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Abstract
Obesity has become a major health problem.  The disease and its associated comorbidities impact health of patients and increase healthcare costs.  Primary care providers have the potential to proactively address weight management.  The importance of both prevention and treatment of obesity argues for addressing this matter at every provider-patient encounter.  The literature suggests that a large percentage of providers do not broach the subject of weight management with patients.  The American Heart Association (AHA), American College of Cardiology (ACC) and The Obesity Society (TOS) have developed a guideline for dealing with weight management.  It is lengthy, however, and a modified and quick reference tool that outlines the suggested interventions may assist providers.  The purpose of this quality improvement project is to evaluate whether the use of a modified version of the AHA/ACC/TOS guideline is feasible, and whether providers express more comfort in addressing obesity issues with use of the protocol.  The utilization of a brief moderated version of the protocol may improve the frequency of use thereby effectively addressing weight management interventions.  Providers utilized Watson’s Theory of Human Caring to engage patients in conversations about weight.  The AHA/ACC/TOS guideline was utilized to create a brief one page protocol for use at each patient visit for ten days.  The providers kept a tally of how many patients were seen and listed reasons that prevented the modified guidelines from being utilized.  Analysis of the data suggest that the use of a modified protocol may facilitate the discussion of weight management.  

A Quality Improvement Initiative to Improve Weight Management in Primary Care  
Chapter One: Weight Management in the Primary Care Setting
Obesity is a common issue facing our society.  Obesity affects every race, age and sex (Smith & Smith, 2016).  Its impact is evident in health care costs, insurance premiums, time off work related to health issues and advancement of disease processes (Spieker & Pyzocha, 2016).
Background and Significance 
Obesity has become a major health problem in the United States, a reality of more than one-third (34.9% or 78.6 million) the adult population in America (Center for Disease Control and Prevention, 2015).  In addition to being injurious to health, obesity is frequently accompanied by its “comorbidities”, such as obesity-related type 2 diabetes, hypertension, coronary heart disease, gall bladder disease, breast cancer, endometrial cancer, colon cancer, and osteoarthritis are also problematic (Spieker & Pyzocha, 2016) as well as heart failure, increased risk for stroke, atrial fibrillation, lipid abnormalities, and coronary disease (Smith & Smith, 2016).  It is estimated that medical costs associated with obesity range as high as $209.7 billion and account for more than 20% of all healthcare spending in the United States per year (Spieker & Pyzocha, 2016).  These chronic conditions make health care management at the primary care level more complex.
Data collected from conversation with the patient during the primary care visit provides an opportunity for monitoring the prevalence of chronic disease and associated risk factors as well as counseling the patient (Ghosh, Charlton, Girdo, & Batterham, 2014).  The provider in the primary care setting has the potential to proactively address weight management to assist in building a foundation of empowerment within the patient.  By consistently educating patients on behaviors and lifestyle choices providers can guide patients to help make significant changes in order to offset the devastating effects of this preventable disease. 
Despite the opportunity provided by the primary care setting there is evidence in the literature that primary care providers, hereafter referred to as providers, are not consistently discussing obesity with his/her patients.  For example, in one study 544 adult patients were monitored to assess the frequency of provider communication regarding weight and only fifty percent of visits included weight discussions (Antognoli, et al., 2014).  Several reasons have been suggested for this omission.  They include providers feeling inadequate with the management after certain interventions, such a bariatric surgery, lack of time during the visit, limited training, low expectations for success, and worry of being offensive to patients (Blackburn, Stathi, Keogh, & Eccleston, 2015).
But if a protocol related to prevention and/or treatment of obesity were developed for use with every patient in the primary care setting then perhaps such conversations would become standard practice.  There is such a protocol but it has not been evaluated for its acceptability to providers and/or patients.  The American Heart Association (AHA), American College of Cardiology (ACC) and The Obesity Society (TOS) have developed detailed guidelines to address the prevention and treatment of obesity.  However, in review of the guidelines, it is easy to identify obstacles that may affect provider usability such as familiarity with the protocol, agreement with recommendations and timing constraints.  
Problem Statement
The purpose of this quality improvement project was to implement a uniform protocol with providers in a primary care setting to determine whether use of a protocol is feasible and acceptable to providers in that setting.  A brief modification of the AHA/ACC/TOS guidelines was developed.  By utilizing a brief modified version of the guidelines it may be that the provider will be able to consistently use the new tool to effectively address weight management interventions.  These interventions will reinforce good behaviors and/or increase awareness of the risks of being overweight or obese.  The research question therefore is: Does the utilization of a modified version of the AHA/ACC/TOS guidelines affect provider’s willingness to discuss weight management?      
Justification of Study
Society as a whole encounters the negative impact on health that is produced by obesity.  If obesity continues to become more prevalent, the health status of our society will continue to decline as well.  Therefore, the phenomenon of the provider’s approach to addressing obesity should be evaluated.  
Furthermore, a recent study revealed that patients most likely to make an effort at weight loss were those who received counseling by a provider (Clark, et al., 2016).  Weight loss counseling significantly influences those who need to lose weight.  It is necessary for providers to overcome their uncertainties and anxieties related to this topic.
Additionally, weight loss can help alleviate discomforts associated with other health conditions.  For example, Masheb, et al., (2015) found that the clinical care of patients with the combination problem of pain and overweight/obesity can be significantly impacted by weight loss.  Providers should not be hesitant to discuss weight management with these patients.  Weight stabilization and even good weight loss outcomes are within reach.
Given the opportunity to impact the health status of what is becoming the majority of our population, this project can make a meaningful difference in the lives of patients.  Obesity plays an influential role in other co-morbidities.  Therefore treatment is a priority when addressing healthcare needs.  
Conceptual Framework
Healthcare needs are determined by several factors.  The mixture of provider insight and patient interest guides the prioritization of disease management.  Jean Watson identified ten caritas or core principles that will help establish the foundation necessary to impact provider-patient relationships.  The Theory of Human Caring developed by Jean Watson is the theoretical framework that will be utilized during this project.  The utilization of three of Watson’s caritas principles, specifically: being authentically present, developing trust, and being supportive of the expression of positive and negative feelings, will aid the provider in obtaining a higher degree of comfort when addressing weight management (Wagner A. L., 2016).  
Authentically present.  Authentic presence exists when the provider is focused and in the moment (Altman, 2016).  Humans, by nature, will drift off; those who are authentically present recognize that, and return to the interaction.  Being present in every respect, sets the stage to establish trust, and creates a moment for accepting change, frankness, and risk-taking.  Authentic presence is the habitual integration of one’s beliefs, feelings and behaviors that creates an energetic field that originates from the heart.  To elaborate, being authentically present involves the provider becoming real and comfortable when discussing disease management.  This can be seen in how frequently the BMI is discussed, interventions are ordered and the AHA/ACC/TOS guideline is utilized.  To increase comfort with this sensitive subject, providers will engage patient conversations through use of motivational interviewing (MI) techniques.  MI is a patient-centered, approach that enhances the patient’s intrinsic motivation to be goal oriented in regards to behavior change.  A hallmark of motivational interviewing is effectively working with and through a patient's ambivalence to prompt a change in behavior (Kelley, Sbrocco, & Sbrocco, 2016).  
Developing trust.  Trust can be seen in two dimensions: character: which includes one’s motive, integrity, and intent, and competence: which describes one’s capabilities, outcomes and track record (Covey, 2009).  Communicating in an open transparent manner demonstrates respect and develops trust.  Likewise, clarifying expectations, confronting reality, and being honest strengthens the trust relationship between the provider and the patient.  A good foundation for trust begins with listening first, to understand the level of commitment or concern the individual patient has for the problem at hand. 
Once the foundation of trust is established, providers may be able to decrease apprehensions regarding feelings of isolation when addressing weight issues with patients.  Developing trust is essential.  Providers list this as one barrier to mentioning weight management in the small time frame a visit extends due to concerns of alienating patients instead of developing trust (Blackburn, Stathi, Keogh, & Eccleston, 2015).  To further alleviate the anxieties providers may feel, the use of MI techniques will allow the patient to identify their own barriers to weight loss, increasing activity, and behavior modifications.  
Supportive of feelings.  Additionally, Watson’s principle of supporting the expression of positive and negative feelings increases trust while establishing a provider-patient relationship that goes beyond preconceived boundaries that limit care.  When the patient expresses those feelings, or hindrances, the provider can implement motivational interviewing skills to evoke change talk or use reflective listening to advance the conversation.  Through the use of MI techniques providers will demonstrate ease when presenting sensitive healthcare priorities.  The aim in motivational interviewing is to create forward momentum and to then employ that momentum to create change (Wagner & Conners, 2015).
As a provider, the utilization of Watson’s theory will be an instrumental foundation for success with this protocol.  The provider will utilize MI techniques, and therefore easily recognize when redirection or encouragement is needed.  For example, if the provider asks the patient to rate their willingness to change a behavior on a scale of 1-10, the patient is able to answer honestly without fear of judgement.  There are no correct scores, just subjective information that allows the provider to gain a sense of priorities from the patient’s perspective.  
Assumptions.  The assumptions are: 1. Providers do not discuss the patient’s BMI at every patient encounter; and 2. Weight management will significantly impact population health.  These assumptions are essential in developing criterion for this project.


