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Organizational Profile 
Headquartered in Winston-Salem, North Carolina, Novant 
Health (NH) is a not-for-profit integrated system of 15 medical 
centers and more than 1,600 physicians in over 640 locations, 
as well as numerous outpatient surgery centers, medical 
plazas, rehabilitation programs, diagnostic imaging centers, 
and community health outreach programs. Novant Health’s 
28,000+ team members and physician partners are committed 
to making health care remarkable for the more than 5 million 
patients the system serves annually in North Carolina, Virginia, 
South Carolina, and Georgia. Novant Health’s vision is to 
deliver the most remarkable patient experience, in every 
dimension, every time. In 2018, Novant Health provided more 
than $883 million in community benefits, including more than 
$154 million of direct charity care for low-income patients 
and hundreds of community health outreach programs to 
vulnerable and at-risk populations. 

Pilot Profile 
Project leadership selected three primary care clinics in 
Winston-Salem, north Charlotte, and southern Charlotte 
as diverse geographic locations where local need and 
resources are sufficiently representative to combine for a 
meaningful and manageable sample. Except for the Adult 
Obesity Care Pathway (see Appendix A: Adult Obesity Care 
Pathway) available in the NH electronic health record (EHR), 
Epic, selected pilot clinics did not have defined protocols for 
managing patients with obesity. The three clinics consist of six 
medical doctors and nine advanced practice clinicians (APC) 
for a total of 15 healthcare providers. 

Number of Patients
Organization-wide

1. Baseline—594,366 active patients

2. 2018—628,173 active patients

Pilot clinics

3. Baseline—11,487 active patients

4. 2018—5,989 (average 4 quarters) active patients

5. 2019—6,668 (quarter 1) active patients

Executive Summary
Because the Adult Obesity Care Pathway was standard and 
available to the three pilot clinics, the pathway served as 
the model for testing obesity treatment options in a primary 
care setting. The care pathway is designed to serve as a tool 
providers can use to evaluate and treat adult obesity with 
standardized care processes based on evidence-based 
guidelines. Leadership expects providers to use the pathway 
more consistently as it becomes more established. Pilot 
study interventions included incentivizing obesity treatment 
by utilizing the organization-wide non-productivity bonus 
metric, clearly defining primary care level intervention as part 
of the Adult Obesity Care Pathway algorithm. In addition, the 
project team conducted a best practice standard review to 
identify additional opportunities for a pilot study.1,2,3  While 
demonstrated success in achieving >5% weight loss in a 
primary care setting is limited, the project team determined 
frequency of patient interaction would be the greatest 
opportunity to better align the Adult Obesity Care Pathway 
with current best practice standards. In its original form, 
the Adult Obesity Care Pathway recommends follow-up 
to lifestyle intervention at intervals of six months, while 
research demonstrates better outcomes with high-intensity 
interactions, which can be defined as weekly. The project team 
tested a three-month pathway in the pilot clinics to determine 
if more frequent follow-up resulted in improved outcomes and/
or increased referrals to a multi-disciplinary bariatric program. 
The pilot study also included provider education specifically 
focused on weight bias/stigma in health care, effective 
communication, and identification of services available to 
support lifestyle management intervention.   

Organizational data collection associated with the non-
productivity bonus metric showed mean weight loss 
with select documented interventions compared to no 
documented intervention, with the greatest weight loss 
associated with referral to bariatrics. AMGA data for percent 

Acronym Legend
APC: Advanced Practice Clinicians

BMI: Body Mass Index

EHR: Electronic Health Record

NH: Novant Health 

PCP: Primary Care Provider
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weight loss reveals consistent ~25% weight loss in the 
1%-5% weight loss range for all weight classes in the pilot 
clinics. Using the same measure, the project team compared 
weight loss among the pilot clinics, patients treated in 
a multidisciplinary medical bariatric clinic, and patients 
undergoing bariatric surgery. The results of this comparison 
support organizational data with patients referred to bariatrics 
demonstrating the highest percentage weight loss. Providing 
a format in the EHR for capturing primary care provider (PCP) 
interventions as part of the non-productivity bonus metric 
resulted in identification of those interventions with most 
positive outcomes as defined by mean weight loss. While a 
referral to bariatric treatment resulted in increased weight loss, 
a loss of 1%-5% in ~25% of patients seen in a primary care 
setting is very encouraging and supports efforts to implement 
early intervention.  

