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Abstract 

Introduction: Obesity occurs in the mental health population twice as often as in the general 

population.  Because of this issue, addressing weight in a mental health setting can be beneficial 

not only for weight loss, but also to improve mood.  There are many studies regarding behavioral 

adaptations for weight loss   A review of the literature indicates that there is a limited number of 

studies specific to weight-loss interventions within the psychiatric population.   

Methods: Integration of a short-term (six-week) educational intervention, in the form of written 

suggestions of lifestyle behaviors used for weight loss, in addition to verbal counselling.  

Understanding that these changes could be beneficial for the mental health population served in 

an outpatient clinic.   

Results: The result of this project shows that by providing education about healthy lifestyle 

changes, mental health patients can lose between 0.75 to 4% of their weight, with a modest 

improvement of their depressive symptoms.    

Discussion:  Weight gain is a significant side effect for numerous psychiatric medications.  

Simple, brief, clinician-delivered behavioral interventions can significantly reduce weight while 

at the same time improving depressive symptoms. Clinicians should proactively engage their 

clients to participate in such interventions 

 

Key Words: Mental health, obesity, physical activity, behavioral interventions 
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Introduction 

 The obesity epidemic has been a public health crisis for the last several decades.  The co-

morbidities associated with obesity include cardiovascular disease, stroke, diabetes, joint 

disorders, and certain cancers (Centers for Disease Control [CDC], 2021).   The cost of obesity 

can be calculated by either direct or indirect costs.  In 2012, the cost was estimated to be between 

$147 to $210 billion annually (Economic costs, 2016).  By 2019, the annual additional medical 

costs had exceeded $172 billion for those with a Body Mass Index (BMI) of 30 (Ward et al., 

2021). Those with severe obesity with a BMI of 40 or higher, the cost exceeded $270 billion 

annually.   Direct costs include issues such as inpatient/outpatient care, medication therapy, and 

traditional hospital services.  Indirect costs are defined as loss of work, wages, and the cost of 

insurance (Cawley & Meyerhoffer, 2012).   Other factors also increase the societal cost of 

diabetes and include comorbid mental health problems. 

According to an article for the Obesity Action Coalition, as many as 27% of women and 

20% of men who have mental illness, also suffer from obesity (Littleberry, 2017).  Therefore, 

patients with mental health problems may benefit from the additional support to improve both 

their mental health and manage their weight.   

Background 

The obesity epidemic affects over 42.4% of the U.S. population (Adult Obesity Facts 

2021).  In Alabama, the obesity rate is 36% (County Health Rankings & Roadmaps, 2021), 

placing 5th highest in the United States.  The U.S. population overall struggles with making 

healthy choices regarding nutrition and activity (Gidugu & Jacobs, 2019; Hunt & Stiller, 2016; 

Michels, 2021).  Although these numbers are significant, there is a significant percentage of the 

population who also have a diagnosis of mental illness. A sizable portion of individuals with 
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mental illness also present with obesity due to a number of factors.  Poor lifestyle habits, in 

addition to medications, often are contributing risk factors for mortality and morbidity in this 

population.   For example, psychotropic medications are given to help improve or overcome 

mental health symptoms, however, they often have the unpleasant side effect of weight gain 

(Epocrates, 2014).   

In a study by Michels, (2021), the relationship between poor mental health and excess 

weight was examined.  This study surveyed who had a mental illness diagnosis and if they had 

issues with their weight and/or obesity.  The study showed that there is a strong relationship 

between depression, anxiety, and weight issues. The study further reported that the strongest 

negative habit was disordered eating at 79% of the participants.  The lack of physical activity 

was another unfavorable habit with 20% reported by participants in this study.  Of note, smoking 

was noted as another factor that is associated with obesity among those with mental health 

conditions.   

Several studies by researchers from the Veterans Administration (VA) have published 

data regarding management of weight in Veterans with mental health conditions.  In a study by 

Hayes et al. (2020), participants in the VA’s weight management program MOVE! were 

evaluated for mental health diagnoses.  This intervention was implemented after researchers 

found that participants who experienced limited weight loss (1%), tended to have one or more 

psychiatric diagnoses such as depression, anxiety, post-traumatic stress disorder (PTSD), or other 

severe mental illness (SMI) such as psychoses or schizophrenia.  These participants were 

separated into six distinct groups based on their psychiatric diagnoses.   The study found that 

those with SMI tended to do better with weight loss in a web-based intervention.  These 

researchers concluded that the MOVE! program is beneficial for most veterans, however, those 
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with SMI benefitted with a referral to a psychiatric provider to improve overall outcomes.  

Another VA study in 2016 indicated that over a 24-month behavioral weight loss program, there 

was not a significant difference in the weight loss achieved by participants (Janney, et al., 2016).  

