HCPs, at the primary care clinic, to reflect on their current process of
providing nutrition education to obese adults. The next step is to help them to come to the
realization of the potential benefits of implementing this quality improvement (QI) initiative, and
how those benefits will outweigh the potential negatives associated with the process.
The change or moving phase was implemented next. Throughout the implementation
process, there will be several meetings with the HCPs incorporating the plan-study-do-act
(PDSA) model. This will help facilitate communication of the pros and cons of the
implementation process, while simultaneously incorporating necessary changes. By the end of
the implementation phase, the HCPs have established a new process for providing nutrition
education to obese adults. A newly established process of educating obese adults signifies the
refreezing phase.
Summary
The HPM and Lewin’s change theory was introduced, and their importance was outlined.
The HPM was chosen because it is one of the most comprehensive and predictive patterns of
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health promotion behaviors. This model provides theoretical framework for discovering effective
factors on health promoting behavior. Kurt Lewin’s evidence-based change theory outlined the
phases of change that needed to be facilitated at IP for the behavioral change, being promoted by
the DNP QI project, to occur. The next chapter will highlight the pre-implementation planning
process.
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Chapter Four: Pre-implementation Planning
There are many details that are involved in the pre-implementation process. During this
process, approval to officially implement this project had to be obtained from both the project
site as well as East Carolina University (ECU). This section highlights the process of securing
the project site, the HCPs involved and the details of how the project will be implemented.
Project Purpose
The purpose of the DNP QI project is to determine if a nutrition education toolkit,
introduced by the HCP, will be an efficient method to increase the frequency of HCP lead
nutrition education amongst adults over age 18 years with BMIs greater than 30. The efficacy of
this method will be determined by three main points: nutrition education provided with resources
given, an increase in HCPs adding to patient charts documentation of ICD-10 code E66.9 for
obesity as a diagnosis as well as the dietary counseling and surveillance ICD-10 code Z71.3
(ICD10Data, 2018). This will be measured by how many patients charts the HCP documents all
three of the following: the appropriate obesity ICD-10 code, dietary counseling ICD-10 code and
documentation of nutrition education provided. The desired overall outcome of this project will
be that the HCPs at this practice have an established efficient process for how they manage obese
adults through addressing obesity with nutrition education.
Project Management
The target population requiring nutrition education are adults over age 18 years that are
categorized as obese with BMI’s greater than or equal to 30 who present to IP for an annual
physical exam or to establish care. This process starts on August 21, 2018 by conducting a preproject implementation patient chart review. A specifically-designed form will be utilized to
collect descriptive patient data such as patient age and BMI. This information will be collected to
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determine which individuals meet the criteria for the target population. A total of 300 patient
charts from March thru August of 2018, with documented age, height, weight and BMI, will be
selected in accordance with IP’s estimated patient population. From this subset, 100 patient
charts will be randomly selected by choosing every third name on the list of 300. The purpose of
this pre-project implementation patient review is to establish a baseline of how often the practice
HCP’s are documenting the ICD-10 codes E66.9 and Z71.3 as well as evidence of nutrition
education provided in charts for adults over age 18 years with BMI’s greater than or equal to 30.
During the entire data collection process, patient privacy will be protected by making the
information collected anonymous.
On August 30, 2018, the first meeting with IP staff will be held during lunch to
introduce the DNP QI project and initiate the Plan-do-study-act (PDSA) cycle. During this lunch
meeting, the staff will be provided with a Mediterranean style lunch, a sample draft of the
nutrition education toolkit and a power-point presentation explanation of the DNP QI project
(Appendix Q). After discussing the plans of implementation, trying what was planned and
observing the results, action will be taken on improving the process each meeting.
The project implementation stage will be the next step. At this point, IP HCPs will begin
using the nutrition education toolkit to educate each obese adult patient that presents to the clinic
for an annual physical exam or to establish care. On September 6, 2018, concurrent post-project
implementation patient chart audits will begin and continue on a biweekly basis. The patient
charts that will be selected are all patients that fit the target population criteria that visited IP in
each two-week time frame. The post-project implementation patient chart audits will evaluate
how often the practice HCP’s are documenting the ICD-10 codes E66.9 and Z71.3 as well as
nutrition education in charts for the target population. The data collection instrument used will be
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a form displaying a section labeled obesity ICD-10 code, dietary counseling ICD-10 code and
nutrition education provided with the corresponding yes or no response. On September 18, 2018
the initial biweekly meeting with IP staff will be held to discuss the findings of the concurrent
chart audits. There will be a total of four biweekly meetings with the IP staff incorporating the
PDSA cycle. Meeting minutes will reflect each topic discussed to ensure accurate record
keeping.
On November 12, 2018, the final meeting with IP staff will be conducted to complete the
final project discussion, evaluation and plan. The project’s usefulness will be evaluated by
whether there was an increase, decrease or no change in the frequency of the HCPs addressing
obesity with obese adults through nutrition education. This will be measured by how many
patients charts the HCP documents all three of the following: the appropriate obesity ICD-10
code, dietary counseling ICD-10 code and documentation of nutrition education provided.
Organizational readiness for change. In a meeting with IP HCPs, it was established
that IP served an immense population of obese adults but lack any formal method for
communicating nutrition education. The DNP QI project will address the problem that there is a
large population of adult patients with BMIs greater than 30 that do not have documented
evidence of nutrition education. The HCPs all desire to have a consistent and efficient process of
providing nutrition education.
Inter-professional collaboration. The primary population for the DNP QI project will
be the medical staff at IP clinic. The medical staff consists of an FNP, PA, two MDs, and three
MAs. The HCPs will be responsible for providing the nutrition education to the patients. The
three MAs we be responsible for obtaining and documenting patient age, height and weight into

