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ABSTRACT 

Despite the numerous recommendations for care, childhood obesity continues to be a 

growing problem in the United States. Approximately one third of the United States population 

of children ages 2 – 17 is now considered overweight or obese (American Heart Association, 

2014a). The obesity epidemic in children can lead to greater health risks and concerns when 

entering adulthood. Primary care providers were previously identified as key personnel that 

could identify and treat overweight and obese children during opportunities, such as well child 

visits. In addition, several studies have been published providing key recommendations for the 

diagnosis and management of childhood obesity. One such study, in association with the 

American Academy of Pediatrics (AAP), created the 2007 AAP Expert Committee 

Recommendations for childhood obesity management. Despite the publishing of these 

recommendations, providers have not consistently utilized their opportunities to diagnose and 

treat overweight or obese children. There have been many barriers and concerns identified by 

studies looking at provider practices and inconsistencies including provider lack of comfort in 

diagnosing obesity, lack of training in obesity treatment options, lack of training in motivational 

interviewing, lack of familial/patient readiness for change, and lack of time available to properly 

assess and treat the child. With those barriers and inconsistencies in mind, it is concerning that 

Arizona’s childhood obesity rates have continued to rise. Thus, this survey was designed to 

review Arizona Nurse Practitioners knowledge and practices regarding the diagnosis and 

management of childhood obesity as they related to the 2007 AAP Expert Committee 

Recommendations for childhood obesity management and determine how they compare to 

previous studies completed on provider barriers and practices. Based upon the data received with 



 

 

 

 

10 

this study, Arizona nurse practitioners are also inconsistent in their knowledge and practices 

regarding childhood obesity management. 
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INTRODUCTION 

While the escalation of childhood obesity in the United States has slowed recently, the 

overall prevalence has tripled since 1963 (American Heart Association, 2014). The Centers for 

Disease Control and Prevention (CDC) reports that one in six children, or 17% of US children, 

are considered obese today (2015). This statistic only accounts for the population of children 

who meet the “obesity” definition, which is a body mass index (BMI) equal to the 95th 

percentile or greater than the average male/female within their age group (CDC, 2015a). 

Children above the 85th percentile of the average male/female BMI within their age group, but 

below the 95th percentile are considered “overweight” (CDC, 2015a). The number of overweight 

children in the United States accounts for an additional 16% of the population (American Heart 

Association, 2014a). Thus, one in three children within the United States is considered 

“overweight” or “obese” (American Heart Association, 2014a). Due to these staggering numbers, 

childhood obesity has become the number one health concern for parents, surpassing both 

smoking and drug use (American Heart Association, 2014). Aside from the concern that 

overweight children tend to become overweight adults, many children are developing comorbid 

conditions previously only seen in adulthood such as hypertension, hyperlipidemia, and diabetes 

(American Heart Association, 2014a). The etiology of this increase in obesity is multi-faceted 

with leading contributors to the epidemic including: increased availability of inexpensive 

processed foods, portion distortion (restaurant meals are four times the portion size of a 1950s 

meal), sugary drinks increasing in size from 7 ounces in 1950 to an average 42 ounces today, 

more sedentary lifestyle, increased screen time with televisions, computers, and video games, 

internal programming by pregnant mothers consuming artificial sweeteners, and changes in sleep 
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patterns (American Heart Association, 2015). While the solution to this epidemic may seem as 

simple as advising children to eat less and exercise more, studies have shown that obese 

individuals are not responding adequately to the body’s regulation of food cues (American Heart 

Association, 2015). In addition, research has shown that parents of overweight or obese children 

have a decreased perception of their child’s obesity status compared to the parental perceptions 

of normal weight children (Chelvakumar et al., 2014). The perception of the parent is crucial 

because it contributes to the overall family/parent readiness to change and assist the child in 

overcoming their obesity (Chelvakumar et al., 2014). Hence, it has been recommended that 

primary care providers become a key component in the recognition, treatment and prevention of 

childhood obesity (Silberberg et al., 2012).  

Despite this recommendation by multiple organizations including Healthy People 2020, 

the American Heart Association and the AAP; many providers have reported discomfort in their 

ability to properly diagnose and treat childhood obesity (Chelvakumar et al., 2014). In addition, 

multiple studies have shown inconsistencies in the screening and reporting of childhood obesity 

during primary care visits (Chelvakumar et al., 2014, Holt et al., 2011, Silberberg et al., 2012). 

There is concern that they these inconsistencies are leading to missed opportunities for early 

interventions before children become older and are officially labeled “obese” (Chelvakumar et 

al., 2014).  

Background Knowledge 

The 2007 AAP Expert Committee Recommendations for childhood obesity management 

include several key items that should be assessed at every well child visit including: discussions 

on dietary habits, amount of regular physical activity, prevention counseling, and current weight 
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classification as determined by BMI percentile (Barlow, 2007). In addition, the 2007 AAP 

Expert Committee Recommendations include recommendations for eliciting family histories of 

obesity, reviewing for comorbid conditions, ordering additional lab screening when indicated, 

and utilizing motivational interviewing to guide discussions and to reinforce positive changes 

(Barlow, 2007).  

A recent retrospective chart review completed in Wisconsin showed inconsistencies in 

comparing provider reports of childhood obesity screenings documentation to actual 

documentation recorded in the health record. Providers unanimously recognized they needed to 

improve their ability to assess, prevent and treat overweight or obese patients (Chevlakumar et 

al., 2014). The study further explained that of the 69 providers surveyed 67.9% reported their 

ability to treat pediatric obesity was inadequate (Chevlakumar et al., 2014). In addition, all 

providers surveyed indicated they felt more comfortable treating asthma than obesity and 89.7% 

felt more comfortable treating Attention Deficit Hyperactivity Disorder (ADHD) than obesity 

(Chevlakumar et al., 2014). Though providers indicate discomfort in their ability to diagnosis 

and treat pediatric obesity, they also identified barriers to effectively treating childhood obesity 

including patient motivation, patient compliance, and family motivation to assist with change 

(Chevlakumar et al., 2014).  

Providers in a recent North Carolina study echoed the sentiments of the Wisconsin study 

feeling unqualified and ineffective in treating pediatric obesity in the primary care setting 

(Silberberg et al., 2012). The 273 providers in the North Carolina study found attempts to treat 

childhood obesity in their practices frustrating citing barriers including: billing issues, time 

constraints, lack of motivational interviewing skills, and overall insecurity in the potential 
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success of their treatment recommendations (Silberberg et al., 2012). Only 15.2% of the 

provider’s surveyed felt comfortable billing for obesity and only 47.9% of the providers felt 

comfortable in their ability to address and treat pediatric obesity (Silberberg et al., 2012). 

Similarly, only 19.1% of providers felt comfortable in their ability to utilize motivational 

interviewing in their treatment discussions (Silberberg et al., 2012). Overall recommendations 

were made within that study to strengthen overall provider skills, their ability to conduct 

motivational interviews and their ability to properly bill for obesity treatments (Silberberg et al., 

2012). 