Chapter Two: Literature Review
A literature search was originally conducted using PubMed.  The key terms identified were obesity and primary care, with filters for 5 years, in which 3089 articles were identified.  The search was narrowed to illicit treatment, prevention and economic factors. 
Literature Review
The literative review conducted for this project consisted of a Pub Med and Cinahl identifying 2,012 potentially relevent articles regarding weight management and primary care.  Exclusions were made for duplicates, and articles not pertainging to the applicapable concepts.  Additionally, 314 abstracts were reviewed, thus narrowing the selection to attain the most appropriate literature foundation.  This resulted in 43 articles incorporated in this project. (Appendix D)    
Statistics on Obesity
The incidence of obesity impacts 17.9% of youth and 34.9% or 78.6 million adults in the United States (Ogden, Carroll, Kit, & Flegal, 2014).  Obesity rates vary by age, with 30.3% of people 20 to 39 years of age, 39.5% of 40 to 59 year olds, and 35.4% of individuals sixty and older affected by this medical condition (Levi, Segal, Rayburn, & Martin, 2015b).  Additionally, overweight and obesity account for almost 3.4 million deaths annually (Smith & Smith, 2016).  The economic health-care burden in the US increases significantly as obesity-related comorbidities require ongoing treatments.  As a result, the increased risk of comorbidities connected with obesity could point to substantial spending (Li, Blume, Huang, Hammer, & Ganz, 2015).
Racial and Ethnic Disparities
The prevalence of overweight and obesity vary by ethnicity.  In the United States 47.8% of Black adults are obese, compared to 42.5% Latinos and 32.6% of White adults.  Similarly, 82% of Black women are overweight or obese, compared to 77.2% of Latino women, and 63.2% of White women (Levi, Segal, Rayburn, & Martin, 2015a).  Additionally, the incidence of obesity has drastically increased in the past 15 years, specifically, the Black adult occurrence has increased by over eight percent, and Latino obesity rates have gone up by ten percent (Levi, Segal, Rayburn, & Martin, 2015a).
Comorbidities
Obesity is common, serious and costly.  Obesity has been labeled as one of America’s number one health problems due to the increased incidence and devastating impact on other major medical conditions (Guh, et al., 2009).  Overweight and obese people are at risk of several other medical conditions which can set the precedent for further morbidity and mortality.  Obesity-related conditions include all cardiovascular diseases, type II diabetes and all cancers excluding esophageal in female, pancreatic and prostate cancer, asthma, gallbladder disease, osteoarthritis and chronic back pain (Guh, et al., 2009).  Additionally, obese patients are more likely to fall (≥1 fall per year) regardless of age, resulting in additional medical problems (Kim, Kim, Sim, Park, & Choi, 2016).  As the incidence of multiple comorbidities compound, the likelihood of disability increases (Kinge, 2016).
Because it’s such a problem, providers have a strong role in treatment and prevention.  Goldkamp, Anderson, Lifits-Podorozhansky, and Gavard (2015) found that health care providers often fail to acknowledge, under-diagnose or focus on obesity only in conjunction with comorbidities.  Conservatively, only 40% to 60% of patients who are obese receive counseling regarding obesity from their provider, and this percentage is declining (Goldkamp et al., 2015).  Patients tend to improperly self-assess their BMI status, therefore, not surprisingly, patients who are made aware of the need to lose weight, are more likely to pursue weight loss  (Dorsey, Eberhardt, & Ogden, 2009).  Moreover, Dorsey et.al, (2009) found  racial/ethnic minorities, and patients with lower education levels had misperceptions concerning their appropriate weight classification.  Knowng this, it is imperative providers integrate patient counseling and direction to make patients aware of their current weight status and need for management if indicated at each encounter. 
Treatment for Obesity 
Obesity is a chronic disease that necessitates an array of lifestyle and medical interventions.  Approaches to weight loss include behavior modification, diet modification, medication management, and surgical intervention.  It is not uncommon to employ multiple interventions depending on severity of the issue.
Behavior modification.  One option for weight management is behavior modification.  It can be categorized several different ways, but for the purpose of this paper, physical activity, and social environment will be addressed.  The connection between exercise and greater health outcomes is well established, and should be considered as a cost effective measure to be universally recommended as a first line treatment for virtually every chronic disease (Sallis, et al., 2015).  Furthermore, documentation of exercise habits, and recommendations for those not attaining 150 minutes per week is encouraged to promote compliance.  Assessment of barriers that limit physical activity and the employment of technology like smart phones applications to track activity are helpful (Sallis, et al., 2015).  
The social environment in which food is consumed also plays a role in dietary intake.  From a behavioral modification standpoint, limiting temptations will increase success in any weight loss endeavor.  For instance, pre-planning to eat prior to parties, packing healthy snacks and increasing water consumption are likely to increase success.  A combination of education, exercise, and incorporating behavior change strategies, has demonstrated improvement in health outcome measures (Hetherington, Borodzicz, & Shing, 2015).  Additionally, controlling how and when food is served aides in decreased intake.  For instance, smaller plate size and timing of meals, often referred to as external cues, tend to diminish internal cues of desire to eat and fullness (Drohan, 2002). 
Diet modification.  Another option for weight management is diet modification.  A variety of approaches are available such as low carbohydrate intake, low fat intake, and calorie restriction, to name a few (Jensen, Ryan, Apovian, Ard, and Comuzzie, 2014).  Recommendations and management of dietary counseling and weight loss follow-up that is provided by the provider facilitates weight loss maintenance (Lenoir, Maillot, Guilbot, and Ritz, 2015).  A healthy consumption that emphasizes appropriate portion sizes, and nutrient-dense foods is essential (Franz, 2016).  Portion control plates have proven beneficial when combined with tele-coaching as a weight management strategy for obese women (Huber, et al., 2015).
A low carbohydrate diet has proven to demonstrate better control of glycemic index, serum lipid profiles and body weight (Sasakabea, Haimoto, Umegaki, and Wakai, 2015).  Furthermore, a significant decrease in visceral adipose tissue and subcutaneous adipose tissue, in men and women who consumed about 40% energy from carbohydrates (Sasakabea et al., 2015). .
Medication management.  Pharmacotherapy is another option in the weight management toolbox.  Some currently used medications include Orlistat, Metformin, Phentermine, Belviq, Qsymia, and Liraglutide.  Although medications have shown temporary reductions in weight, most require other weight modification measures in conjunction with medication (Alizadeh, Khosravi, & Borna, 2013).  Additionally, the side effects associated with these medications can be a determent to compliance.
Surgical intervention.  For those who are severely obese, bariatric surgery may be a possibility as listed in the guidelines.  Most bariatric procedures are performed using laparoscopic techniques.  The surgery restricts the amount of food the stomach is able to hold, causes malabsorption of nutrients, or by combination of the two, resulting in weight loss.  Gastric bypass, the sleeve gastrectomy, the adjustable gastric band and the biliopancreatic diversion with duodenal switch are four options currently used today.  The gold standard is the Roux-en-Y gastric bypass (American Society for Metabolic and Bariatric Surgery, 2016).  Although this may be an alternative for treatment, there are constricting factors such as insurance coverage and current health condition that may limit this option.
Prevention of Obesity 
Education is the foundation of obesity prevention.  Prevention of obesity can be promoted by focusing on core behaviors such as addressing dietary intake, physical activity, and sleep.  Providing concrete suggestions with handouts are preferable and early prevention has better outcomes than treatment at later stages (Pandita, et al., 2016).  For instance, during infancy, age appropriate guidelines for feeding support growth and may help reduce the risk of developing overweight and obesity (Mackey, Olson, DiFazio, & Cassidy, 2016).  Additionally, understanding food cues, and alternative soothing techniques equip parents with complementary ways to address their child’s needs before detrimental feeding habits develop (Mackey et al., 2016).  
Importance of the Problem 
There are many factors that contribute to obesity.  Genetics, environment, socioeconomic status, and individual choice all factor into the equation (Smith & Smith, 2016).  Additionally, obstacles to achieving or maintain a normal weight include family influences, societal expectations, cost, and failure to maintain weight loss (Goldkamp, Anderson, Lifits-Podorozhansky, & Gavard, 2015).  Because there are so many factors, providers may deem the problem to be insurmountable and therefore may ignore any attempt to treat the condition.  Genetics undeniably play a role, but when comparing the influence the top 32 genetic risks have on BMI, it is obvious other obesity risk factors play a larger role (Hruby & Hu, 2015).  
Environment and socioeconomic status may play a more significant role in the prevalence of obesity than previously thought.  For instance, years ago, the wealthy were thought to be more at risk for obesity, simply because there were more resources to purchase delicacies (Hruby & Hu, 2015).  As Hruby and Hu (2015) note, marketing companies now target those of low socioeconomic status with cheap and highly available food, thus increasing the risk for obesity.  The difference in how people physically work, move from place to place, prepare meals, and do life is literally the root of the problem, turning a once rare disease of the affluent into an acceptable plot in life for many (Hruby and Hu, 2015). 
Weight management is an on-going issue that impacts multiple aspects of our society.  The high demands of everyday life trigger poor food choices and an increase in sedentary lifestyle.  This results in a culture that becomes complacent, therefore, it is helpful for providers to broach this subject at every encounter.  By seizing the opportunity, the provider puts weight management as a priority and identifies it as a major health concern that has the potential to intensify other disease states the patient may experience. 
Factors that Influence Provider Approach
Providers encounter many barriers when it comes to weight management counseling.  The language associated with weight management such as the term “fat” may be found offensive, thus limiting provider communication (Kushner, 2015).  Additionally, providers list a focus on treating acute illnesses instead than offering preventive care, time constraints, inadequate training and unfamiliarity with the protocol as barriers (Yaemsiri, Slining, & Agarwal, 2011).  
Weight discrimination is likely a common occurrence in the lives of overweight or obese patients.  Therefore, the language associated with this chronic disease is sensitive in nature and often offensive to the patient.  Patients prefer words such as body mass index, unhealthy weight, and excess weight as opposed to words such as heaviness, obesity, or excess fat (Kushner, 2015).  
Uncertainty as to which protocol to follow might be another issue that delays provider engagement.  In 2013, a joint venture with the American Heart Association, the American College of Cardiology, and The Obesity Society led to the development of a suggested approach to managing patients with overweight or obesity in the primary care setting.  Additionally, the Endocrine Society issued guidelines concerning the pharmacologic management of obesity in 2015 (Kushner, 2015).  Whereas, the AHA/ACC/TOS guidelines were established in collaboration and support of multiple stakeholders, a different set of guidelines offer choices which may paralyze the decision to use any protocol. 
Another deterrent to providers using the protocol may be provider’s limited knowledge regarding postoperative management of patients who have undergone the surgery (Tork, et al., 2015).  The lack of consistency in practice may support this.  For instance, although providers acknowledge the benefits of bariatric surgery, patients are infrequently referred for surgical evaluation and treatment (Tork, et al., 2015). 
Additionally, time constaints may impact the provider’s decision to address weight concerns.  Typically visits for acute illnesses are limited in time and therefore, providers do not attempt to discuss chronic conditions unless such discussion are initiated by the patient (Yaemsiri, Slining, & Agarwal, 2011).   
Attitudes and knowledge regarding evidence-based practice may not influence provider behavior as much as a change due to institutional policy (Barnes, Theeke, & Mallow, 2015).  Policy or protocols often guide in treatment of complex conditions.  Although providers are considered the backbone of the U.S. healthcare system, it is doubtful they are fully utilizing the policy and procedures for obesity treatment.  