NUTRITION EDUCATION FOR OBESITY

29

the electronic medical record. The BMI will be automatically calculated by the electronic
medical record.
Organizational approval process. The process for organizational approval was
accomplished with several phone conferences and email conversations. The leaders of IP agreed
to be a part of the DNP QI project because it addressed a concern that a large proportion of their
patients face (Appendix N and Appendix O). The leaders wanted to incorporate a process that
would impact their patients on a large scale.
Information technology. This DNP QI project will be sustained with the use of a HCP
script, nutrition education toolkit online template and the added benefit of practice
reimbursement. With the HCPs input, a four-sentence script will be developed describing what is
in the nutrition education toolkit and the benefits of using it (Appendix P). The nutrition
education toolkit will be a template up loadable to the practice’s electronic medical record. This
will provide a customizable framework for providing nutrition education. An online template
increases accessibility to update and distribute resources, hardwiring this process into permanent
practice.
Cost Analysis of Materials Needed for Project
In implementing this DNP QI project, an adequate budget will be necessary. An
operational budget was developed to determine the expenses related to creating the nutrition
education toolkit and integrating it into the practice (Appendix J). The budget was divided into
cost related to administrative items, food and travel. The administrative costs included supplies,
printing, project promotional items and gifts for the HCPs involved. Items such as paper, pens,
toolkit folders and ink are included in the administrative cost. In order to facilitate buy-in
amongst the practice staff, a meal will be provided. The travel expenses for this project will be
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primarily spent on gas. For example, the projected monetary amount listed on the budget was
calculated based on approximately 20 trips to the practice, 15 miles round trip, at 0.55 cents per
mile is approximately $165 (IRS, 2018).
Plans for Institutional Review Board Approval
IP has deemed this project as quality improvement and not requiring Institutional Review
Board (IRB) approval. The DNP QI project was evaluated and approved by the College of
Nursing (Appendix L). IRB approval is required and has been obtained from ECU (Appendix
M). All project documents have been uploaded and submitted to the ECU IRB and it has been
verified that this project is not human research.
Plan for Project Evaluation
Demographics. The demographics for the patients involved in the project will be
collected via chart reviews. A specifically-designed form will be utilized to collect descriptive
patient data such as patient age, BMI and whether the patient has documented nutrition
education. An example of the data collection tool is presented in Appendix K. This information
will be collected to determine which individuals meet the criteria for the target population. The
demographic data will be reported as a mean with the range of participants aging from 18 to 65
years old. This data will be presented in a table format.
Outcome measurement. The project methods include conducting a pre-project
implementation patient chart review to establish a baseline of how many obese adults are
receiving nutrition education. Biweekly meetings with the staff and concurrent patient chart
reviews will occur on four separate occasions. After this is completed, there will be a postimplementation patient chart review to assess overall changes in the prevalence of documented
nutrition education for obese adults. This will be measured by how many patients charts the HCP

NUTRITION EDUCATION FOR OBESITY

31

documents all three of the following: the appropriate obesity ICD-10 code, dietary counseling
ICD-10 code and documentation of nutrition education provided. The benchmark goal will be to
have 100% compliance on 100 patient charts. This will mean that an efficient process of
providing nutrition education to obese adults has been established at IP.
Data management. The data collected will be managed and stored electronically via
pirate drive. The data will be kept for one year and then deleted. There will be no use of hard
copies or paper documentation.
Summary
This section highlighted the process of preparing to implement the DNP QI project. After
obtaining project approval from ECU and IP the pre-implementation process must be outlined.
Each step must be mentioned, and every minute detail must be thoroughly evaluated. In
summary, there will be a baseline chart audit to solidify the significance of implementing this
project at IP, the staff will be educated on the findings of this audit and the solution is provided
by the QI project. Then the project will be implemented. There will we biweekly meetings
discussing the nutrition education toolkit in order to promote consistency, sustainability and
efficiency. The meeting will be for all staff to discuss chart audit results, pros and cons of the
nutrition education toolkit and improvements will be made based on suggestions. There will be
four meetings, in addition to a final project evaluation meeting. The goal is to hardwire this
project into practice so that the HCPs of IP will have a consistent and efficient process of
providing nutrition education to obese adults. The next chapter will outline the process of
implementing the QI project at IP.

