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Abstract 
	
Obesity and excess weight are significant health problems in the United States, affecting the 

majority of United States citizens.  The prevalence of obesity is already a large burden on 

individuals and society, but the steady growth is an ominous warning of what’s to come.  If not 

addressed, the various complications of obesity are multiple and significant with often both 

immediate and lifelong sequelae.   With an already taxed healthcare system the additional costs 

of obesity related healthcare are further depleting resources.  Primary care providers have the 

best opportunity to influence this population and are thus on the front lines of this grave problem.  

Studies have shown that when providers counsel patients in weight and lifestyle, it can make a 

positive difference.  The aim of this study is to identify the most effective methods and brief 

interventions that can be implemented in the primary care setting to achieve weight loss success.   

A literature search was performed in order to create an integrative review, and the results showed 

several consistencies.  Importantly these recommendations can help achieve clinically significant 

weight loss from accessing primary care, if these services are reimbursed.  

 Key words: primary care, primary care provider, primary health care, methods, 

interventions, brief interventions, counsel, management, treatment, therapy, motivational 

interviewing, overweight, obesity, weight loss maintenance, weight loss intervention. 
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Primary Care Provider Time Limited Interventions for Obesity 

An Integrative Review 
	
 Obesity, has become a staggering endemic problem in the United States with more than 

36.5% of the population affected (Center for Disease Control [CDC], 2016a).  The World Health 

Organization [WHO] (2016), defines obesity as an “abnormal or excessive fat accumulation that 

may impair health.”  Body mass index (BMI) is one way to quantify overweight status 

incorporating weight and height.  A BMI greater or equal to 25 is considered overweight, and a 

BMI greater than or equal to 30 defines obesity (WHO, 2016).  Waist circumference is the other 

common method to quantify obesity; women with a waist circumference greater than 35 inches, 

and men with a waist circumference greater than 40 inches have increased health risk.  It is 

therefore, possible to have a normal BMI, yet an increased risk due to waist circumference alone 

(US Department of Health and Human Services [DHHS], 2013).   

 Twenty of the United States, Puerto Rico and Virgin Islands, report 30-35% of residents 

are obese; twenty-two states have a prevalence of 25-30%; three states with 20-25%, and five 

states with greater than 35% prevalence (CDC, 2016b).  The percentage of those 20 years-old an 

older who are overweight is 70%, with obesity effecting 37.9% (CDC, 2017).  Furthermore, 

national health care costs associated with obesity, were reported at 149.4 billion in 2014, 

amounting to, $1901.00 per obese individual (Kim & Basu, 2016).  The health care cost for an 

obese person per year is $1429 greater than those with a healthy weight according to the CDC 

(2016a).  The potential complications of obesity include: sleep apnea, heart disease, stroke, 

infertility, gallstones, cancers, asthma, blood clots, pancreatitis, arthritis and gout (CDC, 2010).  

Background 

 Primary care providers are in a prominent position to provide weight management 

counseling and promote behavior change in the obese population (Yoong, Mariko, Sanson, 
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Fisher, & Grady, 2013).  Disappointingly, obesity has been consistently under addressed and 

under acknowledged (Gunther, Guo, Sinfield, Rogers, & Baker, 2012).  According to the 

Canadian Task Force on Preventive Health Care (2015), lifestyle interventions including dietary 

measures, increased physical activity, and behavioral therapies are the recommended treatment 

for most patients with excess weight.   

  Primary care findings have highlighted the importance of recognizing weight status, 

provider counseling, referrals, and documentation in achieving clinically significant weight loss, 

and can be the first step to help patients become more health aware (Grant, Schmittdiel, 

Neugebauer, Uratsu, & Sternfeld, 2013).  Clinically significant weight loss can occur with as 

little as 5-10% of weight loss (Soleymani, Daniel, & Garvey, 2015).  One brief method that has 

shown promise in primary care is motivational interviewing (MI) - a directive, person-centered 

approach, designed to navigate ambivalence and stimulate motivation for change (Miller & 

Rollnick, 1991).  Specific to MI, the Center for Medicare and Medicaid services (CMS) endorses 

the 5A’s: assess, advise, agree, assist and arrange (DHHS, 2012).  Appendix G shows a version 

of the 5A’s created for obesity.  In addition to primary care measures, the U.S. Preventative Task 

Force (USPTF) recommended primary care clinicians screen and refer patients with a BMI of 30 

or greater to multicomponent interventions (Moyer, 2012).  It has also been recommended that a 

patient with a BMI of 40 or greater, or a BMI of 35 with comorbidities, be considered for 

bariatric surgery, after pharmacokinetics and lifestyle measures have failed (Plourd & 

Prud’homme, 2012).  Experts have discussed various interventions that are worthy of evaluating 

in primary care.  Some of these include models such as the 5A’s, medications for weight loss, 

dietary and physical activity interventions, psychosocial referrals, and education on weight loss 

maintenance (Plourde & Prud’homme, 2012).  In addition, Rutledge, Groesz, Linke, Woods and 
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Herbst (2011), identified five distinct evidence-based habits that have been shown to affect 

weight including: food and activity diaries, portion size, sleep, television time, and restaurant 

eating.  While addressing the above factors, this paper will highlight weight loss maintenance.  

Recent research demonstrated there are strong physiological factors contributing to increased 

hunger and energy storage after weight loss which ultimately promote weight regain (Sumithran 

& Proietto, 2013).  After weight loss, the hypothalamus as the primary appetite control center, is 

strongly influenced by peptides and hormones secreted from the gastrointestinal tract, pancreas, 

and adipocytes; these mechanisms signal the promotion of weight regain, which proves to be a 

profound contribution in the lack of sustained weight loss (2013).  

  Finally, the Centers for Medicare and Medicaid Services (CMS) have now approved 

reimbursement for obesity counseling for Medicare recipients who have a BMI of 30 or greater.  

This includes one weekly face to face visit for the first month; then one every other week for 

months two through six, followed by one monthly visit months seven through 12.  The 

beneficiary needs to meet a minimum of three kg weight loss by six months (DHHS, 2012).  In 

spite of the national screening and counseling required for weight and physical activity 

interventions in primary care, knowledge of specific evidence- based applications for effective 

treatment are needed in leading patients to healthful weight loss maintenance. 

Clinical Question 

What are the most effective brief interventions for primary care providers to assist patients with 

obesity and weight loss maintenance? 

Literature Search Strategies 

	 Research was reviewed from Google Scholar, Pubmed, Cinahl, and Psychnet within the 

years 2011-2017.  The US Department of Health and Human Services was also searched for 
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guidelines issued from 2013-2017.  Levels of evidence graded I-IV were included in this review 

excluding qualitative studies and expert opinion.  An exception was made for one expert review 

which summarized current obesity medication efficacy in the United States; this important 

information did not otherwise surface in this research method.  Search terms included: primary 

care, primary care provider, primary health care, methods, interventions, brief interventions, 

counsel, management, treatment, therapy, motivational interviewing, overweight, obesity, weight 

loss maintenance, and weight loss interventions.  Inclusion criteria included: Adult studies, 

English language, primary care provider direct interventions, and weight or body composition as 

primary outcomes.  Exclusion criteria was as follows: articles with pediatrics as primary study 

participants, community health or programs, studies not involving the primary care provider as 

the primary intervention specifically, and studies not indicating brief interventional strategies.  

Brief interventional strategies were defined as an intervention that can be performed within the 

timeframe of an office visit.   In order to ensure a complete review, references in selected articles 

were scanned for additional eligible articles and the related article links checked when available.  

After initial search in all databases, there were 34 relevant articles found.  Further assessment, 

application of inclusion and exclusion criteria, and elimination of duplicates yielded, 24 articles.  

By scanning references, an additional five articles were evaluated; there were no articles found in 

related links.  After eliminating expert opinion, 16 articles remained to make 17 articles 

including the exception.  

Data Evaluation 

 Melnyk and Fineout- Overholt’s Rapid Appraisals were applied to evaluate the 

applicability of each study.  The level of evidence and quality scheme by Dearholt and Dang 

(2012) further delineated reliable and valid evidence which were then graded (Appendices D & 
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E).   One level I article was discarded due to low quality and possible evidence contamination.  A 

total of 17 articles remained.   The articles that demonstrated sufficiently good quality within this 

study were already accounted for in this search.  Research was placed into an evaluation table 

which included author, conceptual framework, design/method, sample or setting, major 

variables, measurement of major variables, data analysis, study findings, and finally, appraisal of 

worth to practice including: level of evidence, strengths and weaknesses and quality.  There were 

five articles obtained from PsycNet, five from Google Scholar, four from PubMed, one from 

USDHHS, and one article from Cinahl. 

Data Analysis 

 Research was first placed in a synthesis table, grouped by citation and level of evidence.  