Responding to these findings, in 2007 the AAP published Expert Committee 

Recommendations regarding proper diagnosis and assessment of childhood obesity and the 

patient’s/family’s readiness to change (Holt et al., 2011). A study in Appalachia showed that 

while providers agree that there should be attention focused on the treatment of childhood 

obesity, they felt their practices were limited in making an impact (Holt et al., 2011). This aligns 

with findings from a study of providers in the United Kingdom reporting it is too difficult to treat 

childhood obesity in the primary setting, due to limits on time and resources (Holt et al., 2011). 

Another study in Appalachia sought to evaluate provider practices and attitudes towards 

treatment following the AAP Expert Committee Recommendations that were originally 

published in 2007 (Holt et al., 2011). The study in Appalachia revealed similar findings showing 

primary care providers were generally not ready to assess, diagnosis, and treat childhood obesity 

(Holt et al., 2011). Despite published recommendations, of the 81 providers surveyed in this 

study, only 71% of providers discussed nutritional or exercise habits with the parents of the 

overweight or obese child and only 19% of providers gave the parents tools to assist in making 
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needed changes (Holt et al., 2011). This low intervention rate persisted despite 80% of these 

providers agreeing that overweight or obese children need treatment the majority of the time and 

86% of providers agreeing obesity can lead to further chronic diseases (Holt et al., 2011). The 

largest barriers to treatment cited by the providers were lack of parental involvement and lack of 

support services, followed by lack of clinician time to adequately address obesity treatment (Holt 

et al., 2011). In addition, 38% of providers reported feeling their skill level was inadequate in 

treatment approaches such as behavioral management strategies, which could include 

motivational interviewing (Holt et al., 2011). Further, providers felt inadequate in guiding 

effective parental anti-obesity interventions (Holt et al., 2011).  

Despite the publication of clinical guidelines and recommendations, providers continue to 

report low levels of consistency in proper treatment and diagnosis of childhood obesity. As 

specified earlier, there may be missed opportunities for early interventions in childhood obesity 

due to the inconsistent integration of these findings into clinical practice and inadequate skill 

level and resources available among providers. The previous studies were conducted throughout 

the Midwest and eastern United States, but how are providers performing in the Southwest?  

Local Problem 

Arizona childhood overweight and obesity rates have not shown improvement in the 

years between 2003 and 2011 (National Conference of State Legislatures (NCLS), 2016). 

Currently Arizona is ranked the 13th highest state in childhood obesity among 2 to 4 year olds 

from low income families with a rate of 14.5% (The State of Obesity, 2015). Arizona is ranked 

7th highest in states among 10 to 17 year olds with an obesity rate of 19.8% (The State of 

Obesity, 2015). In addition, the overall obesity rate among high school students is 10.7%, 
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ranking Arizona 34th in the nation (The State of Obesity, 2015). The obesity rate among 10 to 17 

year olds is particularly concerning as it has steadily increased from 2003 at 12.2% to the 2011 

rate of 19.8% (NCLS, 2016). In addition, the 19.8% only accounts for “obese” children, there are 

another 16.9% of 10 to 17-year-old children that are considered “overweight” (NCLS, 2016). 

Given these statistics, it is important to understand current anti-obesity practices of healthcare 

providers, particularly Family and Pediatric Nurse Practitioners, including assessing, diagnosing 

and treating childhood obesity within Arizona. As of 2013, Arizona had 2955 licensed Nurse 

Practitioners according to the Rural Urban Commuting Area Classification, and though every 

county in Arizona has designated rural areas, only 128 providers were reported as working in 

rural areas (The University of Arizona Center for Rural Health Report, 2015). It is vital to 

determine if Arizona nurse practitioners are aware of the recommendations and clinical 

guidelines available for the diagnosis and treatment of childhood obesity and whether there is a 

differentiation in knowledge between rural and urban providers.  

Purpose 

The purpose of this DNP project was to assess the knowledge level of clinical 

recommendations for childhood obesity and practice patterns for the assessment, diagnosis, and 

treatment of childhood obesity by primary care nurse practitioners in Arizona. Given the steady 

rise of Arizona children obesity rates from 2003 to 2011, it was important to determine if 

Arizona practitioners were utilizing the 2007 Expert Committee Recommendations for childhood 

obesity management suggested by the AAP (2015). These recommendations provide a detailed 

algorithm for the assessment and treatment of childhood obesity providing information on weight 

classifications, routine care, and lab screenings (American Academy of Pediatrics, 2015). Based 
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upon the prior studies, it was important to know that Arizona nurse practitioners are comfortable 

with their abilities and know tools, such as this algorithm, are available to aid in their diagnosis 

and treatment of childhood obesity.  

The stakeholders involved in this study were important to understanding the necessity of 

the survey. While stakeholders within this study obviously included the Arizona Nurse 

Practitioners and how well they are managing childhood obesity in accordance with the 2007 

AAP Expert Committee Recommendations, there was another group of equally important 

stakeholders in this study. The second, and possibly more important group of stakeholders within 

this study, were the children, and their caregivers, seen by the providers in the primary care 

clinic. Stakeholders are those persons or group with a vested interest within a study and the 

outcomes of the study (Agency for Healthcare Research and Quality, 2014). The children, and 

their caregivers, are important; as their success or failure in their obesity struggle is impacted by 

the provider’s ability to successfully diagnosis, address, and manage their weight status. 

Study Question 

What is Arizona Primary Care Nurse Practitioners’ knowledge in assessing, diagnosing 

and treating childhood obesity utilizing 2007 AAP Expert Committee Recommendations for 

children age 2 – 17 years of age?  

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

The theoretical framework that served as the guide for this DNP project was the ACE 

Star Model. This model was developed as a parsimonious depiction of how research evidence is 

sequentially moved through various cycles and ultimately translated into clinical practice 
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(Stevens, 2012). The model can help identify barriers to evidence implementation in clinical 

practice and evaluate the outcomes of the implementation of clinical guidelines into practice 

(Stevens, 2013). This model was selected to guide this research project because research had 

shown despite the publishing of 2007 AAP Expert Committee Recommendations for the 

screening, diagnosis, and treatment of childhood obesity; the recommendations have frequently 

not been translated and utilized in practice. Healthcare providers have indicated several reasons 

for their inconsistency in obesity treatment including: lack of comfort treating obesity, lack of 

skill in counseling families, lack of awareness of the obesity issue, and lack of sufficient time 

during an office visit to thoroughly access and treat the obesity issue (Vine, Hargreaves, Briefel, 

& Orfield, 2013). Understanding the screening and treatment practices of Arizona nurse 

practitioners would aid in determining if they are aware of the 2007 AAP Expert Committee 

Recommendations and if they are experiencing similar barriers as other providers towards 

implementing the recommended guidelines in their clinical practices. Understanding their 

practices and any potential barriers they feel exist could lead to improvements in utilization of 

the recommended guidelines and a reduction in the obesity rate of Arizona children. 