NUTRITION EDUCATION FOR OBESITY

32

Chapter Five: Implementation Process
The implementation phase of the quality improvement (QI) project provided the
opportunity to put all the project plans into action. This chapter will outline the details of the QI
project such as the kind of setting, the type of participants, how they were recruited and how the
project was implemented. As discussed in the previous chapter, the project was implemented
after the baseline chart audit was complete. The staff was then educated on its findings and how
the QI project would provide a solution to the clinical problem of the lack of nutrition education
amongst obese adults.
Setting
The data for this QI project was collected from IP. IP is a local, privately owned, primary
care practice in Durham, North Carolina. As highlighted in earlier chapters, obesity is a major
public health problem in Durham and obesity rates continue to rise across all ages, genders and
racial-ethnic groups. “IP approximately serves six hundred patients, with 75% of them being
between the ages of 18 and 65 years old” (J. Lehr, personal communication, July 20, 2018).
Approximately, “65% of those individuals are overweight or obese” (J. Lehr, personal
communication, July 20, 2018). This demographic information made IP an ideal setting for this
QI initiative.
Participants
The primary population for the DNP QI project were the HCPs at IP primary care clinic.
The HCPs consisted of one family nurse practitioner (FNP), one physician assistant (PA), two
medical doctors (MDs) and three medical assistants (MAs). The DNP QI project’s desired
outcome of implementing an efficient process to provide nutrition education to obese adults
directly impacted the HCPs. The target population requiring nutrition education included only
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English-speaking adults between the ages of 18 and 65 years that are categorized as obese with
BMI’s greater than or equal to 30. The inclusion criteria for the participants in this project were
all obese adults that presented to IP for their annual physical exam or to establish care, who were
between the age of 18 and 65 that spoke English. Therefore, 1) all non-English speaking patients;
2) who were not obese; 3) younger than 18 and older than 65 years old; 4) that did not present for
their annual physical exam or to establish care were excluded. The attributes of the participants
such as gender, age, racial or ethnic group, marital status, socioeconomic status, medical comorbidities, and level of education varied amongst participants. The hope was that the
participants in this project were exposed to information that may change their mindset about
eating healthier which may help them to move toward a healthier weight.
Recruitment
The project was completed between August to November of 2018. In August, a baseline
chart audit was conducted to assess the quality and quantity of how often IP HCPs were
providing nutrition education to obese adults. A total of 300 patient charts from March through
August of 2018, with documented age, height, weight and BMI, were selected in accordance
with IP’s estimated patient population. From this subset, 100 patient charts were randomly
selected by choosing every third name on the list of 300. A group of 100 randomly selected
patient charts was used for the baseline sample charts. On a biweekly basis the project a
convenience sample of all patients who met the participant criteria was selected. At the end of
the project, all of the conveniently selected patient charts were compare to the randomly selected
baseline charts. This project was deemed to not be human research so the participants did not
need to sign a consent form. Patient information was kept anonymous to maintain
confidentiality.
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Implementation Process
The process of implementing the DNP QI project is outlined in Appendix I. This process
began with a pre-project implementation patient chart review. The data collection tool used
included a section for the participant’s age, BMI, whether an obesity diagnosis code was
included, whether a dietary counseling diagnosis code was included, and if there was
documented evidence of nutrition education provided. The results of this chart audit were
discussed in the staff education lunch meeting on August 30, 2018 at 12:30pm (Appendix R). A
Mediterranean style lunch was served, the staff was educated on the QI project, and the baseline
chart audit results were discussed.
The purpose of the concurrent post-implementation patient chart audits was to evaluate
how often the practice HCP’s were documenting the ICD-10 codes E66.9 and Z71.3 as well as
providing nutrition education to the target population after being informed of the clinics deficits
in these actions. The results of the baseline chart audit of 100 randomly selected patients,
revealed that the HCPs were diagnosing obesity ICD-10 code E66.9 33% of the time,
documenting the dietary education ICD-10 code Z71.3 1% of the time, and providing nutrition
education to obese adults 27% of the time. At this lunch meeting the staff was allotted the
opportunity to discuss any concerns and all questions were answered. HCP reminders were
posted near provider workstations and posters about the Mediterranean diet were placed inside
patient rooms.
On August 31st, 2018, IP HCPs began implementing the project with all obese adults
who met the established criteria. On September 6, 2018, concurrent post-project implementation
patient chart audits began and continued on a biweekly basis. On September 17th, 2018, the first
biweekly staff meeting was held to discuss the findings of the first concurrent chart audits. The
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HCPs diagnosed obesity ICD-10 code E66.9 66.7% of the time, documented the dietary
education ICD-10 code Z71.3 54.5% of the time, and provided nutrition education 88.9% of the
time. The first biweekly patient chart audit results and meeting minutes can be seen in Appendix
S. The patient charts that were selected are all patients that fit the target population criteria that
visited IP between August 31st to September 16th.
The Plan-do-study-act (PDSA) cycle was incorporated in this meeting and every meeting
thereafter. The plan and do portion of this cycle was to increase education amongst obese adults
with the use of the toolkit. During the meeting the actions over the previous two weeks were
reviewed or studied and another plan was developed to act on for the next two weeks.
In addition to discussing the chart audit results, the efficiency of the nutrition education toolkit,
as well as the pros and cons of the DNP QI project process were discussed. HCPs mentioned that
the “patients loved the toolkit” (S. Byre, personal communication, September 17, 2018). The
patients said they “appreciated the fact that it was colorful, well organized and informative” (S.
Byre, personal communication, September 17, 2018). The HCPs also elaborated on the fact that
“the toolkit was in an easily accessible location” and that the wall reminders helped them
“remember to provide the education” (J. Lehr, personal communication, September 17, 2018).
The HCPs were excited about implementing the project. One HCP even developed an electronic
medical record short cut that inserted the Mediterranean diet information into the chart to
expedite the documentation process. There were no suggestions for components of the project
that needed to be changed.
The next chart audit was conducted on September 24th, 2018, followed by the second
biweekly staff meeting on October 1, 2018. The second biweekly staff meeting minutes and
patient chart audit results, for September 17th to 30th, can be seen in Appendix T. The HCPs
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diagnosed obesity ICD-10 code E66.9 77.8% of the time, documented the dietary education ICD10 code Z71.3 66.7% of the time, and provided nutrition education 77.8% of the time.
When incorporating the PDSA cycle in this meeting, the HCPs stated that there were
many factors that influenced the limited improvement in results. One major factor was that they
experienced technological difficulties the week prior to the meeting. They shared that the
wireless internet connection was vacillating, and three out of five laptops were properly
functioning. All providers had to share two computers to document and place orders from
September 25th to 27th. These disturbances slowed provider workflow, productivity and
efficiency.
The HCPs suggested that adding the component of a report card for each provider, with
their personal results, in the chart audit should be implemented from this point forward. They
believed that this would promote accountability and provide a clear picture of their progress.
Also, at this point, the nutrition education toolkit was made available as a education hyperlink on
the electronic medical record system. This meant that all the HCPs needed to do was click, print
and add the toolkit with the patient’s home instructions after educating them. The accessibility of
the toolkit promotes efficiency when providing obese adults with nutrition education.
The next chart audit was completed, and the third staff meeting was held on October 15th,
2018. The third biweekly meeting minutes and patient chart audit results for October 1st to 14th
can be seen in Appendix U. The HCPs diagnosed obesity ICD-10 code E66.9 100% of the time,
documented the dietary education ICD-10 code Z71.3 100% of the time, and provided nutrition
education 100% of the time. This was a great achievement despite the fact that these results only
involved two patients, compared to eleven in the other audits. The HCPs shared that over the
previous two weeks, “the patient volume was significantly decreased due to the presence of