However, these researchers also found that although individuals with mental health issues have a 

higher risk of obesity, there are very few interventions that target weight loss in this population. 

This makes this study important because it fills an important need in clinical practice.  

A study published in the Obesity Journal in 2017 concurred that persons with mental 

illness were twice as likely to suffer from obesity (Janssen et al.2017).  This study also stated 

that providing weight loss support in a mental health outpatient program, such as a community 

mental health setting, may be more beneficial for the participants.  This study used an 18-month 

timeline utilizing group exercise and lifestyle coaching to facilitate weight loss.  Similarly, a 

study by Bennet, et al. (2018), indicated that a participant’s readiness for change is an important 

predictor of success in any weight loss attempt, but especially so in mental health patients.  

Therefore, interventions developed to address weight loss among individuals with mental health 

issues should also consider the clients’ readiness and their self-efficacy to change.  

Problem Statement 

There is evidence that by addressing weight during provider visits and subsequently 

providing education about lifestyle changes and weight loss, patients can begin making changes 

and improving their weight.  Participants can also improve their overall mood by implementing a 

weight loss strategy.  Therefore, I theorize that providing an educational handout in addition to 

verbal guidance will improve the weight loss of participants within mental health settings. In 

providing this education during an office visit, a provider can guide and answer questions 

regarding the educational handout.  This intervention will facilitate incorporating lifestyle 
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changes and mood evaluations into routine mental health settings. This project is novel because 

it includes an intervention that can be incorporated into clinical practice, without overburdening 

both the patients and the clinicians. Additionally, because weight gain is usually associated with 

medication side effects, it can affect the patient by making them feel depressed. Therefore, an 

intervention that addresses weight may also have a positive impact on the patient’s mood and 

other mental health outcomes.    

Organizational “Gap” Analysis of Project Site 

The obesity epidemic affects over 42.4% of the U.S. population (Centers for Disease 

Control, 2021).  In Alabama, the obesity rate is 36% (County Health Rankings & Roadmaps, 

2021), and in Calhoun County, the obesity rate is 40%.  A random chart audit of an outpatient 

mental health clinic revealed a 57% rate of obesity.  Obesity is having a Body Mass Index (BMI) 

of 30 or higher (ASMBS, 2014).  A BMI is calculated using one of the many applications that 

uses the metric system by using an individual’s height and weight.  The formula is BMI = kg/m².  

Those who suffer from obesity can have significant co-morbidities including cardiovascular 

disease, increased risk of stroke and diabetes, joint disorders, metabolic syndrome, and cancer 

(CDC, 2021).  A small decrease in weight of five to ten percent (5-10%) has been shown to 

improve these co-morbidities (Romaine et al., 2020).   There is also evidence that addressing 

weight during provider visits and providing education regarding healthy habits improves the 

chances that patients will begin the process of making changes in their lifestyles. 

According to Romine et al. (2020), psychiatric patients want information about ways to 

improve their health and desire the education and support to make these changes.   Also, Romine 

and colleagues found that over 50% of mental health professionals provided advice about 

nutrition and physical activity.  If these patients are seen in a multi-discipline clinic, having them 
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seen by a dietician is preferred and produces better results (Teasdale et al., 2021).   However, this 

is not always feasible to have a dietician available in every mental health setting, especially in 

rural areas where there is already a desperate shortage of providers overall.   If mental health 

providers can be equipped with the skills and knowledge to work with patients in these settings, 

that provides a conducive environment to provide these services and improve patient outcomes.    

There is also evidence to support the theory that as participants’ weight decreases and 

their physical health improves, their mental health improves as well.  Still very few studies have 

examined these relationships within an outpatient rural mental health clinic setting. Therefore, 

this study is urgently needed as evidence from studies conducted in other settings shows that 

participants who succeeded in weight loss had an improvement in their depression and overall 

mood (Rosas et al., 2020).   

The current recommendations for weight loss are to eat less and move more (Gidugu & 

Jacobs (2019); Hunt & Stiller (2016); Michels (2021).  However, this is insufficient for most 

Americans.  Long et al. (2020) utilized brain MRI to determine how the brain reacts to food cues.  

They concluded that the brain reacts to missing meals or severely limiting calorie intake and 

recommended that those who provide obesity education should individualize education for the 

best result.  Also, another study that utilized wellness interventions such as sleep, exercise, 

nutrition, mindfulness, and social connectedness, was beneficial for weight loss and also mood 

improvement (Rolin et al., 2020).   The current research shows that a more individualized, 

patient-centered approach is a better way to have initial weight loss and maintenance of the 

weight loss.   The improvement in mood concerning said weight loss has also been correlated 

(Long et al., 2020).  The struggle with obesity has continued to rise over the last thirty-plus 

years.  The increase in persons affected by obesity indicates that the current modalities for 
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weight loss are not adequate for the majority.  Therefore, there needs to be additional 

interventions and programs that are more individualized to be beneficial, and this project fills 

that gap. 

