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Evaluation of a pharmacist-led, 6-month 
weight loss program in obese patients
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Abstract 

Objective: To evaluate a pharmacist-led weight loss program based on the 
general requirements set forth by the Centers for Medicare & Medicaid Ser-
vices’ (CMS) Decision Memo for Intensive Behavioral Therapy for Obesity.

Setting: Onsite Walgreens pharmacy located inside the main administra-
tion building of Maricopa County in downtown Phoenix, AZ.

Practice description: A prevention and wellness behavioral therapy 
weight loss program was developed for patients of the Maricopa County 
on-site Walgreens.

Practice innovation: Current pharmacy patients were recruited to attend 
14 one-on-one, pharmacist-led, face-to-face behavioral therapy sessions 
during a 6-month period that addressed diet, exercise, and nutrition. Inter-
active PowerPoint presentations were used throughout the sessions.

Main outcome measures: The primary outcome was mean weight loss 
from baseline to the end of the study. Secondary outcomes included changes 
in body composition, changes in nutritional intake, and participant satisfac-
tion.

Results: Of 12 enrolled participants, 11 (92%) completed the program. 
The mean weight loss from baseline to the end of the program was 5 kg 
(P <0.001), representing an average 4.5% weight loss. There was a statisti-
cally significant decrease in body mass index (BMI), waist circumference, 
and percent visceral fat from baseline to the end of the study; however, the 
increase in percent muscle mass, decrease in percent body fat, and change 
in nutrition intake was not statistically significant. Overall, the participants 
rated the program highly.

Conclusion: Pharmacists are accessible health care providers who can ef-
fectively provide intensive behavioral therapy for obesity in a manner con-
sistent with the CMS guidelines.

Keywords: Community pharmacy, weight loss, behavioral therapy, obesity, 
diet, nutrition, patient education.
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One of the goals of the United States Department 
of Health and Human Services’ (HHS) Healthy 

People 2020 initiative is to promote health and reduce 
chronic disease risk through the consumption of a 
healthful diet and achievement and maintenance of a 
healthy body weight.1 The Centers for Disease Control 
and Prevention’s 2009–2010 National Health and Nutri-
tion Examination Survey indicated that 33.1% of U.S. 
adults over the age of 20 years are overweight (body 
mass index [BMI] 25–29.9 kg/m2), 35.7% are obese (BMI 
30–39.9 kg/m2), and 6.3% are extremely obese (BMI ≥40 
kg/m2).2

A recent quantitative systematic review found that 
in the United States in 2008, the aggregated combined 
cost of overweight and obesity was approximately $114 
billion.3 Obese Americans are more likely to develop 
chronic diseases such as diabetes, high blood pressure, 
and heart disease. Nutrition and physical activity play 
a role in the development and prevention of chronic dis-
eases.

The Centers for Medicare & Medicaid Services 
(CMS) has determined that sufficient evidence supports 
intensive behavioral therapy for weight loss. On No-
vember 29, 2011, CMS posted a decision memo stating it 
will cover intensive behavioral therapy for the treatment 
of obesity in patients who have a BMI ≥30 kg/m2.4 Per 
the memo, the intensive behavioral intervention should 
be consistent with the 5-A framework recommended by 
the U.S. Preventive Services Task Force:
❚ Assess: Ask about/assess behavioral health risk(s) 

and factors affecting choice of behavior change 
goals/methods.

❚ Advise: Give clear, specific, and personalized be-
havior change advice, including information about 
personal health harms and benefits.

❚ Agree: Collaboratively select appropriate treatment 
goals and methods based on the patient’s interest in 
and willingness to change the behavior.

❚ Assist: Using behavior change techniques (self-
help and or counseling), aid the patient in achiev-
ing agreed-upon goals by acquiring the skills, con-
fidence, and social/environmental supports for 
behavior change, supplemented with adjunctive 
medical treatments when appropriate.