Only the findings that pertained to effect on weight loss were recorded.  Interventional themes 

were evaluated and the studies were compared and contrasted.  After the data tables were 

viewed, intervention themes were derived.  These included: dietary recommendations, brief 

counseling methods, physical activity, medication, self-monitoring, frequency of follow up, and 

other brief methods not otherwise in a group.  A log was created to determine studies which 

included the intervention as its primary focus.  Additional studies were added based on overall 

findings regardless of whether they supported or diminished that particular intervention.   Studies 

primarily addressing each intervention were prioritized in the synthesis with the highest evidence 

first.  The articles that additionally had findings pertaining to that intervention were subsequently 

added; levels and quality of evidence were included for viewing and assessment of relevancy in 

making recommendations.  
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Summary 

 In this analysis the review of 16 studies produced six specific interventions relevant to the 

research question.  These common themes included dietary recommendations, physical activity 

recommendations, self-monitoring, frequency of care, medications, and behavioral counseling 

methods.  There were a few articles that addressed other potential brief interventions that will be 

discussed as ‘other’.  The subsequent data synthesis will be discussed from most frequent to less 

frequently discussed themes found in the research.  

Data Synthesis 
Medications 
	
 A theme of approved medication for weight loss was found in three level I articles and 

two level IV articles.  All of the studies evaluated showed an increase in weight loss with 

Orlistat.  The National Institute of Health (2013) found that with the addition of Orlistat, an 

additional two to three kilgogram (kg) was lost at one and two years, which in diabetics-

produced a reduction in 0.4% in hA1C per year.  Similarly, Wadden et al. (2011) found Orlistat 

increased weight loss by an additional three to five kg compared to a placebo in a group already 

getting behavioral intervention.  The study by Ara et al. (2012), a very large level I study, 

included evaluation of three medications, with the only one still on the market.   Orlistat 

produced a mean weight loss of 2.89-18.91 kg, while behavioral and lifestyle interventions 

produced a mean weight loss of 0.5-2.55 kg.  This last level I study conducted by Leblanc, 

O’connor, Whitlock., Patnode & Kapka (2011), found an eight percent weight loss in behavioral 

therapy with Orlistat, compared to five percent in behavioral only treatment; similarly, the 12 

studies that qualified for meta-analysis within this review found just a three kg more weight loss 

at 12 months than the placebo group.  The level IV evidence from the Canadian guidelines did 
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not have strong evidence, but gave a weak recommendation that pharmacological interventions, 

including Orlistat and Metformin specifically, not be routinely offered due to benefit versus risk 

ratio (Brauer et al., 2015).   

 A 2017 level IV expert review compared the current five medications approved for 

weight loss in the United States either for a BMI of 27–29.9 with one weight related comorbidity 

(such as diabetes), or BMI of greater or equal to 30 with or without comorbidities.  Medications 

are used to supplement lifestyle modifications.  Phentermine/topiramate had the best success 

with up to 10.9% versus a placebo after 56 weeks.  The other medications included were 

Lorcaserine, Naltrexone/bupropion ER, Orlistat, and Liraglutide.  The second most effective 

medication was Naltrexone/bupropion, with a 5%-9.3% loss compared with a placebo 1.2-5.1%.  

The drug with higher frequencies of gastrointestinal side effects was Orlistat.  While these 

medications were only examined for two years or less, they have shown to sustain weight loss 

when most patients susceptible to weight regain (Soyeymani, Daniel & Garvey, 2016).  All of 

these studies demonstrated improved weight loss with Orlistat.  The last review was the only 

recent article comparing different current medications.  All medications produced between a 

4.5% and 10.9% weight loss compared to a placebo of -.2% to -5.1%.   

Dietary 
	
 Dietary recommendations were another commonly discussed interventional element to 

weight loss.  Two articles were found that specifically studied or reviewed dietary measures, 

including a level I study and one level III cohort study.  There were two additional level I studies 

that spoke about dietary measures.  The following large cohort study by Lenoir, Maillot, Guibot, 

and Ritz (2015), evaluated primary care provider’s behavioral nutritional counseling using 

INSUDIET foods to provide the components of the daily diet.  The regimen included phases, 
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with primarily a protein intake of 1.2 or 1.5 protein per kg ideal body weight for a BMI of 

greater than 25 and 30 respectively.  This began with 18-20 grams of protein and less than five 

grams of carbohydrates per serving provided five times daily.  Phase two included two 

INSUDIET foods with the addition of animal proteins.  During the first, second, and third 

phases, there were 15%, 22%, and 35% of intake allowed from carbohydrates; while 52.4 % lost 

at least 10% of their initial weight, only 26.7% maintained weight loss for at least 12 months.  

 Wadden et al. (2011), studied three groups to find the third group with high frequency 

behavioral treatment, plus a choice of one meal replacement or a weight loss medication, had the 

largest weight loss with significantly greater loss than usual care at 24 months.   There was no 

between group significance.  This breakdown of the medication versus the meal replacement was 

not outlined in the third arm, so results cannot be generalized.   

 The National Institute of Health (NIH) also provided a Level I evaluation of dietary 

measures.  To achieve weight loss, the NIH highly recommends a caloric deficit of 500-700 kcal 

per day or a 30% reduction, which equates usually to 1200-1500 kcal per day for women and 

1500-1800 kcals for men (NIH, 2013).  An alternative approach found with equal success was 

the elimination or restriction of a particular food group known to be high calorie.  A number of 

dietary approaches found success in weight loss, as long as reduced energy intake was 

accomplished.  Six months tended to demonstrate the maximum weight loss with dietary 

interventions, with often slow weight regain at one and two years following while the treatment 

tapers.  A wide array of diets were utilized in the studies reviewed, with the most consistent 

results from the European Association for the Study of Diabetes (targeting food groups), higher 

protein diet with 25% coming from protein, Zone diet, Lacto-ovo, low carbohydrate diet with 

less than 20 g per day initially, low fat vegan diet (10-20% from fat),  regular low fat diet, low 



PRIMARY	CARE	PROVIDER	TIME	LIMITED		
	

	

15	

glycemic load diet, lower fat / higher dairy diet with increased fiber, macronutrient targeted 

diets, high or low glycemic load diets, the American Heart Association Step One diet, 

Mediterranean, moderate protein diet (12% from protein, 30% fat, 58% carbohydrate).  

Comparable weight loss was seen between those who ate more protein (25% kcals from protein) 

and those on a typical protein diet (NIH, 2013).  An additional level I systematic review 

mimicked results of calorie restriction with the NIH results that found interventions but 

specifically included patient specific goals for energy restriction and expenditure resulted in 

more weight loss (Wadden et al., 2014); this systematic review also confirmed that in studies 

without recommended reduced energy intake, there was less weight loss. 

Physical Activity 
	
 Physical activity is another key component common to many interventions.  One level I  

article addressed the amount of physical activity specifically; two additional level I articles 

contributed findings.  Articles that address a comprehensive lifestyle approach have typically 

recommended 30 minutes of activity most days of the week (NIH, 2013).  For weight loss and 

prevention of weight regain, especially after one year, the NIH (2013) found 

that 200-300 minutes per week were required for weight loss maintenance.  Wadden et al.’s  

(2014) review confirmed that studies that had not recommended greater than 150 minutes of  

exercise weekly achieved smaller weight loss.  Beeken et al.’s (2017) successful top 10 tips  

urged small ways to increase energy output such as standing on commercial breaks or to do 

chores.  
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Self-Monitoring 
	
 Self-monitoring was identified as a key weight loss intervention and according to NIH 

(2013), has been the most frequently recommended behavioral strategy in the process to lose 

weight.  Two studies, a level I and a level II, specifically addressed self- monitoring; there were 

two additional studies that contributed to the evidence.  In the level I systematic review, self-

monitoring was highly recommended as a weight loss strategy.  This study incorporated logging 

dietary intake, physical activity, and regular weighing as successful tools for monitoring (NIH, 

2013).   

 A level II systematic review study by Burke, Wang and Sevick (2011), evaluated the role 

of self-monitoring in weight loss.  In this review, there were 15 articles that focused on dietary 

self-monitoring, one on exercise monitoring and six on self-weighing.  Discussed here are only 

the studies within this review that had weight loss as an outcome.  In one weight prevention trial, 

only daily weighing was associated with weight loss; another study demonstrated that more 

frequent weighing was associated with the greatest weight loss at 24 months.  A third study in 

this review confirmed this and found daily self-weighing was associated with lower risk of 

weight regain.  Similar trends occurred with diet and activity monitoring.  The more complete 

the diet record, the more weight was lost, and likewise, the study that assessed exercise self-

monitoring resulted in significantly greater weight loss (Burk, Wang & Sevick, 2011).  An 

additional level I study by Wadden et al. (2011) found results concurred with these findings with 

the completion of food records being the strongest predictor of weight loss in the first six 

months.  Wadden et al.’s (2014), review also found significance with an online self-monitoring 

program and monthly brief phone calls through 24 months, with 52.5% achieving 5% or greater 



PRIMARY	CARE	PROVIDER	TIME	LIMITED		
	

	

17	

weight loss at six months; weight was generally well maintained by 24 months.  Four studies 

demonstrated consistencies in self-monitoring showing positive results with weight loss.  

