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Appendix 

Organizational Profile 
Aurora Health Care, Inc. joined AMGA’s Obesity Care Model 
Collaborative in 2017, at which time the organization was a 
Milwaukee-based, not-for-profit, integrated healthcare system 
serving 31 counties within its footprint across southeastern 
Wisconsin. Operations included 15 hospitals and 185 clinics 
staffed by 1,516 employed physicians, 70 pharmacies, and 
more than 30,000 employees. Services were delivered to 
1.2 million individual patients annually with 91,000 inpatient 
discharges, 2 million hospital and outpatient visits, and 4 
million ambulatory care visits. 

In 2018, Aurora Health Care merged with Advocate Health, 
a Chicago-based not-for-profit healthcare system, doubling 
the footprint of the organization across the Wisconsin and 
Illinois territories. Advocate Aurora Health is one of the 10 
largest not-for-profit, integrated health systems in the United 
States and a leading employer in the Midwest with more 
than 70,000 employees, including more than 22,000 nurses 
and the region’s largest employed medical staff and home 
health organization. A national leader in clinical innovation, 
health outcomes, consumer experience and value-based 
care, the system serves nearly 3 million patients annually in 
Illinois and Wisconsin across more than 500 sites of care. 
Advocate Aurora is engaged in hundreds of clinical trials and 
research studies and is nationally recognized for its expertise 
in cardiology, neurosciences, oncology and pediatrics. The 
organization contributed $2.1 billion in charitable care and 
services to its communities in 2018. Their mission is to help 
people live well.  

Aurora’s journey with weight management started in 2010 
when Dr. Melanie Smith, a primary care provider, requested 
an evidence-based, medically managed weight loss program 
to offer to her high body mass index (BMI) adult patients with 
obesity-related comorbidities. The internal research team 
was tasked to find a program that met Dr. Smith’s criteria and 
proposed a lifestyle intervention program with published 
outcomes offered through Health Management Resources 
(HMR). The first HMR Program for Weight Management 
within Advocate Aurora Health launched in the fall of 2010 and 
significant patient outcomes immediately occurred (published 
in the April 2014 Group Practice Journal (see Appendix, page 
16). Outcomes were shared across the organization and 
caught the attention of the Employee Wellness division. In 
2013, System Wellness included the HMR Program into the 

new Healthy Weight Initiative as an option to all employees 
(and eventually spouses) on the health plan. The Healthy 
Weight Initiative included annual BMI screenings of all 
employees and spouses on the health plan and offered 
incentives to participate in a sponsored weight management 
activity, including the HMR Program. The data collected 
through these screenings analyzed against the medical claims 
data produced evidence of cost savings:  

•	 For every one-point increase in BMI, healthcare costs 
increase by $168. Therefore, every one-pound decrease in 
weight prevents $20 of healthcare costs.

•	 Specifically, the HMR Program intervention produced a 
45.3% savings on medical claims and 34% savings on 
pharmacy claims. 

This data was shared at the 2017 Annual AMGA Conference 
and additional outcomes were published in the December 
2016 issue of the Journal of Occupational and Environmental 
Medicine (Appendix, page 21). 

Following the 2017 AMGA Conference, Aurora was accepted 
to participate in the Obesity Care Model Collaborative in an 
effort to translate the employee BMI initiative outcomes into 
the treatment of patients with obesity. The selected pilot 
site was a primary care clinic in Germantown, Wisconsin, 
located within a metropolitan statistical area of 1.58 million 

Acronym Legend
ALT: Alanine Aminotransferase

AOM: Anti-Obesity Medication

AST: Aspartate Aminotransferase

CDC: Centers for Disease Control and Prevention

CGCAHPS: Clinician and Group Consumer  
Assessment of Healthcare Providers and Systems

CME: Continuing Medical Education

EHR: Electronic Health Record

HMR: Health Management Resources

PROM: Patient Reported Outcome Measure

PDSA: Plan, Do, Study, Act

SMART: Sensible Meals, Activity, Rest/Reflection 
Together. 

TOPS: Taking Off Pounds Sensibly

WWAD: Walk With A Doc
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residents that encompass a mix of urban and rural settings and 
socioeconomic ranges. The organization treats approximately 
500,000 unique patients annually in this metropolitan area. 
A 2016 report from the Centers for Disease Control and 
Prevention (CDC) identified 70% of the U.S. population as 
overweight or obese, so it can be applied that approximately 
350,000 patients treated by the organization could benefit 
from a comprehensive weight management program in 
addition to other community members. 

