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ABSTRACT 

Background: Obesity is the leading contributing factor to the development of chronic diseases. 

Chronic illnesses account for seven of 10 deaths annually and are attributed to 86% of the United 

States’ health care costs. Modifiable risk factors such as a healthy diet and physical activity can 

prevent 80% of heart disease, stroke, and type II diabetes; and 40% of cancer. Providing patients 

with appropriate nutrition counseling for obesity management and prevention can lead to 

substantial cost savings and an improved quality of life. Primary care providers are in a central 

position to provide patients with nutrition counseling that targets obesity management. While 

94% of physicians recognize that nutrition counseling is necessary, only 14% admit that they feel 

adequately trained.  

Purpose: This quality improvement project aimed to assess perceived nutritional counseling 

competence and any perceived barriers to obesity management among primary care providers at 

Dynamic Stem Cell, a metropolitan Nevada primary care and specialty care clinic. 

Methods: Data were collected through individual semi-structured interviews with nurse 

practitioners, physician’s assistants, and physicians who possess patient care experience in a 

primary care setting. Study participants were recruited from Dynamic Stem Cell, a metropolitan 

Nevada primary care and specialty care clinic. Interviews were recorded and transcribed for 

rigorous qualitative data analysis. The computer assisted qualitative data analysis software Max 

QDA was used to facilitate qualitative data analysis. 
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INTRODUCTION 

Background 

Chronic diseases such as obesity, diabetes, cardiovascular disease, and cancer account for 

seven of ten deaths each year (Centers for Disease Control and Prevention [CDC], 2015). The 

most common chronic diseases are heart disease, stroke, cancer, diabetes, obesity, and arthritis, 

which are the costliest of all health problems. About 50% of adults have at least one chronic 

health condition and one in four have two or more chronic illnesses (CDC, 2016). Those with 

chronic conditions use over 75% of hospital days, office visits, home health care, and 

prescription drugs in the United States (US), (Anderson, 2010). In 2010, 86% of the US 

healthcare expenditure was attributed to treating chronic diseases, which are the major causes of 

illness, disability, and substantial costs (CDC, 2015). 

The World Health Organization (WHO) (2017) reports that an excessive body mass index 

(BMI), which indicates overweight and obesity, is a leading contributing factor of chronic 

disease development. They consider a BMI of 30 or more as obese and a BMI of 25 or more as 

overweight. Locally, 26.2% of adults in Nevada are obese, which is up from 21.3% in 2004 and 

13.1% in 1995 (Segal, Rayburn, & Martin, 2016). Nevada spends the most on fast food per 

capita—approximately $940 per person annually—which is 25% more than the second worst 

state, Texas (Nevada State Division of Public and Behavioral Health, 2015). In comparison to 

non-obese individuals, obese patients incur 46% increased inpatient costs, 27% more physician 

visits and outpatient costs, and 80% increased spending on prescription drugs (Wang, 

McPherson, March, Gortmaker, & Brown, 2011).  
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The WHO (2005) suggests that a healthy diet and regular physical activity can prevent 

80% of heart disease, stroke, and type II diabetes, and 40% of cancer in the US. The Robert 

Wood Johnson Foundation (2012) projects that reducing the average BMI of Nevada’s residents 

by 5% could potentially result in cost savings of at least $2 million by the year 2020 and almost 

$6 billion by 2030. Proper nutrition can prevent and treat chronic diseases to improve health, 

quality of life, and substantial costs. However, while 94% of physicians recognize that nutrition 

counseling is necessary during primary care visits, only 14% admit that they feel adequately 

trained to provide such counseling (Physicians Committee for Responsible Medicine, 2015).  

Purpose  

The purpose of this DNP project is to assess primary care providers’ (PCPs) perceived 

competence to provide obesity-targeted nutrition counseling and identify any perceived barriers 

to obesity management in a metropolitan Nevada clinic. Stakeholders include nurse practitioners, 

physicians, and physician’s assistants, who are qualified to practice as PCPs. Assessing provider 

knowledge will help identify any gaps in care for nutrition and obesity counseling. The findings 

can help support a plan to provide PCPs with the fundamental tools to optimize the health and 

quality of life of their patients. Educating patients with proper nutrition and lifestyle changes will 

reduce the prevalence of chronic disease development and even treat chronic illnesses, resulting 

in long term cost savings.  

The Institute of Medicine (IOM) (2015) states that the most trusted professionals are 

nurses followed by physicians thus, PCPs are trusted sources that can convey a powerful tool—

nutrition education—to enhance the health and lives of their patients. Nurse practitioners serve as 

both nurses and health care providers to deliver high-quality health care and counseling. They 
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have a unique emphasis on a patient’s needs, values, health, and well-being as a whole to provide 

patient-centered care. The number of nurse practitioners in the primary care setting continue to 

grow rapidly every year—in 2017, more than 87% of nurse practitioners were formally prepared 

in the primary care specialty, whereas less than 14% of physicians entered a primary care 

residency (American Association of Nurse Practitioners, 2018). Therefore, they also play a 

dominant role in reducing the PCP shortage to expand patient-centered quality care in the 

primary care setting. 

Study Question 

How do primary care providers perceive their competence to provide nutrition counseling 

to help prevent and treat obesity; and are there any perceived barriers? 

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Nursing practice involves an interactional process between the nurse and patient that is 

properly guided by values, theories, and philosophical beliefs rather than discrete data (Eldridge, 

2017). Each patient-nurse interaction informs the next decision because newly extracted data 

from the previous interaction helps to form more precise treatment decisions. This may include 

assessments, discussing treatment options, monitoring interventional progress, and providing 

patient education. The purpose of this DNP project is to assess providers’ perceived ability to 

provide nutrition counseling for obesity treatment and prevention. Identifying knowledge gaps 

can help support a plan to provide PCPs with the fundamental knowledge of proper nutrition 

education to help prevent and treat obesity. This will ultimately provide patients with the tools to 

promote their own health and wellness.  
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Concepts 

The concepts of discussion include PCPs, provider knowledge, patient education, and 

nutrition counseling for obesity prevention and treatment. Physicians, nurse practitioners, and 

physician’s assistants who work in a primary care setting make up PCPs. For the context of this 

project, provider knowledge is referred to as the information that PCPs receive through formal 

training about proper nutrition guidelines to treat and prevent obesity. With this knowledge they 

can provide nutrition assessment, patient monitoring and evaluation, and patient education 

interventions. Patient education includes individualized nutrition counseling for obesity 

treatment or prevention provided by a PCP tailored to the provider’s assessment of the patient’s 

condition (i.e. overweight, obese, not overweight or obese). A BMI of 18.5 to less than 25.0 is 

considered normal, a BMI of 25.0 to less than 30.0 is considered overweight, and a BMI of 30.0 

or higher is considered obese (CDC, 2016).  

Synthesis of Evidence 

The author relied on multiple search engines including CINAHL, Embase, and PubMed 

to evaluate the phenomena of interest. The following keywords were used: primary care, 

nutrition counseling, obesity treatment, obesity prevention, barriers, and knowledge deficit. The 

search returned 39 articles, which was refined to 16 articles when the following filters were 

applied: published in the last five years, humans, and adults. Articles were excluded if they did 

not relate to primary care providers, nutrition counseling, or obesity management. Ten articles 

were retained for the synthesis of evidence (Table 1). 
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TABLE 1. Evidence appraisal table. 

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Ahmed et 

al., 2016 

To examine 

independent 

associations between 

several variables of 

interest and receipt 

of nutrition 

counseling and also 

observe any changes 

in disparities over 

time. 

This study did 

not identify a 

theoretical 

framework which 

is a limitation of 

the study. 

Multivariate 

descriptive  

study 

N=23,565 individuals 

from the year 2000 

N=26,937 individuals 

from the year 2011 

 

Data was obtained from 

the National Health 

Interview Survey for 

2000 and 2011. 

Participants were adults 

>=18 years old and was 

seen by a healthcare 

provider in the past 12 

months 

A multiple logic 

regression model was 

used to examine 

independent 

relationships between 

independent variables 

and the receipt of 

nutrition counseling 

(dependent variable) 

 

The Taylor Series 

Linearization technique 

was used to account for 

the complex survey 

design effect 

Overall nutrition counseling 

increased from 23.7% in 

2000 to 32.6% in 2011. 

 

Nutrition counseling 

increased in prevalence with 

advancing age, in obese 

compared to non-obese 

patients, in female versus 

male patients in both survey 

years. 

 

Those with a college degree 

were less likely to receive 

nutrition counseling in 2000. 

The opposite was observed in 

2011. 

 

Uninsured patients were less 

likely to receive nutrition 

counseling in 2000 and it 

became more pronounced in 

2011. 

 

Minorities were less likely to 

receive nutrition counseling 

when compared to Whites in 

2000. The opposite was 

observed in 2011. 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Asselin et 

al., 2016 

Qualitative: The 

ability of healthcare 

providers to address 

weight issues with 

patients in an 

interdisciplinary care 

team.  

Aimed to describe 

the intervention, 

provide continual 

intervention 

monitoring, and 

identify contextual 

factors that could 

influence primary 

outcome measures 

 

Quantitative: Team-

based educational 

interventions to 

improve obesity 

management in 

primary care 

practice. 

Complex 

Innovations 

Implementation 

 

Theoretical 

Domains 

Framework 

 

The 5As of 

Obesity 

Management: 

Ask, assess, 

advise, agree, and 

assist 

Convergent 

mixed-methods 

study. The current 

study used a 

previous mixed-

method 

randomized 

control trial study 

that used a team-

based educational 

intervention the 

aimed to improve 

the quality and 

quantity of 

obesity 

management 

encounters in 

primary care.  