Frequency 

 Frequency of follow up was specifically addressed by four level I articles, and one 

additional article that lent evidence to the intervention.  In the first random control study by 

Wadden et al. (2011), there were three arms with three different intensities of visits; the first arm 

with just quarterly primary care provider (PCP) visits, the second with quarterly PCP visits with 

a monthly meeting with auxiliary staff for progress report, and the third with the previous 

intervention plus an addition of food supplement or medication.  While the second group attained 

more weight loss than usual care, the mean loss was not clinically significant amount (2.9 vs 1.7 

kg in control).  Additionally, the monthly visit was delivered by auxiliary staff which may not be 

representative of a provider.   Frequency in the third group was the same, but with the addition of 

a meal replacement or medication; this produced significance between the third group and the 

quarterly visits.  The next systematic review found that interventions with 12-26 sessions were 

found to have four to seven kg weight loss or six percent, compared to 1.5- 4 kg in groups with 

less than 12 sessions in a year (Leblanc et al., 2011).  The more recent systematic review by 

Wadden et al. (2014), specifically reported on four studies evaluating frequency with an 

increased frequency associated with increased weight loss (3.5 with 8 sessions and 6.6 kg with 

15 sessions).  Consistent with that trend, the NIH found a high amount of evidence that sessions 

occurring one-two times monthly typically produced mean weight loss of 2-4 kg in 6-12 month 

which has been found to be greater than usual care.   Fewer than monthly visits with moderate 

evidence have found no consistent weight loss compared to usual care (NIH, 2013).  The 

following study further fortified visit frequency strong significant loss with higher frequencies 
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(Lenoir, Maillot, Guibot. & Ritz, 2015).  All of these studies demonstrated improved and more 

often, significant weight loss with higher frequency visits.  

Behavioral Counseling 

 In the last categorized intervention, behavioral counseling methods, there was one article 

that studied technique from motivational interviewing, and one specifically that studied the use 

of each of the Five A’s.  There was one level I article and one level III.  The level I by Barnes 

and Ivezaj (2015), identified two studies delivered by physicians and one by nurse practitioners.   

Overall nine studies (37.5 %) showed significant weight loss compared to controls.  Of the three 

studies performed by providers, two of the three-showed significant weight loss with one study 

with only a frequency of five interventions with weight regain at 12 and 18 months follow up.  

The third study’s attrition rate was too high to show significance.  The level III, cohort study 

examined the use of the 5A’s with untrained physician participants.   Findings were significant in 

weight loss when physicians included the “Arrange” aspect of the 5A’s in this limited three 

month follow up.  Physicians were found to be more likely to ask and advise than to agree, assist 

or arrange (Alexander et al., 2011).  The review by Wadden et al. (2014) demonstrated two 

applicable studies delivering brief MI that achieved clinical significance.  As reinforced by CMS, 

motivational interviewing has shown significant promise in primary care as an effective tool to 

achieve clinically significant weight loss as long as strong follow up is maintained.  

Other 

 The last three of four studies demonstrated significance.  There were three level I studies, 

two level III’s and one level IV.  Aveyard et al. (2016), a level I, looked at the effect of a 

physician referral to a weight loss program, with an appointment made prior to leaving the 

provider’s office.  This was done in the United Kingdom where weight loss programs are 
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generally covered under insurance.  The study demonstrated weight loss at 12 months was 

significantly increased in the intervention group (p < .0001).  In the next study, the addition of a 

smart phone application ‘MyFitnessPal’, was assessed as the sole intervention.  There was no 

significant weight loss difference between the intervention and control group, but the 

intervention group had weight loss, while the control group had a mean 0.6 lb weight gain (Laing 

et al. 2014).  The next brief intervention was primarily a handout (10TT leaflet), framed from 

Habit Formation Theory.  The handout used in this level I study was reviewed with the patient; a 

logbook was also given.  There was follow up at three, six, twelve, and twenty-four months.  

Appendix F contains the Ten Top Tips handout.  A significance in weight loss in the intervention 

group compared to the control group at three months was appreciated.  This study was performed 

in the UK where again it is usual care to refer to weight management programs. The usual care 

group caught up in weight loss, and at 24 months the weight loss was maintained in 27% of the 

intervention group and 26% in the usual care group (Beeken et al., 2017).  Grant et al. (2013), 

also demonstrated that there can be weight loss with a simple intervention such as asking 

patient’s exercise quantity while taking vital signs.  While there was improved physician 

documentation and weight loss, the weight loss was not significant.  A survey by Pool et al. 

(2012), found that overweight or obese participants reported greater than two times the odds of a 

10% weight loss if their weight was discussed by physician.  Finally, the Canadian guidelines by 

Brauer et al. (2015), strongly recommended obtaining measurements and BMI at primary care 

visits.  Also a referral to a structured behavioral program for those with a BMI greater than 30-

39.5 is recommended (Brauer et al., 2015); structured behavior programs are consistent with 

higher frequency recommendations found in other studies in the review, but are less applicable 

for United States due to lack of obesity care reimbursement.  While these studies are vastly 
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different and lack consensus on any one measure, they do show insight into the difference that a 

brief measure can provide such as a referral, a question of exercise quantity with vital sign 

taking, and a handout focusing on behavioral cues. 

Strengths 

 The strengths of this search were first highlighted by the involvement of the most recent 

research from 2011-2017.  With several systematic reviews, this review was able to encompass 

older studies that had applicability and validity for this topic.  Additionally, with the call for 

primary care to act, this search was specifically geared towards interventions, recommendations, 

and applications that are practical and evidence based for obesity treatment for primary care in 

the United States.  With 11 level I studies this search was fortified with higher levels of 

evidence, but also had an array of Level I- IV studies that were able to add to insight with sheer 

high numbers.   

Limitations 

 The limitations of this review include only the outcome of weight loss.  There are other 

important outcomes that could be articulated as a result of some interventions that were not 

evaluated in this research, for example, improved behaviors, which are the first step for weight 

loss.  Other physiological measures that could have been affected by interventions such as blood 

pressures and HA1C’s, lipids, and others, weren’t evaluated in this study.   Furthermore, the 

studies that were found with these search terms came up with traditional methodologies with a 

few nuances.  It was disappointing to see that there were few studies that encompassed a more 

simplistic behavioral and holistic approach.  For example: The initial search produced reviews 

from experts that emphasized concepts of importance that were not specifically addressed in 

these studies; such as restaurant eating, television time, and sleep, in particular (Soleyemani, 
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Daniel, & Garvey, 2015).  These interventions are an opportunity for future research.  

Additionally, as pointed out by Bjorntorp (2001), a strong relationship exists between stress, 

cortisol production, and abdominal fat.  It was disappointing that no studies consisted of stress 

reduction and stress management as interventions.  Possibly a different search strategy would 

produce these results, however, the question would likely need to be narrowed significantly. 

Recommendations 

• Screen yearly for obesity with BMI, and waist circumference if status is in question.  

Screening and documentation brings increased awareness which can lead to increased 

discussion and interventions.  

• Primary care providers should consider the addition of medications to facilitate weight 

loss on an individual basis, as a highly individualized strategy, with behavioral change 

made evident first.  

• Medication is approved for those with a BMI of 27-29.9 with comorbidities, or a BMI of 

30 or greater.   

• Long term medication use has not been adequately studied. 

• There are a variety of diets that have proven to be effective in weight loss as long as they 

incorporate reduced caloric intake (which is the key).  Many of these diets limit 

carbohydrates and increase protein, but simply recommending, eating more protein, and 

eliminating types of foods, or recommendations to increase fiber content, can create the 

same results.    

• A 500 kcal or 30 % reduction daily in energy intake is recommended.  This equates to 

1200-1500 kcal/day for women and 1500-1800 kcals for men.  
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• For weight loss maintenance, exercising between 200-300 minutes per week is 

recommended. 

• Increase energy expenditure throughout the day when not exercising.  Items may include 

house chores, standing during commercials, and an increase in volitional activity.  

• Encourage consistent monitoring and completion of food, physical activity and exercise 

logs. 

• Patients should weight themselves daily for optimum weight loss and maintenance.  

• Frequent weight management and counseling are recommended to achieve best results; 

this includes more than monthly visits for your initial treatments.  Provide continued 

regular support through time of usual weight regain (which is six months to two years).  

• Motivational Interviewing is a brief technique that should be used in primary care to help 

patients realize weight loss.  It should be used with the highest level of frequency that is 

reimbursed by insurance.  

• Consider using a handout that focuses on behavioral tools for patients and not just dietary 

and physical activity requirements. 

• All recommendations should be reinforced with patient education about expected 

challenges they will face and continued need for support and vigilance after initial weight 

loss.  This includes patient education on physiological mechanisms that will produce the 

cravings that falsify the need for food.  

Conclusion 

 Characteristics of people who have been able to maintain weight loss have been found by 

the National Weight Control Registry to include: eating breakfast, high amounts of volitional 

activity, decreased fat intake, monitoring of dietary and physical activity, consumption of 
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low or no calorie beverages, increased dietary restraint, television viewing time of less than 

ten hours weekly, and self-weighing (as cited in Soleymani, Daniel & Garvey, 2015).  