AHA Protocol Development
The goals of the American College of Cardiology (ACC) and the American Heart Association (AHA) are to prevent, improve management of those who have, and to develop standards of care regarding cardiovascular diseases (Jensen, Ryan, Apovian, Ard, and Comuzzie, 2014).  Obesity is directly related to cardiovascular disease, and thus a collaborative effort with these organizations and The Obesity Society resulted in AHA/ACC/TOS Guideline for the Management of Overweight and Obesity in Adults.  The guidelines are evidence-based and were developed using evidence from years of rigorous research.  Unfortunately, the guidelines are not widely utilized and suggested reasons include the length of the protocol, as well as provider unfamiliarity with this evidence-based protocol (Goldkamp, Anderson, Lifits-Podorozhansky, and Gavard, 2015).  
The recent AHA/ACC/TOS Obesity Guidelines support the use of primary care weight loss programs with an emphasis on lifestyle interventions.  Motivational interviewing has also been identified as a helpful communication technique in weight management (Huber, et al., 2015).  Therefore, the combination of a modified version of the guidelines and motivational interviewing techniques may alter provider practice and increase consistency of provider initiated conversation regarding weight management.
Current Practice in Primary Care
Currently primary care providers approach weight management in a variety of ways.  The current documentation criterion of electronic health records (EHR) offers the ability to monitor chronic disease prevalence and its associated risk factors at the primary care level, which is promising when evaluating the impact of treatment (Ghosh, Charlton, Girdo, & Batterham, 2014).  However, most providers’ current practice does not include tackling the problem with weight management seen so frequently today (Goldkamp, Anderson, Lifits-Podorozhansky, & Gavard, 2015).  Ultimately, in order to succeed all available resources will need to be utilized and continuous investigation is essential to add new means in efforts to help patients, families and communities become more active (Sallis, et al., 2015).


