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PROVIDER MANAGEMENT OF OVERWEIGHT AND OBESITY
Abstract

Phase II Site(s): Butt’s Army Airfield Clinic, DiRaimondo Clinic, Robinson Clinic at Ft Carson,
Colorado

Project Title: Addressing Primary Care Providers’ Confidence in the
Management of Overweight and Obese Active-Duty Service Members Using the
5As Toolkit

Authors: CPT Jessica Amico and Capt Taryn Krigbaum

Background or Problem/Issue: In 2015, more than 65% of active-duty service members
(ADSM) were overweight or obese and this percentage continues to increase. To further
complicate this problem, less than half of all primary care providers address patient weight status
at their periodic health examinations due to feeling uncomfortable, lacking time, or not feeling
competent enough to work through the issue. With the transition of healthcare under the Defense
Health Agency (DHA), providers must have confidence in their ability to manage their patients’
care to ensure the Quadruple Aim is met—increased readiness and better health by providing
better care at lower costs.

Clinical Question or Purpose: How can primary care providers at Soldier-centered medical
homes at Ft. Carson, Colorado, increase their confidence and self-efficacy in managing and
treating ADSM who are overweight or obese?

Project Design: This project was an educational intervention that supported the implementation
and evaluation of a toolkit based on the 5As framework: Ask, Assess, Advise, Assist and
Arrange. The toolkit includes numerous handouts for both providers and patients to help manage
overweight and obesity.

Analysis of Results: Pre-and-post educational session/tool implementation revealed no
difference in ICD-10 coding procedures or use of interventions for overweight/obese Soldiers.
There was no change in using the 5As toolkit; specifically, no provider chose to use the
framework before or after the educational session. Overall, survey results gathered from
providers before and after the project educational session showed no difference.

Organizational Impact/Implications for Practice: This project came up against many barriers
to intervention utilization resulting in limited provider attendance, increased virtual
appointments, and a limited timeline for follow-up. Providers remain hesitant to address
overweight and obesity due to these multiple barriers. Further research and education are
required to find an easy and quick tool to help standardize the treatment of overweight and obese
patients.
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Addressing Primary Care Providers’ Confidence in the Management of Overweight and Obese
Active-Duty Service Members Using the 5As Toolkit
Being overweight or obese is well known to compromise a person’s health status
(Malkawi, Meeterns, Kremers, & Sleddens, 2018). Health complications often attributed to
excess weight include hypertension, diabetes, fatty liver disease, musculoskeletal pain, reduced
quality of life, and poor work performance (Malkawi et al., 2018). As health care professionals,
it is imperative the management and treatment of patients who are overweight or obese receive
care following established clinical practice guidelines (CPG) to facilitate a healthier population
and military force (Malkawi et al., 2018). Standardization of the VA/DoD Clinical Practice
Guideline for Screening and Management of Overweight and Obesity (VA/DoD CPG) and the
5As toolkit is one solution to this growing problem. The 5As framework is a
mnemonic/algorithm (Ask, Assess, Advise, Assist, and Arrange) to guide the provider’s
conversation with a patient regarding their weight (Hazlehurst et al., 2014).
Significance of the Problem
According to the Centers for Disease Control and Prevention [CDC] (2018), 2015-2016

data revealed that nearly 40% and just over 93 million Americans are obese. The CDC (2018)
also discloses that in 2008 the healthcare costs related to obesity averaged 147 billion and those
categorized as obese spent $1,429 more than those who were not obese. Managing overweight
and obesity as a provider is a significant issue that has recently come to the forefront of clinic life
(Asselin, Osunlana, Ogunleye, Sharma, & Campbell-Scherer, 2015). Medicare and Medicaid
recently suggested that providers offer weekly counseling appointments to patients that are

overweight or obese for the first month and then biweekly counseling sessions for the next five
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months (Asselin et al., 2015). These visits would likely increase provider workload, stress,
rushed appointments, and substandard care potential (Asselin et al., 2015).

According to Asselin et al. (2015), the root of not addressing weight can be traced to the
lack of knowledge and confidence providers have in addressing weight management with their
patients. Less than half of providers discussed the issue of overweight or obesity during the
patient's periodic health screening (Asselin et al., 2015). The lack of training and lack of time
during the appointments result in the poor implementation of lifestyle modifications to improve
the patient’s overall health and prevent future complications (Asselin et al., 2015). Not
addressing weight due to lack of knowledge or confidence is no longer an option in the

readiness-focused Defense Health Agency (DHA) (Health.mil, 2013).

Relevance to Military Nursing

Overweight and obesity is a pandemic that has not escaped the active-duty population.
The Health Related Behaviors Survey completed in 2015 found that over 65% of active-duty
service members were either overweight or obese (RAND Corporation, 2018). The obese
population was highest within the Army and among senior enlisted personnel with women being
less likely to be obese than men (RAND Corporation, 2018). The military did meet the obesity
goals of Healthy People 2020. However, the high percentage of service members categorized as
overweight is a concern (RAND Corporation, 2018).