Primary care providers can provide guidance and support, while helping some patients 

achieve successful weight loss maintenance characteristics, using the recommendations 

provided.  Like other significant health problems, this effort will need to be supported by 

national policies and campaigns promoting healthy habits, and safe recreational 

environments, to have the much needed large-scale effect.  
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Appendix A 

Evaluation Tables 

 
Citation 

 
Type of Study 

& 
Framework 

Sample/ 
Setting 

Variables Measurements Data 
Analysis 

Study Findings Worth to 
practice 

Level and 
Quality of 
Evidence; 

Strengths and 
Weaknesses 

Alexander 
et al. 
(2011) 
 
 
 
 
 
 
 
 
 

Cohort Study 
 

5A’s 
Framework-
Ask, Advise, 
Assess, 
Assist, 
Arrange 

N=426 
patients from 
primary care 
with BMI of 
>25 
Adults 

IV-recorded 
primary care 
provider visit 
while evaluating 
use of any of the 
5A’s 
DV- Weight loss 

Weight and 
height at 3 
months follow 
up 

Mean weight pre 
and post 
And  
P value 

Significant difference in 
weight loss specifically 
in session when 
physicians used the 
“Arrange” aspect of the 
5A’s 
(not limited to just the 
arrange..) 
 

Yes; Level III, B 
Strengths- 
Physician 
delivered- no 
training; Patients 
only told they 
were in a 
preventative 
study.  
Weaknesses- 
Only a 3 month 
follow up. 
 
 

 
Ara et al. 
(2012) 

Systematic 
Review 

83 trials 
included for 
weight as 
outcome. A 
review of 
medications 
used in 
primary care 
from 
EMBASE, 

IV-Orlistat, 
Sibutramine, or 
Rimonabant 
 
DV- Weight loss, 
or BMI 
 

 

Weight, BMI 
 

Pairwise meta 
analysis with 
heterogeneicity, 
Mixed treatment 
comparison, 
covariate analysis 

 

Orlistat only relevant 
other two off market.  
Orlistat produced a 
mean weight loss of 
2.29-18.91 weight loss 
and the comparison 
lifestyle behavior, diet 
group lost a mean of .5-
2.55kg.  

No; Level I  
Quality- B  
Strengths- Large 
quantity of 
studies.  
Weaknesses- An 
author with a 
conflict of 
interest was 
identified. 
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Cochrane, 
and Cinahl 
 

 

Sibutramine & 
Runibubant is no 
longer approved 
in the US. Data 
quality from 
trials was low. 

Aveyard et 
al. (2016) 
 

 

Parallel 
Randomized 
Two Arm 
Trial 
 

 

1882 obese 
participants 
in primary 
care-
England. 
 

 

IV-Intervention 
arm-referral to 
weight 
management 
program with 
appointment 
made prior to 
leaving pcp.  
Other arm- 
included general 
usual 
personalized 
advice  
 

 

Weight change 
from baseline 
to 12 months 
 

 

P value 
SD and CI 

 

Weight loss at 12 
months was 
significantly increased 
in the intervention group 
p<.0001; 1-43 kg 
 

 

No; Level I; 
Quality B 
Strengths were 
large sample 
size, brief 30 
second 
intervention. 
Weaknesses- 
Not 
generalizable to 
our population 
due to lack of 
weight 
programs. 

Barnes & 
Ivezaj, 
(2015) 

Systematic 
Review 
 
MI 

Pubmed 
search with 
24 studies 
reviewed 
specifically 
studied in 
primary care 
(1/3 provided 
by NP or 
physician)  

 

IV- MI in 
primary care 
delivered by 
providers or 
other auxillary 
trained people 
and a control of 
usual advice with 
some enhanced 
usual care. 
DV-Weight loss 
or decrease in 
BMI 
 
 

Weight, BMI P value Only 2 studies delivered 
by physicians and 1 by 
NP’s. 10 studies showed 
less than 1kg weight 
loss; 12 studies (1/2) 
showed weight loss of 
1-4.9 kg for 
interventions ranging 
from 12weeks- 2 years.  
In comparing to 
controls, 12 studies 
reported no significant 
weight loss compared 
with control. 9 studies 
(37.5% showed 
significant weight loss 
compared to control 

No; Level I; 
Quality B  
Strengths- study 
was specific to 
primary care 
implementation. 
Weaknesses- 
unreported or 
variable fidelity 
in majority of 
studies.  Studies 
could have loose 
representation of 
MI 
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Beeken et 
al., (2016) 

 

Randomized 
Controlled 
Trial 
 
Habit 
Formation 
Theory- 
Habits are 
triggered 
automatically 
and learned 
through 
repetitive 
action in a 
regular 
context. 
 
 

 

537 Adults 
in primary 
care 
population 
with BMI 
>30.  PCP 
location in 
rural and 
urban 
England 

 

Intervention-
Self-guided 
leaflet-10T with 
30- minute initial 
instruction. 3 
Month follow-up 
 

 

BMI, waist 
circumference, 
BP, total 
cholesterol, 
Weight loss 
maintenance 
through 24 
months. 
 

 

Mean difference 
of weight, CI and 
P value 
 

 

A significant increase in 
weight loss at 3 months 
compared to control( 
p=.004)At 24 months 
27% had achieved at 
least a 5% weight loss 
which was maintained 
and 26% in the usual 
care group which was 
not a significant 
difference (not a true 
control) 

Yes. Level I; 
Quality B 
Strengths: good 
generalizability.  
Weaknesses- 
Control group 
was actually a 
‘usual care’ 
group which 
often refers to 
weight 
management 
programs which 
have shown to 
be effective in 
England. 
 

 

Brauer et 
al. (2015) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Guidelines 
(Canadian) 

Review of 
RTC’s from 
’80-2013 
with a focus 
on adult 
primary care 
relevant 
interventions  
 

 

Behavioral or 
pharmacological 
interventions 
 

BMI, Weight, 
waist 
circumference, 
total 
percentage of 
body fat 
 
 

Strong or weak 
recommendations, 
With added 
evidence grade of 
high, moderate or 
low 
 

Strong 
Recommendations 
BMI measurement at 
PCP visits 
For BMI 30-39.5 refer 
to structured behavior 
interventions. 
Weak 
Recommendations: 
Adults who are 
overweight or obese 
should offer structured 
behavior interventions. 
Routinely not offer 
pharmacological 
interventions including 
metformin or orlistat 
(due to harms concerns) 
 

Yes; Level IV; 
Quality B 
Strengths- this 
was specific to 
primary care and 
included only 
evidence from 
RTC’s 
Weaknesses- 
Not specific 
enough to be 
applicable; 
possibly more 
pertinent to 
Canadian 
primary care 
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Burke, 
Wang & 
Sevick, 
(2011) 

Systematic 
Review 

N= 34 
articles 

Ovid 
MEDLINE 

and Ovid 
PsycINFO  

1989-09 
and had to 
report 
effects of 
self- 
monitoring 
on weight 
loss 

 

IV- Self- 
monitoring ie. 
dietary logs, 
physical activity 
logs, and self -
weighing  
 
DV- weight loss 

Weight loss, 
BMI, and 
prevention of 
regain 

Mean and SD of 
age, BMI, or 
weight 

Dietary logs- 
Significance between 
frequency and 
completeness and 
weight loss.  
Physical Activity- 
Significantly greater 
weight loss in those that 
monitored physical 
activity.  
Daily weighing was 
significantly greater 
weight loss than weekly 
weighing; the 2 RTC’s 
also agreed with this.  
 

Yes. Level II 
Quality B 
Strengths- added 
to the level of 
knowledge thus 
far in self- 
monitoring.  
Weaknesses-  
Generalizable to 
obese white 
women as this 
was mostly the 
demographic 
studied.  There 
were only 6 
RTC’s in this 
review and some 
weaknesses in 
methodology. 
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Grant et al. 
(2013) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quasi-
experimental 
Cohort study 
 

 

11 different 
primary care 
medical 
centers; 
696,267 
audited and 
surveyed 
participants. 

 

Exercise as vital 
sign (EVS) at the 
beginning of a 
visit; Other group 
without EVS 
implemented. 

 

Physicians 
documentation 
of exercise in 
progress note, 
lifestyle 
related 
referrals, 
patient report 
of physician 
counseling, 
weight change 
among 
overweight 

 
 
 
 
 

OR, CL, and P 
value 
 

 

Weight loss in the 
intervention group was 
.20 lb greater among 
overweight patients 
which was significant 
p=<.001, but not 
clinically significant.  
An increase in 12% of 
documentation in PCP 
progress notes with an 
OR 1.12 with EVS. 
 

No; Level III; 
Quality B.   
Strengths- large 
sample size 
across multiple 
primary care 
therefore 
generalizable. 
Weaknesses 
unsure of 
objectivity of 
measurements; 
unable to 
account for EVS 
not performed in 
intervention 
clinics.  

 
 

Laing et al. 
(2014) 
 
 
 
 
 
 
 
 

Randomized 
Control Trial 

 

212 Primary 
Care patients 

 

IV- Usual care in 
primary care 
Or usual care 
plus smartphone 
app 
DV- weight loss 
at 3 months and 6 
months 

 

Weight P value No significant 
difference 

No; Level I; 
Quality B 
Strengths- RTC; 
mixed racial 
group;  
Weakness- 
Majority were 
women; High 
attrition rate; the 
physicians not 
the ones 
recommending 
the app. 
Contamination 
of control group 

 
Leblanc et 
al. (2011) 

Systematic 
Review 

Medline, 
PsycInfo, 

IV- interventions 
focused on 

Weight loss or 
Harms 

Random effects 
Meta-regression 

More sessions 
associated with greater 

Yes; Level I 
Quality B. 
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Cochrane 
Websites 
Institute of 
Medicine 
(IOM), 
National 
Institute of 
Health, 
(NIH) and 
NIH and 
NICE;  
Randomized 
Controlled 
Trials with 
interventions 
focused on 
weight loss 
in adults in 
Primary care 
setting; For 
the fourth 
key question 
which geared 
towards 
harms:  
included 
other types 
of studies  
 
 

weight loss in 
adults 
 
Primary DV- 
weight loss in 
primary care, and 
harms 
 
 

experienced by 
patient 
 
 

 

 
Also statistical 
heterogeneity by 
using chi-square.  
 

