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ABSTRACT  

Purpose: Obesity is a growing concern in the United States (US) and worldwide. Obesity is the 

source of many health conditions that elevate the issue to a national epidemic. This project 

explored improvement opportunities for the current obesity management practices in primary 

care environments. The project was designed to increase care providers’ capacity to provide 

weight management education intervention for the obese population in a primary care clinic. 

Background: Body mass index (BMI) characterizes obesity greater than 30kg/m2. The condition 

is prevalent in people with low socioeconomic status but can also have gender, age, ethnicity, 

lifestyle, and income connections; for instance, adults are at a greater risk of becoming obese 

than children. A similar trend is evident in the gender construct, where women face a greater risk 

of obesity than men. Several risk factors for obesity stem from lifestyle, culture, and 

environment. Obesity is manageable, but it requires attention to diet, exercise, and other weight 

management strategies. 

Methods: The project utilized a document review combined with a pre- and post-survey 

intervention. First, the participants were given a post-survey to assess their preparedness and 

knowledge of obesity and weight management. Primary care providers are often the first line of 

care for patients and often times the only provider the patients will ever encounter, which makes 

it crucial to provide weight management interventions for the obese population. Timely 

interventions to factors that result in obesity can help address the limited capacity compounded 

by inconsistent weight management follow-up with obese patients. Lastly, the participants were 

issued a post-survey to understand their experience and lessons gained from the project. The 

initial goal of this project was to recruit 20 participants, but only 15 agreed to participate, which 
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contributed to all aspects of the project (N=15; 100%). The sample consisted of four men 

(26.67%) and eleven women (73.33%). 
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INTRODUCTION 

Obesity in adults is one of America’s most persistent health problems. This project 

examined opportunities for improving the current obesity management practices at Tanya Wilke 

Family Medicine in Enumclaw, Washington. Obesity is a chronic disease defined as a body mass 

index (BMI) of greater than 30kg/m2. Primary care providers have limited capacity to provide 

weight management interventions for the obese patient population. This limited capacity is 

compounded by inconsistent weight management follow-up with obese patients. The rising costs 

of healthcare and the increasing obesity prevalence negatively impact individuals’ health and 

general wellness in the United States (US). 

Background Knowledge and Significance 

Obesity Trends in the United States (US) 

Obesity continues to affect a high number of people globally. It is strongly associated 

with hypertension, diabetes, heart disease, and osteoarthritis, among other conditions (Hall et al., 

2014). Obesity is a body mass index (BMI) greater than 30kg per square meter (McCall et al., 

2018). People with lower socioeconomic status (SES) have higher rates of obesity than more 

advantaged people. Obesity is associated with gender, age, ethnicity, lifestyle, and income links 

(Nayak et al., 2014; Ruilope et al., 2018; Commodore-Mensah et al., 2018; Tambalis et al., 

2018). According to the World Health Organization (WHO), obesity is more prevalent in women 

than men (WHO, 2021, “Obesity and overweight”).  

The research also shows that adults are more affected by overweight and obesity than 

children (Figure 1). According to the statistics, 39% of adults were obese in 2016. Research 

shows that obesity is rising among the young population, but it is still less than among adults 
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(U.S. Department of Health and Human Services [USDHHS], 2021) (Figures 1 & 2). The weight 

status of children is different from adults’ BMI categories. 

The composition of children’s bodies changes as they age and may vary between girls 

and boys. Therefore, children’s BMI should be expressed relative to peers of the same sex. The 

earliest stages of obesity can be identified in children of pre-school ages.  

Figure 1 

Obesity Trends Among the Adults 

 
(U.S. Department of Health and Human Services Overweight & Obesity Statistics 2021) 
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Figure 2 

Obesity Trends Among the Adolescents  

 
(U.S. Department of Health and Human Services Overweight & Obesity Statistics 2021) 

Obesity in children is identified differently from in adults. In children, the BMI is sex and 

age-specific. On the other hand, the interpretation of BMI in adults is independent of sex and age 

(WHO, 2021, “Obesity and overweight”). The interpretation is based on standard weight 

categories similar for men and women of all ages and body types. 

Obesity Risk Factors 

Lifestyle and SES 

Some unhealthy lifestyles associated with increased income and lifestyle appear to be a 

key factor contributing to the prevalence of obesity in this population compared to communities 

with low SES. Insufficient information concerning the factors leading to obesity impedes efforts 

to develop effective weight management strategies for obese people. Current literature points to a 
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more substantial influence of low SES on obesity than race, age, gender, or Hispanic origin. 

(Krueger & Reither, 2015). SES has been correlated to poor health outcomes, including elevated 

BMI and obesity prevalence in adults aged 35 years and older (Najafi et al., 2020). Low SES is a 

risk factor for a dietary and physical lifestyle that can lead to obesity. 

Culture 

Culture also appears to be a contributing factor to overweight and obesity. Evidence 

shows that some communities are more affected by obesity than others. For instance, African 

Americans and Hispanics have higher chances of suffering from obesity than their Caucasian 

counterparts (Centers for Disease Control and Prevention [CDC], 2020 “Obesity is a common, 

serious, and costly disease”). This cultural link is not well understood, but the disparities cannot 

be solely attributed to group or racial behavior; they also stem from the many years of systemic 

inequalities in healthcare, housing, and economic systems. Therefore, unless the root cause is 

addressed, high blood pressure, diabetes, and other lifestyle conditions will continue to be a 

significant health problem among African Americans, Hispanics, and other less privileged 

communities. 

Environment 

The concept of an obesogenic environment also shows a variety of community features 

that increase one’s risk of being obese and suffering from related complications. An obesogenic 

environment is a setting that promotes or an environment that is not conducive to weight gain 

(Jia, 2021). An individual’s built environment can impact their physical activity and general 

health. A standard, healthy built environment includes sidewalks that encourage healthier 

lifestyles necessary to battle obesity. An area without these facilities is an obesogenic 
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environment. Residents are more likely to suffer obesity than people living near parks, 

sidewalks, and other areas designed to help maintain fitness. A recent study also shows that 

people who live in “food deserts” face a considerable risk of obesity (Fan et al., 2020). Ideally, 

the lack of access to nutritious foods exposes the population to a risk of unhealthy diets that 

could result in obesity. For instance, fast food establishments have increased in low SES. This 

trend puts the population at a risk of unhealthy feeding habits that could lead to obesity. 

Obesity as an Epidemic  

Obesity is no longer a mere weight problem but a serious health issue. The CDC 

addresses obesity as a national epidemic (CDC, 2013). It can have adverse effects on a person’s 

physical and psychological health. Obesity at the individual level causes a host of metabolic 

changes that heighten the chances of chronic diseases such as type II diabetes mellitus (T2DM), 

cancer, and cardiovascular diseases (CDC, 2013). These implications are not limited to 

individual development alone; obesity can also adversely affect socioeconomics in a country 

(Kjellberg, Arendse, Ibsen, & Højgaard, 2017). Therefore, obesity is a significant issue in the 

US, and it should, as such, be featured more in the government budget and policies. 

Other Risk Factors 

Obesity has a range of other causes and risk factors. First, excessive weight gain can be 

caused by a lack of self-control regarding food and dieting (National Institute of Child Health & 

Human Development [NIH], 2021, “What causes obesity & overweight?”). Unhealthy eating, for 

instance, junk food, increase the possibility of being overweight and eventually obese. 