The ACE Star Model is depicted as a 5-point star, which serves to illustrate the stages of 

knowledge transformation, including: discovery research, evidence summary, translation to 

guidelines, practice integration, and outcome evaluation (Stevens, 2012) (Figure 1).  
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FIGURE 1. ACE Star Model - A Theoretical Framework Explaining How Research is Moved from 

Evidence into Clinical Practice (Stevens, 2012). 

Discovery research is identified as the accumulation of primary research articles related 

to the topic including randomized control trials, descriptive and qualitative studies (Stevens, 

2012). The evidence summary then takes all the primary research and synthesizes it into a 

harmonious summary, similar to a systematic review (Stevens, 2013). That step is also 

considered a “knowledge generating stage” as new knowledge may be produced by reviewing 

studies and accounting for biases and limitations towards the overall summarized 

recommendation (Stevens, 2013). This model was particularly useful in this study because it 

served to reduce the overall volume of scientific research and literature into only the best 

research evidence and clinical expertise available that could then be implemented into practice 

(Stevens, 2013). To understand the volume of research available, a query of CINAHL using the 

keywords of “childhood obesity” and “guidelines” yielded 105 results in the last five years. A 

similar query of PubMed yielded 413 results for “childhood obesity guidelines” in the last five 
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years. In addition, the Agency for Healthcare Research and Quality (AHRQ) yielded 186 results 

when searching for guidelines available for childhood obesity. The translation to guidelines in 

general seeks to provide a useful, relevant, summarized package of all the pertinent research 

evidence available, which is converted into a recommendation that can be utilized as an overall 

“clinical practice guideline” (Stevens, 2012). For this paper, the translation to guidelines was 

represented by the 2007 AAP Expert Committee Recommendations that encompassed the 

“Algorithm for the Assessment and Management of Childhood Obesity in Patients 2 Years and 

Older” (American Academy of Pediatrics, 2015). The fourth point on the ACE Star Model is 

practice integration. Practice integration is where this paper will focus as it is representative of 

the barriers to implementation and other factors that may affect an individual or practice’s ability 

to adopt a new guideline (Stevens, 2012). The final point on the star, outcome evaluation, 

determined the impact of the new guidelines on overall provider satisfaction in their knowledge 

level and ability to confidently diagnosis and treat childhood obesity (Stevens, 2012).  

Concepts 

There are several concepts that can be further explained to help understand the aspects of 

childhood obesity. Understanding the definition of “overweight” versus “obese” and how those 

ideas compare to average weight children is important in understanding the impact of the obesity 

epidemic. In addition, understanding the impact that family values have on the ability of the 

child to be successful in any weight loss journey is also important. The impact of these concepts 

can affect provider attitudes and barriers towards consistency in the success of any potential 

weight loss interventions. Thus, some of the childhood obesity epidemic and barrier concepts 
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towards successful interventions include: childhood, BMI percentile, overweight, obese, familial 

readiness to change, and patient readiness to change.  

Childhood may be interchanged seamlessly with pediatric and refers to the population of 

children from age 2 – 17 years of age for this study. Most statistics start reporting overweight 

and obesity percentages from age two. Despite the subdivisions in some of the research statistics 

that report on certain age ranges within that childhood consideration, the overall concern for this 

paper is the entire age group.  

BMI percentile is the means by which childhood overweight and obesity statuses are 

determined. The BMI percentile is a calculation that is created by dividing a child’s weight in 

kilograms by their square of height in meters (Center for Disease Control and Prevention, 

2015a). An individual child’s BMI percentile is then compared to the average BMI percentile for 

that child’s age and gender to consider their individual weight status. Overweight children are 

those children with a BMI percentile from the 85th to less than the 95th percentile of children 

within their same gender and age group (Center for Disease Control and Prevention, 2015a). 

Obese children are those children with a BMI percentile from the 95th percentile and greater of 

children within their same gender and age group (Center for Disease Control and Prevention, 

2015a).  

Familial readiness for change and patient readiness for change are both important 

concepts in a child’s ability to successfully engage and complete any weight loss program. 

Numerous studies have shown that the familial and patient readiness to change factor is 

important in determining the success of a child in weight loss management (Skelton & Beech, 

2011). Families need to show commitment in ways that may involve changing overall family 
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diet, committing to exercise regimens, adhering to time commitments for treatment and 

appointments, possible missing work or school for appointments, and potential cost not covered 

by insurance (Skelton & Beech, 2011). In addition, familial motivation will impact patient 

motivation towards success. 

Understanding some of the concepts behind the childhood obesity epidemic will help in 

understanding some of the barriers that providers may face in treating childhood obesity on a 

consistent basis. One of the barriers that providers indicated was a determinant in their lack of 

consistency in childhood obesity screenings and treatment was lack of parental knowledge in 

understanding their child’s obesity status and lack of familial readiness for change 

(Chelvakumar et al., 2014). Providers further explained that they have felt resistance or anger 

from parents when attempting to discuss their child’s weight status (Gerards et al., 2012). Having 

an algorithm, like the 2007 AAP Expert Committee Recommendations, available to show parents 

that has diagnostic criteria and treatment guidelines may help initiate and guide conversations 

when discussing childhood obesity with the family.  

A lack of motivational interviewing techniques is also a reoccurring barrier among 

providers in their lack of consistent discussions regarding childhood obesity (Yarborough et al., 

2012). The ability to successfully provide information and draw information from the patient and 

families via motivational interviewing can directly impact the patient and family’s readiness for 

change. Though the existing algorithm does not address motivational interviewing techniques, 

adding an acronym to the guidelines may be an option to direct these conversations. One 

particular framework that has been considered for discussion options is FRAMES (Yarborough 

et al., 2012). The FRAMES approaches provides feedback of personal risk, personal 
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responsibilities of the patient in their health, provider advice to change, a menu of strategy 

options, empathetic communication by the provider, and promotion of self-efficacy in the patient 

(Yarborough et al., 2012). Motivational interviewing is beneficial in obesity discussions as it 

emphasizes collaboration between the provider and patient (and/or patient’s family) focusing on 

the patient’s stage of desiring change and in treatment options available (Terry, 2015). This 

collaboration is accomplished through asking open-ended questions, showing empathy, and 

exhibiting reflective listening towards the patient while providing confirmation and summarizing 

the conversation highlights (Terry, 2015). There are eight elements that have been shown to be 

effective in motivational interviewing including (Terry, 2015): 

 Respecting the patient’s autonomy  

 Developing a comfortable environment for open conversation 

 Identifying language cues that may signify willingness to change 

 Reinforcing language spoken by the patient to deepen commitments towards change 

 Showing respect for the patient’s resistance to change, yet not reinforcing it 

 Recognizing when the patient is ready to commit to change 

 Utilizing multiple approaches to direct the patient towards healthy lifestyle choices 

Several barriers have been researched as influential in the lack of consistent provider 

screening and diagnosis of childhood obesity. Understanding some of those barriers and how the 

existing algorithm can contribute towards reducing barriers will lead to better provider 

confidence in their abilities to adequately discuss, screen and diagnosis childhood obesity. 

