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ABSTRACT
Objective: New Mexico nurse practitioners contribute to the prevention and management
of pediatric obesity. This study aimed to assess nurse practitioners’ knowledge, attitudes, and
behaviors, which were unknown in New Mexico, to counseling frequency in the assessment and
management of overweight and obese pediatric patients. This was done using clinical practice
guidelines (CPG). The study also sought to learn nurse practitioners’ insights on needed
resources for clinical practice. Rural and urban nurse practitioners’ responses were then
compared to the study aims.
Methods: This descriptive pilot study surveyed members of the New Mexico Nurse
Practitioner Council (NMNPC) to evaluate their knowledge, attitudes, and behaviors, in addition
to the counseling frequencies expected to result in patient change. The survey used the platform
Qualtrics and measured answers using a four-point Likert scale. Rural and urban comparisons
were evaluated for each variable (knowledge, attitudes, and behaviors) in order to investigate
relationships. Despite the underpowered sample size, data were analyzed for feasibility of future
studies using descriptive statistics, Spearman’s Rho Correlation, and Mann-Whitney U testing.
Results: Fifteen nurse practitioners were included in the statistical analysis. The data
found the nurse practitioners’ self-reported responses exhibited knowledge, positive attitudes,
and confident behaviors using pediatric obesity CPGs. The increases in these parameters
correlated reported needing a quick CPG tool that can be used in practice. In all, rural nurse
practitioners reported a slightly higher usage of pediatric obesity CPGs than urban nurse
practitioners.
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Conclusion: The feasibility of this study’s assessment of nurse practitioners’ knowledge,
attitudes, and behaviors using CPGs will assist in developing interventions to impact patient
outcomes. The study also found that resources needed by New Mexico nurse practitioners were
similar to those desired by other providers throughout literature. Rural compared to urban nurse
practitioners findings indicated the need for further research. Future studies should include all
health care providers in New Mexico in order to further explore aims of this study and
development of interventions on overweight and obese pediatric CPGs to positively impact
practice.
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INTRODUCTION
Background
Childhood obesity is an epidemic in the United States, impacting both physical and
emotional health. External factors contributing to childhood obesity include access to care,
socioeconomic developments, governmental policy and regulations, and modern United States
lifestyles (Robert Wood Johnson Foundation [RWJF], 2009). In 2010, 17% of 6- to 11—year-old
children were obese with an economic burden of $14 billion annually (Ogden, Carroll, Kit, &
Flegal, 2014; RWJF, 2009). Childhood obesity increases the risk for diabetes, heart disease, high
cholesterol, psychosocial challenges and increased morbidity and mortality rates (Jelalian et al.,
2014). Obese children face a life-long journey of health disparities and costly healthcare
interventions, stressing the importance of addressing the pediatric obesity problem (Ogden et al.,
2014; Wright et al., 2014).
Rural children are 25% more likely to be obese compared to their urban counterparts
(Brewer & Langerman, 2013). Rural communities present a challenge to providers who serve a
variety of ethnicities, environments, and cultures, but lack the resources of urban areas. The rural
landscape means providers need to be innovative in their treatment options for patients. Recent
studies suggest healthcare providers are faced with barriers to implementing the
recommendations for overweight and obese pediatric patients (Findholt, Davis, & Michael,
2013). Rural healthcare providers’ barriers are: fewer resources, limited finances, and
sociocultural influences contributing to their patients’ health (Winters, 2013). These all create
barriers to preventing and managing obesity (Boehmer, Lovegreen, Haire-Joshu, & Brownson,
2006). Rural overweight and obese children are not meeting the recommendations from the
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government for improved nutrition, reduced technology time, and increased physical activity.
One in three children are suffering from being overweight or obese, plaguing American society
(National Association of Pediatric Nurse Practitioners, 2015). Compounding this issue, pediatric
obesity elevates the risk of adult obesity and the multiple comorbidities that come from it
(Barton, 2012). The significance of childhood obesity in rural communities stresses the
importance of curbing the epidemic.
Healthcare providers are key in diagnosing and managing pediatric obesity and take a
large responsibility in prevention and education of their patients (Gibson, 2015). The National
Association of Pediatric Nurse Practitioners (NAPNAP) promotes CPG use in preventing,
diagnosing, and managing pediatric obesity (2015). A recent study, recommends provider
interventions should improve health behaviors and lifestyle changes in rural overweight or obese
children (Tovar et al., 2012). Childhood obesity behavioral weight loss programs have proven
effective when centered on the family with a well-trained team of healthcare professionals. When
complemented with program interventions, children lost weight and changed their lifestyles
(Jelalian et al., 2014). Clinical practice guideline recommendations implemented by the provider
improve health outcomes for overweight and obese rural children. Despite CPGs placed over 10
years ago, there is a need to determine why pediatric obesity rates are still increasing in the rural
United States.
Provider knowledge gaps in assessing and managing overweight and obese children are
also found in recent studies. Providers struggle with time constraints, lack of comfort with
nutritional counseling, and lack of competence in motivational interviewing. Comfort levels vary
from confident to not confident in working with sociocultural constraints, available resources,
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demand for further training, and raising community awareness (Dennison, Yin, Kibbe, Burns, &
Trowbridge, 2008; Findholt et al., 2013). The primary care setting underutilizes CPGs, resources
and tools available, such as body mass index (BMI) percentile or tracking weight over time
(Vine, Hargreaves, Briefel, & Orfield, 2013). Healthy People 2020 initiatives want to promote
changes in behaviors and environmental factors to reduce pediatric obesity through nutrition,
physical activity, and reduced screen time (Bellany, Bolin, & Gamm, 2011; Koh, Blakey, &
Roper, 2014). Determining how healthcare providers in rural areas are assessing and managing
overweight or obese children is indicated in the Healthy People 2020 initiative.
Local Problem
The childhood obesity and overweight trend has affected one third of children and
adolescents in the United States in 2012 (Centers for Disease Control and Prevention [CDC],
2015). In comparison, New Mexico’s 18 years and younger population obesity rate was 13.5%
and overweight was 14.6% in 2010, which is slightly less than the National average (National
Center for Chronic Disease Prevention and Health Promotion [NCCDPHP], 2012). Only 23.4%
of the state’s pediatric population is meeting the recommended amount of physical activity and
32.6% are over the recommended three-hour technology screen time (TST) per day. In New
Mexico, youth obesity rates (not including overweight) are remaining steady with little change
(The Trust for America’s Health and Robert Woods Johnson Foundation, 2014).
New Mexico State Health Improvement Plan 2014 to 2016 incorporates government
collaboration with the community focusing on childhood obesity management recommendations
from Healthy People 2020 to meet physical activity goals, increase rural health food access, and
decrease TST (New Mexico Department of Health [NMDH], 2014). Currently a comprehensive
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five-year state program is underway via Healthy Kids Healthy Communities (HKHC), a
collaborative effort between community leaders, farmers, schools, and healthcare members to
reduce childhood overweight and obesity rates. HKHC’s model wants to build a healthy
environment and motivate kids to make healthier choices. Additional programs were
implemented within the elementary schools in 2001: Nutrition and Fitness Challenge 5.2.1.0,
Healthy Kids in Schools, and integrating farming into school programs (NCCDPHP, 2012). New
Mexico has made efforts to combat childhood obesity using Federal recommendations. Further
data needs to be collected on provider knowledge, attitudes, and behaviors in assessing and
managing overweight and obese children to inform culturally appropriate interventions and
impact obesity rates (CDC, 2014).
Purpose
The purpose of this Doctor of Nursing Practice (DNP) project was to describe nurse
practitioners’ (NP) knowledge, attitudes, and behaviors on the assessment and management of
overweight and obese pediatric patients in New Mexico. This study also explored these
differences between rural and urban NPs. The long-term goal is to address childhood obesity
resource needs of rural and urban NPs. Assessing NPs’ needed resources for development of
future interventions can improve practice and patient health outcomes. A task force can develop
an intervention for practice use with obese pediatric patients in rural communities. The study’s
findings will add evidence related to rural communities, thus furthering the initiatives of Healthy
People 2020 and New Mexico State Health Plan Improvement (Bellany et al., 2011; NMDH,
2014).
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Study Aims
1. What are the nurse practitioners’ knowledge, attitudes, and behaviors regarding
assessing and managing pediatric patients that are overweight or obese?
2. What are the nurse practitioners’ knowledge, attitudes, behaviors, and expectation
outcomes regarding CPG criteria in relation to reported obesity counseling
frequency?
3. Do nurse practitioners use evidence-based recommendations for overweight and
obese pediatric patients?
4. What resources are needed by nurse practitioners to prevent, assess, diagnose, and
manage overweight and obese pediatric patients?
5. How do urban and rural nurse practitioners compare in their usage of evidence-based
recommendations on the assessment and management of overweight and obese
pediatric patients?
Definitions
The terms clinical practice guidelines, body mass index percentile, motivational
interviewing, and technology screen time appear throughout this study. For the purposes of this
study here are their definitions.


Clinical Practice Guideline (CPG): is defined by the Institute of Medicine (IOM), as
a systematic review of potential benefit or damage of various assessment and
management recommendations, intended to improve patient outcomes (Greenfield et
al., 2011).
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Body Mass Index Percentile (BMI): is defined by a pediatric patient’s gender and age.
This study defines overweight BMI percentile above the 85th percentile and below
the 95th percentile. Obesity is defined at or above the 95th percentile for children of
the same age and gender (US Preventative Services Task Force, 2010).



Motivational Interviewing (MI): is defined as facilitating and encouraging intrinsic
motivation within the patient to result in a changed behavior through counseling that
helps the patient discover and resolve indecision (Hardcastle et al., 2013).



Technology Screen Time (TST): is defined as sedentary time spent viewing
technology (i.e., TV, DVDs, cell phones, video/computer games). Screen time for
children two years or older, should be two hours or less per day according to the
American Academy of Pediatrics (2003).
FRAMEWORK

The Logic Model was used to frame the research problem. The Theory of Planned
Behavior was used to understand NPs’ behaviors while implementing CPGs. To better
understand the rural population, the Rural Nursing Theory gave needed definitions and guidance.
The utilization of all three theories guided and shaped the research to determine NPs’ knowledge,
attitudes, and behaviors in assessing and managing overweight and obese pediatric patients.
Logic Model
The Logic Model served as the study’s framework based on its rationale of using best
evidence to guide the research. The model used inputs and outcomes based on theory to guide
and communicate solutions to the research problem (CDC, 2011). The logic model connected the
program inputs known as resources to the activities, products and then outcomes. Outcomes can
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be either short- or long-term goals for the program that value the stakeholder’s opinions and use
best evidence to direct a logical flow (W. K. Kellogg Foundation [Kellogg], 2004). The logic
model guided the process of studying NP’s knowledge, attitudes, and behaviors on assessing and
managing overweight and obese children (Figure 1).
The logic model components included collecting data on NP’s knowledge, attitudes, and
behaviors through a survey (input). The short-term outcome identified NPs’ assessment needs on
knowledge, attitudes, and behaviors in relation to how well CPGs are followed. Another
potential short-term outcome was dissemination of the data collected on assessment and
management of pediatric obesity to the NMNPC forum. A long-term goal will be designing a
task force that can address the needs of providers in assessing and managing overweight and
obese pediatrics according to CPGs. The long-term impact as depicted in the logic model is to
ultimately improve practice knowledge and health outcomes for overweight and obese pediatric
children in rural areas (CDC, 2011; Kellogg, 2004; Silverman et al., 2011).
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Short term outcome:
Needs assessment