Chapter Three: Methodology
The plan-do-study-act (PDSA) cycle was the methodology utilized in this project.  The Institute for Healthcare Improvement promotes the use of the PDSA cycle to accelerate improvement.  It is a valuable tool that documents a test of change (Institute for Healthcare Improvement, 2016).  Health Resources and Services Administration (HRSA) characterizes measurable improvement in health status and healthcare services that results from systematic and continuous actions as quality improvement (Health Workforce Technical Assistance Center, 2016).  This model provides insight for quality improvement modifications that may offer better results when implemented on a larger scale.
Project Design
The project utilized a qualitative descriptive design with a pre and post open discussion with providers regarding the AHA/ACC/TOS modified intervention trial.  The pre discussion utilized Watson’s conceptual model to identify barriers to the application of the clinical practice guidelines.  The plan of this project was to evaluate the idea of bringing up weight management with all patients at the practice for a ten-day period.  The intervention began with a conference between the two providers and the researcher.  At that time the team discussed the intervention including the modified version of the protocol, motivational interviewing techniques which may be used with the patients and the utilization of the tracking tool.  Following the pre discussion, the providers implemented a modified protocol with all patients for a total of ten days.  At the end of the ten day data collection period, information from the tracking tool was examined and a post discussion was utilized to further discuss the providers’ response to the interventions.  Likewise, the post discussion assessed for any changes regarding previous barriers, knowledge, and use of motivational interviewing.  

Setting
The primary care office in which the intervention was implemented is part of a large hospital system located in western North Carolina.  The practice provides medical care for patients of all ages, including infants, children, adolescents and adults, and older adults.     
Sample
The participants included one physician and one nurse practitioner who are full-time providers at the practice site.  They are referred to in this report as providers.      
Methods
"Plan, Do, Study, Act" is a framework for initiating quality improvement projects.  In this framework the problem is first analyzed and a possible intervention is "planned".  Next, in the "Do" phase the intervention is executed on a small scale.  In the "Study" phase the results of the small scale intervention are studied, and finally, in the "Act" phase the intervention is refined and implemented on a larger scale.
In this project the intervention was planned and then carried out on a small scale with two primary care providers.  The "study" phase is reported in the results section of this paper, and the "act" phase is represented by recommendations for future interventions. 
The PDSA cycle was utilized to implement a modified version of the AHA/ACC/TOS guideline.  No patient or provider information was collected.  The goal of the intervention was to evaluate the providers’ thoughts and ease of use with implementing a modified version of the AHA/ACC/TOS guideline.  A modified version was developed to enhance the key objectives of the AHA/ACC/TOS Guideline for the Management of Overweight and Obesity in Adults and to alleviate the complexity of the current format.  