Furthermore, consistent screenings and treatment will contribute towards reducing Arizona’s 

overall childhood obesity rate.  
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Synthesis of Evidence 

Childhood obesity continues to be a significant health concern in the United States. 

Though, in some areas the rate of obesity has leveled out, there is still approximately 1 in 3 

children in the United States that is considered overweight or obese (CDC, 2015). There has 

been a lot of research and focus directed towards treatment of childhood obesity, including the 

release of 2007 AAP Expert Committee Recommendation for the management of childhood 

obesity (American Academy of Pediatrics, 2015), but the lack of reduction in childhood 

overweight and obesity numbers indicates that not all the recommendations for treatment have 

moved into practice. The lack of movement into practice leads one to wonder if there are barriers 

to implementation of the recommendations for pediatric obesity management. Primary care 

health care providers have been identified as instrumental personnel in the early diagnosis and 

treatment of childhood obesity (Vine, et al., 2013). The roles that the primary care providers 

have been tasked to take on in the management of childhood obesity include: weight assessment 

and monitoring, healthy lifestyle promotion, patient treatment, clinician skill development, 

clinical infrastructure development, community program referrals, community health education 

and policy advocacy (Vine et al., 2013). Based upon research, the healthcare providers are not 

meeting the expectations for these new expanded roles (Vines et al., 2013). In order to start to 

turn around the pediatric obesity crisis, it was important to understand what barriers providers 

are facing towards performing at their optimal level in the treatment and management of obesity 

in the primary care setting. 

To start to understand the barriers, attitudes and perceptions of healthcare providers 

towards their expanded roles in the treatment of childhood obesity, several literature searches 
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were conducted using the Cumulative Index of Nursing and Allied Health Literature (CINAHL), 

PubMed, and Google Scholar. Various key words and combinations were utilized in searches 

including: obesity, childhood obesity, pediatric obesity, providers, knowledge, barriers to care, 

provider barriers, obesity management, clinical competence and primary care providers. 

Inclusion criteria for returned articles included: published since 2010, full text available, 

pediatric population (age 0-17), English language, and United States studies. Depending on the 

combination of keywords, the searches yielded from 1 to 2 million plus articles. The articles 

were further vetted to find specific studies that addressed provider perceptions and barriers 

versus overall general childhood obesity management. Additional articles related to the exact 

subject were discovered utilizing the “related articles” function of each search engine once a 

desired article was found. After all articles were reviewed, ten articles were retained that applied 

directly to the project’s overall purpose.  

Rausch, Perito, and Hametz (2011); Findholt, Davis, and Michael (2013); and 

Chelvakumar et al. (2014) all examined how providers were practicing and how well their 

practices were adhering to the 2007 AAP Expert Committee Recommendations for the diagnosis 

and treatment of childhood obesity. These studies found both barriers to full implementation of 

2007 AAP Expert Committee Recommendations and lack of consistency in screening and 

treatment practices. Barriers to implementation of recommendations included lack of time, lack 

of family motivation to change, followed by lack of provider comfort in their own abilities to 

effectively manage and treat childhood obesity (Chelvakumar et al, 2014) (Findholt, Davis, & 

Michael, 2013). In addition, it was found that less than 50% of providers in one study were using 

the correct weight cut offs to determine overweight versus obese diagnoses (Rausch, Perito, & 
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Hametz, 2011). Another study showed that of those providers surveyed, only 26% could 

correctly identify the definition of overweight in childhood obesity (Spivack et al., 2010). 

Further, only 22% of overweight patients and 51.6% of obese patient were documented as such 

in another study (Chelvakumar et al., 2014). In addition, though 2007 AAP Expert Committee 

Recommendations indicate the need to check BMI percentile at each visit, only 83% of providers 

in one study reported they do check the BMI percentage yearly (Rausch, Perito, & Hametz, 

2011). Further, in another study 91.7 % of providers indicated they were not assessing child BMI 

percentile at every visit, even though the child’s weight was measured and entered in their chart 

(Holt et al., 2011). Several of the studies specifically explored primary care providers’ attitudes 

and self-assessment towards their own efficacy in treating childhood obesity. Hopkins, 

DeCristofaro, and Elliot (2011) reported that many providers still do not acknowledge childhood 

obesity as a primary concern or true disease. Silberberg et al. (2012) reported only 15.2% of 

providers were comfortable billing for obesity and only 19.1% of providers were comfortable 

using motivational interviewing in childhood obesity management. Yarborough et al., (2012) 

echoed the need to provide more training in motivational interviewing and behavioral change 

techniques in obesity management. Another study showed less than 50% of providers could 

correctly identify obesity management recommendations such as when it is ok to start 100% 

juice on a child or how much daily exercise is recommended for a child (Spivack et al., 2010).  

Many providers agreed that additional training was needed to become more effective in 

the treatment of childhood obesity. Chelvakumar et al. (2014) reported that all 69 providers 

interviewed indicated a need to improve the management of childhood obesity and of those 69, 

67.9% felt ineffective in their ability to treat obesity. Vine et al. (2013) reported that lack of 
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familiarity with community resources available was a barrier for those providers. Yarborough et 

al. (2012) further echoed the need for training on how to handle verbal versus nonverbal cues in 

obesity conversations with patients and families. Additionally, research reported the aspect of 

provider attitude and personal perception of the ineffectiveness of prior screening and treatment 

efforts may influence future efforts towards childhood obesity management (Hopkins, 

DeCristofaro & Elliot, 2011). Though in one study, an online training seminar on pediatric 

obesity management did show a statistically significant improvement in 9 out of 10 areas from 

the pre-test compared to the post-test (Hessler, 2015).  

This literature review highlighted many of the concerns and barriers that primary care 

providers are facing in the management of childhood obesity. While there are opportunities for 

increased training to enhance provider skills in specific areas, such as motivational interviewing, 

the need for changes in overall practices is also revealed. Many practices and providers reported 

inconsistencies in their diagnosis and treatment criteria, thus highlighting the need for overall 

changes at the clinical practice location towards more uniformity in treatment and allotting 

enough time for education during selected appointments. Those inconsistencies could be 

alleviated with more focus placed on following 2007 AAP Expert Committee Recommendations 

for pediatric obesity care. These research studies further proved that there may be a gap in 

provider practices that are influencing the increase in Arizona pediatric obesity rates. Thus, it 

was imperative to understand the current practices within Arizona and determine if training 

needs existed for nurse practitioners within the state.  
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METHODS 

Design 

This DNP project utilized a descriptive methodology to describe the current knowledge 

level and practices of Arizona Nurse Practitioners in their diagnosis and management of 

childhood obesity. This was an appropriate methodology for this study as a descriptive study 

seeks to obtain information without manipulating, grouping, or changing the existing 

environment (The Office of Research Integrity, n.d.). Further the design was used to describe the 

current attitudes and behaviors of Nurse Practitioners in regards to their management of 

childhood obesity within their practices, which aligned with the purpose of a descriptive study 

and obtaining information in the natural environment (The Office of Research Integrity, n.d.). 