Five primary care providers and several specialties including 
chiropractic, rehab, and integrative medicine offer services at 
the Germantown North Clinic. Several weight management 
programs were identified:

•	 Behavioral modification through the HMR Program and 
health coaching through integrative medicine health 
coaching

•	 Surgical bariatric procedures offered at two nearby 
medical centers, both accredited as a Comprehensive 
Bariatric Center of Excellence

•	 Pharmacotherapy and counseling offered through 
obesity-certified providers

In addition to the pilot site, the physician champion for the 
project practices at the Burlington Clinic, located about 50 
miles southwest in a rural market. Several of the interventions 
were similarly implemented and additional learnings were 
observed from her practice as well. 

Executive Summary
Weight management treatment options have been available 
throughout the organization, but with limited integration. 
The organization’s goal is to identify gaps in treatment, 
opportunities for integration, and secure resources toward a 
systematic approach in reducing the BMI of patients. 

This will be achieved through the work of a new executive 
leadership-sponsored and physician-driven Weight 
Management Steering Committee tasked to develop an 
integrated obesity medicine program for the entire health 
care system. The committee consists of bariatricians, bariatric 
surgeons, advanced practice practitioners, gynecologists, 
HMR specialists, and a surgeon certified in obesity medicine, 
along with IT, administrative, population health, and 

operational support. The committee is working on a directory 
for referrals throughout the system, smart sets and templates, 
sharing guidelines and establishing best practice standards. 
There are also efforts to gain anti-obesity medicine coverage, 
as current coverage is limited.  A BMI learning platform was 
developed to house webinars and other media to educate 
providers. The vision is to have a virtual hub of providers with 
enough saturation within each market to achieve adequate 
access to treat patients with obesity and prevent obesity.  

Obesity Program Goals and  
Measures of Success
It is evident that obesity is a growing problem impacting the 
well-being of patients and healthcare costs. However, there 
is no current strategy to treat obesity across the organization. 
Through a focused effort on treating obesity in the primary 
care setting, the anticipated outcome is to have a solution for 
making a bigger impact on patients with obesity. Achieving 
the following will support the development of a formal strategy: 

•	 Organizing the resources and programs available by the 
organization and community, defining gaps in treatment 
options, and proposing evidence-based solutions for 
system-wide adaption  

•	 Providing education on obesity medicine, obesity bias, 
and available treatment options for increased referrals and 
treatment

•	 Incorporating more weight maintenance pharmacotherapy 
to reduce recidivism in current weight management 
programs to maintain the health benefits long term 

•	 Building better patient access to the treatment options to 
increase program utilization and outcomes

•	 Expanding the care team through use of a Weight 
Management Navigator

•	 Defining tracking mechanisms for obesity medicine and 
patient outcomes to allow for greater buy-in and more 
dedicated resources to support the weight management 
service line 

•	 Implementing and expanding a childhood obesity pilot 
program
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Data Documentation and 
Standardization
Several tools or metrics were identified to help standardize 
obesity treatment:

•	 Electronic orderables in the Epic electronic health record 
(EHR) allow providers to refer patients to medical weight 
management, bariatric surgery, and nutrition services.  

•	 As of 2019 a new BMI initiative, tied to the Centers for 
Medicare and Medicaid STAR rating, was rolled out for 
primary care. This includes two elements:

o	 Patients with class 3 obesity require an obesity 
diagnosis 

o	 Any adult with a BMI over 30 requires a documented 
plan of care at their annual physical; the treatment 
plan can include follow-up with the primary care 
provider or referral to treatment 

•	 An obesity registry within Epic is available

•	 Tracking anti-obesity medication prescribing trends 

Population Identification
The target provider audience includes primary care 
providers and specialties that refer to primary care for weight 
management. The target patient audience is adults with a 
BMI over 30, identified at their primary care visit. Additionally, 
development of a childhood obesity program in Burlington, 
Wisconsin, utilized medical record data to target a specific 
child-aged population with a BMI within the top 95th 
percentile in the Burlington-area catchment.

Interventions
Community
Aurora Health Care has a variety of community programs 
and partnerships fostered through the Community Relations 
division. A gap analysis of the local community offerings and 
activities revealed a need to offer more consistent weight 
management-related programs easily referable by providers. 

1. Identify and Promote Community Offerings

Current programs, such as TOPS (Taking Off Pounds 
Sensibly), Weight Watchers, local fitness centers, and ad hoc 
cooking classes are examples of programs that are offered 
within the communities served. The cooking and educational 

classes are promoted by the Community Education and 
Community Relations teams through a newsletter, an online 
events landing page on the organization’s website, and 
through flyers at local public venues. These programs vary 
across different markets and programming is not consistent. 
Commercial offerings, such as Weight Watchers and classes 
at the local fitness centers, are not typically promoted 
throughout the organization, with some exception to the 
YMCA evidence-based programs such as the Diabetes 
Prevention Program. 