Complications of obesity within the military population result in more medical
appointments, lost time at work, increased prescriptions/medication usage, and more monitoring
of disease processes. The VA/DoD CPG (2014) states that overweight or obese patient care is
estimated to cost an additional $370 per patient per year in medical costs. Poor healthcare

utilization results in lost money, time and decreases the individual’s quality of life. Providers
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who are not confident to treat overweight or obese ADSMs contribute to impaired readiness

thereby impacting the overall mission and reducing our uniformed services’ total lethality. With
the transition to the DHA, providers must bolster their education and confidence in their patient
management to meet the goals of the quadruple aim; care that focuses on improved readiness by
ensuring better health, better care, and lower cost-- the overall goal of the military health system

(Health.mil, 2013).

Clinical Question

How can primary care providers at Ft. Carson, Colorado, effectively manage the
overweight and obese active-duty population to ensure military mission success and efficient
healthcare utilization?

Literature Review of Solutions

The PICO question used for the initial literature search is for adults between the ages of
19 to 64 years of age seen within primary care (P), will implementation of a weight management
tool based on clinical practice guidelines using a systematic delivery approach (I), as compared
to standard weight management practices (C), result in increased provider confidence and self-
efficacy (0Q)? The search assessed articles in CINAHL, Embase, and PubMed. A visual
representation for each database search and the number of articles found through each search is
in Appendix A. Age inclusion of 19 to 64 excluded studies that involved children and elderly.
Exclusion criteria also included pregnancy. Exclusion criteria did not include year of publication.
However, only recent articles published within the past 11 years were found to be relevant to the
topic. As shown in Appendix A, after applying the aforementioned initial search terms, 121

articles were found. Once duplicates were removed, 111 articles remained. Of those 111 articles,
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78 were excluded as irrelevant to the topic of interest. Thirty-three full-text articles were
assessed for eligibility, and 17 additional articles were excluded as non-study articles, ongoing
trials, abstract-only articles, wrong intervention, and print corrections. After applying all the

exclusion criteria, there were 17 articles for inclusion in this project.

Review of Evidence

The 17 articles included in the synthesis provided evidence consisting of contextual
factors affecting providers when discussing weight management: evaluating an obesity
management tool in the primary care setting, determining the impact of an obesity management
program on providers’ self-efficacy, managing overweight or obese patients, and examining
patient perspectives regarding weight management resources. Appendix B displays a brief
synopsis of each study. The overall evidence-based solution incorporates key findings from each
study.

Evidence-Based Solution

The 5As include: Ask, Assess, Advise, Assist, and Arrange. The 5As framework began as
a tool for smoking cessation. However, since 1998, the 5As framework has continued to be
incorporated into weight management strategies in primary care per the National Institute of
Health guidelines as well as used for managing other chronic diseases (Hazlehurst et al., 2014).
Rueda-Clausen et al. (2013) showed primary care providers who utilized the 5As framework for
overweight and obesity management had a twofold increase in diagnosis and follow-up care. The
utilization of the 5As demonstrated increased patient motivation to participate in lifestyle
modifications (dietary modifications and exercise). Patient motivation continued to increase for

each domain of the 5As used (Rose, Poynter, Anderson, Noar, & Conigliaro, 2012).
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The Ask component represents the provider asking the patient if they feel open to discuss
their weight, making sure to remove any bias or judgmental attitudes by asking questions and
minimizing the use of statements (Vallis, Piccinini-Vallis, Sharma, & Freedhoff, 2013). The
Assess component represents assessing anthropometric data to include waist measure, weight,
body mass index and possible reasons for the weight gain (Vallis et al., 2013). The Advise
component represents the provider educating the patient on the risks of being overweight or
obese, the benefits of weight loss and discussing the implementation strategies and tools for
long-term success (Vallis et al., 2013). The Assist component represents the provider assisting
the patient in finding resources, assisting in finding and consulting with other health care
professionals (mental health, dietician), and assisting the patient in identifying barriers to their
weight loss (Vallis et al., 2013). Lastly, the Arrange component represents arranging future
appointments for follow-up (Vallis et al., 2013).

The evidence-based solution is a tool kit developed by Osunlana et al. (2015). The kit
consists of patient education handouts ranging from nutrition, physiology of weight gain (i.e.,
poor sleep habits), use of frequency, intensity, type, and time (FITT) framework for exercise
management, and the effects of stress, mood, and medications have on weight gain. The kit also
offers fillable goal sheets and relapse prevention sheets that address the effects of sleep, mood,
and the physiological process that drives hunger. Providers were educated and trained on
properly utilizing and implementing the 5As toolkit to assist in standardizing the management of
overweight and obesity. This solution intended to improve the provider's confidence and self-

efficacy in managing overweight or obese ADSM.
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Focus Areas

This project consisted of four main focus areas: (1) educating providers regarding the
implementation of the 5As toolkit concurrently with the VA/DoD CPG, (2) providers adopting
the 5As framework, toolkit, and CPG guidelines into practice, (3) improving providers’
confidence and self-efficacy in managing the overweight and obese ADSM population using the
5As framework, toolkit, and CPG and (4) evaluating effectiveness of the intervention after
implementation. Education for the providers at Ft. Carson, Colorado, addressed the VA/DoD
CPG’s critical elements for overweight and obese patients embedded within the 5As toolkit.
After educating providers , implementing and evaluating the evidence-based practice project

took place.