Resources:
Stakeholder BuyIn

Impact: Improve
pediatric health
outcomes and provider
knowledge

Outputs: Identified
knowledge and
resource gaps
Activities:
Provider Survey

Long Term Outcome:
Design Task
Force to address
provider needs

FIGURE 1. Logic model process for projects inputs and outputs to generate outcomes impacting
practice based on the logic model (CDC, 2011).
Theory of Planned Behavior
The Theory of Planned Behavior linked the attitude of a behavior, the subjective norm
and the perceived behavioral control to profile a person’s behavioral intentions and behavioral
actions (Ajzen, 1991). The theory is useful in understanding NPs’ perceptions to their actual
behaviors with guideline usage. The theory determined the variable connecting attitude, belief
and expectation of NPs’ behavior by their comprehension of beliefs defined through a subjective
possibility (Ajzen, 1991), where the NPs’ behavior produces an expected outcome. The theory
addressed what NPs’ perceived knowledge is and if their beliefs or attitudes affect their behavior
on assessing and managing overweight and obese children. This assisted in defining behaviors of
NPs on following the CPG recommendations (NHLBI, 2012).
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Rural Nursing Theory
The Rural Nursing Theory (RNT) provided a theoretical foundation to examine a rural
population through defining concepts of person, nurse, environment, and health in the rural
setting (Long & Weinert, 1989). The RNT was developed to guide research that examines the
diverse rural community by defining how its concepts interact within the healthcare system. The
RNT approach defines and views rural populations within their environment (space, time and
place) since their environment largely guides their beliefs and health practices (Molinari & Guo,
2013). Rural community individuals define their health based on their capacity to work, be
productive and complete everyday tasks (Long & Weinert, 1989). Rural individuals’ healthcare
needs are based on their unique culture, values, and definition of health (Winters, 2013). Using
RNT concepts to guide this study helped define NPs, overweight, and obese pediatric patients
within their environment and culture to identify assessment and management knowledge,
attitudes, and behaviors of the NP (Long & Weinert, 1989; Molinari & Guo, 2013).
SYNTHESIS OF LITERATURE
Childhood obesity has increased in rural American communities despite the
implementation of CPGs. The need to discover NPs’ knowledge, attitudes, and behaviors on the
assessing and managing of overweight and obese children in the rural healthcare setting in New
Mexico is necessary (Ogden et al., 2014). The literature search used an ancestral and electronic
database approach in CINHAL (Cumulative Index to Nursing and Allied Health Literature) and
MEDLINE (Medical Literature on-Line). While numerous studies were retrieved related to
pediatric obesity, no studies on the assessment and management of overweight and obese
children by NPs in New Mexico were found.
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Using various methods of “MeSH” terms and Boolean key words: obesity, overweight,
pediatrics, childhood, New Mexico, primary care provider, rural, assessment, management,
knowledge, attitudes, behaviors, and CPGs, the results were categorized. The categories
included: overweight and obese pediatric CPGs resulted in six; primary care provider’s
assessment and management resulted in eight; rural providers and childhood obesity resulted in
19; provider knowledge, attitudes, and behaviors resulted in 59; New Mexico childhood obesity
resulted in four; and, primary care practice issues resulted in 10. The articles were filtered using
children, pediatrics, childhood (or 18 years or younger), English language, United States,
published within the last 10 years and the remaining articles were excluded for not addressing
overweight and obese assessment or management. Additional literature sources were discovered
through an ancestral approach. The literature synthesis was reduced to 30 articles that were
applicable to the research (Appendix G). Literature in non-rural communities were used to
provide further research comprehension in NP knowledge, attitudes, behaviors, and practice
related issues and CPGs on assessment and management of overweight and obese children. The
review of literature identified a gap related to provider knowledge on assessing and managing
childhood obesity in rural communities, specifically New Mexico.
Overweight and Obese Pediatric Clinical Practice Guidelines
Clinical practice guidelines for screening, diagnosing and treating overweight and obese
pediatric patients are continually being revised by the National Heart, Lung, and Blood Institute
(NHLBI), who designed the adult guidelines (National Heart, Lung, and Blood Institute
[NHLBI], 2012). The U.S. Preventative Services Task Force (USPSTF) discovered in 2005
insufficient obesity screening existed to prevent adverse health outcomes in primary care
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settings. A gap in literature for primary care use and consideration was the lack of consistent
treatment recommendations. Key guidelines have been developed by the American Academy of
Pediatrics (AAP), Endocrine Society, IOM, NAPNAP, NHLBI and the USPSTF that follow
similar recommendations for the overweight or obese pediatric patient (AAP, 2003; August et
al., 2008; IOM, 2013; NAPNAP, 2015; NHLBI, 2012; USPSTF, 2010). There are numerous
guidelines currently for providers to use and follow recommendations on assessment and
management of overweight and obese pediatrics. Behavioral-based interventions are the first line
of treatment that encourage weight loss by modifying diet and activity levels for a healthier
lifestyle (IOM, 2013; NAPNAP, 2015). The Maternal and Child Health Bureau designed
practical guidelines for healthcare providers use. Clinical assessment should include a height,
weight, and body mass index (BMI) percentile. Childhood risk factors that occur from obesity
should be identified such as hypertension, dyslipidemias, orthopedic, sleep disorders, gallbladder
disease, and development of insulin resistance (August et al., 2008; NHLBI, 2012).
The Cochrane Review on the efficacy of lifestyle, drug and surgical intervention
treatments for childhood obesity by Oude Luttikhuis et al. (2009) discusses the need for
providers to measure weight, BMI percentile and metabolic markers lipid profile, glucose,
insulin metabolism, leptin, adipocytokines, and additional inflammatory markers that serve as a
risk assessment for cardiovascular and endocrinological disease. The Cochrane Review also
showed that providers should assess for behavioral and self-esteem changes in the pediatric
patient with reported weekly activity and energy levels, especially since overweight children
tend to be discriminated against (Oude Luttikhuis et al., 2009). Pediatric patients 6 to 18 years
old with a BMI of 85th percentile or a BMI of the 95th percentile with or without complications
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from obesity need to be evaluated and begin treatment. Screening for overweight or obesity in
children younger than six years was recommended at health maintenance visits (August et al.,
2008; NHLBI, 2012; USPSTF, 2010). A more in-depth assessment should include dietary and
physical activity habits and screening for genetic, endocrine and psychological factors that could
cause overeating (AAP, 2003; USPSTF, 2010). Dietary overview can be collected through a
questionnaire, such as the 24-item Children’s Dietary Questionnaire. Physical activity can be
measured via questionnaire, for example the 12-item questionnaire based on outdoor playtime by
Spurrier (Gorin et al., 2014). The AAP, Endocrine Society, IOM, NAPNAP, NHLBI and the
USPSTF have set guidelines to follow for screening, assessing, diagnosing, and managing
overweight and obese pediatric patients. Recommendations have been developed for primary
care NPs to use for further evaluating patients. There are variations among the experts in the
elements of the CPGs on overweight and obese pediatrics (Table 1).
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TABLE 1. Clinical Practice Guidelines Recommendations.
Clinical Practice
Guidelines

American
Academy of
Pediatrics

Technology Screen
2 hours per day
Time
BMI Percentile (85th
X
to 95th)
X
Physical Activity
Height & Weight
X
Tracking
Waist Measurement
Nutrition
X
Counseling
Environmental
X
Factors
Obesity
X
Comorbidities
Assessed
Lab
X
Diagnostics
Genetic Counseling
Lifestyle
X
Modifications
Behavioral
Modifications
Sleep Habits
Pharmacology
Bariatric Surgery
Community
X
Outreach
Advocate for Policy
X
Changes

Endocrine
Society

Institute of
Medicine

1-2 hours per
day

<2 hours per
day

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

NAPNAP

NHLBI

USPSTF

<2hours

X

X
X

X

X

X

X

X

X
X

X

X

X

X

X

X

X

X

X

X
X
X

X
X

X

X

X

X

X

X

X

Note: Included means the criteria is within the guideline. The CPG relays the pertinent guideline criteria reviewed and extracted
from the guidelines on assessment and management of pediatric obesity (AAP, 2003; August et al., 2008; IOM, 2013; NHLBI,
2012; NAPNAP, 2015; US Preventative Services Task Force, 2010).

Primary Care Provider’s Assessment and Management
Research supports the healthcare provider’s need for additional knowledge about
assessment on overweight and obese pediatric patients. Silberberg et al. (2012) suggest few
clinicians in the primary care setting are comfortable in counseling, managing, reimbursing for
visits, and conducting motivational interviewing with overweight and obese pediatric patients.
Further education in these areas can help clinicians discuss obesity prevention with their
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pediatric patients (Silberberg et al., 2012). Additionally, Chelvakumar et al. (2014) reported
inconsistency between providers and screening management compared to the CPGs. Barriers of
patient motivation and adherence make it difficult for providers to manage obesity. According to
Walsh, Milliren, Feldman, and Taveras (2013), primary care providers in the United States are
diagnosing pediatric obesity improperly. Primary care NPs are familiar with adult obesity
diagnostics, but pediatric patients are more complex to diagnosis and manage. Walsh et al.
recommends using electronic medical records to flag obesity and to help manage pediatric
obesity (Walsh et al., 2013). Jacobson & Gance-Cleveland (2010) discovered inadequacies of
primary providers’ ability to assess for pediatric obesity. The recommendation of additional
training for providers is necessary to comply with guidelines. When the primary providers used
the Chronic Care Model, they adhered more to the CPGs and better assisted patients with an
obesity treatment plan (Jacobson & Gance-Cleveland, 2010).
Once a child is diagnosed with being overweight or obese, patients may need to be
referred to pediatric specialists. Walsh et al. (2013) found that primary care clinicians referred
7.1 % of their overweight or obese pediatric patients. Late referrals can delay specialized care
and can result in improperly diagnosing obesity or associated comorbidities, which delays a
higher level of care. Walsh et al. (2013) recommends provider referral education and electronic
decision support tools to guide management of pediatric obesity.
Providers use BMI percentiles to assess pediatric patients for being overweight as part of
the US Preventative Service Task Force guideline, but clinicians are inconsistent with use of
BMI percentiles. Two studies done by Flower, Perrin, Viadro, and Ammerman, (2007) and
Sesselberg, Klein, O’Connor, and Johnson, (2010) reviewed provider barriers to using BMI
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percentile. Common barriers for not using BMI percentiles were unfamiliarity, efficacy of BMI
percentiles as a diagnostic tool, low confidence in treatment options, and environmental
obstacles. Facilitators to use BMI percentiles were available equipment, electronic medical
records including BMI as a vital sign, diagnostic benefits, and counseling benefits (Flower et al.,
2007; Sesselberg, Klein, O’Connor, & Johnson, 2010). Klein et al. (2010) found BMI percentile
implementation to be under-used in pediatric primary care settings due to lack of provider
awareness of the guidelines and recommendations for BMI percentile use. Providers need to be
made aware that BMI percentile is a tool for the assessment and management of pediatric obesity
and associated comorbidities.
Rural Healthcare Providers
Researchers have explored barriers rural healthcare providers face caring for pediatric
overweight and obese patients. A qualitative study by Findholt et al. (2013) reviewed time
constraints, limited knowledge, motivation to change, low income, and community resources to
see whether they were barriers that healthcare providers faced with pediatric overweight and
obese patients in rural settings. The practice barriers found were time constraints, lack of
reimbursement, and little opportunities for detecting obesity (Findholt et al., 2013). A clinical
barrier discovered was the lack of knowledge among the providers. Family and patient barriers
included family lifestyle, lack of motivation to change, low income and no health insurance
(Findholt et al., 2013; Shaikh et al., 2011; Spivack, Swietlik, Alessandrini, & Faith, 2010).
Identified community barriers were few pediatric subspecialists and few community resources
(Shaikh et al., 2011); while social barriers were sociocultural influences and high prevalence of
childhood obesity (Findholt et al., 2013). Providers also had to consider access to distant
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specialty care clinics and acceptability of caregiver to bring their child to unknown provider
(Shaikh et al., 2011). Recommendations from providers in the study focused on behavioral
assessment tools, electronic medical records, structured diet and activity plans, education
materials, and stronger community relations to develop programs (Findholt et al., 2013). The use
of motivational interviewing training was found to lower BMI and waist measurements in a
quality improvement study in a rural county in North Carolina (Tripp, Perry, Romney, & BloodSiegfried, 2011). A pilot study by Dennison et al. (2008) found healthcare providers are open to
receiving education on clinical management of overweight and obese pediatric patients. The
study found the majority of providers did not assess BMI percentile, but after the training the
providers did assess BMI percentiles and followed appropriate protocol for further evaluation.
Barriers encountered during the study were the high quantity of missed follow-up appointments,
either due to distance or lack of finances, and a higher than the national average sedentary
lifestyle (Dennison et al., 2008).
Rural healthcare providers are challenged by patient barriers: access to care, insurance,
sociocultural influences, and motivation to change by patient and family. They also face limited
knowledge and resources to learn about caring for overweight and obese pediatrics. Rural
providers would like in the future more resources from the community and ways to learn about
overweight and obese pediatrics.
Provider Knowledge, Attitudes, and Behaviors
Rausch, Perito, and Hametz (2011) compared provider knowledge to CPG
recommendations and comfort in discussing: technology screen times and prevention and
management of pediatric obesity. The study found providers had a positive attitude counseling
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on all three topics and providers had knowledge on the CPG recommendations, but felt their
counseling was ineffective. The study found providers varied on their actions in regards to CPG
laboratory testing and referral recommendation for obesity.
A quasi-experimental study evaluated provider behavior and patient experience post
intervention of the Maine Youth Overweight Collaboration based off of CPG recommendations.
Providers were found to have an increased knowledge and practice of implementing the
intervention. Providers felt resources lacked in the community to aid in childhood obesity
improvements (Polacsek et al., 2014). Lowenstein et al. (2013) found providers were confident
in their knowledge and ability to counsel, but felt their efforts should illicit a higher response in
patient outcomes, such as decrease in weight and BMI percentile. The common theme of
provider confidence and comfort in ability to counsel patients on CPG management
recommendations were found in the review of literature. Providers reported their efforts were
ineffective and lacked in confidence to provide effective motivational interviewing (Silberberg et
al., 2012).
In general, providers were found to have a working knowledge of CPGs. In the literature,
there is room for improvement by expanding NPs’ knowledge on management through further
training to advance NP comfort levels with obesity counseling (Spivack, Swietlik, Alessandrini,
& Faith, 2010). Providers should be educated on motivational interviewing making counseling
on a sensitive topic more effective (Vine et al., 2013).
Primary Care Practice Issues
Primary care providers in the Vine et al. (2013) study assessed BMI percentiles regularly
about 50% of the time; 18% referred patients for further evaluation, and 58% reported never or
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rarely tracking pediatric patients with weight problems over time. Only 12% of providers
reported counseling patients on diet or nutrition during a visit. Additional insufficiencies found
in the systematic review were providers’ lack of awareness of pediatric obesity, comfort in
counseling skills on the topic of overweight and obesity, lack of awareness of community
resources available, and few organizational prompts or models available (Vine et al., 2013).
Common themes in the literature related to healthcare providers are: 1) insufficient evidence in
the efficacy of weight loss counseling on any treatment for obesity (Dennison et al., 2008;
NHLBI, 2012); 2) providers reported lacking confidence due to the sensitive nature of the topic,
and need more training (Yarborough, DeBar, Wu, Pearson, & Stevens, 2012); 3) weight
counseling did not routinely fit into pediatric visits due to time constraints; and 4) healthcare
providers felt inadequately trained to manage obese patients, leading to missed preventative and
health promotion opportunities (Gorin et al., 2014; Yarborough et al., 2012).
New Mexico Childhood Obesity Research
Childhood obesity research in the state of New Mexico has focused on quality
improvement interventions, obesity guideline recommendations to improve childhood obesity
management, and a prevention and intervention initiative in rural American Indian and Hispanic
children. Cruz, Davis, FitzGerald, Canaca, and Keane (2014) reviewed the ability to recruit and
retain rural American Indian and Hispanic children when implementing the Child Health
Initiative for Lifelong Eating and Exercise (2014). The study found building relations increased
participation and eventually decreased childhood obesity (Cruz et al., 2014). Oetzel, Scott, and
McGrath (2009), implemented a quality improvement in school-based health centers to improve
provider management of pediatric obesity. After the initial training on pediatric obesity
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guidelines, providers adhered strictly to the recommendations until shortly after training when
they reverted to previous practices (Oetzel et al., 2009). Aldrich, Grace-Cleveland, Schmeige, &
Drandreaux (2014) reviewed school-based health centers providers’ compliance to obesity
assessment prior to further education on the guidelines. Provider assessment compliance to the
guidelines was inconsistent and would benefit from additional CPG training (Aldrich et al.,
2014). In contrast, Brandt, Booker, & McGrath improved pediatric obesity management through
the use of an intervention that addressed the needs of overweight or obese pediatric patients
(2013). The intervention was part of the Envision New Mexico’s Pediatric Overweight Quality
Improvement Initiative (Envision NM POWQII) focusing on the American Board of Pediatrics
Maintenance Certification. A team was dedicated to the clinics receiving training and stayed with
the providers for the initial three months to improve on their techniques to care for overweight
and obese pediatrics. The intervention improved provider BMI percentile documentation to 99%,
increased physical activity counseling to 77%, and increased nutritional counseling to 87%.
Health outcomes for overweight and obese pediatric patients receiving the intervention improved
over the course of the study (Brandt et al., 2013). Provider knowledge on the assessment and
management of overweight and obese pediatrics, as recommended in evidence-based CPGs was
deficient in this literature review.
In summary, this literature review suggests primary care providers have decreased
knowledge in the use of BMI percentile as a diagnostic tool, proper diagnosis of childhood
obesity, guideline usage, and appropriate referrals to subspecialists for management. The
national committees (AAP, Endocrine Society, IOM, NAPNAP, NHLBI and the USPSTF) are
continuing to improve CPGs for providers. The consistent use of CPGs in the primary care

