
Evaluation of Practice Guidelines for Overweight
and Obese Veterans: A Needs Assessment

Item Type text; Electronic Dissertation

Authors Chua, Justin

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:52:02

Link to Item http://hdl.handle.net/10150/626678

http://hdl.handle.net/10150/626678


 

 

EVALUATION OF PRACTICE GUIDELINES FOR OVERWEIGHT AND OBESE 

 

VETERANS: A NEEDS ASSESSMENT 

 

 

 

by 

 

Justin Branden Chua 

 

 

 

 

________________________ 
Copyright © Justin Branden Chua 2018 

 

 

A DNP Project Submitted to the Faculty of the 

 

COLLEGE OF NURSING 

 

In Partial Fulfillment of the Requirements 

 

For the Degree of 

 

DOCTOR OF NURSING PRACTICE 

 

In the Graduate College 

 

THE UNIVERSITY OF ARIZONA 

 

 

 

 

 

2 0 1 8 



2 

 

 

 

THE UNIVERSITY OF ARIZONA 

GRADUATE COLLEGE 

 

 

 
As members of the DNP Project Committee, we certify that we have read the DNP project 

prepared by Justin Branden Chua entitled "Evaluation of Practice Guidelines for Overweight 

and Obese Veterans: A Needs Assessment" and recommend that it be accepted as fulfilling the 

DNP project requirement for the Degree of Doctor of Nursing Practice. 

 
 

y direction and recommend 
 

 

 
a e: December 11, 2017 

Date: December 11, 2017 

Date: December 11, 2017 

Date: December 11, 2017 

- "'· BC 



3 

 

STATEMENT BY AUTHOR 

This DNP Project has been submitted in partial fulfillment of requirements for an 

advanced degree at The University of Arizona and is deposited in the University Library to be 

made available to borrowers under rules of the Library. 

 

Brief quotations from this DNP Project are allowable without special permission, 

provided that accurate acknowledgment of source is made. Requests for permission for extended 

quotation from or reproduction of this manuscript in whole or in part may be granted by the head 

of the major department or the Dean of the Graduate College when in his or her judgment the 

proposed use of the material is in the interests of scholarship. In all other instances, however, 

permission must be obtained from the author. 
 

 

 

SIGNED: __Justin Branden Chua__________________ 

 

 



4 

 

ACKNOWLEDGMENTS 

I acknowledge first and foremost my God. May His name receive all the glory and honor He 

deserves, as He alone provided me the strength and wisdom to reach this milestone. 

 

I would like to thank my committee members, Dr. Daly, Dr. Moore, and Dr. Pacheco for their 

unending guidance, support, and encouragement they provided to help me reach my goals. This 

project would have never seen its culmination without the hearts and minds of these amazing 

individuals.  

 

I would also like to express my gratitude to my fiancée, Dianne, as well as her family for their 

love and support through their prayers, food, and everything else during this time of my 

graduate studies.  

 



5 

 

DEDICATION 

I would like to dedicate this to my parents, Carlos and Jocelyn. They have sacrificed beyond 

measure to allow me to pursue my goals and dreams for a better future. I love you. 

 



6 

 

TABLE OF CONTENTS 

LIST OF FIGURES .........................................................................................................................8 

LIST OF TABLES ...........................................................................................................................9 

ABSTRACT ...................................................................................................................................10 

CHAPTER ONE: INTRODUCTION AND SIGNIFICANCE OF THE PROBLEM ..........12 

Prevalence and Scope of the Problem ........................................................................................12 

Consequences of Obesity in Veterans ........................................................................................13 

Local Problem ..............................................................................................................................13 

Problem Statement.......................................................................................................................14 

The Clinical Question and Purpose Statement .........................................................................15 

Significance to Advanced Nursing Practice ...............................................................................15 

Definitions .....................................................................................................................................16 

Promoting Action on Research Implementation in Health Services (PARIHS) 

Framework Dimensions...................................................................................................16 

Evidence. ...............................................................................................................16 

Context. .................................................................................................................16 

Facilitation. ...........................................................................................................16 

CHAPTER TWO: THE THEORETICAL FRAMEWORK ...................................................17 

Theoretical Framework ...............................................................................................................17 

Review of the Literature ..............................................................................................................19 

AGREE II Instrument .....................................................................................................20 

Clinical Practice Guideline Adherence ..........................................................................21 

CHAPTER THREE: METHODOLOGY .................................................................................22 

Research Design ...........................................................................................................................22 

Ethical Considerations.................................................................................................................22 

Respect for Human Dignity.............................................................................................23 

Beneficence .......................................................................................................................23 

Justice ................................................................................................................................23 

Setting............................................................................................................................................24 

Study Sample and Participants ..................................................................................................24 

Data Collection and Instrument .................................................................................................24 

Data Management and Statistics ................................................................................................25 

Dissemination ...............................................................................................................................25 



7 

 

TABLE OF CONTENTS – Continued 

CHAPTER FOUR: RESULTS ...................................................................................................27 

AGREE II Evaluation..................................................................................................................27 

Participants ...................................................................................................................................28 

Provider Knowledge, Perception and Barriers .........................................................................29 

Current Clinical Practice, Knowledge and Use of SMOOG ........................................29 

Perceptions of SMOOG ...................................................................................................30 

Barriers of SMOOG ........................................................................................................30 

CHAPTER FIVE: DISCUSSION ...............................................................................................33 

Framework Relationship to Findings.........................................................................................33 

Primary Findings .........................................................................................................................34 

Barriers .............................................................................................................................35 

Impact of Study on Nursing Practice .........................................................................................36 

Strengths and Limitations ...........................................................................................................36 

Opportunities for Future Research ............................................................................................37 

Conclusion ....................................................................................................................................37 

APPENDIX A: DISCLAIMER FORM ........................................................................................39 

APPENDIX B: DEMOGRAPHIC QUESTIONNAIRE ..............................................................41 

APPENDIX C: SURVEY QUESTIONS .....................................................................................43 

APPENDIX D: AGREE II INSTRUMENT EVALUATION OF SMOOG ................................46 

REFERENCES ..............................................................................................................................52 

 



8 

 

LIST OF FIGURES 

FIGURE 1. Promoting Action on Research Implementation in Health Services .....................18 

FIGURE 2. Barriers Exist that Prevent Use of SMOOG ..........................................................31 

FIGURE 3. Potential Barriers to SMOOG ................................................................................32 

FIGURE 4. Time Barrier ...........................................................................................................32 

 



9 

 

LIST OF TABLES 

TABLE 1. Participant Demographic Characteristics .............................................................28 

 



10 

 

ABSTRACT 

Purpose: With the obesity epidemic ever increasing, the purpose of this quality improvement 

project is to assess if Veteran’s Administration (VA) primary care providers have knowledge of 

and/or application barriers of the Veteran’s Administration/Department of Defense Clinical 

Practice Guideline for Screening and Management of Overweight and Obesity (SMOOG) in the 

VA primary care clinic in southern Arizona. 

