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Abstract 

Title: Assessment of Nurse Practitioners’ Screening, Prevention, and Treatment Practices in 

Pediatric Obesity  

Primary Investigator: Kyla Hargraves, BSN, RN 

Purpose: To describe Florida Nurse Practitioners (NPs) practice in pediatric obesity and to 

examine factors related to their practices. 

Methods: A cross-sectional study, quantitative research design was employed. A total of 109 

Florida NPs who provide care to pediatric populations participated. Participants completed 

survey questionnaires via email (Qualtrics) to identify screening, prevention, and treatment 

practices in pediatric obesity. Stepwise linear regression was used to examine intrapersonal and 

organizational factors related to NP practices. 

Results: Nearly two-thirds of Florida NPs reported that they provide pediatric obesity screening 

(63.2%), prevention (60.2%), and treatment (63.7%) most of the time or always in their practice. 

Among intrapersonal factors, pediatric NPs reported performing pediatric obesity screening, 

prevention, and treatment more often than those educated in other specialties. Among 

organizational factors, NPs who work in a family practice setting reported performing pediatric 

obesity screening (B = 12.084, p < .01) and prevention (B = 7.419, p < .01) more often than NPs 

in a pediatric practice setting. NPs who practice in other settings reported performing pediatric 

obesity treatment (B = -2.061, p < .05) less often than NPs in pediatric practice. NPs who 

provide care to a greater percentage of pediatric patients reported higher rates of pediatric obesity 

screening (B = 5.202, p < .01), prevention (B = 2.720, p < .01), and treatment (B = 2.720, p< 

.05). 
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Discussion: One-third of Florida NPs are failing to follow the AAP guidelines for pediatric 

obesity screening, prevention, and treatment in their practice. Both intrapersonal and 

organizational factors impact NP practices in pediatric obesity.  

Conclusions: Strategies aimed at improving practice guidelines and/or development of 

additional resources are needed to promote NP practice in pediatric obesity. Further research 

should be conducted, including assess NPs knowledge regarding the AAP pediatric obesity 

guidelines, implement educational interventions, and evaluate effectiveness of educational 

interventions. 

Major Professor: So Hyun Park, PhD, RN 
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Introduction 

Pediatric obesity is a major public health concern in the United States. An analysis of 

trends regarding obesity in pediatrics revealed that 35.1% of children age 2 to 19 years were 

classified as overweight or obese between 2015 and 2016 (Skinner, Ravanbakht, Skelton, Perrin, 

& Armstrong, 2018). Furthermore, 36.6% of children 10 to 17 years of age were classified either 

overweight or obese in Florida (Segal, Rayburn, & Martin, 2018).  

Excess weight gain in children and adolescents is often associated with consumption of 

high-calorie, low-nutrient foods and beverages, and suboptimal amounts of physical activity with 

high levels of sedentary behavior (Centers for Disease Control and Prevention [CDC], 2017). 

These are modifiable factors have vast impacts on a child’s weight and are often co-related. 

Pediatric obesity not only predisposes individuals to obesity in adulthood, but also raises the 

prevalence of comorbidities such as heart disease, type 2 diabetes, types of cancer, and 

polycystic ovarian syndrome (PCOS) in females (CDC, 2017; Thompson et al., 2016). Once a 

child develops one or more of these conditions, it becomes increasingly difficult and complicates 

the care of the child for both the nurse practitioners (NPs) and the caregiver(s). 

Problem Statement 

According to the American Association of Nurse Practitioners (AANP) (2017), the 

United States contains more than 234,000 NPs. With 62.4% of these practitioners holding 

certification in family care and 4.8% in pediatric primary care, a large population of children are 

treated by an NP in the primary care setting. NPs scope of practice allows these providers to 

assess patients, order and interpret diagnostic tests, make diagnoses, as well as to initiate and 

manage treatment plans (AANP, 2017). The expectation of pediatric health care providers’ 

include: (1) identify at risk infants and children early in life; (2) be knowledgeable of guidelines 
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regarding healthy eating and physical activity recommendations for children, families, and 

caregivers and to utilize these guidelines; and (3) to provide continuous care to these children 

and adolescents who are identified as either overweight or obese (National Association of 

Pediatric Nurse Practitioners [NAPNAP], 2015). Therefore, NPs are expected to play a pivotal 

role in screening for, preventing, and managing pediatric obesity. However, little research has 

been conducted regarding the current pediatric obesity screening, prevention, and treatment 

practices of NPs and the various factors that affect these practices.  

Purpose and Aims 

The purpose of this project is to identify NPs practice in pediatric obesity in Florida. 

Aim 1: To describe NPs practice in pediatric obesity screening, prevention, and 

treatment. 

Aim 2: To examine factors related to NPs practice in pediatric obesity screening, 

prevention, and treatment. 

Aim 3: To explore barriers to NPs practice in pediatric obesity screening, prevention, and 

treatment. 

Review of the Literature 

Provider Roles, Awareness, and Perceptions in Pediatric Obesity 

The American Association of Pediatrics (AAP) have developed guidelines for the 

pediatrician regarding their role in pediatric obesity screening, prevention, and treatment 

(Daniels & Hassink, 2015). The AAP recognizes that the pediatrician has a major role in 

addressing this public health priority due to their unique relationship with the child and their 

family over the course of the child’s life. The most recent AAP guidelines, published in 2015, 

bring attention to various factors that should be considered when providing care to a pediatric 
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patient that will aid in the prevention, diagnosis, and treatment of obesity in a child or 

adolescent. Key concepts that have been identified by the AAP and other sources are (1) 

assessment of risk factors, (2) the identification of children at risk, (3) appropriate screening, and 

(4) educational topics and techniques (Daniels & Hassink, 2015; NAPNAP, 2015; Society of 

Pediatric Nurses, 2017). The AAP guidelines that have been developed not only recommend 

steps for early identification of obesity, but also provide a framework for prevention education 

that should be provided and for the continuation of care when the child has been determined to 

be overweight or obese. 

