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Abstract 

Objectives 

Utilize motivational interviewing within the 5As framework to promote nutrition, physical 

activity, and healthy weight and create a provider toolkit on overweight and obesity management 

of patients age 18 and over, at an urban primary care setting.  

Methods 

Each participant received seven intensive behavioral counseling sessions, including 4-weekly 

sessions and 3-bimonthly sessions over 10 weeks. The first session was face-to-face and the 

remaining six sessions were telephone-based. Each session addressed the 5As, namely assess, 

advise, agree, assist, and arrange. 

Results 

Participants that completed this 10-week quality improvement pilot study lost weight, up to 7.7 

pounds.   

Conclusion 

This quality improvement pilot study demonstrated the positive effects of a high-intensity 

overweight and obesity intervention, and the web-based toolkit provides the materials required to 

initiate and continue this intervention for a 12-month period.  
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Primary Care Quality Improvement Pilot Study: 

Overweight and Obesity Management – 

Utilization of Motivational Interviewing within the 5As Framework 

Obesity affects 78 million people or 35.7% of the United States population and costs 

more than $147 billion per year [1]. Per capita medical spending is 42% higher for obese 

individuals as compared to those of normal weight [2]. This cost, as well as the associated 

morbidity and mortality makes obesity a burden to society. 

The burden obesity creates has led to its national focus. A goal of Healthy People 2020 is 

to promote health by achieving and maintaining a healthy body weight. Objectives outlined by 

Healthy People 2020 to achieve this goal are preventing inappropriate weight gain and 

decreasing the proportion of adults who are obese, thereby increasing the proportion of healthy 

weight adults. Another Healthy People 2020 objective is to increase the proportion of physician 

office visits that include counseling or education related to weight and nutrition [3]. 

Obesity is also a statewide focus. In Iowa, 64.7% of people are overweight or obese [4]. 

By 2018, the current 30.4% obesity rate among Iowans is expected to increase to 38% [4,5]. To 

prevent this projected increase, Iowa intends to become the healthiest state, as measured by the 

Gallup-Healthways Well-Being Index, by 2016. The Healthiest State Initiative inspires Iowans to 

improve their health and happiness by making comprehensive lifestyle changes. In 2013, Iowa 

ranked as the tenth healthiest state in the nation [6]. 

Taking into consideration the national and statewide focus on obesity, the Centers for 

Medicare and Medicaid Services (CMS) determined that intensive behavioral therapy would 

prevent or identify illness or disability early for obese individuals per the recommendation of the 

U.S. Preventive Services Task Force (USPSTF). Intensive behavioral therapy includes screening 
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for obesity, a dietary assessment, and intensive behavioral counseling. The purpose of this 

counseling is to “promote sustained weight loss through high intensity interventions on diet and 

exercise” [7]. Medicare covers a maximum of 22 intensive behavioral therapy sessions in a 12-

month period for its beneficiaries who are obese. Eligible beneficiaries include those with a body 

mass index greater than or equal to 30 and who are competent and alert at time of counseling. A 

primary care provider in a primary care setting must furnish the counseling. These sessions are 

face-to-face every week for the first month, bimonthly for months 2-6, and monthly for months 

7-12. In order to continue therapy for months 7-12, a beneficiary must lose 3 kg (6.6 pounds) 

during the first 6 months. The USPSTF recommends that behavioral counseling follow the 5As 

framework: assess, advise, agree, assist, and arrange [7]. 

2013 AHA/ACC/TOS Guideline 

CMS’s intensive behavioral therapy meets the 2013 American Heart 

Association/American College of Cardiology/The Obesity Society (AHA/ACC/TOS) Guideline 

for the Management of Overweight and Obesity in Adults requirement for a high-intensity 

intervention [7-8]. A high-intensity intervention is defined as an on-site comprehensive weight 

loss intervention with greater than or equal to 14 sessions in 6 months, provided by a trained 

interventionist in either individual or group sessions. A trained interventionist is a health 

professional that adheres to formal weight management protocols [8].  