Background: The prevalence of obesity seen in adults in the U.S. escalated from 15% to 34%, 

which is more than double from 1980 to 2008. Active military and Veterans obesity rates rose in 

similar fashion. The implementation of practice guidelines is critical to effective treatment to 

counteract the rising rates of overweight and obesity. Adherence to clinical practice guidelines 

often remains low causing an omission of therapies recommended in the guidelines. 

Methods: This quality improvement project used a descriptive methodology. Initially, SMOOG 

was evaluated using the AGREE II instrument. Next, a survey was administered to primary care 

providers to identify provider knowledge of and barriers to utilization of the SMOOG guidelines. 

Inclusion criteria for this study are: VA employed primary care provider and practicing primary 

care for at least 1 year. The 20-question survey measured providers’ knowledge and perceptions 

of their use of the VA/DoD SMOOG.  

Results: Evaluation using the AGREE II tool revealed the lowest possible quality scores 

observed in the Applicability domain. Based upon the results of the evaluation SMOOG is 

recommended for use with modifications specifically improving its applicability. Fifteen primary 

care providers participated in the survey. The results revealed that few primary care providers 

use SMOOG in clinical practice and barriers exist to implementation of SMOOG.  
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Conclusions: Assessing providers’ knowledge, perceptions, and barriers to SMOOG provides 

insight towards the next steps in addressing the rising prevalence of obesity among U.S. 

Veterans. An appraisal of SMOOG revealed that the guideline was developed with a high quality 

in the areas of evidence and clear presentation, but is clearly deficient in its applicability of 

implementation of the recommendations. The data obtained serves as an initial step to inform 

future research into synthesizing and guiding an implementation strategy. 
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CHAPTER ONE: INTRODUCTION AND SIGNIFCANCE OF THE PROBLEM 

Adult obesity is an epidemic correlated with excess morbidity and mortality leading to 

poor health outcomes (Ogden, Carroll, Fryar, & Flegal, 2015). Obesity is defined as the body 

mass index (BMI) expressed as an individual’s weight in kilograms divided by the square of 

height in meters (Centers for Disease Control and Prevention, 2016). If an adult’s BMI is 25.0 to 

< 30, the individual falls within the overweight range, and if BMI is 30.0 or higher, it falls within 

the obese range. 

Prevalence and Scope of the Problem 

In alarming fashion, the prevalence of adult obesity within the United States (U.S.) has 

risen from 15% to 34%, more than doubling from 1980 to 2008 (The Office of the U.S. Surgeon 

General, n.d.). The active military members and U.S. Veterans obesity rates increased in similar 

trend (Rush, LeardMann, & Crum-Cianflone, 2016). From 2001 to 2008, Veterans of the 

Millennium Cohort Study showed that obesity rates more than doubled (14% to 32%) and 

service members doubled (10% to 20%), nearly paralleling the rates of the general population 

(Rush et al., 2016). Despite leaving active duty for an average of only 3.8 years, Veterans have a 

similar prevalence of obesity compared with the general population. In 2004-2006 and 2007-

2008, there has been a continued progression of obesity rates (25% to 34% for male Veterans 

and 19% to 26% for female Veterans, respectively) (Rush et al., 2016). Using the 2009 to 2012 

data from the National Health and Nutrition Examination Surveys, 41% of Veteran men 

respondents were classified as obese and were more likely to be obese than non-veteran men 

(Fryar, Herrick, Afful, & Ogden, 2016). Among those receiving care in the Veterans Health 
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Administration (VA) who serve more than eight million patients per year, more than two-thirds 

of Veterans are overweight or obese (Jackson et al., 2015).  

Consequences of Obesity in Veterans 

Overweight and obesity is associated with a number of physiologic and public health 

consequences. Veterans with obesity are significantly more likely to report having hypertension, 

diabetes mellitus, obstructive sleep apnea, and coronary heart disease. Compared with normal 

weight individuals, twice as many Veterans with obesity report being diagnosed with ≥3 medical 

conditions (12% vs 24%) (Rush et al., 2016). Veterans are more likely to screen positive for 

varying mental health conditions, such as depression, post-traumatic stress disorder, and multiple 

somatic symptoms leading to self-reports of increased life stressors/worries compared with 

normal weight individuals (Rush et al., 2016). Other physical health conditions, such as 

osteoarthritis, dyslipidemia, and varying forms of cancer (e.g., breast, colon, endometrial) have 

also been identified in Veterans as well as in the general population (Management of Overweight 

and Obesity Working Group, 2014). 

For the over eight million enrollees in the federal VA health care system, an obesity-

related financial burden is sustained. Annual medical care expenditures have increased since the 

year 2000 by more than $10 billion, including billions spent related to obesity and overweight 

related morbidities (Tanofsky-Kraff et al., 2013).  

Local Problem 

The Southern Arizona VA Health Care System serves greater than 171,000 Veterans 

located in eight counties in Southern Arizona (Southern Arizona VA Health Care System, n.d.). 

The types of services that patients utilize include a 285-bed inpatient hospital, specialty, sub-
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specialty, and outpatient primary care. More than 40,000 Veteran patients in primary care alone 

are seen across the cites of Arizona in Tucson, Yuma, Casa Grande, Safford, and Green Valley 

(Southern Arizona VA Health Care System, 2017, September). 