Psychological issues such as depression, anxiety, and stress have also released the hormone 

cortisol, which increases hunger because the body needs the energy to combat the stressor. 
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Therefore, uncontrolled eating due to the constant exposure to these factors is also a risk factor 

for obesity. 

Moreover, the lack of motivation to stay active physically is also a significant contributor 

(NIH, 2021, “What causes obesity & overweight?”). Lack of physical activity means low 

metabolism. Hence more food is stored as fat, contributing to overweight and obesity. Women 

may also gain excess weight due to excess food intake or reduced physical activity during 

pregnancy. Obesity and excessive weight gain during this period are considered unhealthy, and 

they increase the risks for both the mother and the unborn child. 

Americans are infamously known for their high fast-food consumption. A recent report 

shows that an increase in fast food sales directly contributes to increased BMI and subsequent 

obesity (Mohammadbeig et al., 2018). In the case of junk foods, obesity results from how much 

food is consumed and the type of food consumed (Mohammadbeig et al., 2018). The calories in 

junk foods are high and consuming them even in relatively small quantities could cause weight 

gain. Despite the growing acknowledgment of the issue, the obesity epidemic impacts more 

people both in the US and worldwide. Another study credited abdominal obesity to added sugars 

in drinks such as sodas (Anari et al., 2017). Fast foods have added salt and sugar, which 

contributes to cancer, diabetes mellitus, high blood pressure, and an all-cause death rate (Hu et 

al., 2017). Some studies are more lenient on the fast-food consumption culture, basing their 

argument on how time spent at work limits the time spent at home. Therefore, it is not surprising 

that many people resort to fast food consumption and unhealthy, fad weight loss options. The 

time spent at work is almost too much for a consistently healthy lifestyle (Hamrick & Okrent, 

2014). 



 

 

16 

Financial Impact  

The epidemic is more prevalent and costly than most people imagine. Obesity has a 

significant impact on the financial health of the healthcare system. It is projected that the 

American economy’s medical expenses related to common diseases resulting from obesity will 

rise by $48 to $60 billion annually by 2030 (Cecchini, 2018). Americans spend more than $20 

billion per year on weight loss plans (Cecchini, 2018). These interventions vary from weight loss 

pills and diet journals to cosmetic surgeries like liposuction and lap bands (Austin et al., 2016). 

The society also bears the burden because statistics show that the US government spends 

between $147 billion to approximately $210 billion per year in treating obesity-related 

conditions such as diabetes and cardiovascular disorders (Fast Facts, 2018). The individual costs 

of being overweight are also high as an obese woman and a man can spend up to $4,879 and 

$2,646, respectively (Fast Facts, 2018). Besides the high healthcare expenditures, obesity 

reduces economic growth through lower productivity, disability, and lost workdays. 

Though obesity management clinical guidelines exist, the under-treatment and poor 

management of obesity in healthcare and advanced practice persist. Recent studies investigating 

the practicality of treatment guidelines revealed sufficient documentation of weight loss 

management (Petit Francis et al., 2017). However, there were limited improvement interventions. 

Even worse, obese children are suggested to be likely to grow into obese adults. Studies show 

that weight health’s primary focus has always been obesity alone while ignoring patients 

suffering from severe obesity (Shikora, 2005). A look into severe obesity is equally important 

given the large difference in healthcare expenses in obesity and severe obesity. Hruby and Hu 
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(2015) project that half of all adults may be obese in the next few decades if the current obesity 

progress is not effectively managed. 

Role of Care Providers 

Primary care providers (PCPs) are adopting more efficient approaches to managing 

obesity. Still, more education and training are necessary for physicians and providers to 

effectively care for and manage patients with obesity (Petrin et al (2016). Advanced practice 

registered nurses (APRNs) occupy the forefront of the country’s healthcare (Blair, 2018). 

APRNs focus on how obesity affects chronic care necessities in all stages of a patient’s life. 

More than half of the American population is hopeful that prioritizing primary prevention 

programs and their consequent funding would substantially lower the growing obesity levels. 

Researchers are now focusing on better understanding and treating the obesity epidemic, unlike 

before when the primary focus was its causes (Mitchell et al., 2011). 

Role of Timely Intervention 

Developing timely interventions will lead to a lower disease burden and improve quality 

of life (Zhang & Ma, 2018). By enhancing the knowledge of how obese populations in a 

particular region are dispersed, the right healthcare policies and interventions can be formulated 

and implemented to ensure this population enjoys a better quality of life. For example, by 

building more recreational centers and sidewalks and advocating health campaigns through 

media, the current obesity rates can be suppressed. However, the complexity of the problem 

limits the success rates of bringing it to a manageable level any time soon. Though significant 

health efforts are being made toward the management of obesity, the problem remains severe and 

costly, with adverse health effects on adults across the country. 
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Local Problem 

The most recent obesity statistics from the Washington State Department of Health (n.d.) 

demonstrate a trend of rising obesity in both adults and children, particularly among populations 

of color and lower economic status. A recent survey of obesity rates in the Seattle population 

alongside income levels revealed that the city makes up over 77% of the Washington population, 

with an obesity rate of 30.8% and an annual income level of over $26,805 (Mazhukhina, 2018). 

People with lower socioeconomic status (SES) have high rates of obesity (Drewnowski et al., 

2018). The data analyzed shows that 20.7% of the study participants were obese. More so, the 

inclusion of property values and individual education levels to determine how each is linked to 

obesity was resilient for property values where low property values were correlated with 

numerous cases of obesity (Drewnowski et al., 2018). Thus, property value emerges as one of the 

best predictors of obesity rates in Seattle. Specifically, the analysis established that issues of 

obesity are more prevalent in south Seattle, where people have lower incomes than in north 

Seattle.  

While there are no adequate data to support the latest obesity statistics in Washington 

State, previous studies on its principal city of Seattle are available. A recent survey of obesity 

rates in Washington shows that 29% of adults are obese (Washington State Department of 

Health, (n.d.), “Obesity data”). The trend is rising, with more cases of obesity reported in recent 

years. A recent survey of obesity rates in the Seattle population alongside income levels revealed 

that the city makes up over 77% of the Washington population, with an obesity rate of 30.8% 

and an annual income level of over $26,805 (Mazhukhina, 2018.). People with lower education 

and socioeconomic status (SES) have high rates of obesity (Washington State Department of 
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Health, (n.d.), “Obesity data”). In terms of ethnicity, obesity was more prevalent among African 

Americans, Hispanics, and Native Hawaiian (Washington State Department of Health, (n.d.), 

“Obesity data”). Hales’s (2020) research shows that obesity in non-Hispanic Black women is 

56.9%. Hispanic women follow with 43.7%, and over 40% of the native Hawaiian are obese. Sun 

et al. (2021) attribute the prevalence of obesity among the Hawaiians to their Polynesian genetic 

ancestry. Overall, young adults ages 18 and 24 years are the least affected by obesity.  

Secondly, people living close to the waterfront, parks, and golf courses had lower cases 

of obesity than those living near freeways (Drewnowski et al., 2018). In Seattle King County, the 

number of overweight and obese adults has increasingly grown over the past decade to an all-

time high (Drewnowski et al., 2018). Many youths are overweight, while the healthy ones are on 

a path to becoming overweight (WHO, 2021, “Obesity and overweight”). If the problem is not 

tackled soon, it will significantly impact the residents’ health in the foreseeable future. 