Development of the Modified Protocol
The 2013 AHA/ACC/TOS Guideline for the Management of Overweight and Obesity in Adults is a seventy page document that encompasses the evidence behind the recommendations.  Each intervention was classified and prioritized according to level of evidence.  The interventions were categorized to identify patients who need to lose weight, which included obtaining BMI and waist circumference, matching treatment benefits and risk reduction profiles, dietary strategies for weight loss, lifestyle intervention and counseling, and bariatric surgical treatment options.  Thus it is quite lengthy and not feasible for quick reference during an office visit.  A modified protocol presented as a one page reference tool could be useful in the clinical setting.  
The modifications were determined based on need, time to complete the intervention and/or difficulty explaining the intervention in a limited timeframe.  For instance, an annual measure of height and weight are incorporated into most electronic health records.  Therefore, eliminating that criteria on the protocol made sense, knowing it was captured elsewhere in the chart.  Waist circumference measurements were also eliminated on the protocol, mainly due to time to perform such measures along with a possible lack of needed equipment.  Additionally, the “comprehensive lifestyle intervention” section was minimized because not all practices have the resources for behavioral strategies, individual or group sessions and personalized feedback from trained interventionists on site.  However, each criteria was listed.  This allowed the provider the ability to discuss the resource and promoted the concept of patients sharing responsibility in their health care plans.  For instance, if the intervention was recommended, the patient may seek more information and discuss the feasibility of interventions based on their finances and time. 
The section that included recommendations for bariatric surgery was minimized as well.  This was done in an attempt to simplify the tool to one page in length and still keep it in an easily read format.  In the original meeting with providers, both agreed they were familiar with the concept of patients with comorbid conditions being at increased risk for cardiovascular disease, thus earlier consideration for bariatric surgery might be an option.  
The modified protocol has a body mass index classification rank with corresponding interventions.  The classifications for each weight category was as follows: normal weight (BMI 19-24.9); overweight (BMI >25.0-29.9); obesity (BMI ≥ 30-39.9); extreme obesity (BMI>40.0).  Implementation of this protocol required the provider to discuss the patient´s BMI, as well as have a brief discussion regarding the patient´s interest to act upon that knowledge.  The providers were able to utilize motivational interviewing techniques if they preferred, but it was not required.  A copy of the modified guideline can be found in Appendix A.  
Once the modified protocol was developed several colleagues reviewed the modified tool.  Their feedback regarding ease of use and comprehension helped to guide a few minor revisions.  Adjustments were made regarding categories and flow.  
The tracking tool was reviewed as well.  Improvements were added to provide pre-identified reasons for omitting weight management conversations and space to list outliers.  The data collection boxes were enlarged for convenience. (Appendix B)   
Implementation   
Plan.  The “Plan” phase of this project consisted of a call to the primary care practice manager was made to check interest of provider participation.  A brief overview of the project was explained with contact information provided to allow for follow up after the providers were made aware of the request.  A follow-up call was made to the primary care office resulting in a scheduled meeting to explain the project proposal to the providers in more detail.  
A meeting was held with both providers in attendance as well as the researcher.  In this meeting the protocol was explained.  Preliminary plans for project implementation were also established.  
Review was requested from both Carolinas Healthcare System Institutional Review Board/ Privacy Board and East Carolina’s University & Medical Center Institutional Review Board.  Both IRBs found this project to be exempt.  Approval was obtained from the project site; (Appendix E), and preliminary dates were identified for pre discussion, implementation and post discussion, all pending IRB approval status.  
Do.  The “Do” phase of this project consisted of a pre-implementation discussion with both providers.  It was followed by the implementation phase.  During the implementation phase of the intervention a modified version of the AHA/ACC/TOS weight management guidelines was utilized by each provider.  A post-intervention discussion was held to talk about the implementation and suggestions for future use. 
Pre-implementation discussion.  The discussion was held at the site the implementation of the project was scheduled.  Both providers and the researcher were present.  All tools were explained.  Questions were answered regarding project inclusions and dates for the ten days of data to be completed.  Tentative dates were set for the researcher to check in to answer any questions regarding the implementation phase.  A post-implementation discussion was also scheduled for after the implementation period.  
Tools.  There were three tools utilized with this project.  Each were developed by the researcher.  They are included in the appendix. 
Modified version of AHA/ACC/TOS protocol.  The Modified Version of AHA/ACC/TOS Protocol was the tool used to guide provider discussion.  The modified protocol closely aligns with the AHA/ACC/TOS guidelines.  The modified version was developed to make it easier to follow.  The length of the full version was cumbersome to use as a quick reference and therefore not fully utilized.  The modified protocol was a one page handout that included two columns, the BMI categories and the corresponding interventions.  It was used as a visual to show patients the recommended interventions.  The back of the modified protocol had motivational interview prompts in case the provider needed such a reference.
Patient tracking tool.  A tracking tool was used by each provider to keep track of the total patients seen.  It also provided space to track the number of patients in which the protocol was used and the number for which it was not used.  There were columns to note the reasons for which the protocol was not utilized.  Each tool provided space for ten days of data collection.   
Post-intervention discussion guide.  The last tool was the post-intervention discussion guide.  It was the framework to guide the open forum discussion with providers.  There were several questions to prompt dialogue between the providers and the researcher. 
Implementation period.  The implementation period lasted approximately two months.  During that time each provider chose ten days in which they would utilize the modified protocol with their patients.  Implementation days were selected per provider preference excluding site expansion days.  During those days construction workers were present which created crowded work space. 
Post-implementation discussion.  A meeting was held at the site after both providers completed ten days of data collection.  Both providers and the researcher were present.  Topics addressed included: their comfort level in using the modified AHA/ACC/TOS guideline, if they agreed with the protocol recommendations, amount of time the protocol took to discuss, if they experienced less awkwardness with discussing weight management, and general feelings regarding their future use of the modified tool.  Project evaluation also consisted of reporting discussion results regarding provider ease of use, and recommendations for change to practice. 
Study.  The two areas identified to study were data gathered from the tracker sheet analysis and provider feedback at the post intervention meeting.  Data obtained from the tracking sheets was examined for the percentage of patients with whom the providers were able or willing to discuss the protocol and the number of patients for whom they were not able to do so.  In those cases in which the protocol was not discussed the reasons were examined.  
Data from the notes on provider feedback were studied until an agreement on the major themes were identified by the team.  Results were examined for development of recommendations for future use.  The data obtained from the tracker sheets helped to form an overall impression of the success of this intervention. 