Problem Statement 

Though the VA resources to address obesity are evidence-based and systematically 

distributed even surpassing national norms, the obesity epidemic in Veterans is not adequately 

addressed (Jay, Mateo, Squires, Kalet, & Sherman, 2015). With the Veteran obesity epidemic 

and its implications of obesity-related comorbidities, recommendations to primary care providers 

must be made in an effort to screen, prevent, assess, and manage Veteran obesity based on best 

practice and best evidence. The VA/DoD published a clinical practice guideline (CPG) for 

screening and managing overweight and obesity (SMOOG). The Institute of Medicine (2011) 

proposes that CPGs have the capacity to reduce inappropriate practice variation, enhance 

translation of research into practice, and improve patient safety and healthcare quality in practice 

settings. Well-established CPGs are present for disease processes other than obesity, yet patterns 

of care seem to be discordant with the recommendations due to barriers, such as knowledge (i.e. 

lack of familiarity and awareness), attitudes (i.e., lack of motivation and lack of agreement), and 

behavior (i.e., external barriers and environmental factors) (Casey Jr., 2013). Although SMOOG 

addresses the evidence-based components of screening and managing overweight and obesity, 

the guidelines are not equipped with the necessary implementation strategy for adherence among 

primary care providers.  
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The Clinical Question and Purpose Statement 

Do VA primary care providers have knowledge of or barriers to implementing SMOOG 

in their practice settings? 

Guided by this question, the purpose of this quality improvement project is to assess VA 

primary care providers’ knowledge of and barriers to SMOOG in one VA primary care clinic 

operated in multiple buildings in the same geographic location in southern Arizona and 

determine the association of these variables. 

The first step is to appraise SMOOG using the Appraisal for Guidelines and Research and 

Evaluation instrument (AGREE II). The second step is to assess provider practice guideline 

knowledge and potential barriers with a survey. Lastly, recommendations for synthesizing a 

guideline implementation strategy using the Promoting Action on Research Implementation in 

Health Services (PARIHS) framework to facilitate incorporating these guidelines into practice 

will be recommended at VA primary care clinic in Southern Arizona. 

Significance to Advanced Nursing Practice 

Nursing research and disease prevention lay the foundation of clinical practice for the 

doctorally prepared family nurse practitioner. Advanced practice nurses serve as the principle 

leaders, team collaborators, and policy advocates responsible for addressing and combatting the 

current public health needs. Observing the obesity prevalence rise in the Veteran population and 

the chronic diseases associated with it, it is of grave importance to remain knowledgeable of the 

updated management interventions and consider implementation issues including feasibility, 

sustainability, and effects on parity (Gortmaker et al., 2011). Educating patients and their 

families regarding healthy diet and routine exercise is vital towards promotion and reversal of 
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chronic obesity-related conditions. The value of incorporating an implementation strategy into 

SMOOG improves the uptake and applicability of the recommendations being put into practice 

by registered nurses and advanced practice registered nurses. Translating the evidence-based 

recommendations from the guideline into practice is the next step in combatting the obesity 

epidemic observed in U.S. Veterans. 

Definitions 

Promoting Action on Research Implementation in Health Services (PARIHS) Framework 

Dimensions 

Evidence. The nature and strength of the research, clinicians’ experience, patients’ 

experience, and data of the local environment (Rycroft-Malone, 2010). 

Context. The environment or setting where the proposed implementation occurs related 

to prevailing culture, adequate resources, organizational fit into established structures, and 

leadership with multi-disciplinary focus (Rycroft-Malone, 2010). 

Facilitation. The type of necessary support through role characteristics and facilitation 

skills to help people change and enable others (Rycroft-Malone, 2010). 
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CHAPTER TWO: THE THEORETICAL FRAMEWORK 

This chapter presents the theoretical framework for the quality improvement project. As 

the consequences and ramifications of Veteran obesity continue to inflict the nation, it is of 

utmost importance to equip primary care providers with the most effective and evidence-based 

practices for screening, management, and prevention of Veteran obesity. Evidence-based 

treatments and practices are presented in SMOOG and were evaluated using the AGREE II 

instrument in order to establish confidence in the recommended guidelines. Following this 

guideline evaluation, a strategy for implementation of the recommended guidelines was 

suggested using the PARIHS framework. Adherence to the recommended guidelines is 

dependent upon providers’ knowledge and confidence, so the PARIHS framework was used to 

direct successful implementation of the guideline recommendations.  

Theoretical Framework 

The PARIHS provides a framework for implementing research into practice examining 

three overarching elements for knowledge translation. The framework represents how successful 

implementation is based upon the nature of evidence, the quality of the context of 

implementation, and appropriate approaches to facilitation (Figure 1) (Rycroft-Malone, 2010). 

To earn “high” marks leading to successful implementation, evidence must be scientifically 

robust meeting the standards of professionals and patient preferences (“high” evidence), the 

context is amenable and receptive to change from understanding cultures (“high” context), and 

there is presently a facilitation of change arising from skilled facilitators (“high” facilitation). 

PARIHS effectively maps elements in need of attention prior to, during, and post 

implementation. Evidence encompasses four different types of knowledge or sub elements 
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including research evidence, clinical experience, community and patients’ experience, and local 

context information. Context refers to the environment of the proposed implementation of the 

guidelines and analyzes if the culture may sustain change through aspects of decentralized 

decision-making, supportive relationships between directors and workers, and facilitative 

management styles. Leaders are key tenets in creating a viable culture having the ability and 

potential to produce clear roles and effective teamwork. Evaluation involves how the 

organization approaches measurement when handling the available resources, ensuring proper 

allocation and targeting. Finally, facilitation describes the process of enabling and simplifying 

the implementation of evidence into practice. One or more facilitators must have the appropriate 

skills and knowledge to aid individuals and teams applying the researched evidence into practice 

using their personal attributes and empowerment role. Its purpose is to enable the individuals and 

teams to evaluate and reflect on the previous and newfound attitudes and behaviors throughout 

the process of implementation.  