Disproportions in diet quality and health directly reflected individual and zone socioeconomic 

status. For instance, Wilke’s clinic is located in a rural setting with middle SES. Even though the 

area has access to a healthy diet, fast food establishments are many hence the risk of obesity. The 

population of the city majorly comprises young people aged above 18 years. This population is at 

a higher risk of obesity than children. 

Intended Improvement 

Project Purpose 

The QI project examined opportunities for improving the weight management practice in 

the Tanya Wilke Family Medicine clinic. 
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Project Question 

What are the opportunities to improve weight management practices at Tanya Wilke 

Family Medicine? 

Project Objectives 

The SMART criteria were used to develop the project objectives. SMART stands for 

specific, measurable, attainable, realistic, and timely. 

Specific 

The project investigator examined opportunities for improving the weight management 

practice at Tanya Wilke Family Medicine. 

Measurable 

The project investigator identified opportunities for improvement in weight management, 

cataloged them, and entered them into a database. 

Attainable 

The providers and staff at Tanya Wilke Family Medicine are engaged and supportive of 

the project and see value in improving weight management for the practice. 

Realistic 

The project focused on identifying opportunities for improvement on only one issue, 

weight management. 

Timely 

The project was designed to be implemented in a short timeframe. 
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PICO Question 

Is a focused education intervention useful in providing weight management information 

to Tanya Wilke Family Medicine patients?  

Theoretical Framework 

Organizations have put Kurt Lewin’s change theory (LCT) into active use to promote 

organizational development projects related to its primary principle of initiating and effecting 

sustainable change only if the appropriate conditions and parameters are created through a trial-

and-error process (Raza, 2019). Lewin has contributed to developing action research, field 

theory, group dynamics, and the three-step model for change (Hussain et al., 2018). The LCT 

helps organizations move from an unwanted state to a more futuristic and desirable state by 

identifying factors capable of impeding the desired change, referred to by Lewin as restraining 

forces (Hussain et al., 2018). Raza (2019) notes that the concerned parties are then to identify the 

driving forces, herein understood as factors encouraging the effectiveness of the desired change. 

Lewin’s change theory (LCT) consists of three distinct phases, including unfreezing, change, and 

refreezing. Upon identifying the change deterrent and change drivers, the backstops at the 

organization then strengthen the driving forces that shall ensure the achievement of the desired 

change. 

Theory’s Historical Development 

According to Smith and Kobayashi (2020), being a German Jew when anti-Semitism was 

so predominant, Lewin was motivated, in developing change theory, by the preoccupation with 

resolving conflicts among minority groups. He believed in teaching organizations to understand 

and consequently restructure the surrounding world to resolve their social conflicts (Hussain et 
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al., 2018). Thus, change theory was born out of the belief that sustainably permanent change 

should always be an essential objective for every group or organization that wishes to improve 

its performance. 

Theory’s Application to the Current Practice 

Change theory has been integral in the creation of sustainable values, approaches, and 

structures useful in the address and management of both nutrition and physical activities via the 

improved and immense support from the health care leaders that consequently fosters at 

enhancing the staff and patients’ skills and knowledge respectively (McGrath, 2017). Concerning 

the high number of obesity cases amongst those living in America, the change management 

theory can be integral in helping the primary care provider to transition and identify the areas 

that have many strengths and those with many objections before the implementation of the 

projected change (Hussain et al., 2018). The theory is most useful in the healthcare industry due 

to its effectiveness and emphasis on the organization's leadership, knowledge sharing, and 

employee involvement. Described by many authors, including Smith et al. (2020), providers 

have used Lewin’s theory model to help change the clinical practice of obesity management, 

improve educational activities focused on obesity, physical activity behavior, including 

exercises, and many other institutional changes. 

Major Theory Tenets and Their Application  

Lewin’s change theory (LCT) applies to providers and their patients. The implementation 

of the theory in this research also addresses both perspectives because they are the primary 

agents of change in combating obesity.  
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The unfreezing, change, and refreezing processes of change theory are essential in 

addressing and changing the human behaviors that encourage obesity by first creating an 

awareness of the need for behavior change as the current behavior is no longer acceptable in 

reducing the number of obesity cases. The intervention involves creating awareness and the need 

for change, putting into practice good behaviors such as involving in physical activities besides 

dietary consumption (McGrath, 2017). Again, the most fundamental step is the refreezing 

process, which focuses on reinforcing the change and becoming the new expected behavior. 

Unfreezing 

The initial step of the theoretical model occurs upon the occurrence of dissatisfaction 

with a given behavior and consequently realizing the potential benefit a change may bring in 

than the anxiety it would come with as part of the change process. At the Tanya Wilke Family 

Medicine, unfreezing refers to the process that involves diagnosing the problem (obesity) and 

drawing out possible and amicable solutions in discussion with the patient (McGrath, 2017; 

Smith & Kobayashi, 2020). During this provider-patient discussion, barriers to the behavior 

changes were identified and addressed to encourage the patient's willingness to adopt these 

changes. 

Driving Forces. The driving forces included brilliant ideas, research, and people 

supporting the drive for change. According to Lewin, these driving forces are essential in 

facilitating the necessary change by constantly pushing the responsible individuals and 

stakeholders in the right direction of applying the needed change (Hussain et al., 2018). In other 

terms, the driving force shifts the equilibrium towards the direction of change (Schumacher, 

2017). These shifts may include educating all stakeholders, including patients, on the adversities 
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of obesity and practices that can change the trend and consequently save many people from the 

condition. Other driving forces include the leadership team and the available scholarly and 

scientific evidence (Hussain et al., 2018). These forces then encourage and support the desired 

change through events and activities, including meetings, making necessary resources available, 

and education. 

Remaining Forces. Such forces seek to impound resistance to the desired change 

process. They include both the people who have a contrary view to the proposed change, the 

existing policies derailing the process, and the general barriers to change, such as the mentality 

behind stopping consuming foods related to promoting obesity (Teixeira & Marques, 2017; 

Schumacher, 2017). In addition, some barriers may include the considerable investment that a 

given institution may have made concerning its current state of affairs and behavior, thereby 

being reluctant to embrace the proposed changes due to fear of incurring massive losses (Hussain 

et al., 2018). Notwithstanding staff unhappy with the proposed changes, previous failed attempts 

to organize physical activity and programs, besides the straining budget on the funding partners, 

may also be restraining forces. The stakeholders are then required to make strong efforts to 

implement the change due to the driving forces. 

Change/Moving 

Change involves the actual implementation stage that involves redesigning duties, 

responsibilities, roles, and relationships, among others. Likewise, it is the re-education and 

training of both the staff and the patients, and the community about the dangers of the disease, 

thus the need to embrace the proposed and evidence-based practices and behaviors (Hussain et 

al., 2018). For this project, the implementation of a comprehensive nutrition and wellness patient 
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education program is done at this stage, involving the establishment of the nutritional policies, 

the physical fitness program, carrying out the education program to all the stakeholders with 

regards to the newly suggested practices and behaviors, developing policies regarding the fitness 

activities, and the general health promotion programs. While carrying out the implementation 

and development process, it is also essential to have constant and effective communication with 

the staff, thereby assigning all responsible parties their roles while involving them in the entire, 

as this will help dispel and expel all sorts of rumors and restraining forces. 