Although the events are promoted throughout the community, 
there is a gap in educating and communicating these events 
to providers with intent to refer their patients. Attempts to 
bridge and maintain communication had failed, so the project 
team worked with providers and known resources in the 
community to develop a resource list (to include community-
based programs) that can be offered to patients during their 
medical visits. These programs, along with the organization’s 
programs and well-known digital resources, are included on a 
patient handout (Appendix, page 25). A provider version with 
referral instructions was also created and posted within each 
exam room to help practitioners discuss the options and make 
referrals when possible. 

Next steps include:

•	 Expanding the resource sheet to all patient service 
markets. This will require research within each region to 
identify programs and community resources relevant to 
the geography that is being served.

•	 Partnering with the marketing department to upgrade the 
flyer to a branded informational brochure available as a 
print and digital resource.

•	 Integrating the resources into an Epic Smart Set will allow 
providers to easily add these resources to the patient’s 
after-visit summary when a flyer isn’t available. This will 
also be recorded in their chart as to whether the patient 
received these resources and documented in their care 
plan if they have a BMI greater than 30. 

2.	Offer Physician-Led Events Direct to Community—
Partner with Walk with a Doc 

Through cataloging the available internal and external 
resources and programs, it was evident that there were 
few programs bridging the pilot group of providers and the 
community. It became a priority to offer a community event 
connected to the clinical team.



5

Interest was expressed by the project physician champion 
and a physician at the Germantown Clinic pilot site to each 
lead a monthly walk through the Walk with a Doc (WWAD) 
organization, a national walking program with over 500 
chapters. Membership includes the benefit of marketing 
under the national name, advertising through their webpage 
and utilization of their marketing templates, and participant 
liability insurance. A WWAD chapter is required to host a 
monthly provider-led walk with a brief health talk to start the 
event. Indoor and outdoor locations must be predetermined 
to accommodate all weather types. 

The Burlington and Germantown Chapters began in late fall 
of 2018. To market the program, flyers were created for each 
site to post around the clinic and providers and staff at each 
clinic were encouraged to refer their patients to this monthly 
walking event. Also, the Aurora social media team posted a 
series of Facebook event ads and the walks were posted on 
the external Aurora.org/events webpage and promoted on 
waiting room TV screens (Appendix). Additionally, the local 
news channels featured a press release announcing the 
program launch.

Offering the program at two sites allowed for several PDSA 
(Plan, Do, Study, Act) cycle analyses to compare effectiveness 
of timing, promotions, and ways to increase engagement from 
both providers and participants. 

Results 

•	 The Burlington chapter had over a dozen walkers at their 
first event, and attendance grew to 20-30 participants per 
walk (see Appendix). Physician and staff support have 
been strong due to rotating clinicians committed to host 
each walk through the scheduled calendar year. The host 
clinician promotes their upcoming walk, drawing in new 
participants and expanded word of mouth.

•	 The Germantown chapter has struggled to gain more than 
three participants at a walk. There is little engagement 
from the other clinicians and staff at the clinic, limiting the 
word of mouth. 

 Lessons Learned 

•	 An active physician champion who is willing to market 
the event and engage colleagues is essential to 
build excitement in the community and attract more 
participants. 

•	 Securing a full year of various clinicians to lead the 
walk and health topic will engage new participants 
each month. This is due to each clinician’s motivation 
to promote their own walk while attracting attendees 
interested in their unique health topic (see Appendix, 
page 12).

•	 Location is key. The Burlington chapter is at the 
community high school, offering one convenient and well-
known location for both the outdoor walks (track) and 
inclement weather (internal corridors). The Germantown 
chapter utilized the YMCA, about 15 minutes from the 
clinic. This led to challenges such as patients not having 
the comfort and familiarity of the location if they were not 
YMCA members.

•	 Timing is key. The Burlington chapter is held at 9:00 
a.m. on Saturdays, which seems to accommodate more 
participants’ availability. The Germantown chapter is 
only offered during the workweek, trialed on Thursday 
mornings at 7:00 a.m. to accommodate those before work 
and Tuesdays at noon to try to accommodate the lunch 
hour and attract facility employees. Neither workweek 
days nor times have produced high participation.

Next Steps

•	 Across the organization, more providers are expressing 
interest in starting their own WWAD chapter so that they 
may connect with their patients and community outside 
of their visits. Patients in other markets who can see the 
marketing for these events are commenting that they 
would like this type of offering in their community. To 
respond to the demand from clinicians and community, 
expansion of more WWAD chapters is in consideration. 

•	 Due to the required annual WWAD chapter fee, the 
healthcare system is exploring their own liability insurance 
and considering rebranding the walking program as 
a healthcare system program, eliminating the need to 
participate as a WWAD chapter and avoid those fees. 