Organizing Framework

The RE-AIM model guided the organizing framework for this project. According to
Glasgow and Estabrooks (2018), each letter stands for a component of the model. The R signifies
the reach component and describes the target population in varying aspects. The E signifies
effectiveness and describes how the intervention implemented affected the measured outcomes
like increased provider confidence and adverse outcomes. The A4 signifies adoption and describes
the number of people or staff members that agree to implement the intervention and participate
in program change. The [ signifies implementation and describes the degree to which the staff
adheres to implementing the intervention as intended. The M signifies maintenance and explains
how the intervention and program change will be maintained if successful once completed

(Glasgow & Estabrooks, 2018).
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The RE-AIM model allowed for a natural breakdown of the project plan into
manageable-sized chunks of data and is depicted visually in Appendix C. The data was then used
sequentially throughout the development, implementation, and maintenance of this project. The
Reach component included providers at Ft. Carson, Colorado. Reach consisted of evaluating the
clinic's medical personnel for perceived roadblocks in engaging the patient about the diagnosis,
implementing care, and current knowledge regarding diagnosis and management to include
knowledge about the 5As framework toolkit utilization. There was a review of the electronic
health record (EHR) to evaluate if providers utilized the 5As toolkit for every identified patient
(Effectiveness). Adoption was using the EHR to ensure provider compliance in utilizing the 5As
toolkit and to ensure the providers using the intervention were representative of the population of
providers as a whole. Implementation was measured via the EHR to determine if providers
utilized the toolkit, documented correctly, and addressed any adaptations required for the
intervention’s continued success. Finally, guidance for toolkit utilization was provided to all
participating providers and the officer in charge of the clinic and utilized alongside the VA/DoD
CPG for patient diagnosis and management of overweight and obesity to ensure the Maintenance

phase of the RE-AIM model.

Project Design

General Approach

This project consisted of an education intervention and the implementation and
evaluation of a toolkit based on the 5As framework. Starting with a retrospective chart review of
75 electronic health records (25 charts from each of the three participating clinics) with a

documented BMI greater than or equal to 25, the team was able to determine whether providers
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were following current guidelines in managing the overweight and obese ADSM population.
Providers completed a survey prior to the education session establishing providers’ knowledge
base regarding managing overweight and obesity utilizing the 5As framework and toolkit.
Educating providers via PowerPoint utilizing the 5As framework, the associated toolkit and a
brief review of the VA/DoD CPG was conducted by the project team immediately after
administering the pre-survey. A post-survey was administered approximately one month later
establishing providers’ new knowledge base. Reviewing 75 charts (25 from each clinic)
approximately one month after education and providers implementing the intervention was
performed by the project team in order to determine any changes in provider EHR

documentation and utilizing the 5As toolkit.

Setting and Population

The population of interest was providers who delivered care to ADSMs belonging to Fort
Carson, Colorado. The three clinics that participated were Butt’s Army Airfield Clinic,
DiRaimondo Clinic, and Robinson Clinic. The providers within these clinics were the unit of
analysis. Fort Carson’s medical treatment facilities serve nearly 25,000 ADSMs through three
Family Medicine Clinics and five Soldier-Centered Medical Homes (Evans Army Community

Hospital, n.d.; U.S. Army, 2019).

Procedural Steps

This project’s goal was to implement the 5As toolkit to ensure the provider applied a
systematic approach at each visit to manage overweight or obese active-duty personnel.
Appendix D depicts the procedural steps identified below and Appendix E shows the timeline for

project implementation.
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A literature review was necessary to understand what current practices have proven
strategies for managing overweight and obese individuals throughout primary care clinics. The
clinics and providers chosen represent the population they serve, thereby excluding specialty
clinics and the associated providers and those not serving ADSMs. Additional factors
considered for clinic/provider selection were the prevalence of overweight or obesity in the
population served. Another essential component was discovering current practices at Butt’s
Army Airfield, DiRaimondo, and Robinson clinics. Using the 5As toolkit as a standardized
practice was a critical element of this project requiring a review to ensure the SAs toolkit
complies with current guidelines (VA/DoD CPQG). It was necessary to implement the most
appropriate and up- to -date resources on overweight and obesity management to ensure
providers received proper training.

A pre- and post-education self-assessment survey was given and completed by the
providers within the selected clinical areas to assess self-competency in managing and treating
the overweight and obese patient population. The providers completed a pre-education self-
assessment survey before any educational intervention by the project team. Dr. Melanie Jay, the
lead author of “Do Internists, Pediatricians, and Psychiatrists Feel Competent in Obesity Care?”
provided the provider’s surveys. Permission for the use of this survey is in Appendix F.
Providers were given education via PowerPoint regarding using the 5 A's toolkit and active
engagement with the overweight and obese patient population. Education was also provided
regarding correct documentation within each patient EHR - to include documentation using ICD-
10 codes for overweight and obesity. There were periodic checks of patient’s charts and provider
documentation in the EHR to ensure adoption and implementation phases were progressing. The

EHR is compliant if the provider used an appropriate ICD-10 code, documented the use of the
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5As toolkit, and the plan of care followed the checklist found in the VA/DoD CPG. If there were
any missing components of the criteria above, the EHR chart is noncompliant. Distribution and
collection of a post-education self-assessment survey, consisting of the same questions from the
pre-education survey, was performed in February and March 2021, approximately one month
after receiving the initial education. The survey included the initial providers who completed the
pre-education survey in January 2021. As seen in Appendix G, the data was analyzed using

computer programming to determine the intervention’s effectiveness.