 

FIGURE 1. Promoting Action on Research Implementation in Health Services (Adapted from 

(Rycroft-Malone, 2010) 
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Review of the Literature 

A review of the literature was conducted using the PubMed and CINAHL (EBSCO) 

search databases with multiple approaches. Searches using the following search terms: “obesity” 

AND “management” AND “primary care” AND “guideline adherence,” among articles 

published within the last five years yielded approximately 50 relevant articles. There were a 

number of studies that broadly encompassed provider knowledge and perception of obesity 

management and therapies, yet a general gap in studies that pertained specifically towards 

specific knowledge of CPGs for obesity displayed itself. 

Screening all adults for obesity should be initiated by all primary care providers with 

further offerings of preventive interventions or referrals for those patients with a BMI of 30 

kg/m2 or higher. The etiology of obesity is complex and multifactorial, resulting in its 

management being equally difficult to understand and implement. Preventive strategies should 

be at the forefront in defusing the rising prevalence of overweight and obesity, but treatment and 

management is still indicated for when prevention does not take place. Martin et al. (2016) 

conducted a randomized clinical trial among 218 participants to test the effects of a 25% calorie 

restriction on individuals’ mood, quality of life, sleep, and sexual function in healthy, non-obese 

adults. The authors found calorie restriction significantly increases sleep duration, reduces 

tension, and improves the mood, general health, and sexual drive (Martin et al., 2016). Prior to 

the onset of overweight and obesity sets in, a lifestyle promoting healthy eating and physical 

activity demonstrate benefits beyond weight loss. 

Lifestyle changes are the primary anti-obesity treatment, using multiple component 

interventions to promote dietary, physical activity, and behavioral habit modifications. Data 
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analysis conducted by Baker, Greer, and Committee on Nutrition American Academy of 

Pediatrics (2010) of counseling rates in 1995-1996 and 2007-2008 demonstrated weight 

counseling declined from 7.8% to 6.2% during outpatient visits. Intensive counseling is the 

initial management for all patients with emphasis on diet, exercise, and goals for weight loss. 

Dietary therapy vary and include low-calorie to low-carbohydrate or the Mediterranean diet, but 

adherence to diet and a diet tailored to reduced energy intake are greater predictors of weight loss 

rather than any specific macronutrient composition (Bray, Fruhbeck, Ryan, & Wilding, 2016).  

AGREE II Instrument 

A standardized process to assess the methodological quality of practice guidelines 

including the rigor and transparency of guideline development is necessary for clinical 

evaluation (Brouwers et al., 2010). The VA/DoD SMOOG was appraised using the AGREE II 

instrument to determine the strength of its recommended evidence as it is translated into practice 

in a local primary care office setting. 

Evaluation using the AGREE II instrument was performed to inform the guideline 

development process of the Canadian Society for Exercise Physiology Physical Activity 

Measurement and Guidelines (Tremblay, Kho, Tricco, & Duggan, 2010). The authors were 

transparent in their methods for selecting evidence and their process of development strictly 

ensured that the six quality domains of AGREE II were met. Through their rigorous approach to 

develop the guideline, the systematic review authors interpreted evidence and justified 

recommendations, thereby allowing a more compatible integration of the guideline into clinical 

practice. An evidence gap is apparent where guideline development teams do not meet standards 
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for quality recommendations and fail to report and describe their process in a transparent 

manner. 

Clinical Practice Guideline Adherence 

Variation in clinical practice is a primary factor in the inability for practitioners to deliver 

quality care. The newest and latest research is published without ever being implemented until 

several years later, and even worse, the sustained use of the evidence-based research dissipates. 

To help solve the issue of varying and anecdotal clinical practice habits, practice guidelines are 

developed and implemented based upon rigorous research and expert opinion. The Institute of 

Medicine (2011) promotes that CPGs are “statements that include recommendations intended to 

optimize patient care that are informed by a systematic review of evidence and an assessment of 

the benefit and harms of alternative care options” (p. 25). The strength from the literature review 

came from studies demonstrating obesity inadequate management of obesity in primary care. 

Sankaran, Rodriguez, Jacob, Kreuter, and Go (2016) compared surveys among adult primary 

care visits from 2008-2013 and found among those participants with obesity (25%), obesity 

diagnosis remained low at <30% and weight management counseling declined from 33% to 21% 

over four years. Farran, Ellis, and Lee Barron (2013) performed a retrospective analysis 

measuring completeness of quality indicators (documenting BMI, height, diagnosis of 

overweight/obesity, and counseling for diet and physical activity). The authors implemented a 

continuing education session to review obesity guidelines and found the integration of obesity 

guidelines in primary care was feasible, but still overall utilization of guidelines remains sub-

optimal.  



22 

 

CHAPTER THREE: METHODOLOGY 

This quality improvement project used a descriptive methodology. Initially, SMOOG was 

evaluated using the AGREE II instrument. The AGREE II instrument is organized by six 

domains to assess quality of guidelines: 1) scope and purpose 2) stakeholder involvement 3) 

rigor of development 4) clarity of presentation 5) applicability 6) editorial independence (Schnur 

& John, 2014). Each of the six domains followed by two global rating items for “overall 

assessment,” were scored on a seven-point scale from ‘1’ (strongly disagree) to ‘7’ (strongly 

agree). Next, a survey was administered to primary care providers to identify provider 

knowledge of and barriers to utilization of SMOOG. 

Research Design 

A descriptive study design was used to assess and determine primary care providers’ 

knowledge and adherence to SMOOG. This practice inquiry is a needs assessment that 

established a foundation for a potential implementation strategy to be synthesized and added to 

SMOOG. The use of a needs assessment systematically identified the gap between the current 

condition and ideal condition in the practice setting (Zaccagnini & White, 2017). A convenience 

sample of VA staff providers treating patients at the Southwestern VA primary care clinic was 

included in the study. 

Ethical Considerations 

While performing research with human subjects, three ethical principles must be upheld. 