Refreezing 

The refreezing process always takes place in instances when both the policies, 

organizational cultures, and norms all support the proposed changes. It usually takes place when 

the proposed changes and practices are already developed. Upon carrying out the implementation 

process effectively and candidly, all the stakeholders, especially the medical staff are likely to 

support a new culture that embraces and values the culture of physical facilities to which is to 

become a daily and normal practice among the obesity individuals as well as the most 

susceptible cohort (Hussain et al., 2018). As part of enforcing the change, it is essential to follow 

up with the staff about the new data about the disease, the change in diet, including the new 

health parameters. It is also vital to celebrate the results achieved by all the stakeholders to help 

motivate and educate other patients. Regarding the project, refreezing began in the post-survey 

phase and continued as patients made changes in their lifestyles. 
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Literature Synthesis 

Evidence Search 

The PubMed and Science Direct databases were searched using the phrases “obesity 

management in primary care” and “obesity management in family practice,” returning a 

combined result of 3,078,675 articles. The results were narrowed to 40 using the following 

filters: only peer-reviewed journals and published within the previous five years. From this 

number, 27 articles were selected for final review by excluding studies not focused on primary 

care contexts and employing the Johns Hopkins Nursing Evidence-Based Practice levels of 

evidence classification tool (Appendix F). 

Comprehensive Appraisal of Evidence 

The majority of the above studies were conducted in the US (Curry et al., 2018; Fruh, 

2017; Kumanyika et al., 2008; Newman, 2009; Raynor & Champagne, 2016; Wang et al., 2017). 

Reviewing studies conducted in the US was important for generalizability because this project 

was completed in the US. Additionally, studies from other developed countries were included 

because they face similar obesity challenges. Therefore, research findings on obesity in other 

developed countries are comparable to the US. Moreover, some studies carried out in the US 

focused on evidence from specific states, and they did not employ a nationally representative 

sample (Wang et al., 2017). A number of studies were conducted in different settings other than 

the US, including Bangladesh (Chowdhury, Adnan, & Hassan, 2018), Ethiopia (Darebo, Mesfin, 

& Gebremedhin, 2019), Canada (Karmali et al., 2019), and Nepal (Rawal et al., 2018). Only one 

study had evidence that qualified as level one evidence since it was a randomized control trial; 

moreover, this research was based on a Canadian sample frame, and it was still in progress since 
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it involved longitudinal observations of the effect of the intervention (Karmali et al., 2019). The 

majority of the studies were classified as level III. Nevertheless, some articles were composed of 

position statements (Curry et al., 2018; Kumanyika et al., 2008; Raynor & Champagne, 2016) or 

comprised evidence from literature reviews. Most of the studies on obesity are based on 

population samples from the US.  

Obesity is categorized as a complex disease caused by several genetic conditions coupled 

with environmental factors (Collie-Akers et al., 2018). Since 1980, there has been a steady rise in 

the number of people categorized as overweight or obese (Kumanyika et al., 2008). Obesity does 

not discriminate among genders, age, ethnicity, geographical location, or social-economic 

classes. Despite the rising global trends, there is some progress in addressing obesity in 

developed countries, where there has been a significant decrease in obesity cases within the last 

couple of years. According to the World Health Organization (WHO), for one to be considered 

obese, their BMI must be greater than 30kg/m2 (Fruh, 2017). In epidemiological studies, obesity 

is defined in terms of BMI. Despite its use, BMI offers low sensitivity due to inter-individual 

differences in the percentage of body fat for any BMI class. This difference is widely attributed 

to sex, age, and ethnicity. For example, putting all factors constant, Caucasians have less body 

fat compared to Asians of the same BMI (Blackstone, 2016, p. 14). The simple reliance on BMI 

as a measure of obesity may hinder interventions aimed at prevention measures and control. 

Proper management of obesity requires a deep understanding of the various factors that 

predispose a person. Therefore, primary care providers (PCPs) could benefit by enhancing their 

knowledge about the multiple dynamics in the treatment of obesity.  
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Health Risks Associated With Obesity  

Obesity is a chronic condition that predisposes patients to a myriad of health risks. First, 

obese patients are at a higher risk of developing hypertension (Leggio et al., 2017). High blood 

pressure further causes other complications, including stroke, cardiac myopathy, and chronic 

kidney disease. Additionally, obesity exposes the patient to a higher risk of developing diabetes 

mellitus and coronary artery diseases such as myocardial infarction and angina (Katta et al., 

2021). 

In the US, studies have shown that obesity is more likely to be observed in certain social 

groups than in others. According to Drewnowski et al. (2018), obesity is more prevalent among 

those with lower social-economic status as opposed to other attributes such as age, sex, and race. 

Obesity is classified as a high-risk non-communicable disease as well as high morbidity. 

According to McCall et al. (2018), the condition has reached an epidemic level in most high-

income environments across the world. Recently, there has been a concern about the increase of 

obesity cases among pregnant women (maternal obesity) as well as among groups with the 

highest BMI (Obesity Collaborators, 2017. Obesity during pregnancy has been linked to 

numerous pregnancy-related complications, which at times lead to complex health issues 

(Chowdhury et al., 2018). Some of these complications include diabetes, asthma, and 

hypertension. Such complications have been known to increase the risks associated with pre-

eclampsia as well as venous thromboembolic events (McCall et al., 2018, p. 1). During studies to 

relate maternal obesity with pre-eclampsia, women with a BMI ≥ 60kg/m2 were at a greater risk 

of pre-eclampsia than those with a BMI between 50 – 59kg/m2 (McCall et al., 2018). Therefore, 
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proper management of obesity reduces the risk of pre-eclampsia and gestational diabetes hence 

protecting the health of both the mother and the unborn child. 

In the US, there is an increase in cardiovascular diseases, especially among ethnic 

minority populations (Commodore-Mensah et al., 2018). In America, one of the widely 

consumed foods is fast food. According to the WHO, an increase in the consumption of fats has 

led to an abnormal increase in the levels of obesity. It has been shown that there is an increase in 

CVD among immigrants than among Native Americans (Curry et al., 2018). This is highly 

attributed to poor living standards which have been linked to obesity. Such findings have also 

been attributed to the drastic change in the social-economic setting and physical and cultural 

environments (Blüher, 2019). In a study by the National Health Interview Survey (2018), obesity 

was prevalent among Mexicans and the Caribbean was at 72%, while that among Asians was at 

80%. 

Apart from health complications, obesity has been associated with other social problems 

such as absenteeism and high levels of unemployment (Cecchini, 2018). The limited number of 

studies that show the relationship between obesity and social-economic costs has led to these 

social problems. However, according to Kjellberg et al. (2017), studies have shown that reduced 

productivity is associated with an increase in BMI. This suggests that most complications related 

to obesity were a result of work impairment. In Denmark, the majority of the low-income earners 

are obese people. Also, it was found that obese people are more absent from work than non-

obese individuals. 