Data Analysis Plan

The solution had one independent variable (provider educational training), a process
measure, and two dependent variables (provider confidence/perceived self-efficacy and
documentation/toolkit compliance), outcome measures. To implement the solution, the primary
care provider’s education on using the 5As tool was paramount. The goal was to train 80-100%
of the provider staff in the three clinics. Due to deployment schedules, leaves, temporary duty
assignments, and other barriers not foreseen at the start of this project discussed below; this was
impossible. There was no specific data on the percentage of staff trained to see a significant

difference in practice changes in the literature reviewed.

The evaluation of dependent variables of provider confidence/self-efficacy and
documentation compliance was through the administration of a pre-and post-survey of the
5As/5As toolkit training and retrospective chart audits respectfully. The literature review did not
note a percentage difference that was significant in the provider's pre-and post-survey scores.
However, the research did note an increase in using the 5SAs Assess and Assist components and

patient follow-up. Additionally, the literature did not suggest what constitutes a compliant chart.
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A detailed data analysis of non-parametric statistics was necessary for evaluating these variables

— the data analysis plan is found in Appendix G.

Potential Barriers

A potential barrier that is always of concern in any project implementation is
participation from clinic staff implementing the new solution. This implementation project did
not expect 100% participation at Butt’s Army Airfield, DiRaimondo, or Robinson clinics. The
goal was to have one large clinic at Ft. Carson to have 80% staff participation. However, we used
the three participating clinics listed previously due to leadership requests. Regular training and
education were to be provided to clinic staff for motivation and help ensure adherence to the
intervention and include providers who may not have attended the initial education session.

The development of COVID just prior to the start of this project was another potential
barrier that progressed throughout project implementation. While COVID did not impact the
development and literature review of this project starting in 2018, COVID proved to be an added
potential barrier for consideration prior to physical initiation of this project starting in 2020.

Finally, time is a limiting factor is many projects. This is no exception for this project.
While one year is provided at our site locations, this time is cut short by the time it takes to
move, in-process into the new facility and start the electronic institutional review board (eIRB)
process. The project team anticipates time as a potential barrier to allow for full project
implementation and completion. The full impact of these potential barriers on the outcome of our

project is discussed below.
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Sustainment and Dissemination Plan

The 5As toolkit intervention was ineffective, as discussed below. However, to fulfill the
RE-AIM framework’s maintenance phase, the 5SAs toolkit, VA/DoD algorithm tree and a
template for charting use were provided electronically for continued use as a resource for
utilization. The team presented the completed project at Uniformed Services University research
week to 2021 graduates and faculty. The team also presented project findings to the leadership

and the Project Improvement Board at Evans Community Hospital at Ft. Carson.

HIPAA Concerns/Ethical Considerations

Surveys were administered to providers pre-and-post education session to assess provider
knowledge regarding overweight and obesity management. These surveys were anonymous.
Another outcome measure was the implementation of the 5As toolkit by reviewing the EHR for
appropriate documentation. The intervention did not use personally identifiable information
during the retrospective chart review before project implementation or the chart reviews used to
check for intervention utilization. All project team members remained current on HIPAA

training throughout project planning, implementation, and completion.

Project Results

A total of 17 providers attended training: nine physician assistants, one nurse practitioner,
two medical doctors, two doctors of osteopathic medicine, one pharmacist, and two registered
nurses. An examination of 75 chart audits before and 75 chart audits after the project educational
session did show that each of the three clinics had service members that met the criteria for being
classified as overweight or obese, as seen in Appendix H. However, these 150 chart audits

revealed no statistically significant change (p = 1, Fisher’s Exact Test) in ICD-10 coding
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procedures. It also revealed no statistically significant change (p = 0.6811, Fisher’s Exact Test)
in overweight Soldier’s interventions, as seen in Appendix I. There was also no change using the
5As toolkit; specifically, no provider chose to use the framework before or after the project
educational session.

Of the 17 medical professionals who attended the educational training, 14 completed the
pre-survey, and 10 completed the post-survey. A Mann-Whitney U test with continuity
correction was conducted to determine whether there was a difference between providers’ survey
before and after the project educational meeting. Results of the analysis is Appendix J.
Responses to question 21, whether the provider thought that most obese patients could reach a
normal weight if they were motivated to do so, was the most impactful change and depicted in
Appendix K. Question 10 and question 28, whether providers were confident in prescribing a
plan for exercise/physical activity and if the provider had been successful in treating obesity also
showed greater differences when compared with other survey questions. Responses to these
questions demonstrated a shift from selecting 1 and 2 to selecting 3 and 4 on the Likert scale
between pre- and post-surveys. These results may suggest an improved provider confidence
when assisting patient’s with self-motivation, prescribing a plan for physical activity, and being

successful in treating obesity.