The AHA/ACC/TOS guideline contains a treatment algorithm, Chronic Disease 

Management Model for Primary Care of Patients with Overweight and Obesity, to aid primary 

care providers. The treatment algorithm includes four of the five components of the 5As 

framework, namely assess, advise, agree, and assist. With this algorithm, the primary care 

provider assesses a patient’s weight and lifestyle history and his/her readiness to make a lifestyle 
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change to achieve weight loss. Next, the primary care provider advises a patient on his/her need 

to lose weight and possible intervention strategies to achieve weight loss. Continuing to follow 

the algorithm, the primary care provider and the patient agree on weight loss and health goals. In 

addition, this model assists the primary care provider to identify a patient’s barriers to success in 

achieving the lifestyle change [8]. As for the fifth and final component of the 5As framework, 

arrange, primary care providers are encouraged to follow the intensive behavioral therapy 

schedule, arranging follow-up at each session [7]. 

Purpose 

In light of these national, Healthy People 2020, and statewide, Healthiest State Initiative, 

goals, as well as the USPSTF recommendation, CMS decision, and the AHA/ACC/TOS 

guideline, the purpose of this project is two-fold: (1) utilize motivational interviewing within the 

5As framework to promote nutrition, physical activity, and healthy weight and (2) create a 

provider toolkit on overweight and obesity management of patients age 18 and over, at an urban 

primary care setting.  

Motivational Interviewing 

Based on the first purpose of this project, motivational interviewing can be incorporated 

in the fourth A of the 5As framework, namely assist [9]. Miller and Rollnick, the founders of 

motivational interviewing, have three definitions, a layperson’s, a practitioner’s, and a technical 

one [10]. The technical definition of motivational interviewing combines both the layperson’s 

and practitioner’s: 

Motivational interviewing is a collaborative, goal-oriented style of communication with 

particular attention to the language of change. It is designed to strengthen personal 
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motivation for and commitment to a specific goal by eliciting and exploring the person’s 

own reasons to change within an atmosphere of acceptance and compassion. [10, p29] 

Five communication styles are key in motivational interviewing: asking open-ended questions, 

affirming, reflecting, summarizing, and only providing advice and information with permission 

[10]. 

Motivational interviewing has repeatedly demonstrated a statistically significant weight 

reduction in randomized controlled trials [11-15]. Other direct measures of obesity include body 

mass index (BMI), waist circumference, blood pressure, and hemoglobin A1c (HbA1c), as well 

as total cholesterol and high-density lipoprotein (HDL). Motivational interviewing has 

significantly decreased BMI and blood pressure [16]. Waist circumference also decreased [13]. 

One randomized controlled trial demonstrated a statistically significant reduction in HbA1c [15]. 

Total cholesterol decreased and HDL increased after motivational interviewing [12]. Regarding 

physical activity, an indirect measure, motivational interviewing increased both weekly minutes 

of activity [11] and total physical activity score per the International Physical Activity 

Questionnaire [16]. Based on this research, motivational interviewing can promote nutrition, 

physical activity, and healthy weight.  

To further investigate the effectiveness of motivational interviewing, intensive behavioral 

counseling that includes motivational interviewing, within the 5As framework, endorsed by the 

USPSTF and CMS is ideal. Schlair, Moore, McMacken, and Jay published a guide, in the 

Journal of Clinical Outcomes Management, on delivering high quality obesity counseling in 

primary care utilizing the 5As framework [9]. This guide was the foundation of this quality 

improvement pilot study. 

Methods 
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This quality improvement pilot study examined the effectiveness of intensive behavioral 

counseling, utilizing the 5As of overweight and obesity management, in reducing weight in a 

small convenience sample from an urban primary care clinic. 

Design 

 Each patient had seven intensive behavioral counseling sessions that included 4-weekly 

sessions and 3-bimonthly sessions, totaling 10 weeks. This schedule follows the first 2.5-month 

Medicare outlined guideline for obesity management [7]. Ten weeks was determined based on 

the median time to reach automaticity when forming a habit, 66 days or 9.4 weeks. Automaticity 

of habit formation ranges from 18 to 254 days [17].  