32

setting aims to improve pediatric patient health outcomes. Providers in rural New Mexico need
further advancements on obesity assessment and management knowledge to impact outcomes for
obese children. A gap was found in rural providers’ CPG knowledge and recommendations on
the assessment and management of overweight and obese pediatric patients. Closing the gap may
improve pediatric health outcomes in rural New Mexico.
METHODOLOGY
Ethical Issues
This DNP project focused on NPs with pediatric patient populations. Following a brief
description of the project, an informed consent was included in the online survey for the NPs to
consider prior to completing the survey. The survey remained anonymous with data
disassociated from participants. There was no foreseeable risk that occurred to participants.
Submission to the Institutional Review Board (IRB) (College of Nursing and University of
Arizona) occurred following the proposal committee’s approval (Appendix F). IRB approval
from the graduate school occurred shortly after submission. Specific attention to the concepts of
Respect for Persons, Beneficence and Justice safeguarded participants and followed the Code of
Ethics for Nurses (American Nurses Association [ANA], 2015).
Respect for Persons
The survey was distributed through email by a NP organization. Individuals willing to
participate provided informed consent on the survey and strict privacy was respected to maintain
individual anonymity through dissociation of person to survey data collection. Anonymity was
maximized by use of a neutral individual and online survey platform to distribute and collect the
surveys. Participation was on a voluntary basis and participants were made aware that no

33

ramifications occurred for not participating (American Association of Colleges of Nursing
[AACN], 2008; ANA, 2015). Participation incentive was conveyed in the email, (i.e. increase
pediatrics physical activity) to aid in meeting one of the goals of Healthy People 2020 by
expansion of rural research knowledge on pediatric obesity (Bolin & Bellamy, 2015).
Beneficence
The study’s design addressed a possible gap in knowledge for assessing and managing
pediatric overweight and obese patients. The survey did not require direct patient contact and has
previously been tested to collect data that objectively maintains safety of participants and
stakeholders. By maintaining privacy of the participants the data can be disseminated without
prejudice. Expanding the collection of data beyond a group of NPs would help prevent bias or
prejudices within New Mexico. The data explained what the NP’s knowledge, attitudes, and
behaviors are on the assessment and management of overweight and obese pediatric patients.
Researching the NPs eliminated the risk of safety or non-beneficence and promoted, advocated
and protected the health and well-being of pediatric patients (ANA, 2015).
Justice
The aim was to improve NP knowledge, attitudes, and behaviors on the assessment and
management of overweight and obese pediatric patients. Separating urban and rural NPs targeted
the specific knowledge gaps and resources needed within rural practice. Expanding beyond a
specific group of NPs would allow for an unbiased collection of knowledge gaps of rural NPs.
The criteria for inclusion was all consensual members from the New Mexico NP council
regardless of age, gender, gender orientation, years of experience as a provider, type of degree
certification (FNP, ACNP, PNP, PMHNP) religion or ethnicity (ANA, 2015).
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Project Plan
Project Design
A descriptive design was used to assess NPs’ knowledge, attitudes, behaviors, and
resources for assessing and managing overweight or obese pediatric patients in New Mexico, in
regards to the CPGs shown in Table 1 (AAP, 2003; August et al., 2008; IOM, 2013; NHLBI,
2012; NAPNAP, 2015; USPSTF, 2010).
The NPs were recruited through the NMNPC database from February 1, 2016, to March
17, 2016. An email was distributed to all members from an email address belonging to the
NMNPC. A brief summary of the DNP project (Appendix A) and a link to the survey was
forwarded to the NPs. The participants clicked on the survey link. The first page was a
disclaimer in order to collect informed consent before the survey began (Appendix B). By
selecting “I agree to participate,” NPs gave consent to be in this study.
A reminder email to complete the survey was initially intended to be sent two weeks after
initiation of data collection; however, it was not sent until four weeks into the collection period.
Data collected from the survey identified the following: 1) knowledge gaps; 2) counseling
frequency of CPG topics; 3) attitudes and behaviors related to pediatric obesity assessment and
management; 4) urban or rural practice location; and 5) resources needed. Statistical analysis of
the data was used to identify resources needed and knowledge gaps among NPs’ knowledge,
attitudes, and behaviors on CPG assessment and management of pediatric obesity in rural and
urban New Mexico. The steps to complete the study are outlined in Figure 2.
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FIGURE 2. Steps for initiation of the project through long-term outcomes based on data analysis.
Setting
The state of New Mexico is one of 17 states that allows NPs to practice independently
without physician oversight (Montoya, 2013). Currently, 1,251 certified NPs are working in New
Mexico, and 1,692 hold a New Mexico license (New Mexico Board of Nursing [NMBN], 2015).
The survey was distributed through the nonprofit New Mexico NP Council. The NMNPC is the
only statewide organization designed to serve the needs and interests of NPs in order to promote
high-quality patient care (New Mexico Nurse Practitioner Council [NMNPC], 2014). The
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NMNPC is engaged in research, legislative change, and improved patient health outcomes in
New Mexico (NMNPC, 2015). Focusing on the NMNPC members allows access to assess their
knowledge, attitudes, behaviors, and needed resources or tools in order to improve care for obese
pediatric patients in New Mexico. The respondents identified their practice setting as either
urban or rural. Rurality has multiple definitions based on population size and distance to larger
urban city. For the purpose of this research, rural was defined by the U.S. Census Bureau, as a
low-density population with fewer than 50,000 residents that is not an urbanized area (United
States Census Bureau [US CB], 2015; Warren, 2014).
Participants
The participants of the study were New Mexico NPs who treat pediatric patients. The
participants were a convenience sampling from 622 members belong to NMNPC. The survey
was emailed to invite all members of the NMNPC to participate in the study. The target sample
size was 57 participants with a power analysis of 0.8 and alpha at 0.05% in order to meet
statistical analysis criteria (ClinCalc, 2015). The criteria for inclusion for all consensual members
as follows:


Member of New Mexico Nurse Practitioner Council



18 years of age or older



English as primary language



Licensed Advanced Practice Nurse (FNP, ACNP, PNP, PMHNP)



Participates in direct patient care of children ages six to eighteen



Any gender or gender orientation



Any religion or ethnicity
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Resources
The resources needed for the project were stakeholder buy-ins, the Baseline Clinician
Survey (BCS) produced in Qualtrics, SPSS statistical software, and a statistician. The NMNPC
board members approved the use of council members as the sample population. Requested use of
the Baseline Clinician Survey has been granted use in this study from the Childhood Obesity
Journal (Appendix E). The survey underwent slight modification and was converted to the
online platform Qualtrics to allow for online use by participants. Qualtrics is licensed by the
University of Arizona College of Nursing, which approved its use for this project. Statistical
software SPSS was used to analyze the statistics and was previously purchased. A statistician
from the University of Arizona College of Nursing assisted with descriptive, relational,
comparison, and frequency statistical analysis of the collected data.
METHODS OF EVALUATION
Tools for Data Collection Identified
The Baseline Clinician Survey (BSC) was modified for online use in Qualtrics to collect
participant data (Lowenstein et al., 2013). Demographic data were added to the survey.
Survey
The BCS (Appendix C) was modified from Dr. Lisa Lowenstein’s cross-sectional study
of 123 providers working with overweight and obese children (Lowenstein et al., 2013). The
BCS was pre-tested by Dr. Lowenstein and determined to have face validity with a sample of
five providers and inter-rater reliability. It also has convergent validity from a modified survey in
a previously completed study by Lowenstein et al. (2013).
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The survey collected self-reported data on counseling frequency by the NPs related to
healthy eating, physical activity, TST, healthy weight (BMI) percentile, and CPG usage
(Lowenstein et al., 2013). Using the Likert scale, the NPs’ response choices included agreement,
level of difficulty, confidence, and time counseled on these topics (see Table 2). The survey’s
modifications involved the addition of demographics, resources, and clinical practice guidelines
questions.
TABLE 2. Survey Variable Numeric Likert Scale Description.
Variable
Attitude
Behavior
Knowledge or Expectation
Outcomes
Counseling Frequency or CPG
Usage

1

Likert Scale 1 to 4
2

Very Difficult

Difficult

Not at all
Confident
Strongly
Disagree

Minimally
Confident
Somewhat
Disagree
Some of the
Time

Never

3

4

Minimally
Difficult

Not at all Difficult

Confident

Very Confident

Somewhat Agree

Strongly Agree

Most of the Time

All of the Time

Note: The survey variables response choices using Likert scale 1 to 4.

The NPs taking the survey remained disassociated in order to protect privacy and to
ensure no threat to external validity (Polit & Beck, 2012). The estimated time to complete the
survey (25 to 30 minutes) was described in the body of the email. The online survey included 65
questions, and was submitted online through Qualtrics. Qualtrics did provide some descriptive
statistical analysis of the data collected.
The demographics portion of the survey (Appendix D) was distributed at the beginning of
the BCS survey, and took less than five minutes for participants to complete. The demographic
data were collected from participants who completed the survey.
Process of data collection. The activities completed for data collection included the
survey on NPs’ knowledge, attitudes, and behaviors on assessing and managing pediatric obesity
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following the CPGs. In addition resources needed by these NPs were identified. The data
collection occurred over a 6.5-week period during the winter of 2016. A board member from the
NMNPC sent an email to council members within a newsletter. The original agreement was to
email the members directly with the survey link, but members instead had to log into their
accounts to access the newsletter with the survey link. The reminder email was originally agreed
to be sent after two weeks of opening the survey, to potentially improve response rate. However,
the email was not sent until four weeks into data collection. Data collection was discontinued at
the end of the 6.5-week period on March 17, 2016. The online platform Qualtrics collected
survey data. The data was then exported from Qualtrics into SPSS and Microsoft Excel for
statistical analysis.
ANALYSIS
Data Analysis
Descriptive statistics using SPSS was used to analyze demographics, knowledge,
attitudes, behaviors, CPG use, counseling frequency, expected outcomes, and rural versus urban
comparisons (Table 3). The BCS questions were placed into numerical data using the Likert
scale, which quantified the information that was analyzed through central tendency, variations,
correlations, and frequency distributions (Lowenstein et al., 2013). The statistical analysis
examined mode, median, standard deviation, participant characteristics, and possible
relationships between the variables collected using the various statistical analysis techniques
(Table 3), in relation to research questions.
Descriptive statistics computed the mean Likert scale responses on knowledge, attitudes,
behaviors, CPG use, counseling frequency, and expectation outcome questions. Relational
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testing included Spearman’s Rho Correlation due to the ordinal type of data; in addition, analysis
of the monotonic relationship between two variables was appropriate rather than Pearson
Correlation. Spearman’s Rho Correlation was assessed with counseling frequency regarding the
topics of healthy eating, physical activity, TST, healthy weight (BMI) percentile, and childhood
obesity guidelines. These topics were analyzed in relation to knowledge, attitudes, behaviors,
CPG usage, and expected outcomes, in order to assess whether a positive correlation existed.
Resources needed were individually documented in the survey, and were reviewed for major
categories of NP needs.
Descriptive analysis was performed to compare rural and urban participant
characteristics, and to investigate possible relationships between variables of reported survey
answers and research questions (Table 3). The Mann-Whitney U test was used due to small
sample size (N=15), which was below the target size of 57 participants. The Mann-Whitney U
Test examined survey data based on NP knowledge, attitudes, behaviors, CPG usage, counseling
frequency, and expected outcomes, to see if distribution across rural and urban was the same.
The small sample size unfortunately did not allow for a proportional T-test to determine
significance of relationships between CPG use of urban compared to rural NPs. The rural and
urban descriptive statistical data were separated and discussed for comparison.
Each question from the survey was categorized under the subsections of knowledge,
attitudes, behaviors, CPG usage, counseling frequency, expected outcomes, resources needed, or
rural compared to urban. Each category determined the type of statistical analysis used
(descriptive, Spearman’s Rho Correlation, or Mann-Whitney U test). Each category also
determined what study question was answered (Table 3).
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TABLE 3. Survey Questions Data Analysis.
Survey Question