Analysis of Results

There is no ability to determine the effectiveness of the 5As toolkit as an educational tool
due to lack of provider participation. There was no difference between pre-and post-
education/tool implementation of ICD-10 codes or weight management interventions. Overall,

there was no significant difference between pre-and post-survey. The lack of significant



19
PROVIDER MANAGEMENT OF OVERWEIGHT AND OBESITY

difference suggests that this evidence-based practice project was unable to overcome barriers to

implementation despite education and tool implementation.

Barriers/Limitations

There were many barriers to project implementation and completion. The novel
Coronavirus changed how every person goes about their life. This highly affected the medical
and military communities as professionals worldwide clamored about working effectively and
maintaining patient and provider safety. Other barriers included provider concerns about
implementation and follow-up for their patients. These concerns are depicted in a word cloud in
Appendix L. Finally, the long-standing Army Body Composition Program (ABCP) had an
unexpected effect in how providers managed their overweight/obese patients and implementation
of this intervention as providers may be less likely to intervene using the 5As toolkit as the

Solider is already receiving certain interventions through the ABCP.

Timeline Delay

Delayed personal change in station related to COVID lockdown and isolation for team
members contributed to delayed processes down the line to start project implementation
including starting the eIRB process conducted by Ft. Carson. This delay substantially changed
our schedule and allotted time to conduct our project intervention. The original schedule was
pushed back seven months for the project initiation (selecting participating clinics and providing
intervention education) and six months for process intervention to take place, which only
allowed for one month for intervention implementation. This delay took away the opportunity to
reach more providers, remind participating providers monthly about the implementation, less

time to acquire more provider participation with repeat educational sessions and the lost
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opportunity to have multiple months to gather data. This delay could be a key reason
participation in the intervention was non-existent; the providers did not receive reminders about
the use of the intervention and project expectations despite training one month prior. Other
considerations for not partaking in intervention implementation are listed below in provider
concerns. With only a small percentage of the clinic providers who participated in the

educational session, this also severely limited the intervention’s potential impact.

COVID-19 Considerations

COVID concerns changed the delivery of medical appointments. Many have changed to
being conducted virtually rather than face-to-face appointments where an accurate height and
weight can be accomplished instead of virtual appointments that may not have any height/weight
documented. If so, this measurement is only stated and may not be accurate. If there is no height
or weight documentation, a BMI cannot be calculated, and the intervention cannot be provided
based on that current visit. COVID also changed the provider schedule with limited providers at
one time in the clinic, limiting training options. The commander over the three clinics preferred
face-to-face training over virtually conducting training. For example, the Robinson clinic only
had two full-time providers in the clinic on a regular basis and another provider that came in

twice a week every other week.

Provider Concerns

Upon completion of the education providers were allowed to voice concerns regarding
implementing the 5As intervention. First, many providers voiced concern over leadership
involvement being key to success on varying levels. One provider stated many shops are
undermanned already and leadership has historically pushed back on service members missing

work to get the care they need but care that is suggested within the VA/DoD CPG and the 5As
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toolkit (mental health visits, nutrition visits, etc.). Providers stated they are reluctant to diagnose
and chart a plan for overweight/obesity if they have no option to pursue these interventions,
especially due to difficult leadership circumstances. Leadership sees these visits as time away
from the mission, thus impairing the mission. Kelleher et al. (2017) found the same barrier in
their qualitative study, examining barriers and facilitators to implementing a childhood weight
management program in Ireland. Organizational support (leadership) was seen as a substantial
barrier and a critical component for success in implementing weight management programs.

Another concern came from Butt’s Army Airfield Clinic, where providers empanelment
includes service members specialized to work the flight line. The providers voiced concern that
this project did not apply to this clinic as once ADSMs are diagnosed as obese, they are removed
from their jobs or reclassified. The project team did state there are current overweight ADSMs,
and the 5As intervention should be implemented with this diagnosis (not just obesity) to help
prevent obesity. A second provider in this clinic voiced their concern regarding BMI and the
accuracy of measurement. This clinic is one where many services members are extremely fit and
muscular, resulting in a larger BMI that could classify them as overweight/obese. The project
team discussed that BMI, while not the most accurate, was the easiest way to track standards
within the electronic health system record at this time. However, providers should relate the
BMI measurement to the patient sitting in front of them. Providers could still meet standards for
implementation with acknowledging the BMI, but then commenting on patient appearance and
health status in the electronic health record plan to why they were not diagnosed with

overweight/obesity. One provider did do this in the chart reviews.
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Army Body Composition Program

The team found it essential to consider the ABCP as a barrier. Soldiers that fail
height/weight and body fat standards receive a referral to the ABCP. Through this program,
Soldiers are provided counseling, receive nutritional education, and establish a Soldier Action
Plan to meet/maintain body fat standards. Commanders and supervisors are responsible for the
implementation and evaluation of the ABCP. At the same time, healthcare personnel are
responsible for assisting with nutritional/weight reduction counseling in the absence of a
dietician and identifying, managing, or making appropriate referrals if indicated (Department of
the Army [DOA], 2013).