 

Participants were 

recruited from the 

previous study to 

conduct semi-

structured 

interviews for a 

qualitative study. 

 

N=29 

Healthcare 

providers involved 

in chronic disease 

management which 

comprised of 

mental health care 

workers, registered 

dieticians, 

registered nurses, 

and nurse 

practitioners 

Qualitative data 

collection relied on 

structured field notes 

taken during educational 

sessions, semi-structured 

interviews, and clinic 

champion log.  

 

Thematic analysis was 

done using NVIVO 10 

software and all analysis 

were cross-checked by 

research team members 

and an independent third 

party 

Common themes: 

availability, referrals, role 

perception, messaging, 

interdisciplinary, and 

interdisciplinary confidence 

 

Well functioned 

interdisciplinary teams are an 

important pre-condition to 

being able to improve obesity 

management in primary care. 

Clinical environment is a 

factor that can limit the 

ability of providers to 

transform information into 

practice. 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Glauser et 

al., 2015 

To assess the 

primary educational 

needs, attitudes, 

practice patterns, and 

barriers to obesity 

screening and 

management in 

primary care 

physicians, 

endocrinologists, 

cardiologists, and 

bariatricians 

This study did 

not identify a 

theoretical 

framework which 

is a limitation of 

the study. 

Qualitative 

study 

conducted 

through case 

vignette 

surveys 

N=300 

 

Participants 

included primary 

care physicians, 

endocrinologists, 

cardiologists, 

and bariatricians. 

Obese patients 

may be managed 

by their PCP or 

an 

interdisciplinary 

team of 

specialist who 

help manage 

their comorbid 

conditions. 

Data was obtained through a 

case vignette survey that was 

delivered via fax and e-mail. 

 

Results were analyzed with the 

PASW Statistics (v.18) 

program. 

 

Descriptive statistics were used 

to summarize survey responses. 

Multiple knowledge gaps in 

obesity assessment, 

physiology, and treatment 

were observed. Most 

participants relied on BMI to 

assess for obesity, were 

unsure of when to initiate 

drug treatment, were unable 

to correctly identify weight 

loss drugs with their 

mechanism of action, did not 

know the physiology of 

weight gain, and did not 

know the expected weight 

loss and success of gastric 

bypass/other bariatric 

surgeries. 

 

Ibrahim et 

al., 2014 

To assess resident 

physicians’ 

diagnosis and 

management of 

obesity, and identify 

barriers to obesity 

management 

This study did 

not identify a 

theoretical 

framework which 

is a limitation of 

the study. 

Mixed-

methods 

study  

 

Qualitative: 

Focus group 

interview 

 

Quantitative: 

Retrospective 

study 

N=20 

Convenience 

sample of 

internal 

medicine 

residents 

Quantitative data was 

retrospectively collected from 

medical records of patients seen 

in an Internal Medicine resident 

clinic who were overweight or 

obese and were seen for a 

health maintenance or chronic 

disease management visit. The 

SPSS program was used to 

perform Fischer’s exact test for 

analytic comparison. 

 

Despite the high prevalence 

of 98% of patients meeting 

criteria for overweight and 

obese, only 5% were offered 

diet and exercise advice, 6% 

were referred to a dietician, 

<1% were prescribed weight 

loss medication, and <1% 

were referred to a bariatric 

surgeon. 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

     Qualitative data was 

collected through audio-

recorded focus group 

interviews that was 

transcribed verbatim. 

Qualitative thematic 

analysis was used to 

identify themes that were 

subsequently coded. 

Barriers to providing 

effective obesity management 

was multifactorial: the 

majority of residents felt they 

needed more education on 

obesity management, they 

felt that providers should 

serve as a role model for their 

patients by maintaining their 

weight, some admitted to not 

recognizing obesity or 

relating obesity to a patient’s 

medical condition, and they 

also reported that time limits 

were a barrier to providing 

obesity counseling. 

 

Lorts et al., 

2016 

Hypothesis: A 

healthcare provider’s 

advice to lose weight 

and an individual’s 

attempt to lose weight 

will be independently 

and positively associated 

with healthier eating 

behaviors while being 

negatively associated 

with negative eating 

behaviors 

 

This study 

lacked a 

theoretical 

framework 

which is a 

limitation of the 

study 

Descriptive 

correlational 

study 

N=548 

Obese adults with a 

BMI >= 30 kg/m2 

Data was collected via 

telephone surveys by 

trained interviewers. 

Interview questions were 

adopted from the 

“Behavior Risk Factor 

Surveillance Survey” 

and the “National Health 

and Nutrition 

Examination Survey” 

Few associations were seen 

with a HCP’s clinical advice 

and a patient’s dietary 

behaviors, while several 

significant relationships were 

seen between an individual’s 

intrinsic attempt at losing 

weight and positive dietary 

behaviors.  
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

     All analyses were 

conducted with Stata 

(v.13.1): Descriptive 

analyses were run on all 

variables, bivariate 

analyses were run using 

chi-square test for 

categorical variables, 

and t-tests were used for 

continuous variables 

A HCP’s advice was only 

positively related to increased 

fruit and salad consumption. 

 

An individual’s intrinsic 

attempt to lose weight was 

positively related to increased 

consumption of fruits and 

vegetables, and with eating 

fruits and vegetables as 

snacks. It was also negatively 

associated with consuming 

sweet snacks, soda and other 

sugar sweetened beverages, 

and fast food. 

 

Karintrakul 

et al., 2017 

To determine the 

effects of an 

individualized 

nutrition counseling 

program matched 

with a 

transtheoretical 

model (TTM) on 

overweight and 

obese individuals 

The 

transtheoretical 

model focuses on 

the concept of 

behavioral 

change through 

the 5 stages of 

change: 

precontemplation, 

contemplation, 

preparation, 

action, and 

maintenance. 

 

Randomized 

controlled trial 

(RCT) 

 

Study 

participants 

were 

randomized to a 

control group 

that received an 

educational 

handbook, and 

an intervention 

 

N=50 

 

Females aged 19-60 

who were overweight 

or obese with a BMI 

≥ 23 kg/m2 

Data collected included 

body weight, body fat, 

waist circumference, 

waist to height ratio, 

stages of change, 

processes of change, 

food intake, and physical 

activity.  

 

All data was analyzed 

using SPSS software, 

version 16.0 

 

Participants in the 

intervention group showed 

significant improvements in 

weight reduction, body fat, 

waist circumference, waist to 

height ratio, and food intake 

than the control group. 

However, there were no 

significant differences in 

physical activity in both 

groups. 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

   group that 

received 

individualized 

counseling 

matched with the 

TTM at 0, 4, and 

8 weeks in 

addition to a 

telephone call 

follow-up every 

2 weeks between 

the fact-to-face 

visits 

 

   

Metzgar et 

al., 2016 

Hypothesis: Women 

receiving nutrition 

education by 

registered dieticians 

will have less weight 

gain over a 1-year 

period compared to 

women receiving 

identical nutrition 

education by 

counselors with no 

formal nutrition 

training 

 

The Health 

Promotion Model 

Parallel-arm 

randomized 

controlled trial 

(RCT) 

 

Participants were 

randomized to a 

control group 

and received no 

intervention 

(CON), to a 

weight gain 

prevention group  

N=81 

 

Women aged 18-45 

years old who were 

premenopausal and 

had a BMI > 18.5 

kg/m2 

Data was analyzed with 

the SPSS (v.22.0) 

program using repeated 

measures ANCOVA to 

assess differences in 

outcome measures 

between and within 

treatment groups. 

Participants in the RGD and 

CSG groups were more 

successful in weight gain 

prevention as compared to the 

CON group. However, the 

differences were not 

statistically significant. The 

Hawthorne effect or 

observation effect should be 

considered for the lack of 

statistically significant 

results. 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

   counseled by 

dieticians 

(RGD), or to a 

weight gain 

prevention 

group led by 

counselors with 

no formal 

nutrition 

training (CSG). 

 

   Or it could be concluded that 

weight gain prevention 

requires more intervention 

than just nutrition counseling.  

 

Mogre et 

al., 2016 

 

The aim is to 

determine what, 

how, for whom, 

why, and in what 

circumstances 

educational 

interventions 

improve the delivery 

of nutrition care by 

doctors and other 

healthcare 

professionals. 

 

Complexity 

theory that 

explains how 

nutrition 

education is 

complex because 

it involves 

multiple actors 

that operate at 

different levels 

and in non-linear 

ways to yield 

context-

dependent 

outcomes. 

Mixed study 

meta-analysis 

of both 

quantitative and 

qualitative 

studies that 

were relevant to 

the phenomena 

of interest. 

 

N=46 Studies were 

used for data analysis 

 

Databases used: 

MEDLINE, 

CINAHL, ERIC, 

PsycINFO, 

Sociological 

Abstracts, Web of 

Science, and Google 

Scholar with specific 

inclusion criteria in 

the following 

categories:  

The research team 

consisted of a 

nutritionist, scholars of 

medical education, 

evidence synthesis, 

social science, nutrition, 

and an experienced 

clinician. They read all 

articles twice and 

extracted relevant data to 

the study’s aim. 

