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Objectives

• Review obesity burden and treatment 
options in VA

• Highlight findings from our qualitative 
research and pilot RCT of an educational 
intervention

• Discuss study considerations for an 
upcoming RCT proposal



Poll Question 1

• What % of Veterans who meet BMI criteria 
participate in behavioral weight 
management (aka MOVE!)?
A. <10%
B. 11-50%
C. 51-75%
D. >75%



Poll Question 2

• What % of Veterans who meet BMI criteria 
receive obesity medications?
A. 0
B. 2%
C. 10%
D. 30%



Poll Question 3

• What % of Veterans who meet BMI criteria 
undergo bariatric surgery?
A. <1%
B. 5%
C. 10%
D. 25%



Background

• More than 40% of the 7.5 million Veterans 
who receive VA care have a BMI >30 
(obese)

• 16% of Veterans have a BMI > 35 (“severe 
obesity”)
– >700,000 Veterans
– Severe obesity increased 70% between 2000-

2010

Semla, Pharmacotherapy for Weight Management in the VHA. J Gen Int Med 2017.
Breland, The Obesity Epidemic in the Veterans Health Administration: Prevalence Among Key Populations of Women and Men Veterans. J Gen Int Med 2017.
Sturm R, Hattori A. Morbid obesity rates continue to rise rapidly in the United States. Int J Obes 2013.
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• Adults with obesity are much more likely to have:
– obesity-related co-morbidities

– decreased lifespan
– worse quality of life
– more missed time from work
– increased medical costs

Burden of obesity

Breland, The Obesity Epidemic in the Veterans Health Administration: Prevalence Among Key Populations of Women and Men Veterans. J Gen Int Med 2017.
Kleinman, The impact of morbid obesity and bariatric surgery on comorbid conditions. J Occ Environ Medicine 2009.
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o Meet with a dietician usually
o Focus on behavioral tools like:

• Making healthy food choices, reading nutrition 
labels, & grocery shopping

• Setting weight loss goals &  involving others in 
weight management program (social support)
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FDA-Approved Weight Management 
Medications

Fat Blockers
• Orlistat (Xenical)

Appetite Suppressants
• Liraglutide (Saxenda)
• Naltrexone/Bupropion 

(Contrave)
• Phentermine
• Phentermine/Topiramate

(Qysmia)
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Evidence-based Treatments in VA
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Evidence-based Treatments in VA

• Behavioral weight management
– Dietitian visits (dietary and lifestyle changes; MOVE!)
– Challenge: <10% of Veterans participate

• Obesity medications
– Numerous obesity-specific meds approved by FDA
– Challenge: 2% of eligible Veterans receive them

• Bariatric surgery
– Most effective treatment for severe obesity
– Challenge: 0.3% of “BMI eligible” Veterans undergo it

Maciejewski, et al. Geographic Variation in Obesity, Behavioral Treatment, and Bariatric Surgery for Veterans. Obesity (Silver Spring) 2019;27:161-165.
Maciejewski, et al. Systematic Review of Behavioral Weight Management Program MOVE! for Veterans. Am J Prev Med 2018;54:704-714
Semla, Pharmacotherapy for Weight Management in the VHA. J Gen Int Med 2017
Gunnar, Bariatric Surgery Provided by the Veterans Health Administration: Current State and a Look to the Future. J Gen Int Med 2017



• 40 participants within and outside of the VA
– clinicians, researchers, operations, administrators

• 3 work groups
– behavioral, pharmacologic, bariatric surgery

• Goals
– Develop recommendations to improve adherence to 

evidence-based obesity treatments
– Develop a research agenda to address knowledge gaps 

in obesity care



Not practicing bariatric surgeons
(n=11/15)

Melissa Kalarchian, PhD
Clinical psychologist
Duquesne University



JGIM Supplement (April 2017)

• 15 articles
– 7 original papers
– 4 editorials
– 3 perspectives
– 1 review paper



• Research questions
1 - What is the average effect of bariatric surgery on short and long term 
weight loss, comorbidity resolution, complications, mortality and costs?
2 - How long should behavioral interventions be pursued before bariatric 
surgery?
3 - What are the patient, provider and system-level barriers to 
bariatric surgery referral and receipt?
4 - What strategies should be considered before performing bariatric 
surgery on “special populations” such as transplant patients and 
orthopedic surgery patients? 



“12” - Funk, et al. JAMA Surg, 2015



VA HSR CDA (2016-2021)

Aim 1: Identify patient, provider and work system elements that 
influence the treatment choices that patients with severe obesity make 
within VA.

Aim 2: Develop and pilot-test an educational tool that aligns patient 
preferences with treatment options to optimize the care that Veterans 
with severe obesity receive. 

Aim 3: Examine how primary care providers (PCPs) manage patients 
with severe obesity, including presenting the option of bariatric surgery, 
and explore their experiences regarding how these patients engage 
with the MOVE! program (via a national survey of VA PCPs). 



Aim 1: Methods
• Veteran interviews

– 2 VAs; BMI>35 and either attended ≥ 3 visits or were 
referred for bariatric surgery

• Provider interviews
– Health psych, RDs, PCPs, bariatric surgeons

• Recruitment: mail/email invitation
• Audio-recorded, semi-structured, 60-minute interviews 

about their experiences -> transcribed
• Conventional content analysis, theme matrices organized 

by participant type



RM Andersen. Revisiting the behavioral model and access to medical care: does it matter? J Health Social Behavior 1995;36:1-10.