One provider voiced his concern that Soldiers were rarely if ever, referred for medical
evaluation upon enrollment into the ABCP. This program only requires referral for medical
evaluation under certain stipulations such as requested by the Commander or Soldier, if the
Soldier is being considered for separation, or is within six months of the expiration of terms of
service after reenlistment bar for failure to make satisfactory progress within the ABCP (DOA,
2013). This lack of medical referral may negatively impact a provider’s ability to address weight
as they are not required for weight management interventions. In turn, this may lead providers
not to intervene or utilize educational tools such as the 5As toolkit as the Soldier is participating
in a weight management program. Kelleher et al. (2017) found similar concerns among providers
listing multidisciplinary teams. A service member would see being a part of this program,
challenging inefficient patient management due to miscommunication, different goals,

backgrounds and perspectives.
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Organizational Impact

Recommendations for clinical practice change from the project team include more
provider and provider team training to increase awareness of service members who are
overweight or obese. During post-intervention chart reviews, there were many appointments for
annual wellness visits or future appointments with a chief concern related to weight, where
weight was not discussed and not coded. The medical screener should get an accurate height and
weight with a calculated BMI and report to the provider. The screener could ask the patient if
they would like to discuss their weight with their provider at this appointment to incorporate the
first A before the provider sees the patient. Lack of acknowledgment of the service member’s
BMI at these appointments shows a need for a clinical practice change.

There is also a need for leadership of the clinics and leadership military wide to be aware
of the problem of overweight and obesity and become involved to allow successful interventions
to occur. Leaders must be flexible with their providers to allow them to attend training and allow
flexibility to book longer appointment times to accomplish intervention goals. Leadership on the
rest of the base and the larger military as a whole must be flexible in order to allow their

members to seek the care they need and understand that this is not a detriment to the mission.

Future Directions for Research and Practice

While many barriers impacted this project’s outcome, the hesitancy among providers in
the selected clinics to discuss weight and its management was still very palpable. This hesitancy
would likely still be present even with perfect pre-COVID conditions. Future directions for
research and practice should look at the primary care manager’s caseload in the DHA, 20

appointments at 20 minutes each a day, and assess what tool would be most efficient for primary
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care managers to standardize and utilize. The allotted time to provide these necessary
interventions in the primary care clinic is challenging to say the least. This intervention was not
the first to identify that the heavy workload and primary care provider buy-in to the primary care
clinic intervention was a main determinant in successful adoption. Gesthalter et al. (2017)
identified the same hesitancy among primary care providers when evaluating the adoption of
early lung cancer screening programs. While providers did not protest against the evidence for
early lung cancer screening, as providers at the three clinics for the 5As intervention did not
object to the evidence behind the 5As intervention, providers did bulk against the strategies made
in order to implement the intervention (Gesthalter et al., 2017). There was an underlying
assumption by the project team that the 5As toolkit would be an easy implementation. Providers
appeared hesitant at yet another tool and aspect of a visit they now needed to address and chart.
Future research concerning the 5As toolkit utilization in the military setting could focus on one
large clinic with maximum provider and provider team (medic and nursing staff) education and
participation with a goal of 80% and longer intervention time to ensure proper follow-up with
providers. Longer time can allow for interventions about provider concerns (more education,
education of leadership etc.) for more likely positive outcomes. Gesthalter et al. (2017) notes
support for this recommendation as the early lung cancer screening facilitation was one that
utilized a program site champion with comprehensive and extensive planning for successful
implementation.
Conclusion

Overweight and obesity continue to be an epidemic within the United States; therefore, it

is no surprise that the conditions affect those serving in the military. Providers experience

difficulty addressing the weight of ADSMs due to lack of knowledge, time, and lack of
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resources. Not addressing weight with ADSMs negatively impacts health and military readiness.
Unfortunately, due to unforeseen barriers, the SAs toolkit intervention was not successful;
however, if the barriers listed are resolved, the 5As toolkit would be an excellent guide and help

standardize how military primary health care providers manage overweight and obese ADSM.
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Appendix A
PRISMA Flow Diagram
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Evidence Table
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Procedural Steps
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Project Timeline
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Appendix G
Data Analysis Plan
Variable Variable description Data Source Possible Level of Time frame for  Statistical test Decision Rule
Name and type of measure range of measure- collection

values ment

DV Provider Self-perceived Survey Likert Scale: Ordinal January 2021 Mann-Whitney  Clinically significant
confidence/self confidence using 5As 1-poor pre-survey, U test in the Assess and
-efficacy toolkit in managing confidence March 2021 Assist components.

patients with obesity. through 4-high post-survey Improved follow-up
Measured using pre- confidence and coordination
and post- survey. activities.