The following principles: respect to people, beneficence, and justice all ensure that the study 

participants remain safe, are treated fairly, and their privacy is maintained. 
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Respect for Human Dignity  

Participation in the quality improvement project is voluntary heeding respect towards 

individuals for their ability to make their own decisions as autonomous beings (Polit & Beck, 

2012). VA providers were given detailed information regarding the participation in this quality 

improvement project with instructive example and were not be subtly coerced or unduly 

influenced to engage in the research activities (Department of Health Education Welfare & 

National Commission for the Protection of Human Subjects of Biomedical Behavioral Research, 

2014). The survey was voluntary and they may refuse to participate at any given time. 

Beneficence 

The VA providers were be protected from any harm ensuring that their well-being is 

secured (Department of Health Education Welfare & National Commission for the Protection of 

Human Subjects of Biomedical Behavioral Research, 2014). Sensitive information was not 

obtained from the providers, as the survey remained anonymous and no identifiable data was 

collected nor analyzed to avoid any social repercussions (Polit & Beck, 2012). The aggregate 

data will be shared with stakeholders (e.g., primary care clinic director). Maximizing possible 

benefits of unearthing the barriers and hurdles to using the published SMOOG was performed in 

an ethical manner. 

Justice 

If the VA providers agree to participate in the quality improvement project, justice will 

ensure that they are distributed the benefits of the project study results. The survey was offered 

to all providers and management at the clinic setting void of any sort of discrimination with 

assurance of confidentiality (Polit & Beck, 2012). 
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Setting 

The setting for the quality improvement project was in the primary care clinic in Tucson, 

AZ. This outpatient clinic serves U.S. Veteran patients living in the surrounding areas and are 

coming from both rural and urban cities. The staff providers include advance practice nurse 

practitioners (NPs), doctors of osteopathic medicine (DOs), and medical doctors (MDs). There 

are 25 staff providers who are specialized in primary care practice and every provider each has a 

panel consisting of approximately 500 to 1,200 patients (Southern Arizona VA Health Care 

System, 2017, September).  

Study Sample and Participants 

The sample for this project included VA primary care providers from the outpatient 

clinic. Inclusion criteria for this study are: VA employed primary care provider and practicing 

primary care for at least one year. Health care providers and staff that are not either a NP, DO, 

MD, or physician’s assistant (PA) (i.e., no registered nurses, medical assistants, social workers, 

etc.) are excluded to primarily focus on the providers ordering screening and management 

interventions and therapies.  

Data Collection and Instrument 

Following human subject protection approval from both the University of Arizona 

Institutional Review Board and VA Evidence Based Clearinghouse at the local VA medical 

center, the Principal Investigator (PI) met with the respective medical director/clinic manager 

from the designated site to deliver the paper survey and explain the protocol. The survey was 

distributed via an internal email listserv as well as in-person to the offices of the targeted primary 

care providers. Meeting with the director and explaining the inherent benefits from the results of 
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this study facilitated cooperation and compliance for survey completion (Appendix A) (Polit & 

Beck, 2012). Survey compliance was promoted because the directors are stakeholders and are 

guaranteed that the unidentifiable, aggregate responses would be analyzed and disseminated to 

the organization. A minimum one-week period was allotted for the surveys to be distributed and 

collected by the PI.  

The 20-question survey measured providers’ knowledge and perceptions of their use of 

the VA/DoD SMOOG (Appendix C). Demographics including age, gender, number of years in 

practice, etc. were also included in the survey (Appendix B). The survey questions and covered 

topics were developed in an effort to determine the presence and identify specific facilitators and 

barriers on a provider, patient, and organizational level. The survey questions were reviewed and 

evaluated by two content experts who are providers at the sites.  

Data Management and Statistics 

The quantitative data collected was compiled and analyzed using Microsoft Excel and a 

descriptive analysis was performed. The categorical variables including current use, barriers, 

knowledge, and perceptions were tabulated and presented in graph format. Finally, using the 

PARIHS framework, a plan for implementation was synthesized with recommendations to 

translate the evidence found in the SMOOG into clinical practice. 

Dissemination 

Advancing this quality improvement project with the aim of translating the evidence 

based findings in SMOOG into clinical practice involves dissemination of the findings to the 

local study setting. The dissemination of the findings is important to facilitate growth and impact 

health outcomes (Hardin, 2015). The PI will provide an executive summary of the quality 
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improvement project findings and delivered a PowerPoint presentation sharing the aggregate key 

findings and recommendations to respective director of the primary care clinic. 
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CHAPTER FOUR: RESULTS 

The purpose of this quality improvement project was to objectively evaluate the selected 

guideline for quality and perform a needs assessment of local VA primary care providers to 

explore their current clinical practices, knowledge, and perceptions of SMOOG.  

AGREE II Evaluation 

The PI of this study evaluated SMOOG using the objective AGREE II tool. SMOOG 

received an overall appraisal score related to quality of 5/7 (Appendix D). The highest score is 

seen in Editorial Independence (14/14). The domains of Scope and Purpose and Clarity of 

Presentation received relatively high confident scores of 17/21 and 18/21, respectively. The 

Stakeholder Involvement and Rigor of Development domains scored 14/21 and 39/56, 

respectively. The lowest possible quality scores were observed in the Applicability domain 

receiving 9/28.  

The lowest quality domain was observed in applicability. Within this domain, areas 

assessed pertain to the guideline adequately describing facilitators and barriers to its application, 

the guideline providing advice and/or tools on how to put the recommendations into practice, 

considering potential resource implications of applying the recommendations, and the guideline 

presenting monitoring and/or auditing criteria (Brouwers et al., 2010). SMOOG thoroughly 

outlines its recommendations and demonstrated a rigorous development processes as well as 

clear presentations; however, a plan for implementation is nonexistent. Based upon the results of 

the evaluation, SMOOG is recommended for use with modifications specifically improving its 

applicability (Brouwers et al., 2010). 
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Participants 

A total of 15 participants (n=15) completed the demographic questionnaire (Appendix B) 

and surveys (Appendix C) which comprised of nine MDs, one DO, and five NPs (no PAs were 

employed at this clinic). Among the available providers (25) at the local study setting, a majority 

of the survey responses were gathered through in-person recruitment leading to a response rate of 

60%. The surveys were gathered over a two-week period. Had more time been allowed to collect 

data, the response rate may have increased, but many available respondents who declined the 

survey did so for various reasons, chiefly, “they were too busy at the time,” or “I’ll take a look at 

it and get it back to you later.”  