Data collected was quantitative and analyzed using descriptive statistics (Polit & Beck, 2012). 

The data design was a 33 question survey, which included demographics, yes or no questions 

and Likert scale questions that was handed out in person to participants and took approximately 

10 minutes to complete. The design was also cross-sectional as it involved a one-time collection 

of data representing a fixed point in time of attitudes and behaviors (Polit & Beck, 2012).  

Ethical Considerations 

There are three main principles on which ethics in research on human subjects are based. 

Those principles include: beneficence, respect for persons, and justice. These principles were a 

consideration throughout this research study and ensured all participants were treated with 

ethical respect and honorable intentions throughout the study. 
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Beneficence 

Beneficence in itself goes beyond the idea of providing kindness to people. In medical 

research, beneficence includes the idea of “do no harm” and “maximize benefits while 

minimizing harms” to those participating in research (NCPHSBBR, 1978). This study sought to 

determine the knowledge level of nurse practitioners in regards to their management of 

childhood obesity, with the intent to determine if additional training was needed or if they were 

practicing with knowledge of recent recommendations. The overall intent was to receive honest 

answers from providers with no intent to harm, invoke discomfort, or pass judgement on their 

practices. This intent was achieved by allowing the providers to complete the surveys in their 

preferred setting, at the booth or taking the survey elsewhere to bring back later. The overall 

identity of the participants remained anonymous to the researcher, as surveys were placed in a 

drop box and not reviewed until after the conference. 

Respect for Persons 

Respect for persons enables participants to maintain their autonomy throughout 

participation in a research study (NCPHSBBR, 1978). In the event that the participants have 

diminished autonomy, respect for persons ensures that those participants have protection from 

undo harm by not participating in a study that may not be in their best interest (NCPHSBBR, 

1978). Autonomy further means that participation in the study will be based upon full disclosure 

of the intent of the study, without coercion or threats for failure to participate (Polit & Beck, 

2012). This study maximized autonomy as participation was completely voluntary and the 

participants’ identities remained anonymous, other than the use of general demographic 

information in the results. Participants read a disclosure form (Appendix B) prior to completing 
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the survey to explain their rights, the purpose of the survey, and how their answers would be 

utilized. There was no concern for participants having diminished autonomy in this study as all 

participants were licensed nurse practitioners within the state of Arizona. In addition, approval 

was received from the Institutional Review Board (IRB) with the University of Arizona prior to 

beginning the collection of data that adequately ensured protection of human rights and adequate 

protection of persons.  

Justice 

Justice is the idea that all participants will be treated equally throughout the research 

study and be able to maintain their privacy (NCPHSBBR, 1978). The idea of justice further 

means that participation in research should not be based upon the vulnerability or convenience of 

any single group; rather based upon the study research requirements (Polit & Beck, 2012). This 

study sought to understand management practices of nurse practitioners in Arizona and thus 

focused only on that population. The population was directly related to the research question and 

purpose and did not include a vulnerable population. Justice in this study was further 

demonstrated in that the study was voluntary and the researcher was not privy to participants’ 

cultural backgrounds, individual lifestyles, or reasons for participating or not participating, 

therefore ensuring equal treatment to all participants.  

Setting 

The population that was targeted for this study was nurse practitioners in Arizona. The 

participants, who treat children ages 2-17 in the primary care setting, were recruited in person at 

the 28th Annual Southwestern Regional Nurse Practitioner Clinical Symposium conference held 
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the end of July 2016. Permission was obtained for the researcher to have a booth at the 

Symposium for the purpose of recruiting participants for this study (Appendix E).  

Participants 

Nurse Practitioners were recruited to participate in the survey utilizing a booth at a local 

Arizona Nurse Practitioner coordinated conference. The booth was at the 28th Annual 

Southwestern Regional Nurse Practitioner Clinical Symposium held July 30-31, 2016 in 

Scottsdale, Arizona. The participants included conference participants and any other attendees 

that met the criteria and became known to the researcher while at the conference. Sampling bias 

was not an issue as conference participants brought a broad range of provider experience. 

Though, sampling bias may have occurred if a certain group of participants was over or under 

represented in the study (Polit & Beck, 2012). The study participation target was at least 100. 

The estimated number of conference attendees was 175-200 based upon the organizer’s early 

predictions.  

Inclusion criteria for participants in this study were: (a) nationally certified, licensed and 

currently practicing Nurse Practitioner, (b) ability to read and understand English, and (c) treated 

pediatric patients between 2 and 17 years of age in primary care. These criteria were chosen 

because the population that was studied for this project was nurse practitioners treating pediatric 

populations in primary care. In addition, the survey was presented in English, thus the ability to 

read and understand English were essential. Acute Care and Geriatric Nurse Practitioners were 

excluded from participation due to their scope of practice excludes seeing pediatric patients in 

the primary care setting.  



 

 

 

 

32 

Data Collection 

Data was collected via a survey asking participants questions about their current 

knowledge level and practices in regards to childhood obesity. The survey was handed out in 

person and the results entered into Excel upon completion of the research. Excel was the 

platform utilized for data management and analysis with this study. The survey questions were 

developed based upon the 2007 AAP Expert Committee Recommendations for childhood obesity 

management. The survey questions developed were reviewed by two independent experts to 

ensure content validity. The survey questions utilized a Likert scale to measure responses 

(Appendix B). The Likert scale enabled the participants to express the degree to which they 

agreed or disagreed with the question or statement presented (Polit & Beck, 2012). The data 

collected for this project also included demographic information representing gender, age, years 

of experience, specialty and rural versus urban practice.  

Data Analysis 

Descriptive statistics were used to present the data and included the use of averages and 

percentages when reviewing the accumulation of the data. The overall descriptive statistics 

represented how comfortable surveyed Arizona Nurse Practitioners were in diagnosing and 

treating childhood obesity and how well they integrated the 2007 AAP Expert Committee 

Recommendations for childhood obesity management into their practice environments.  

RESULTS 

Participants 

A total of 26 out of 208 nurse practitioner conference attendees agreed to participate in 

the survey at the conference. This response rate was 12.5% and was likely attributed to many of 
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the attendees not meeting the criteria for inclusion in the survey due to their location, their 

particular practice specialization, or the lack of providing care to children in a primary care 

capacity. Of the 26 nurse practitioners that responded, 3 were excluded for not meeting study 

inclusion criteria; thus, 23 were included for statistical analysis. All respondents attempting the 

survey completed the survey. 

More than three quarters of the participants were female and reported they had been 

practicing for at least five years. Over half of the participants indicated less than 25% of their 

patient populations were children, though just shy of half of the participants reported they see 40 

or more children a year for well child visits. The majority of the respondents indicated they block 

30 minutes for well child appointments. The percent of respondents that practice in rural settings 

versus urban setting were split almost evenly with 48% rural and 52% urban. In regards to prior 

training, about a third of respondents indicated they had prior training in childhood obesity 

management, while almost half of the participants reported prior training in motivational 

interviewing. Lastly, in reporting familiarity with the 2007 AAP Expert Committee 

Recommendations for childhood obesity management, only about a third of participants 

indicated their level of familiarity as “familiar” versus “somewhat vague” or “vague.” 