Efforts to define and standardize primary care level intervention 
in the pilot clinics was unsuccessful due to barriers such 
as concerns regarding insurance coverage, clinic access 
for monthly visits, and patient ability and/or willingness to 
comply with monthly visits. Equally, provider education was 
unsuccessful due to the inability to identify a delivery method 
that resulted in consistent participation and feedback.  
Through the efforts of this project, however, the identification 
of specific providers expressing an interest in participating in 
further work has led to the creation of a “phase 2” pilot. Key 
learnings from “phase 1” will influence “phase 2” development. 
Specifically, “phase 2” planning will include more in-depth 
work to define and remove known barriers to a standardized, 
monthly obesity care pathway while also testing additional 
options for education.  

Patient selection criteria was defined as patients aged 18-
74 with a body mass index (BMI) documented during the 
measurement year or the year prior a BMI greater than 30kg/
m2. Pilot interventions included:

1. BMI assessment with documentation of an appropriate 
treatment goal.

2. Increase patient interaction with a three-month pathway.

3. Educate providers regarding weight bias/stigma in 
health care, effective communication, and identification 
of services available to support lifestyle management 
intervention.

Interventions
Non-productivity Bonus Metric
Novant Health identifies annual physician compensation 
strategies that align with mission, vision, values, strategy, and 
system priorities. Parallel to participation in the AMGA Obesity 
Care Model Collaborative, Novant Health Medical Group 
leadership included BMI screening and documentation of a 
follow-up treatment plan as a metric for the entire physician 
network and, therefore, each pilot clinic. The creation of a 
SmartForm in Dimensions (Epic) allowed for the capture 
of provider documentation regarding BMI recognition and 
treatment options offered to the patient. The goal for this 
intervention was to meet quality goals required by at risk 
payors as well as 2018 Medicare Shared Savings Program 
(MSSP) requirements for BMI screening and follow up. In 
addition to system goals, the collaborative project team 
analyzed the data to determine if requiring documentation  
of patient BMI and a treatment plan improves the diagnosis  
of obesity and improves outcomes defined as percentage  
weight loss.

Three-Month Pathway
The project team asked providers to identify who had a 
documented BMI of greater than 30 but did not set any 
parameters to limit a provider from treating those with a BMI 
>25 and <30. To begin the pathway, the provider should 
ask the patient if they would like to discuss their weight and 
consider participating in a three-month pathway requiring 
monthly follow-up visits. Standardized patient education 
(“Your Guide to a Healthier Weight”) was provided for the pilot 
clinics to use during treatment. Otherwise, treatment could 
vary depending on provider. For documentation, a flag was 
created in Dimensions (Epic) to indicate a patient agreed to 
obesity treatment with the PCP and was actively participating 
in ongoing treatment. In keeping with current best practice 
standards, the intervention goal was to determine if increasing 
the frequency of interactions with the primary care team 
would improve patient engagement and adherence to lifestyle 
interventions, and/or generate referrals to a multidisciplinary 
program resulting in improved outcomes as defined as 
percentage of weight loss.  
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Provider Education
Based on the Adult Obesity Care Pathway and due to known 
gaps in the availability of services in certain areas, the project 
team conducted a gap analysis to clearly define and educate 
providers regarding services available in their area and how 
to refer in Dimensions (Epic). The project team educated 
providers via email regarding weight bias/stigma and how to 
have an effective conversation. Also, the project team invited 
providers to attend an educational dinner event. Education 
was provided in multiple delivery methods (i.e., written, video, 
and in person). Recognizing the crucial role education plays 
in improving care for patients with obesity, the purpose of 
this intervention was to determine if service utilization would 
improve with increased knowledge of multidisciplinary 
services available for patient referral along with determining 
if provider comfort level improved after education on weight 
bias/stigma and how to have an effective conversation.  