TABLE 1. Participant Demographic Characteristics 

Demographic Characteristic Category Number (n=15) 
Gender Male 

Female 

8 

7 

Age Range (years) 18-25 

26-35 

36-45 

46-55 

55-65 

65+ 

0 

0 

3 

4 

6 

2 

Professional Role MD 

NP 

DO 

PA 

9 

5 

1 

0 

Years of Practice <1 

1-5 

5-10 

10-15 

15+ 

0 

6 

3 

1 

5 

Years at VA Clinic <1 

1-5 

5-10 

10-15 

15+ 

1 

7 

4 

1 

2 

Ethnicity Hispanic 

Non-Hispanic 

3 

12 
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TABLE 1. – Continued  

Demographic Characteristic Category Number (n=15) 
Race American Indian or Native 

Alaskan 

Asian 

Black or African-American 

Native Hawaiian or other 

Pacific Islander 

White 

0 

3 

3 

0 

10 

Of the 15 respondents, 47% were female, predominantly White, Non-Hispanic, and 

between the ages of 55 to 65 (Table 1). The primary care providers were mixed in terms of years 

of practice in the primary care specialty where six participants have worked in the field from one 

to five years and five participants have been employed in primary care for 15 or more years. 

Almost half of the participants have worked at the VA primary care clinic for less than five 

years.  

Provider Knowledge, Perception and Barriers 

The respondents of the survey answered questions surrounding their knowledge and 

perceptions of their respective current clinical practice in the screening and management of 

overweight or obesity and use of SMOOG. The providers also reported the potential barriers to 

overweight and obese screening and management practices. 

Current Clinical Practice, Knowledge and Use of SMOOG 

Eleven of the participants agree or strongly agree that the majority of the patients they 

serve are either overweight or obese, but five of the providers do not report confidence in the 

diagnosis and treatment of overweight or obesity. Regarding personal clinical practice, five 

participants do not currently use any CPG for the management of overweight or obese patients; 

nine of the respondents report that there is a need to change current management practices for the 
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conditions. Seven of the survey participants acknowledge awareness of SMOOG in general and 

the same percentage are familiar with the guideline recommendations. Only five of the providers 

use SMOOG to diagnose and manage their patients with overweight and obesity. SMOOG users 

were divided between MDs and NPs, and four out of the five providers had five or more years of 

practice experience in primary care (no DOs used SMOOG).  The confidence in ability to 

incorporate SMOOG into clinical practice is nonexistent among seven of the survey participants. 

Perceptions of SMOOG 

When compared with usual care, eight of participants agree that overweight and obese 

patients do benefit from SMOOG. One participant disagreed with the statement that “SMOOG 

are helpful in my personal practice in screening and management of overweight or obese 

patients” (Appendix C). If providers had increased familiarity of SMOOG (i.e., are educated and 

informed of the guideline recommendations), eight providers agree they may provide better 

overweight and obesity care, and two disagree or strongly disagree that better care may be 

provided. A majority of the survey participants (13/15) answered they agree that SMOOG 

recommendations were specific and unambiguous and only one reports that the 

recommendations were not adequately reviewed by experts and backed with supportive 

evidence.  

Barriers of SMOOG 

Several questions surrounding potential barriers to implementation and use of SMOOG 

were asked in the survey. When asked if barriers existed which prevents providers from using 

SMOOG, 12 respondents agree that they exist (Figure 2). Only three providers find that others 

(e.g., administration and/or colleagues) encourage and use SMOOG in their clinical practice 
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(Figure 3). 

 

FIGURE 2. Barriers Exist that Prevent Use of SMOOG. (This figure illustrates the percentage of 

respondents who agree or disagree with the statement, ‘I feel that barriers exist that prevent me from using SMOOG’ 

- Survey question #15.) 

A potential barrier to implementation of SMOOG is the incorporation of the guideline 

recommendations into the electronic health record to which 14 respondents report that it is not 

incorporated. Participants who describe that they did not receive additional training through 

continuing education or through the Talent Management System (i.e., the VA integrated software 

package for learning and development) resulted in 14 providers. In reference to having enough 

time to properly diagnose and manage plans for overweight and obesity during patient visits, 

eight providers disagreed (Figure 4).  
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FIGURE 3. Potential Barriers to SMOOG. (This figure illustrates the number of providers responding to 

potential barriers to implementation of SMOOG, i.e., Survey questions #16-18.) 

Finally, a large degree of uncertainty is observed with 13 participants disagree in regards 

to having enough time to effectively implement recommendations from SMOOG.  

 

FIGURE 4. Time Barrier. (This figure illustrates the number of providers responding to time as a potential 

barrier to obesity management and implementation of SMOOG, i.e., Survey questions #19-20.) 
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CHAPTER FIVE: DISCUSSION 

This descriptive quality improvement project aimed to examine VA primary care 

providers’ knowledge and adherence to SMOOG. This chapter provides an explanation of the 

primary findings, discusses the impact of the study on nursing practice, weighs strengths and 

limitations, and offers opportunities for future research. 

Framework Relationship to Findings 

The PARIHS framework provides guidance of successful implementation and translation 

of knowledge into practice (Rycroft-Malone, 2010). Based on the evaluation of the AGREE II 

instrument, the element of evidence is high and clearly demonstrated by observing quality ratings 

in the Rigor of Development and Clarity of Presentation domains. SMOOG offers knowledge 

through the systemic methods on searching and selecting best practices of how to screen and 

manage overweight and obesity based on supporting evidence. There is a linkage as well among 

the surveyed providers who are confident in their ability to incorporate SMOOG into clinical 

practice indicating that the research is scientifically robust enough to incorporate into practice. 

The research and clinical experience with these guidelines satisfies this tenet within the PARIHS 

framework towards successful implementation.  

Successful implementation also requires that the context and facilitation elements are also 

addressed and met. A culture promoting change is vital to implementation and innovation 

(Fischer, Lange, Klose, Greiner, & Kraemer, 2016). If the organizational group may change 

social norms, guideline implementation may be improved upon. In this study, only three 

participants (20%) reported that leadership and colleagues promote the use of SMOOG. 