❚ Arrange: Schedule follow-up contacts (in person or 
by telephone) to provide ongoing assistance/sup-
port and to adjust the treatment plan as needed, 
including referral to more intensive or specialized 
treatment.4

CMS’ coverage includes one face-to-face visit every 
week for the first month, followed by one face-to-face 
visit every other week for months 2–6. At 6 months, if 
the beneficiary has achieved a 3 kg weight loss or more, 
CMS will continue to pay for one monthly face-to-face 
visit for an additional 6 months.4

CMS will reimburse primary care practitioners 
(i.e., primary care physicians, nurse practitioners, clini-
cal nurse specialists, and physician assistants) for these 
visits.4 Pharmacists are not mentioned in the decision 
memo, most likely due to their lack of provider status. 
However, with the growing number of patients with 
obesity, pharmacists—among the most accessible health 
care professionals—can play a major role in such treat-
ment.

A recent systematic review of the effectiveness of 
community pharmacy-based weight management in-
terventions identified 10 studies involving 582 phar-
macies.5 Five of the studies included behavioral change 
techniques; however, none was designed based on the 
CMS guidelines.

Objective
The objective of this 6-month pilot study was to evaluate 
a pharmacist-led weight loss program based on the gen-
eral requirements set forth in the CMS Decision Memo 
for Intensive Behavioral Therapy for Obesity.

Methods
The study was conducted at the Maricopa County, AZ, 
onsite Walgreens pharmacy. Located inside the main 
county administration building in downtown Phoe-
nix, this specialty pharmacy is exclusively for the use of 
Maricopa County benefit-eligible employees and their 
dependents. In addition to offering regular dispensing 
services, the pharmacy focuses on providing medication 
therapy management (MTM) services, immunizations, 
and health testing.

Pharmacy patients were recruited through the use 

 

At a Glance

Synopsis: Current patients at an onsite pharmacy 
located in a county administration building in 
Phoenix, AZ, were recruited to participate in a 
pharmacist-led weight loss program consisting 
of 6 months of in-person behavioral therapy ses-
sions. Based on guidelines set forth by the Centers 
for Medicare & Medicaid Services (CMS), the pro-
gram addressed diet, exercise, and nutrition. All 
11 participants lost weight by the end of the pro-
gram, with a mean weight loss of 5 kg.

Analysis: The incidence of obesity in the United States 
continues to rise—a problem acknowledged by CMS in 
a November 2011 decision memo concluding that in-
tensive behavioral therapy is an appropriate therapeutic 
intervention and thus eligible for provider reimburse-
ment. Pharmacists are not recognized as providers in 
the memo; however, the high retention rate and positive 
results of this pilot study, which was based on guide-
lines set forth by CMS, demonstrates that pharmacists 
could effectively facilitate such weight loss programs.
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of buck slips promoting a free 6-month weight loss 
program, which were attached to all prescriptions dis-
pensed from the pharmacy. Those patients express-
ing interest in the program were given a one-page flier 
with additional information, including program length, 
number of sessions, session topics, and how to enroll.

Trained pharmacy personnel performed the initial 
enrollment by measuring patients’ height and weight 
and calculating their BMI. Phone numbers were ob-
tained for those meeting the BMI inclusion criteria, with 
patients informed that the principal investigator would 
call them within 48 hours. During the enrollment call, 
patients were screened for other exclusion criteria. First 
appointments were scheduled for those meeting the re-
quirements for study participation. Because of the na-
ture of the pilot program and the time constraints of the 
pharmacy resident principal investigator, the study was 
limited to 12 patients from the 18 individuals screened. 
The main reason for being screened but not included in 
the study was loss of interest on the patient’s behalf.

Eligible program participants had to be aged 18–88 
years, have a BMI greater than 30 kg/m2 or have a BMI 
greater than 27 kg/m2 with an additional comorbid dis-
ease state, including type 2 diabetes, hypertension, sleep 
apnea, coronary heart disease, or dyslipidemia. The BMI 
cutoff points of 30 kg/m2 or 27 kg/m2 with additional 
comorbid disease states were chosen to align with the 
indication for weight-loss pharmacotherapy.6 Pregnant 
and nursing women were excluded from the study, as 
were those who were currently or formerly enrolled in 
a weight loss program or who had received pharmaco-
therapy for weight loss within the 6 months before the 
start of the study.