 

CMOs include: emphasizing 

skills development instead of 

knowledge outcomes, 

superiors role modeling the 

delivery of nutrition care, 

meeting the needs of potential 

participants of an 

intervention, addressing 

structural and systematic 

factors, incorporating 

technology-based education, 

providing participants with 

local, practically relevant 

tools and messages,  
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

  Iterative theory is 

used to reveal 

theories that 

inform decisions 

and actions 

adopted in the 

design and 

implementation 

of interventions. 

 

 study participants, 

focus of intervention, 

study design, context 

of intervention, 

publications 

language, and 

publication date 

Context, mechanism, 

outcome configurations 

(CMO), the interactions 

found among the 

different studies, and 

theories that informed 

each study were 

identified and 

transcribed into the data 

extraction form. 

 

using non-traditional teaching 

and learning strategies, 

improving self-efficacy, and 

improving the personal health 

habits of the healthcare 

professional. 

 

Petrin et al., 

2016 

 

This study aims to 

assess the attitudes 

and practices of 

health care providers 

regarding obesity 

counseling. It also 

evaluates differential 

attitudes and 

practices between 

primary care 

providers (PCPs), 

OB-GYNs, and 

nurse practitioners 

(NPs). 

 

This study lacked 

a theoretical 

framework which 

is a limitation of 

the study 

 

Descriptive 

correlational 

study 

N=465 family 

practitioners 

N=535 internists 

N=250 OB-GYNs 

N=251 NPs 

Data was collected 

through a web-based 

survey that consisted of 

131 questions that were 

developed by the 

research team.  

 

Data was analyzed with 

the Stata Statistical 

Software: Release 14. 

Chi squared tests and 

ANOVA tests were used 

to assess differences in 

provider characteristics 

by their specialty 

 

Although the majority of 

health care providers believe 

it is both the patient’s and 

provider’s responsibility for 

obesity counseling delivery, 

the subject is usually only 

initiated if the patient is 

obese, has obesity-related 

diseases or risk factors such 

as high blood pressure and 

heart disease, or initiates the 

conversation with their 

provider. NPs used less 

stigmatizing language when 

discussion obesity issues with 

patients compared to PCPs 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

      and OB-GYNs. Providers felt 

that more time with patients, 

better training in obesity 

management, and available 

tools to help patients 

recognize obesity-related 

risks could help them 

improve with obesity 

counseling. 

 

Pool et al., 

2014 

 

This study aimed to 

examine the 

association of a 

doctors’ discussion 

of patients’ weight 

status with self-

reported weight loss.  

 

Hypothesis: 

Individuals who 

receive a discussion 

on their weight 

status from their 

physician will report 

statistically 

significant weight 

loss. 

 

A physician’s 

advice can 

positively impact 

patients’ behavior 

regarding 

preventative 

medicine. 

 

Descriptive 

correlational 

study 

 

N=5054 participants 

with a BMI ≥ 25 

kg/m2 

 

Participants were 

included if they were 

between the ages of 

20-64 with a BMI ≥ 

25 kg/m2 

Data was extracted from 

the National Health and 

Nutritional Examination 

Survey of 2005-2008.  

 

SAS version 9.2 was 

used to analyze all data 

using the following 

procedures: Chi-square 

analysis, multivariate 

logistic regression 

model, and odds ratios. 

 

Overweight and obese 

patients had greater than two 

times the odds of reporting a 

10% weight loss if their 

physician discussed their 

weight status.  
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Sonntag et 

al., 2010 

Hypothesis: Patients 

who are obese with a 

BMI >= 30 kg/m2 

have longer 

consultations that 

focus on nutrition 

and physical activity 

than those with a 

BMI < 30 kg/m2 

The study did not 

have a theoretical 

framework which 

is a limitation to 

the study. 

Cross-sectional 

comparison of 

patient-provider 

encounters of 

patients with a 

BMI >= 30 

kg/m2 and those 

with a BMI < 

30 kg/m2 

N=50 

Patients who were 

overweight with a 

BMI >= 25 kg/m2 

that were at their 

primary preventative 

health examination. 

Providers were 

general practitioners 

who provide primary 

care. 

Visits were audiotaped 

and analyzed with the 

Roter Interaction 

Analysis System (RAIS). 

It focused on 

communicative behavior 

and assigned them to one 

of the 16 affective 

behaviors or one of the 9 

instrumental behaviors. 

Thereafter, ANOVAs 

and multiple linear 

regression analysis was 

used to determine 

associations between 

variables. 

Overall, an elevated BMI is 

associated with longer 

consultations. However, it did 

not predict the frequency of 

addressing topics related to 

being overweight such as 

nutrition counseling and 

physical activity 

 

Female providers had longer 

patient encounters than male 

providers. 

 

Female PCPs provided more 

nutrition counseling, while 

male PCPs talked more about 

cardiovascular risks.  
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Torti et al., 

2017 

Exploring patients’ 

perspectives on the 

PCP’s role in obesity 

management and 

their experience with 

existing weight 

management 

resources. 

Patient-

centeredness was 

the driving factor 

for this 

qualitative study 

Qualitative 

study with 

semi-structured 

interviews 

N=28  

To achieve purposive 

sampling, patients 

were recruited from a 

primary care network 

that were receiving 

care from a dietician 

or participating in a 

program that 

supported weight 

management. They 

were >18 years old 

and had a BMI>= 25 

kg/m2 

Interviews were 

transcribed verbatim and 

edited for clarification 

and formatted for 

analysis. Thematic 

analysis was used to 

analyze evidence; and 

iteratively coded data 

was continuously revised 

based on emergent 

patterns. 

Common themes: 

1.Patient-physician 

relationship adds value to 

obesity management 

 

2.Patients have clear 

expectations that their PCPs 

initiate discussions regarding 

weight issues 

 

3.Resources and services 

facilitated patients’ weight 

management through 

accessibility, accountability, 

and consistency 

 

4.Patients conveyed that 

complex conditions affect 

weight and that weight 

management should be 

individualized by personal 

medical, socio-economic, and 

educational needs. 
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TABLE 1. – Continued  

Author / 

Article 

Qual: Concepts or 

Phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Williams et 

al., 2016 

To understand 

specific patient and 

provider factors that 

serve as barriers to 

the management of 

obesity in the 

primary care setting. 

The study did not 

identify a 

framework which 

is a limitation of 

the study. 

Retrospective 

study 

N=59 providers 

N=746 patients 

 

Providers worked in a 

primary care practice 

 

Patients were obese 

with a BMI >30 

kg/m2 

Secure online surveys 

were sent to patients and 

providers to collect data 

Significant discrepancies 

between perceptions of 

patients and PCPs regarding 

weight management for 

obesity in the primary care 

setting. A collaborative, 

patient-centered approach 

would help empower obese 

patients with weight 

management. Improved 

patient-provider 

communication would also 

help treat and prevent obesity 

and associated chronic 

illnesses. 
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The literature review process revealed multiple studies to conclude that obesity 

management is multifactorial. According to Mogre et al. (2016), barriers to PCPs providing 

nutrition counseling are a combination of individual-related factors and system-related factors. 

Individual-related factors include lack of knowledge, negative attitudes to delivery of nutrition 

counseling, low outcome expectations, and lack of confidence. System-related factors include 

time constraints, inadequate office space, lack of materials, and limited or no reimbursement 

from insurance companies. Making an effort to understand the barriers that PCPs face in the 

practice setting provides an origin to develop solutions that may lead to purposeful 

improvements.  

Contraindications to the effectiveness of strictly providing patients with nutrition 

counseling on obesity treatment and prevention were discovered during this literature review. 

Lorts and Ohri-Vachaspati (2016) concluded that a PCP’s advice to lose weight had no 

significant impact on a patient’s attempt to lose weight. Similar results were observed in another 

study that conducted a random controlled trial of obese participants who were assigned to a 

control group that received no nutrition counseling, a group that received preventative nutrition 

counseling from a registered dietician, and a group that received the same preventative nutrition 

education from a counselor with no formal nutrition training. There were no statistically 

significant differences among all three groups in the study although the obese participants were 

able to maintain their body weight throughout the one-year study (Metzgar & Nickols-

Richardson, 2016).  

Conversely, Pool et al. (2014) conducted a descriptive correlational study that concluded 

a statistically significant 5% reported weight loss in patients if their doctor discussed their 
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overweight or obese status. Further, a randomized controlled trial evaluated the effects of 

individualized nutrition counseling matched with a transtheoretical model for overweight and 

obese patients (Karintrakul & Angkatavanich, 2017). The model focused on stages of change and 

processes of change, and found that participants in the intervention group showed significant 

improvements in weight reduction, body fat, waist circumference, waist to height ratio, and 

reduced food intake than those in the control group. These findings point to the conclusion that 

successful obesity management does not solely rely on a provider’s knowledge base to 

competently provide nutrition counseling, but also their ability to encourage behavioral changes.  