Chapter Four: Results
The purpose of this quality improvement project was to assess whether the use of a modified protocol derived from the AHA/ACC/TOS guidelines can be used by the primary care providers to facilitate weight management discussions in the primary care setting.  The project was implemented in a rural area with two providers, a physician and a nurse practitioner.  The goal was for each provider to utilize the protocol on every patient who met the inclusion criteria for a total of ten days.  A meeting was held prior to the start of the project to explain the modified protocol and tracking tool.  After each provider completed a ten day implementation period, a follow-up open discussion took place. 
The two primary care providers saw a total of 276 patients during the implementation phase of this project.  The modified protocol was used in 155 (56%) of those visits.  The providers opted not to discuss weight management during 121 (44%) of those visits, as noted in Appendix G, Figure 1. 
Barriers to Use of the Protocol as Identified by Providers
Several barriers were identified initially by the two providers as having the potential to influence the use of the protocol.  They included the initiation of a new practice model, construction at the site, and the fact that one provider had left the team necessitating a higher workload for the remaining two providers.  Both providers shared these concerns.  
New practice model.  Initially, one provider was apprehensive regarding the new work flow because of a new care model being initiated within the practice.  Since our initial contact, the corporate entity had decided to implement a Care Model within the practice.  The Care Model is a change in the dynamic of the healthcare team. It introduced a new work flow in which there are two certified medical assistants (CMA) for each provider and one nurse for two providers.  That entailed a change in some staff roles, additional corporate meetings, and the learning curve associated with the change.  The provider was concerned project implementation would not be given a high enough priority in the midst of all the change within the office.
Physical space.  The office was also undergoing physical construction.  The providers expressed concern that the construction noise might hinder implementation of the protocol.  Also the presence of extra people such as construction workers and corporate people who visited frequently to review progress in the small practice setting interfered with the normal flow of the practice. 
Time factor.  The practice usually has three providers.  One provider was on maternity leave which necessitated coverage of her patients by the other providers.  There was also a nurse practitioner student assigned to the practice this semester and providers were concerned that this would slow the workflow.
The initial concerns did seem to have an impact on the implementation of this project.  Each provider decided which days to implement the project and one provider did not implement the project on days fill-in staff was present.  Additionally, when corporate visitors or construction workers were physically present, one provider did not implement the project on those days.  This extended the initial prospective dates of implementation.  Time may have played a role as well.  For instance, one provider forget to utilize the protocol on some patients.  The nurse practitioner student was helpful in that the protocol was utilized on every patient she saw. 
Reasons for Not Using the Protocol
The data suggested that the incidences where the modified protocol was not implemented could be placed in three categories.  They included the provider forgetting, medical indications and provider time constraints.  
Forgetting to use the protocol.  Although one provider did not report forgetting to use the protocol the other provider reported simply forgetting to use the protocol with 26 patients, and so did not discuss weight management issues. 
Medical indications.  Both providers indicated a number of medical reasons for the decision not to use the protocol with particular patients.  Each provider made independent decisions concerning those patients with whom they would use the protocol. 
A. Acute care visits.  Sixty-two patients were seen primarily for acute care situations.  Both providers made conscious decisions not to use the protocol for these types of visits.  Both providers indicated the shortened amount of time with the patients and acute exacerbation of symptoms would have hindered a discussion regarding weight control.  
B. Not appropriate/debilitation.  In another fifteen cases the providers reported not feeling use of the protocol was appropriate due to the patients’ conditions, such as dementia, stroke or cancer.  In these cases, the providers verbalized reasons including poor prognosis, escalated patient need for symptom management, debilitation, and patient’s ability to comprehend the material.  
C. Pre and post hospitalizations.  One provider did not use the modified protocol with five patients due to either a preoperative appointment, or a post hospitalization appointment.  This provider used a “check-off list” for the pre-op patient.  He also addressed laboratory tests, diagnostic tests and plan of care for the post hospitalization visits.  This provider felt the extra weight management discussion would have been too much for the patients to comprehend and that the areas that were discussed rated a higher priority.  
There were two other isolated incidences in which the protocol was not utilized.  The first was an emergency situation in which 911 was utilized, thus the protocol was not used and weight management was not discussed.  The second was a patient who came as a first-time visit to establish care in which case the provider did not utilize the protocol.   
Provider time constraints.  Eleven patients had complex medical problems.  The providers did not feel there was enough time to address the protocol as well as deal with more pressing issues.  Although both providers acknowledged obesity as a co-morbidity factor, they both felt the balance of addressing the patient’s preferences and covering the providers’ priorities took time.  Therefore, health promotion was given a lower priority.
Usefulness of the Modified Protocol Itself
Ease of use.  One provider commented there were not any “negative interactions” with using the protocol.  He clarified “negative interactions” as situations in which the patient was upset by the discussion or blatantly refused to discuss weight management.  He felt it increased his “ability to have deeper conversations” regarding weight management.  He also expressed that on one or two occasions the flow of conversation was awkward when he discussed the intervention regarding a comprehensive lifestyle program, despite the modifications made to that area of the protocol.  However, he did say he was able to address the content in an appropriate manner. 
The other provider commented that she felt the protocol was thorough and provided a visual that listed the specific interventions for patients to follow along as she discussed the recommendations.  There were times she felt the protocol hindered her conversation because she already had a work flow she used to address weight management.  Her workflow involved having a routine conversation which did not necessarily include a full listing of the interventions recommended by the AHA/ACC/TOS.  However, she stated she would be able to utilize the modified protocol more consistently with time. 
Frequency of discussions regarding weight.  One provider mentioned the use of the modified protocol increased his frequency of detailed discussions.  The provider acknowledged that education was able to occur in a quicker, more concise manner.  They felt this made the modified protocol ideal for use in a primary care setting.   
One provider noted that weight management was already being addressed on a regular basis.  The electronic health record had ticklers that prompted providers to address weight management.  However, upon further discussion, it was noted that the ticklers only occur annually. 
Lack of measurable requirement.  At the primary care level providers are required to document specific metrics.  This requirement can be from payer sources or corporate entities.  One provider commented on the stressor of documenting specified requirements for measured data, which did not include weight management interventions.  He was candid with his comment regarding the fact that weight management education is not a measurable metric.  Therefore, when choosing what to prioritize within each visit, weight management does not necessarily get discussed. 
One provider commented that it is only required annually.  They reported they always met that standard.  They also discussed their feelings of being pressured for time and addressing what the patient felt was a priority, therefore, weight management does not get addressed at every encounter.
Provider recommendations.  One provider suggested the responsibility of weight management education could be addressed by a staff person other than the provider.  The provider commented it did not require professional judgement to review the protocol.  The provider felt that based on already strained timelines, the utilization of ancillary staff might provide a more thorough review and discussion.  