Review of the Literature 

A search of the CINAHL database in the University of Alabama library was performed 

using keywords of weight loss and mental health and excluding verbiage of surgery or childhood 

obesity using the Cumulative Index to Nursing and Allied Health (CINAHL) database.  Articles 

or studies published between 2016 through 2022 were reviewed. The search resulted in 420 

articles with a total of 237 articles excluded.  Those excluded were frailty/anorexia (63), 

pediatric patients (24), unrelated diagnoses (109), conference synopsis (6), used medications 

(13), were in a foreign language (3) research only (13), procedure-related (1) and duplicates (5).   

Articles included contained interventions used within the adult mental health population, 

excluding those involving the use of medications.  Of the remaining 183 articles, 172 were 

excluded as they did not include participants with mental health diagnoses (69), were not 

behavioral weight-loss programs (54), included severe mental health diagnoses (19) or were 

limited to less than 20 participants (30).  The remaining 11 studies were a variety of studies 

incorporating behavioral weight loss trials and analyses of participants with a variety of mental 

health diagnoses (See Appendix A). 

 The studies included in this review have varied types of interventions and varied reviews.   

From the review of the literature, evidence showed that the evidence is scarce regarding 

behavioral interventions for weigh loss in the mental health population.   Additionally, two 

studies from the VA found conflicting results (McKinnon & Garvin, 2019), Janney, et al. (2017), 

further necessitating the inclusion of these studies to better understand the impact of behavioral 
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weigh loss interventions within the rural clinic setting on both weigh and mood.  Lastly, a major 

limitation of previous work was that actual weight calculations were missing (Gidugu & Jacobs, 

2019; Hayes et al., 2020; Janney et al., 2017; Janssen et al., 2017; Michels, 2021; McKinnon & 

Garvin, 2019; Rosas et al., 2019). 

 

Figure 1. Flowchart for Literature Review 

Evidence-based Practice: Verification of Chosen Option (PICOT) 

 The evidence-based educational intervention used in this project leverages both verbal 

and tactile components. The verbal component involves a brief coaching session between the 

patient and provider, in which the provider seeks to understand the patient’s perceived barriers 

and facilitators to losing weight. This ensures that the patient and provider can agree on an 

individualized plan for the patient to incorporate into their daily routine. The tactile component 

involved an educational handout that has ten ideas on how to safely incorporate lifestyle changes 

to affect weight. This individualized approach also provides social support for patients and may 

Articles identified thru CINAHL database search (n= 
343)

Articles excluded due to duplicates, use of 
medications, surgery, maladaptive eating, 
research, or involved pediatric patients  (n=185)

Articles excluded due to lack of content related to 
mental health or behavioral interventions for 
weight loss (n=147)

Studies included (n=11)
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increase their ability to adhere to the weight loss plan (Wyatt & Miller, 2019).  Therefore, the 

question to answer is whether overweight or obese mental health patients can lose more weight 

with an educational handout compared to those trying to lose weight on their own over the 

course of six weeks?  

Theoretical Framework or Evidence-based Practice Model 

The Transtheoretical Model of Behavior Change (Prochaska, 2008) is a theory that 

evaluates the readiness of a person to incorporate a change to their life.  The Transtheoretical 

Model of Behavior Change posits that individuals are in various stages of change.  Depending on 

what stage the patient is at, the provider can provide appropriate strategies to address the 

identified problem (Butts et al., 2018). There are six levels of change that individuals transition 

through.  Individuals who do not perceive having a problem are in the Pre-Contemplation stage. 

The Contemplation Stage includes those who realize they have a problem and foresee making a 

change within the next six months. Those in the Preparation Stage believe that there needs to be 

a change in their behavior and intend to start within the next 30-days. Being actively involved in 

the behavior change is the Action Stage and the Maintenance Stage indicates that one is 

attempting to continue the positive change(s). The last stage is Termination where one decides 

that they will not relapse back into unhealthy behaviors. For example, someone may realize there 

is a problem they need to address, but are not ready to change, and they are in the contemplation 

phase, whereas someone who is in the preparation phase might be ready to fully engage in the 

intervention.   Furthermore, by utilizing SMART goals (Specific, Measurable, Attainable, 

Relevant, Timely), a provider can utilize the Behavior Change theory as a guide to implement 

the intervention and to facilitate the lifestyle change.   
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Figure 2.  Transtheoretical Model of Behavior Change  

 

 

 

Figure 3. Behavior Change Model for Weight Loss 
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Goals, Objectives, and Expected Outcomes 

The objectives for this project were as follows: 

• Provide participants with a one-page educational handout regarding lifestyle changes, in 

addition to brief counseling about same lifestyle changes. 