When health care provider efficacy was assessed, researchers found that a lack of 

knowledge and awareness in regard to pediatric obesity was present. Less than half of providers 

were able to correctly identify definitions related to pediatric obesity, recommendations 

regarding diet and exercise, and 40.4% did not utilize any guidelines related to pediatric obesity 

(Larsen et al., 2010; Tanda et al., 2017). In a study conducted in the United Kingdom (Spivack et 

al., 2010), general practitioners and practice nurses reported it was not their responsibility to 

address prevention and treatment of obesity in children or adolescents, but that their role was 

simply confined to raising the issue of child’s weight to the caregiver(s).  

Screening 

To determine if a child or adolescent 2 years or older is overweight or obese, it is 

recommended that providers should calculate and plot body mass index (BMI) on growth charts 

that have been developed by the CDC (CDC, 2017; Daniels & Hassink, 2015; Larsen et al., 

2006; NAPNAP, 2015; Society of Pediatric Nurses, 2017; Tanda et al., 2017). The term 

“overweight” is used in a child or adolescent who is identified to have a  BMI that is between the 

85th percentile and the 95th percentile when compared to children and teens that are the same age 
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and sex (CDC, 2017). Obesity in a child or adolescent is defined as BMI that is at or above the 

95th percentile when compared to children and teens that are the same age and sex (CDC, 2017). 

Although 91% of primary care physicians in one particular study stated that their current practice 

had adequate resources to diagnose a pediatric patient as overweight, it was found that over 50% 

of providers admitted to not assessing BMI at either well-child or yearly visits (Larsen et al., 

2006; Spivack et al., 2010; Tanda et al., 2017).  

To determine if a child is at risk of becoming overweight or obese, the provider should 

assess various prenatal as well as child risk factors (Daniels & Hassink, 2015). Prenatal factors 

include parental obesity, maternal gestational diabetes, and maternal smoking. Child risk factors 

include not being breastfed, rapid infant weight gain, short sleep duration, depression, and/or 

having a developmental disorder (Daniels & Hassink, 2015). These parameters should be used 

consitently in practice and the diagnosis determined with consideration to each individual child. 

In one study, a majority of providers reported that they did assess diet and physical activity 

levels frequently during well-child visits for children ages 2-17 (Tanda et al., 2017). 

Education 

Health education is defined as any combination of learning experiences that are designed 

to aid individuals in improving their health. This can be done by increasing their knowledge or 

influencing their attitudes (World Health Organization [WHO], 2017). When health care 

providers educate patients on specific topics, they are then empowered to use this knowledge to 

improve not only their health, but also the health of those around them. Education regarding 

pediatric obesity should be provided by the NP at every well-child visit and additionally if 

applicable. Increasing the awareness of pediatric obesity and the various factors that can lead to 

pediatric obesity are vital for individuals and communities to understand. Education and 
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promotion regarding healthy beverage consumption, food choices, eating habits, screen time, 

physical activity, and sleep duration should be provided to every child and their caregiver(s) 

(Daniels & Hassink, 2015; NAPNAP, 2015; Society of Pediatric Nurses, 2017).  

Barriers 

It is important to explore common barriers providers are facing when attempting to 

screen for, prevent, and/or treat pediatric obesity. These barriers are preventing healthcare 

providers, including NPs from providing appropriate pediatric obesity care and even resulting in 

the complete omission of this screening, preventative education, and treatment (Hessler, 2015; 

Larsen et al., 2006; Spivack et al., 2010; Tanda et al., 2017; Walker et al., 2007). Various studies 

have found similar and overlapping barriers with these factors being widespread and including: 

parental resistance, limited finances and resources of the family, low educational level of parents, 

insufficient or lack of insurance, societal norms, lack of school promotion of healthy eating, lack 

of time of the NP, fear of jeopardizing the NP-child and family relationship, and even lack of 

reimbursement (Hessler, 2015; Larsen et al., 2006; Spivack et al., 2010; Tanda et al., 2017; 

Walker et al., 2007). In order to improve the rates of provider’s practices in pediatric obesity 

screening, education, and treatment these barriers must be identified and further research should 

be conducted regarding how to overcome these reported barriers.   

Gaps in Research 

 Due to the consistently high rates of pediatric obesity in the United States, it is apparent 

that further research needs to be conducted with a focus on NP practice in pediatric obesity 

screening, prevention, and treatment practices. Although the AAP has established guidelines for 

the practice in pediatric obesity screening, prevention, and treatment, little is known about how 

NPs utilize these guidelines in their practice. NPs are not consistently utilizing the AAP pediatric 
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obesity guidelines in practice. This can be attributed to either a knowledge deficit or in situations 

when the NP has sufficient knowledge, various factors in the practice setting prevent the NP 

from utilizing these guidelines (Hessler et al., 2015;Larsen et al., 2006; Spivak et al., 2010; 

Tanda et al., 2017; Walker et al., 2007). It must be determined why this protocol is not being 

followed by all providers who are caring for pediatric populations. In revealing why this is 

occurring, it may become evident that there is a need for guidelines in which explicitly cater to 

the practice of the nurse practitioner.  