Current Practices 

The nurse practitioners self-reported their current practice behaviors and interventions in 

childhood obesity management, including reporting the child’s current BMI percentage status, 

counseling provided on prevention topics, and their diagnosis practices when a child is 

considered overweight or obese (Figure 2).  
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FIGURE 2. Percentage of Nurse Practitioners That Reported Consistently Inquiring About or 

Performing the Listed Practices During Well Child Appointments. 

Most nurse practitioners reported discussing nutrition and physical activity “most of the 

time,” though less than half of nurse practitioners discussed sedentary behavior at every well 

child visit. In addition, only half of the nurse practitioners indicated they discuss the individual 

child’s BMI percentile at each well child visit, though those same nurse practitioners reported the 

same frequency in discussing the standard BMI weight categories during well child visits. 

Further, nurse practitioners indicated they often did not inquire about family histories, 

comorbities, or potential barriers to weight loss in their overweight or obese pediatric patients. 

Only about a quarter of nurse practitioners regularly inquired about a family history of obesity in 

overweight pediatric patients and even fewer nurse practitioners routinely elicited the parent’s 

perception regarding their child’s weight status. In addition, less than a third of nurse 
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practitioners consistently initiated conversations with patients and their families regarding 

potential barriers or challenges to weight loss.  

Finally, though the great majority of the nurse practitioners reported providing prevention 

counseling on topics such as nutrition, physical exercise, and sedentary behaviors “most of the 

time,” only a little more than half of these providers indicated they provided prevention 

counseling “all the time” when the patient was overweight or obese. A little over half of the 

providers stated they consistently documented a status of overweight or obese when the patient 

met the criteria according to BMI percentile.  

Personal Knowledge Perceptions and Barriers 

In the final section of the survey, nurse practitioners self-reported their confidence in 

their motivational interviewing techniques, their ability to incorporate recommended guidelines 

into treatment, their perceptions on the effectiveness of their prescribed treatments, and their 

views of the time allotted for pediatric wellness appointments that require diagnosis and 

management of childhood obesity (Figure 3).  
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FIGURE 3. Percentage of Nurse Practitioners That Reported Feeling Confident in Their Ability 

to Utilize Motivational Interviewing, Childhood Obesity Guidelines, and Provide Effective 

Treatment Plans. (The last two columns represent the percentage of Nurse Practitioners that 

would like more training in motivational interviewing or childhood obesity management.) 

Utilization of Current Guidelines 

Based upon the responses received almost two thirds of the surveyed nurse practitioners 

agreed or strongly agreed that they felt comfortable using various motivational techniques when 

discussing childhood obesity with the patient and parents.  

Three quarters of nurse practitioners also agreed or strongly agreed they felt confident 

using childhood obesity guidelines to guide their overall management and treatment plan for 

obese patients. This was an interesting statistic as in the demographic information, only one third 

of nurse practitioners felt familiar with the 2007 AAP Expert Committee Recommendations 
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regarding childhood obesity management. It would be of interest to have inquired if other 

guidelines informed their practice.  

Only a quarter of nurse practitioners reported that they always create a plan to lower BMI 

percentile with routine follow up for a patient when he/she was determined to be overweight or 

obese. However, three quarters of nurse practitioners reported they “agree” or “strongly agree” 

that their treatment recommendations could be effective in helping pediatric patients achieve a 

healthy BMI percentile.  

Time Allotted for Patient Visit 

Time available to thoroughly diagnose and manage childhood obesity was identified as a 

major barrier. Most of the nurse practitioners surveyed either “disagreed” or “strongly disagreed” 

they had enough time during well child visits to properly diagnose and manage childhood 

obesity. Only a quarter of nurse practitioners felt they had enough time to complete their 

assessment and treatment plan in the average 30-minute block of time provided for well child 

visits.  
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13%

39%

22%

26%

0%

Strongly Disagree 13%

Disagree 39%

Neutral 22%

Agree 26%

Strongly Agree 0%

FIGURE 4. Survey Question #31 - Percentage of Nurse Practitioners Who Feel They Have 

Enough Time During Visits to Properly Diagnosis and Manage Childhood Obesity. 

Training Needs of Nurse Practitioners 

Additional training in the care of obese pediatric patients was desired by the surveyed 

nurse practitioners. Despite the majority of surveyed nurse practitioners reporting they felt their 

obesity treatment plans would be effective in helping a child achieve the necessary BMI 

percentage goals and the majority of nurse practitioners feeling confident in their ability to use 

motivational interviewing in their discussions; almost all of the nurse practitioners surveyed 

reported they would like to receive more training in both motivational interviewing and 

managing childhood obesity. The number of nurse practitioners that reported wanting to receive 

additional training in childhood obesity management was an interesting finding considering 

almost three quarters of those surveyed indicated earlier in the survey that they felt confident in 

their ability to manage childhood obesity using current guidelines. 
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0% 4%

4%

65%

26% Strongly Disagree 0%

Disagree 4%

Neutral 4%

Agree 65%

Strongly Agree 26%

FIGURE 5. Survey Question #33 - Percentage of Nurse Practitioners Who Would Like to 
Receive More Training in Childhood Obesity Management. 

Rural versus Urban Practice 

Few differences were identified in the rural and urban nurse practitioner respondents. 

Though not fully discussed in the creation of this study, due to the almost even split between 

rural and urban nurse practitioners’ responses, it was interesting to evaluate if the knowledge and 

practices were evenly distributed or if there were gross differences between rural and urban 

Arizona Nurse Practitioners (Figure 6). 
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FIGURE 6. Percentage of Urban versus Rural Nurse Practitioners That Reported Inquiring 

About or Performing the Listed Practices During Well Child Appointments Most of the Time or 

All of the Time. 

Upon reviewing the data comparing rural versus urban nurse practitioners and responses, 

urban providers reported a slightly higher percentage of consistent practices regarding most of 

the childhood obesity management considerations. Though conversely, all of the rural providers 

and fewer of the urban providers indicated they discussed levels of consistent physical activity at 

all pediatric patient visits. In addition, rural providers indicated they felt more confident overall 

both in using motivational interviewing techniques and in using childhood obesity guidelines to 

guide their practices. Lastly, rural providers reported feeling better about the amount of time they 

have available for childhood obesity management discussions versus urban providers. 
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DISCUSSION 

This descriptive study was created to promote an understanding of Arizona Nurse 

Practitioners’ knowledge of current recommended guidelines and practices in managing 

childhood obesity in the primary care setting. The study further sought to determine if Arizona 

Nurse Practitioners experienced similar barriers, concerns and training needs reported in prior 

studies of health care providers throughout the United States (Chelvakumar et al., 2014; 

Silberberg et al., 2012; Holt et al., 2011). In addition, this study sought to determine how familiar 

Arizona Nurse Practitioners were with the 2007 AAP Expert Committee Recommendations for 

the management of childhood obesity.  