 

weight loss. More than 
12 sessions/year 
associated with 6% of 
baseline weight loss.  < 
12 sessions with 2.8 % 
loss.  After adjusting for 
# of sessions no 
relationship 
demonstrated with effect 
size: physical activity 
sessions, group sessions, 
individual sessions, 
technology-based 
intervention, specific 
weight-loss goals, 
spouse or family 
involvement, addressing 
barriers to weight loss, 
motivational 
assessment, self-
monitoring, incentives, 
or support after active 
intervention phase. 
Orlistat plus behavioral 
resulted in 5-10 vs 3-6 
kg weight loss  

Strengths- Only 
RTC’s that had 
strict controls 
were included. 
Interventions 
implemented or 
that supposedly 
could be 
incorporated into 
primary care.   
Weaknesses- 
there was a wide 
range of 
interventions 
and most studies 
were not in 
primary care. 
More than 12 
visits in a year 
may be very 
difficult to 
achieve for 
most.  
 
 
 
 

Lenoir, 
Maillot, 
Guibot. & 
Ritz, 
(2015) 

An 
Observation 
Retrospective 
Cohort Study 
 

 

14,256 adult 
patients with 
a BMI of 
greater than 
25 from 
practitioners 
practicing 
behavioral 

IV- Behavioral 
management, 
dietary 
counseling 
(moderately high 
protein, and 
carbohydrate 
limited with 

Weight and 
body 
composition 
measured by 
Tanita 
bioelectric 
impedance  

 

Non-parametric 
chi square test; 
linear model and p 
value 

 

52.4 % lost at least 10% 
of their initial weight. 
26.7% maintained that 
weight loss for at least 
12 months 25.7 % did 
not.  More consultations 
with primary P<.001, 

Yes; Level III; 
Quality-A 
Strengths- 
higher 
percentage of 
weight loss 
maintenance 
than in similar 
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nutrition in 
General 
practice 
clinics 

supplementation 
and weight loss 
follow up. 
 

 

higher BMI p<.001in 
the beginning 

 

previous studies- 
shows more 
promise for 
interventions.  
PCP managed 
obesity  
Weakness- No 
control, mostly 
women  

 
National 
Institute of 
Health, 
(2013) 
 

 

Systematic 
Evidence 
Review 

 

1998-2009 
For Diet 
review-23 
articles were 
good /fair in 
quality/ 
For 
behavioral 
interventions 
51 trials 
reviewed 

 

IV-Diet 
composition or 
specific diet 
DV- Weight loss 
/ 
IV- Behavioral 
intervention 
(various settings) 
IV- Medication 
IV-Self 
montioring 
 

 

Weight or 
body 
composition  

 

Recommendations 
and high, medium, 
or low evidence 
and rational 

High levels  evidence 
for limited kcal/day, 
Higher protein levels, 
lower carb, with max 
weight loss at 6 months.  
Average weight loss of 
4-12 kg with diet 
modification and at 2 
years 3-4 kg weight loss 
remains. High levels of  
evidence for effective 
high intensity treatment 
include reduced 
calories, physical 
activity 2-300 minutes 
weekly, and behavioral 
strategies ie frequently 
self- monitoring. 
Continued bimonthly or 
more meetings have 
some weight regain after 
1 year but much less 
than no treatment; To 
date, studies show in 
low-moderate intensity 
(moderate is monthly or 
every other week) PCP 
not effective.  

Yes; Level I;  
Quality A 
Strengths- Only 
studies deemed 
Good to fair 
were included; 
2010 and 11 
included if over 
100 participants 
in study. 
Weaknesses- 
review is only 
through 2009 
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Orlistat -additional of 2-
3 kg at one and two 
years was achieved 
which in diabetics also 
produced a reduction in 
.4% in hA1C per year 
 

Pool et al. 
(2014) 
 

 

Cohort survey 
study 

National 
Health and 
Nutritional 
Exam Survey 
participants. 
N=5054 

 

Report of 
physicians’ 
discussion of 
weight with 
participant and 
attempts at 
weight loss.  

 

Reports of 
weight loss 

Logistic 
regression models 
used.  CI 

 

Overweight or obese 
participants reported 
greater than 2 times the 
odds of reporting a 
greater than 10% weight 
loss if their weight loss 
was discussed by 
physician.  
 

Yes; level III  
Quality B. 
Strengths- this 
was a large 
cohort with a 
large represented 
group.   
Weaknesses- 
results based on 
self-report 
instead of 
objective 
measures.  Time 
period of when 
they were told 
by their 
physician to lose 
weight was 
unknown. 

 
Soleymani, 
Daniel, & 
Garvey 
(2015) 

Expert 
Review 

Pubmed and 
National 
Guidelines 

Reporting on the 
‘Medication’ 
chart only as an 
exception 

Weight loss % weight loss 
compared to 
placebo 

Phentermine/topiramate-
(ER) 3.75/23 daily x 14 
days than increase to 7.5 
mg- up to -10.9% 
weight loss compared to 
placebo 
 
Lorcaserin- 10 mg twice 
daily—4.5% to 5.8 % 
vs. placebo 1.5% to 
2.5%) after 1 year 

Yes; level IV, 
Quality B 
Strengths – this 
is the only 
review that 
compared all of 
these 
medications 
approved after 
2012.  
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Naltrexone/bupropion 
ER 8/90 escalation dose 
up to week 4- -5% to 
9.3% vs placebo 1.2% to 
5.1% after 56 weeks 
 
Orlistat- 120 mg three 
times daily- -5.8kg vs. 
3kg with placebo after 4 
years- HIGHER 
frequency of GI AE’s.  
 
Laraglutide 3 mg once 
daily -6.2 to 8% vs 
placebo -2 to 2.6% after 
56 weeks 
 
 

Weaknesses- 
This study is 
merely reporting 
results, and did 
not report 
significance 
level. 

Wadden et 
al. (2011). 

 

Longitudnal 
(24 month 
Randomized 
Control Trial 

 

390 Obese 
adults in 
Primary Care 
 

 

IV- 1) Usual 
Care-quarterly 
visits that include 
pcp brief 
education on diet 
and exercise; 2) 
Quarterly brief 
visits plus 
monthly 
behavioral 
counseling by 
trained auxillary 
staff 3) Previous 
2 plus choice of 
meal replacement 
or medication 
(Orlistat only one 
still legal) 
DV- Weight loss 

Body weight, 
BMI  

 

P value, R value 
 

There was no significant 
difference in control and 
intervention 
P<.025 for all 
comparisons with both 
lifestyle counseling 
groups with 
significantly more 
weight loss at 24 
months.  There usual 
care had 2kg +-0.5; the 
addition of meal 
replacement or weight 
loss drug increased 
average weight loss by 
2.9 kg; Food record 
completion had 
strongest predictor of 
weight loss in the first 6 

Yes; Level I; 
Quality A; 
Strengths- 
Longer study 
which 
incorporates 
maintenance; 
good control 
Weakness-  
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 months. Only the 
enhanced treatment 
group at 24 months had 
maintained a significant 
increased weight loss. 

Wadden, 
Butryn, 
Hong, & 
Tsai, 
(2014) 

Systematic 
Review 

Search 
between 
1980-2014 
12 Trials, 
3893 
participants 

IV- Behavioral 
counseling, diet, 
exercise and 
behavioral 
therapy for at 
least 3 months 
with at least 6 
month follow up 
DV- Weight 
 
 

Weight loss P value  3 studies looked at 
monthly visits- 6 month 
weight loss was a mean 
of 3.5-4.4 kg- mean 
weight loss after this at 
12 and 24 months was 
0.6-1.7 kg (48% losing 
at least 5 % of baseline 
weight. 2 trials strongly 
supported frequency of 
intervention with 65% 
and 52.7% achieving at 
least 5%of baseline 
weight loss with 12 
weekly face to face 
sessions (these were 
group lifestyle sessions 
probably not pertaining 
to my question. This 
review also found that 
interventions that 
specifically included 
patient specific goals for 
energy restriction and 
expenditure had higher 
weight losses.  

Yes; Level I, 
Quality A; 
Strengths this 
was a wide 
search between 
the time of 
1980-2014 so it 
grabbed 
additional 
articles not 
otherwise in my 
search.  Strict 
quality 
inclusion. 
Weaknesses: 
The review did 
not find studies 
that used CMS 
approved 
providers 
(PA,NP’s or 
Physicians.  
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Appendix B 

Synthesis Table 

Citation/ 
Year 

Level of Evidence 
& Quality 

Study Design Number of 
participants 

Interventions Data Analysis Major Findings Pertinent 
to question 
 
 

Ara et al. 
(2012) 

Level I, Quality B  
 

Systematic 
Review 

N=24808 
Studies 83 that 
included weight.  