Conceptual and Theoretical Framework 

The Social Ecological Model (SEM) was utilized to serve as a guide of the framework for 

this research. The SEM has often been used regarding pediatric obesity prevention. Derived from 

the ecological systems theory, this model proposes that not only do an individual’s actions have 

influence from intrapersonal factors but also interpersonal factors, community, organization, and 

policy (Ohri-Vachaspati, DeWeese, Crespo, Delia, Yedidia, & Todd, 2014). The SEM was 

applied to this research project and multiple factors were defined based on the specific factors 

studied (Figure 1). Intrapersonal factors included education level, the area of specialty in which 

education was completed, years of experience as an NP, and years of experience as an NP 

working with the pediatric population. Organizational factors included type of clinical setting in 

which the NP currently works, the amount of pediatric patients cared for in this setting, and the 

percentage of total patients cared for that are pediatric. These variables have been created as 

working definitions for the framework of the study and did not include all possible relationships.  

Methodology and Implementation 

Research Design 
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This study employed a cross-sectional, quantitative research design. A survey method 

was used to collect information regarding nurse practitioners’ current practices regarding 

screening, prevention, and treatment of pediatric obesity. 

Participants and Setting 

This study utilized a non-random, purposive sampling method to recruit participants. The 

target population of this study was NPs located in Florida who provide care to pediatrics in their 

current practice setting. At the time that the survey was closed, there was a total of 225 

participants. After review by the researcher, there were 109 surveys that were included in final 

analysis. This was due either to inclusion criteria not being met (not currently providing care to 

pediatric populations in practice) or surveys not being fully completed. The demographic 

characteristics of the NPs who participated in the study are presented in Table 1. The majority of 

participants were female (94.5%) and the mean age was 46 years (ranged from 27 to 79 years). 

Data Collection 

 Potential participants were recruited by utilizing a public database to obtain e-mail 

addresses of NPs who practice in the state of Florida. The survey was disseminated via e-mail 

and contained an introduction to the study, a statement of consent and a link to access the survey 

via Qualtrics in November 2018. The survey link became inactive two weeks after dissemination 

of the original invitation e-mail. A raffle for a $50 Amazon gift card incentive was provided, and 

this was distributed to one individual via e-mail after the survey link was deactivated.  

Instruments/Tools 

The author developed a survey questionnaire based on the American Academy of 

Pediatrics (AAP) guidelines for the screening, prevention, and treatment of pediatric obesity. 

This survey included assessment of the NPs practices regarding pediatric obesity and how 
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closely they follow the AAP guidelines. The questionnaire also allowed participants to identify 

the main barriers that they face when attempting to screen for, prevent, and treat pediatric obesity 

in their practice. Prior to survey dissemination and data collection, the survey questionnaire was 

reviewed by three NPs who have experience with the pediatric population. This was done in an 

effort to further validate contents of the questionnaire, and revisions were made per these NPs 

recommendations. Each participant was asked if they currently provide care to pediatrics, if they 

answered “no” they were immediately disqualified from the study. The survey contained a total 

of 35 questions and had 4 main sections with 1 extended response to conclude. Appendix B. 

Intrapersonal Factors 

Demographic questions were included at the beginning of the survey to shed light on the 

NP’s background and practice experience to ensure that inclusion criteria are met. If inclusion 

criteria were not met, the survey ended and the respondent was informed that they were not 

eligible to participate. This portion of the survey focused on intrapersonal factors contained five 

questions. This section includes gender, age, educational preparation, highest level of education, 

and years of experience as an NP working with the pediatric population. 

Organizational Factors 

Following demographic data, there were six questions to determine the amount of 

exposure each participant has to caring for pediatric populations in their current workplace. 

Participants had to identify in which clinical setting they currently work, the average number of 

pediatric patients they see in a week, and what percentage of their total patients are pediatric.  

NP Practices on Screening, Prevention, and Treatment in Pediatric Obesity 

Following the demographic portion, NPs practices on screening, prevention, and 

treatment in pediatric obesity were assessed using a 5-point Likert scale format (1 = never, 2 = 
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sometimes, 3 = about half the time, 4 = most of the time, 5 = always) A higher score on the 

question/survey indicates a higher frequency of the NP completing these practices. The survey 

questionnaire divided the main three practices (screening, prevention, and treatment) into 

sections with each including key practices identified by the AAP. 

The first main section evaluated the NP’s screening practices regarding identification of 

pediatric obesity. Items included in this section of the survey are: prenatal risk factors, child risk 

factors, healthy diet practices (family meals in the home, meals at a table without distraction, 

daily breakfast consumption, fruit and vegetable consumption, parent knowledge of school 

lunch), unhealthy diet practices (sugar-sweetened beverage consumption, consumption of meals 

cooked outside the home), screen time, physical activity, sleep duration, BMI calculation, and 

BMI plot. The second section that evaluated NP practice was in regards to the education that 

they provide patients and families including: healthy diet practices (vegetable consumption, fruit 

consumption), unhealthy diet practices (sugar-sweetened beverages), screen time, physical 

activity, sleep duration, and obesity-related chronic diseases. The final section of the survey 

addressed NP’s treatment practices of pediatric obesity including: discussion of BMI plot, 

development of a treatment plan, and treatment follow up. 

To conclude the survey, participants were asked to identify the most common barrier(s) 

that prevent them from providing obesity screening, prevention, and treatment to children and 

their caregivers. This portion of the survey allowed participants to provide short 

answers/comments and this was analyzed as qualitatively. 