In addition, since obesity is the leading contributing factor of chronic illness, most obese 

patients are under the care of a multidisciplinary team. Comprehensive health care may be 

compromised in a multidisciplinary team with incorrect or inadequate information shared 

between interdisciplinary teams, inability to offer relational continuity to patients, among other 

care-related issues (Schottenfield, et al., 2016). According to Asselin, Osunlana, Ogunleye, 

Sharma, and Campbell-Scherer (2016), the six elements of a dynamic interdisciplinary care 

system include: (a) availability of providers to discuss collaborative care, (b) being 

knowledgeable to make appropriate referrals, (c) role perception of oneself and other team 

members, (d) messaging all team members in the patient’s care with new updates, (e) 

interdisciplinarity to ensure open communication and clinic relationships support continued 

negotiation, and (f) interdisciplinary confidence to making other providers feel comfortable 

asking about care outside of their expertise. Understanding and adapting to the multiple elements 

in a complex interdisciplinary care team establishes strong relationships and effective 

communication that promotes cohesive collaborative patient care (Asselin, et al., 2016). 
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Assessing a patient’s perception of receiving obesity management in a primary care 

setting can also help to identify additional gaps in practice. Torti et al. (2017) conducted a 

qualitative study that revealed patients emphasized the importance of the relationship with their 

provider, had expectations that their PCP initiate discussions about weight issues, and 

appreciated the resources available beyond their PCP such as educational sessions. Patients also 

expressed the need for their PCP to tailor interventions to meet their personal needs such as 

medical, educational, and socio-economic needs. Williams et al. (2016) confirms the need for a 

patient-centered approach to weight management. A PCP must plan a tailored assessment to a 

patient’s specific needs to provide care accordingly. Patient-centered care validates a patient’s 

concern which gives them confidence in the provider’s care and empowerment to be in control of 

their own health. 

Moreover, two studies in this literature review assessed providers’ practices and 

perceptions of obesity counseling. One study in this literature review assessed resident 

physicians’ diagnosis and management practice of obese patients in a primary care setting. The 

mixed methods study observed that 98% of study participants were overweight or obese 

according to a BMI of ≥ 25 kg/m2 and ≥ 30 kg/m2, respectively. However, only 5% of patients 

were given diet and exercise counseling, and only six percent were referred to a dietician. Focus 

groups conducted among the physician residents revealed that less than 50% reported receiving 

obesity education in medical school and 20% stated that they received obesity training during 

residency. Most admitted that they wanted more obesity management instruction (Ibrahim, 

Awadhi, Shaban, & Nair, 2014). The other study assessed health care providers’ practice and 

attitudes on obesity counseling and how it differed between the types of providers. They 
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consisted of primary care physicians and internists, OB-GYNs, and nurse practitioners who 

practiced in a primary care setting. Although the majority agreed that it is both the patient’s and 

provider’s responsibility that the patient receives obesity counseling, it was mainly initiated if the 

patient was obese, had obesity-related diseases or risk factors, or the patient started the 

conversation with their provider. In addition, nurse practitioners were more likely to use less 

stigmatizing language when providing their patients with obesity counseling. This study 

concluded that more time with the patient, improved training in weight management, and more 

tools to help patients recognize obesity-related risk factors could help providers improve obesity 

counseling (Petrin, Kahan, Turner, Gallagher, & Dietz, 2016). 

This literature review helped inform multiple barriers that PCPs face when providing 

obesity management and nutrition counseling. Understanding barriers from the provider’s as well 

as the patient’s perspective provides a platform to create future improvements in provider 

education. Obesity education should not only include the physiology of obesity development and 

nutrition interventions, but also obesity management methods. Gaps in competent care that 

should be addressed in future education curricula include patient-centered obesity care, the six 

elements of a dynamic interdisciplinary care system, methods to influence behavior and 

motivation for obesity management, and social determinants to help accommodate appropriate 

patient counseling.  

Theoretical Underpinnings 

The Neuman's Systems Model and Theory of Planned Behavior are theoretical 

underpinnings that support the evidence and development of the DNP project. Recognizing that 

an obesity epidemic exists and the morbidity and mortality that stems from the issue is the first 
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step to finding solutions. One intervention for obesity is to adjust nutritional intake, which is a 

modifiable lifestyle risk factor. PCPs are in a vital role to help patients maintain health and 

wellness through various interventions, which includes providing patient education on proper 

nutrition. Assessing PCPs’ perceived ability to provide nutrition counseling for obesity treatment 

and prevention will help identify whether a knowledge gap exists and any perceived barriers to 

providing nutrition-related obesity care. 

Neuman’s Systems Model 

Eldridge (2017, p. 25) states that “the goal of nursing is to promote the system’s stability 

by assessing the impact of stressors and helping the client adjust to the environment.” The 

Neuman’s Systems model has three types of prevention and intervention methods to promote 

wellness—primary, secondary, and tertiary. Primary prevention focuses on providing patient 

care to maintain wellness, secondary prevention focuses on attaining a new state of health once a 

stressor has occurred, and tertiary prevention focuses on supporting a system’s strength and 

conserving its energy to maintain optimal wellness once a stressor and secondary prevention 

have occurred (Eldridge, 2017). In providing nutrition education as a primary, secondary, or 

tertiary intervention, a provider must first assess a patient’s state of health to tailor the 

appropriate intervention to best meet the patient’s health need.  

A patient with a BMI less than 25.0 is not considered overweight nor obese; thus, 

providing nutrition counseling to retain their state of wellness is a primary prevention. A patient 

with a BMI of 25.0 to less than 30.0 is considered overweight and at risk of developing obesity. 

Providing nutrition counseling to an overweight patient with no comorbidities is considered a 

primary preventative intervention because the main goal is to decrease the incidence of 
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developing obesity and a chronic condition. Because having an excessive BMI that indicates 

being overweight or obese is the leading contributing factor to the development of chronic 

diseases, an overweight individual may suffer from a chronic illness (WHO, 2005). If an 

overweight patient has a comorbidity such as diabetes or hypertension, providing nutrition 

counseling is considered secondary prevention because it strengthens a patient’s internal 

resistance to factors that cause or worsens those chronic conditions. This helps to prevent further 

weight gain that can lead to obesity and slows the progression of the comorbid condition. A 

patient with a BMI 30.0 or higher is considered obese and would benefit from both secondary 

and tertiary prevention. Providing an obese patient with nutrition counseling can decrease the 

progression to more severe obesity and the disability associated with it. Tertiary prevention aims 

to reduce complications of established disease that are associated with obesity. This helps to 

maintain a patient’s optimal state of health and function, and conserve energy to promote 

stability.  

Theory of Planned Behavior 

Healthcare professionals are trusted individuals who can provide nutrition education to 

their patients to motivate them to adopt healthier lifestyles. Nutrition counseling provided by 

PCPs has been correlated with positive patient clinical outcomes (Mogre et al., 2016). The 

literature review suggests that barriers to providing nutrition care related to obesity management 

are multifactorial and include both individual- and systems-related factors. The Theory of 

Planned Behavior can be used to clarify these concepts because it describes how intention relates 

to behavior (Figure 1). Specifically, the theory describes attitudes, subjective norms, and 

perceived behavioral control, which are factors that impact the decisions PCPs make in health 
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care. Attitudes describe the degree to which the performance of a behavior is positively or 

negatively valued. Subjective norms are the views that others hold on a particular behavior and 

the social pressure to act in synchrony with those views. Lastly, perceived behavioral control is 

the perception of one’s own ability to carry out a particular behavior with ease or difficulty 

(Frankfurter, Cunningham, Morrison, Rimas, & Bailey, 2017). Altogether, influential factors 

have varying rather than static effects on the intentional-behavior gap. 

Attitude may include concerns about treatment efficacy and negative expected outcomes 

from obese patients because they can be perceived as lacking efforts to exercise and self-control 

to avoid unhealthy foods (Frankfurter et al., 2017). Subjective norms explain that healthcare 

professionals are more likely to deliver a particular care practice if their superiors did so. When 

superiors or respected colleagues provided nutrition counseling to target obesity management, 

PCP’s willingly changed their obesity management method to reflect that of their respected 

colleagues. They felt more confident about the health practice and anticipated that their actions 

would be valued by others (Mogre et al., 2016). Perceived behavioral control may include the 

lack of adequate knowledge of nutrition content or the lack of provider confidence in obesity 

management skills (Barnes, Theeke, & Mallow, 2015). This affects a provider’s sense of self-

efficacy to achieve the desired outcome to provide nutrition counseling. Identifying PCPs’ 

perceived barriers could help the future development of effective interventions that improve the 

quality of obesity management through nutrition counseling. 
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FIGURE 1. Theory of planned behavior. 
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METHODS 

The methodology was planned to address the following study question: How do primary 

care providers perceive their competence to provide nutrition counseling to help prevent and 

treat obesity; and are there any perceived barriers? 

Design 

A qualitative descriptive study was conducted to seek understanding about PCPs’ 

perceived competence and barriers to provide nutrition counseling for obesity treatment and 

prevention. Specifically, this study was conducted as a quality improvement project in a 

metropolitan Nevada clinic. The findings from this quality improvement project were used to 

inform nutrition counseling practice improvements for PCPs at Dynamic Stem Cell. 

Ethical Considerations 

This DNP project conducted semi-structured individual interviews for data collection and 

posed minimal risk to human subjects. In addition to the University of Arizona Determination 

application, the DNP project narrative proposal, participant recruitment and recruitment follow-

up letter, survey tool, written disclosure form, and site authorization letter were also submitted to 

the University of Arizona Review Board for review. The DNP project proposal received full 

authority from the University of Arizona Review Board as a quality improvement project. The 

letter indicating review and approval to proceed without further oversight by the University of 

Arizona Human Subjects Protection Program is located in Appendix A (Burson & Moran, 2017). 

Respect for Persons 

The principle of respect for persons includes the right to self-determination and the right 

to full disclosure (Polit & Beck, 2012). The study participants had full autonomy to choose 
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whether they wanted to participate in this study or not. In addition, “[they had] the right to ask 

questions, to refuse to give information, and to withdraw from the study” (Polit & Beck, 2010, p. 