Medications (only 
current legal 
medication studied 
is Orlistat) 
 

Pairwise meta 
analysis with 
heterogeneicity, 
Mixed treatment 
comparison, 
covariate analysis 
 

Orlistat only relevant 
other two off market.  
Orlistat produced a mean 
weight loss of 2.29-
18.91 weight loss and 
lifestyle behavior, diet 
comparison lost a mean 
of .5-2.55kg. 

Aveyard et al. 
(2016) 
 

Level I, Quality B Parallel two arm 
randomized 
study 

N=1882  in the 
UK 

Brief physician 
intervention-
Referral to weight 
management 
program VS regular  

P value 
SD and CI 
 

Weight loss at 12 
months was significantly 
increased in the 
intervention group 
p<.0001; 1-43 kg greater 
than arm that wasn’t 
referred and given 
regular advice.  40% of 
patients offered referral 
attended 12 month 
weight management, and 
52% took effective 
management to monitor 
weight. 
 

Barnes & 
Ivezaj, (2015) 

Level I, Quality B  
 

Systematic 
Review 

N= 
24 studies 

Motivational 
Interviewing 
delivered by 
providers OR other 
trained auxillary 
staff 

P Value Only 2 studies delivered 
by physicians and 1 by 
nurse practitioners.  
10 studies showed less 
than 1kg weight loss; 12 
studies (1/2) showed 
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weight loss of 1-4.9 kg 
for interventions ranging 
from 12weeks- 2 years.  
In comparing to 
controls, 12 studies 
reported no significant 
weight loss compared 
with control. 9 studies 
(37.5% showed 
significant weight loss 
compared to control.  In 
the studies with provider 
interventions 2/3 showed 
significance in weight 
loss with p=.01 and 
p=.06; the third study 
wasn’t large enough to 
detect a difference. 

Beeken et al. 
(2016) 
 

Level I, Quality C Randomized 
Controlled Trial 
 

N=537 Intervention-Self-
guided leaflet-based 
on habit formation 
theory with 30- 
minute initial 
instruction. 3 Month 
follow-up 
Than 6,9, 12, 18 
month follow up 
ALSO involved self- 
monitoring logs 
given to patients 
 

Mean difference of 
weight, CI and P 
value 
 
 

A significant increase in 
weight loss at 3 months 
compared to control 2x 
as many with 5% or 
more weight loss as 
usual care p=0.004. At 
24 months 27% had 
achieved at least a 5% 
weight loss which was 
maintained and 26% in 
the usual care group 
which was not a 
significant difference 
(not a true control 

Laing et al. 
(2014) 
 

Level I, Quality B Randomized 
Control Trial 
 

N=212 Usual care plus 
download of 
smartphone app 
“Myfitnesspal” for 
monitoring    

P value No significant difference 
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Leblanc et al. 
(2011) 

Level I, Quality C Systematic 
Review 

58 Studies Behavior based 
interventions 
 
Behavior plus 
orlistat 
 
 

Random effects 
Meta-regression 
 
Also statistical 
heterogeneity by 
using chi-square.  
 
 

Interventions with   
more sessions 12-26 lost 
more weight 4-7 kg or 
6% baseline weight, 
vs1.5- 4kg in 
intervention groups less 
than 12 sessions. After 
adjustment for number 
of sessions in the first 
year, none of the 
following demonstrated 
a relationship with effect 
size: physical activity 
sessions, group sessions, 
individual sessions, 
technology-based 
intervention, specific 
weight-loss goals, 
spouse or family 
involvement, addressing 
barriers to weight loss, 
motivational assessment 
(for example, pros and 
cons of weight loss), 
self- monitoring, 
incentives, or support 
after active intervention 
phase. Orlistat studies 
are poor: but included an 
8 % in behavior plus 
orlistat compared to a 
5% weight loss in 
behavior only.  Meta 
analysis of 12 trials 
orlistat lost 3 kg more at 
12 months than placebo 
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National 
Institute of 
Health, 
(2013) 
 

Level I, Quality A 
 

Systematic 
Review 

17 trials (23 
articles) for 
Dietary study 
 
 

Interventions related 
to weight loss: Diet 
types, meal 
replacement, portion 
control, 
Medication, 
Physical Activity, 
Self- monitoring 
 
 

Recommendations 
given and graded 
strong, moderate, or 
low 

Dietary: High levels  
evidence for limited 
kcal/day, Higher protein 
levels, lower carb, with 
max weight loss at 6 
months.  Average weight 
loss of 4-12 kg with diet 
modification and at 2 
years 3-4 kg weight loss 
remains. High levels of  
evidence for effective 
high intensity treatment 
include reduced calories, 
physical activity 2-300 
minutes weekly, and 
behavioral strategies ie 
frequently self- 
monitoring. Continued 
bimonthly or more 
meetings have some 
weight regain after 1 
year but much less than 
no treatment; To date, 
studies show in low-
moderate intensity 
(moderate is monthly or 
every other week) PCP 
not effective.  
Orlistat -additional of 2-
3 kg at one and two 
years was achieved 
which in diabetics also 
produced a reduction in 
.4% in hA1C per year 
 

Wadden et al. 
(2011) 
 

Level I, Quality A 
 

Longitudinal 
Randomized 
Control Trial 

N=390 Interventions: 
Usual Care-
quarterly pcp visits 

P value, R value 
 

At 24 months weight 
loss in first, second and 
third group as follows 
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no specifics on 
weight behaviors 
given. 
Brief Lifestyle 
Counseling-Same 
quarterly visit as 
usual plus an 
additional 10-15 
minute session with 
auxillary staff who 
followed brief 
interventions similar 
to diabetes 
prevention program;  
Enhanced Group- 
Same as above plus 
choice of meal 
replacement. 
Subutramine or 
orlistat  

1.7±0.7, 2.9±0.7, and 
4.6±0.7 kg; The third 
group resulted in 
significantly greater 
weight loss than usual 
care; Max weight loss 
reached usually at 12 
months.  

 

Wadden, 
Butryn, Hong, 
& Tsai, 
(2014) 
 

Level I, Quality A Systematic 
Review 

12 Trials, 3893 
participants  

Behavioral 
counseling, diet, 
exercise and 
behavioral therapy 
for at least 3 months 
with at least 6 month 
follow up 
Delivered by PCP’s 
alone or medical 
assistants and 
dietician with PCP  
 

Mean weight loss.  P 
value 

3 studies looked at 
monthly visits- 6- month 
weight loss was a mean 
of 3.5-4.4 kg- mean 
weight loss after this at 
12 and 24 months was 
0.6-1.7 kg (48% losing 
at least 5 % of baseline 
weight. 
2 trials strongly 
supported frequency of 
intervention with 65% 
and 52.7% achieving at 
least 5%of baseline 
weight loss with 12 
weekly face to face 
sessions (these were 
group lifestyle sessions 
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probably not pertaining 
to my question). This 
review also found that 
interventions that 
specifically included 
patient specific goals for 
energy restriction and 
expenditure had higher 
weight losses. 

Burke, Wang 
& Sevick, 
(2011) 

Level II, Quality B 
 

Systematic 
Review 

N= 34 articles 

 

Articles specifically 
had to address self- 
monitoring of diet, 
exercise and self- 
weighing 

Mean and SD of age, 
BMI, or weight 

15 focused on dietary 
self -monitory, 1 on 
exercise, and 6 on self-
weighing. 
There were 5 total 
studies that looked at 
monitoring weight but 
only 1 which gave 
weight loss measures as 
outcome. Consistent 
Recording daily exercise 
resulted in significant 
greater weight loss.  In a 
weight gain prevention 
trial only daily weighing 
was associated with 
weight loss, in another 
weight loss trial, daily, 
weekly or monthly 
weighing was associated 
with weight losses, with 
more frequent weighing 
associated with the 
greatest weight loss at 
24 months.  Another 
study found daily self- 
weighing associated 
with lower risk of 
weight regain.  Another 
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demonstrated increased 
frequency demonstrated 
greater weight loss.  Diet 
records in many studies 
were associated with 
greater weight loss and 
significantly greater 
weight loss in some.  
Completeness of records 
was associated with 
more loss.  

Alexander et 
al. (2011) 

 
 

Level III, Quality B Cohort Study 
 

N=426 Recorded primary 
care provider visit 
x1while evaluating 
use of any of the 
5A’s in physicians 
with little to no 
training in 5A’s.  
 

Mean weight pre and 
post 
And  
P value 

A significant difference 
in measured weight loss 
for patients whose 
physicians Arranged 
(Mpre=101.4 kg, 

SE=3.49 versus Mpost= 

99.9kg, SE= 3.51) 
compared to patients 
whose physicians did 
Not Arranged (Mpre= 

91.1 kg, SE=.76 versus 
Mpost= 91.2kg, SE= .76 

P=.05).  No other sig 
difference for weight 
parameter.  