NUTRITION EDUCATION FOR OBESITY

37

inclement weather caused by Hurricane Michael” (S. Byre, personal communication, October 15,
2018). They went on to state that “the electricity was unavailable for two days, so the clinic had
to remain closed” (S. Byre, personal communication, October 15, 2018).
Another major point of discussion was that the dietary education ICD-10 code, Z71.3,
was discovered to not be a billable code. Originally, this code was thought to provide the added
benefit of practice reimbursement. Unfortunately, this was not the case. The upside to this
discovery was that the code was still needed in order to justify coding for level four and five
patient visits, where the provider spends over thirty minutes with the patient. The plan was to
continue to use this code as a way of coding that patient education was provided.
The final chart audit for October 15th to 28th was completed, followed by the fourth
biweekly staff meeting on October 29, 2018. The fourth biweekly patient chart audit and meeting
minutes can be seen in Appendix V. The HCPs diagnosed obesity ICD-10 code E66.9 54.5% of
the time, documented the dietary education ICD-10 code Z71.3 36.4% of the time, and provided
nutrition education 63.6% of the time. The decrease in compliance was influenced by the fact
that the provider workflow was being reestablished after the inclement weather, in addition to the
fact that the clinic was closing its doors in . In this meeting, the practice owner announced that
she was closing the clinic and that they are no longer accepting new patients. This was a very
difficult moment for everyone. In relation to the project, this decreased patient volume and
possibly HCP morale.
Despite this disheartening news, the HCPs still expressed their pleasure in participating in
the DNP QI project. They commented on how the project facilitator was “very professional,
organized and provided great communication throughout the project process” (S. Byre, personal
communication, October 29, 2018). They also mentioned that this project facilitated a “change in
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their practice, was well received by patients and would be beneficial to other primary care
clinics” (J. Lehr, personal communication, October 29, 2018).
On November 12, 2018, the final project evaluation was provided (Appendix X) to IP
HCPs and the final project discussion, evaluation and plan was discussed. There was an overall
increase in the frequency of the HCPs addressing obesity with obese adults through nutrition
education. On average, the HCPs diagnosed obesity ICD-10 code E66.9 74.75% of the time,
documented the dietary education ICD-10 code Z71.3 64.4% of the time, and provided nutrition
education 82.6% of the time. The comparison of the baseline chart audit results to the overall
post-implementation chart audit results can be seen in Appendix W.
Plan Variation
Throughout the implementation phase there were several occurrences where flexibility
was needed to accommodate changes to the original plan. Originally, the plan was to educate the
entire staff on the project at the lunch meeting on August 30, 2018, but all of the HCPs could not
attend on that particular date. Instead, the two HCPs that were unable to attend the meeting were
provided with a one on one educational session.
There were also technological failures that where not a part of the plan. During the
project implementation phase, the clinic experienced many days where technology was not
functioning at its best. There were times when the wireless internet was not functioning,
inclement weather cause power outages, and equipment failure slowed provider productivity.
This directly impacted the project because if there were limited working computers or the
practice was closed due to a power outage then there are limited to no opportunities to educate
obese adults.
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Finding out that the dietary counseling ICD-10 code Z71.3 was not billable was not a part
of the plan either. The practice manager discovered that they were not getting reimbursed for this
code, as they originally anticipated. From a more positive aspect, the providers continued to use
the code to help justify patient visits that went longer then expected due to the education being
provided.
Another plan variation came when the PA announced she was leaving the practice half
way through the project. This directly impacted the HCPs by increasing their workload. The
most surprising news presented at the end of the project. In the final biweekly meeting, the
practice owner announced that the clinic will be closed by the end of the year. Even though
these incidences were unexpected, the project still made a great impact on this clinic and in this
community.
Summary
The implementation process has been both challenging and rewarding. The QI project is
in an ideal setting since IP serves a vast population of obese adults in Durham, North Carolina.
The participants that were recruited were English speaking obese adults between the ages of 18
and 65 with BMIs greater than or equal to 30. The baseline patient chart audit revealed that there
was a disparity in the quality and quantity of nutrition education being provided to obese adults.
The QI project was implemented over several weeks and incorporated four biweekly staff
meetings where the PDSA cycle was utilized. The HCPs where very involved, enthusiastic and
provided great feedback. The HCPs relayed that the patients were very receptive to the
nutritional educational toolkit as well. Unfortunately, due to unforeseen technological
difficulties, inclement weather, equipment failures, staff leaving and the practice closing
indefinitely, there was much fluctuation in the provider audit results biweekly. But despite these
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challenges, there was a drastic improvement in IP HCPs providing nutrition education. The
HCPs went from providing nutrition education to obese adults 27% of the time to 82.6% of the
time. The HCPs at IP actively provided more nutrition education to obese adults more efficiently.
This was an amazing achievement. These results solidify the practice change that has occurred.
The next chapter will discuss the evaluation of the practice change initiative by further
elaborating on participant demographics and intended outcomes.
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Chapter Six: Evaluation of the Practice Change Initiative
The major theme of implementing this Quality Improvement (QI) project was to conduct
a practice change. At the completion of this project, the practice had adopted an efficient process
of providing nutrition education to obese adults. In order to understand the change that occurred,
it must be evaluated. This chapter will discuss the project patient demographics, intended
outcome and the findings.
Participant Demographics
The primary population for the project were the HCPs at IP primary care clinic. The
HCPs consisted of one FNP, one PA, two MDs and three MAs. The target population requiring
nutrition education included only English-speaking adults between the ages of 18 and 65 years
that are categorized as obese with body mass index (BMI)’s greater than or equal to 30. The
inclusion criteria for the participants in this project were all obese adults that presented to IP for
their annual physical exam or to establish care, who were between the age of 18 and 65 that
spoke English. Therefore, 1) all non-English speaking patients; 2) who were not obese; 3)
younger than 18 and older than 65 years old; 4) that did not present for their annual physical
exam or to establish care were excluded. The primary participant demographics that were
collected was participant age and BMI, which is displayed in table 1 and table 2.
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Table 1 Participant Demographics: Age (years)
Week 1
22
45
44
59
30
30
57
55
52

