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Learning Objectives 

• Understand the prevalence and adverse impact 
of overweight and obesity at CHCs 
 

• Become aware of opportunities for HCs to 
improve patient outcomes by addressing weight 
 

• Understand weight management guidelines and 
treatment models available to HCs 
 

• Become aware of resources for supporting 
weight management programs 

 

 

 



Background 

• Obesity is a preventable risk factor for 

many chronic diseases. 
 

• Low income populations are at high 

risk for overweight and obesity. 
 

• HCs present an ideal setting for 

weight management 

– Continuity of care 

– Multidisciplinary care teams 
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Background 

• However, many competing priorities at 

HCs, with limited resources. 
 

• Clinicians are motivated to help pts 

with weight, but cite: 

– lack of training 

– limited resources 
 

• Nonetheless, many HCs do offer 

some weight management support. 
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Background 

• In 2008, MWCN identified obesity as a 

priority research area based on 

clinician member surveys. 
 

• MWCN partnered with University of 

Chicago to develop and implement 

Combating Obesity At Community 

Health Centers: C.O.A.C.H.  

 

 
5 



Background 

• COACH was a two-year quality 

improvement collaborative project. 
 

• Quality Improvement Collaborative 

(QIC) model used by HRSA in Health 

Disparities Collaborative 
 

• QIC brings HCs together to pool ideas 

and share best practices to improve 

care 
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Methods - Recruitment 

• RFA circulated to recruit HCs for 

weight management QIC 
 

• Eligible for 2008 COACH project if: 

– Existing weight management program 

– Willing to participate in QIC, collect data 

– Senior leadership endorsement 

– Designate team for 3 learning sessions 

– Participate in monthly conference calls 
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Methods – Learning Sessions 

Structure 

• 3 in-person Learning Sessions held in 

Chicago over 2 years 
 

• 2 days each (Fri-Sat) 
 

• Modest stipend to offset cost of travel  
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Methods – Learning Sessions 

Content Development 

• Clinic Teams and Research Group 

collaborated to: 

– select topics for learning sessions 

– develop practical QI planning and 

implementation skills 

– share best practices 

– assist with data collection  

– plan for sustainability  
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Results 

Health Centers 

• Five CHCs selected 

– Urban CHC in Minnesota with 3,600 pts 

– Urban CHC in Ohio with 22,000 pts 

– Rural CHC in Missouri with 4,200 pts 

– Urban CHC in Illinois with 40,000 pts 

– Urban CHC in Indiana with 56,000 pts 
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Results 

QI Topics and Implementation 

• Session 1 – Guideline Driven Care 

– Measure BMI and identify patients 

– Advise patients of weight status 

– Counsel patients regarding health risks 

– Advise patients of treatment options 

– Enroll in treatment and track outcomes 

 

*Note: these are still current Guidelines 
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Results 

QI Topics and Implementation 

 

• Session 1 – Best Practice 

– DPP lifestyle intervention – individual 

coaching 

– Adapted DPP lifestyle intervention – 

group programs 
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Results 

QI Topics and Implementation 

 

• Session 1 – Common Challenges 

– Program participant recruitment 

– Program participant retention 
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Results 

QI Topics and Implementation 

 

• Session 1 – Monitoring Progress 

– Identify current program needs 

– Developing Aims Statement 

– Rapid Plan-Do-Study-Act (PDSA) Cycles 

– Implement small tests of change  

– Assess impact of program change 
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Results 

QI Topics and Implementation 

• Sessions 2 & 3 – Monitoring Progress 

– Partnering with community resources 

• HCs shared examples of local partnerships 

– Cultural tailoring 

– Motivational interviewing 

– Facilitating behavior change 

– Relapse prevention 

– Program sustainability and spread 
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Results 

Conference Calls and Coaching 

• Conference calls 

– Well attended by all health centers 

– Peer learning and project updates 

– Identified common challenges 

• Individual coaching 

– Average 1-2 calls per month 

– Explored unique challenges, rapidly 

identified potential solutions  
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Results 

Team Self-Evaluations 
 

Reported improvements in: 
 

• Identification of overweight pts 

• Engaging providers to refer pts 

• Direct recruitment of pts  

• Perceived overall effectiveness of program 
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Results 

Reported QIC Experience 

Overall COACH experience (N=10 

 interviews w program leaders) 

• Time commitment reasonable (4) 

• Met or exceeded goals (4) 

• Helpful social support (2) 

• Sustained program (2) 

• Data collection burdensome (2) 

 

18 



Results 

Reported QIC Experience 

 

Challenges with implementation (N=10) 
 

• Provider engagement, referrals (4) 

• Staff turnover, leadership changes (4) 

• Difficulty allocating finances (2) 

• Limited time (2) 

• Keeping pts motivated (2) 
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Results 