154). Participating required them to share personal experiences and perceptions of their practice 

in primary care on obesity-targeted nutrition counseling. Full disclosure was provided by the 

primary investigator so that study subjects were able to make an informed decision to participate 

or not. The primary investigator fully described the study and how it would be conducted, the 

participant’s right to refusal, the researcher’s responsibilities in conducting the study, and any 

possible risks and benefits (Polit & Beck, 2012).  

Participants understood that this study would elicit personal opinions and experiences 

regarding their profession, and that they would be audio-recorded. The content went through a 

qualitative data analysis process to clarify understanding and uncover salient themes. Risks were 

minimal since the study was nonexperimental, and the benefits included recommendations for 

PCPs at Dynamic Stem Cell with improved practice methods for obesity-targeted nutrition 

counseling. According to the Office for Human Research Protections (1979), this principle also 

entitles the same protection to those with diminished autonomy. This includes those with mental 

disability, the pediatric population, and the elderly. The sample for this study did not include 

individuals with the aforementioned characteristics. 

Beneficence 

The primary investigator was obligated to secure all participants’ well-being by 

minimizing harm and maximizing benefits. Harm or discomfort could have existed in the 

following forms: physical, emotional, social, or financial (Polit & Beck, 2010).   

In this study, the participants’ identities were protected to prevent any possible societal 
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harms such as exposing their personal perceptions. They were informed that they would be 

engaging in individual semi-structured interviews on the topic of nutrition counseling for obesity 

management. This provided participants the necessary information to guide informed decision-

making to decipher if this topic may cause them emotional harm or not. Physical and financial 

harms were not applicable for this study. The subjects’ participation in this study was essential to 

provide improved development of scientific and societal aims, which fulfills the principle of 

maximizing benefits (Polit & Beck, 2010). It was aimed to identify possible barriers in the 

primary care setting that informed future improvements in practice to provide patients with 

effective nutrition counseling for obesity management. 

Justice 

The right to fair treatment and privacy are factors of justice that may arise in studies. 

Participants were chosen based upon study requirements rather than vulnerability. This included 

neither neglecting nor discriminating against those who may benefit from the research. 

Moreover, the primary investigator honored autonomy, agreements, differing cultural beliefs and 

practices, and participants’ questions and concerns. The right to privacy entailed that the 

participants’ identity and contents of their individualized interviews were continuously 

maintained with the strictest privacy and confidence. In this study, participants were recruited 

based upon purposive sampling to meet the conceptual and substantiate needs of the study (Polit 

& Beck, 2010). This included PCPs who work in a primary care setting that manages, treats, and 

prevents chronic conditions. This population aligned with the study’s objectives, and their 

identity and narratives were maintained with strict confidentiality. 
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Participants and Setting 

In qualitative descriptive studies, the study sample should best represent and provide data 

that enhances understanding and meaning of the study topic. Purposive sampling is a sampling 

strategy that seeks subjects who have sufficient knowledge of the phenomena of interest (Elo, 

Kaariainen, Kanste, Polkki, Utriainen, & Kyngas, 2014). This sampling method was used to 

include participants who were beneficial to the study. Healthcare providers who work in primary 

care help patients manage, treat, and prevent chronic conditions on a routine basis. They are not 

only one of the most trusted professions, but are also in a fundamental position to provide 

nutrition counseling to enhance the health and lives of their patients (IOM, 2015). Thus, the 

inclusion criteria for this quality improvement project included nurse practitioners, physicians, 

and physician’s assistants employed at Dynamic Stem Cell; those who spoke English; and had at 

least six months of practice experience in a primary care setting. Participants were excluded if 

they did not possess any of the aforementioned inclusion criteria. 

Study participants included PCPs and were selected from the author’s clinic of 

employment at Dynamic Stem Cell, which is located in Henderson, Nevada. They employ PCPs 

that provide health care services to patients whether for health promotion, disease management, 

or health maintenance. They have a total of six PCPs consisting of nurse practitioners, 

physicians, and physician’s assistants. Thus, the study site supported the project's proposed 

method of purposive sampling, and site authorization was obtained from Dynamic Stem Cell for 

this quality improvement project. The primary investigator recruited participants by sending 

formal invitation letters through e-mail. Employee e-mail addresses were obtained from the 

study site’s office manager. The letter that was sent via e-mail to each provider for participant 
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recruitment is located in Appendix B. If there was no response within one week of the initial 

recruitment date, a follow up e-mail was sent to providers who did not respond to the initial 

recruitment letter. The follow-up recruitment letter used to follow up with the initial recruitment 

letter is located in Appendix C. 

This qualitative descriptive study did not require a fixed number of participants, but 

rather relied on informational needs to reach data saturation. Data saturation was generated with 

in depth data from four semi-structured individual interviews that covered the patterns, 

categories, and dimensions of the phenomena under study; and was reached when redundancy 

was achieved and no new data was identified (Polit & Beck, 2012).  

Tools for Data Collection 

Data was derived from semi-structured individual interviews that used open-ended 

questions and phrases to lead discussions. I developed a survey tool that adapted interview topics 

from multiple existing questionnaires to tailor the interview to include questions and phrases that 

evaluated the phenomena of interest. They were ordered in a logical sequence from general to 

more specific to elicit detailed findings from participants’ personal perceptions (Rouen, 2017; 

Polit & Beck, 2012). The survey tool used to conduct semi-structured individual interviews is 

located in Appendix D.   

The survey tool was reviewed and approved for content by experts in relevant fields; this 

included a registered dietician and family nurse practitioner. Vanessa Borja is a board certified 

dietician and has a Bachelor of Science in Nutrition Sciences and a Bachelor of Arts in 

Psychology. Dr. Patricia Daly is a board certified nurse practitioner and professor for the 

University of Arizona Doctor of Nursing Practice program and has a Bachelor of Science in 
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Nursing, a Master of Science in Nursing with a Family Nurse Practitioner specialty, and PhD in 

Nursing with a research interest in obesity. Seeking expert evaluation helped to achieve content 

validity, which measures how adequately the survey items address the study’s main objective 

(Polit & Beck, 2012).  

Process for Data Collection 

Individual semi-structured interviews were conducted face-to-face and via telephone to 

collect data for this quality improvement project. Offering various methods for data collection 

helped minimize participant burden so that participation could be maximized to ensure adequate 

data coverage (Polit & Beck, 2012). Participants chose the method, time, and date, and I 

accommodated their choice accordingly. This further minimized participant burden to make their 

engagement in this quality improvement project most convenient to meet their schedule. 

I obtained permission from all study participants prior to conducting individual 

interviews. Participant permission was obtained via a written disclosure form that is located in 

Appendix E. The written disclosure form was verbalized to participants engaging in telephone 

interviews since they were not physically present to read it. A hard copy was provided for 

participants engaging in face-to-face interviews since they were physically present to read the 

written disclosure form. Those participating in telephone interviews were e-mailed a copy of the 

written disclosure letter upon request. I also provided each study participant with my personal 

contact information for further questions. Using a written disclosure form instead of a signed 

consent form protected a participant’s confidentiality because their name and signature was not 

kept on file. 
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As the lead investigator, I personally conducted all interviews. Researcher credibility was 

exercised through self-reflexivity throughout the interviewing and data analysis process. This 

process minimized the primary investigator’s own biases, motivations, and perspectives. It 

ensured that the data was an accurate representation of the participants’ insight of the phenomena 

of interest (Elo et al., 2014). Face-to-face interviews were recorded with a manual voice recorder 

and telephone interviews were recorded with the Call Recorder iPhone application. Thereafter, 

recorded interviews were transcribed using MaxQDA’s data transcription capability that converts 

audio data to text—MaxQDA is a qualitative data analysis software. I also reviewed all 

transcribed data to check its accuracy and make necessary edits to enhance its validity. During 

this cross-check, I de-identified participants by removing all names in the transcriptions and 

followed by destroying all audio data to ensure that their identity was protected in every 

reasonable manner.  

Recording interviews was preferred over manually taking notes during interviews 

because it eliminated factors that could compromise the study findings. This data collection 

method was chosen to prevent incomplete notes, the interviewer’s bias, and distractions from 

note-taking during interviews. By capturing the data through the aforementioned methods, it also 

enhanced the project’s conformability by accurately recording the participants’ responses 

verbatim (Polit & Beck, 2012; Elo et al., 2014).  

Data Analysis 

Qualitative methods were used for data analysis and intended to seek understanding about 

PCPs’ perceived ability and barriers to provide nutrition counseling for obesity management. 

Computer assisted qualitative data analysis software (CAQDAS) was used in the qualitative data 
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analysis process. In particular, I chose MaxQDA to facilitate data analysis which has the capacity 

to manage qualitative data through data transcription, text retrieval, data code-and-retrieval, 

theory building, and concept mapping. Although MaxQDA has many capabilities, it was still 

imperative to apply critical thinking for data coding and analysis. The main advantage of using 

CAQDAS was the time it saved; this allowed the primary investigator to attend to important 

conceptual categories since qualitative data analysis was a time-consuming and labor-intensive 

process (Polit & Beck, 2010). Further, organizing data with MaxQDA helped the primary 

investigator identify prominent themes and patterns, distinguish differences, and make 

connections among the categories to identify when data saturation was achieved and no new 

themes emerged. 

Qualitative data analysis is a systematic process and first began with data management. 