Week 2
41
42
40
30
54
39
52
47
54

Week 3
48
52

Week 4
25
40
51
60
43
43
48
52
56
55
60

Table 2 Participant Demographics: Body Mass Index (BMI)
Week 1
34
32
30.1
30.2
30.5
31.4
32.8
42.4
35.5

Week 2
37.5
31.7
37.8
36.1
33.7
49.4
36.5
39.2
32.6

Week 3
40
34.1

Week 4
33.1
33.7
30.3
30.5
33.7
34
42.1
34.7
31.6
39.1
39

As a way of providing a measurable outlook of the overall project evaluation, a survey
was provided (Appendix X) to IP HCPs. They were asked to use a Likert scale to rate the student
facilitating the DNP QI project and the overall DNP QI project. They were given the option to
select the option of never, rarely, sometimes or always for a total of ten questions. Both HCPs
that filled out the survey selected that the student facilitating the project always delivered the
project education and material in a clear and structured manner, was knowledgeable and
enthusiastic about the topic, was well organized and prepared, and actively provided support
throughout the project process. They also selected that the DNP QI project always facilitated a
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positive practice change, the toolkit contained practical examples and useful techniques, patients
were receptive to the information in the toolkit and the toolkit made providing education more
efficient. They overall selected always for whether they would recommend this DNP QI project
be implemented in other primary care settings.
Intended Outcome
The DNP QI project was developed to address the problem that there were a large
population of obese adult patients at IP that were not received any nutrition education. IP had a
system issue that needed to be addressed so that patients can receive the quality care they
deserve. The DNP QI project’s intended outcome was to implement an efficient process for the
HCPs at IP to provide nutrition education to obese adults.
Findings
This outcome was measured by how many patients charts the HCP documents all three of
the following: the appropriate obesity ICD-10 code, dietary counseling ICD-10 code and
documentation of nutrition education provided. The results of the pre-implementation chart audit
revealed that the HCPs were diagnosing obesity ICD-10 code E66.9 33% of the time,
documenting the dietary education ICD-10 code Z71.3 1% of the time, and providing nutrition
education to obese adults 27% of the time. After the project was implemented there was an
overall increase in the frequency of the HCPs diagnosing obesity, documenting dietary
counseling and overall providing nutrition education to obese adults. On average, the HCPs
diagnosed obesity 74.75% of the time, documented the dietary education 64.4% of the time, and
provided nutrition education 82.6% of the time. This is display in figure 1.
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Figure 1