 Weight and height were measured at the first visit (week 1). Weight was again measured 

monthly (weeks 4 and 8) and at the completion, week 10. BMI was calculated weeks 1, 4, 8, and 

10 using the measured height from week 1. Additional data collected included age, ethnicity, and 

sex.  

Setting 

This pilot study was implemented at an urban family practice clinic located in an upper 

middle class community in Iowa, staffed with 2-doctorally prepared nurse practitioners and 4-

physicians. Providers consult with approximately 1,700 patients, ranging in age from birth to 

death, per month. 

Intervention 

Each of the 5As was addressed, as outlined by Schlair and colleagues (see Appendix A) 

[9]. The primary investigator (PI) began the assessment by determining overweight or obesity 

status, based on BMI, and requesting the participants’ permission to partake in this study. For the 

advice, the PI focused on habits with a high yield for change and 10 Tips Nutrition Education 
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Series, specifically Choose My Plate and Be Active Adults [9,18-19]. As noted by Schlair and 

colleagues, habits with a high yield for change can be summarized with the acronym SERVE: 

sugar-sweetened beverages, exercise, regularity of meals (breakfast) and restaurant use, fruit and 

vegetable consumption, and eating less [9].  

For the agree portion, the PI emphasized selecting one to three SMART – specific, 

measurable, attainable, realistic, time-bound – goals. The PI recorded these goal(s) on a replica-

type prescription preprinted note card. For the assist portion, the PI concentrated on the 

discrepancy between the participants’ current behavior and his/her desired goals, as this is the 

cornerstone for motivating change, according to Schlair and colleagues. Participants were 

encouraged to log their food intake and exercise to track their success [9].   

Follow-up arrangements were determined after the first session for weeks 2, 3, 4, 6, 8, 

and 10. Participants were given a schedule with the appropriate weeks noted. The specific date 

was scheduled after each session based on the participant’s personal calendar. The PI utilized 

email to remind participants of upcoming phone sessions and weigh-ins with the health coach. 

The five roles of a health coach include: (1) supporting self-management, (2) serving as a liaison 

between the clinician and the patient, (3) navigating the health care system, (4) providing 

emotional support, and (5) ensuring continuity of care [20]. 

For weeks 2, 3, 4, 6, 8, and 10, the PI phoned the participant at the agreed upon time and 

utilized similar questions and tools as the first week. The assess portion was modified, however, 

and began with the participant reminding the PI of the agreed goal, as well as progression 

towards this goal with specific behavior changes noted [9]. The participants were weighed by the 

health coach weeks 4, 8, and 10.  

Implementation 
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 The implementation of this quality improvement pilot study required a provider, the PI, a 

certified medical assistant (CMA)/Patient Care Technician (PCT)/Licensed Practical Nurse 

(LPN)/Registered Nurse (RN), and the health coach. The patients who visited a provider were 

selected based on age and BMI. Inclusion criteria for this study included: English-speaking, 18 

years of age or older, BMI of 25 or greater, and weight less than 450 pounds, that consented to 

participate. The PI provided the seven intensive behavioral counseling sessions, as described 

above. The CMA/PCT/LPN/RN obtained the participants’ height and weight, week 1. The health 

coach weighed the participants the subsequent weeks. 

The resources required were minimal. For financial support, the cost was for the 

personnel and materials. The personnel were already employed by the clinic and did not require 

additional funds. Materials for this pilot study were for the participant packets. The participant 

packets included a replica-type prescription preprinted note card, college ruled composition book 

to record food and exercise, and 7-pages of white printer paper enclosed in a two-pocket packet 

folder with prongs, supplied by the PI. The 7-pages of white printer paper were for the weekly 

goals with contact information, sample questions and tools for obesity management, follow-up 

sample questions and tools for obesity management, personal data collection sheet, follow-up 

schedule, and two-10 tips Nutrition Education Series handouts.  