Chapter Five: Discussion
This quality improvement project implemented a protocol modified from the 2013 AHA/ACC/TOS Guideline for the Management of Overweight and Obesity in Adults with providers in a primary care setting.  The goal was to examine if whether the use of a protocol is feasible and acceptable to providers in that environment.    
Providers opted to not initiate the protocol with all patients.  Each provider sorted his/her own criteria based on personal preferences.  Both providers chose not to utilize the protocol on acute care visits.  We do not know the specific circumstances, but the providers’ judgment suggested that the use of the protocol is not appropriate in these cases.  The literature suggests, however, that some protocol should be used on all occasions (Pandita, et al., 2016).  We did not locate any reports in the literature in which the nature of the visits were qualified and certain ones deemed unacceptable. 
In some cases the provider simply forgot about using the protocol.  This may reflect the low ranking priority providers place on prevenative health.  It also may indicate the need to establish a measurable metric.  By instituting initiatives that would encourage providers to discuss and document care regarding weight management perhaps a higher priority would be placed on preventative medicine.    
There was also one visit that was a new patient establishment.  Although this might have been the ideal situation to priortize weight management as a goal of care we do not have data exploring why this was ruled out.  It may be that initiating conversations regarding weight management at the start of care may present weight management as a high priority of care.   Or it may be that the provider did not want to risk alienating or embarrassing the patient early in the relationship. 
Treatment of acute illness is also noted in the literature as one of the barriers limiting the use of the protocol.  Yaemsiri, Slining, & Agarwal (2011), discussed the idea that weight loss may seem unachievable for older populations of those with cormorbidities and that counseling regarding modest weight reductions of 5-10% may improve health statuses.  Patients may be able to improve blood pressure, glucose tolerance, and reduce serum lipid levels as well.  The feedback gained from the post discussion concurs with that finding.  
Both providers chose not to apply the protocol when dealing with visits that were acute illnesses.  The providers stated reasons for excluding the protocol with those patients were because the visits were slotted as short time which allowed extra time they considered as valuable to complete previous charting.  One provider indicated they did not find it appropriate to discuss the details of weight loss with someone in acute pain.  The other provider affirmed and also acknowledged it was difficult to capture the patient’s attention when they are dealing with symptoms of an acute illness.
One provider made a conscious decision not to discuss the protocol with 5 patients that were listed as pre-operative or hospital follow ups.  The provider stated during the pre-op visit there were generally forms to complete which made the visit extremely focused.  They also stated the patients are generally anxious and he uses that time to reexplain the procedure and set them at ease.  However, one wonders if there might have been teachable moments during those visits which were forfeited.
Likewise, limitaions in ability and poor prognosis force other priorities within the visit.  Life threatening situations are understandable, and 911 was utilized in one circumstance.  However, there was a generalized lack of detail in most of these occurences which made it difficult to ascertain.
The use of a person other than the provider to discuss weight issues has been suggested in the literature and in practice (Sallis, et al., 2015).  One provider stated it would be a better allocation of resources because discussion of the protocol takes more time.  They suggested having a person within the office to be available for referral if the patient showed interest in weight management.  The greater length of time at each visit limits how many visits the provider can accommodate within a business day.  By placing the responsibility on another person, weight management discussions would not interfere with provider availability.  
One can see the advantages and disadvantages to this approach.  The nature of rerouting conversations diminishes the act of furthering the provider/patient trust relationship.  Blackburn, Stathi, Keogh, & Eccleston (2015) discuss the concerns providers feel regarding alienation of patients by mentioning weight management in a short time span.  It would seem that redirecting the conversation to another person could possibly further alienate the patient, thus decreasing the trust factor even more.  On the other hand, it could provide the patient with more time to discuss personal weight concerns with a practitioner and gain practical advice. 
Another concern would be the responsiveness of patients to other care providers.  Provider collaboration in which individualized feedback alone is offered leads to clinical improvements (Searight, 2009).  Patients may not value or trust advice from someone other than their provider.  On the other hand, specially trained practitioners such as dieticians or other nutrition experts are highly knowledgeable and may more appropriately answer patients’ questions.  
Payment for services are an additional concern.  Knowing screenings would be completed by someone other than the provider raises the question of insurance reimbursement.  Follow up visits based on individual needs may not be reimbursed if conducted by someone other than the provider.  Further exploration for reimbursement are suggested.
One provider mentioned the automated tickler the EHR  system generates.  The tickler is an automatically generated reminder to discuss weight management.  It is designed to create a yearly reminder for the provider.  Once the provider documents the required criteria, the prompt is automatically removed from the chart.  That appears to be in direct contrast with the recommendations from AHA/ACC/TOS guidelines of a discussion at every encounter.  The EHR system utilized by the practice is programmed for infrequent monitoring of key concepts that affect the health of populations.  It was unclear as to what determined the timeframe of an annual tickler.  Further investigation is warranted.
Pediatric patients were not included in the testing of this intervention.  The AHA/ACC/TOS guidelines were developed for adults.  However, pediatric patients may benefit from such a protocol.  Further investigation of a pediatric protocol would be beneficial.  
Modified Version of AHA/ACC/TOS Protocol 
The AHA/ACC/TOS guidelines were developed with the recommendation of use at every patient encounter.  The length of the guidelines may discourage provider use. This project included modifications to the guidelines such as omitting waist circumference, simplifying a flow chart that allows the BMI category to align with recommended interventions, and excluding a detailed summary of each intervention. The elimination of that criteria allows for a shortened protocol to be utilized in a timely manner without too much inconvenience in standard practices.  Modifications were made to streamline the process of weight management discussions and to provide a quick reference to the interventions. The comprehensive lifestyle program is advantageous, therefore, the criteria was listed. The quick reference is helpful and cumbersome at the same time.  It was included in the modified version because the availability of the detailed approach is valuable. 
Further studies would provide insight in regards to the different populations.  This intervention focused on older patients primarily and it was carried out in a rural setting. It may be that there are fewer providers in a rural setting and this then places higher demand on the provider’s time. This can effect provider-patient interaction if overbooking or tight scheduling is an issue. Older patient populations often have multiple comorbidities, which can demand more provider time for assessment of laboratory data and disease states, rendering extra time to discuss the modified protocol as a burden. 
Fear of being offensive and using language associated with obesity were identified in the literature as possible reasons for providers not approaching the subject of weight management (Kushner, 2015).  Another reason listed was lack of knowledge of postoperative care (Tork, et al., 2015).  These did not appear to factor for the providers implementing this project.  
Limitations
One limitation with this project is that it was only implemented in one practice with two providers. Perhaps expanding the implementation to multiple practices would provide a better picture of the impact on patient care. 
A second limitation may be the amount of time the project was implemented. A two week period offers some insight, however a longer period of time may be beneficial.  A longer amount of time might have given a better picture of the situation. 
Another limitation may be the timeline selected for project implementation. Facility reconstruction and new implementation of the Care Model are potential disadvantages due to the changes necessary during transition.   
Recommendations
Several recommendations can be made for further use in implementing this project.  They include, but not limited to testing the modified protocol with a larger sample, utilizing the protocol in the pediatric population, further exploration of annual documentation and the utilization of an alternate care provider.  Consideration of each recommendation will help provide further insight and generalizability of the modified protocol.  
First, the recommendation to expand this study to that of a larger sample size may support the use of a modified protocol.  The modified protocol was only tested with two providers, which limits the demographics.  Additionally, by expanding the use of the modified protocol, it may offer insight to a wider variety of patient mix. Further testing may yield more generalizability for convenience and inclusiveness.
Another recommendation may be to expand the study to focus on the pediatric population.  Given the incidence of pediatric obesity, addressing weight management by use of the modified guidelines might be beneficial with pediatric patients.  The guidelines utilized for this project are for adults, however, consideration for the pediatric population may be suitable.
Further investigation into the practice of documenting a weight management discussion annually might improve the frequency of provider initiated conversations.  However, given that weight management was discussed with 56% of the patients, it is important to acknowledge the influence of weight management discussion could have on disease progression, or lack thereof.  The possibility of decreasing comorbidities makes the modified protocol worthy of consideration as a means to effectively address the problem in a feasible timeframe.
Moreover, the utilization of ancillary staff to provide teaching may benefit the patient, as well as prove to be a cost effective measure.  As suggested by one provider, this measure would alleviate the time burden, and would only be used for those patients interested in the service.  That being said, payment for services may be a factor.
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Appendix A
Modified Version of AHA/ACC/TOS Protocol
	BMI Category
	Interventions