Outcomes and Results
Non-productivity Bonus Metric
Novant Health Medical Group system wide data collection 
associated with the non-productivity bonus metric shows 
mean weight loss with select documented interventions 
compared to no documented intervention with the greatest 
weight loss associated with referral to bariatrics (see Appendix 
B-Mean BMI Loss by Intervention). AMGA data for % weight 
loss reveals consistent ~25% weight loss in the 1%-5% 
weight loss range for all weight classes in the pilot clinics 
(see Appendix C-Percent Weight Change Pilot Clinics). Using 
the same measure, weight loss was compared between the 
pilot clinics, patients treated in a multidisciplinary medical 
bariatric clinic, and patients undergoing bariatric surgery 
(see Appendix D1-4-Comparison Percent Weight Change). 
The results of this comparison support organizational data, 
with patients referred to bariatrics demonstrating the highest 
percentage of weight loss. Providing a format in the EHR for 
capturing PCP interventions as part of the non-productivity 
bonus metric resulted in identification of those interventions 
with most positive outcomes as defined by mean weight loss. 
While a referral to bariatric treatment resulted in increased 
weight loss, a loss of 1%-5% in ~25% of patients seen in a 
primary care setting is very encouraging and supports efforts 
to implement early intervention. The non-productivity bonus 

metric resulted in only a slight increase in patients with a 
diagnosis of obesity from 2017 Q3 to 2019 Q2 (see Appendix 
E-Documentation of Obesity Diagnosis).  

Three-Month Pathway
Efforts to define and standardize primary care level intervention 
in the pilot clinics were unsuccessful due to barriers such 
as concerns regarding insurance coverage, clinic access 
for monthly visits, and patient ability and/or willingness to 
comply with monthly visits. Pilot clinic providers implemented 
individual treatment options for identified patients but, for the 
purpose of this study, the actual number of patients flagged in 
the EHR as participating in the three-month pathway was too 
low for meaningful data analysis.  

Provider Education
Overall, education was considered ineffective due to the 
inability to identify a delivery method that resulted in consistent 
participation and feedback.  

Lessons Learned and  
Ongoing Activities
Non-productivity Bonus Metric

While the actual treatment interventions vary, data revealed 
that requiring providers to document BMI and an intervention 
resulted in greater mean weight loss. By identifying the 
specific interventions resulting in the greatest weight loss, 
future work can be focused on those that were most effective. 
Maximizing the functionality of the EHR could result in an 
increase in patient diagnoses. Ongoing efforts will be placed 
on provider education regarding documentation options that 
can facilitate the next step of entering a patient diagnosis of 
obesity.

Three-Month Pathway
The current landscape of insurance coverage for obesity 
services makes implementing a consistent, standardized care 
pathway difficult in an environment with as broad a scope as 
primary care. Better education regarding coverage and billing 
and coding could help allay provider concerns that may be 
limiting treatment. Also, the decision to use three different pilot 
clinics offered challenges to achieving standardization due 
to variation in clinic operations. Ongoing work to determine a 
standardized care pathway may be better accomplished with 
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a group of individual providers who are actively involved in 
study planning and who are able to make clinic adjustments as 
needed.  

Provider Education
Primary care clinics are a fast-paced environment with little 
downtime for education review. While initial education 
attempts were not generally effective, some providers who 
participated in the dinner education events have surfaced as 
“champions” and expressed interest in future work. Ongoing 
education opportunities will include these providers with an 
expressed interest and will offer a clear, objective format for 
receiving education evaluations.   
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Appendix C 
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Measure	6:	Proportion	of	Patients	by	Percent	Weight	Change

Lose	≥	10%

5% ≤	Lose	<	10%	

1%	<	Lose	<	5%

Maintain	(± 1%)

Gain	≥	10%

5% ≤	Gain	<	10%

1%	<	Gain	<	5%

● By	reporting	period,	weight	class	and	7	weight	categories

Novant
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Appendix E 

Documentation of Obesity Diagnosis
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Appendix E 

Documentation of Obesity Diagnosis
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Appendix 

Final Data Report from AMGA Obesity Care Model Collaborative
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