The pharmacist-led weight loss program consisted 
of 14 one-on-one, face-to-face sessions, which occurred 
weekly during the first month and every other week 
during months 2–6. All sessions were held in a private 
consultation room. Participant weight, height, waist cir-
cumference, percent body fat, percent visceral fat, and 
percent muscle mass were measured during the first 
and last 15-minute visits. Researchers assessed partici-
pants’ change in food selection via a nonvalidated nutri-
tion history questionnaire.

Weight and height were measured with a Health-o-
meter professional scale, and an Omron HBF-510W full-
body composition monitor with scale was used to mea-
sure percent body fat, percent visceral fat, and percent 
muscle mass. Waist circumference was measured ac-
cording to the National Health and Nutrition Examina-
tion Survey (NHANES) III protocol as described in the 
National Institutes of Health (NIH) obesity guidelines.6

The nonvalidated nutrition history questionnaire 
was modeled after the NIH Dietary History Question-
naire II.7 The questionnaire for our program asked about 
average servings consumed per day or week of whole 
grains, oils, fish/poultry/eggs, dairy, fruits/vegetables, 

red meat/butter, refined carbohydrates, and beverages.
During the first visit, written informed consent was 

obtained, with participants receiving a pedometer and 
instructions on setting up a Walk with Walgreens ac-
count to encourage physical activity. The second visit 
was approximately 1 hour and consisted of an MTM 
session, while sessions 3–13 were approximately 15 
minutes each and consisted of behavioral therapy with 
dietary and nutritional education delivered via an in-
teractive PowerPoint presentation (Table 1). Weight 
was measured at each visit, and patients were provided 
topic-specific handouts, most of which were obtained 
from the U.S. Department of Agriculture (USDA) web-
site. Participants established weight loss and behavioral 
goals related to the sessions’ educational content during 
visits 3–13. At each subsequent visit, participants were 
asked about the goals from their previous appointment. 
Participant satisfaction with the program was measured 
via an anonymous voluntary survey administered at the 
last session.

To maintain consistency, all interventions and ses-
sions were led by the pharmacy resident principal inves-
tigator, who did not have any special training or certifi-
cations in diet, nutrition, or exercise. The sessions were 
developed following the format and design of the Take 
Care Health Systems weight management program, 
with content updated to include the 2010 Dietary Guide-
lines developed by USDA and HHS.8 Session topics in-
cluded selecting nutrient-dense foods, the different food 
groups, appropriate serving sizes, and eating habits.

Patients were not instructed to follow any particu-
lar diet (e.g., low-carb, low-fat, Mediterranean), as most 
people view such regimens as short-term solutions and 
eventually revert to prior eating habits, diminishing the 
effectiveness of the diet. Instead, patients were encour-
aged to think of the weight loss program as a lifestyle 
change. Patients were introduced to the online calorie-
tracking website MyFitnessPal.com and encouraged to 
record a 3-day food log at least once every month.

Data were maintained on a secure laptop and record-
ed during each session in Microsoft Word. A separate 
Word document was kept for each patient containing 
a patient identification number, baseline weight, BMI, 
waist circumference, percent body fat, percent muscle 
mass, and percent visceral fat. During each session, the 
document was updated to include the patient’s current 
weight and goal weight, as well as a brief description of 
the behavioral goals established at that session.

The primary outcome measure was the decrease in 
mean weight from baseline to the end of the study. Sec-
ondary outcomes were changes in body composition, 
changes in nutritional intake, and participant satisfac-
tion.

Statistical analyses included data only from those 
participants who completed the study and attended all 
14 sessions. Paired t tests were used to compare prein-
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tervention and postintervention differences in normally 
distributed continuous data. Data were grouped to eval-
uate differences in nutritional intake, with McNemar’s 
test for dichotomous data. A P value less than 0.05 was 
used to determine statistical significance. IBM SPSS Sta-
tistics, version 19 (Chicago, IL) was used for all statistical 
analyses.