Organization 
Develop System-wide Multidisciplinary Weight 
Management Steering Committee 

Recent implementation of a care management BMI Initiative 
to better diagnose high BMI patients and create a plan of 
care for any adult with a BMI over 30 led to the realization 
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that providers need more resources to be effective. Provider 
training, referral mechanisms, patient educational materials, 
and medical record documentation tools need to be made 
accessible to primary care providers.

In 2019, primary care provider leaders known for their passion 
in obesity medicine were tasked to develop a multidisciplinary 
strategy for treating weight management across the healthcare 
system. This was matched with executive leaders sponsoring 
administrative partnership to support the clinical team. The 
primary goal is to improve the availability of services offered for 
obesity while formalizing the resources and ease of referrals to 
accommodate the new BMI Initiative. The core clinical team 
includes the interim leader of Primary Care, the Collaborative’s 
Physician Champion, and a nurse practitioner. All have 
completed or are in process of completing the American 
Board of Obesity Medicine certification. These providers 
started by first canvasing the organization to identify providers 
practicing obesity medicine or having a connection to weight 
management and sent invitations to join the steering committee. 

Challenges

1. Identifying Multidisciplinary Steering Committee 
Team Members. Historically, Aurora Health Care has not 
recognized weight management as a service line. Any weight 
management services offered were at a local level and often 
not integrated into the system’s services or throughout the care 
delivery footprint. Identifying obesity medicine providers and 
weight management programs was a manual process relying 
mostly on word of mouth and by search on the American Board 
of Obesity Medicine online directory. As awareness of this 
committee has expanded, new providers continue to request 
inclusion by their own participation or through a proxy on their 
team.  It is anticipated that the team will continue to expand 
over time. 

2. Formalizing a productive work team. Organizing this 
group of providers and expanding to other essential roles, 
including operations, has been a slow process due to the 
limited time available of the clinical providers. The steering 
committee plans to increase meeting cadence to include 
regular phone-based meetings and occasional in-person 
meetings, as well as establish work team subcommittees to 
accomplish the goals of the committee. This is being matched 
with an administrative team to support the goals of the 
clinicians and develop a business case to obtain resources for 
sustainability. 

Next Steps 

The steering committee is receiving support to leverage the 
existing programs and tools available, and as a result, several 
tactics are being implemented to support the committee 
goals: 

1.	Create a standardized Smart Set available in Epic to 
all providers. 

Providers, especially primary care providers, are constantly 
tasked to adhere to new initiatives to improve care 
management measures. Smart Sets, designed within the 
EHR to assist providers in being effective and efficient, are 
great resources to help providers address care management 
priorities at the patient visit. A Smart Set for BMI, currently in 
development, will help the provider with referral to treatment 
and follow-up on the treatment plan. The Smart Set can 
provide patient education, available resources, and even 
order referrals. The following items are being considered for 
inclusion into the Smart Set: 

a.	Weight Management Resources Sheet, by location (see 
Appendix)

b.	Variety of patient education handouts on weight 
management topics such as specific diet and nutrition 
information, physical activity, etc. The intent is to include 
existing evidence-based documents.  

c.	Referral options directly through the Epic Orderable, to 
include service to:

•	 Medical Weight Management and HMR Program

•	 Dietician Services

•	 Bariatric Surgery

•	 Endocrinology

•	 Integrative Medicine

d.	Inclusion of behavioral health is being considered due to a 
shortage in access. Solutions such as virtual visits, group 
visits, and other possibilities are under consideration.  

2.	Development and enhancement of the medical 
weight management orderable.

In 2014, the HMR Program was among the first weight 
management program to expand across multiple sites 
throughout the organization. It became necessary to 
streamline the way providers could make a referral to the 
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program, regardless of location. This launched the first 
attempt to develop a medical weight management orderable 
in Epic. 

The Epic Advisory team required inclusion of more than one 
type of weight management program in such an orderable. 
At this time, several individual weight management programs 
existed throughout the organization. It was decided that 
to be included in the orderable, the program needed to be 
medically managed, evidence-based, and have a solution for 
managing the inbound referrals through the Medical Weight 
Management work queue within a timely manner.

Over time, the increasing orders started to outgrow the 
number of referrals able to be managed within a reasonable 
timeframe. It was uncovered that over the years, some of 
the programs either no longer existed or providers left 
the organization with no replacement identified to cover 
their services. A second attempt was made to clean up 
the programs listed by defining and accurate program 
description and accountability for managing the work queue.  