The majority of people suffering from obesity are stigmatized since obesity is viewed as a 

lack of will and inappropriate dieting (Darebo et al., 2019). It is also considered a lack of 
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physical activities. There is sufficient scientific evidence that obesity is more of a complicated 

medical condition due to a connection of multiple underlying genetic, metabolic, environmental, 

and behavioral disorders. Some of the contributing factors of obesity are beyond the scope of an 

individual (Karmali et al., 2019). Obesity has been known to lead to ill health, mortality, and 

impaired functionality. There is a need to acknowledge obesity as a serious threat to public 

health as well as a medical condition. 

According to the American Medical Association (AMA), there is a need to produce a 

more comprehensive and medically meaningful definition of obesity (Hu et al., 2017). The 

identification of various genes as contributors to obesity has led to the idea that obesity is more 

of a humoral and genetic disorder. In recent years, there have been studies implicating epigenetic 

factors as contributors to obesity (Upadhyay et al., 2018). Epigenetics are vulnerable to changes 

in a person’s lifestyle through physical activities and diet. In addressing obesity, considerations 

about the central nervous system must also be made. The central nervous system performs 

functions such as controlling appetite, and this function can be dysregulated by various changes 

within a person’s general environment. 

In other studies, it has been suggested that there is a close relationship between lack of 

adequate sleep and obesity (Garmy et al., 2018). Surveys done in 10 European countries show 

that 34% of school-going children had an insufficient sleep. The study has also shown that there 

is a great connection between lack of sufficient sleep and obesity. Insufficient sleep was seen to 

increase the chances of obesity by 20% (Zamora-Kapoor et al., 2019). In recent times there has 

been a close connection between obesity and networks such as emotions, cognitive control, and 

attention. 



 

 

31 

There is an urgent need to have more resources for obesity interventions (Pearce et al., 

2019). This will be crucial in reducing the effects of non-communicable diseases as well as 

reducing the burden of diabetes among the affected. According to Cecchini (2018), more than 

$21 billion is spent annually in the US on weight loss programs. Most of the available plans to 

address obesity are clinical with a limited focus on preventive means, which are unhealthy and 

offer short-term results. The world does not require short time interventions for the issue of 

obesity, and people require sustainable solutions that aim to transform the overall lifestyle. 

Currently, care providers are focusing on more inclusive ways of addressing obesity. More 

information and training need to be released to both care providers and patients on preventing 

and managing obesity (Pengpid & Peltzer, 2017). This project offers an intervention that looks at 

a long-term solution that could instill a culture that elevates physical activity, healthy dieting, 

and frequent weight monitoring, among other sustainable strategies. It is also essential to address 

the benefits of healthy living, one of the reliable intervention methods for obesity. 

Strengths of Evidence 

Causes of Obesity 

According to the evidence provided, it is evident that there is adequate research on the 

causes and effects of obesity. There is much research on the different causes in terms of social, 

economic, and psychological effects. The researchers have tried to demystify the traditional 

belief that obesity is more of a lifestyle than a medical condition. The literature is also based on 

different studies from different parts of the world. It is also inclusive of age, gender, and social-

economic aspects.  
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Current Practices of Obesity Management 

One importance of the literature synthesized is that it aims to look into the current 

practices of obesity management and the involvement of family practices. There is also an 

evaluation of current medical practices and the current views about obesity by health providers. 

There is also a question of ethics from the research when dealing with obesity cases. It is 

suggested that this will make this treatment easier and more people to accept treatment. Most 

research on preventive measures calls for health institutions to focus more on preventative 

measures rather than intervention. This project recommended current strategies to boost 

providers’ beliefs and approaches in obesity management; for instance, providers were 

introduced to various digital tools to increase patient engagement rate for self-monitoring. 

Alnuaimi et al. (2019) also concur that modern technologies such as mobile apps provide an 

effective weight management intervention. This project will build on such knowledge to equip 

care providers with a variety of solutions to apply to their patients. 

Some of the current methods used in the management of obesity have limitations. Some 

obese patients use behavioral techniques to manage their condition. However, due to a lack of 

self-control, some of them relapse. Bad eating habits recur; hence the patient fails to achieve the 

desired objective of controlling their weight. Additionally, physiological disorders can hamper 

efforts toward the management of obesity. Some conditions limit the ability of the patient to lose 

weight. In this case, other appropriate medical interventions are required to improve outcomes. 

Gaps and Limitations of Evidence 

Despite addressing the causes and effects of obesity, the articles did not offer much on 

integrating the various clinical and intervention methods that can be used to manage the issue. 
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They also lacked information that would provide healthcare workers with information on who 

would benefit from the said treatment. The articles were mainly on obesity within the developed 

countries, and little was said about the underdeveloped countries.  

METHODS 

Project Design 

The quality improvement (QI) project used a pretest, an educational intervention, and a 

posttest process. 

Model for Implementation 

Obesity is a lifestyle condition that may improve by using behavioral change strategies. 

The project used Lewin’s three-model of change framework. This model of change included 

three stages unfreezing, changing, and refreezing. Changing unhealthy habits requires sacrificing 

some free time, sweet, fried, or other junk foods and unhealthy eating habits, which many people 

are not willing to make. Therefore, during unfreezing, the participants were informed how 

unhealthy eating habits and other practices create a problem that will eventually be costly and 

challenging to manage. Awareness was also made about the imminent change and the logic of 

supporting it. During the transitioning phase, the participants were taught new behaviors and 

ways of thinking to overcome the urge to unhealthy eating behaviors. In the refreezing stage, the 

new state was reinforced through training, support, and communication. 

Setting and Stakeholders 

The setting of this was in rural Washington State at the Tanya Wilke Family Medicine. 

The data was collected in a small, solo-provider primary care clinic with basic laboratory testing, 

pregnancy and care, and routine health screening. The main stakeholders for this project are the 
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patients and the primary care provider, who also owned the practice. Secondary stakeholders 

included medical assistants. 

Planning the Intervention 

The intervention was implemented in a step-by-step process. 

1. The project director (PD) communicated with the MD Tanya Wilke Family Medicine and 

confirmed one week to implement the project. 

2. Before the designated week of implementation, the PD met with the provider and practice 

staff to review the implementation plan. The PD provided the staff and the provider 

copies of the Project Disclosure Form (Appendix B) 

3. During the week of implementation, the following process was followed: 

a. When the patients were greeted on arrival and check-in for their appointment, they 

were asked if they would be interested in participating in the project. The staff 

member used a script (Appendix C). 

b. If they agree to participate, they will be given a copy of the Project Disclosure form 

(Appendix B). 

c. The PD met with the participant in an exam room and introduced themselves, and 

confirmed the individual agreed to participate. 

d. The PD provided the participants with a copy of the pre-survey, which took 

approximately three minutes to complete (Appendix D). 

e. The PD then presented the educational pamphlet on paper (Appendix E). The 

presentation took approximately four minutes. The PD also provided a copy of 

printed education material to the participants. 
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f. After the educational presentation, the PD provided the participants with a post-

survey (Appendix D) which took approximately three minutes to complete. 

g. The PD thanked the participant collected the survey and exited the room. 

Participants and Recruitment 

The project was implemented for two days, on March 29 and March 30, 2022. The 

project manager was granted permission by Tanya Wilke Family Medicine to conduct the QI 

project in the clinic. The goal was to recruit 20 participants. The inclusion criteria were focused 

on patients over the age of 18 that were interested in participating in the project. Those excluded 

were patients under 18. Otherwise, all adult patients willing to partake in the project were 

included and educated. 