Addressed Research
Variable

Aim Question
Addressed

1-18
19-28
29-35
36-43

Behaviors
Expectation Outcomes
Attitudes
Counseling Frequency

1, 2
1, 2
1, 2
1, 2, 3

44-51
52-57

Knowledge
CPG Usage

1, 2
1, 2, 3

36-43 in correlation to 52-57,
1-18, 19-28, 29-35 and 44-51

Increased counseling
frequency in relation to
knowledge, attitudes,
behaviors, CPG usage, and
expected outcome change
CPG usage

58
52-57

2

1,3

Statistical Analysis
Descriptive stats
Descriptive stats
Descriptive stats
Descriptive stats
Frequency
Descriptive stats
Descriptive stats
Frequency
Spearman’s Rho
Correlation

Descriptive stats
Frequency
Descriptive stats
Frequency
Descriptive stats

Counseling frequency of
CPGs
Rural versus Urban

1,3

Rural versus Urban and
General study sample

1, 5

Descriptive Statistics
Frequencies

Rural versus Urban

5

65

Resources

4

BCS 61-64, Appendix D

Demographics

1

Mann-Whitney U-test
for small sample size
was met
None, review for
major categories
Descriptive statistics

Determine rural versus urban
with demographic questions 210 (Appendix D) and use BCS
question 61-64
Knowledge 44-51
Attitudes 29-35
Behaviors 1-18
CPG usage 52-57
Counseling Frequency 36-43
Expectation Outcomes 19-28
CPG usage 52-57

5

Note: The questions used in the BCS (Appendix C) as related to each variable (i.e., knowledge, counseling frequency) with
statistical analysis answered study aims. The statistical analysis was completed on demographics survey questions to described
sample.

RESULTS
Participants
A total of 19 NPs responded to the survey. A total of 15 NPs were included for statistical
analysis and not all survey questions were answered by the 15 participants (Figure 3).
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FIGURE 3. Participants included into statistical analysis.
Descriptive statistics were completed on the demographic characteristics of the sample
(Table 4). Participants’ mean (±SD) ages were 42.3 (±14.1) years. The majority of NPs were
Caucasian (n=10; 77%). Native Hawaiian or other Pacific Island, American Indian or Alaskan
Native and Hispanic Latino comprised a total of 24%. The number of patients seen in half a day
were 15 (±13.4) and the NPs practiced for 1.4 (±0.8) years. Eighty-three percent of respondents
were female with 53% holding a MSN compared to 27% holding a DNP degree (Table 4). The
majority (75%) of NPs reported practicing for 1 to 3 years with additional training in pediatric
obesity (73%) and in motivational interviewing (70%). Half (50%) of the reported NPs practiced
in a rural location.
TABLE 4. Characteristics of the Study Sample (N=15).
Characteristic

Frequency n (%)

Missing
Respondents

Gender
Female
Male

10 (83)
2 (17)

3

9 (75)
2 (17)

4

Years Practiced
1-3 years
7 or more years
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TABLE 4 – Continued
Practice Setting
Part of Larger Hospital System
Private

6 (46)
5 (39)

4

8 (53)
4 (27)

3

8 (73)
7 (70)

0

Degree Completed
MSN
DNP

Received Additional Training
Pediatric Obesity
Motivational Interviewing

Patients Seen in Half a Day
≤ 10 patients
11 to 14 patients
≥ 15 patients

5 (56)
1 (11)
4 (33)

6

Practice in Urban versus Rural
Rural
Urban

6 (50)
6 (50)

3

Ethnicity
Caucasian
Native Hawaiian or other Pacific Island
American Indian or Alaskan Native
Hispanic Latino

Characteristic
Ages
Patients seen in Half-day
Years of Practice

10 (77)
1 (8)
1 (8)
1 (8)

2

Mean ± Std. Deviation

Missing Responses

42.3 ± 14.1
15.0 ± 13.4
1.4 ± 0.8

3
6
3

Note: Characteristics of the sample population’s demographics.

Knowledge, Attitudes, and Behaviors Results
NPs self-reported each section of questions on knowledge, attitudes, behaviors, CPG
usage, counseling frequency, and expected outcomes on the assessment and management of
overweight or obese pediatric topics with the Likert scale 1 to 4 (Table 5). Knowledge was
reported as “somewhat agree” (mean = 3.0±0.8, at three on Likert scale =16.3 %); attitudes were
reported as “minimally difficult” (3.1±0.9, 48.1%); behaviors were reported as “confident”
(3.0±0.8, 36.3%); CPG use was reported as “most of the time” (2.5±0.9, 18.3%); counseling
frequency was reported as “most of the time” (3.0±0.9, 37.5%); and expectation outcomes
resulting in change were reported as “somewhat agree” (2.8±0.7, 59%).
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TABLE 5. Provider Response to Knowledge, Behaviors, Counseling Frequency, Expectation
Outcomes, CPG Usage, and Attitudes.
Counseling
Expectation
Frequency
Outcomes
Q36-43
Q19-28
Likert Scale 1 to 4 chosen

Questions

Knowledge
Q44-51

Behaviors
Q1-18

Mean
Std. Deviation

3.0
±0.8

3.0
±0.8

2.0
(16.3)
6.8
(56.3)

4.3
(36.3)
5.1
(42.6)

3.0
±0.9

CPG Usage
Q52-57

Attitudes
Q29-35

2.8
±0.7

2.5
±0.9

3.1
±0.9

7.1
(59.0)
11.1
(9.2)

2.2
(18.3)
3.6
(30.0)

5.8
(48.1)
4.2
(35.1)

Frequency n (%)
3 on Likert
scale of 4
4 on Likert
scale of 4

4.1
(33.8)
4.5
(37.5)

Note: CPG is clinical practice guideline and Q is question. The average response using Likert scale 1 to 4 per each section of
questions.

Each section (knowledge, behaviors, counseling frequency, expectation outcomes, CPG
usage, and attitudes) was tested with Spearman’s Rho Correlation (two-tailed) with the
frequency counseled by the NP on obesity related CPG topics (i.e., healthy eating, physical
activity, TST, maintaining healthy weight and CPGs use) (Table 6).
There were strong correlations between NPs’ counseling frequency on healthy eating (rs
= 0.65; p<.05); maintaining healthy weight (BMI) percentile (rs = 0.68; p<.05) and their
behavior. There were strong correlations between NPs’ counseling frequency on TST (rs = 0.74;
p<.05); healthy eating (rs = 0.75; p<.05; rs = 0.67; p<.05); maintaining healthy weight (BMI)
percentile (rs = 0.67; p<.05) and expected outcomes. There was a strong correlation between
NP’s use of obesity CPGs (rs = 0.74; p<.05) and their attitudes (Table 6).
The relationship between counseling on decreasing junk food (rs = 0.86; p<.01)
frequency was positively correlated with NPs’ expected outcomes from counseling would result
in change. The relationship between the NPs’ behavior toward childhood obesity CPGs (rs =
0.85; p<.01) was positively correlated with counseling frequency. The relationship between NPs’
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knowledge on CPGs treatment for children age 6 to 18 years with BMI percentile between the
85% and 95% (rs = 0.85; p<.01) was positively correlated with counseling frequency (Table 6).
Surprisingly, there was not a correlation between expected outcome resulting in change
and increased counseling frequency on childhood obesity CPGs (rs = 0.25). The NPs’ attitude on
healthy eating (rs = 0.31) was not correlated with counseling frequency. Physical activity showed
no correlation between counseling frequency and attitudes (rs = 0.31), behaviors (rs = 0.31; rs
=0.50), or expected outcomes (rs = 0.40). Exposure to TST resulted in no correlation to
counseling frequency and behaviors (rs = 0.39). Maintaining healthy weight (BMI) percentile
showed no correlation to counseling frequency and knowledge (rs = 0.26; rs = 0.31) by NPs
(Table 6).
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TABLE 6. Spearman’s Rho Correlation of Sections to Counseling Frequency on Pediatric
Obesity CPGs.

Counseling Frequency
(CF) Categories

Behavior
Spearman’s
Rho
Correlation
(2-tailed)

Attitude
Spearman’s
Rho
Correlation
(2-tailed)

Knowledge CPG Usage
Spearman’s Spearman’s
Rho
Rho
Correlation Correlation
(2-tailed)
(2-tailed)

Expected
Outcomes
Spearman’s
Rho
Correlation
(2-tailed)

Healthy Eating CF
Identify eating
behaviors/habits that
increase risk for
overweight
Healthy eating
Increasing fruit and
vegetable consumption
Decreasing sweetened
beverage consumption
Decreasing juice
consumption
Switching to lower fat milk
Decreasing “junk food”
consumption

0.65* (0.04)
0.31 (0.38)
0.39 (0.27)

0.75* (0.01)

0.39 (0.27)

0.48 (0.16)

0.39 (0.27)

0.63 (0.07)

0.53 (0.14)

0.67*(0.03)

0.50 (0.14)

0.86**(0.00)

Physical Activity
Identify physical activity
behaviors/habits that
increase children’s risk for
overweight
Increasing outdoor activity
Physical activity
Increasing outdoor
physical activity

0.31 (0.39)
0.50 (0.26)
0.31 (0.38)
0.40 (0.26)

Technology Screen Time
Reducing screen time < 2
hours per day

0.39 (0.27)

0.74* (0.01)

Healthy Weight (BMI) Percentile
Determine whether a child
is overweight
Discuss children’s body
mass index to their parents
Explain children’s body
mass index to their parents
Children’s weight status
(lowering BMI)

0.68* (0.04)
0.38 (0.27)
0.39 (0.27)
0.67* (0.03)

Note: ** Correlation is significant at the 0.01 level (2-tailed). * Correlation is significant at the 0.05 level (2-tailed). Behaviors,
attitudes, knowledge, CPG usage, and expected outcomes in relation to counseling frequency on CPG pediatric obesity topics.
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TABLE 6 – Continued
Healthy Weight (BMI) Percentile – Continued
Children overweight age 6
to 18 years have effects for
chronic disease risk
Overweight in children age
6 to 18 years affects their
quality of life in the future
Calculate a Body Mass
Index?
Interpret BMI percentile as
part of your assessment?
Gather a waist measurement
as part of your assessment?

0.26 (0.48)

0.31 (0.38)
0.25 (0.48)
0.58 (0.08)
0.47 (0.18)

CPG Usage
Childhood obesity CPG
Children age 6 to 18 years
with BMI percentile
between the 85% and 95%
need treatment
Children age 6 to 18 years
with a BMI percentile at the
95% or above need
treatment
Childhood overweight is
more amenable to treatment
than adult overweight

0.85**(0.00)

0.74*(0.01)

0.49 (0.18)

0.25 (0.49)

0.85**
(0.00)

0.60 (0.07)

0.54 (0.11)

Note: ** Correlation is significant at the 0.01 level (2-tailed). * Correlation is significant at the 0.05 level (2-tailed). Behaviors,
attitudes, knowledge, CPG usage, and expected outcomes in relation to counseling frequency on CPG pediatric obesity topics.

NPs self-reported counseling frequency on CPG topics used the Likert scale 1= never; 2=
some of the time; 3= most of the time; and 4= all of the time (Table 7). NPs’ frequency in
calculating a BMI were reported “all the time” (40%), interpreting BMIs as part of the
assessment were reported “all the time” (33%), referring a child to specialty were reported “most
of the time” (27%), collecting a waist measurement were reported “never” (33%), referring a
child to genetic counseling were reported “never” (40%), and utilizing community resources
were reported “most of the time” (20%) or “all the time” (20%).
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TABLE 7. Providers’ Reported CPG Usage.
CPG Usage
52. Calculate a Body Mass Index?
53. Interpret BMI percentile as part of your
assessment?
54. Refer a child to specialty care for obesity
management?
55. Gather a waist measurement as part of your
assessment?
56. Refer an obese child for genetic counseling?
57. Utilize community resources as part of your
management for an obese child?

1

Response Categories N=15 (%)
2
3

4

2 (13)

1 (7)

1 (7)

6 (40)

2 (13)

2 (13)

1 (7)

5 (33)

2 (13)

3 (20)

4 (27)

1 (7)

5 (33)

2 (13)

2 (13)

1 (7)

6 (40)

0

2 (13)

2 (13)

2 (13)

2 (13)

3 (20)

3 (20)

Note: Reported frequencies and percentages in clinical practice guidelines (CPG) usage. Response category for CPGs use was 1=
never, 2= some of the time, 3= most of the time, 4= all of the time.