Human Subject and Informed Consent 

 Florida State University Institutional Review Board approval was obtained prior to the 

launch of this study. Surveys via Qualtrics were completed on an entirely anonymous basis and 
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included certain professional demographics to ensure inclusion criteria was met, but did not 

include information which would lead to identification of the individual participant. Participants 

were informed that study participation is completely voluntary and that they had the choice to 

withdrawal from the study at any time. Instructions were included in the study invitation 

directing participants on how to enter the raffle giveaway. Participants were directed to email the 

DNP student and to state that they had completed the survey and would like to enter the raffle. 

These email addresses were not linked to survey responses and did not invalidate the anonymity 

of the study. The responses that were received were stored on a password protected computed 

stored in a locked office.   

Data Analysis 

 Data analyses were performed using IBM’s Statistical Package for the Social Sciences 

version 22.0. Descriptive statistics were utilized to summarize the quantitative data collected. 

This data provided insight into the current practices of NP’s in Florida regarding screening, 

prevention, and treatment of pediatric obesity and how this differs from the recommended AAP 

guidelines. A stepwise linear regression was performed to analyze the relationship between NP 

practices regarding pediatric obesity screening, prevention, and treatment and various factors 

including intrapersonal and organizational characteristics of the participants. Statistical 

significance was set at <.05. Content analysis was performed to explore NPs challenges in 

pediatric obesity screening, prevention, and treatment. 

Results 

Intrapersonal Factors 

Intrapersonal factors of NPs who participated in the study are presented in Table 1. 

Participant education specialty was obtained, with the most frequent answers being family 
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practice which accounted for 60.6% of participants and pediatric practice which accounted for 

37.6% of participants. The category “other” (acute care, adult, psych/mental health, and 

emergency medicine) represents 5.5% of participants. Education level of participants included 

MSN (73.4 %), DNP (26.6%), and PhD (2.8%). The average years of experience working with 

pediatric populations was 10.6 years, with a range of 6 months to 36 years. 

Organizational Factors 

Organizational factors of NPs who participated in the study are presented in Table 1. 

Participant current practice setting was obtained, with the most frequent answers being pediatric 

practice (43.1%), followed by family practice (32.1%), and “other” (24.8%). The category 

“other” denotes acute/urgent care, corrections, school health, psych/mental health, women’s 

health, abuse clinic, and research. In regards to their current practice setting, participants 

answered that they cared for an average 48 pediatric patients in a week with a minimum of 1 

pediatric patient and a maximum of 400 pediatric patients per week. Approximately 50% of NPs 

reported that 76% to 100% of their total patients are pediatric.  

NP Practices in Pediatric Obesity Screening, Prevention, and Treatment  

Self-reported frequencies of NP pediatric obesity screening, prevention, and treatment 

practices are shown in Table 2. 

Screening Practices 

 Screening topics with significant amounts (greater than 50% of participants) of responses 

“never” or “sometimes” included prenatal risk factors, meals at a table without distraction, and 

parent knowledge of school lunch. Screening topics with significant amounts (greater than 50% 

of participants) of responses “most of the time” or “always” included fruit and vegetable 
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consumption, sugar-sweetened beverage consumption, consumption of meals cooked outside the 

home, screen time, physical activity, sleep duration, BMI calculation, and BMI plot.  

Prevention Practices 

It was noted that of all prevention topics, vegetable consumption (38.5%) and fruit 

consumption (37.6%) had the highest frequencies of “never” and “most of the time.” Prevention 

topics with significant amounts (greater than 50% of participants) of responses “most of the 

time” or “always” included sugar-sweetened beverage consumption, screen time, physical 

activity, and sleep duration.  

Treatment Practices 

Treatment topics with significant amounts (greater than 50% of participants) of responses 

“most of the time” or “always” included discussion of BMI plot, development of a treatment 

plan, and treatment follow-up. 

Factors Related to NP Practices in Pediatric Obesity Screening, Prevention, and Treatment 

 Intrapersonal Factors 

In the first step of stepwise linear regression, intrapersonal factors were entered. Among 

intrapersonal factors, education specialty was significantly related to NPs practices in pediatric 

obesity screening, prevention, and treatment. The relationship between intrapersonal factors and 

NPs practice in pediatric obesity screening is presented in Table 3. Model 1 was statistically 

significant (F = 3.763, p = .004) and explained 15.4% of variance in NPs practice in pediatric 

obesity screening. NPs who received a family nurse practitioner degree report performing 

screening for pediatric obesity less often ( = -9.39, p = .001) compared to NPs who received a 

pediatric nurse practitioner degree. NPs who completed their education in a specialty other than 
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pediatric NP or family NP report performing screening for pediatric obesity significantly less 

often ( = -22.70, p = .001) compared to NPs educated in pediatric specialty. 

The relationship between intrapersonal factors and NP pediatric obesity prevention is 

presented in Table 4. Model 1 was statistically significant (F = 2.357, p = .045) and explained 

10.3% of variance in NPs practice in pediatric obesity prevention. NPs who received an 

education in family practice report that they provide pediatric obesity prevention education less 

often compared to those who obtained an education in pediatric practice ( = -3.45, p = .030). 

NPs who completed their education in a specialty other than pediatric NP or family NP report 

that provided significantly less pediatric obesity prevention education ( = -11.51, p = .005) 

compared to NPs educated in pediatric specialty. 