Reported QIC Experience 

 

Most valuable COACH aspects (N=10) 
 

• Resource and idea sharing (5) 

• Learning sessions (4) 

• Monthly conference calls (3) 

• QI skills, PDSA, etc. (2) 

• Individual coaching (2) 
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Discussion 

 

• COACH pilot shows it’s feasible to 

implement, improve, and sustain 

weight management programs in  HCs 
 

• Collaborative learning sessions, 

monthly calls, and individual coaching 

valued 
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Discussion  

 Study limitations 

• Transition to evidence-based weight loss 

model was slow 

– HCs wanted a model program to implement 
 

• Patient-level outcome data collection 

burdensome, unreliable 
 

• Small sample of HCs 
 

• Brief intervention and follow-up  

• How do we translate to practice? 
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Poll 
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Implementing Guidelines 

– Measure BMI and identify patients 

– Advise patients of weight status 

– Counsel patients regarding health risks 

– Advise patients of treatment options 

– Enroll patients in wt management programs 

 

– What prevents these steps in daily practice? 

– How can we create new workflows to make 

this easier?  

– Progress since ‘08 (EMR, etc.) 
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Practical Workflows 

• BMI measurement – by Whom? How? 

– MAs at triage  

– Self reported height (for adults) 

– Document in EMR 

– BMI charts in exam rooms facilitate 

discussion with patients 

– Use EMR to graph wt trends – visual image 

helps pts 
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Motivating Behavior Change 

• Assess risks & readiness to change 

• Advise  patient of health risks, & expected 

benefits of behavior change 

• Agree on specific behavior change goals 

• Assist patient in accessing information, 

enrolling in weight mgmt program 

• Arrange follow-up 
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Patient-Centered Tailoring 

• “I want you to think more about the 

benefits of weight loss before your next 

visit.” 

 

• “Try tracking what you’re eating now, so 

you’ll know what to start changing.’’ 

 

• “Bring in your food diary next time so we 

can see how much you’ve improved.” 
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Nutrition Counseling 

• Total calories matter 

• Aim for fat intake < 25% of total calories 

• Minimize sat. fats and trans fats (red meat, 

deep fried foods, solid oils like butter) 

• Encourage portion size awareness and food 

labels 

• Increase fiber to 30 g/d 

• Include whole grains, fruits, veggies, beans, 

nuts (Mediterranean diet) 
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Nutrition Counseling 

• Help individuals choose preferred initial 

changes to diet 

• E.g., fruit at lunch each day, or red meat 

no more than once a week 

• Make goals specific in time, amount, and 

type 

• Encourage self-monitoring, food logs 
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Physical Activity Counseling 

• Previously inactive individuals should begin 

with short amounts of moderate-intensity 

exercise (~10 min) and gradually increase 

• Tailor activity to individual’s ability and interest 

• Walking for most; bicycling or water-based for 

patients with arthritis 

• Encourage increased activity in daily routines 

• Take stairs; park farther away; get off bus 1 

stop early 

30 



Physical Activity Counseling 

 

• Goal-set with individual on preferred way to 

accrue 150 min weekly 

• E.g. 30 min of walking 5 d/wk or 50 min of 

walking 3 d/wk  

• Make goals specific in time, amount, and 

activity 

• Encourage self-monitoring of activity by 

keeping written records, using a pedometer, or 

using a heart monitor 
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Support & Follow-Up 

 

• Encourage self-reward for meeting goals 

• Enlist family members to help with goals  

• Help patient anticipate potential barriers and 

solutions  

• Relapse is normal – Plan for it 

• Arrange close follow-up! 
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Discussion  

 Future applications 

• Preparing grant application for larger, 

longer study (NHLBI) 

• Implementing guideline-based, best 

practice weight management systems 

• Will include a group model program 

which can be adapted & implemented 

• Let us know if you’re interested! 
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Discussion  

 

Future applications 

• In HCs, multiple intervention layers: 

– Provider training 

– Social marketing for clinic culture change 

– Increased time for counseling obese pts 

– EMR prompts for advising, referral, 

follow-up   

– What else would be useful?  
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Useful Resources 

• DPP Lifestyle Modification Program 
- https://dppos.bsc.gwu.edu/web/dppos/during-core 

 - http://www.cdc.gov/diabetes/prevention/about.htm 

• Quality Tools 
- http://www.hrsa.gov/quality/toolsresources.html 

• Motivational Interviewing 
 - http://www.motivationalinterviewing.org/ 

• Chronic Disease Self-Management 
http://patienteducation.stanford.edu/programs/cdsmp.html 
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Questions 

  

 Deborah Burnet, MD, MA 

 dburnet@medicine.bsd.uchicago.edu 

 

 Michael Quinn, PhD 

  mquinn@medicine.bsd.uchicago.edu 
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