Resources requested by NPs were reported by four participants. Their verbatim responses
were reported as follows: community resources, quick guides (one page), online resources, and
web-based interactions. The most frequently used CPG by the NPs was the American Academy
of Pediatrics (39 %) (Figure 4).

FIGURE 4. Clinical practice guidelines usage of NPs in this study.
Rural Compared to Urban Participants
Characteristics of rural compared to urban NPs were similar. Rural participants’ mean
(±SD) ages were 49.3 (±10.9) years and urban 35.3 (±14.1) years. The rural NPs’ ethnicity was
mostly Caucasian (n = 5; 83%) and Hispanic Latino (n = 1; 17%). The urban NPs’ ethnicity was
mostly Caucasian (n=5; 83%) and American Indian or Alaskan Native (n=1; 17%). The average
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amount of patients seen by a rural provider in half a day were less than 10 patients (40%) and
more than 15 (40%) (Table 8). An urban provider saw less than 10 patients (75%) and more than
15 patients (25%). The newer rural NPs have been practicing for one to three years (67%). Fifty
percent of respondents in rural practice were female with 67% holding a MSN. The urban
population were 33% male and 67% have an MSN. Both rural and urban providers equally held a
DNP degree. The majority of rural NPs reported additional training in pediatric obesity (67%)
while 33% of urban NPs reported additional pediatric obesity training. The rural sample had
more additional training in motivational interviewing (67%) than urban (50%) (Table 8).
TABLE 8. Characteristics of the Rural versus Urban Sample (N=15).
Characteristic

Rural
Frequency n (%)
Gender

Female
Male

6 (50)
0

Urban

Missing
Respondents

Frequency n (%)
4 (67)
2 (33)

3

Years Practiced
1-3 years
4-6 years
7 or more years

4 (67)
0
2 (34)

5 (83)
1 (17)
0

3

2(33)
4 (67)

5

4 (67)
2 (33)

3

3 (50)
2 (33)

2

Practice Setting
Private
Part of Larger Hospital System

3 (50)
1 (17)

Degree Completed
MSN
DNP

4 (67)
2 (33)

Received Additional Training
Motivational Interviewing
Pediatric Obesity

4 (67)
4 (67)

Patients Seen in Half a Day
≤ 10 patients
11 to 14 patients
≥ 15 patients

2 (40)
1 (20)
3 (40)

3 (75)
0
1 (25)

5 (83)
(0)
1 (17)

5 (83)
1 (17)
(0)

6

Ethnicity
Caucasian
American Indian or Alaskan Native
Hispanic Latino

3
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TABLE 8 – Continued
Characteristic
Ages
Patients seen in Half-day

Rural Mean ± Std.
Deviation

Urban Mean ±
Std. Deviation

Missing
Respondents

49.3 ± 10.9
12.0 ± 3.1

35.3 ± 14.1
18.8 ± 20.9

3
3

Note: The category of rural and urban are divided to show demographics specific to each.

Rural Compared to Urban Results
Rural NPs self-reported from each section of questions on: knowledge, attitudes,
behaviors, CPG usage, counseling frequency, and expected outcomes on the assessment and
management of overweight or obese pediatric topics with the Likert scale 1 to 4 (Table 9).
Knowledge was reported as “somewhat agree” (3.2±0.5); attitudes were reported as “minimally
difficult” (3.3 ±0.6); behaviors were reported as “confident” (3.4±0.6); CPG use was reported as
“most of the time” (2.6±0.9); counseling frequency was reported as “most of the time” (3.5±0.6);
and expectation outcomes resulting in change were reported as “somewhat agree” (3.0±0.6).
Urban NPs self-reported from each section of questions on: knowledge, attitudes,
behaviors, CPG usage, counseling frequency, and expected outcomes on the assessment and
management of overweight or obese pediatric topics with the Likert scale 1 to 4 (Table 9).
Knowledge was reported as “somewhat agree” (2.8±1.1); attitudes were reported as “minimally
difficult” (2.8 ±1.1); behaviors were reported as “confident” (2.8±1.0); CPG use was reported as
“some of the time” (2.3±1.0); counseling frequency was reported as “most of the time”
(2.5±0.9); and expectation outcomes resulting in change were reported as “somewhat disagree”
(2.3±0.7).
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TABLE 9. Provider Response to Knowledge, Behaviors, Attitudes, Expectation Outcomes, CPG
Usage, and Counseling Frequency.
Questions

Rural Mean ±
Std. Deviation
Urban Mean ±
Std. Deviation

Expectation
Outcomes
Q19-28
Likert Scale 1 to 4 chosen

Knowledge
Q44-51

Behaviors
Q1-18

Attitudes
Q29-35

3.2±0.5

3.4±0.6

3.3±0.6

2.8±1.1

2.8±1.0

2.8±1.1

CPG Usage
Q52-57

Counseling
Frequency
Q36-43

3.0±0.6

2.6±0.9

3.5±0.6

2.3±0.7

2.3±1.0

2.5±0.9

Note: CPG is clinical practice guideline and Q is question. The average response using Likert scale 1 to 4 per each category of
questions for rural and urban population.

The Mann-Whitney U test was performed on knowledge, behaviors, counseling
frequency, expected outcomes, and attitudes towards pediatric obesity topics to test the
assumption of self-reported differences between rural and urban NPs. There were no differences
between rural and urban NPs’ reported knowledge (p = 0.69); behaviors (p = 0.13); counseling
frequency (p = 0.06); expected outcomes (p = 0.09); and attitudes (p = 0.18).
DISCUSSION
Overview
The descriptive pilot study focused on understanding New Mexico NPs’ knowledge,
attitudes, and behaviors regarding the assessment and management of overweight and obese
pediatric patients. The study also compared data between rural and urban NPs. The study found
the NPs’ self-reported responses to exhibit knowledge, positive attitudes, and confident
behaviors towards CPGs used for assessment and management of overweight and obese pediatric
patients. The study also found resources (e.g., one-page CPG tool) requested by the NPs to
continue to assess and manage overweight and obese pediatric patients. Consistent with
literature, NPs used portions of the six guidelines to assess and manage overweight and obese
pediatric patients. Since this study had a small sample size, it lacked sufficient power to conduct
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statistical significance and find possible significant relationships. Nevertheless, the variables that
were utilized in order to address the study aims did find some similarities and differences in
comparison with current literature.
Findings in Relation to Aims
Aim One
What are the NPs’ knowledge, attitudes, and behaviors regarding assessing and managing
pediatric patients that are overweight or obese? Study findings support NPs’ perceptions of being
knowledgeable, having positive attitudes, and confident behaviors on assessment and
management of overweight or obese pediatric patients. Study findings supported NPs in New
Mexico perceived their knowledge, attitudes, and behaviors to be competent in assessing and
managing pediatric patients who are overweight or obese (Table 5). Behaviors of providers were
different from previous studies, in which providers perceived themselves as not confident in the
assessment and management of overweight or obese pediatric patients (Silberberg et al., 2012).
Aim Two
What are the NPs’ knowledge, attitudes, behaviors, and expectation outcomes regarding
CPG criteria in relation to reported obesity counseling frequency? In this study, improvement in
NPs’ attitudes, behaviors, and expectation outcomes correlated with increased counseling
frequency using CPG criteria on healthy eating, TST, and healthy weight (BMI) percentile
(Table 6). Similar to previous research, providers’ knowledge and attitudes were linked to their
comfort in counseling on pediatric obesity topics, but knowledge and attitudes aside, providers
felt their counseling was ineffective (Rausch et al., 2011; Silberberg et al., 2012). Other research
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showed that providers’ increased knowledge and comfort in counseling should lead to improved
patient outcomes (Lowenstein et al., 2013).
The NPs’ knowledge in this study did not correlate with increased counseling frequency
on pediatric obesity CPGs, possibly because the study was underpowered to identify a significant
relationship. A literature search identified barriers with electronic health record complications,
scheduling constraints, health insurance reimbursement complexities, and sociocultural
differences that could affect providers’ counseling frequencies on pediatric obesity topics
(Chelvakumar et al., 2014; Findholt et al., 2013; Walsh et al., 2013; Winters, 2013).
Interestingly, NPs in this study did not increase counseling frequency on physical activity
either due to lack of knowledge, inadequate training, or negative attitudes, behaviors, or
apprehension regarding whether it would result in change (Table 6). This study is consistent with
literature in New Mexico reporting pediatric physical activity levels at 23.4% in 2010
(NCCDPHP, 2012). According to literature, if providers are not confident, face barriers, or are
not knowledgeable on pediatric obesity CPG topics, then counseling can be unpredictable
(Rausch et al., 2011).
Aim Three
Do NPs use evidence-based recommendations for overweight and obese pediatric
patients? The NPs who reported using sections of pediatric obesity CPGs “all of the time” was
calculated to be 30% (Table 5). This study used six varying CPG recommendations; perhaps
NPs’ usage was adapted to their patient populations needs (AAP, 2003; August et al., 2008;
IOM, 2013; NAPNAP, 2015; NHLBI, 2012; USPSTF, 2010). This study’s findings were
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congruent with past literature, in which providers used sections of the CPGs (Oetzel et al., 2009;
Vine et al., 2013).
The study also found that time spent frequently counseling on pediatric obesity topics
with 6- to 18-year-olds during well-child checkups was time limited (Table 6 and 7). Consistent
with various research studies, provider time constraints, complexity of patient co-morbidities,
health insurance limitations, or lack of patient motivation felt by providers are barriers to
pediatric obesity CPG usage. This is consistent with extant literature, which reports
inconsistencies in provider’s counseling on CPG assessment and management of overweight or
obese pediatric patients (Chelvakumar et al., 2014; Findholt et al., 2013; Walsh et al., 2013).
Aim Four
What resources are needed by NPs to prevent, assess, diagnose, and manage overweight
and obese pediatric patients? NPs would like more community resources, such as one-page quick
guides, online resources, and web-based clinical interactions. Similar to past research on this
topic, the providers were found to want more resources on assessment tools, electronic medical
records, structured CPG material, and stronger community relations (Findholt et al., 2013; Vine
et al., 2013). Congruent with literature, NPs in this study identified the need for a quick CPG tool
that could be used in practice.
Rural Compared to Urban Findings
Aim Five
How do urban and rural NPs compare in their usage of evidence-based recommendations
on the assessment and management of overweight and obese pediatric patients? Rural NPs as a
whole reported using sections of pediatric obesity CPGs “most of the time” compared with urban
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NPs, who used them “some of the time.” This study was inconsistent with literatures findings;
where rural providers reported lacking knowledge on assessment and management of overweight
and obese pediatric patients (Findholt et al., 2013; Shaikh et al., 2011; Spivack, Swietlik,
Alessandrini, & Faith, 2010). Rural NPs in this study reported a higher rate of additional training
on pediatric obesity and motivational interviewing than urban NPs (Table 8). Previous research
found that rural NPs are more open to becoming educated on clinical management of overweight
or obese pediatric patients (Dennison et al., 2008). These findings supported rural NPs’ increased
CPG usage compared to urban NPs; perhaps rural New Mexico NPs are more active in seeking
out education.
This study also found no difference between rural and urban NPs’ reported knowledge,
attitudes, or behaviors on pediatric obesity assessment or management. These findings vary from
previous research, in which providers lacked knowledge on pediatric obesity CPG topics
(Findholt et al., 2013; Silberberg et al., 2012). Further, the study found that rural NPs who
counseled on pediatric obesity topics expected a change in patient outcomes compared to urban
NPs. This study is supported by research of providers’ knowledge and comfort levels of
counseling on pediatric obesity topics that led to patients making changes (Lowenstein et al.,
2013; Vine et al., 2013). This study identified possible differences between urban and rural NPs’
approaches to the pediatric overweight and obese CPGs. Further research is needed to identify
possible relationships between rural or urban NPs’ knowledge, attitudes, and behaviors.
Participants
The relatively small sample size was comparable to other pediatric obesity studies done
in New Mexico. Demographics of study participants are similar to other studies; the majority
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were Caucasian female providers with a Master’s degree or higher, specializing in family
practice or pediatrics. This study differed in the types of providers (physicians, NPs, physician
assistants); sample sizes from other studies ranged from 28 to 33 participants (Aldrich et al.,
2013; Oetzel et al., 2009). Although the sample size was small and provider type varied, the
demographics were representative of New Mexico NPs.
Frameworks Relation to Findings
The logic model used in this study, provided an evidenced-based process from project
design to practice impact. The logic model guided the survey data collection process on NPs’
knowledge, attitudes, behaviors, CPG usage, counseling frequency, and expected outcomes on
assessment and management of overweight and obese pediatric patients. The data analysis output
process was guided by evidence that met assumption criteria for the variables studied, and
accounted for the small sample size. The logic model process also identified a short-term
outcome requesting a quick CPG tool; possible development of a tool could be a long-term goal
(CDC, 2011).
The Theory of Planned Behavior described the NPs’ attitudes towards a self-reported
perception of behavior, which affects their behavioral intentions and behavioral actions. This is a
useful framework to describe NP behaviors and attitudes toward CPGs on pediatric obesity
assessment and management (Ajzen, 1991).
The Rural Nursing Theory guides the rural NPs’ knowledge, attitudes, and behaviors on
overweight and obese pediatric CPGs. The theory’s concepts define the NPs’ interactions within
the rural healthcare system and environment. For example, if the NP recommends increasing
physical activity and no playgrounds exist, the NP should consider how best to increase physical
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activity within the rural environment. These concepts are useful when defining NPs’ specific
needs in the rural community (Long & Weinert, 1989).
Impact of Results on Practice
Pediatric obesity is a growing epidemic in the United States, but it is preventable. The
study’s assessment of NPs’ knowledge, attitudes, and behaviors regarding overweight and obese
pediatric CPGs may help inform interventions to positively impact patient outcomes. The NPs in
this study suggested that additional resources on pediatric obesity are indeed needed in their
communities. Identifying these resources can help guide development of a one-page CPG
handout, and access to community and online resources.
Both prior literature and this study have identified future research on CPGs for provider
use should aim to educate, develop a CPG tool, encourage attitudes, and behaviors to increase
counseling on pediatric obesity. This should expand the NP role in the prevention of pediatric
obesity (Findholt et al., 2013; Silberberg et al., 2012; Vine et al., 2013). The evidence-based
research from this study can be integrated by the DNP graduate to connect healthcare teams with
community resources such as government sponsored health promotion training for providers.
Collaboration with government regional health promotion teams can expand resources to rural
New Mexico NPs to facilitate CPG usage through possible online webinars (NMDH, 2014). This
collaboration with the regional health promotion teams from the New Mexico State Health
Improvement Plan integrates ways of improving patient outcomes that can impact the
community.
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Strengths
The use of a previously validated and reliable survey strengthened the study by reducing
error in the measuring process, stabilizing measures of data, and assuring internal consistency of
measurement (Kimberlin, 2008). No research currently exists on NPs’ knowledge, attitudes, and
behaviors on overweight and pediatric obesity use of CPGs in New Mexico. The study remains
applicable to New Mexico NPs in both urban and rural practice locations. Additionally,
following a specific protocol of data collection allows for replicability for future research. The
study adds to the body of evidence sought by the New Mexico State Health Improvement Plan
2014-2016 (NMDH, 2014).
Limitations
The study’s major limitation was the small sample size (N=15) in which the target of 57
participants was not met. The study’s sample size relative to the number of practicing NMNPC
members lacks the power for quantitative statistical significance, and may not have been able to
identify significant relationships where ones existed. The convenience sample, in addition to the
nature of an online survey’s development and distribution has generated the risk to internal
validity and participant bias; it drew only selecting technologically-savvy participants. In
addition, only surveying NPs from the NMNPC likely does not represent all NPs practicing
within NM. Human error occurred delaying the reminder email sent to the NMNPC, which could
have contributed to the decreased response rate. The use of the self-reported Likert scale could
also potentially have skewed the data. The difficulty in accessing the survey link likely skewed
in favor of highly motivated participants with valuable qualitative data (Polit & Beck, 2012).
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Dissemination of Findings
Disseminating awareness of CPG usage on overweight and obese pediatric patients to the
NMNPC and within current practice can promote usage and positively impact patient care in
New Mexico. The NMNPC agreed to disseminate research findings to members with a webbased newsletter or forum. Additionally, the study findings will be presented at the Annual
Arizona Rural Health Conference 2016 to disseminate research via poster presentation.
Disseminating research findings can raise awareness of pediatric obesity, and encourages NPs’
attitudes and behaviors toward CPGs usage. Based on recommendations of this study,
collaboration with the University of New Mexico Hospital’s pediatric obesity specialty team can
facilitate the development of a quick CPG tool. Informing New Mexico’s healthcare
professionals on overweight and obese pediatric CPGs through Presbyterian Hospital’s primary
care provider’s continuing education meetings, monthly seminars, and work environment can
further impact patient outcomes.
Future Study
Future research can be expanded, based on the feasibility of this study, to include more
types of health care providers (i.e., physicians, physician assistants) in New Mexico; and
continue to differentiate rural and urban providers on assessment and management of overweight
and obese pediatric patients. When using a survey for data collection, researchers can offer an
incentive (i.e., a chance to win a gift card) to potentially increase response rate. Implications
from this study include development of more resources, and to improve NP practice through the
development of a quick CPG tool based on the AAP guideline (2003). This tool can incorporate
key principles (i.e., genetic testing, cholesterol levels, specialty referrals) from this study’s other
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guidelines on pediatric obesity (August et al., 2008; IOM, 2013; NAPNAP, 2015; NHLBI, 2012;
US Preventative Services Task Force, 2010). Through a pilot study, providers can be educated
using the Envision NM POWQII from the Brandt et al. study (2013) and a quick CPG tool can
be implemented into practice. Additional research can be done regarding assessment of patient
perceptions of NPs’ counseling on pediatric obesity CPGs. This will help researchers further
understand how provider counseling affects patients’ behaviors in order to change and what
patients need from counseling. These changes may allow significant relationships to be found
regarding knowledge, attitudes, behaviors, and needs of rural and urban providers. By further
investigating providers’ usage of CPGs, New Mexico’s research gaps on childhood obesity can
be narrowed.
Summary
This DNP study provided insight into New Mexico NPs’ use of CPGs on assessing and
managing childhood obesity and their knowledge, attitudes, behaviors, and expected counseling
outcomes. The study also identified resources New Mexico NPs needed to assess and manage
childhood obesity. The comparison of rural and urban NPs’ knowledge, attitudes, and behaviors
on childhood obesity CPGs needs a larger sample to further identify possible relationships.
Despite the limitations, this study identified NPs’ self-reported knowledge, attitudes, and
behaviors toward CPGs in the context of assessing and managing pediatric obesity. The findings
provide a possible foundation for future studies and intervention development regrading CPGs
related to overweight and obese pediatric patients.
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INFORMATIONAL EMAIL
February 2016
Dear Nurse Practitioner,
Study Topic
Thank you for considering participating in my study related to the assessment and management
of childhood obesity. This study is a component of my Doctor of Nursing Practice (DNP)
project, which is to describe the nurse practitioner’s knowledge, attitudes, and behaviors related
to assessing and managing overweight and obese pediatric patients. The study will assess for
possible knowledge gaps related to clinical practice guidelines, identify needed clinical resources
and education to facilitate healthcare professionals in the assessment and management of
overweight and obese children ages 6 to 18 years by nurse practitioners.
Participation
This study is designed for nurse practitioners of the New Mexico Nurse Practitioners Council.
Participation is simple. Please follow the link below to complete a brief survey that should take
approximately 25 to 30 minutes to complete.
Why should I participate?
Participation will provide important data addressing nurse practitioners’ knowledge, attitudes,
and behaviors in the assessment and management of childhood obesity. Likewise, your
participation will help identify needed resources to expand and update services within clinics and
communities to assess and manage childhood obesity. By participating, you will facilitate
meeting Healthy People 2020 goals of expanding rural research on pediatric obesity.
Contact
For more information, please contact Jennifer Quam, RN, FNP, DNP student at the University of
Arizona at jmquam@email.arizona.edu or (505) 916-1238 cell.
An Institutional Review Board responsible for human subject’s research at The University of
Arizona reviewed this research project and found it to be acceptable, according to applicable
state and federal regulations and University policies designed to protect the rights and welfare of
participants in research.
Click the link below to access the survey: https://uarizona.co1.qualtrics.com/SE/?SID=SV_77zPQ1AdqZ0gaXj
(If unable to click, then you can copy the link and paste into your web browser to access survey)