The relationship between intrapersonal factors and NP pediatric obesity treatment is 

presented in Table 5. Model 1 was statistically significant (F = 2.710, p = .024) and explained 

11.6% of variance in NPs practice in pediatric obesity treatment. NPs who received an education 

in family practice report that they provide pediatric obesity treatment less often compared to 

those who obtained an education in pediatric practice ( = -1.41, p = .039). NPs who completed 

their education in a specialty other than pediatric NP or family NP report providing significantly 

less pediatric obesity treatment ( = -4.95, p = .005) compared to NPs educated in pediatric 

specialty.  

 Organizational Factors  

In the second step of the stepwise linear regression, organizational factors were entered. 

Among organizational factors, practice setting and percentage of pediatric patients were 

significantly related to NPs practices in pediatric obesity screening, prevention, and treatment. 
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The relationship between organizational factors and NP pediatric obesity screening is presented 

in Table 3. Model 2 was statistically significant (F = 6.616, p = .000) and explained 37.6% of 

variance in NPs practice in pediatric obesity screening. NPs who work in a family practice 

setting report performing pediatric obesity screening more often compared to NPs who work in 

pediatric practice settings ( = 12.08, p = .007). NPs who provide care to a greater percentage of 

pediatric patients report performing pediatric obesity screening more often compared to NPs who 

provide care to a lesser percentage of pediatric patients ( = 5.20, p = .001). 

The relationship between organizational factors and NP pediatric obesity prevention is 

presented in Table 4. Model 2 was statistically significant (F = 5.068, p = .000) and explained 

31.5% of variance in NPs practice in pediatric obesity prevention. NPs who work in a family 

practice setting report providing a greater amount of pediatric obesity prevention education 

compared to NPs who work in a pediatric setting ( = 7.41, p = .005). NPs who provide care to a 

greater percentage of pediatric patients report providing pediatric obesity prevention education 

more often compared to NPs who provide care to a lesser percentage of pediatric patients ( = 

2.72, p = .004). 

The relationship between organizational factors and NP pediatric obesity treatment is 

presented in Table 5. Model 2 was statistically significant (F = 5.373, p = .000) and explained 

32.8% of variance in NPs practice in pediatric obesity treatment. Unique to pediatric obesity 

treatment practices, NPs who work in practice settings other than pediatric or family report 

providing treatment for pediatric obesity less often compared to NPs who work in pediatric 

practice setting ( = -2.06, p = .030). NPs who provide care to a greater percentage of pediatric 
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patients report providing pediatric obesity treatment more often compared to those who provide 

care to a lesser percentage of pediatric patients ( = .928, p = .021). 

Barriers to Practice 

 Almost all participants (94.5%) answered the final question on the survey regarding the 

barriers that are keeping them from performing pediatric obesity screening, prevention, and 

treatment. The most frequently reported barriers to practice were attributed to parents/caregivers, 

time, and NP practice setting. Over half of the participants (54%) responded that barriers 

pertained to the patient’s parent/caregiver in some way with the following variations: parent 

finances, parent participation, parental habitus/obesity, lack of parent involvement, parent 

noncompliance, and parent knowledge. One-third (36%) of responses claimed that time was the 

main barrier preventing them from performing these tasks. Approximately 16% NPs reported 

that they do not practice in a setting that is appropriate for these type of practices (e.g., acute 

care, ER, corrections, etc). The remainder of reported barriers included sensitivity of the topic, 

language/cultural barriers, reimbursement rates, poor guidelines, and opportunity for follow-up. 

Discussion 

 Pediatric obesity has been identified as a major public health concern in the United States 

and more specifically in Florida (Segal, Rayburn, & Martin, 2018; Skinner et al., 2018). NPs 

should play a critical role in preventing pediatric obesity. This study was conducted to describe 

NP practice in pediatric obesity screening, prevention, and treatment. In this study, nearly two-

thirds of Florida NPs reported that they provide pediatric obesity screening (63.2%), prevention 

(60.2%), and treatment (63.7%) most of the time or always in their practice. These findings are 

similar to those in previous studies that found that less than half of health care providers included 

in the study were able to currently identify recommendations regarding diet and exercise and that 
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40.4% of health care providers did not utilize any guidelines related to pediatric obesity in their 

practice (Larsen et al., 2010; Tanda et al., 2017).  

Factors related to NP practice in pediatric obesity screening, prevention, and treatment 

were also examined. Both intrapersonal factors (education specialty) and organizational factors 

(practice setting and percentage of pediatric patients) demonstrated significant relationships with 

NP pediatric obesity practices. The practice setting is the opportune environment for 

supplemental education and resources to be provided to the NP regarding pediatric obesity 

screening, prevention, and treatment. A major goal of the practice setting should be to better 

align NP practice with AAP guidelines regarding pediatric obesity screening, prevention, and 

treatment. 

Barriers to NP practice in pediatric obesity that were reported coincide with previous 

studies such as parent/caregiver related, time, NP practice setting, sensitivity of topic, 

language/cultural barriers, reimbursement rates, poor guidelines, and the lack of opportunity for 

follow-up (Hessler, 2015; Larsen et al., 2006; Spivack et al., 2010; Tanda et al., 2017; Walker et 

al., 2007). Facilitating open discussion regarding pediatric obesity, increasing visit times, and 

revisiting policies regarding insurance reimbursement are efforts that can be made to resolve 

these barriers. The NP may also benefit from guidelines that are applicable to the NP practice.  