	
BMI 19-24.9

	1. Avoid Weight Gain
2. Calculate BMI annually


	

For the following BMI ranges:

BMI ≥25.0-29.9 with at
least 1 risk factor
(overweight)
	                       1 and 2 Above plus  
3. Assess & Treat CVD Risk Factors
4. Advise >BMI = > risk for CVD, Type 2 Diabetes and mortality. 
5. Assess readiness to make lifestyle changes

{If NOT ready-Advise to avoid weight gain}
      {If YES to readiness-Set health & weight loss goals} 

6. Prescribe calorie restricted diet
7. Counsel for weight loss ≥ 5% body weight
8. Recommend Comprehensive Lifestyle Program: Lifestyle Program should include participation of  ≥6 months and consists of:
· Lower Calorie Diet
· Increase Physical Activity
· Individual/Group Sessions by Trained Interventionist 
· Electronic Delivered Programs (Phone or personalized feedback)
· Consider Pharmacotherapy


	
BMI ≥ 30-34.9
(class I obese)

BMI ≥ 35-39.9
(class II obese)

	

	




	

	

BMI ≥ 40.0 (class III obese)


	
           1-8 Above  and
· Consider Bariatric Surgery Referral



 Adapted From: Jensen, M. D., Ryan, D. H., Apovian, C. M., Ard, J. D., & Comuzzie, A. G. (2014). 2013 AHA/ACC/TOS guideline for the management of overweight and obesity in adults . Journal of the American College of Cardiology, 63(25), 2985-3023. doi:10.1016/j.jacc.2013.11.004                            
  (Jackson, 2016)




(((Back of Modified AHA Protocol)))
Prompts for Motivational Interviewing 
· How willing are you to make changes to your diet? 

· How willing are you to be more physically active? 

· How willing are you to implement behavior modifications such as recording your food intake?


EVOKE CHANGE TALK
· What would be the good things about changing your diet/lifestyle?

· What would your life be like 3 years from now if you changed your diet and activity?

· How can I help you get past some of the difficulties you are experiencing?

· If you were to decide to change, what would you have to do to make this happen?

[image: https://s-media-cache-ak0.pinimg.com/736x/57/b4/e1/57b4e152dd7d6b9e251065c1402169f7.jpg]             
(Jackson, 2016)



 Appendix B
Patient Tracking Tool
	


	# of
patients Seen
	# of 
patients 
protocol utilized
	# of 
patients 
protocol not utilized
	Reason:
Forgot to bring up
	Reason:
Patient refused to discuss
	Reason: Emergency Situation
	Reason:
Not appropriate, end of life
	Reason: Other. (Please indicate reason)

	WEEK 1
	
	
	
	
	
	
	
	

	
Day 1

	
	
	
	
	
	
	
	

	
Day 2

	
	
	
	
	
	
	
	

	
Day 3

	
	
	
	
	
	
	
	

	
Day 4

	
	
	
	
	
	
	
	

	
Day 5

	
	
	
	
	
	
	
	

	WEEK 2
	
	
	
	
	
	
	
	

	
Day 6

	
	
	
	
	
	
	
	

	
Day 7

	
	
	
	
	
	
	
	

	
Day 8

	
	
	
	
	
	
	
	

	
Day 9

	
	
	
	
	
	
	
	

	
Day 10

	
	
	
	
	
	
	
	


Please complete daily.
Thank you for your time and commitment to this DNP scholarly project.

Appendix C
Post Intervention Discussion Guide
This Post Intervention Discussion Guide will be the guiding framework of the provider feedback. Answers will be obtained during an open forum meeting with both providers and myself after the 2 week project is complete to gain insight of each provider’s experience during the implementation of provider initiated weight management discussions at each patient encounter using the modified AHA/ACC/TOS guideline. 
I will be taking notes during this session and no identifying information will be obtained during the project write-up. I’ll start with a few questions and please feel free to interact and add input at any time.  



Questions
I see from the records that you gave me that you managed to bring up the matter of weight management with quite a few patients. Let me first ask you an overall question.  

1. How would you evaluate this process of bringing up weight management with all of your patients in a systematic manner? 

2. Would you say, for example, that in your view it is beneficial, or a nuisance, or not needed?  

3. Did you encounter barriers during the process of discussing weight management, and if       so, what were they?  
  
4. Has implementing a specific protocol changed the way in which you address weight management with your patients? 

5. Do you feel the intervention affected your relationship with the patient? If so, in what way? 

6. What suggestions for future implementation of the modified version of the AHA/ACC/TOS guidelines would you recommend?

7. Is there anything else I should know?    

Again, THANK YOU for your willingness to participate in my DNP project and your openness with this discussion. I believe the experience will help me understand some of the barriers with weight management and prepare me as I transition to the provider role. Each of you will receive a copy of your final results and conclusions at the completion of this project.


Appendix D
Literature Review Flow Chart
Results of screening potentially relevant articles









Appendix E
Site Approval
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Appendix F
CHS IRB Approval
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Appendix G



     Figure 1.



Appendix H
Chair Approval of Final Project
[image: ]

Results of searches for potentially relevant 


Identified  2,012 potentially relevant titles through search


Excluded


 1,702 Duplicates; differing concepts; not applicapable to key concepts 









Reviewed











Included


 314-Abstracts in detail


96-Articles in full


 43 Articles











Explanations Why Modified Protocol Was Not Utilized for Each Provider

Provider 1	Forgot	Acute Care Visit	Not Appropriate (Debilitation)	Complex Medical Conditions	Pre-op/Post Hospitalization	Emergency (911)	New Patient Establishment	26	19	12	11	5	1	1	Provider 2	Forgot	Acute Care Visit	Not Appropriate (Debilitation)	Complex Medical Conditions	Pre-op/Post Hospitalization	Emergency (911)	New Patient Establishment	0	43	3	0	0	0	0	
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