Thank you in advance for your participation.
Sincerely,
Jennifer Quam, RN, FNP, DNP Student
University of Arizona
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DISCLAIMER FORM
Nurse Practitioner Assessment for Childhood Obesity Study Informed Consent Portion
The purpose of this study is determine nurse practitioners’ current knowledge, attitudes, and
behaviors regarding the assessment and management of overweight and obese patients ages 6
to18 years old.
You will be asked to complete a brief survey, approximately 25 to 30 minutes with questions
related to your knowledge, attitudes, and behaviors clinical environment resources, assessment
and treatment of overweight and obese children. As a participant you will have one month to
complete the survey. The survey is confidential and no personal identifiable information will be
collected.
Participation is voluntary and you may decline to participate. By clicking on the link that states
“I agree to participate,” confirms that you have read and understand the information and agree to
participate in the Knowledge of Assessment and Management of Childhood Obesity among
Rural Primary Care Nurse Practitioners Study. Submitting the “I agree to participate” link will
take you to the online survey. By clicking the “I decline participation” will forfeit your
participation in this study.
If you have any questions or would like to confer with the researcher prior to making your
decision, please contact Jennifer Quam at jmquam@email.arizona.edu or cell (505) 916-1238.
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BASELINE CLINICIAN SURVEY
This survey takes about 25 to 30 minutes to complete
Today’s Dates ___________________
Limiting your responses to those concerning children ages 6 to 18 years.
Please rate your confidence in your ability to effectively counsel families about…
For questions 1-18 limiting your responses to those concerning children ages 6-18 please rate your confidence
in your ability to effectively counsel families about:

QUESTIONS

1

2

3

4

Not at all
Confident

Minimally
Confident

Confident

Very
Confident

1. Identify general behavior problems in children
2. Identify eating behaviors/habits that increase risk for
overweight
3. Identify problems children are having in school
4. Identify physical activity behaviors/habits that
increase children’s risk for overweight
5. Identify age-specific injury risks in children
6. Determine whether a child is overweight
7. Discuss children’s body mass index to their parents
8. Explain children’s body mass index to their parents
9. Increasing fruit and vegetable consumption
10. Decreasing sweetened beverage consumption
11. Decreasing juice consumption
12. Switching to lower fat milk
13. Decreasing “junk food” consumption
14. Decreasing general behavior problems
15. Reducing “technology screen” time < 2 hrs. per day
16. Increasing outdoor activity
17. Decreasing age-specific injury risk
18. Childhood obesity Clinical Practice Guidelines
For Questions 19-28 please rate your agreement with the following statement “I believe that my counseling
families will result in actual change regarding…”
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Strongly
Disagree

Somewhat
Disagree

Somewhat
Agree

Strongly
Agree

19. Children’s weight status (lowering BMI)
20. Increase fruit and vegetable consumption
21. Decreasing sweetened beverage consumption
22. Decreasing juice consumption
23. Switching to lower fat milk
24. Decreasing “junk food” consumption
25. Decreasing general behavior problems
26. Decreasing “ technology screen” time
27. Increasing outdoor physical activity
28. Using childhood obesity clinical practice guidelines
For questions 29-35 during well child visits for Children ages 6-18 years how difficult is it for you to counsel
families about:
Very
Minimally Not at all
Difficult
Difficult
Difficult
Difficult
29. Healthy eating
30. Physical activity
31. General behavior problems
32. School problems
33. Maintaining and achieving healthy weight (BMI)
34. Age-specific injury prevention
35. Childhood obesity clinical practice guideline
recommendations
For questions 36-43 when you see children ages 6-18 years for well child checks how often do you discuss the
following topics:
Some of
Most of the All of the
Never
the Time
Time
Time
36. General behavior problems
37. School problems
38. Healthy eating
39. Physical activity
40. Exposure to “technology screen” time
41. Maintaining and achieving healthy weight (BMI)
42. Age-specific injury prevention
43. Childhood obesity clinical practice guideline
assessment criteria
For the following set of questions 44- 51 please rate the degree to which you agree with each statement:
Strongly
Somewhat Somewhat
Strongly
Disagree
Disagree
Agree
Agree
44. Children age 6 to 18 years with BMI percentile
between the 85% and 95% need treatment
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45. Children age 6 to 18 years with a BMI percentile at the
95% or above need treatment
46. Childhood overweight is more amenable to treatment
than adult overweight
47. Order diagnostic testing for a child > 95th BMI
percentile?
48. Children age 6 to 18 years and overweight will
outgrow their overweight
49. Children overweight age 6 to 18 years have effects for
chronic disease risk
50. Overweight in children age 6 to 18 years affects their
quality of life in the future
51. I am competent in clinical practice guidelines on
childhood obesity assessment and management
For the following questions 52-57, how often do you comply with the following in practice with children 6 to 18
years?
Some of
Most of the All of the
Never
the Time
Time
Time
52. Calculate a Body Mass Index?
53. Interpret BMI percentile as part of your assessment?
54. Refer a child to specialty care for obesity
management?
55. Gather a waist measurement as part of your
assessment?
56. Refer an obese child for genetic counseling?
57. Utilize community resources as part of your
management for an obese child?
58. Which Clinical Practice Guideline do you use?
United States
National
American
Preventative
Institute of
Heart, Lung
Endocrine
Academy of
None
Select all
Services Task
Medicine
and Blood
Society
Pediatrics
Force
Institute
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59. Given all of the anticipatory guidance topics providers may cover at well child checks, how high of priority
is counseling about obesity prevention in each of the following age ranges in your patient population?
Very low
Low priority
High priority
Very High Priority
Priority
a. Infants
b. Toddlers
c. Pre-School Children
d. School-aged Children
e. Adolescents
60. For children less than 6 years on an overweight trajectory, or for children older than 6 years who are
overweight, how high of a priority is treating obesity in each of the following ages ranges in your patients
Very low
Low priority
High priority
Very High Priority
Priority
a. Infants
b. Toddlers
c. Pre-School Children
d. School-aged Children
e. Adolescents
The following Questions asked about you
61. How many days a week do you see
4 or more
Less than 2 days
2-3 Days
patients?
62. On average, approximately how many
_________________?
patients do you see in a half day?
63. Have you had any additional training pediatric overweight and obese assessment and management (i.e. CME or
similarly courses)?
Yes—How much?
½ day
1-3 Days
More than 3 days
No
64. Have you had any training in
NO
3 hours or less
More than 3 hours
motivational interviewing techniques?
65. What resources would you like to
improve assessment and management of
overweight and obese pediatric patients?