Only a little more than half of the surveyed nurse practitioners reported they regularly 

discussed BMI percentile at each well child visit; which is consistent with prior research 

indicating there are major inconsistencies in the screening and reporting of childhood obesity 

during primary care visits (Chelvakumar et al., 2014). This deficit in reporting BMI percentile 

may be tied to only a third of the surveyed nurse practitioners indicated they felt “familiar” with 

the 2007 AAP Expert Committee Recommendations for childhood obesity management. These 

guidelines recommend BMI percentile and obesity classification be recorded for each child at 

each well visit (Barlow, 2007). Also of interest was, less than a quarter of surveyed nurse 

practitioners reported inquiring about the parental perception of their child’s weight, though half 

of the nurse practitioners reported confidence employing motivational interviewing. This is 

significant, as past research has shown that parents are not always aware of their child’s obesity 

status and parental perception and motivational interviewing are key components driving both 

patient and familial readiness to change (Chelvakumar et al., 2014). An additional study also 
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reported barriers to a successful patient weight loss program included lack of parental or familial 

readiness to change [which ties to the need for understanding the parental perception of their 

child’s obesity status] and lack of support services (Skelton & Beech, 2011).  

Though, almost all of the nurse practitioners reported providing prevention counseling to 

overweight or obese patients “most of the time,” only slightly more than half of the nurse 

practitioners provided prevention counseling “all of the time.” This finding aligns with prior 

research that healthcare providers are not consistently meeting the expectations for their role in 

childhood obesity management (Vine et al., 2013). Interestingly, although almost two thirds of 

nurse practitioners reported they document a status of overweight or obese “all the time” when 

the child meets the BMI percentile criteria, only a quarter of surveyed nurse practitioners 

reported that they consistently create a plan to help the child lower their BMI percentile 

following an obesity diagnosis. Further, less than half of nurse practitioners, reported ordering 

recommended additional labs when overweight or obese patients had risk factors for 

comorbidities present.  

A resounding gross majority of providers would like to receive additional training in 

childhood obesity management. This desire for additional training and time with patients 

suggests a lack of comfort in treating childhood obesity, a finding consistently prominent in 

previous research.  

Framework’s Relationship to the Findings 

Recall, that the ACE Star Model was the framework chosen to utilize in this study as it 

represents the stages of knowledge transformation and how well clinical research is translated 

into practice (Stevens, 2012). With the utilization of the five-point star illustrating how the ACE 
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Star Model moves research into practice, this study represented the practice integration phase 

and provided outcome evaluation based upon the survey results. The AAP 2007 Expert 

Committee Recommendations for childhood obesity management represented the translation to 

guidelines of existing research available. Based upon study results, only a third of the nurse 

practitioners surveyed reported feeling “familiar” with these 2007 recommendations. This 

unfamiliarity translated into inconsistent usage of the guidelines in practice throughout all 

categories including nutritional counseling, discussing the patient’s BMI percentile with the 

patient, determining risk factors, creating a plan for reducing BMI percentile and eliciting 

potential barriers to obtaining/maintain a healthy weight. The desire of the majority of providers 

requesting additional training on childhood obesity management techniques may explain the lack 

of guidelines integration into practice. 

Impact of the Study on Practice 

Childhood obesity is an ongoing concern in Arizona. This state ranks among the top 10 of 

states for obesity among children age 10 years old and older (The State of Obesity, 2015). 

Further, Arizona ranks in the top 15 of states for obesity among 2 to 4 year olds with low income 

families (The State of Obesity, 2015).  

The United States overall reports 1 in 3 children are overweight or obese (American 

Heart Association, 2014a). Literature has shown that primary care providers are in a key position 

to identify and manage childhood obesity (Silberberg et al., 2012). Yet, the nurse practitioners in 

this survey reported the need for additional training and resources to properly manage and treat 

childhood obesity. Specifically, most of the surveyed nurse practitioners lacked a familiarity with 

the 2007 AAP Expert Committee Recommendations for childhood obesity management. 
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Identifying resources to provide Arizona Nurse Practitioners with the current guidelines for 

childhood obesity management may facilitate changes in practices and encourage further 

confidence in treatment plans.  

This survey of Arizona primary care nurse practitioners aligns with prior research 

findings that providers are aware of the need for pediatric obesity interventions, but fail to 

implement them due to a multitude of barriers including time, training, and perceived 

effectiveness. To address this national health crisis, we should focus more resources on 

supporting providers with improved visit time, training in motivational interviewing techniques, 

and recommended guideline education.  

Strengths and Limitations 

The use of the established 2007 AAP Expert Committee Recommendations for childhood 

obesity management guided the creation of the survey questions providing an evidence based 

approach building upon prior research. In addition, the validation of the survey question 

structures by two independent reviewers ensured the questions were written clearly and 

represented the meaning intended (Polit & Beck, 2012). An additional strength to this survey was 

that it explored the previously unstudied Arizona Nurse Practitioners’ practices and knowledge 

of childhood obesity. This study of urban and rural nurse practitioners was approved by the 

University of Arizona Internal Review Board and may be replicated in the future for research in 

differing populations and with larger samples enhancing the generalizability of the study. This 

anonymous survey was self-administered by willing participants with no prior contact with the 

researcher strengthening the validity of the survey results (Polit & Beck, 2012). 
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The study’s largest limitation was its small sample size (n=23) gathered at a single 

continuing education conference. Further, this small sample cannot be considered representative 

and is not generalizable to the state as a whole (The Arizona Board of Nursing reports there are 

6,033 registered Nurse Practitioners in Arizona) (AZBN, 2016). However, this pilot survey 

demonstrated feasibility and provided initial data on a key group of providers in a state with a 

high incidence of pediatric obesity.  

Future Study 

The fact that all participants attempting this survey completed it speaks to the user 

friendliness of the survey and its potential to be employed in a variety of clinical settings to 

assess current provider childhood obesity practices. The survey’s simple format could also be 

easily translated into an electronic format for assessing a larger population. With prior research 

suggesting the need for increased provider training, this survey could be administered to include 

a before and after training on childhood obesity management published guidelines and to 

determine if more familiarity with the guidelines increases consistency in the screening and 

management of childhood obesity, or if further resources are needed. Additionally, the survey 

could be enhanced to inquire about additional anti-obesity guidelines to better explore our 

finding that current respondents lacked familiarity with the 2007 AAP Expert Committee 

Recommendations for childhood obesity management, yet reported knowledge of many of the 

recommendations.  