• Facilitate participant’s weight loss of between one to five percent by incorporating one to 

two lifestyle changes from the educational handout. By encouraging a personal choice of 

up to two changes to implement, participants are more likely to see results. 

• Evaluate the participants’ improvements in depressive symptoms after the six-week 

intervention 

Methods 

Project Design  

This study utilized a one-group pre- and post-test design to examine the effects of a 

behavioral educational intervention on weight and mood among people with mental health 

conditions in a rural clinic.  

Project Intervention  

A single-page two-sided handout was created using suggestions presented in the “Ten 

Top Tips,” a weight loss program that has been in use in the United Kingdom.  It has had a 

reasonable amount of success (Weight Concern, 2020).   The original three-month short-term 

weight loss program utilizing these tips was implemented at the University College of London 

and Bond University in Australia.  Implementation of this program has been shown to facilitate 

lifestyle changes and to maintain weight loss of those who participated.  Portions of the pamphlet 

were incorporated into the educational handout used in this project. (See Appendix A).   The 

intervention also incorporated a brief counseling session between the patient and provider.  This 
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is to determine what barriers may exist and prevent the participant from engaging in making 

changes.  

Project Site and Population  

This study was approved by the University of Alabama Institutional Review Board 

(IRB). Participants were recruited using IRB-approved flyers. Copies of the handout were made 

at a local printer in color so that it would be easily visible. Recruiting posters were placed in 

prominent areas of the clinic. Those interested informed the receptionist and the researcher 

would then approach the potential participant. The participant was taken back to a private office 

to review the consent and to answer any questions the client had.  Once the client provided 

written informed consent, baseline data collection was completed. This included the patient’s 

height, weight, and calculated BMI. Participants also completed the Patient Health Questionnaire 

-9 (PHQ-9). Lastly, demographic data were collected to aid in describing the sample.  Once 

complete, the handout was given to the patients as well as a brief discussion on which lifestyle 

change to incorporate.  Patients were then scheduled for a post-test six weeks later. The data was 

entered into an excel spreadsheet for data management purposes. When participants returned to 

their follow-up visit, they completed the PHQ-9 again. When taken back to the private office, 

their weight was assessed, and BMI calculated for the post-test.  Participants were queried as to 

what intervention(s) they chose and if they had any difficulties.  The data was entered into the 

Excel spreadsheet. 

The project site was a mental health outpatient clinic.  Most patients seen were clinically 

stable and were treated with both counselling and medications.   Participants who had a BMI of 

25 or greater were eligible to be included in the project.  Those who were currently on a weight 

loss program or had a history of weight loss surgery were excluded.  Also, those who were 
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unstable, or had psychotic episodes were excluded from this project.  Front desk personnel would 

hand out the PHQ-9 prior to being seen by researcher.  The researcher accumulated the data at 

baseline and at the end of six weeks.  Because the percentage of obesity in the state is at 40% and 

based on the number of patients seen in our clinic, it was anticipated that there would be 

approximately 120 patients who would be eligible for this study.  

The clinic was staffed with two psychiatrists, two nurse practitioners, four counsellors, 

one registered nurse, one phlebotomist and two administrative assistants.  Patients had the 

opportunity for therapy and/or medication treatment.   

Measurement Instruments  

To measure the outcomes of this project, the following data was collected: a baseline 

PHQ-9 score, weight, and BMI.  The Tanita® scale was used to measure weight, which is an 

accepted scale used in many bariatric programs 

The PHQ-9 was used to measure depressive symptoms.  This screening tool is a nine-item 

depression assessment questionnaire. Each of the items is scored on a 4-point Likert scale 

ranging from 0 (not at all), 1 (several days), 2 (most days), to 3 (more than half the days). The 

items are tallied to obtain a total score ranging from 0 to 27 with higher scores indicating a 

greater severity of depression. Based on the total score, different levels of severity can be 

evaluated with 0–4 (minimal), 5–9 (mild), 10–14 (moderate), 15–19 (moderately severe), and 

20–27 (severe; PHQ-9 depression scale, 2021). 

Data Collection Procedures  

Pre-Intervention. 

A standard one-page, two-sided informational handout was created by this provider using 

accepted nutritional and activity recommendations.  The researcher obtained consent prior to 
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giving the handout and education to those participants. All consented participants were asked to 

provide weight, height, and complete the PHQ-9.  

Intervention. 

Participants who met the criteria above were provided with a handout and accompanying 

coaching. These participants were advised to continue the identified strategies for six weeks until 

their data collection session.  

Post-intervention 

A follow-up data collection occurred at six weeks post-baseline. The PHQ-9 was given 

again to measure depressive symptoms. The same scale as was used at baseline was used at the 

post-intervention data collection session.  