Pre vs. Post Project Implemenation
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Summary
The DNP QI project was thoroughly evaluated in this section to provide a greater
understanding of the significance of the successful practice change that occurred. The
participants demographics gave insight into the individual who where the primary population as
well as the targeted population. I the HCPs also provided insight into the project evaluation
process by completed an evaluation survey. There were able to highlight the project was
successful and how they would recommend it in other primary care clinical setting.
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Chapter Seven: Implications for Nursing Practice
The American Association of Colleges of Nursing (AACN) published the Essentials of
Doctoral Education for Advanced Nursing Practice, which detailed the curricular elements and
competencies required by all Doctor of Nursing Practice (DNP) programs (Springer Publishing
Company, 2016). The DNP Essentials outline eight foundational competencies, that are required
of all DNP graduates, that reconceptualized nursing education to address the increasingly
complex needs of a modern healthcare system (Springer Publishing Company [SPC], 2016). This
DNP Quality Improvement (QI) project was constructed and implemented with the intent of
fulfilling the DNP essentials. This chapter will outline all eight DNP essentials in relation to the
completed DNP QI project.
Practice Implications
As stated in previous chapters, this DNP QI was developed to fulfill a need by facilitating
a practice change. The healthcare provider (HCP)’s at IP served a large population of obesity
adults but lacked an efficient system of providing them nutrition education. This DNP QI project
facilitated the practice change need to efficiently provided more nutrition education to obesity
adults. This project created a process for HCP led nutrition education, with the use of a toolkit,
for adults age 18 and older with BMI’s greater than 30 over a twelve-week period. The nutrition
education was provided via a toolkit that encouraged patients to obtain healthier weights and
make healthier food choices in order to manage or prevent chronic illness.
Essential I: Scientific underpinnings for practice
This DNP essential emphasis the importance of using science-based concepts and
theories to evaluate and enhance health care delivery and improve patient outcomes (SPC, 2016).
This project was developed to address the epidemic of obesity. As previously highlighted, the
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prevalence of obesity is on the rise, which makes it a priority of healthcare systems since obesity
influences the development and exacerbation of multiple medical conditions. It has been proven
that nutrition education, especially with a focus of on the Mediterranean style diet (MSD), has
helped to combat obesity. These findings created the foundation of the DNP QI project.
Evidence-based change theories, such as Lewin’s Force Field Model, were utilized in the
development and implementation of this project. This theory involved three steps, unfreezing,
moving or change, and refreezing (Butts & Rich, 2017). Applying this theory helped to facilitate
the organizational change that needed to occur in order to fill the gap in care. This project was
deemed successful because it achieved the refreezing state, which means that the organizational
change that occurred is complete integrated to the practice. Even though this occurred, there is
always recommendations for future study. A recommendation would include to continue to
implement this project framework in other primary care clinics and research its actual impact on
preventing or managing medical conditions such as pre-diabetes and type 2 diabetes.
Essential II: Organization and systems leadership for quality improvement and systems
thinking
This essential accentuates the DNP graduate’s role in assimilating nursing science and
practice with key skills such as the development of clinical practice guidelines, creating
evidence-based interventions, and evaluating practice outcomes (SPC, 2016). The initiation of
the DNP QI project was promoted by the discovery of gaps in care and the process for which
nutrition education was being provided. This DNP QI project provided an evidence-based
intervention to promote practice change. The increase in nutrition education being provided to
obese adults was the highlight of the practice outcomes. Recommendations for cost-effective
nutrition education initiatives, to improve patient outcomes, may include hardwiring educational
handouts into the electronic medical record (EMR). Making nutrition education materials
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accessible from the EMR will promote efficiency in distribution of materials and will also make
the practice of providing nutrition education more sustainable at the micro, meso, and macro
levels.
Essential III: Clinical scholarship and analytical methods for EBP
This DNP essential focuses on a DNP graduate’s role in assuring accountability of
quality care and patient safety as well as analyzing ethical dilemmas intrinsic to patient care,
health care organizations, and scientific research (SPC, 2016). Advanced education in systems
leadership equips DNP graduates with skills to facilitate meaningful organization-wide changes
in health care delivery, and with government officials to shape initiatives in the health care
agenda (SPC, 2016). A major component of the DNP QI project was to translate research into
practice. Research recommended nutrition education as a solution to decrease the prevalence of
obesity and the project facilitated an intervention to comply with this recommendation.
Leadership skills, that the DNP curricula promotes, were necessary to promote, implement and
disseminate the findings of this DNP QI project. The student facilitator lead QI meetings
biweekly in order to enable change. This project’s evidence-based practice findings were
disseminated to two other local primary care clinics in efforts to improve healthcare outcome for
their patients. The information was very well received at these facilities because they shared
similar patient demographic. Recommendations for dissemination of findings would include
creating partnerships with facilities that share similar demographics to aid in easing the
communication process.
Essential IV: Information systems/technology and patient care technology for the
improvement and transformation of healthcare
This essential prepares DNP graduates to utilize information and patient care
technologies to support practice leadership and clinical decision making (SPC, 2016). The DNP
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educational toolkit utilized in providing nutrition education was incorporated into the EMR. This
allowed the HCPs to update, print and distribute the educational materials with ease. This also
lead to a sustainable practice change. One recommendation would be to incorporate an emailing
feather into the EMR. If the EMR at IP was able to email the nutrition educational materials to
technology savvy patients, it would have been more easily accessible for patients and more cost
effective for the healthcare organization.
Essential V: Healthcare policy for advocacy in healthcare
This essential focuses on arming DNP graduates with the ability to critically exam health
policy with the goal of advocating for social justice and the entire nursing profession (SPC,
2016). Health policy guides the plans, decisions and actions that are needed to take place in order
to meet healthcare goals. Health policy commands healthcare guidelines and makes
recommendations to achieve an optimal state of health. This DNP QI project translated evidencebased research and health policy into actions that improved clinical practice. On a global scale,
the World Health Organization (WHO) has developed dietary recommendations for healthier
populations that promotes the elimination of trans-fat use, more unsaturated fat usage, reduced
salt and added sugar intake, and an increase in intake of fruits, vegetables, legumes, whole grains
and nuts (Malik, Willett & Hu, 2013).
From a national perspective, the Healthy People 2020 campaign leaders outline evidencebased research supporting the health benefits of eating a healthy diet and maintaining a healthy
body weight (Office of Disease Prevention and Health Promotion [ODPHP], 2018). The primary
goals of this objective are to change a person’s diet and weight by addressing individual
behaviors, policies and environments (ODPHP, 2018). The Institute for Healthcare
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Improvement Triple Aim works to (1) improve population health, (2) enhance patient experience