Outcome measure
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BMI Distribution by Clinic
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Documentation Compliance

Variable Pre Post
No Yes No Yes
Proper ICD-10.Coding 73 2 72 3
Interventions 73 2 71 4

5As.Toolkit 75 0 75 0

p-value

0.6811

DNR

Fisher's Exact Test

Alternative

two sided

two sided

DNR
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Appendix J
Survey Analysis
Post-S Likert
Question Pre-Survey Likert Results ost-Survey tike Mann-Whitney U
Results
# | Survey Question 1 2 3 4 1 2 3 4 s i U p-value
(pre) | (post)

1 | Use 24-hour recall, food record, or food frequency to 2 |3 6 3 |0 4 4 2 14 10 69 0.9753
obtain diet history

2 | Choose medications that are less likely to cause weight | 2 6 5 1 1 1 7 1 14 10 47 0.1528
gain in individuals at risk for obesity or who are already
obese

3 | Choose alternate medicines in patients having adverse | 2 5 6 1 1 1 ¥ 1 14 10 51 0.2328
metabolic effects or weight gain due to their current
medications

4 | Determine body mass index (BMI) from weight and 0 |2 6 6 |0 0 4 6 14 10 54 0.3113
height measurements

5 | Assess diet for common unhealthy behaviors 0 |1 4 g9 |0 0 4 6 14 10 71 0.9725
associated with obesity

6 | Discuss the effect of obesity on present and future 0 |2 7 5 |0 0 6 4 14 10 61 0.5753
health and personalize risk to each patient

7 | Ascertain each patient's readiness and ability to work 0 (4 8 2 |0 1 8 1 14 10 61 0.5502
on weight loss according to health beliefs and stage of
behavior change

8 | Assess current level of physical activity and provide 0 |3 9 2 |0 1 6 3 14 10 54,5 | 0.3084
guidance for setting physical activity goals for optimal
health

9 | Assist patient in setting realistic goals for weight loss 0 |4 7 3 |0 2 = 3 14 10 61 0.5883
based on making permanent lifestyle changes
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10 | Prescribe plan for exercise / physical activity 2 14 10 40.5 | 0.07472

11 | Recognize and refer patients with eating disorders 1 14 10 57 0.4195

12 | Collaborate with Registered Dieticians and refer to 1 14 10 77.5 | 0.6091
community nutrition resources when appropriate

13 | Respond to a patient's question regarding treatment 2 4 14 10 59 0.5087
options including behavior change, medications, and
surgery

14 | Recognize and screen for common psychosocial 1 8 14 10 82.5 | 0.4335
problems in obese patients including depression,
emotional eating, binge eating

15 | Use motivational interviewing to change behavior 1 3 14 10 62.5 | 0.6477

16 | Provide brief counseling intervention to help patient 0 10 14 10 69 0.9708
lose weight

17 | Take a targeted history and conduct a physical 2 8 14 10 63.5 | 0.6844
examination to identify common co-morbidities

18 | Recognize which patients should be sent for a bariatric | 4 1 14 9 42 0.1586
surgery evaluation based on the NIH Conference
Criteria

19 | Counsel patients about the risks and benefits of the 5 2 14 10 59 0.5101
different procedures for weight loss surgery

20 | Most obese patients are well aware of the health risks 1 6 14 10 78.5 | 0.6016
of obesity

21 | Most obese patients could reach a normal weight (for 0 8 14 9 33.5 | 0.04514
height) if they were motivated to do so

22 | I have negative reactions towards the appearance of 4 4 14 10 53 0.3074
obese patients

23 | | feel uncomfortable when examining an obese patient | 9 0 14 10 50.5 | 0.2049

24 | It is difficult for me to feel empathy for an obese 2 14 9 50 0.4003
patient
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25 | Obesity is primarily cause by behavioral factors 2 2 8 2 |0 2 8 0 14 10 70 1

26 | Treating obese patients is very frustrating 2 7 5 0 2 3 5 0 14 10 64 0.7272

27 | Obesity is a treatable condition 0 |2 9 3 |0 0 6 4 14 10 51 0.2054

28 | | have been successful in treating obese patients for 2 7 4 110 2 7 0 14 9 38 0.09055
obesity

29 | The best role for a physician in weight management is 0 |12 2 0 |0 7 3 0 14 10 59 0.3825
to provide referral rather than treatment

30 | Most obese patients will not lose a significant amount 0 |8 6 0 |0 7 3 0 14 10 79 0.5532
of weight

31 | I feel qualified to treat obese patients 1 |4 7 1 |1 7 0 13 10 64 0.9716

32 | Bariatric surgery is a SAFE option for weight loss in 0 |3 10 1 7 1 14 10 67.5 | 0.8833
patients with class Il (extreme) obesity

33 | Bariatric surgery is an EFFECTIVE option for weightloss [0 | 2 11 1 |0 2 7 1 14 10 72 0.9077
in patients with class lll (extreme) obesity

34 | | feel comfortable referring patients for bariatric 2 5 5 2 |0 5 4 1 14 10 66.5 | 0.8509
surgery

35 | Bariatric surgery is an appropriate option for 2 6 5 0 1 6 3 0 13 10 67.5 | 0.8907
adolescents with class Il (extreme) obesity

36 | When there are alternatives available, it is importantto |1 [ O 8 5 |0 0 8 2 14 10 77 0.6444
choose medications that are less liekly to cause further
weight gain in obese patients

37 | Medications can play a significant role in a patient'srisk [0 | 4 9 110 2 8 0 14 10 68 0.9119
of becoming obese
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Results for Question 21

Results for Question 21
Likert Scale of 1 to 4 ranging from Disagree Strongly to Agree Strongly

Pre Post

40% -

Group

[ Post
B Pre

20% -

Observed Count of Responses

2 3 4 2 3 4
Likert Scale Results
Question: Most obese patients could reach a normal weight if they were motivated to do so
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Provider Barrier Word Cloud