Now, a third attempt is being made to enhance the orderable. 
The goal is to more clearly categorize the type of treatment 
options and be inclusive of the growing number of providers 
offering obesity medicine (see Appendix). Again, each 
provider and program will be vetted against criteria and have 
staff available to manage referrals within 72 hours.  Including 
referral to the Weight Management Navigators is also being 
considered.

3.	Expanding awareness of American Board of Obesity 
Medicine certification

A registry of existing American Board of Obesity Medicine 
(ABOM) certified providers was created and will be internally 
updated annually using the “Find a Physician Diplomat” 
feature on the ABOM website (ABOM.org). This registry 
serves as a list of experts in the field to call on as the strategy 
for weight management is developed. It has also been 
effective at educating leadership of the growing field of 
weight management as a certified specialty. This is helpful 
when asking leadership to support the provider in completing 
the ABOM coursework and obtaining the board certification 
or certificate as weight management treatment expands. 

4.	Support providers by expanding the care team: 
Weight Management Navigators

In working with the pilot group of primary care providers, 
barriers were identified around how and if the providers 
address weight management in their visits with patients with 
obesity. This included time restrictions in the visit, discomfort 
in talking to patients about weight, lack of awareness of 
treatment options available, and limited knowledge of what 
the treatment programs entail, among others. Research led to 
the conclusion that these barriers can be addressed through 
use of a Weight Management Navigator role. Essentially, the 
Weight Management Navigator is an expert on local programs 
and resources available so that they can triage patients into 
an appropriate program option. The navigator continues 
an ongoing cadence of follow-up with the patient while 
communicating progress to the care team (see Appendix). If 
a patient is not successful through a treatment intervention or 
drops out of treatment, the navigator will then aid them in finding 
another option. 

The initial pilot included limited hours through existing nurses 
with experience in weight management. The current goal is 
to expand the service to additional sites to work with more 
patients and collect more data. Several next steps are needed 
to gain evidence that this role is effective at making an impact 
for the patient, providers, and organizational outcomes. 

Next Steps 

1.	 Train additional employees to pilot the navigator role in 
new clinics and markets to grow the referring provider 
base and number of patients contacted. Also, consider 
expanding to non-clinical roles to assist with the job 
functions that do not require a clinical degree, such as 
scheduling and health coaching. 

2.	Utilize the population health module in Epic for 
more effective and meaningful charting and reduce 
redundancies between paper and electronic processes 
utilizing the following: 

a.	 Case management documentation through episodes 
of care tied specifically to obesity treatment.  

b.	 Track patient outreach through encounters, 
scheduled calls, and follow-up cadences—removing 
the manual tracking to a documented and automated 
tool.
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c.	 Build a reporting workbench report through the 
longitudinal plan of care—used to pull reports by 
episode of care and sorted by many factors, such as 
provider, biometrics, BMI, etc. 

3.	Integrate health coaching into the navigator process, 
utilizing employed health coaches or through digital 
health coaching. 

4.	Track outcomes to gain leverage for more resources 
to build a business case for a centralized Weight 
Management Navigator. 

a.	 Number of orders, no-show rate, completion rate

b.	 Number of calls and completed touchpoints to 
indicate workload ratios

c.	 Conversion to a program (e.g., HMR, dietician, 
surgery, bariatrician and external programs)

d.	 Outcomes such as percent of initial body weight lost, 
BMI change, A1C improvements

5.	Expand access to the navigator through inclusion in the 
medical weight management orderable.

Care Team
Increase Awareness and Understanding of  
Obesity Medicine

The Weight Management Steering Committee will also 
influence how providers understand obesity medicine. The 
goal is to increase education and awareness of obesity 
medicine through Continuing Medical Education (CME) and 
clinical events. Throughout the course of the collaborative, 
attempts were made to educate providers on topics such 
as motivational interviewing and anti-obesity medications. 
The most successful way to achieve audience with providers 
was through standing department meetings. This strategy 
is time-intensive when considering the hundreds of sites 
and thousands of providers within the organization. To reach 
more providers and increase engagement, it was determined 
necessary to offer web-based learning, resources, and CME 
for the presentation topics. Partnering with Clinical Medical 
Education, the process for adding new topics and setting 
up webinars for future broadcast on the internal intranet 
was created. A dedicated learning platform page for BMI 
resources will include the following for providers:

•	 Educational patient handouts on BMI and weight 
management 

•	 Podcast series on weight management topics and 
treatment updates

•	 Motivational Interviewing curriculum 

•	 Educating providers on anti-obesity medications and 
treatment options

•	 Webinars on weight management programs, some with 
CME (see Appendix, page 12) 

Patient/Family
Adding Weight Management Specialty to the 
Provider Profile

Identifying clinicians in weight management has proved 
challenging for both the internal providers and the patients. 
The provider profiles were updated to include weight 
management for those clinicians providing evidence-
based treatment. Now, when patients use the “Find a Doc” 
feature online, they can identify which providers are weight 
management specialists (see Appendix, page 13). 