and (3) reduced or stabilize per capita costs (Verma & Bhatia, 2016). The DNP QI project
addresses the patient’s experience through the promotion of a healthier lifestyle which leads to a
better quality of life.
Advance practice nurses have the potential to enact change in any sector of healthcare
policy because of their contributions to the healthcare profession. It is important that they get
involved in policy decision making because the changes that are made by legislatures, ultimately
affect them. Becoming more involved may include being present at local townhall meetings,
looking up who your legislature is and voicing your concerns via phone calls or in person
meetings.
Essential VI: Interprofessional collaboration for improving patient and population health
outcomes
This essential makes DNP graduates ready to take a leadership role in inter-professional
teams (SPC, 2016). With the use of effective communication, they can develop and implement
practice models, influence standards or care, and spearhead scholarly projects. (SPC, 2016). The
HCPs involved in the DNP QI project were two medical doctors (MDs), one family nurse
practitioner (FNP) and one physician assistant (PA). They worked collective with the student
facilitator to create ideas that will help to enable the practice change. What made them so
successful in collaborating was they underline mutual respect for one another both personally
and professionally. The best recommendation that can be made for interprofessional
collaboration is for each individual involved must present with an expectation to give and receive
mutual respect in order to achieve the overall goal of better patient outcomes.
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Essential VII: Clinical prevention and population health for improving the nation’s health
This essential equips DNP graduates with the skills needed to analyze the psychosocial
dimensions and cultural impact on healthcare for populations (SPC, 2016). Determinants of
health such as socioeconomic status, were uncovered during the implementation of this project.
The HCPs found that they needed to investigate and find examples of local grocery stores that
provided healthy food at a reasonable price. They found that some patients understood the
nutrition education provided but found it difficult to budget in healthier food options when
unhealthy option were so much cheaper. The HCPs collaborated by looking through Sunday
newspapers, each week, so that they would be able to share with patients which local grocery
stores where providing the best deal for the week. By equipping patients with this knowledge,
they where able to increase the likelihood of patients in lower socioeconomic statuses to
purchase healthier options. This strategy may have indirectly prevented the purchase of
unhealthy food choices and weight gain.
Essential VIII: Advanced nursing practice
This essential prepares DNP graduates to coordinate wide-ranging need assessments,
mentor other nurses, and guide patients through multifaceted situational changes (SPC, 2016).
The DNP graduate, with a focus in advanced practice, should always focus their efforts toward
prevention whenever possible. The primary prevention strategies that can be enacted, after a
through needs assessment, are limitless. Every healthcare setting, especially those that hire new
DNP graduates, should have protocols in place for providers to educate patients on strategies
they can implement to prevent illness or exacerbation of their illness. Nurse educators who
prepare nurses for advanced practice must emphasize the importance of primary prevention as
well.
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Summary
This chapter highlighted the foundational relevance of the eight DNP essentials with the
DNP QI project. The DNP essentials provide insight on the expectations that are set for DNP
graduates. The curricula developed for the DNP program, pushes nurses to the fullest extent of
their potential. The DNP prepared nurse possess strengths in leadership, community
involvement, advocating for health policy, political involvement, interdisciplinary collaboration,
and translating research into practice. This DNP QI project was implemented with the intent of
addressing each essential in order to make a positive contribution to the health of populations.
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Chapter Eight: Final Conclusions
The DNP QI project aimed to combat the worldview that is influenced by this phrase
“bigger is better.” The project facilitator investigated and uncovered a gap in the care of obese
adults at a local primary care clinic. The problem was identified, and a solution was successfully
implemented. This chapter will discuss the positive impact, potential limitations, benefits and the
methods of dissemination of the project.
Significance of Findings
The clinical significance of implementing the DNP QI project was that there was an
organizational change that occurred for the betterment of patient outcomes. When the HCPs at IP
identified their problem of inconsistently and inefficiently providing nutrition education to obese
adults, they began working diligently to find a solution. Implementing this project made them
conduct frequent self-assessments of how well they were managing their patients. This both
improved their practice as providers and the outcomes of their patients.
Project Strength and Limitations
This DNP QI project exude both strengths and limitations. This project conveys a great
example of translating evidence-based research into clinical practice. This project provided a
solution to combat obesity, a current healthcare epidemic. As well as the fact this project served
a community of patients that not only did they enjoy hearing about the information provided, but
they reported that they would “make lifestyle changes to lead healthier lives” (S. Byre, personal
communication, October 29, 2018). The major limitations in this project was that it was
performed in a small clinic, with four HCPs and the clinic closed at the end of the year so the is
no way to identify if the organizational change would have been sustained in the future.
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Project Benefits
The main benefit of this project was that it indirectly helped a local community clinic by
equipping its local HCPs with a solution to resist obesity. The HCPs have obtained new
strategies and tools to educate their patients with. In addition, the patients of IP have been
equipped with the knowledge they need to help them make healthier choices.
The development of the nutrition education toolkit can be used by other healthcare
practices to assist them in developing an efficient process of educating their patients. This project
can be easily replicated in other practices to elicit similar improvement efforts. This will
facilitate an increase in HCPs promoting obesity awareness and lifestyle modification benefits to
obese adult patients on a larger scale.
Recommendations for Practice
This project was disseminated in several settings. Events for which the project has been
presented include, East Carolina University College of Nursing poster presentation, IP P.C.
Clinic, Richard D. Adelman, MD Family Medicine Clinic and Durham Family Medicine Primary
Care Clinic. In addition, this an abstract was submitted to the Chi Eta Phi International Nursing
Sorority, Inc. Southeast Regional Conference Scholarly Presentation but was not selected. A
recommendation for practice would include additional projects that can be developed such as a
nutritional educational plan tailored for obese adults with type 2 diabetes.
Final Summary
This DNP QI project was both challenging and rewarding. It acted as catalyst for change
and succeeded in facilitating that change. This project highlighted the importance of providing
nutrition education on the Mediterranean diet to obese adults and how to accomplish it
efficiently. The HCPs involved went from providing nutrition education to obese adults 27% of
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the time to 82.6% of the time, post-project implementation. This project facilitated a practice
change. The patients involved in this project were exposed to information that may change their
mindset about eating healthier which may affect their lifestyle. The HCPs involved in this project
stand to encourage many people to obtain a healthier weight. If the successful establishment of
an efficient process to distribute nutritional education to obese adults makes a difference in one
individual’s life, then this project has served its purpose.
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Appendix R
Pre-project Implementation Patient Chart Audit Results and Meeting Minutes