Implications 

 In order to promote NP practice in pediatric obesity, strategies aimed at improving 

practice guidelines and/or development of additional resources for NPs are needed. Although 

both intrapersonal and organizational factors influence NP pediatric obesity practices, NPs may 

obtain education in various specialties and provide care to pediatric populations. In order to 

obtain higher rates of NP pediatric obesity screening, prevention, and treatment practices that are 
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in accordance with the AAP guidelines, the focus should be on implementation of continuing 

education. Development of instruments such as a concise checklist for NPs to be utilized during 

pediatric visits may be beneficial. Similar checklists could also be developed based on AAP 

guidelines for patient or parent/caregiver use. Furthermore, policy development with a focus on 

implementation of setting specific pediatric obesity guidelines could promote consistency of 

practice.  

Limitations  

 Although the survey questionnaire utilized in this study was peer-reviewed, it was not a 

validated survey and this should be considered a limitation. Due to the participants’ self-reported 

pediatric obesity practices, social desirability bias may have had an impact on NP answers and 

subsequently results of the study. Attempts were made to minimize this bias such as anonymity 

of participants, but this cannot be considered to exclude all possible bias. This study was 

secluded to NPs in Florida and future studies should include various states across the US. Lastly, 

because the aims of this study were focused on NP practices, guidelines regarding each topic 

were provided in the question. Thus, an assessment of NP knowledge of the pediatric obesity 

guidelines should be included in future studies in order to provide vital information regarding NP 

practice in pediatric obesity.  

Conclusion  

 The purpose of this study was to describe Florida Nurse Practitioners (NPs) practice in 

pediatric obesity and examine factors related to these practices. This study adds to the limited 

literature on NP practice in pediatric obesity by describing NP practice, examining factors related 

to these practices, and exploring barriers to these practices. In conclusion, this study has shown 

that one-third of Florida NPs are not routinely (most of the time or always) following the AAP 
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guidelines regarding pediatric obesity screening, prevention, and treatment. Considering the 

findings of the present study, the need for initiatives to improve NP compliance with pediatric 

obesity guidelines is obvious.  
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Appendix A 
Figure 1. Theoretic framework of the study based on Social Ecological Model 
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Appendix B 
Survey Questionnaire 

 
 

Start of Block: Default Question Block 

 
 Please answer the following questions about yourself. 
 

 

 
Q1 What is your gender? 

o Male  (1)  

o Female  (2)  

o Other  (3)  

 

 

 
Q2 What is your age? 

________________________________________________________________ 
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Q3 In which specialty did you complete your educational preparation? (Select all that apply) ᵼ Acute Care Nurse Practitioner  (1)  ᵼ Family Nurse Practitioner  (2)  ᵼ Pediatric Nurse Practitioner  (3)  ᵼ Other, specify:  (4) ________________________________________________ 

 

 

 
Q4 Which of the following describes your highest level of education contributing to your NP 
profession? (Select all that apply) ᵼ MSN  (1)  ᵼ DNP  (2)  ᵼ PhD  (3)  ᵼ Other, specify:  (4) ________________________________________________ 
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Q5 Which best describes the clinical setting in which you work? 

o Family practice  (1)  

o Acute care setting  (2)  

o Pediatric practice  (3)  

o Other, specify:  (4) ________________________________________________ 

 

 

 
Q6  
How long have you been practicing as a Nurse practitioner? 

________________________________________________________________ 

 

 

 
Q7 Do you provide care to pediatric patients? 

o Yes  (1)  

o No  (2)  

 

Skip To: Q36 If Do you provide care to pediatric patients? = No 

 

 
Q8 How long have you been practicing as a Nurse practitioner providing care to pediatric 
patients? 

________________________________________________________________ 
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Q9 On average, how many pediatric patients do you provide care to in a week? 

________________________________________________________________ 

 

 

 
Q10 On average, what percentage of the patients you provide care to are pediatric? 

o 1% to 25%  (1)  

o 26% to 50%  (2)  

o 51% to 75%  (3)  

o 76% to 100%  (4)  

 

 

 
 Please answer the following questions regarding your assessment practices during a well-
child/preventative visit. 
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Q11 How often do you assess prenatal risk factors that could predispose and/or contribute to 
obesity in a child? (e.g.  parental obesity, maternal gestational diabetes, maternal smoking during 
pregnancy) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q12 How often do you assess child risk factors that could contribute to pediatric obesity? (e.g. 
never being breastfed, rapid infant weight gain, early introduction of complementary foods, short 
sleep duration, depression, having a disability) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q13  
How often do you assess the child's frequency of family meals consumed in the home? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q14 How often do you assess meals at a table without distraction? (e.g. no TV, cell phones) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q15 How often do you assess the child's daily breakfast consumption? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q16 How often do you assess the child's amount of fruits and vegetables consumed in a day? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q17 How often do you assess the child's amount of sugar-sweetened beverages consumed in a 
day? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q18 How often do you assess the parent's involvement and knowledge of school lunch menus? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q19 How often do you assess the child's frequency of consumption of meals that are not cooked 
inside the home? (e.g. eating out, fast food, take-out) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q20 How often do you assess the amount of screen time in which the child participates in a day? 
(e.g. playing computer games, watching TV) 
 
 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q21 How often do you assess the amount of physical activity in which the child participates in a 
day? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q22 How often do you assess the nightly sleep duration of the child? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 



ASSESSMENT OF NURSE PRACTITIONERS’ SCREENING, PREVENTION, AND 

TREATMENT PRACTICES IN PEDIATRIC OBESITY   

35 

Q23 How often do you calculate BMI of a child 2-19 years old? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q24 How often do you plot the calculated BMI on growth charts for a child 2-19 years old? 
 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q25 How often do you discuss BMI, BMI plot progression, and associated percentiles with the 
child and/or caregivers? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
  