Integrating Body Composition Scales into Obesity 
Medicine 

When patients are working on weight management, it is 
important to also highlight measurable changes other than 
weight loss. Often, as patients become more active and start 
to replace body fat with lean muscle, they will plateau on the 
scale. This can be discouraging for patients and cause for 
patients to discontinue their efforts. Measuring additional 
biometrics during weight management counseling can be 
motivating for the patient while providing insights for the 
clinician. Body Composition Scales are currently being 
vetted through the organization and are recommended in the 
practice of obesity medicine. A current vendor of scales for the 
organization is proposing a project to link all current scales and 
body composition devices to Epic for better utilization of the 
data.  

Introducing Childhood Obesity Treatment: SMART

Understanding children are developing adult diseases, it’s 
important to treat childhood obesity as a form of primary 
prevention. Currently, there are few, if any, treatment options 
available for primary care providers to refer their obese 
child and adolescent patients throughout the legacy Aurora 
locations. Dr. Melanie Smith has collected research to propose 
an evidence-based program called SMART: Sensible Meals, 
Activity, Rest/Reflection Together. Dr. Smith was honored for 
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her work in obesity medicine and received honoree funds to 
support this program pilot. She also secured volunteers from 
the clinicians and specialists required for the curriculum. 

Under specifications of the funds, the pilot is currently only 
available for patients referred to Aurora that meet criteria. 
There will be no charge for the program itself. Referrals for 
patients aged 9-13 with a BMI above the 95th percentile will 
qualify. Prior to induction, baseline labs will be obtained from 
the primary care provider as well as a height, weight, and waist 
circumference. 

The childhood obesity program pilot will launch on 
September 17, 2019, at the Burlington Wellness Center 
equipped with a small kitchen near the meeting room. The 
program will run for six weeks with a monthly support group 
to run for the subsequent ten months. A primary caregiver is 
required to be present on the first day to sign liability forms 
and to participate throughout the program. The groups will 
meet twice weekly with a weekend assignment for each family. 

Tuesday classes will consist of three 30-minute sessions by a 
dietician, behavioral specialist, and physical trainer. Thursdays 
will include a 60-minute session on nutrition followed by a 
30-minute physical activity. Nutrition education will focus 
on healthy foods, snacks, stoplight diet, healthy cooking, 
shopping, and not eating after dinner. The behavioral 
component will focus on readiness to change, motivational 
interviewing, and cognitive behavioral therapy. The physical 
activity will focus on a fun family activity.   

There will also be two shared medical visits per the six-
week program on Tuesdays. The primary care providers will 
perform less than 10-minute visits assessing blood pressure, 
heart, lungs, and addressing any acute medical issues. The 
behavioral specialist will also meet with the primary caregivers 
during the six weeks. 

Outcomes will be measured:

•	 Labs at baseline, six months, and one year: lipid profile, 
thyroid-stimulating hormone (TSH), and insulin level 

•	 Height, weight, and waist circumference will be checked 
at baseline, three weeks, and six weeks   

•	 Weekly fruits/vegetables and water intake, and 
quantitative changes in “steps” will be monitored and 
recorded through My Plate  

A second location will pilot in 2020 using the same template 
as the Burlington pilot, with modifications made as needed. 
It is anticipated that the outcomes of the pilot matched 
with the needs-based assessment of the community will 
provide enough evidence for the organization to adopt this 
pilot program as an ongoing treatment option for childhood 
obesity expanded throughout the organization.

Outcomes and Results
AMGA provided all healthcare systems involved in the Obesity 
Care Model Collaborative with seven measures to track during 
the collaborative. It started with baseline data (October 1, 
2016-September 30, 2017), followed by quarterly reporting 
from the first quarters of 2018 through the second of 2019. 
Filters were put in place including patient age (18-79 years 
old) and visit type, along with removing pregnant, deceased, 
and hospice patients. While one of the measures looked at 
the system patient population, the rest looked specifically at 
the chosen pilot site population at the Germantown North 
clinic, with its five family practice doctors. As Dr. Melanie 
Smith is Aurora’s physician champion for the Collaborative, 
it was decided to also look at her measures at the Burlington 
Clinic as a comparison as well. The providers were educated 
on the measures at the start of the first quarter of 2018 and 
were given periodic updates on results.

Measure 1: Determined the prevalence of overweight and 
obesity among Aurora Health Care system patients, and 
then among the pilot site patients. Prevalence stayed fairly 
steady for this measure for the system and the pilot site when 
comparing baseline to later quarters, ranging from 77% to 81% 
of patients having a BMI level that was considered overweight 
or obese.  