Consent and Ethical Considerations 

The project was conducted ethically. First, children were not involved in the project; only 

adults were recruited, and consent was obtained as follows. Those recruited were briefed about 

the project and the possible effect on their lives. Participants who agreed to participate after the 

discussion were given the disclosure form (Appendix B). The form implicitly stated that the 

project was informative and non-invasive, presenting minimal to no risk for human subjects. No 

protected health information (PHI) was accessed or shared to ensure participants’ confidentiality 

and confidence in the project. 

Names were not used to further protect the participants from stigmatization and other 

adverse effects of sharing sensitive health information. The anonymous data was stored in a 

password-protected Survey Monkey file until all results were collected, after which they were 

deleted. Participation was voluntary and involved adults over the age of 18. The inclusion and 
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exclusion criteria were developed to ensure that vulnerable populations were protected. No 

coercion or deception regarding the nature of the project was entertained. Responses to the 

surveys remained anonymous. There were no risks associated with completing the questionnaire, 

and no compensation was provided. 

Timeline 

The project was expected to be implemented within a period of one week, from the first 

week of March of 2022, keeping IRB approval in mind. However, this period was extended due 

to uncontrollable factors, and it was completed in two days at the end of March of 2022. Upon 

completion of data gathering, the results were reviewed and assessed in preparation for analysis. 

Data Collection 

The project director determined the participant’s interest in participation. Then a written 

survey consisting of 10 questions (Appendix D) was distributed for completion within three 

minutes. After the pre-survey, the participants listened to a three-minute educational sessional 

followed by a 10-question post-survey that was completed in another three minutes. The project 

director remained in the exam room with the participants during this process. 

Data Analysis 

The project director (PD) used descriptive statistics to help understand the trends and 

meaning of the collected data. This statistical approach provided summaries of the sample 

combined with graphic descriptions to shed more light on the results. This project required a 

simple tool to translate the diverse responses into meaningful information. Descriptive statistics 

were appropriate for this project because of their effectiveness in simplifying complex or large 

amounts of data. 
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RESULTS 

The pre- and post-survey were conducted using Survey Monkey; however, the PD 

provided the participants with physical copies of pre- and post-surveys and then manually added 

them to Survey Monkey. The initial goal was to recruit 20 participants, but only 15 agreed to 

participate. The 15 participants contributed to all aspects of the project (N=15, 100%). The 

sample consisted of four men (26.67%) and 11 women (73.33%). The following figure (Figure 

3) also shows that none of the participants were below 25 years of age. 

Figure 3 

Participant’s Age Distribution 

 

Outcome Findings of Pre-Survey 

The pre-survey responses are summarized in the following figure (Figure 4). 
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Figure 4 

Pre-Survey Response Summary 

 

Figure 5 

Participant BMI – Obesity Prevalence Among the Participants 
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Outcome Findings of Post-Survey 

The post-survey outcomes were organized in the figure shown below (Figure 6). 

Figure 6 

Post-Survey Summary 

 

Pamphlet 

The participants participated in a pamphlet presentation before the post-survey. The 

results indicate that the educational sessions disseminated through pamphlets could be a useful 

tool for informing the target population of the risks, impact, and management strategies for 

obesity. However, the pamphlet was brief and did not address some weight management issues. 

Outcomes 

The implementation of the pre- and post-surveys did not entirely go as planned. The 

participants did an excellent job of completing the surveys, as the response rate was 100% for 

every question. The inquiry line was also utilized well by participants who had queries or 

concerns about the exercise. The high level of involvement increased their willingness to 
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contribute to the project. What did not go as planned was that most of the initial requests to 

participate were declined. Participants who declined the request to partake in the project lacked 

time. As a result, the sample size was small, but their contribution was highly valuable. The 

survey responses ascertained that most people are aware of weight management strategies but are 

pessimistic about the efficiency of some approaches, such as BMI. 

DISCUSSION 

Summary 

The research shows that obesity is a growing concern in the US and other parts of the 

world. The condition affects over one-third of the US population. Those at the most significant 

risk include women of productive age and people with unhealthy eating habits and inactive 

behavior. In children, low birthweight and prompting a child to stop breastfeeding also increases 

the risk. According to Wang et al. (2017), understanding the above prevalence helps plan and 

implement weight management strategies. The project also demonstrates that there is no shortcut 

to weight management. The exercise requires the patient to sacrifice time, resources, and energy. 

Among the 15 survey participants, eight were obese, three were overweight, and four 

were found to have normal weight. Intervention awareness is not the issue because the 15 

participants admitted awareness of different weight management techniques. However, most of 

the participants did not either know their BMIs or were not interested in learning more about the 

assessment tool. This choice discourages weight monitoring, which is essential in managing 

obesity. Most of the participants indicated gaps in routine exercise and proper dieting. Being the 

primary cook in a family contributed to unhealthy eating habits and obesity. In Tanya Wilke 

Family Medicine, the target population should integrate co-active coaching and healthy lifestyle 
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choices in their weight management journey. Managing obesity early will protect the population 

from chronic conditions associated with obesity. 

Interpretation 

The findings of this project are consistent with previous works of literature. For instance, 

the women who participated in the surveys were above 25 years of reproductive age. Moreover, 

on question 8 of the pre-survey, most participants thought of themselves as either overweight or 

obese. Previous research confirms obesity prevalence in women of reproductive age courtesy of 

sex and growth hormones (Borer et al., 2021). 

Additionally, 73.33% of the participants were the primary cook in their respective 

households, and this factor seemed to contribute to their weight management issues. Batnitzky 

(2008) explains that household roles constrict women at home, putting them at risk of obesity. 

Children with prompt breastfeeding cessation are also at risk because the process helps regulate 

the baby’s food intake. If breastfeeding is discontinued, research shows that parents could 

introduce the baby to foods with fattening or necessary nutrients (Ortega-García et al., 2018). 

Therefore, breastfeeding babies should be limited to their mothers' milk unless in the case of 

HIV and other transmissible chronic conditions. 

Maintaining a healthy lifestyle is a crucial component of a successful weight management 

plan, and it entails proper dieting and routine exercising. Proper dieting means consuming fewer 

calories and sugary foods and incorporating vegetables, fruits, and dietary fiber in the food. It is 

challenging to keep up with these choices of foods because they are not as tasty as junk or sweet 

foods. Question 7 on whether the participants exercised regularly shows that it is also hard to 

maintain a regular exercise program because of busy schedules, the activities involved, and the 
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lack of training facilities. Therefore, managing obesity in Tanya Wilke Family Medicine will 

require dedication and positive choices from the patients. 

Implications  

Practice 

The finding that some demographics such as age contribute to the risk of obesity may 

help develop new interventions focusing on specific populations. For example, the clinic may 

introduce an engagement forum with outpatient women aged above 25 years just to hear their 

take on obesity and discuss the value of living a healthy lifestyle. Alternatively, the clinic may 

decide to issue weight management pamphlets to patients. Even if they do not currently have any 

concerns, they could be aware of someone struggling with the issue. 