Please answer the following questions regarding your educational practices during a well-
child/preventative visit. 
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Q26 How often do you provide education to child and their caregivers regarding the daily 
recommended amount of vegetables to be consumed? (2-3 yrs: 1.5 cups, 4-6 yrs: 1.5-2.5 cups, 7-
12 yrs: 1.5-2.5 cups) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q27 How often do you provide education to child and their caregivers regarding the daily 
recommended amount of fruits to be consumed? (2-3 yrs: 1.5 cups, 4-6 yrs: 1-1.5 cups, 7-12 yrs: 
1.5-2 cups) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q28 How often do you provide education to a child and their caregivers regarding the 
recommendation of the amount of sugar-sweetened beverages consumed per day? (It is 
recommended that children consume NO sugar-sweetened beverages) 
 
 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q29 How often do you provide education to a child and their caregivers regarding the 
recommended amount of screen time per day? (< 2 hours per day) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q30 How often do you provide education regarding the recommended amount of physical 
activity per day? (60 minutes of moderate to vigorous activity daily) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
Q31 How often do you provide education regarding the recommended amount of sleep per 24 
hours? (2-13 mo: 12-16 hrs, 1-2 yr: 11-14 hrs, 3-5 yr: 10-13 hrs, 6-12 yr: 9-12 hrs, 13-18 yr: 8-10 
hrs) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  
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Q32 If applicable, how often do you provide education to a child and their caregivers regarding 
obesity-related chronic conditions that could occur? (Type 2 diabetes mellitus, cardiovascular 
disease) 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 

 
 Please answer the following questions regarding your intervention and treatment practices 
during a well-child/preventative visit. 
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Q33 In a pediatric patient who is identified as obese, how often do you develop some form of a 
treatment plan for the child and family? 

o Never  (1)  

o Sometimes  (2)  

o About half of the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 
Q34 When a treatment plan is developed, how often do you follow up with the child and family 
regarding the progress? 

o Never  (1)  

o Sometimes  (2)  

o About half the time  (3)  

o Most of the time  (4)  

o Always  (5)  

 

 
Q35 In your opinion, what are the most common barriers that are preventing you from providing 
obesity screening, prevention education, and treatment to children and their caregivers? 

________________________________________________________________ 
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Appendix C 
Table 1 Characteristic of Florida NP Participants 

 

                     (N=109) 

 Variables Mean (S.D) or n (%) 

Demographic characteristics       Age (years) 46 (11.59) 
      Gender  
            Male 6 (5.5) 
            Female 

 
103 (94.5) 

Intrapersonal factors      Education specialty  
           Pediatric 41 (37.6) 
           Family 66 (60.6) 
           Other 6 (5.5) 
      Level of Education  
           MSN 80 (73.4) 
           DNP 29 (26.6) 
      Experience with peds (years)  
           Mean 

 
10.6 (7.74) 

Organizational factors      Practice setting  
           Pediatric 47 (43.1) 
           Family 35 (32.1) 
           Other 27 (24.8) 
      # of ped patients (per week) 47.8 (53.88) 
      % of patients that are ped  
           1% to 25% 43 (39.4) 
           26% to 50% 11 (10.1) 
           51% to 75% 3 (2.8) 
           76% to 100% 52 (47.7) 
   
   
   

 
 
 
 
 
  
  

 
 
 
 



ASSESSMENT OF NURSE PRACTITIONERS’ SCREENING, PREVENTION, AND 

TREATMENT PRACTICES IN PEDIATRIC OBESITY   

43 

Appendix D 
Table 2 NP Practice in Pediatric Obesity Screening, Prevention, and Treatment 

               
                      (N=109) 

 Variables Mean (S.D) or n (%) 

Screening      Prenatal risk factors  
           Never 26 (23.9) 
           Sometimes 35 (32.1) 
           About half the time 7 (6.4) 
           Most of the time 20 (18.3) 
           Always 21 (19.3) 
      Child risk factors  
           Never 17 (15.6) 
           Sometimes 25 (22.9) 
           About half the time 19 (17.4) 
           Most of the time 24 (22) 
           Always 24 (22) 
      Healthy diet practices  
           Family meals in the home  
                Never 14 (12.8) 
                Sometimes 32 (29.4) 
                About half the time 9 (8.3) 
                Most of the time 35 (32.1) 
                Always 19 (17.4) 
           Meals at a table without distraction  
                Never 27 (24.8) 
                Sometimes 42 (38.5) 
                About half the time 9 (8.3) 
                Most of the time 21 (19.3) 
                Always 10 (9.2) 
           Daily breakfast consumption  
                Never 9 (8.3) 
                Sometimes 30 (27.5) 
                About half the time 17 (15.6) 
                Most of the time 31 (28.4) 
                Always 22 (20.2) 
           Fruit and vegetable consumption  
                Never 6 (5.5) 
                Sometimes 24 (22) 
                About half the time 11 (10.1) 
                Most of the time 34 (31.2) 
                Always 34 (31.2) 
           Parent knowledge of school lunch  
                Never 36 (33) 
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                Sometimes 32 (29.4) 
                About half the time 15 (13.8) 
                Most of the time 18 (16.5) 
                Always 8 (7.3) 
      Unhealthy diet practices  
           Sugar-sweetened beverage consumption  
                Never 5 (4.6) 
                Sometimes 15 (13.8) 
                About half the time 10 (9.2) 
                Most of the time 41 (37.6) 
                Always 38 (34.9) 
           Consumption of meals cooked outside the home  
                Never 12 (11) 
                Sometimes 31 (28.4) 
                About half the time 9 (8.3) 
                Most of the time 32 (29.4) 
                Always 25 (22.9) 
      Screen time  
           Never 10 (9.2) 
           Sometimes 18 (16.5) 
           About half the time 15 (13.8) 
           Most of the time 29 (26.6) 
           Always 37 (33.9) 
      Physical activity  
           Never 3 (2.8) 
           Sometimes 15 (13.8) 
           About half the time 11 (10.1) 
           Most of the time 36 (33) 
           Always 44 (40.4) 
      Sleep duration  
           Never 7 (6.4) 
           Sometimes 22 (20.2) 
           About half the time 11 (10.1) 
           Most of the time 37 (33.9) 
           Always 32 (29.4) 
      BMI calculation  
           Never 3 (2.8) 
           Sometimes 7 (6.4) 
           About half the time 1 (0.9) 
           Most of the time 12 (11) 
           Always 86 (78.9) 
      BMI plot  
           Never 16 (14.7) 
           Sometimes 8 (7.3) 
           About half the time 5 (4.6) 
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           Most of the time 11 (10.1) 
           Always 