Measure 2: Calculated the average number of coded obesity-
related complications among six specified diagnoses (type 
2 diabetes, dyslipidemia, hypertension, obstructive sleep 
apnea, osteoarthritis, and nonalcoholic fatty liver disease) by 
weight class for pilot site patients with a BMI of 25 or higher. 
This was determined by looking for these complications’ ICD-
10 diagnosis codes on a patient’s claims during the reporting 
period. The purpose of this measure was not for there to be 
a change in the existence of these conditions but to increase 
claim documentation of these complications during the 
collaborative.  Since the reporting period for the baseline was 
a year, compared to the following reporting periods being 
quarters, patients in the baseline had more opportunities 
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for a claim to show up with one of these obesity-related 
complications. Therefore, baseline data was not compared to 
quarterly data.  

As shown in the Appendix, there was a slight increase among 
three of the four weight classes in the second quarter of 
2019 to compared to the first quarter of 2018 at the pilot site. 
The average number of coded complications for Dr. Smith’s 
patients also increased from the first quarter of 2018 to the 
second of 2019 for all weight classes and was higher than the 
pilot site’s patients (see Appendix, pages 13-14).

Measure 3: Calculated the percentage of patients at the pilot 
site with a BMI of 30 or higher who have been documented 
as having an obesity diagnosis (ICD-10 diagnosis codes: 
E66.01, E66.09, E66.2, E66.8, E66.9) in their claim. When 
looking by weight class (see Appendix), the pilot site has 
seen improvement in the coding of obesity in patients’ claims 
for obesity class 3 from Quarter 1, 2018, to Quarter 2, 2019 
(baseline data not included for the same reasons given as 
in Measure 2). There was a large amount of education and 
questions regarding this topic at the pilot site, which may 
have been one of the reasons for the improvement. Another 
possible reason is that Advocate Aurora Health instituted a 
new system-wide shadow measure at the beginning of 2019, 
mandating the usage of obesity diagnosis codes for patients 
in obesity class 3. Dr. Smith’s patients also saw increases in 
this measure among all weight classes, and were higher than 
the pilot site (see Appendix, page 15).

Measure 4: Determined the percentage of pilot site patients 
with a BMI of 25 or higher who have been assessed for 
obesity-related complications over the past year (one test, 
TSH, is over five years). This included seven tests individually, 
and then the percentage of patients who received all seven 
tests. The seven tests include: Blood pressure; HbA1c or 
fasting plasma glucose; HDL cholesterol; triglycerides; TSH; 
serum creatinine; and aspartate aminotransferase (AST) or 
alanine aminotransferase (ALT).

The percentage of pilot site patients who received all seven 
assessments declined a small amount (~4%) from baseline to 
Quarter 2, 2019, particularly among patients in the overweight 
weight class. There was education given to the providers as to 
why these seven assessments were chosen, but due to there 
being contradictory requirements/guidelines from various 
medical associations, this was a hard measure to convince the 
pilot site providers to prioritize.  

However, when looking at provider-level data, there was some 
improvement, with the two newer providers having large 
improvements (up 33% depending on weight class). These 
improvements are hidden when looking at the pilot site in total 
though, due to a more experienced provider—who had higher 
rates of testing—retiring halfway through the collaborative. 
There were also some improvements among pilot site patients 
by weight class for individual assessments, such as TSH and 
serum creatinine (see Appendix, page 14).

Dr. Smith’s patients were increasingly tested for all seven 
assessments in three of the four weight classes throughout 
the collaborative, at higher rates than the pilot site (see 
Appendix).

Measure 5: This was a Patient Reported Outcome Measure 
(PROM) survey with 24 questions regarding the patient’s 
feelings about their obesity and how it affects their quality of 
life, offered to patients with a BMI of 30 or higher. Two rounds 
of this survey were conducted, with the goal to get at least 50 
completed surveys from the same patients during these two 
rounds. The first round occurred during Quarter 1, 2018, and 
the second round occurred nine to 15 months after the first 
round—roughly around the first and second quarters of 2019. 
The surveys were delivered by hand during office visits. The 
PROM survey initially was only conducted at the pilot site, but 
as there was difficulty getting enough completed surveys, it 
was decided to also distribute these surveys to Dr. Smith’s 
patients.  

The first round of surveys resulted in 127 surveys being 
distributed, with 86 surveys being returned, a response rate of 
68%. The second round had 67 surveys distributed to patients 
in this same group, with 44 being returned, a response 
rate of 66%. Of these patients who took both rounds, their 
average scores didn’t change, with a difference of zero for the 
obesity-related problem scale, and a difference of +1 (more 
positive feelings) for the obesity and weight loss quality of life 
instrument.