Results 

 Seven participants were recruited for this quality improvement pilot study. One 

participant completed the intervention in its entirety, including four weigh-ins and seven 

intensive behavioral counseling sessions. Another participant missed one weigh-in; however, 

completed all of the sessions.  
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The five remaining participants did not visit the clinic after week 1; therefore, there were 

no comparison weights. A barrier noted specifically by these five participants was a busy 

schedule that did not allow time to visit the clinic for weigh-ins. One of these five participants 

declined weigh-ins, reporting that she knew her weight had not changed. The number of 

intensive behavioral counseling sessions completed varied, from one to seven, for these five 

participants.  

Of the seven participants, two (29%) were male and five (71%) were female. Two (29%) 

were African American and five (71%) were Caucasian. All seven participants were obese, with 

a BMI greater than 30. The participants ranged in age from 34 to 57 years, the median age was 

42 years.  

The following results are based on the two participants that completed the intervention in 

its entirety. Both participants’ lost weight, one lost 7.2 pounds or 2.51% while the other lost 4.4 

pounds or 2.25%. This weight loss changed one participant’s BMI measure to be in the 

overweight instead of obese category. Based on these findings, complete participation in this 

quality improvement pilot study decreased weight. 

Provider Toolkit 

 A web-based provider toolkit was created on overweight and obesity management to 

promote sustainability of this quality improvement pilot study in the urban primary care clinic 

(see Appendix B). This toolkit includes documents required for the participant packets, as well as 

additional resources. The participant packet section contains four subsections – initial, 3 months, 

6 months, and 9 months. The initial subsection has materials to create the participant packet and 

the subsequent subsections have materials to up-date the packet in 3-month increments for a total 

of 12 months, the length proposed by CMS for intensive behavior counseling. 
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The additional resources provide information on guidelines, websites, a book 

(Motivational Interviewing: Helping People Change), and a link to Schlair and colleagues 

journal article [9]. The guidelines are 2013 AHA/ACC/TOS Guideline for the Management of 

Overweight and Obesity in Adults and Dietary Guidelines for Americans. The included website 

hyperlinks are Centers for Medicare and Medicaid, Healthy People 2020, ChooseMyPlate, 

Healthiest State Initiative, and Motivational Interviewing Network of Trainers.   

 The creation of this provider toolkit makes this quality improvement pilot study 

innovative, as online sites are easily accessible. The toolkit also enhances its applicability to 

other settings, as all of the resources are provided to demonstrate the 5As of overweight and 

obesity management and the participant packets can be created by simply printing the 

documents.  

Discussion 

 Participants that completed the majority of this 10-week quality improvement pilot study 

lost weight. The results of this pilot study reiterate the required components of commitment and 

motivation when attempting to change behavior. Thus, the first A of the 5As framework, assess, 

is key to evaluate a patient’s commitment and motivation. If a patient is not willing to change 

his/her behavior at the time of the initial evaluation, then this needs to be re-evaluated at each 

future encounter.  

If, however, a patient is willing to change his/her behavior, the agree and assist portions 

of the 5As framework become high priorities. For the agree portion, it is important to encourage 

the fluidity of goals or the ability to add and change goals. By setting both small and large 

SMART goals, a patient can successfully accomplish small goals that aid with the achievement 

of a healthy lifestyle [9]. Therefore, weekly goals that focus on altering one meal at a time and 
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adding small increments of daily exercise are easier to meet. These goals eventually lead to 

weight loss, often the ultimate desired outcome of a healthy lifestyle intervention for an 

overweight or obese patient.  

The assist portion focuses on the barriers that prevent achievement of these goals. The 

provider addresses these barriers with motivational interviewing communication skills, namely 

asking open-ended questions, affirming, reflecting, and summarizing. If, however, a provider is 

not well prepared or trained in these skills, this may affect the patient outcome. Therefore, 

practical motivational interviewing training for primary care providers, that includes basic 

principles and skill practice, would reiterate this high priority assist element of the 5As 

framework.  