This process utilized a reductionist method to convert data into groups that were easier to 

retrieve and review (Polit & Beck, 2012). Category schemes were created from important topics 

that emerged from interviews. They consisted of eight main codes that each contained sub-codes 

with related content. The primary investigator used a coding map function through MaxQDA to 

facilitate data management (Figure 3). As seen on the Interview Topics Coding Map, each main 

topic is color-coordinated with their associated sub-topics. The width of the lines connecting the 

main topics to their sub-topics represent the occurrence of discussion during interviews; thus, the 

thicker lines reflect more data content. Data management helped to organize data from the 

transcriptions into more manageable units that were easier to review for data analysis. 
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FIGURE 2. Interview topics coding map. 
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Subsequently, data analysis followed to carefully interpret and analyze the data segments 

through thematic analysis. Commonalities and variations within the categories were identified to 

create themes that pertained to the phenomena of interest and study aim. The primary 

investigator assured they were not too broad because it could result in various meanings, nor too 

narrow because it could result in fragmented meanings (Elo et al., 2014). More categories were 

added as data was collected and while data coding occurred because additional patterns that did 

not fit into existing categories transpired. Converse to data management, data analysis utilized a 

constructivist method to find meaningful, conceptual patterns in the data segments through 

inductive reasoning (Polit & Beck, 2012). 

MaxQDA’s coding matrix capability guided the data analysis process (Figure 3). The 

Code Matrix lists the eight codes and their relevant sub-codes, and reflects where each code 

occurs or was discussed among the four transcripts. This allowed the primary investigator to 

refer back to each transcript to thoroughly read through the raw data on every code and sub-code 

listed. Each coded segment was analyzed through thematic analysis to identify patterns and 

natural variations that provided meaningful understanding of the phenomena of interest. Memos 

were taken during constant comparative analysis between the transcripts, coded segments, and 

themes to ensure all critical data was included. This process occurred iteratively until data 

saturation was achieved and no new themes or codes emerged. 
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FIGURE 3. Code matrix.  

As the primary investigator, I was responsible to carry out the qualitative data analysis 

process. Subsequently, a fellow DNP student followed-up to perform an inquiry audit between 

the transcriptions, coded categories, and themes. This process ensured the reported data analysis 

accurately represented the information gathered from the participants to strengthen the 

conformability of the data. Including a colleague to review the data analysis process also 

provided an opportunity to identify and discuss any divergence concerning the reported data 
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findings, which could help strengthen the dependability of the study (Elo et al., 2014). However, 

the fellow colleague did not report any divergence findings during this process. 

RESULTS 

All six PCPs employed by Dynamic Stem Cell were formally recruited for this quality 

improvement project, in which five responded to participate. Recruiting all PCPs eliminated 

selection bias to reflect the diversity and accurate representation among the participants within 

the targeted clinic (Barbour, 2001). However, one of the five respondents did not answer the 

primary investigator’s phone call for the scheduled telephone interview. The primary investigator 

left a voice message with no response or return phone call from the participant. Thus, four semi-

structured individual interviews were conducted and ranged from 18 to 37 minutes long. Two of 

the participants were physicians, one a PA, and the last an NP; they had ten years, eight years, 

six years, and eight months of primary care experience, respectively.  

Salient Themes 

Topics discussed during interviews included participants’ education and training in 

nutrition, current practices on nutrition counseling and obesity management, perceived ability to 

diagnose and manage obesity, and perceived barriers and facilitators to providing obesity-

targeted nutrition counseling. Salient themes that emerged from this descriptive qualitative study 

include provider attitudes, need for awareness, indirect nutrition knowledge, exhibiting health 

concerns, and selective obesity care.  

Provider Attitude 

Provider attitude regarding obesity treatment options and perceived patient effort were 

likely to affect the provider’s obesity care for patients. All but one participant, who felt more 
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comfortable referring out to a nutritionist, preferred obesity treatment modalities for patient care 

through lifestyle changes, such as proper nutrition and physical exercise over 

pharmacotherapeutics for weight loss. They perceived that improved lifestyle habits were more 

likely to have lasting health benefits. Whereas, they stated that taking weight loss drugs was a 

quick-fix for unmotivated patients with no long term health benefits. They experienced that 

patients regain any weight loss achieved while on a drug therapy, which reflects that it lacks the 

infrastructure to help patients develop habits for long-term weight loss.  

Providers who had a negative perception of patient effort saw this as a barrier to 

providing further obesity and nutrition counseling. Participants also admitted that they are more 

likely to refer an obese patient to a specialist if their patient is noncompliant with their treatment 

plan or displays lack of concern for making lifestyle changes to lose weight or improve their 

health: 

“If my patients don't comply or care less to see that it's a detriment to their health, uhm it 

almost turns me off from wanting to provide any further interventions except to just refer 

them. Because I think they'll see that if they're getting referred to a specialist, it's a 

serious issue that they should pay more care or attention to that they're not doing.” 

Participants also voiced their frustration with time limitations that forced them to 

prioritize other comorbid conditions over nutrition counseling. They also felt time 

constraints limited their ability to provide sufficient counseling to positively affect health 

outcomes. 

Need for Awareness 

Participants discussed the role of proper nutrition to help treat and prevent obesity, 

chronic conditions, mental illness, and sedentary lifestyles. However, they perceived that the 

healthcare system focused more on illness than wellness. Although participants acknowledged 
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that providing their patients with nutrition counseling could provide health benefits, they 

admitted that obesity and nutrition require increased awareness in the public and private sector to 

have any impact as a treatment modality. Otherwise, they believe that their effort to provide 

nutrition counseling is futile:  

“I feel that nutrition counseling is important in helping patients improve their health and 

quality of life. It’s just that there’s not enough focus on it, not only on a local scale but 

the national scale too. I don’t feel like it’s stressed enough for it to make a significant 

impact on patients, even if I did use it in my practice for a tool to help patients.” 

Most participants admitted they were only likely to communicate obesity care and 

nutrition counseling with patients who were overweight or obese. Contrarily, one participant who 

practices as an NP claimed that while his colleagues disregarded the benefits to nutrition 

counseling on patient outcomes, he provides obesity and nutrition counseling for all patients 

despite their BMI level. The NP conveyed that he believes it could set the precedence for 

patients that proper nutrition should be a priority to maintain health and prevent illness.  

Indirect Nutrition Knowledge 

Only one participant stated that he received formal nutrition education through a course 

dedicated to nutrition, which was a one unit course in PA school. All other participants stated 

that they did not experience any courses dedicated to nutrition or obesity management in their 

formal education and training. Instead, they discussed that they acquired nutrition knowledge 

indirectly through learning about various disease processes in didactic courses through their 

formal education.  

Participants who personally valued their health and sustaining a healthy lifestyle stated 

that their nutrition knowledge also emerged from personal interest and self-driven research. This 

positively enhanced their perceived ability to diagnose and treat obesity: 
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“It makes me feel great that I can explain appropriate nutrition to my patients because I 

have such a great passion for a healthy lifestyle myself. I myself know the value of good 

nutrition and the benefits of it to your health. So with my personal knowledge on it, I use 

that as a tool to help my patients who do inquire or show any interest in losing weight or 

seeing that their weight is an issue to their health and well-being.”  

One participant admitted to only being “semi-confident” in addressing patient 

questions and providing nutrition counseling for obesity management. Lack of self-

efficacy was perceived as a personal barrier and that he felt more comfortable referring 

an obese patient to a nutritionist for further care.  

Care Delivery Matters 

All participants initiated obesity and nutrition communication with patients by expressing 

health concerns for them, which they felt justified their action to do so. However, initiating 

conversations regarding obesity to patients were also juxtaposed with the competing concepts of 

being transparent and frank with obese patients versus fear of offending obese patients. Some 

participants perceived the latter as a personal barrier that caused hesitation to discuss obesity 

issues with patients. On the other hand, the former concept of being honest and straightforward 

with patients was perceived as a method to facilitate patient awareness and also an opportunity to 

strengthen the patient-provider relationship: 

“You have to be bold and blunt about the issue. When you care about your patients’ 

health and well-being, you just have to be honest with them. They’ll understand that it’s 

important even if they don’t want to hear what you have to say. It’s also how you build 

patient rapport is to be honest and straightforward.”  

Moreover, initiating conversations regarding obesity issues were perceived as a 

potential gateway to health improvements, although not a complete solution.  
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Individualized Obesity Care 

All participants remarked that obesity treatment should be tailored to meet each patient’s 

personal and health needs which may include existing comorbidity, lifestyle habits, and patient 

values. Although all but one participant felt they were competent to provide obesity care, they all 

agreed upon the importance of patient-centered obesity care: 

“This isn’t a one size fits all solution. There are so many treatments out there for weight 

loss, but it depends on what their current health issues are and what the patient is willing 

to put effort in. If they’re willing to change their lifestyle as far as eating and exercise 

habits, then that’s what we’ll discuss. Some ask for medications, but if they have a heart 

condition or other contraindications then we’ll discuss other options.”  

Participants also discussed specific tools they implemented in obesity care such as the 

BMI to enhance patient perspective and comprehension, the food pyramid to guide basic 

nutrition counseling, and compassion to augment patient compliance to make healthy lifestyle 

changes. 