Andersen Model of Health Care Utilization
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Results



Lack of guidelines for pre-operative care

• Bariatric surgeon: “If they would standardize the referral 
across the VA, I think they need to have a bariatric handbook 
again that addresses this so that the referring hospital knows 
exactly what they have to do and what their responsibilities 
are. Right now it’s helter skelter.”

• RD: “There’s nothing standardized to my knowledge. That 
would have been nice, but, and I’ve asked others about how 
they go about charting, if they could share stuff with me. And 
many people are like “please share with me what you find 
out”. So I get the impression there’s nothing really 
standardized out there ...I think more of a road map would be 
nice.”



Lack of guidelines for post-operative care

• Bariatric surgeon: “Most of these programs have absolutely 
no idea what they need to do, in terms of post‐op, taking care 
of patients.” 

• PCP: When asked if the plan was clear after bariatric surgery: 
“You know it wasn’t. I will say it was not made clear to me. 
The dietitian did all the lab ordering. So, and now that 
dietitian’s gone, that patient is just mine. I just keep ordering 
the same labs…”



Poor communication/knowledge: 
can we improve this for patients?



Aim 2

Develop and pilot-test an educational tool 
that aligns patient preferences with 
treatment options to optimize the care that 
Veterans with severe obesity receive. 



Conceptual Model: Information-
Motivation-Behavioral Skills



Our Conceptual Model



What is the intervention?

• Decision aid
– conjoint analysis

• Decision support tool
• Provider education
• Patient education

– Pamphlet
– Educational video



Intervention development



Educational video development

• 16 minute duration
• Stakeholder 

feedback
– 4 stakeholder 

engagement groups 
with Veterans 
(Madison, Chicago)

– 4 provider feedback 
interviews



Aim 2
• Single site, pilot RCT of an educational 

video highlighting obesity risks and 
treatment options
– Veterans age 18-75 attending a MOVE! 

visit randomized to
• Intervention (video + dietitian visit) 

n=21
• Usual care (dietitian visit) n=20

– Outcomes
• Primary

– Feasibility: recruitment and retention
– Acceptability (qualitative findings)

• Secondary
– Preparation for decision-making
– Knowledge
– Attitudes
– Behavioral intention
– Self-efficacy



Pilot RCT timeline

Veteran 
contacted

1st MOVE! visit (arrive 
45 minutes early); 
randomization

Veteran contacted within 1 week after 
randomization for outcome assessment

Process measures including 
bariatric surgery referral

18 months1-3 weeks



Results – Demographics
Characteristic n = 40

Randomized Groups n (%)
Intervention
Usual care

20 (50%)
20 (50%)

Age mean (SD) 59.1 (12.1)
Sex n (%)

Male
Female

34 (85%)
6 (15%)

Race/Ethnicity n (%)
White, non-Hispanic
Black, non-Hispanic
Hispanic
Other

36 (90%)
0

1 (2.5%)
3 (7.5%)

Work Status n (%)
Working full time
Working part time
Unemployed, searching for work
Unemployed, not searching for work
Retired 
Disabled 

11 (27.5%)
5 (12.5%)
1 (2.5%)

0
19 (47.5%)

4 (10%)
Financial Status n (%)

I have difficulty paying bills no matter what.
I have enough to pay bills because I have to cut back on things.
I have enough to pay bills but little to spare for special things.
After paying bills, I still have enough for special things.
I prefer not to answer.

1 (2.5%)
4 (10%)

17 (42.5%)
153 (37.5%)

3 (7.5%)
BMI at Time of Recruitment (mean, SD) 41.7 (6.4)



Results - Outcomes

• Recruitment rate
– 47% (42/90)

• Retention rate
– 95% (40/42)

• Acceptability
– Veterans found video to be easy to 

incorporate into visit



Results – Outcomes
Usual Care Intervention Absolute

Outcome
(n=20) (n=20) difference*

Preparation for decision-making (mean, SD) 2.76 (.68) 3.13 (.48) +.37
Knowledge of treatment options (mean, SD) 8.3 (0.8) 8.5 (1.3) +.2
Attitudes (mean, SD): possible range -3 to 3

Behavioral weight management 2.02 (.88) 2.40 (.69) +.38
Medications 0.65 (1.44) 0.80 (1.52) +.15
Bariatric Surgery -0.33 (1.61) 0.12 (1.92) +.45

Behavioral intentions (mean, SD): possible range 1 to 7
Behavioral weight management 6.08 (.83) 6.04 (.75) -.04
Medications 3.65 (2.58) 3.85 (1.97) +.20
Bariatric Surgery 2.42 (1.90) 3.06 (2.06) +.64

Self-efficacy (mean, SD): possible range 1 to 4
Behavioral weight management 2.82 (.62) 2.84 (.47) +.02
Medications 2.67 (.86) 2.68 (.66) +.01
Bariatric Surgery 2.66 (.98) 2.59 (.81) -.07

*Effects sizes pending



Aim 2: Implications
• The intervention was feasible to implement and 

acceptable to Veterans
• A subsequent adequately powered effectiveness 

trial may need different outcomes and/or a different 
study population
– Effect sizes appear small for most outcomes

• Ceiling effect for knowledge? 
• Survey targeting right areas?

– Pilot study focused on severely obese (BMI>35) who are 
“engaged” in weight management in VA

• Should we open up to all BMI>30 and those not “engaged”?



Summary

• Severe obesity is a significant problem for 
Veterans

• Evidence-based treatments exist but are 
underutilized

• Addressing barriers to their delivery is a 
high priority in the VA

• Hopefully our work will contribute to the 
solution
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