_____________________________________________________
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CLINICIAN DEMOGRAPHICS
1.
2.
3.
4.
5.
6.
7.
8.

9.
10.

Date:
Gender: Male or Female
Age: _____
Training or schooling completed: ______year
How many years have you practiced? 1-3 years, 4-6 years, > 7 years
What is your practice setting? School-based, private, public health, part of a lager hospital
system?
Degree completed: MNS, PhD, DNP, FNP, ACNP, PNP, MHNP, MBA, other________
Ethnicity (Mark one): American Indian/ Alaskan Native, Asian, Black or African
American, Hispanic Latino, Not Hispanic/Latino, Native Hawaiian or other Pacific
Islander, White, Other: _______?
What zip code do you work in _______?
Do you practice in a rural community? Population < 50,000 and/or not located near an
urban larger city.
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On Jun 9, 2015, at 10:48 AM, <rbevan@nmnpc.org> <rbevan@nmnpc.org> wrote:

New Mexico Nurse Practitioner Council
In response to your "Contact Us" submission:
Hi Jennifer
My name is Rachel Bevan and I work for NMNPC. Do you have a survey that
we could send out to our members?
Thanks
Rachel Bevan
NMNPC

Rachel Bevan <rachelbevan06@gmail.com>

Jun 29

Jennifer,

No worries, I know how life can get. Please send me your survey with your IRB approval once
you are ready and I will send it out to our members.

Thanks
Jennifer Quam
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Project Question: To examine and evaluate what practices healthcare providers use in assessment of overweight and obese pediatric
patients in relation to current practice guidelines for screening and diagnosing by New Mexico Nurse Practitioners.
Author /
Article

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Aldrich,
GraceCleveland,
Schmeige, &
Drandreaux,
2014

Qualitative: Used to
determine obesity
care assessment
practices by school
based health centers
on their attitudes,
skills, barriers and
treatment methods
for overweight and
obese children prior
to training on obesity
guidelines

August et al.,
2008

Qualitative: Used to
inform on
recommendation for
childhood obesity
prevention and
treatment

BaileyDavis, Horst,
Hilemeier, &
Lauter, 2012

Quantitative: Data
collected of height
and weight from
school districts to
assess obesity in the
school age children
with BMI ≥ 95%
according to gender
and age.

Theoretical
Framework

None discussed

Design

Descriptive Study

Sample (N)

n=33 clinicians

Systematic
review

None discussed

Longitudinal
study

N = 980,000 children
ages 5-12 were
measured for 3
consecutive years.
N=501 school districts
Data was assessed at the
school district level.

Data Collection
(Instruments/tools)

Findings

International Life Science Institute
Research Foundation Assessment of
Overweight in Children and
Adolescents Survey.
Data was analyzed using SAS ver.
9.2.
The survey used Likert scale
categories.

- Study found that some providers are
following obesity care guidelines but not all.
- 93.9% use BMI
- 25% of providers do not regularly gather a
family history of overweight/obese
- More training was determined necessary to
follow guidelines.

Reviewed applicable evidence.

- Provides Clinical Practice Guidelines for
diagnosis and treatment of childhood obesity
- Links childhood obesity as predictive to
adults obesity

Schools conducted health screenings
of height, weight, BMI for 3
consecutive years.
BMI was assessed through 2.97
million screenings.

- Obesity was stable for the three year study.
- Rates of obesity by year:
Year one 17.6%
Year two 17.6%
Year three 17.7%.
- Study found that schools with higher
academic achievement had lower obesity
rates and those with lower academic
achievement had higher obesity rates.
- Higher levels of obesity were found in rural
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areas.
Boehmer,
Lovegreen,
Haire-Joshu,
&
Brownson,
2006

Qualitative: Identify
perceived indicators
of physical
environment
connected to obesity
in rural areas.

Ecological
framework by
Egger and
Swinburn.
Conceptual model
for how physical
environment
influences obesity

Cross sectional
telephone survey

13 rural communities
MO
N = 2510 adults

Logistic regression analysis
A 106 item survey measured
perceptions of neighborhood
environment and health related
behaviors

-Distance to recreational facilities and crime
safety were
-Furthest distance to recreational facility,
unpleasant community for physical activity,
feeling of unsafe, crime, traffic,
nonresidential destinations
-Distance to recreational facilities and crime
safety, dietary fat intake is high, sedentary
behavior, lack moderate/vigorous activity

Bolin &
Bellamy,
2015

Qualitative: Identify
health issues in rural
people from rural
health professionals
(RHP) to address the
larger government
organization of
Healthy People 2020
initiatives.

None discussed

Descriptive
survey

N=679 healthcare
professionals

A survey compiled by the RHP2020
project sent to all 679 RHP to identify
rural health priorities, rural health
leaders, and areas of research and
how to effectively promote rural
health programs.
Survey was distributed from 20102011 for stakeholder input.

- Identified top priorities among RHP: access
to care, DM, mental health, Nutrition and
weight status, heart disease and stroke,
substance abuse, PA, older adults, cancer,
infant and child health, community based
education.
- Identified the RHP usefulness of tools to
RHPs: consultants, webinars, and rural
models for practice, rural tool kits, grants, &
tool kit for hospital managers.
-Goal improve on these initiatives by 2020.

Brandt,
Booker, &
McGrath,
2013

Qualitative: To asses
application of the
Pediatric Overweight
Quality Improvement
Initiative (POWQII)
after training
providers.

None discussed

Reviewed 761 Medical
records from 5 practices
in the state of NM

Reviewed the records of the 5
practices, original plan was for 12
months, but most completed in 9
months due to the demand to review
the 20 cases each review period.

- Providers using POWQII improved
assessment of BMI in children.
- Increases were 3 times more BMI
assessment and one site had 0-100% increase
in BMI assessment
- Self management goals only increased from
26% to approx. 50%

Chelvakumar
et al. 2014

Qualitative: To
determine provider
perception and
documentation in
relation to the 2007
COAN guidelines

None discussed

N=158 male children
chart reviews
N=154 female children
chart review
N-69 providers

36 Question survey was sent to 69
providers in southeastern Wisconsin.
A chart review was conducted on
well-child visits performed in 2012

- Inconsistency between providers and
screening management compared to the
clinical practice guidelines.
-Barriers of patient motivation and adherence
make it difficult for providers to manage
obesity

Cross-sectional
study
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Cruz, Davis,
FitzGerald,
Canaca, &
Keane, 2014

Quantitative: To
describe the process
for engagement,
recruitment and
retention process for
Child Health
Initiative for
Lifelong Eating and
Exercise (CHILE)
and lessons learned.

Social ecological
model

Dennison et
al., 2008

Qualitative:
Descriptive statistics
were used to assess
provider adherence
to training,
measurements,
nutrition and
physical activity.
Qualitative:
Determine provider’s
1) Attitudes and
familiarity with
recommendations for
identifying
overweight children
2) Barriers and
facilitators to use
BMI percentile

None discussed

QuantitativeHypothesis: Brief
motivational
counseling (BMC)
along with home or

Interviewing
Framework

Flower,
Perrin,
Viadro, &
Ammerman,
2007

Gorin et al.,
2014

No framework
identified

Randomized
Control Trial

N = 16 Hispanic head
start centers (HS)
N = 1,879 children
N = 655 parents
N = 7 grocery stores
N = 14 healthcare
providers

Recruitment for the RCT study was
accomplished by building
relationships in the community
Had a 200% increase in children who
were willing to participate

- Relationship building in underserved
populations is critical to successful research.
- Working with local leaders, building
relationships and forming partnerships
benefit the research.
- Providers, although willing to be a part of
CHILE found that they could not always
meet the time requirements due to their work
and other commitments.

N=58 13-18 years old
with BMI >95th
percentile BMI or >85th
percentile plus a family
history of
cardiovascular or
diabetes.

Data was collected after training to
providers to see the effectiveness of
the training on treaty childhood
obesity\

- Study showed high interest among
practitioners for childhood obesity
- Providers adopted the assessment and
management tools,
- Patients were inconsistent in following
through with the education.

Ethnography
Focus group with
eleven key
questions to
understand
motivations and
behavior

Surveyed 38= N
clinicians from six
primary care providers
in North Carolina

-Audiotape transcription
-Coding matrix used to transcribe into
themes
BMI has become the CDC preferred
method in helping with curbing
childhood obesity. Despite CDC
recommendation and American
Academy of Pediatrics (AAP) to use
BMI not all clinicians use it. The
study was conducted to find out why
clinicians weren’t using them to help
with childhood obesity.

Study found BMI was used by only 29%
routinely. The Majority (71%) relied on
height and weight charts. The one study also
found that the practice using EMR used BMI
because it was charted and graphed in EMR.
Barriers to using BMI was a
misunderstanding of its use and the treatment
plans using BMI for weight loss. Another
barrier was institutional that relied on the
growth charts and without EMR to help it
took too much time to calculate EMR.
Technology was one of the main facilitators
for using BMI. When the BMI was
calculated by EMR for the clinician they
were likely to use the data to both diagnose
and counsel their patients with charts and
graphs.

RandomizedControl Trial

Latino and Black
mother child dyads
(n=150) from inner city
areas with children 2-4
years old.

Height and weight measures, diet and
physical activity, demographics,
acculturation, process evaluation,
medical team let measures, office
weight management survey, health

This study protocol will determine if adding
the BMC will help with reducing childhood
obesity. The study will explore percentiles
with BMC alone, BMC plus home
consultation and BMC plus phone
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phone counseling
will produce a
greater reduction in
BMI then BMC
alone. Also BMC
and home will
produce a greater
reduction in BMI
then BMC and
phone.
Variables: are BMC,
home and phone
counseling and BMI
changes.

living questionnaire feeding practices,
hope and conscientiousness, and
adherence and treatment fidelity were
measured, surveyed or questionnaire.

consultation. The goal of this study is to
provide ways to bridge the gap between
providers and the community they support in
regards to childhood obesity.

Primary care pediatricians are being
asked to take the lead to prevent
childhood obesity. The study was
conducted to see if brief motivational
with mother-child would help in
reducing obesity. Brief motivational
counselling (BMC) was delivered by
clinicians and nurses at clinical visits.
These were followed up by a monthly
phone call. The visits were used with
specific goals to present to the parent.

Jacobson &
GanceCleveland,
2010

Mixed Methods:
Evaluated 15 studies
looking at improving
primary care
providers
assessment,
prevention and
management of
childhood obesity

Chronic Care
Model for
Childhood
obesity.

Systematic
Review

N = 15 studies

Reviewed 15 studies

Discovered inadequacies of primary
providers’ ability to assess for pediatric
obesity. The recommendation of additional
training for providers is necessary to comply
with guidelines. When the primary providers
used the Chronic Care Model, providers
adhered more to the clinical practice
guidelines and better assisted the patients
with an obesity treatment plan

Keane,
Ortega, &
Linville,
2015

Qualitative: Study to
identify
environmental
influences on healthy
eating and physical
activity within
Healthy Kids,
Healthy Cuba
(HKHC).

None discussed

Cross-Sectional
Study

N = 12 Participants
from Cuba, NM
(population 731).

Three hour group model building
(GMB) sessions were sued to gather
the data.
The cross-sectional data was inputted
into feedback loops with 5 subsystems emerging with a casual loop
diagram.

Connections between policy environmental
influences on healthy eating and active living
behaviors were developed.
The study barriers to healthy living in the
community. Identified barriers included meal
preparation, long school bus rides for some
of the population (3 hours total).

Klein et al.,
2010

Qualitative survey to
address the provision
of screenings for
childhood obesity.

No framework
was identified

Not identified

1622 non-retired
American Academy of
Pediatrics (AAP) U.S.
members in 2006 were
mailed survey and

Periodic Survey of Fellows No. 65
was used to gather data on
management of overweight children
in the United States.
Logistics Regression model

The study found most clinicians do not have
the time to counsel on overweight and
obesity, and counseling given has poor
results. 52% of those surveyed used BMI to
assess obesity, while 97% of clinicians
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1,005 responded and
677 of the clinicians
were eligible for the
study.

visually assessed the child for obesity. The
study also found clinicians who most
recently attended continuing education were
more likely to use BMI and were aware of
the most recent guidelines for treating
childhood obesity. The study also found that
clinicians that had better access to other
community resources to treat obesity were
more likely to use BMI in their assessment.

Lockner,
Kibble,
Marley, &
Trowbridge,
2014

Qualitative: To
improve nutritional
counseling skills to
reduce childhood
obesity to work with
parents and patients
as a wellness WIC
program.

None identified

Descriptive Pilot
study

N=48 clinics
All permanent NM
WIC clinics were
studied.
Categorized either large
or small and rural or
urban.
Nutritionists attend 6
hour nutrition training
and then asses their
ability to counsel
overweight/obese
patients on nutrition.

Skills training and tools for staff was
a one day workshop.
Wellness program was a 23 activity
listed program.
Online survey administered prior to
intervention and six month intervals.
Patients who provided baseline data
were analyzed for change over time
in relation to BMI, physical activity,
diet, body image, self-efficacy and
health function.

-After training 62.3%-73.7% increase in
documentation of overweight and obesity. -Greater increase in identification of BMI as a
risk factor for obesity.
-The interaction with a trained nutritionist
was positive for the parents and nutritionists
reported a higher level of efficacy post
training.