SUMMARY 

This DNP project provided knowledge regarding Arizona nurse practitioner’s familiarity 

and use of the 2007 AAP Expert Committee Recommendations for childhood obesity 
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management. The survey revealed the nurse practitioners’ familiarity with the recommendations 

and their self-reported consistency of guideline utilization during well child visits, particularly 

when the child met the criteria to be determined overweight or obese according to BMI 

percentile. Despite the small sample size, the findings aligned with previous research indicating 

there is inconsistency in the knowledge, documentation, and use of obesity management 

guidelines. This inconsistency may lead to missed opportunities to effectively intervene with 

families who may be unaware of the problems or implications of childhood obesity. With the 

growing rate of childhood obesity, especially within Arizona, the findings of this survey provide 

a foundation for future training needs and additional studies needed to fully assess how providers 

may effectively impact overweight and obese pediatric patients. 
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APPENDIX A: 

DISCLAIMER FORM 
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DISCLAIMER 

An Assessment of Nurse Practitioners’ Knowledge in Managing Childhood Obesity in the 

Primary Care Setting 

Principal Investigator: Heidi L Dalhaug 

 

This study was developed in order to assess nurse practitioners’ current knowledge with the 2007 

American Pediatrics Association Expert Committee Recommendations on childhood obesity 

management, along with the practitioners’ overall behaviors and attitudes regarding the diagnosis 

and treatment of obesity in children ages 2 to17 years old. 

 

If you are nationally certified, licensed and are currently practicing as a Nurse Practitioner, are 

able to read and understand English, and treat pediatric patients between 2 and 17 years of age in 

primary care, please continue. If you do not meet these criteria, you do not qualify for 

participation but we greatly appreciate your interest in this study. 

 

You are invited to participate in this study. If you choose to participate in the study, you will be 

asked to fill out a brief survey that will take approximately 10 minutes to complete. There are no 

associated risks or discomforts known with completing this survey other than any discomfort or 

stress related to the survey questions or taking the survey itself. The survey is completely 

confidential. You will not receive any immediate benefit from your participation in this survey, 

though results may provide broader benefits to society. A $100 Visa gift card will be drawn from 

participants who choose to enter their phone number into the drawing at the end of Day 2 of the 

conference. Your participation in the drawing is not required for your participation in the survey. 

If you choose to enter the drawing, you may only enter your phone number once.  

 

Your participation in this study is voluntary and you may choose to discontinue participation at 

any time without penalty. In addition, you may skip any question you choose not to answer. By 

participating, you do not give up any personal legal rights you may have as a participant in this 

study. An Institutional Review Board responsible for human subjects’ research at The University 

of Arizona reviewed this study 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. For questions about your rights as a participant in this study or to discuss 

other study related concerns or complaints with someone who is not part of the research team, 

you may contact the Human Rights Protection Program at 520-626-6721 or online at 

http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

 

For questions, concerns, or complaints about the study, you may call Heidi L. Dalhaug, RN, 

DNP-FNP student at 602-750-0175 or hld1@email.arizona.edu.  

 

By taking this survey, you agree to have your responses used for study purposes. Thank you for 

your time and attention, your participation in the important study is greatly appreciated 

 

Heidi L. Dalhaug, RN, DNP-FNP Student 

University of Arizona, College of Nursing 

http://rgw.arizona.edu/compliance/human-subjects-protection-program
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APPENDIX B: 

NURSE PRACTITIONER SURVEY 
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NURSE PRACTITIONER SURVEY 
(approximate time to complete 10 minutes) 

Date: __________________ 

Practitioner Demographics (please circle your response or fill in the blank) 
1. Gender Male Female   

2. Age 21 - 30 31 - 45 46 - 60 > 60 

3. Specialty Completed Family Pediatric   

4. Number of years practicing as an 
NP 0 - 4 5 - 10 11 – 15 > 15 

5. Approximately what percentage 
of your patients are in the age 
range 2 – 17 years? 0 – 25% 26 – 50% 51 – 75% > 75% 

6. How many pediatric well visits 
do you see annually? 0 - 10 11 - 25 26 - 40 > 40 

7. How much time do you block for 
a pediatric well visit? 15 – 20 min 30 min 45 min 60 min 

8. What is the state in which you 
practice as a Nurse Practitioner Arizona Other   

9. Have you received training 
focused on childhood obesity 
management? Yes No   

10. Do you practice in a rural area 
(population < 50,000 people)? Yes No   

11. Have you received training 
focused on motivational 
interviewing? Yes No   

12. Are you familiar with the 2007 
American Academy of Pediatrics 
Expert Committee 
Recommendations for the 
assessment and management of 
childhood obesity? Yes No   

13. How familiar are you with the 
Expert Committee 
Recommendations for childhood 
obesity? Vague 

Somewhat 
Vague Familiar Very Familiar  
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When you see children from age 2 – 17 for well child visits, how often do you discuss the 

following topics? 

 (please rate your response with an “X”) 

Questions 

1 2 3 4 5 

Never Sometimes Half of 

the 

time 

Most of 

the 

time 

All 

of 

the 

time 

14. Type and amount of daily food and drink 

consumption? 

     

15. Amount of consistent daily physical 

activity? 

     

16. Hours of screen time or other sedentary 

behaviors? 

     

17. Standard BMI percentage weight 

categories? 

     

18. Child’s current BMI percentile?      

When you see children from age 2 – 17 for well child visits that are considered “overweight” or “obese”  

 according to BMI percentile, how often do you…? 

 Never Sometimes Half of 

the time 

Most of 

the time 

All of 

the time 

19. Question a family history of obesity?      

20. Determine parental perception or 

concerns about child’s weight? 

     

21. Question barriers or challenges to 

obtaining/maintaining a healthy weight? 

     

22. Question presence of obesity 

comorbidities (GERD, apnea, depression, 

orthopedic conditions, etc)? 

     

23. Question patient & family readiness for 

change in regards to reducing the patient’s 

BMI percentile? 

     

24. Provide prevention counseling on topics 

including nutrition, recommended screen time 

& daily physical exercise? 
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25. Document a diagnosis of “overweight” or 

“obese” in the patient’s medical record? 

     

26. Create a plan to lower BMI percentile with 

routine follow up appointments to assess the 

progress? 

     

27. Order additional lab screenings (including 

lipid profiles and/or glucose testing) when risk 

factors are present? 

     

 
Please rate the degree to which you agree with each statement? 

 Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

28. I feel confident in utilizing motivational 

interview in my patient discussions on 

childhood obesity. 

     

29. I am confident in my ability to use clinical 

guidelines on childhood obesity to guide my 

treatment. 

     

30. I feel my recommended treatments can 

be effective in helping a child achieve a 

healthy BMI percentile. 

     

31. I feel I have enough time during visits to 

properly diagnose and management 

childhood obesity? 

     

32. I would like to receive more training in 

motivational interviewing. 

     

33. I would like to receive more training in 

managing childhood obesity. 
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APPENDIX C: 

PROJECTED BUDGET 
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PROJECTED BUDGET 

The projected budget necessary to complete this project is minimal. The researcher anticipates 

the potential cost to be $300. This cost includes a $175 conference fee, a $100 proposed 

conference gift card giveaway and $25 in snacks to be distribute to participants at the conference 

in exchange for completion of the online survey. The delivery method of the gift card will be in 

person at the conference. 
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APPENDIX D: 

INSTITUTIONAL REVIEW BOARD APPROVAL LETTER 
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APPENDIX E: 

RESEARCH SETTING APPROVAL EMAIL 
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