Ethical Considerations/Protection of Human Subjects  

The University of Alabama (UA) Institutional Review Board (IRB) approval was 

obtained prior to initiating the project.  All participants received an explanation of how their data 

was to be collected and de-identified for security.  All participants were protected by the Health 

Insurance Portability and Accountability Act of 1996 (HIPAA), a set of national standards 

designed to protect the privacy of patient’s health information (Modifications to the HIPAA 

Privacy, Security, Enforcement, and Breach Notification Rules, 2013).  Additionally, Standards 

of Care for practice in a psychiatric office were carefully followed.  All information collected to 

evaluate this project’s impact was aggregated data from the project participants and did not 

include any potential patient identifiers. The risk to patients participating in this project was no 

different from that of patients receiving standard mental healthcare.  Participant confidentiality 

was assured by coding the participants using an alpha-numeric code.  The list of participants and 

their identifying numbers was kept in a locked file room in the practice office, only accessible to 
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staff members.  All electronic files containing identifiable information were stored on the 

HIPPA-secure UA Box. 

Facilitators and Challenges of Implementation  

In the IRB application it was proposed to enroll forty (40) participants over a six-week 

recruitment period.  However, very few participants were interested in the study. Therefore, only 

13 participants signed up, and 11 completed both baseline and post-intervention data collection 

sessions.   

The consent process, gathering of vital signs, completion of PHQ-9 and providing the 

participant with the educational handout all proceeded as anticipated   All enrolled participants 

engaged with the information and eagerly discussed the healthy behaviors, they felt they could 

incorporate.  The participants were given a date of six weeks in the future to complete their post-

test data collection session. Additionally, phone calls were placed to participants on a weekly 

basis to ensure that there was no deterioration of their mood and other mental health symptoms 

while participating in the study.  They were all reminded to return to clinic for the post-test after 

six weeks.     

Cost-Benefit Analysis/Budget  

The main cost for this project was the time spent by the nurse practitioner to recruit 

participants, gather the data, and to provide the education.   It is estimated that the time spent 

gathering the data and providing the education was 15 minutes per participant.  There are 

appropriate CPT codes for providing this assessment and intervention.  These would be 96150 

for the initial assessment and 96151 for the re-assessment (American Medical Association 

(AMA), 2018).  Each of these codes allows for 15 minutes with each patient.  Unfortunately, 

these codes are not reimbursable by insurance and would therefore be billed to the patient.  An 
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average hour by a psychiatric nurse practitioner is $288.03.  (Centers for Medicare and Medicaid 

Services (CMS), 2022).  The average amount of time spent on each participant was fifteen 

minutes.  By dividing $288.03 by 4, this equates to each participant in the project cost 

approximately $72.00.   

The tangible cost for this project was printing costs totaling $173.40.  Of this total, 

$147.50 was for the handout itself.   This cost was absorbed by the researcher as there was no 

external funding available for this project.  

The benefit to the participants translates to a decrease in their comorbidities such as 

hypertension, diabetes, and risk of stroke (Romaine et al., 2020).  They may also experience a 

decrease in medications to treat these co-morbidities, which may improve their finances.  As 

evidenced by their mood improvement, their outlook on life improves which impacts their 

quality of life.    

Table 1. Study Timeline 
 

Activities 

May/June 

2021 

July/Aug 

2021 

Sept/Oct 

2021 

Nov/Dec 

2021 

Jan/Feb 

2022 

Mar/Apr 

2022 

May/Jun 

2022 

July/Aug 

2022 

Sept/Oct 

2022 

Determine clinical 

problem and 

literature review   

X X X       

Formatting of IRB 

proposal for review 

  X X X     

IRB submitted for 

approval 

   X X     

IRB resubmitted 

with recommended 

changes 

   X X     

IRB approval      X    

Recruitment of 

participants 

     X X X X 

 Continued 

participation 

recruitment, 

consents and data 

accumulated; 

follow-up data 

     X X X X 
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accumulated 

Close of study and 

finalize processing 

of data, formulate 

findings of project 

data 

        X 

Final compilation 

of data, graphs 

created, and 

evaluation of 

project completed 

        X 

 

Data Analysis 

Weight, BMI, and PHQ9 metrics were compared before and after the educational handout 

intervention and personalized coaching intervention. Then the median differences were tested 

from zero, not mean differences because of some assumptions of the paired t-test were violated. 

SPSS Version 28 was used to complete all data analysis procedures. 

Results 

There was a total of 13 participants recruited, and of those, 11 returned for follow-up.  

There were two men and nine women represented in the study.   The social demographic 

included seven that were married or in a long-term relationship, and four who were single.  The 

educational profile included six who had completed high school, one who did not, and four who 

had completed a college degree. The participants ranged in age from 30-39 (7), 40-49 (1), 50-59 

(2). One outlier (male) participant gained four pounds and increased his PHQ-9 by one point.  