DISCUSSION 

Linking Findings with Aims, Supporting Frameworks and External Evidence 

This quality improvement project aimed to seek understanding about perceived ability 

and barriers to provide nutrition counseling for obesity management among PCPs employed at 

Dynamic Stem Cell. The themes that emerged addresses this objective through its alignment with 

the concepts defined by the Theory of Planned Behavior, which is the underpinning framework 

that supports the evidence and development of this quality improvement project (Figure 2). The 

Theory of Planned Behavior describes the impact that attitudes, subjective norms, and perceived 

behavioral control have on the intention-behavior gap (Frankfurter et al., 2017) (Figure 1). 
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Attitude: Provider Attitudes 

• PCP discouraged when patients lack 

effort or noncompliant 

• Pharmacotherapy perceived as a quick 

fix for unmotivated patients 

• Expected outcomes from insufficient 

nutrition counseling due to time 

constraints 

 

Subjective Norm: Need for Awareness 

• Healthcare perceived to focus more on 

illness than wellness 

• Lack of awareness to influence nutrition 

to be prioritized 

• Selective obesity communication limited 

towards overweight and obese BMI 

• Addressing obesity to all pts to influence 

prioritized nutrition in self-care 

 

 
Perceived Behavioral Control: Indirect 

Nutrition Knowledge 

• Lack of formal education/training for 

nutrition and obesity care 

• Nutrition knowledge indirectly acquired  

• Personal value for health drives 

confidence for self-efficacy to provide 

nutrition and obesity care 

• Lack of knowledge and confidence leads 

to referrals 

 

 

 

Intention & Behavior: Care Delivery & Individualized Obesity Care 

• Initiating obesity communication by expressing health concerns for patient 

• Disregard the need to include obesity management in patient’s plan of care 

• Addressing obesity candidly vs. Fear of offending patient 

• Individualized obesity care meets patient needs and validates concerns to 

build trust 

• Tools: BMI, the food pyramid, and compassion  

 

FIGURE 4. Relating salient themes to theory of planned behavior. 
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Attitudes: Provider Attitude 

The theme “provider attitude” aligns with the theory’s concept of attitudes because it 

reflects a PCP’s disposition on a particular treatment or perceived patient effort. Patient 

noncompliance shifted the PCP’s attitude negatively, causing them to neglect nutrition and 

obesity counseling and instead refer the patient to a specialist for further care. Provider attitude is 

also adversely shifted when patients choose to take medications rather than make habitual 

lifestyle changes to lose weight because they perceived weight loss drugs as a quick-fix for those 

who are unmotivated. Time barriers prevented providers from prioritizing nutrition and obesity 

management as well as their negatively perceived ability to affect health outcomes through the 

insufficient nutrition information they could provide with the given time constraints. This theme 

uncovered multiple barriers to nutrition counseling that coincides with findings from a mixed-

methods study about nutrition care delivery by health professionals, which include negative 

attitudes to delivery of nutrition counseling, low outcome expectations, and time constraints by 

Mogre et al. (2016).  

Subjective Norm: Need for Awareness 

The theme “need for awareness” reflects the theory’s concept of subjective norms in that 

PCPs perceive that the healthcare system is more focused on treating illness rather than 

promoting wellness. They admit that obesity and nutrition lack the awareness it needs to make 

nutrition counseling a priority in the primary care setting. This is reflected through participants 

who admit they only communicate obesity and nutrition selectively to overweight and obese 

patients, and not to those with a normal BMI. Similarly, a descriptive correlational study on the 

attitudes and practices of obesity counseling concluded that obesity was mainly initiated if the 
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patient was obese, had obesity-related diseases or risk factors, or the patient started the 

conversation with their provider (Petrin et al. 2016). On the other hand, a participant claimed 

addressing nutrition and obesity to all patients was anticipated to facilitate patients to prioritize 

nutrition as part of their treatment plan.  

Perceived Behavioral Control: Indirect Nutrition Knowledge 

The theme “indirect nutrition knowledge” correlates with the theory’s concept of 

perceived behavioral control. Most participants affirmed the lack of formal education and 

training specific to nutrition and obesity management. However, they claimed to indirectly 

acquire nutrition and obesity knowledge through learning about various disease processes and 

through self-driven research of personal interests in health and wellness. Those who personally 

valued a healthy lifestyle stated that their personal knowledge gave them the confidence to 

provide nutrition and obesity counseling, which was perceived as a personal facilitator. 

Contrarily, negatively perceived self-efficacy to treat obesity lead providers to defer counseling 

and instead refer obesity care to a specialist; this was perceived as a personal barrier. Although 

the findings from a mixed-methods study found that lack of knowledge and lack of confidence 

was a barrier to providing nutrition counseling, they did not discuss how providers acquired 

nutrition knowledge (Mogre et al., 2016).  

Intention and Behavior: Care Delivery Matters and Individualized Obesity Care 

Lastly, the themes “care delivery matters” and “individualized obesity care” tie in to the 

theory’s concepts of intention and behavior, specifically the intention and behavior to implement 

obesity-related nutrition counseling in patient care. PCPs initiated the topic of obesity by 

displaying concern for the patient’s health to justify their actions, but were challenged by 
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communicative delivery to patients. Some PCPs claimed to initiate the obesity discussion 

bluntly, while others faced fear of offending the patient; the latter was perceived as a personal 

barrier. When providing obesity care, it is imperative to tailor obesity management to meet each 

patient’s demands, whether health or personal. Some tools for obesity management that were 

discussed in this quality improvement project include the BMI, the food pyramid, and 

compassion. Two studies from the literature review agree that obesity management requires a 

patient-centered approach to individualize needs (Torti et al., 2017; Williams et al., 2016). This 

approach to patient care validates their concerns to enhance trust in their provider. 

Impact of Results on Practice 

Participants recognized the benefit of proper nutrition to prevent and treat obesity and 

comorbidity, maintain physical and mental wellness, and improve overall quality of life. 

However, they only addressed it with those with an overweight or obese BMI, if they did at all—

except for one participant who addressed it with all patients independent of BMI. Other barriers 

that discouraged PCPs from providing nutrition and obesity counseling were unmotivated and 

noncompliant patients, and a provider’s negatively perceived ability to affect health outcomes 

with nutrition counseling. These are missed opportunities for providers to facilitate obesity 

awareness and encourage patients to prioritize healthy lifestyle habits.  

Established PCPs are devoid of fundamental nutrition knowledge through their formal 

education and training to provide patients with adequate nutrition counseling. In addition, they 

acknowledged the lack of obesity management skills to communicate obesity-related issues with 

patients effectively. Some admitted they avoided initiating obesity discussions due to the fear of 

offending their patients. This breaches several nursing practice ethical principles which include 
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beneficence and veracity. By withholding information from the patient that can help them 

facilitate rational decision-making, a provider violates veracity by omission of information. 

Avoiding obesity discussion also breaches the ethical principle of beneficence because the 

provider is not making the appropriate effort to provide obesity counseling to do good for the 

patient and protect them from harm.  

Moreover, disregard creates a social environment that dismisses the delivery of obesity 

and nutrition counseling as a basic, but fundamental tool for health and wellness. Providers are 

reinforcing a dismissive environment that neglects the benefit of enforcing proper lifestyle habits 

when they choose to defer nutrition counseling in patient care. This means patients are not 

receiving the appropriate knowledge to sustain a healthy lifestyle and improve health outcomes. 

Nutrition and obesity counseling will continue to lose priority in patient care as new providers 

enter the workforce and become exposed to this subjective norm that established providers refuse 

to challenge.  

Strengths and Limitations 

By recruiting participants using purposive sampling, the individual interviews provided 

enriching data of their personal knowledge and experiences of nutrition and obesity management 

that generated understanding of the phenomena of interest. However, one participant did not 

show up for a scheduled interview; this limited the study from the anticipated data content from 

the prospective participant. Another limitation of this quality improvement project was that all 

participants were only recruited from Dynamic Stem Cell, a metropolitan Las Vegas clinic. Thus, 

data is only representative of PCPs from one clinic and not all PCPs. 
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Transcribed data was reviewed against original audio data to check for data accuracy, and 

necessary edits were made to enhance data validity. However, since the primary investigator was 

the only individual collecting data and conducting qualitative data analysis, inability to spot 

check transcriptions and conduct investigator triangulation were limitations of this study. The 

primary investigator made efforts to reconcile limitations in the analysis process by practicing 

constant criticality and integrity throughout the data collection and analysis processes. This 

ensured that every action throughout the DNP project development, data collection, and data 

interpretation during qualitative analysis were self-scrutinized to ensure that it was derived from 

the original data source rather than from personal bias.  

Constant comparative analysis between the transcripts, coded segments, and themes 

enhanced thoroughness to capture all critical data and affirm data saturation for this qualitative 

descriptive study. All salient themes were identified and further strengthened with direct quotes 

from participants that highlighted the essence of each theme, which is also known as vividness. 

The findings from this quality improvement study were also verified through confirming similar 

findings in external evidence from other studies that were analyzed during the synthesis of 

evidence for this project.  Following data analysis, a fellow peer compared the resultant salient 

themes with the coded segments and interview transcriptions to attain conformability of the 

study. 

Recommendations for Quality Improvement 

Findings from this quality improvement project informed recommendations for practice 

improvements regarding obesity and nutrition counseling among PCPs at Dynamic Stem Cell. 

Providers should be encouraged to depersonalize their feelings towards a patient’s behavior that 
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may adversely affect their decision to defer obesity and nutrition practices in patient care, and 

instead use compassion as a tool to promote patient-provider rapport. Patients may develop trust 

through the provider’s genuine concern for patient health outcomes, which may encourage 

patients to trust their provider’s health advice and remain compliant with care. 