 
69 (63.3) 

Prevention      Healthy diet practices  
           Vegetable consumption  
                Never 13 (11.9) 
                Sometimes 29 (26.6) 
                About half the time 14 (12.8) 
                Most of the time 28 (25.7) 
                Always 25 (22.9) 
           Fruit consumption  
                Never 12 (11) 
                Sometimes 29 (26.6) 
                About half the time 18 (16.5) 
                Most of the time 27 (24.8) 
                Always 23 (21.2) 
      Unhealthy diet practices  
           Sugar-sweetened beverages  
                Never 6 (5.5) 
                Sometimes 18 (16.5) 
                About half the time 8 (7.3) 
                Most of the time 33 (30.3) 
                Always 44 (40.4) 
      Screen time  
           Never 12 (11) 
           Sometimes 20 (18.3) 
           About half the time 12 (11) 
           Most of the time 31 (28.4) 
           Always 34 (31.2) 
      Physical activity  
           Never 4 (3.7) 
           Sometimes 13 (11.9) 
           About half the time 20 (18.3) 
           Most of the time 36 (33) 
           Always 

     Sleep duration 

          Never 
          Sometimes 
          About half the time 
          Most of the time 
          Always 

36 (33) 
 

11 (10.1) 
24 (22) 

15 (13.8) 
36 (33) 

23 (21.2) 
      Obesity-related chronic diseases  
           Never 3 (2.8) 
           Sometimes 22 (20.2) 
           About half the time 15 (13.8) 
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           Most of the time 34 (31.2) 
           Always 

 
35 (32.1) 

Treatment      Discuss BMI plot  
           Never 12 (11) 
           Sometimes 16 (14.7) 
           About half the time 9 (8.3) 
           Most of the time 27 (24.8) 
           Always 45 (41.3) 
      Develop a plan  
           Never 9 (8.3) 
           Sometimes 17 (15.6) 
           About half the time 13 (11.9) 
           Most of the time 44 (40.4) 
           Always 26 (23.9) 
      Treatment follow up  
           Never 16 (14.7) 
           Sometimes 15 (13.8) 
           About half the time 12 (11) 
           Most of the time 38 (34.9) 
           Always 28 (25.7) 
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Appendix E 
Table 3 Stepwise Linear Regression (Screening) 

 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Variables Model 1 Model 2 

Intrapersonal factors  61.564** 45.601** 

     Education specialty   

          Pediatric Reference Reference 

          Family -9.397** -3.276 

          Other -22.704** -2.691 

     Education level   

          MSN -6.128 -13.253 

          DNP -5.761 -12.436 

     Experience with pediatrics -.157 -.017 

Organizational factors   

     Practice setting   

          Pediatric  Reference 

          Family  12.084** 

          Other  -4.113 

     # of pediatric patients per week  .024 

     % pediatric patients  5.202** 

R2 .154 .376 

R2 change  .222 

Sig F. Change  .000 

     * p < .05   

   ** p < .01   
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Appendix F 
Table 4 Stepwise Linear Regression (Prevention) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Variables Model 1 Model 2 

Intrapersonal factors 26.432** 17.628** 

     Education specialty   

          Pediatric Reference Reference 

          Family -3.455* -.582 

          Other -11.517** -1.028 

     Education level   

          MSN 1.152 -2.535 

          DNP 1.956 -1.472 

     Experience with pediatrics -.074 -.007 

Organizational factors   

     Practice setting   

          Pediatric  Reference 

          Family  7.419** 

          Other  -1.775 

     # of pediatric patients per week  .018 

     % pediatric patients  2.720** 

R2 .103 .315 

R2 change  .212 

Sig F. Change  .000 

     * p < .05   

   ** p < .01   
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Appendix G 
Table 5 Stepwise Linear Regression (Treatment) 

 

 
 
 
 
 

 

Variables Model 1 Model 2 

Intrapersonal factors 11.869** 9.830** 

     Education specialty   

          Pediatric Reference Reference 

          Family -1.411* -.116 

          Other -4.952** -.459 

     Education level   

          MSN -.121 -1.911 

          DNP .798 -1.009 

     Experience with pediatrics -.027 .010 

Organizational factor   

     Practice setting   

          Pediatric  Reference 

          Family  1.736 

          Other  -2.061* 

     # of pediatric patients per week  .003 

     % pediatric patients  .928* 

R2 .116 .328 

R2 change  .212 

Sig F. Change  .000 

     * p < .05   

   ** p < .01   