The remainder of the participants had a weight loss between 0.71% to 4.28% of their body 

weight, or an equivalent of 2-13 pounds.  There were three females who showed an increase in 

their PHQ-9 scores by 1-4 points.  However, the remainder of the participants either maintained 

their PHQ-9 scores or even improved them up to 9 points reduction from baseline.  

We compared median scores of all variables from pre-test to post-test.  There was no 
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significant median difference in BMI or PHQ9 values, all p>0.05. However, median final weight 

(224.4.) was significantly lower than median initial weight (228.0 lbs.), p =.0059. See Table 2.  

Table 2. Wilcoxon signed-rank test results 

Characteristic1 Initial2 Final2 p-value3 

Weight (lbs.) 228.0 (189.0, 280.0) 224.4 (196.0, 282.0) .0059 

BMI (kg/m2) 40.5 (35.9, 43.3) 39.4 (34.9, 42.8) .1523 

PHQ9 8.0 (4.0, 14.0) 4.0 (3.0, 12.0) .1836 
1Median (IQR).2 Weight (n=11), BMI (n=10), PHQ9 (n=11).3Wilcoxon signed-rank test. 

Table 2. Wilcoxon signed-rank test results 

For clarity and clinical significance purposes, weight, BMI, and PHQ9 metrics were 

compared before and after the intervention. There were no significant associations in initial and 

final BMI or PHQ9 values, all p>0.05. However, mean final weight (244.7 lbs.) was significantly 

lower than mean initial weight (250.3 lbs.), p =.0059.  See Table 3.   

Table 3. Clinical metric comparisons pre and post intervention 

Characteristic Initial3 Final3 p-value4 

Weight1 (lbs.)  250.3 (75.3) 244.7 (73.4) .0059 

BMI2 (kg/m2)  40.5 (35.9, 43.3) 39.4 (34.9, 42.8) .1523 

PHQ92 8.0 (4.0, 14.0) 4.0 (3.0, 12.0) .1836 

1 Mean (SD). 2Median (IQR).3 Weight (n=11), BMI (n=10), PHQ9 (n=11). 4Wilcoxon signed-rank test.  

Table 3. Clinical metric comparisons pre and post intervention 

Interpretation/Discussion 

This project was limited by the small sample size.  However, the enthusiasm of those 

who participated, and their subsequent weight loss is encouraging.    The project cost was 

minimal. This project used a summative assessment of weight and PHQ-9 scores as this is the 

most effective way to show the relevance of the intervention.  There was a significant difference 

in both median and mean weight before and after the intervention. The percentage of weight loss 

averaged 2.6%.  The average reduction of the depression score was 1.6 points.  These 

improvements in weight loss are encouraging and provide clinicians with evidence to incorporate 
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this type of intervention into regular clinical practice.  

Although the mean and median differences from pre-test to post-test for the PHQ-9 were 

not statistically significant, it is important to know that these outcomes are clinically relevant. 

For example, the mean PHQ-9 score from pre-test to post-test decreased by 4 points. This 

represents a clinically significant improvement in depressive symptoms; thus, the intervention 

should be encouraged to promote mental health outcomes in the clinical setting. It is also 

important to note that it is hard to detect any effects because of the small sample size. These 

findings were shared with the providers at the clinic and there was discussion in developing a 

guideline to incorporate this intervention into routine clinical practice.   

This project was beneficial as there are few studies examining the effects of educational 

interventions for those individuals suffering with mood disorders as well as also being 

overweight particularly within the mental health clinic setting.  Because many patients build a 

trusting relationship with their mental health providers, they may view this additional 

information and encouragement as an incentive to attempt a lifestyle change.  This study has 

shown that this intervention can be beneficial.   

The obesity epidemic continues to plague the United States and the traditional advice of 

“Move more and eat less” has not proven to be beneficial for most (Gidugu & Jacobs (2019); 

Hunt & Stiller (2016); Michels (2021). Studies have shown that in a structured setting, increasing 

movement and eating less are beneficial.  However, this is not always feasible.  By providing 

education regarding simple lifestyle changes and giving appropriate support, those who 

participated in this short study showed both clinical and statistically significant benefits.  This 

project shows that this information is easy to include in a mental-health visit and does not 

increase either patient or provider burden.   Mood often varies due to situations, and therefore it 
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does not negate the theory that mood improvement can be tied to weight loss.  Further studies 

could be implemented utilizing this theory and to further add to the literature to expand our 

knowledge.  

Limitations 

The first limitation of this study was the small sample size which limits the significance 

of the findings. Additionally, we had two patients who did not provide post-test data. Studies 

with more participants are needed to determine whether these results would hold true. 

Furthermore, the sample in this study was predominantly White. More studies with diverse 

participants are needed to see if there are differences in outcomes based on racial or ethnic 

differences. For a future study, expanding the project by changing the recruitment parameters for 

a more robust recruitment as well as offering a nominal incentive to participate might be helpful.  