Becoming not only aware, but familiar with the SMOOG recommendations is necessary for any 
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facilitator to empower others in their clinical behaviors in adopting SMOOG. Over half of the 

providers (53%) acknowledged if they had increased familiarity with the guidelines, they may 

provide better obesity care and eventual implementation of the guidelines is feasible and may be 

adapted into practice. 

Identifying the current educational needs of the providers is the first step in addressing 

the lack of integration of SMOOG. Future implementation plans need to be carefully planned 

including identifying stakeholders, guideline champions, and feedback/audit strategies to adopt 

SMOOG into daily clinical practice.  

Primary Findings 

A large burden is placed on primary care providers and especially among the participants 

of this survey who perceive that a majority of the patients they see are overweight or obese. 

Many physical health outcomes are in association with the risk factor of obesity including 

hypertension, diabetes, sleep apnea, and coronary heart disease that are seen and managed in 

most office visits (Rush et al., 2016). The finding that one-third of the providers use SMOOG 

and another one-third of participants do not use any CPG is consistent with the low adherence to 

CPGs found in the literature (Farran et al., 2013). The low use of CPGs underscores the need to 

increase effectiveness of obesity management (Monsen et al., 2015). Further indicators of 

suboptimal weight management of obesity are supported by participants identifying a need to 

change obesity management approaches. In fact, seven respondents identified a lack of 

confidence in diagnosing and treating overweight and obesity which is potentially addressed with 

education focused upon SMOOG integration. Even so, familiarity is not the only factor 

impacting adherence to guideline recommendations, additionally confidence and resources also 
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play a role (Salinas et al., 2011). Providers reported a lack of confidence in the efficacy of the 

SMOOG recommendations including adequate review by experts and supportive evidence. This 

finding presents a particular challenge as providers who are doubtful of the efficacy of treatments 

will be unlikely to implement those approaches in the future, if at all.  

Barriers 

The lack of awareness of SMOOG and its content indicates a systemic issue in the 

evidence-based treatment of obesity in this local setting. Clearly, individual and organizational 

barriers to implementing clinical practice guidelines need to be identified and addressed. Nearly 

half of the respondents (47%) agree that barriers exist in implementing SMOOG, and these 

barriers include knowledge deficits, compatibility of technological resources, inadequate 

training, and time constraints. Stakeholder buy-in and other resources needed to care for 

overweight and obese patients, and 80% of respondents reported they did not have needed 

support. Some of the barriers revealed in this study are similar to the difficulties towards 

guideline adherence seen in other settings (Casey Jr., 2013; Corriere, Minang, Sisson, Brancati, 

& Kalyani, 2014). Additional barriers include the lack of access to the effective tools identified 

in SMOOG including expedited referral to a weight management program (e.g., MOVE!) or a 

coordinated multidisciplinary approach (i.e., simplified referral process to nutrition services). 

Within the VA electronic health record (EHR), the only evidence of complying with the 

SMOOG recommendations is a measurement of BMI for each patient. Time constraints pose a 

particular challenge and innovative solutions are needed to address patient care needs.  
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Impact of Study on Nursing Practice 

The prevalence of obesity among U.S. Veteran adults is increasing at a significant and 

concerning rate, steadily approaching 40% (Rush et al., 2016). In order to provide optimal care 

for overweight or obese patients, providers must use validated evidence as their basis for 

treatment. Improved patient outcomes may be achieved with the implementation of evidence-

based practices (i.e., knowledge and recommendations in CPGs).  

This project assessed SMOOG, then explored provider knowledge and use of these 

evidenced-based guidelines, and identified barriers to integrating SMOOG into clinical practice. 

A SMOOG educational program for providers may be effective in increasing awareness and 

familiarity of SMOOG recommendations. This planned education program should incorporate 

active learning, assessment, and evaluation. Specific next steps may include asynchronous 

PowerPoint with pre and posttests to address provider knowledge deficits.  An investigation into 

the possibilities for integration to incorporate SMOOG recommendations into the HER may be 

performed with input received from local providers, information technology specialists, and 

administration. 

Strengths and Limitations 

This quality improvement project revealed deficits in current practices and areas for 

improvement in managing obesity in U.S. Veterans. Aggregate results from this provider needs 

assessment will be shared with the primary care clinic director including current practices, lack 

of utilization of evidence-based guidelines as well as providers’ knowledge deficits of SMOOG. 

A strength of this study was the survey was created and reviewed by two content experts and 

three committee members so that participants were able to easily understand and complete the 



37 

 

surveys within 5 to 10 minutes. This brief survey and proposed education program has the 

potential to be readily administered to multiple sites throughout the VA primary care clinic 

systems. 

A primary limitation of this project was the small sample size of providers in the 

Southern Arizona VA primary care clinic and therefore lack of generalizability. The information 

and findings gathered though no generalizable to other primary care practices may be utilized to 

improve practice at this local clinic. A secondary limitation is that the survey did not include 

open-ended questions to obtain feedback not immediately posited by the PI.  

Opportunities for Future Research 

The survey was designed to be quick yet informative, and the ease of completion 

demonstrated by the participants suggests that the survey and proposed educational program may 

be used in a larger setting and capacity to measure perception and adherence to SMOOG in other 

areas.  A future recommendation is to include open-ended questions in the survey, such as 

inquiring participants who report familiarity of SMOOG about how they gained their knowledge. 

This information may help inform plans in the development of the educational program.  In 

identifying barriers to implementation of SMOOG, future research is needed to determine 

strategies for implementation and overcome those challenges.  