Education 

This project reiterated the need for providers to track the patients’ BMI and have the 

patients be aware of their own BMI. This project reveals that patients are, in fact, interested in 

learning about BMI and weight management strategies. Also, how BMI and weight correlate to 

specific health conditions. Not only patients benefited from this project but also the primary care 

provider because they are the first and often last stop of a patient encounter 

Research and Policy 

The project could also shape the policy in Tanya Wilke Family Medicine. The survey 

revealed that the participants suffer from poor dieting and a low activity rate. These findings 

could be used to develop a new policy as the data shows that obesity education is needed.  
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Limitations 

The main limitations of the project were the small sample size and the COVID-19 

pandemic. A sample size of 15 participants is small and could affect the reliability of the survey 

results. If the sample size is small, generalizing findings and drawing conclusions could be 

biased. The ideal sample size should be approximately 10% of the project population. The small 

sample size could be attributed to the ongoing pandemic. The rules and regulations implemented 

during the COVID-19 period restricted close contact and movement of people. These restrictions 

rendered one-on-one presentations difficult and thus limiting the amount of data that could be 

collected.  

DNP Essentials Addressed 

The American Association of Colleges of Nursing (AACN) outlines eight competencies 

that every DNP student should possess in order to fulfill their role as an APN. In this list, the 

project addresses the following three competencies. 

DNP Essential II: Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking 

The second DNP essential requires the students to be skilled to provide patient care for 

themselves and others in an organization or system arena. For instance, the graduate must 

comprehend the principles of nursing practice management and quality improvement strategies. 

Similarly, this project introduces students to organizational change theories; for example, 

Lewin’s change theory could be used to implement other organizational programs besides the 

weight reduction initiative. 
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DNP Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based 

Practice 

The third DNP essentials encourage students to advance their clinical education, research, 

and analytical competencies. This project inspires discoveries and the application of knowledge 

to address healthcare practice issues. For example, the project introduces students to different 

research methods that can be used in the event that limits contact or movement within the project 

area. 

DNP Essential V: Health Care Policy for Advocacy in Health Care 

The fifth DNP essential stresses the need for students to be involved in policymaking and 

implementation. The project inspires the spirit of healthcare activism for policy change in that it 

builds the learner's knowledge of assessing and advocating for change in issues affecting the 

community. The project also teaches essential policy elements such as the scope, emerging 

issues, and the need for frequent updates. Equipped with these skills, the student can analyze 

issues and recommend policy change or implementation of new policies. 

Conclusions 

Obesity continues to be a local, national and global issue. As obesity prevalence 

increases, healthcare practitioners must be equipped with the knowledge, skills, and confidence 

needed to deal with obesity. The obesity prevalence in some populations provides primary care 

providers with a place to start their campaigns. In this light, PCPs should increase education and 

encourage exercise and proper diet for children who are denied breastfeeding, women of 

reproductive age, and adults with little physical activity. Indeed, the strategy could apply to the 

entire population, but it is usually important to start with the most affected before shifting 
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attention to those at low risk of obesity. Future projects should strive to find strategies to address 

the issue in the different populations. Altogether, the project met its aims, but a few limitations 

could have affected the results. Future projects on the topic should involve a sizable sample and 

increase the follow-up rate to increase the response rate. The project is also useful for Tanya 

Wilke’s Family Medicine as it can serve as a guide or reference on matters concerning obesity 

and weight management. While this QI project was beneficial, there needs to be a better way to 

provide BMI education as not all participants found the pamphlet to be educational. However, 

this project needs to be revised for future use in the clinic.  

Plan for Sustainability 

Sustainability can be achieved by educating patients on effective weight management 

strategies and BMI education. The training will instill the values learned in the project and 

transform them into a culture of the facility. Moreover, brochures, posters, and pamphlets could 

improve patient engagement in weight management. This lies in the hands of the clinic because 

often, there is not enough time in the appointments to spend a lot of time discussing BMI or 

educational interventions.  

Plan for Dissemination 

The project will be disseminated through staff meetings. The facility management will be 

issued a copy of the findings via email. During the meeting, the MD will be discussing the 

findings and discussing the value of screening, frequent monitoring, and leading a healthy 

lifestyle. This QI project was also disseminated at my final defense. 
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845 N Park Ave., Suite 537A

Tucson, AZ 85719

Fax: 520-621-9810

    VPR-IRB@arizona.edu

Page 1 of 2

NOT HUMAN RESEARCH

March 28, 2022

Nadia Grayfer

Dear  Nadia Grayfer:

On 3/25/2022, the IRB reviewed the following submission:

Type of Review: Initial Study

Title: Obesity Management in Primary Care

Investigator: Nadia Grayfer

IRB ID: STUDY00000975

Sponsor: None

Prime Sponsor: None   

IND, IDE, or HDE: None

Documents Reviewed: • Disclosure form, Category: Consent Form;

• Institutional approval, Category: Institutional 

Approval;

• IRB Protocol for Determination of Human Research, 

Category: IRB Protocol;

• Patient Pamphlet, Category: Participant Material;

• Post Survey, Category: Part icipant Material;

• Pre Survey, Category:  Participant Material;

• Script, Category: Recruitment Materials;

• siteauthorization.pdf, Category: External Site 

Authorization;

The IRB determined that the proposed activity is not research involving human subjects 

as defined by DHHS and FDA regulations.

IRB review and approval by this organization is not required. This determination applies 

only to the activities described in the IRB submission and does not apply should a ny 

changes be made. If changes are made and there are questions about whether these 

activities are research involving humans in which the organization is engaged, please 

submit a new request to the IRB for a determination. You can create a modification by 

clicking Create Modification / CR within the study.
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APPENDIX B: 

CONSENT DOCUMENT (DISCLOSURE AND CONSENT FORM) 
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Obesity Management in Primary Care 

Nadia Grayfer 

 

The purpose of this project is to explore improvement of obesity management in the primary 

care clinic.  
 

If you choose to take part in this project, you will be asked to complete a pre survey consisting 

of 10 questions, listen to a presentation and complete a post survey consisting of 10 questions 
as well. It will take approximately 10 to 15 minutes to complete.  There are no foreseeable risks 

associated with participating in this project.  You will receive no immediate benefit from your 

participation. Your responses are anonymous. Your name will not be collected or linked to your 
answers. 

 

If you choose to participate in the project, participation is voluntary, refusal to participate will 
involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 

any time from the project. In addition, you may skip any question that you choose not to 

answer. 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 call Principal Investigator 
Nadia Grayfer, RN, BSN, DNP-FNP Student at (206)302-8514 or ngrayfer@email.arizona.edu.  
 

You agree to have your responses used for this project.  
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APPENDIX C: 

RECRUITMENT MATERIAL (RECRUITMENT SCRIPT) 

 



 

 

52 

Script  

We have a Nurse Practitioner student Nadia Grayfer from University of Arizona College of 

Nursing who is currently doing a quality improvement project in our clinic. Nadia is conducting 

a quality improvement project that is examining ways to improve obesity management in the 

clinic setting and you are invited to participate in the study. If you would like to participate, it 

would include completing a 10-questions pre survey, listening to a short presentation and a 10-

question post survey which will take approximately 10-15 minutes total. Participation is 

voluntary and your identity as a participant will remain anonymous during and after the study.  

Would you be interested in participating in Nadia’s Quality Improvement Project? Thank you. 

 

If yes: Patient will be given a disclosure statement and proceed. 