Additional participants will provide a better database and give more weight to the results. 

Conclusion 

Those who suffer from mental illness often also suffer from obesity and the co-

morbidities associated with being overweight.  Studies show that structured programs targeting 

physical exercise and decreasing food intake are beneficial for weight loss.  With limited studies 

specific to the mental health population, there is an opportunity to implement strategies to 

facilitate weight loss.   Changes in lifestyle have been shown to support long-term weight loss, 

and this project shows that it can be beneficial for this population.   
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Appendix A 

Literature review table  

Study Research 

design 

Type of program Key results Limitations 

Hibbert, Trittier, 

Boville, Hahn, 

Hernandez & 
Siddiqui (2020) 

Open clinical 

trial of MH 

patients within a 
weight loss 

program  

Group education, 

peer support and 

follow-up 
 

12-month period 

Weight gain (1) 

 

No significant change 
in remainder 

Limited number of 

participants 

(20) 
Significant drop out 

rate 43% 

Naslund, 

Aschbrenner, 
Sherer, Pratt & 

Bartles (2017) 

A quantitative 

study using 
weight and 

fitness measures  

SHAPE program 

through 
community mental 

health center 

 
12-month period 

25% of participants 

had >5% weight loss 
and improved fitness  

10% of participants 

have >10% weight 
loss 

Participants had 

severe mental illness 
 

 

Hunt & Stiller 

(2016) 

Retrospective 

audit  

Dietetic and 

educational 

interventions  

Decrease of 1.5 

pounds 

No intervention, audit 

only  

Gidugu & Jacobs 

(2019) 

Active 

intervention 

Mindful eating 

and nutrition 

education 
 

14-week program 

 

Inconclusive  

 

More research needed  

No weight recorded 

 

 

Rosas, Azar, Lv, 
Xiao, Goldhaber-

Fiebert, Snowden, 

Venditti, Lewis, 
Goldstein-

Piekarski, & Ma 

(2019) 

Randomized 
Controlled Trial 

Behavioral 
weight-loss 

program 

 
12-month program 

Improvements noted 
in quality of life and 

sleep  

 
 

 

Primary Care patients 
diagnosed with 

depression  

 
No weight changes 

recorded 

 

 

Janssen, Jerome, 

Dalcin, Gennusa, 

Goldsholt, Frick, 
Wang, Appel, 

&Daumit (2017) 

Analyses report 

of cost vs 

benefit in a 
psychiatric 

program  

ACHIEVE 

program of 

behavioral change 
 

18-month program 

Decrease of weight 

1.8kg over 6 months 

and 3.4kg at 18 
months  

Funding restrictions 

Janney, Masheb, 

Lutes, Holleman, 
Kim, Gillon, 

Damschroder & 

Richardson (2017) 

Secondary data 

analysis 

ASPIRE-VA 

study of veterans 
with MH 

diagnosis  

 

Used three 
behavioral health 

weight loss 

interventions 
 

24-month 

Modest weight loss 

achieved across all 
MH diagnoses 

Not designed to 

detect weight loss 
differences among 

MH participants  
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assessment 

Bennett, Cohen & 
Young (2018) 

Interactive 
intervention 

Self-efficacy and 
readiness to 

change regarding 

weight loss 
interventions 

Over 40% of 
participants were 

willing to make 

changes to be 
successful for weight 

loss  

Too many measures 
evaluated in one 

study  

 
Use of computers and 

internet may have 

been a barrier to 

participation  

Hayes, Hoggatt, & 

Breland (2020) 

Retrospective 

Study  

MOVE! Program 

of VA 

 

Identified barriers 

associated with MH 

diagnoses  

No weight recorded 

 

Assessment only of 
MH diagnoses within 

the groups  

Michels (2021) Cross-sectional 

survey 

Evaluation of 

unhealthy eating 
behaviors 

Higher incidence of 

obesity in those with 
poor mental health  

Limited to habit 

evaluation only  

McKinnon & 

Garvin (2019) 

Interactive 

intervention 

MOVE! Program 

of VA  
 

12-month program  

43% of participants 

had MH diagnoses 
 

No discrepancy 

between participants 

in weight loss 

No weight loss 

numbers recorded 
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Appendix B 

Nine-symptom Checklist (PHQ-9) 

Name ______________________ Date _________ 

Over the last 2 weeks, how often have you been bothered by any of 

the following problems? 

Not 

at all 

Several 

days 

More than 

half the 

days 

Nearly 

every day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself—or that you are a failure or have let 

yourself or your family down 

0 1 2 3 

7. Trouble concentrating on things, such as reading the newspaper or 0 1 2 3 
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watching television 

8. Moving or speaking so slowly that other people could have 

noticed? Or the opposite—being so fidgety or restless that you have 

been moving around a lot more than usual 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting yourself 

in some way 

0 1 2 3 

(For office coding: Total Score ____ = ____ + ____ + ____) 

If you checked off any problems, how difficult have these problems made it for you to do your 

work, take care of things at home, or get along with other people? 