Taking into consideration the collaborative, patient-centered nature of the 5As 

framework, the participants’ characteristics, particularly of those who completed the 

intervention, should be evaluated. Perhaps, the motivation to participate in a healthy lifestyle 

intervention is a chronic illness or preparation for an upcoming event. Moreover, the 

commitment to complete an intervention may well be rooted within this motivation.  

Regarding the mode of delivery the ACC/AHA/TOS guideline recommends at least 14 

on-site sessions in 6 months, as discussed above [8]. This quality improvement pilot study, 

however, was telephone-based as none of the participants were Medicare beneficiaries. As the 

essential health benefits expand within the Affordable Care Act, perhaps overweight and obesity 

counseling, similar to Medicare’s intensive behavioral therapy, will be included. This will 

provide reimbursement for the provider and may, in fact, be another motivating factor for the 

patients, as they would pay a copayment for each visit.  
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Two of the participants chose to continue this quality improvement pilot study for at least 

another three months with the health coach. The services provided by the health coach are free of 

charge for the patient, thus reimbursement for these sessions is not a concern. Visiting the clinic 

does, however, reinforce the patient’s commitment to a behavior change and motivation to 

achieve his/her agreed on goals.  

Continued participation by these two participants will be re-evaluated every three 

months. This pilot study should continue for at least one year, as recommended by USPSTF 

recommendation, CMS decision, and the AHA/ACC/TOS guideline. A few changes 

recommended for future participants include (1) requiring log usage and (2) pairing nutrition and 

physical activity goals, as suggested by AHA/ACC/TOS guideline [8]. Participants would log 

food and beverage intake, as well as type and length of physical activity to facilitate adherence. 

This practice was encouraged by the distribution of the composition book; however, was not 

required. With the on-site visits, examining the logs will be useful for the provider to advise and 

guide future agreed on goals. The continued utilization of this quality improvement pilot study, 

with the aforementioned changes, as well as the health coach’s usage of the provider toolkit with 

other patients, will further promote the Healthy People 2020 goals and aid Iowa in achieving 

their goal of being the Healthiest State [3,6].  

Conclusion 

To manage the burden of obesity on society, each state, primary care clinic, and provider 

has a responsibility to promote a healthy lifestyle, including exercise, nutrition, and weight loss, 

for each patient. This 10-week, 7-session telephone-based pilot study demonstrated the positive 

effects of a high-intensity intervention, and the web-based toolkit provides the materials to 

continue for a 12-month period. In summary, this quality improvement pilot study incorporated 
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motivational interviewing within the 5As framework and is one practical approach, combined 

with the web-based toolkit, for a provider to collaborate with one patient at a time to encourage 

weight loss. 
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Appendix A 

Sample Questions and Tools for Overweight and Obesity Management 

5As Questions Tools 

Assess May we discuss your weight, as well as exercise and 

dietary habits? 

Are you ready to work on your weight? Would you be 

comfortable if I tried to help?  

 

Advise Now that I have a better understanding of your situation, 

can I recommend a plan to improve things? 

SERVE  

Choose My Plate 

Agree Given all that we have discussed, what specific changes in 

diet and/or exercise would you like to make? 

What changes are you will to commit to starting today? 

SMART goals 

recorded on 

preprinted note card 

Assist What might get in the way of meeting your goal? 

What is your interest in losing weight on a 0 to 10 scale (0 

no interest and 10 very interested)? What is your 

confidence in losing weight on a 0 to 10 scale (0 no 

confidence and 10 very confident)? 

Why is your interest (number on 0 to 10 scale above) not 

0? Why is your confidence (number on 0 to 10 scale 

above) instead of 10? 

Food diary 

Exercise log 

Arrange  Follow-up schedule 
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Appendix B 

Screenshot of Web-based Provider Toolkit 

 

Available with permission at https://sites.google.com/site/healthylifestyleintervention/ 