Prohibited Weight—-Loss Medications

Knowledge
Time
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Military Regulations

Continuity of Care
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Appendix N
USU Form 3202N

i 4 OFFICE OF RESEARCH
AI01 Joses Besnor ROAD
= BETHESDA, MAYLAND 20814

1) 2853303 Fax (301) 2056771

PHosT

NOTICE OF PROJECT APPROVAL
Change Number: Original

VPR Site Number: GSN-61-11385

Principal Investigator: Krigbaum, Taryn

Department: Graduate School of Nursing

Project Type: Student

Project Title: Management and Treatment of Adult Obesity Within Primary Care at the Consortium in

Colorado Springs

Project Period: T/Bf2020 o 4/30/2021

Assurance and Progress Report Information:

Name Sup Approval Type Status Approved On Forms Received
Progress Report 0 To be Submitted  NJA
Remarks

This Notice Of Project Approval has been reviewed and approved. Please remember that you must submit a final
Progress Report (Form 3210) upon completion of this project

Questions regarding this approval should be directed to the following person in the Office of Re4earch
Sharon Mciver, (301) 295-9814

U
Toya V. Randalgh, Ph.C., MSPH Date
Acting Vice President for Reseanch
Uniformed Services University of the Health Sciences

cc: File
Radford, Kennett
Taytor, Laura
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Appendix O

Evans Community Hospital Letter of Determination

DEPARTMENT OF THE ARMY
UNITED STATES ARMY MEDICAL DEPARTMENT ACTIVITY
1650 COCHRANE CIRCLE
FORT CARSON, CO 80913-4604

REPLY TO
ATTENTION OF:

MCXE-QSD-HPA 18 December 2020

MEMORANDUM FOR RECORD

SUBJECT: Rev ew and Determ nat on of eIRB Protoco Subm ss on

1. Project Deta s:
a. T te: “Boost ng the Pr mary Care Prov ders Conf dence n the Management of
Overwe ght and Obese Act vy Duty Serv ce Members Us ng the 5As Too k t”
b. Prncpa Investgator(s): Maj Ke e D. Bond; Capt Taryn Kr gbaum; CPT Jess ca
Am co; CPT Karen W thers.
c. elRB Reference Number: 929700
d. Determ nat on: Not research

2. The Evans Army Commun ty Hosp ta (EACH) Human Protect ons D rector (HPD)
comp eted the OUSD(P&R) Exempt on Determ nat on Rev ew Check st and conc uded
the aforement oned actvty s not research.

3. Conf rmat on of the qua f cat ons of Maj Bond, Capt Kr gbaum, CPT Am co, and CPT
W thers were documented through the r CVs attached to the r respect ve elRB prof es.

4. P ease copy the EACH HPD on correspondence for nsttutona vsb ty.

5. POC for ths acton s Dr. Anna M. Aragon, EACH HPD, 719-524-4266 or
anna.m.aragon.c v@ma .com.

ANNA M. ARAGON, DHEd
CIV, Human Protect ons D rector

Annexes:
A. Comp eted OUSD(P&R) Exempt on Determ nat on Rev ew Check st
B. elRB Packet
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Appendix P
PAO Clearance

PENDING
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Appendix Q
Data Collection Forms (Blank)

Physician's Attitudes Towards Obesity

1. Introduction

Welcome to the Obesity Knowledge and Attitudes Survey! Please take a moment to answer our brief set of questions.

This survey is designed to assess physicians' attitudes and experiences in treating obese patients and may be used for
research purposes. All the data will be presented in aggregate form, and all responses will be kept confidential.

We appreciate your valuable time. Thank you for completing this short survey.
Sincerely,

Melanie Jay, MD
Clinical Assistant Professor
Division of General Internal Medicine

Michelle McMacken, MD
Clinical Instructor
Division of General Internal Medicine
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Name

Clinic Appt Type BMI Proper Intervention 5As Comorbidities
(24HR, ICD-10 Toolkit
FTR, PHA) Coding
Clinic 24HR 32.5 YES NO NO HTN, LBP
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Appendix R
DNP Project Completion Verification Form

JE1 Appendix G:  Daniel K. Inouye Graduate School of Nursing

4 DRP Pinjact Conglalion VisiSication Fatm

DOCTOR OF NURSING PRACTICE PROJECT
Completion Verification Form

The DNP Project titled: Addressing Primary Care Providers ' Confidence in the Management of
Overweight and Obase Active-Duty Service Members Using the JAs Toolkit was completed at Butts
Ammy Airfield Climic, DiRaimondo Clinic, and Robinson Clinic Ft. Carson. Colorado by the following
student(s):

The DNP Practice Project Team venfies that the following components of the DNP project, accomplished
by the above students, is of sufficient ngor and demonstrates doctoral level scholarship to meet the
requirements for USUHS GSN graduation:

e Presentation of DNP project to the leadership/stakeholders at the Phase IT Site,
= Abstract/Impact Statement (Appendix F), and
= DNP Project wrntten report.

Verified by:
MAJ Holly Archer Senior Mentor
Ma)j Kellie Bond Team Mentor

& Phase IT Site Director

Form Version: 20 Aug 2017