Not difficult at all Somewhat difficult Very difficult Extremely difficult 

□ □ □ □ 

From the Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-

MD PHQ). The PHQ was developed by Drs. Robert L. Spitzer, Janet BW Williams, Kurt 

Kroenke, and colleagues. The original copyright belonged to Pfizer; however, this has expired, 

and permission is no longer required.   
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Appendix C 

Healthy Habits Handout 
 

 

 

 

Struggling with weight is very common in the United States, and especially 

in Alabama. Studies have shown that losing a few pounds can made a 

difference in blood pressure, sugar levels and mood. You will find this 

handout has some easy-to-follow ideas on how to make a few changes to 

your daily life.  Only pick two or three suggestions to try and circle them.   

Try to be consistent over the next eight weeks. Best of luck! 

 

Have routine mealtimes.  Try to plan ahead if possible.  By planning, you can 

create a shopping list with healthy choices.   

Reduce fat intake.  This means to use limited amounts of salad dressing in 

salads and mayonnaise in recipes.   

Walk every day.  Try to get in 10,000 steps and use a 

pedometer/Fitbit/smartwatch to keep track.  An increase of 5000 steps a 

day can help you lose a pound in one week. 

 
 

Snack healthy.   Some suggestions are:  bananas, apples, tangerine, grapes 

or try a new fruit like kiwi or avocado! * Have you tried hummus? Pair with 

carrot sticks or celery! YUM! * Celery sticks with peanut butter and raisins 

* Hard boiled eggs * Cottage cheese a sprinkle of brown sugar * Apples and 

peanut butter * Olives * Salad of cucumbers, tomatoes, olives, red onion, 

feta cheese and some olive oil, lemon juice, salt and pepper! Another Yum! * 
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Turkey/Roast beef roll up with cheese, mustard and possibly a lettuce leaf 

around it * Pickle spear * Get other ideas from 

https://www.eatthis.com/healthy-snack-ideas/ 

Learn about food labels.   Always look at sugars, fat, fiber, salt and protein 

AND portion size!  Did you know that most microwave popcorn bags serve 

3?! So that means you should have tripled the calorie count! 

Per 100grams 

 

Protein daily intake – 56g/day for men 46g/day for women 

 

Portion size matters!  Try using a smaller plate to trick your mind that you 

are eating more.  Fill your plate with lots of veggies and try to limit pastas 

and starches like potatoes.  If you aren’t a fan of veggies, try cooking them 

in different ways and use spices to change the taste.   

Get up on your feet.  If you sit a lot, get up and move every 20 minutes.  

While watching TV, get up during the commercials to do a simple chore.  

Take the stairs if you can.  Don’t always look for the closest parking spot.   

Watch your Liquid calories.  Replace one soda or glass of sweet tea a day 

with a glass of water. Alcohol has a lot of calories in it as well.  Aim for 5-6 

glasses of water a day.  Put lemon or lime in water to make it tasty.  You 

could also get packets of flavoring if you like. 

 
Slow down when you eat.  Eat at a table and focus on how good your food 

tastes.  This also helps you realize when you are full. Try not to eat in the 

car or while doing something else, like watching TV. 

Eat at least 5 portions of fruit and/or vegetables a day.  A medium sized apple 

or banana is a portion of fruit.  Try to have a fruit or veggie at every meal 

and one for a snack.   

 

Reference:  http://www.weightconcern.org.uk/tentoptips 

Fighting Obesity with Knowledge 

 A LOT A little 

Sugars 10grams 2grams 

Fat 20g 2g 

Saturated 

Fat 

5g 1g 

Fiber 3g 0.5g 

Salt 1.25g 0.25g 

Sodium 0.5g 0.1g 

Protein   

https://www.eatthis.com/healthy-snack-ideas/
http://www.weightconcern.org.uk/tentoptips
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Appendix D 

Cost-Benefit Analysis/Budget Table 
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Appendix E
Grayson & Associates, P.C. 

801 Noble Street, Suite 4400 

Anniston, Alabama 36201 
256- 770-4083 phone

256-405-4997 fax

Re: DNP Project - Olivia Ann Couch CRNP 

Weight Loss and Mood Changes within an Outpatient Psychiatric Clinic 

To Whom it May Concern: 

This letter is being provided at the request of Ms. Couch 

This letter is in support of Ms. Couch's proposed project within the outpatient clinic. Evaluating this 

population for obesity and providing options to implement lifestyle changes should be an interesting 

undertaking. 

Should you have any questions, please contact me at the above phone number. 

Sincerely, 

Andrea Thomas, M.D. 

Psychiatrist 
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