If no: The patient will be thanked for their time.  
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APPENDIX D: 

EVALUATION INSTRUMENTS (PRE-SURVEY AND POST-SURVEY) 
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BMI 

Pre-survey 

1. What is your gender? 

a. Male 

b. Female 

c. Rather not say 

2. How old are you? 

a. 18 – 24 years 

b. 25 – 34 years 

c. 35 – 44 years 

d. 45 – 54 years 

e. 55+ years 

Tick appropriately the answers enclosed in parenthesis 

3. Are you married? (Yes/No) 

4. Have you heard of ways to manage your weight? (Yes/No). 

5. Do you know your body mass index (BMI)? (Yes/No) 

6. Would you like to know more about your BMI? (Yes/No) 

7. Do you exercise regularly? (Yes/No) 

8. Do you think you are overweight or obese? (Yes/No). 

9. Are you the primary cook? (Yes/No) 
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10. Do you often eat a balanced diet? (Yes/No) 

11. What is your current height? 

12. What is your current weight? 

Post-Survey 

1. Was the educational session useful? (Yes/ No) 

2. Did the educational session discuss your specific weight management issues? (Yes/ No) 

3. Do you think the educational session could be improved? (Yes/ No) 

4. Did the educational session affect your opinion on weight management? (Yes/ No) 

5. Was the educational session too hard to understand? (Yes/ No) 

6. Did the educational session have enough content? (Yes/ No) 

7. Would more educational sessions help you manage your weight? (Yes/ No) 

8. Did you learn anything new about weight management? (Yes/ No) 

9. Did the educational session help you understand what BMI is? (Yes/ No) 

10. Do you think you need to know your BMI to manage your weight? (Yes/ No) 
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APPENDIX E: 

PARTICIPANT MATERIAL (EDUCATIONAL BROCHURE) 
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APPENDIX F: 

LITERATURE REVIEW GRID 
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Project Question: What are the opportunities to improve weight management practices at Tanya Wilke Family Medicine? 

Pub. Year; 

Author’s Last 

Name 

Title of Publication Type of Study Main Outcomes of Findings 
Support for and or 

Link to Project 

Chowdhury, 

Adnan, & Hassan, 

2014 

Trends, prevalence and risk 

factors of overweight and 

obesity among women of 

reproductive age in 

Bangladesh: A pooled analysis 

of five national cross-sectional 

surveys. 

Analysis of national 

representative data from the 

1999, 2004, 2007, 2011 and 

2014 cross-sectional 

Bangladesh Demographic 

and Health Surveys. 

Obesity among women of 

reproductive age increased 

significantly from 7.53% (95% CI 

6.83 to 8.29) and 1.82% (95% CI 1.48 

to 2.24) in 1999 to 28.37% (95% CI 

27.49 to 29.28) and 10.77% (95% CI 

10.22 to 11.35) in 2014. 

Age, education, wealth index, 

watching television and 

contraceptive use were 

associated with overweight 

and obesity. The rise in 

obesity among reproductive 

age women may increase 

health issues among children. 

Darebo, Mesfin, 

& Gebremedhin, 

2019 

Prevalence and factors 

associated with overweight and 

obesity among adults in 

Hawassa city, southern 

Ethiopia: A community based 

cross-sectional study. 

Cross-sectional study. Reduction of overnutrition may help 

address the high prevalence. 

The high prevalence of 

obesity in Ethiopia relates to 

bad lifestyle.  

Fruh, 2017 Risk factors, complications, 

and strategies for sustainable 

long‐term weight management. 

Narrative review based on 

literature searches. 

Over one third of U.S population are 

obese. 

There have been instances of 

rising obesity among adults 

and the long-term weight 

management requires health 

practitioners’ interventions. 

Karmali, et al., 

2019 

Coaching and/or education 

intervention for parents with 

overweight/obesity and their 

children: Study protocol of a 

single-centre randomized 

controlled trial. 

Randomized controlled trial 

design. 

Co-active coaching helped increase 

physical activities among adults in 

Canada. 

Coaching helps people 

understanding importance of 

physical activities and better 

nutrition. 
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Pub. Year; 

Author’s Last 

Name 

Title of Publication Type of Study Main Outcomes of Findings 
Support for and or 

Link to Project 

Kumanyika et al., 

2008 

Population-based prevention of 

obesity. 

Evaluation of available 

information in publications. 

The results of the evaluation indicated 

the need to continuously monitor 

progress. 

Proper nutrition and physical 

eating help an individual 

achieve better health.  

Newman, 2009 Obesity in older adults. Descriptive research. Many diseases such as diabetes, 

hypertension, and arthritis may be 

because of obesity. 

There is need for the health 

practitioners to overcome 

obesity because of effects on 

the patients’ health. 

Pearce et al. 2019. Obesity prevention and the role 

of hospital and community-

based health services: a scoping 

review. 

This is a qualitative 

evidence-based research 

article that explores 

published literature about 

the role of community and 

hospital-based health 

services in adult obesity. 

There is evidence that supports 

screening for obesity combined with 

referral intervention services. 

However, there are practical issues 

that emerge on various views that can 

cause obesity, although preventing 

obesity if a matter of individual 

responsibility. 

What is the age of the 

patients affected by obesity in 

the sample population? 

What interventions exists for 

curbing obesity? 

Are there any remedies that 

can be compared to 

individual prevention 

strategies for preventing and 

managing obesity? 

What is the outcomes for 

using other remedies instead 

of medication? 

Pengpid & 

Peltzer, 2017 

Associations between 

behavioural risk factors and 

overweight and obesity among 

adults in population-based 

samples from 31 countries. 

Secondary analysis 31 countries the prevalence of 

overweight or obesity was 44.1%, 

31.7% overweight and 12.4% obese. 

The way people live their 

lives determine the 

prevalence to obesity. 

Rawal, et al., 

2018 

Prevalence of underweight, 

overweight and obesity and 

their associated risk factors in 

Secondary analysis of 

available data. 

Underweight and overweight are 

associated with NCDs. 

To reduce NCDs, there is 

need to address overweight 

issues. 
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Pub. Year; 

Author’s Last 

Name 

Title of Publication Type of Study Main Outcomes of Findings 
Support for and or 

Link to Project 

Nepalese adults: Data from a 

Nationwide Survey, 2016. 

Wang, et al., 2017 Ethnic differences in risk 

factors for obesity among 

adults in California, the United 

States. 

Evaluation of data from 

California Health Review 

Survey . 

The medical providers should ensure 

they are able to address groups with 

higher prevalence.  

Reduction of obesity lies on 

ability to understand the 

prevalence in the country. 

Zamora-Kapoor et 

al. 2019 

Obesity risk factors in 

American Indians and Alaska 

Natives: A systematic review. 

This is a qualitative 

evidence-based research 

study that is based on a 

review of related articles 

that provide empirically 

testable foundations about 

the variables associated with 

obesity. 

This study found that the predisposing 

factors for obesity varied considerably 

by age. Children with low birth 

weight and prompt cessation of 

breastfeeding have an increased risk 

for childhood obesity. However, in 

adulthood, inactive behavior, diet, and 

inadequate access to fruits was 

associated with adult obesity. 

Why is does obesity affect 

American Indians and Alaska 

Natives? 

What is the best intervention, 

is it exercise, or change in 

lifestyle? 

What are the interventions 

that exist for obesity? 

What would be the desired 

outcomes for exercise in 

these populations? 
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