Measure 6: Looked at weight change over time among pilot 
site patients with a BMI of 25 or higher, excluding bariatric 
surgery patients. As the initial patient visit had to take place 
nine to 15 months prior to the reporting quarter, any results 
from collaborative education would only first start to be seen 
in Quarter 1, 2019, as provider training first started in Quarter 
1, 2018. However, many initiatives were only starting to be 
discussed and imagined in the first quarter of 2018, and 
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therefore wouldn’t show up as potential weight loss until later 
in 2019.  

Pilot site patients have generally done worse in Quarter 2, 
2019, than previous quarters on average—particularly those 
with obesity class 1—with fewer patients losing weight, or 
if they had lost weight, losing a smaller percentage of their 
weight (see Appendix).  

Conversely, Dr. Smith’s patients with overweight or obesity lost 
weight more often in Quarter 2, 2019, compared to previous 
quarters on average (other than obesity class 1), as shown in 
Appendix.

Measure 7: Showed the percentage of patients with obesity 
who have been prescribed an anti-obesity medication (AOM). 
This was a very low percentage of patients throughout the 
collaborative, both among pilot site patients and Dr. Smith’s 
patients, with the highest prescription rate in Quarter 2, 2019, 
among the weight classes being 3%. One of the providers at 
the pilot site who had higher prescribing rates for AOM retired 
half-way through the collaborative, which explains some of 
the lack of growth.

CGCAHPS (Clinician and Group Consumer Assessment 
of Healthcare Providers and Systems): Survey results were 
additional measures that were tracked, specifically the 
questions “In the last 3 months, did you and anyone on your 
healthcare team talk about a healthy diet and healthy eating 
habits?” and “…talk about the exercise or physical activity 
you get.” This was looked at among all patients answering 
the survey (not by weight class) among pilot site patients and 
Dr. Smith’s patients. These questions were selected as it was 
unlikely the other measures would show improvement if diet 
and exercise weren’t discussed during the patient visit.  

There was initially an increase in the percentage of pilot site 
patients saying yes to both questions during the first six 
months of the collaborative, when the provider education 
was most on top of the providers’ minds, but as the provider 
training ended, the survey results returned to where they 
were originally. When asked for feedback on the results, one 
provider admitted that, a couple of months after training, he 
didn’t think about discussing obesity during patient visits as 
there were so many other clinical things he had to discuss.

Lessons Learned and  
Ongoing Activities
Aurora Health Care has several evidence-based treatment 
options for weight management, yet the integration, 
awareness, and accessibility of these programs across the 
organization needs strategic and operational support. Work 
will continue to be done toward the identified gaps in obesity 
treatment: 

•	 Enhancement of referral tools for providers and resources 
available to patients

•	 Education and awareness of obesity medicine to 
providers

•	 Extension of the care team through a Weight 
Management Navigator 

•	 Development and expansion of childhood obesity 
treatment

•	 Integration of behavioral health into more treatment 
options to ensure psychological treatment is available. 
For example, integrate training in cognitive behavioral 
therapy to health coaches to free up behavioral health 
professionals to treat patients with obesity and another 
mental health disease.

As the merged healthcare system, now Advocate Aurora 
Health, continues to harmonize the service offerings across 
the expanded footprint, efforts will unite in shaping a 
comprehensive weight management strategy. This continued 
work will shape the definition of what is needed to effectively 
offer an obesity medicine treatment. A collective voice from 
the physician-led Weight Management Steering Committee 
paired with a business plan for systematic rollout will implore 
executive leadership to elevate weight management to a 
strategic priority. This support is required to procure the right 
mix of resources while scaling up throughout the organization. 
Obesity is a multifactorial disease that will take a very 
integrated system to treat.
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Appendix Appendix 

WWAD participants at Burlington High School 

Introductory course on obesity medicine for .25 CME, housed on the internal CME learning platform
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Appendix Appendix 

Example of weight management classification on the provider profile under “Find a Doc” on the 
organization’s webpage
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Appendix D 

Digital display for waiting room televisions 

Facebook event 
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Appendix G 

Aurora Comprehensive Weight 
Management Program: By Market

Patient Contacts or is Referred to a Weight Management “Navigator” 

Consultation/Assessment between Patient and “Navigator”

“Navigator” Scores/Triages Patient & Recommends Treatment Plan or 
Discover Steps (to learn more and make a decision)

*Physician Consult, if needed      * Webinar   * Information Session Schedules   *Info Packet 

Patient Begins Treatment Plan, Navigator Care Coordination
 Documentation & Routine Follow-up 
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Bariatric 
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(medications)
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Appendix 

Final Data Report from AMGA Obesity Care Model Collaborative
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