Date: August 21, 2018
Meeting began: August 21st, 2018 12:30 pm
Attendees
•
•
•
•
•

Megan P., PA-C
Shana B., FNP-BC
Robbie B., MA
Susan J., MA
Fiona G., MA

Agenda
•
•
•

Item 1: DNP QI Project Staff Education- PowerPoint provided
Item 2: Results of baseline patient chart audit
Item 3: Project expectations and outcomes

Next steps
•
•
•
•

All Integrative Physician providers will begin implementing the QI project August 31st,
2018.
Erica will post project reminders near provider work stations and place Mediterranean
diet posters in patient rooms by close of business today.
Erica will complete concurrent patient chart audits over the next two weeks.
Next Staff Meeting will be held September 17th, 2018 at 12:30pm

Meeting ended: August 21st, 2018 1:15 pm
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First Biweekly Patient Chart Audit Results and Meeting Minutes

Date: September 17th, 2018
Meeting began: September 17th, 2018 12:35 pm
Attendees
•
•
•
•
•
•
•

Megan P., PA-C
Shana B., FNP-BC
Janet L., MD
Amy C., MD
Robbie B., MA
Susan J., MA
Fiona G., MA

Agenda
•
•
•

Item 1: Efficacy and efficiency of Nutrition Education toolkit
Item 2: Results of First Post Implementation patient chart audit
Item 3: Pros and Cons of DNP QI Project process

Next steps
•
•
•

All Integrative Physician providers will continue implementing the QI project over the
next two weeks.
Erica will complete concurrent patient chart audits over the next two weeks.
Next Staff Meeting will be held October 1st, 2018 at 12:30pm

Meeting ended: September 17, 2018 1:00 pm
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Second Biweekly Patient Chart Audit Results and Meeting Minutes
Date: October 1st, 2018
Meeting began: October 1st, 2018 12:40 pm
Attendees
• Shana B., FNP-BC
• Janet L., MD
• Amy C., MD
• Robbie B., MA
• Susan J., MA
• Fiona G., MA
Agenda
•
•
•
•

Item 1: Results of Second Post Implementation patient chart audit
Item 2: Technology Failure that slowed Productivity last week
Item 3: Pros and Cons of DNP QI Project process
Item 4: Suggestions
o Implementing a HCP personalized report card with each provider personal
progress
Next steps
•

All Integrative Physician providers will continue implementing the QI project over the
next two weeks.
• Erica will complete concurrent patient chart audits over the next two weeks including
HCPs report card.
• Next Staff Meeting will be held October 15th, 2018 at 12:30pm
Meeting ended: October 1st, 2018 1:10 pm
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Appendix U
Third Biweekly Patient Chart Audit Results and Meeting Minutes
Date: October 15th, 2018
Meeting began: October 15th, 2018 12:31 pm
Attendees
•
•
•
•
•
•

Shana B., FNP-BC
Janet L., MD
Amy C., MD
Robbie B., MA
Susan J., MA
Fiona G., MA

Agenda
•
•
•
•
•

Item 1: Results of Third Post Implementation patient chart audit with HCPs report cards
Item 2: Inability to bill for Dietary counseling code Z71.3
Item 3: Decrease patient volume secondary to Hurricane Michael
Item 4: Efficiency of the education and documentation process
Item 5: Suggestions
o Feedback on the toolkit, “Patients love it.”
o More reminders would be helpful.

Next steps
•
•
•
•

All Integrative Physician providers will continue implementing the QI project over the
next two weeks.
Erica will complete concurrent patient chart audits over the next two weeks including
HCPs report cards.
Erica will research billable dietary counseling code.
Next Staff Meeting will be held October 29th, 2018 at 12:30pm

Meeting ended: October 15th , 2018 1:10 pm
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Appendix V
Fourth Biweekly Patient Chart Audit Results and Meeting Minutes
Date: October 29th, 2018
Meeting began: October 29th, 2018 12:33 pm
Attendees
•
•
•
•
•
•

Shana B., FNP-BC
Janet L., MD
Amy C., MD
Robbie B., MA
Susan J., MA
Fiona G., MA

Agenda
•
•
•
•

Item 1: Results of Fourth Post Implementation patient chart audit with HCPs report cards
Item 2: Final Overall results for DNP QI project
Item 3: Overall Project Feedback
Item 4: IP clinic closing

Next steps
•
•

All Integrative Physician providers agreed to continue to use the toolkit to educate
obesity adults.
Project Evaluation form provided and should be returned via email.

Meeting ended: October 29th, 2018 12:58 pm
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Appendix X
DNP QI Project Provider Evaluation Form

DNP QI Project Evaluation Form
Using the survey instrument below, please highlight one answer for each question.
Thank you for participating in this DNP QI project.
Facilitator: Erica Shelly
Date: 10/29/2018
IP Provider: Shana Byre, FNP-BC
The Student Facilitating the Project:

1

2

3

4

5

The facilitator
delivered the project
education and
material in a clear
and structured
manner.
The facilitator was
knowledgeable
about the topic and
any related issues.
The facilitator was
enthusiastic about
the topic.
The facilitator was
well organized and
prepared.
The facilitator
actively provided
support throughout
the project process.

The DNP QI Project:

Never

Rarely

Sometimes

Always

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4
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Disagree

Agree

Disagree
1

2

3

4

5

The DNP QI project
facilitated a positive
practice change.
The DNP QI project
toolkit contained
practical examples
and useful
techniques.
IP patients were
receptive to the
information in the
toolkit.
The toolkit made
providing education
more efficient.
I would recommend
this DNP QI project
be implemented in
other primary care
settings.

Strongly
Agree

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

DNP QI Project Evaluation Form
Using the survey instrument below, please circle one answer for each question.
Thank you for participating in this DNP QI project.
Facilitator: Erica Shelly
Date: 10/29/2018
IP Provider: Janet Lehr, MD
The Student Facilitating the Project:

1

The facilitator
delivered the project

Never

Rarely

Sometimes

Always

1

2

3

4
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3

4

5

education and
material in a clear
and structured
manner.
The facilitator was
knowledgeable
about the topic and
any related issues.
The facilitator was
enthusiastic about
the topic.
The facilitator was
well organized and
prepared.
The facilitator
actively provided
support throughout
the project process.
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1

2

3

4

1

2

3

4

1

2

3

4

1

2
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Strongly

Disagree

Agree

Strongly

The DNP QI Project:

Disagree
1

2

3

4

5

The DNP QI project
facilitated a positive
practice change.
The DNP QI project
toolkit contained
practical examples
and useful
techniques.
IP patients were
receptive to the
information in the
toolkit.
The toolkit made
providing education
more efficient.
I would recommend
this DNP QI project
be implemented in
other primary care
settings.

Agree
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NUTRITION EDUCATION FOR OBESITY
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