Lowenstein
et al., 2013

Qualitative: Used a
survey to asses
provider self-efficacy
in outcomes,
expectations and
counseling for
childhood obesity

Social cognitive
theory

Cross-sectional
study

N=123 providers

Providers at 23 sites were sent a
survey to assess their childhood
obesity and management.

-Providers were confident in providing
counseling and expected changes in
childhood obesity.
-This article provided the baseline survey for
this research project

Lutfiyya,
Lipsky,
WisdomBehounek, &
InpanbutrMartinkus,
2007

Qualitative: To
examine the
hypothesis to
determine if rural
children are at a
higher risk for
obesity compared to
metropolitan.
Identify if rural area
is a risk factor for

None identified

Descriptive study

N=43,396 children
where
7972 were overweight
or obese
Surveyed providers
through random
telephone survey
Data from one child per
household was
examined.

National Survey of Children’s Health
from 2003-2004.
Eight domains were addressed:
demographics, physical and mental
health status, health insurance,
healthcare use, access to health care,
medical home, family function,
parent health, neighborhood
characteristics were reviewed in the
survey.

- Children in rural America are 25% more
likely to be overweight or obese.
- Lower socioeconomic status increased
overweight/obesity.
- Rural communities have less access to
healthy food options
- Rural areas have limited access to
healthcare specialties.
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children being
overweight and
obese.

Data analysis was run on univariate,
bivariate and Multivariate analysis.

Oetzel,
Scott, &
McGrath,
2009

Qualitative: Examine
a quality initiative
for providers in
school based health
centers can improve
the recognition and
management of
childhood obesity.

None Identified

Plan, Do, Study,
Act (PDSA).

N = 22 providers
N = 6 clinical staff
N= 13 School based
healthcare centers were
recruited.
Categorized based on
rural/urban, grad level
(1-5) or (6-8) or (9=12),
and percentage of
students who receive
free lunch

Best medical practice training on
assessing and managing pediatric
obesity occurred at 2 on-site
meetings.
Measures: documentation of BMI
percentiles, weight category
diagnosis, assessing readiness to
change, assessing patient readiness
for change with a BMI of >85 % and
addressing 4 key healthy lifestyle
enhancements.

- QI training changed behaviors of treating
- BMI saw an increase in documentation, but
it was not significant. Adherence to the QI
after baseline increased initially but fell off
as the study continued.

Ogden,
Carroll, Kit,
& Flegal,
2014

Qualitative: Provide
national statistical
estimates on
childhood obesity,
analyze trends 20032012

None identified

Cross sectional
complex

N = 9120 participants
from 2003-2012
Probability sample of
the noninstitutionalized
US population

Logistics regression models
National health and Nutrition
Examination Survey

-Significant decrease in obesity among 2-5
year olds and increase in women age 60 and
up
-High weights in 2011-2012 in 2-29 years
(16.9%) and adults (34.9%)
-No overall change in obesity among youth
and adults between 2003-2004 and 20112012
-Obesity still remains high

Outde
Luttikhuis et
al., 2009

Qualitative review of
RCTs for treating
obesity in children
under 18.

Not Identified

Meta-Analysis

64 RCTs from database
search following the
Cochrane Handbook.
12 studies based on
sedentary behavior, 6
studies on diet, 36 on
behavior treatment
programs and drug
studies in 10.

Sample was taken from eight
databases looking for RCTs from
1985 to May 2008. Data collected
was from 64 RCTs that looked at
lifestyle interventions focused on
physical activity and diet and
behavior treatment programs through
rigorous criteria for inclusion.

Lifestyle interventions showed a reduction in
overweight with 6-12 month follow ups. The
drug interventions also had success, but there
were adverse effects when using drugs.
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Polacsek et
al., 2014

Qualitative: Study
compared crosssectional surveys and
chart reviews to
understand
improvements to
treatment of
childhood obesity.

Conceptual
Framework

Quasiexperimental

N=295 for 2009 7
intervention sites
N=322 for 2012 7
intervention sites
N=100 for 2 2012
control sites

Data was collected from a chart
review providing demographics,
height weight and BMI. It was also
noted if the patient completed the
5210 survey.
The study also did surveys of the
parents on awareness of childhood
obesity
The study also did a provider survey
or 53 items to measure knowledge,
attitudes and practices for childhood
obesity.

-Providers lacked community resources for
childhood obesity.
-Parents and providers reported educating
patients on healthy nutrition and exercise.

Rausch,
Perito, &
Hametz,
2011

Qualitative: Data was
collected to asses
provider attitudes,
behaviors and
referral practices
when treating
childhood obesity

None Discussed

Cross-sectional
study

N=96

Anonymous survey administered at
five community based hospitalaffiliated pediatric and family
medicine practices providing
outpatient services.

- Compared provider knowledge to CPG
recommendations and comfort in discussing:
technology screen times and prevention and
management of pediatric obesity.
-The study found provider’s attitudes were
comfortable in counseling all three topics and
had knowledge on the CPG
recommendations,
- Counseling was ineffective. The study
found providers varied on their actions in
regards to CPG laboratory testing and
referral recommendation for obesity.

Sesselberg,
Klein,
O’Connor, &
Johnson,
2010

Qualitative: Assessed
family physicians
attitudes, beliefs and
practices in using
BMI to screen
childhood
overweight and
obese patients.

None Identified

Descriptive Study

729 Respondents to
survey
N = 455 eligible
participation of
physicians

Self-administered survey that was
modified from the American
Academy of Pediatrics survey on
management of childhood overweight
and obesity.

-71% familiar with BMI guidelines
-78% had BMI tools
-45% reported computing BMI for kids older
than 2 years
-43% felt effective.
-55% lacked community resources
-72% want simple diet and exercise
recommendations
-FP felt prepared to discuss weight and diet,
but only
- Found 99% of respondents charted height
and weight of adolescents
- Attitudes were mixed between about how
and who to manage overweight children.
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Shaikh et al.,
2011

Silberberg et
al., 2012

Spivack,
Swietlik,
Alessandrini,
& Faith,
2010

Quantitative: Used
multivariate linear
models to look at
differences in
perceived
effectiveness of
multiple areas of
rural health.
Qualitative survey
for staff and primary
care providers to
assess perceptions on
pediatric obesity
knowledge and
treatment.

Chronic Care
Model

Cross-Sectional
Survey

N = 39 rural healthcare
providers

Rural California healthcare providers
were given a 3 page questionnaire.

- The study found the majority of rural
providers were not confident in treatment of
childhood obesity.
- The study identified multiple barriers to
rural healthcare providers. Telehealth helped
overcome some of these barriers.

Not identified

Retrospective

413 providers were
eligible to complete the
survey and 278
responded.

Data was collected by survey that was
based on elements of pediatric
treatment guidelines and prior
research. Comfort and confidence
was done on the 5 point Likert scale
plus a non- applicable area. The 4
points Likert scale was used for
strongly agree and strongly disagree
on the ability counsel obese patients
on life style changes.
5 Point Likert Scale and 4 point
Likert scale to asses 8 intervention
practices.

The study showed 15.2% primary care
providers (PCPs) were comfortable or very
comfortable with the ability to bill for
obesity. While the study also showed 97%
were ready to make changes to become more
comfortable. The data showed that both
providers and staff felt pretty comfortable in
treating and billing for obesity. There was
still a minority in those who felt very
comfortable with treating and billing obesity.
In order to have the PCP lead the treatment
of obesity requires an increasing the
providers skills as well as PCP skills in
motivational interviewing and training
practices.

Qualitative: Study
was used to assess
the knowledge of
providers in
understanding of
obesity and AAP
recommendations,
current practices, and
barriers to improve
lifestyles and
demographic
information.

None Discussed

Descriptive Study

N=87 pediatricians and
nurse practitioners.

Survey was emailed to participants

The literature suggests educating providers
on motivational interviewing should improve
counseling on a sensitive topic more
effectively
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Tovar et al.,
2012

Qualitative: examine
the association of
overweight and
obese prevalence of
401
ethnically/racially
diverse, rural school
aged kids and health
behaviors: diet,
sleep, screen time,
physician weight
consultation.

Conceptual
framework

Cross-sectional
analysis

N = 8 random selected
rural schools
N= 1235 students
Sample of school aged
children 6-11 years in
rural areas of four
states.
Measured BMI and
those in the 85% were
given the guidance in
CHANGE

Analysis using SAS version 9.0.
Examined child and parent
characteristics according to weight
status.
Used one way analysis to compare
continuous variables in each group.
To determine how Creating Healthy
Active and Nurturing Growing up
Environmental (CHANGE) impacts
obesity in rural areas in four states
(California, Mississippi, Kentucky
and South Carolina).

- Childhood Obesity in the four states ranged
37-60%, Kentucky was the highest.
- Children in these areas did not meet the
recommendations to prevent obesity.
- 40% of the children did not meet dietary
guidelines to prevent obesity.
- Obese children spend more time in front of
screens (TV, computer, Tablet, etc...) and do
not get needed physical activity.
- Childhood obesity is higher in rural areas
then in non-rural.

Tripp, Perry,
Romney, &
BloodSiegfried,
2011

Qualitative:
Evaluated the
effectiveness of
using the HEAT
program in treatment
of childhood obesity.

None discussed

Quality
improvement
study

N=50

Convenience sampling of patients age
5-18 with new overweight or obese
diagnosis

-The use of motivational interviewing
training was found to lower BMI and waist
measurements

Vine,
Hargreaves,
Briefel, &
Orfield, 2013

Qualitative: Review
of clinical and
community based
obesity interventions.

None discussed

Literature review

N=96 articles

Data was collected from the articles
to review how providers and
programs addressed childhood
obesity.

Walsh,
Milliren,
Feldman, &
Taveras,
2013

Qualitative study to
determine referral
patterns from
pediatric primary
care to subspecialists
for obese and
overweight related
comorbidities.

Not identified

Cross-sectional
study

Complex Sample of 618 year olds, classified
as overweight or obese
with 5 comorbidities.
N = 34,255 database
visits.
Data collected from
2005-2009.

Survey procedures in SAS 9.3 using
Taylor series linearization variance
estimation.
Chi-square tests were used to test
differences in proportions between
visit disposition referral categories.
Multivariable logistic regression
analysis was used to examine factors
associated with a visit ending with a
referral.
Data was collected from the Medical
Care Survey and the National
Hospital Ambulatory Medical Care
Survey. Sample was taking of
outpatient department by children 6 to
18 years of age.

- The primary care setting underutilizes
clinical practice guidelines, resources and
tools available such as body mass indexing
(BMI) percentile or tracking weight over
time
In the visits surveyed 17.1% of patients from
6-18 were overweight or obese. The referral
rate was higher at 23% then with people who
self-reported for obesity specialty care at
17%. The study also identified 3 reasons why
providers may not refer patients: non correct
obesity identification, provide care initially at
primary with plans to refer or plans not to
refer.
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Walsh,
Milliren,
Feldman, &
Taveras,
2013

Qualitative research
done to study the
prevalence of obesity
through ICD-9
coding, BMI and
direct questioning.

Not identified

Cross-sectional
study

Used National
Ambulatory Medical
Care Survey, National
Hospital Medical Care
Survey to extract the
necessary data. Of the
48,145 visits in the
database representing
751,538,638 with a
standard deviation of
34,748,635.

National weighed estimates of obese
visits and prevalence of obesity were
calculated using survey procedures.
Positive and Negative predictive
value were calculated for obesity
diagnosis. Multivariable logistic
regression analysis examined factors
with sensitivity with documented
BMI.
The criteria used to collect the data
was from office or out patient.

Among the visits with a documented BMI
19.5% of the 2-18 year old children were
obese, 7% of them had ICD-9 coding for
obesity. Overall the study concluded that the
sensitivity of a clinical diagnosis was as low
at 15.4%, which means obsess children are
not being identified as obese by their
providers. This may related to the criteria
needed to diagnose obesity compared to
adults. The use of EHR may help with
identify more with automatic triggers to
properly document childhood obesity.

Wang,
Fetzer,
Yang, &
Wang, 2012

Qualitative: Analyze
potential future trend
of obesity and related
healthcare costs to
current trends in the
US population

No framework
identified

Cross sectional
Linear regression
model

A nationally
represented sample was
used from the
NHANES

-Linear Regression Models
-Used the National Health and
Nutrition Examination Study from
1970 to 2004 --Used NHANES
survey data from NHANES I, II, III

- Continue to implement health people 2010
to avoid theses costly societal projection Increase in overweight adults is more rapidly
growing than in children
-If the trend continues in 2030 86.3 % of
adults will be obese and overweight
-By 2048 all adults will be overweight or
obese. In kids the prevalence will double by
2030
-Total healthcare costs will double every
decade $860.7 to 956.9 billion by 2030.
Which will be 16-18% healthcare costs

Yarborough,
DeBar, Wu,
Pearson, &
Stevens,
2012

Qualitative: Survey
was conducted to
assess the needs
across three medical
organizations in the
treatment and
prevention of obesity

None identified

Needs assessment

N=11 providers

Survey was distributed to three
different medical settings. A health
maintenance organization, academic
medical center and an health
maintenance organization

- The sensitive nature of the topic left
providers unconfident and in need of more
training
- Weight counseling does not routinely fit
into pediatric visits due to time constraints.
- Healthcare providers feel inadequately
trained to manage obese patients, leading to
missed preventative and health promotion
opportunities
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