Additional future recommendations for Dynamic Stem Cell include incorporating 

obesity-targeted nutrition content within any required continuing medical education or training to 

provide PCPs with the knowledge to enhance patient care. Providers should also be advised to 

prioritize the patient’s safety and improving health outcomes over their personal fear of 

offending the patient. A guideline should be developed to provide PCPs with obesity 

communication techniques that help facilitate behavioral changes. Finally, nutrition and obesity 

counseling should be a standard of care that is initiated with all patients, independent of what 

their BMI status may be. This can create an encouraging environment for patients to adopt 

proper nutrition habits to sustain a healthy lifestyle and optimal health outcomes. Nutrition 

counseling is a practical intervention that requires minimal resources and can have a profound 

impact on improved patient outcomes and quality of life. 
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THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 
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1618 E. Helen St.

P.O.Box 245137

Tucson, AZ 85724-5137

Tel: (520) 626-6721

http://rgw.arizona.edu/compliance/home

Human Subjects

Protection Program

 

Date: February 20, 2018

Principal Investigator:  Juliette Hoang

Protocol Number: 1802254875

Protocol Title: Perceived Barriers to Nutrition Counseling for Obesity Management

Among Primary Care Providers

Determination: Human Subjects Review not Required

Documents Reviewed Concurrently:

     Data Collection Tools:  Survey Tool for Semi-Structured Interviews.docx

     HSPP Forms/Correspondence:  Advisor signature.pdf

     HSPP Forms/Correspondence:  Hoang UA IRB form-determination (1)-5.pdf

     Informed Consent/PHI Forms:  Written Disclosure Form for Participant Permission.docx

     Other Approvals and Authorizations:  juliette site permission.2.pdf

     Recruitment Material:  Follow up Recruitment Letter.docx

     Recruitment Material:  Participant Recruitment Letter.docx

Regulatory Determinations:  

• Not Research as defined by 45 CFR 46.102(d): As presented, the activities described

above do not meet the definition of research cited in the regulations issued by U.S.

Department of Health and Human Services which state that "research means a systematic

investigation, including research development, testing and evaluation, designed to contribute

to generalizable knowledge."

The project listed above does not require oversight by the University of Arizona.

If the nature of the project changes, submit a new determination form to the Human Subjects

Protection Program (HSPP) for reassessment. Changes include addition of research with children,

specimen collection, participant observation, prospective collection of data when the study was

previously retrospective in nature, and broadening the scope or nature of the study activity.  Please

contact the HSPP to consult on whether the proposed changes need further review.

The University of Arizona maintains a Federalwide Assurance with the Office for Human

Research Protections (FWA #00004218) .
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APPENDIX B: 

PARTICIPANT RECRUITMENT LETTER 
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Participant Recruitment Letter 

 

Dear [study participant], 

 

My name is Juliette Hoang and I am a Doctor of Nursing Practice student from the University of 

Arizona. I am writing to invite you to participate in my quality improvement project that I will 

conduct specifically at Dynamic Stem Cell titled Perceived Barriers to Nutrition Counseling for 

Obesity Management Among Primary Care Providers. You are eligible to be in this study 

because you are a medical provider at Dynamic Stem Cell. As a primary care provider, you are 

in a central position to provide nutrition counseling to enhance the health and lives of patients. 

If you decide to participate in this study, you will engage in an interview consisting of 5 open-

ended questions and topics. The interview can be conducted face-to-face, over the telephone, or 

through online video conferencing depending on your availability and preference. To avoid 

interrupting patient appointments, interviews will be conducted before or after office hours, or 

during lunch breaks. I would like to record interviews whether through manual audio recording 

for face-to-face interviews or through application recording tools for telephone and video 

conference interviews. Face-to-face and telephone interviews will only be audio recorded, while 

video conference interviews will be both audio and video recorded. The information will be used 

for my doctoral study project to seek understanding about primary care providers’ perceived 

ability to provide nutrition counseling for obesity management and any perceived barriers that 

may exist, specifically among those practicing at Dynamic Stem Cell. 

Participation in this qualitative study is completely voluntary. If you are interested in 

participating or have any questions about the study, please email or contact me at 

juliettehoang@email.arizona.edu or (702)592-5532. 

Thank you for your consideration.  

Sincerely,  

Juliette Hoang 

 

mailto:juliettehoang@email.arizona.edu


 

 

 

 

62 

APPENDIX C: 

PARTICIPANT RECRUITMENT FOLLOW-UP LETTER 
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Participant Recruitment Follow-up Letter 

 

Dear [study participant], 

As a graduate student in Doctor of Nursing Practice at the University of Arizona, I am 

conducting a quality improvement project specifically at Dynamic Stem Cell titled Perceived 

Barriers to Nutrition Counseling for Obesity Management Among Primary Care Providers. Last 

week, an e-mail was sent to you inviting you to participate in this study. I would like to follow-

up to kindly remind you to respond if you would like to participate and have not already done so. 

If you choose to participate, you will be asked to engage in an interview consisting of 5 open-

ended questions and topics. The interview can be conducted face-to-face, over the telephone, or 

through online video conferencing depending on your availability and preference. To avoid 

interrupting patient appointments, interviews will be conducted before or after office hours, or 

during lunch breaks. I would like to record interviews whether through manual recording for 

face-to-face interviews or through application recording tools for telephone and video conference 

interviews. Face-to-face and telephone interviews will only be audio recorded, while video 

conference interviews will be both audio and video recorded. The information will be used for 

my doctoral study project to seek understanding about primary care providers’ perceived ability 

to provide nutrition counseling for obesity management and any perceived barriers that may 

exist, specifically among those practicing at Dynamic Stem Cell. 

Participation in this qualitative study is completely voluntary. If you are interested in 

participating or have any questions about the study, please contact me at 

juliettehoang@email.arizona.edu or (702)592-5532. 

Thank you again for your consideration.  

Sincerely,  

Juliette Hoang 

 

mailto:juliettehoang@email.arizona.edu
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APPENDIX D: 

SURVEY TOOL FOR SEMI-STRUCTURED INTERVIEWS 
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Survey Tool for Semi-Structured Interviews 

Demographic Data 

 What is your profession? NP versus PA versus MD 

 How long have you practiced in a primary care setting? 

Nutrition Counseling for Obesity Management-Related Data 

1. Tell me about your formal education through medical/NP/PA school in nutrition, and any 

continuing medical education in nutrition.  

Probes: Have you ever received training in nutrition counseling for obesity 

management and prevention? 

Do you feel education in nutrition is important to your role as a primary care 

provider? Why or why not? 

Do you believe nutrition counseling can impact your patients? 

2. Tell me your comfort level in diagnosing obesity. Tell me how competent you feel in 

treating obesity. 

Probes: Do you address nutrition counseling with all your patients, whether they 

have a BMI that is normal, overweight, or obese? 

How comfortable do you feel about providing nutrition counseling for obesity 

prevention and management? 

How confident do you feel about your ability to answer patient questions about 

nutrition? 
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3. Describe to me your typical approach to treating a patient with obesity.  

Probes: How do you initiate a discussion about overweight/obesity?  

Do you employ any practice guidelines? If so, which ones? Do you use any tools? 

Do you commonly refer these patients? If so, to what specialty? 

4. Do you feel barriers exist in your practice that interfere with providing nutrition 

counseling for your overweight/obese patients? 

Probes: If so, please describe them. Institutional barriers? Personal barriers? 

Resource barriers? Time barriers? 

5. Do you feel facilitators exist in your practice that promote providing nutrition counseling 

for your overweight/obese patients? 

Probes: If so, please describe them. Institutional facilitators? Personal 

facilitators? Resource facilitators? Time facilitators? 
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APPENDIX E: 

WRITTEN DISCLOSURE FORM FOR INFORMED CONSENT 

 



 

 

 

 

68 

Written Disclosure Form for Participant Permission 

 

Project Title: Perceived Barriers to Nutrition Counseling for Obesity Management Among 

Primary Care Providers 

 

Principal Investigator: Juliette Hoang 

The purpose of this quality improvement project is to learn more about nutrition counseling 

related to obesity management among primary care providers at Dynamic Stem Cell. The 

information gathered will be used to better understand how providers perceive their ability to 

adequately provide obesity-targeted nutrition counseling and seek any barriers that may exist. 

You are being asked to participate because you are a medical provider who provides patient care 

in a primary care setting, specifically at Dynamic Stem Cell. 

 

If you choose to participate in this project, you will be asked to engage in a brief interview. The 

interview consists of 5 open-ended questions and phrases that may take approximately 30-45 

minutes to complete. During the interview, you will be asked about your current practices in 

nutrition counseling for obesity management, your perceived ability and barriers to effective 

nutrition counseling, and your opinion on the training received to prepare you to address obesity 

management with nutrition counseling.  

 

There are no foreseeable risks associated with participating in this project and you will receive 

no direct benefit from your participation. The interview will be audio recorded (if conducted 

face-to-face or via telephone) or both audio and video recorded (if conducted through real-time 

video conference). Survey responses are anonymous and all reasonable efforts will be made to 

maintain your privacy and confidentiality.  

 

Participation in this project is completely voluntary, and refusal to participate will involve no 

penalty or loss of benefits to which you are otherwise entitled. You may withdraw from the 

project at any time without consequences of any kind. In addition, you are always free to decline 

to answer any question throughout the interview. By participating, you do not give up any 

personal legal rights you may have as a participant in this project.  

 

For questions, concerns, or complaints about the project, you may contact the Principal 

Investigator, Juliette Hoang at juliettehoang@email.arizona.edu or (702) 591-5532. 

 

Do you agree to participate in this interview? (for telephone and video conference interviews) 

 

By participating in this interview, you are indicating your informed consent. (for face-to-face 

interviews) 

 

mailto:juliettehoang@email.arizona.edu
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