Conclusion 

The primary purpose of this quality improvement project was to determine primary care 

providers’ knowledge of and barriers to integration of SMOOG in their clinical practice at a local 

VA primary care clinic. Assessing providers’ knowledge, perceptions, and barriers to SMOOG 

provides insight towards the next steps in addressing the rising prevalence of obesity among U.S. 
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Veterans. A review of literature identified deficiencies in utilization and adherence to obesity 

CPGs. An appraisal of SMOOG revealed that the guideline was developed with a high quality in 

the areas of evidence and clear presentation, but is clearly deficient in its applicability of 

implementation of the recommendations. The data obtained serves as an initial step to inform 

future efforts guiding an implementation strategy to integrate SMOOG into clinical practice and 

improve quality of patient care. 
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APPENDIX A: 

DISCLAIMER FORM 
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DISCLAIMER 

Evaluation of Practice Guidelines for Overweight and Obese Veterans: A Needs 

Assessment 

Principal Investigator: Justin Chua 

 

Greetings, 

You have been invited to participate in a quality improvement project survey. The purpose of 

this survey is to gather information about providers’ knowledge and perceptions with use of the 

VA/DoD clinical practice guideline for screening and managing overweight and obesity. Your 

perspective as a frontline provider is very important. 

This survey is part of a quality improvement project led by Justin Chua, a graduate student in the 

Doctorate of Nursing Practice program at the University of Arizona College of Nursing. 

The survey should take approximately 5 to 10 minutes to complete with participation being 

completely voluntary. You may choose not to participate. Should you choose to participate in 

this survey, you may exit at any time without penalty. 

The survey responses will be anonymous and kept private. No identifying information will be 

saved or stored. 

There are no anticipated risks associated with participation; however, potential risks can include: 

inconvenience from time constraints, discomfort due to perceived questions being invasive or 

sensitive, and risk for breach of confidentiality.  

Thank you for your time and participation in this survey. Your feedback is important. 

If you have any questions about this survey, you may contact the doctoral chair, Patricia Daly at 

pdaly@email.arizona.edu, the student, Justin Chua at jchua@email.arizona.edu, or the University 

of Arizona Human Rights Protection Program at 520-626-6721 or online at 

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

DEMOGRAPHIC QUESTIONNAIRE 
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Demographic Questionnaire 

 

1. What is your gender? 

a. Male 

b. Female 

c. Transgender 

d. Prefer not to answer 

2. What is your age? 

a. 18 to 25 years’ old 

b. 26 to 35 years’ old 

c. 36 to 45 years’ old 

d. 46 to 55 years’ old 

e. 56 to 65 years’ old 

f. 65 years’ old and above 

3. What is your role? 

a. MD 

b. DO 

c. NP 

d. PA 

e. Other 

4. How long have you been practicing in primary care? 

a. Less than 1 year 

b. 1 to 5 years 

c. 5 to 10 years 

d. 10 to 15 years 

e. More than 15 years 

5. How long have you been working at this VA clinic? 

a. Less than 1 year 

b. 1 to 5 years 

c. 5 to 10 years 

d. 10 to 15 years 

e. More than 15 years 

6. What best represents your ethnicity? 

a. Hispanic 

b. Non-Hispanic 

7. What best represents your race? 

a. American Indian or native Alaskan 

b. Asian 

c. Black or African-American 

d. Native Hawaiian or other Pacific Islander 

e. White 



43 

 

APPENDIX C: 

SURVEY QUESTIONS 
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Survey Questions 

 

For the following questions, please respond to the question by choosing either, 5 = strongly 

agree, 4 = agree, 3 = neither agree nor disagree, 2 = disagree, 1 = strongly disagree. All questions 

are in reference to the VA Primary Care Clinic if not otherwise stated. Overweight is defined as a 

BMI 25 to < 30. Obese is defined as a BMI of >30. SMOOG refers to the VA/DoD Clinical 

Practice Guidelines for Screening and Management of Obesity last updated in 2014. TMS refers 

to Talent Management System. CPRS refers to Computerized Patient Record System.  

 

 Strongly 

Disagree 

Disagree Neither 

Agree Nor 

Disagree 

Agree Strongly 

Agree 

1. A majority of the patients I see are 

overweight or obese 

1 2 3 4 5 

2. I feel confident in diagnosing and 

treating overweight and obesity 

1 2 3 4 5 

3. I have the support (i.e. buy-in and 

resources) I need to care for 

overweight and obese patients 

1 2 3 4 5 

4. I am aware of SMOOG guidelines 1 2 3 4 5 

5. I am familiar with the 

recommendations (i.e. therapies and 

evidence-based practices) presented 

in SMOOG 

1 2 3 4 5 

6. I am confident in my ability to 

incorporate SMOOG into my clinical 

practice 

1 2 3 4 5 

7. I do not use a clinical practice 

guideline for management of 

overweight and obese patients 

1 2 3 4 5 

8. I use SMOOG to diagnose and 

manage my overweight and obese 

patients 

1 2 3 4 5 

9. There is no need to change my 

management of overweight and obese 

patients 

1 2 3 4 5 
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 Strongly 

Disagree  

Disagree Neither 

Agree Nor 

Disagree 

Agree Strongly 

Agree 

10. The SMOOG are helpful in my 

personal practice in screening and 

management of overweight or obese 

patients  

1 2 3 4 5 

11. Overweight or obese patients do 

not benefit from SMOOG compared 

to usual care 

1 2 3 4 5 

12. With better familiarity of 

SMOOG, I can provide better care for 

overweight or obese patients 

1 2 3 4 5 

13. I feel SMOOG recommendations 

are specific and unambiguous 

1 2 3 4 5 

14. I feel SMOOG recommendations 

are adequately reviewed by experts 

and backed with supportive evidence 

1 2 3 4 5 

15. I feel that barriers exist that 

prevent me from using SMOOG 

1 2 3 4 5 

16. Others (e.g. administration and/or 

colleagues) encourage and use 

SMOOG in practice 

1 2 3 4 5 

17. SMOOG recommendations are 

effectively incorporated into the 

electronic health record (i.e. CPRS) 

1 2 3 4 5 

18. I have received additional training 

(i.e. CE or TMS module(s)) on use of 

SMOOG 

1 2 3 4 5 

19. I feel I have enough time to 

properly diagnose and address 

management plans for overweight or 

obese patients during every visit 

1 2 3 4 5 

20. I have enough time to effectively 

implement recommendations from 

SMOOG 

1 2 3 4 5 
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APPENDIX D: 

AGREE II INSTRUMENT EVALUATION OF SMOOG 
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