Grant et al. 
(2013) 

Level III, Quality B Quasi-
experimental 
Cohort study 
 

N=696,267 Exercise levels 
taken as part of vital 
signs (EVS) at the 
beginning of a visit  
 

OR, CL, and P value 
 
 

An increase in 12% of 
documentation in PCP 
progress notes OR 1.12 
with EVS; 
In a multivariate linear 
model adjusting for 
baseline differences, 
attendance at an EVS 
primary care practice 
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was associated with 0.20 
lb greater weight loss 
among overweight 
patients (95 % CI: 0.12–
0.28 lbs, p <0.001 
statistical significance 
not clinical. 

Lenoir 
Maillot, 
Guibot. & 
Ritz, (2015)  

Level III, Quality 
A 

Retrospective 
Cohort Study 
 
 

N=14,256 Behavioral 
management, dietary 
counseling, with 
limited 
carbohydrate. 
(moderately high 
protein[2.2-1.5 g/kg 
for 25 or 30 BMI 
respectively] 
provided by 
InsuDiet 

Non-parametric chi 
square test; linear 
model and p value 
 

52.4 % lost at least 10% 
of their initial weight. 
26.7% maintained that 
weight loss for at least 
12 months 25.7 % did 
not.  More consultations 
with primary P<.001, 
higher BMI p<.001in the 
beginning 
 

Pool et al. 
(2014) 
 

level III, Quality B Cohort survey 
study 

N=5054 
 

Data Analysis of 
National Health and 
Nutritional 
Examination Survey 
(NHANES) in 
2005—2008. 
Evaluation of 
previous indicated 
previous discussion 
of weight status with 
primary provider or 
physician.   

 

Self-reported weight 
loss 
 
OR and CI 

Overweight or obese 
participants reported 
greater than 2 times the 
odds of reporting a 
greater than 10% weight 
loss if their weight loss 
was discussed by 
physician.  
In logistic regression 
models, controlling for 
known predictors of 
weight loss as described 
above, overweight 
participants were 
significantly more likely 
to report a 5% loss of 
weight in the past year if 
their physician told them 
they were overweight 
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(adjusted OR 1.88; 95% 
CI 1.45—2.44; Obese 
participants reported 
similar results (adjusted 
OR 1.79; 95% CI 1.30—
2.46). Over- weight and 
obese participants had 
greater than two times 
the odds of reporting a 
greater than 10% weight 
loss if their weight status 
was discussed by their 
physician (overweight: 
adjusted OR 2.38; 95% 
CI 1.62—3.49; obese: 
adjusted OR 2.15; 95% 
CI 1.23—3.74)  

Brauer et al. 
(2015) 
 

Level IV, Quality 
B 
 
 
 
 
 
 
 
 
 
 
 

Guidelines 
(Canadian) 

26 articles 
included 

Behavioral or 
pharmacological 
interventions 
 

Strong or weak 
recommendations, 
With added evidence 
grade of high, 
moderate or low 
 

Strong 
Recommendations to get 
BMI at PCP visits.  For 
BMI 30-39.5 refer to 
structured behavior 
interventions. 
Medication: low level 
recommendation to 
avoid regular rx for 
medication for weight 
loss. 
 

Soleymani, 
Daniel, & 
Garvey 
(2015) 

Level IV, Quality 
B 

Expert Review 8 studies cited 
for medication 
table 

Medication 
effectiveness 

Weight loss 
compared to placebo 

Phentermine/topiramate-
(ER) 3.75/23 daily x 14 
days than increase to 7.5 
mg- up to -10.9% weight 
loss compared to 
placebo 
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Lorcaserin- 10 mg twice 
daily—4.5% to 5.8 % vs. 
placebo 1.5% to 2.5%) 
after 1 year 
 
Naltrexone/bupropion 
ER 8/90 escalation dose 
up to week 4- -5% to 
9.3% vs placebo 1.2% to 
5.1% after 56 weeks 
 
Orlistat- 120 mg three 
times daily- -5.8kg vs. 
3kg with placebo after 4 
years- HIGHER 
frequency of GI AE’s.  
 
Laraglutide 3 mg once 
daily -6.2 to 8% vs 
placebo -2 to 2.6% after 
56 weeks 
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Appendix C 

 
RAPID	CRITICAL	APPRAISAL	OF	EVIDENCE	BASED	GUIDELINES	

1. Credibility	

a. Who	were	the	guideline	developers?	 	 	 	

	 _____________________	

b. Were	the	developers	representative	of	key	stakeholders	in	this	

specialty	(interdisciplinary)?	 	 	 	 	 	 	 Yes

	 No	 Unknown	

c. Who	funded	the	guideline	development?	 	 	 	

	 _____________________	

d. Were	any	of	the	guideline’s	developers	funded	researchers	of	the		 	 Yes

	 No	 Unknown	

reviewed	studies?	

e. Did	the	team	have	a	valid	development	strategy?	 	 	 	 Yes

	 No	 Unknown	

f. Was	an	explicit	(how	decisions	were	made),	sensible	and	impartial	process		

used	to	identify,	select,	and	combine	evidence?		 	 	 Yes	 No

	 Unknown	

g. Did	its	developers	carry	out	a	comprehensive,	reproducible	literature		

review	within	the	past	12	months	of	its	publication/revision?	 	 Yes	 No

	 Unknown	

h. Were	all	important	options	and	outcomes	considered?		 	 Yes	 No

	 Unknown	

i. Is	each	recommendation	in	the	guideline	tagged	by	the	level/strength	of		

evidence	upon	which	it	is	based	and	linked	with	the	scientific	evidence?	 Yes

	 No	 Unknown	

j. Do	the	guidelines	make	explicit	recommendations	(reflecting	value		

judgments	about	outcomes)?	 	 	 	 	 	 Yes	 No

	 Unknown	

k. Has	the	guideline	been	subjected	to	peer	review	and	testing?	 	 Yes	 No

	 Unknown	

2. Applicability/Generalizability	

a. Is	the	intent	of	use	provided	(national,	regional,	local)?		 	 Yes	 No

	 Unknown		

b. Are	the	recommendations	clinically	relevant?	 	 	 	 Yes	 No

	 Unknown	

c. Will	the	recommendations	help	me	in	caring	for	my	patients?	 	 Yes	 No

	 Unknown	
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d. Are	the	recommendations	practical/feasible	(e.g.	resources-people	and		

equipment)	available?	 	 	 	 	 	 	 Yes	 No

	 Unknown	

e. Are	the	recommendations	a	major	variation	from	current	practice?	 	 Yes

	 No	 Unknown	

f. Can	the	outcomes	be	measured	through	standard	care?	 	 	 Yes

	 No	 Unknown	
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RAPID	CRITICAL	APPRAISAL	QUESTIONS	FOR	COHORT	STUDIES	
1. Are	the	results	of	the	study	valid?	

a. Was	there	a	representative	and	well	defined	sample	of	patients	at	

	a	similar	point	in	the	course	of	the	disease?	 	 	 	 	 Yes

	 No	 Unknown	

b. Was	follow-up	sufficiently	long	and	complete?	 	 	 	 Yes	 No

	 Unknown	

c. Were	objective	and	unbiased	outcome	criteria	used?	 	 	 Yes	 No

	 Unknown	

d. Did	the	analysis	adjust	for	important	prognostic	risk	factors	and	

confounding	variables?	 	 	 	 	 	 	 Yes	 No

	 Unknown	

2. What	are	the	results?	

a. What	is	the	magnitude	of	the	relationship	between	predictors		

(i.e.	prognostic	indicators)	and	target	outcomes?	 	 	 	 Yes

	 No	 Unknown	

b. How	likely	is	the	outcome	event(s)	in	a	specified	period	of	time?	 	 Yes

	 No	 Unknown	

c. How	precise	are	the	study	estimates?	 	 	 	 	 Yes	 No

	 Unknown	

3. Will	the	results	help	me	in	caring	for	my	patients?	

a. Were	the	study	patients	similar	to	my	own?	 	 	 	 	 Yes

	 No	 Unknown	

b. Will	the	results	lead	directly	to	selecting	or	avoiding	therapy?	 	 Yes	 No

	 Unknown	

c. Are	the	results	useful	for	reassuring	or	counseling	patients?	 	 	 Yes

	 No	 Unknown	

	

©Fineout-Overholt	&	Melnyk,	2009	

	

 
 
 
 
 
 
 
 
	

	



PRIMARY	CARE	PROVIDER	TIME	LIMITED		

	

	

53	

RAPID	CRITICAL	APPRAISAL	CHECKLIST	FOR	A	RANDOMIZED	CLINICAL	TRIAL	
1. Are	the	results	of	the	study	valid?	

a. Were	the	subjects	randomly	assigned	to	the	experimental	and	control		

groups?	 	 	 	 	 	 	 	 	 Yes	 No

	 Unknown	

b. Was	random	assignment	concealed	from	the	individuals	who	were	first		

enrolling	subjects	into	the	study?	 	 	 	 	 	 Yes	 No

	 Unknown	

c. Were	the	subjects	and	providers	blind	to	the	study	group?	 	 	 Yes	 No

	 Unknown	

d. Were	reasons	given	to	explain	why	subjects	did	not	complete	the	study?	 Yes	 No

	 Unknown	

e. Were	the	follow-up	assessments	conducted	long	enough	to	fully	study	the	

	effects	of	the	intervention?		 	 	 	 	 	 Yes	 No

	 Unknown	

f. Were	the	subjects	analyzed	in	the	group	to	which	they	were	randomly		

assigned?	 	 	 	 	 	 	 	 	 Yes	 No

	 Unknown	

g. Was	the	control	group	appropriate?		 	 	 	 	 Yes	 No

	 Unknown	

h. Were	the	instruments	used	to	measure	the	outcomes	valid	and	reliable?	 Yes	 No

	 Unknown	

i. Were	the	subjects	in	each	of	the	groups	similar	on	demographic	and		

baseline	clinical	variables?	 	 	 	 	 	 	 Yes	 No

	 Unknown	

2. What	are	the	results?	

a. How	large	is	the	intervention	or	treatment	effect	(effect	size,	level	of		

significance)?	 	 	 	 	 	 	

	 _____________________	

b. How	precise	is	the	intervention	or	treatment?	 	 	

	 _____________________	

3. Will	the	results	help	me	in	caring	for	my	patients?	

a. Were	all	clinically	important	outcomes	measured?	 	 	 	 Yes	 No

	 Unknown	

b. What	are	the	risks	and	benefits	of	the	treatment?	 	 	

	 _____________________	

c. Is	the	treatment	feasible	in	my	clinical	setting?	 	 	 	 Yes	 No

	 Unknown	

d. What	are	my	patient’s	values/family’s	values	and	expectations	for	the		

e. outcome	that	trying	to	be	prevented	and	the	treatment	itself?	

	 _____________________	

	

©Fineout-Overholt	&	Melnyk,	2005	
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RAPID	CRITICAL	APPRAISAL	OF	SYSTEMATIC	REVIEWS	OF	CLINICAL	

INTERVENTIONS/TREATMENTS	

	
1. Are	the	results	of	the	review	valid?	

a. Are	the	studies	contained	in	the	review	randomized	controlled	trials?	 Yes	 No

	 Unknown	

b. Does	the	review	include	a	detailed	description	of	the	search	strategy	

	to	find	all	relevant	studies?	 	 	 	 	 	 	 Yes

	 No	 Unknown	

c. Does	the	review	describe	how	validity	of	the	individual	studies	was		

assessed	(e.g.	methodological	quality,	including	the	use	of	random		

assignment	to	study	groups	and	complete	follow-up	of	the	subjects)?	 Yes	 No

	 Unknown	

d. Were	the	results	consistent	across	studies?	 	 	 	 	 Yes

	 No	 Unknown	

e. Were	individual	patient	data	or	aggregate	data	used	in	the	analysis?	 	 Yes

	 No	 Unknown	

2. What	were	the	results?	

a. How	large	is	the	intervention	or	treatment	effect	(odds	ratio,			

effect	size,	level	of	significance)?		 	 	 	

	 _____________________	 	

b. How	precise	is	the	intervention	or	treatment?	 	 	

	 _____________________	

3. Will	the	results	assist	me	in	caring	for	my	patients?	

a. Are	my	patients	similar	to	the	ones	included	in	the	review?	 	 	 Yes

	 No	 Unknown	

b. Is	it	feasible	to	implement	the	findings	in	my	practice	setting?	 	 Yes	 No

	 Unknown	

c. Were	all	clinically	important	outcomes	considered,	including	risks	and		

benefits	of	treatment?	 	 	 	 	 	 	 Yes	 No

	 Unknown	

d. What	is	my	clinical	assessment	of	the	patient	and	are	there	any		

contraindications	or	circumstances	that	would	inhibit	me	from		

implementing	the	treatment?	 	 	 	 	 	 Yes	 No

	 Unknown	

e. What	are	my	patient’s	and	his/her	family’s	preferences	and	values		

about	the	treatment	that	is	under	consideration?	 	 	

	 ____________________	
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Appendix D 
 

Evidence Pyramid 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Evidence	Level
Dearholt &	Dang,	2012

Level	I:	Experimental	study,	randomized	controlled	trial	
(RCT),	systematic	review	of	RCTs,	with	or	without	meta-

analysis	

Level	II:	Quasi-experimental	study,	systematic	review	of	a	
combination	of	RCTs	&	quasi-experimental,	or	quasi-

experimental	studies	only,	with	or	without	meta-analysis	

Level	III:	Non-experimental	study,	qualitative	study,	or	
meta-synthesis	

Level	IV:	Opinion	of	respected	authorities	and/or	nationally	
recognized	expert	committee/consensus	panels	based	on	
scientific	evidence	includes:	clinical	practice	guidelines	&	

consensus	panels	

Level	V:	Based	on	experiential	and	non-research	evidence.	
•Includes:	Literature	review;	Quality	improvement,	
program	or	financial	evaluation;	Case	reports;	Opinion	of	
nationally	recognized	experts(s)	based	on	experiential	
evidence	

Research	evidence	with	a	stronger	scientific	basis	is	
weighted	more	heavily	in	decision	making	

The	strength	of	evidence	found	helps	to	determine	
whether	to	accept	or	reject	recommendations	from	

the	EBP.
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APPENDIX E 

Evidence Quality Guide 
 
 

 
 
 
 
 
 
 

Quality	Guide	Evidence
Levels	I,	II,	&	III	(Includes	Experimental,	Quasi-Experimental	&	Non-Experimental	Research	Studies)	

•A	High	Quality:	Consistent,	generalizable	results;	sufficient	sample	size	for	the	study	design;	adequate	control;	definitive	conclusions;	consistent	recommendations	
based	on	comprehensive	literature	review	that	includes	thorough	reference	to	scientific	evidence	
•B	Good	Quality:	Reasonably	consistent	results;	sufficient	sample	size	for	the	study	design;	some	control,	fairly	definitive	conclusions;	reasonably	consistent	
recommendations	based	on	fairly	comprehensive	literature	review	that	includes	some	reference	to	scientific	evidence	
•C	Low	Quality	or	Major	Flaws:	Little	evidence	with	inconsistent	results;	insufficient	sample	size	for	the	study	design;	conclusions	cannot	be	drawn	

Level	IV	(Includes	Clinical	Practice	Guidelines	&	Position	Statements)	
•A	High	Quality:	Material	officially	sponsored	by	a	professional,	public,	private	organization,	or	government	agency;	documentation	of	a	systematic	literature	search	
strategy;	consistent	results	with	sufficient	numbers	of	well-designed	studies;	criteria-based	evaluation	of	overall	scientific	strength	and	quality	of	included	studies	and	
definitive	conclusions;	national	expertise	is	clearly	evident;	developed	or	revised	within	the	last	5	years	
•B	Good	Quality:	Material	officially	sponsored	by	a	professional,	public,	private	organization,	or	government	agency;	reasonably	thorough	and	appropriate	systematic	
literature	search	strategy;	reasonably	consistent	results,	sufficient	numbers	of	well-designed	studies;	evaluation	of	strengths	and	limitations	of	included	studies	with	
fairly	definitive	conclusions;	national	expertise	is	clearly	evident;	developed	or	revised	within	the	last	5	years	
•C	Low	Quality	or	Major	Flaws:	Material	not	sponsored	by	an	official	organization	or	agency;	undefined,	poorly	defined,	or	limited	literature	search	strategy;	no	
evaluation	of	strengths	and	limitations	of	included	studies,	insufficient	evidence	with	inconsistent	results,	conclusions	cannot be	drawn;	not	revised	within	the	last	5	
years	Evidence	

Level	V	(Includes	Literature	Reviews,	Expert	Opinion,	Quality	Improvement,	Financial/Program	Evaluation)	Organizational	Experience:	
•A	High	Quality:	Clear	aims	and	objectives;	consistent	results	across	multiple	settings;	formal	quality	improvement;	financial or program	evaluation	methods	used;	
definitive	conclusions	consistent	recommendations	with	thorough	reference	to	scientific	evidence	
•B	Good	Quality:	Clear	aims	and	objectives;	consistent	results	in	a	single	setting;	formal	quality	improvement	or	financial	or program	evaluation	methods	used;	
reasonably	consistent	recommendations	with	some	reference	to	scientific	evidence	
•C	Low	Quality	or	Major	Flaws:	Unclear	or	missing	aims	and	objectives;	inconsistent	results;	poorly	defined	quality	improvement,	financial	or	program	evaluation	
methods;	recommendations	cannot	be	made	

Literature	Review,	Expert	Opinion,	Case	Report,	Community	Standard,	Clinician	Experience,	Consumer	Preference:	
•A	High	Quality:	Expertise	is	clearly	evident;	draws	definitive	conclusions;	provides	scientific	rationale;	thought	leader(s)	in	the	field	
•B	Good	Quality:	Expertise	appears	to	be	credible;	draws	fairly	definitive	conclusions;	provides	logical	argument	for	opinions
•C	Low	Quality	or	Major	Flaws:	Expertise	is	not	discernible	or	is	dubious;	conclusions	cannot	be	drawn	
•Dearholt	&	Dang,	2012	



PRIMARY	CARE	PROVIDER	TIME	LIMITED		

	

	

57	

Appendix F 
 

Ten Top Tips 
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Appendix G 
The Five A’s for Obesity 

 

 