The Midwestern University Institutional Review 
Board approved the study.

Results
Of the 12 participants enrolling in the weight loss pro-
gram, 11 completed the study. The one dropout was due 
to personal reasons. The majority of participants were 
white women; their mean BMI was 38.8 kg/m2 (Table 
2). All participants had diabetes mellitus, hypertension, 
and/or dyslipidemia, with 9% having two of the diseas-
es and 18% having all three. At the start of the program, 
participant weight ranged from 76 kg to 142 kg, waist 
circumference ranged from 36.5 inches to 52.5 inches, 
and BMI ranged from 28 kg/m2 to 48.8 kg/m2. Based 
on the NIH obesity guidelines, one participant was 
overweight (BMI 25–29.9 kg/m2), five were obese (BMI 
30–39.9 kg/m2) and five were extremely obese (BMI ≥40 
kg/m2).6

From baseline to the end of the program, the mean 
weight loss among participants was 5 kg, representing 
an average 4.5% weight loss (95% CI, 3–6.9 kg; P <0.001). 
All participants lost weight, with 8 of the 11 (73%) losing 
at least 3 kg at 6 months. There was a statistically sig-
nificant decrease in BMI (1.8 kg/m2; P <0.001), waist cir-
cumference (2.5 inches; P = 0.002), and percent visceral 
fat (0.6%; P = 0.024) from baseline to the end of the study; 
however, the increase in percent muscle mass (0.6%; P = 
0.121) and decrease in percent body fat (1.2%; P = 0.123) 
were not statically significant (Table 3). Five of the par-
ticipants achieved at least a 5% weight loss during the 

course of the study (Table 4).
The nonvalidated nutrition history questionnaire 

administered to each participant during the first and last 
session did not reveal a statistically significant change in 
nutritional intake.

Participant satisfaction with the program was mea-
sured through a survey given to participants during 
their last session. Participants were asked to rate the 
program on a Likert scale (1 = strongly disagree, 10 = 
strongly agree). All participants rated the program high-
ly, with each question having a mean score of 9 or more 
(Table 5).

Discussion
A pharmacist-led weight loss program can effectively 
assist patients in losing weight using intensive behav-
ioral therapy in a manner consistent with the guidelines 
set forth by CMS.

Studies have shown that a modest weight loss of 3 
kg to 5 kg can improve surrogate markers of cardiovas-
cular disease, including glucose metabolism, lipid lev-
els, and blood pressure.9 NIH guidelines recommend a 
5%–10% weight loss to decrease the severity of obesity-
related risk factors.6

Table 1. Topics discussed during weight loss program sessions

Sessions Topics
1 Introduction
2 Medication therapy management
3 Calorie balance
4 Food labels
5 Exercise
6 Holiday survival
7 Portion control
8 Carbohydrates
9 Fats and proteins
10 Patterns and cues
11 Overcoming barriers
12 Supermarket survival
13 Preventing relapse
14 Conclusion

Table 2. Baseline characteristics of participants who completed the 
weight loss program (n = 11)

Characteristic
N (%)  

(unless otherwise noted)a

Age (years) Mean ± SD (range), 51 ± 8.3 (38–65)

Weight (kg)
Mean ± SD (range), 110.7 ± 22.5 
(75.9–142.3)

Waist circumference (inches)
Mean ± SD (range), 45.1 ± 4.9 
(36.5–52.5)

BMI (kg/m2)
Mean ± SD (range), 38.8 ± 6.2 
(28–48.8)

Gender
  Men 1 (9)
  Women 10 (91)
Race
  White 8 (73)
  Black 3 (27)
Chronic diseases
  Hypertension 8 (73)
  Dyslipidemia 5 (45)
  Diabetes mellitus 3 (27)
Alcohol consumption over recommended amount (1 drink/day for 
women; 2 drinks/day for men)

  Yes 0
  No 11 (100)
aContinuous data are presented as mean ± SD (range). Categorical data 
are presented as n (%).
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Participants in this program achieved a mean weight 
loss of 5 kg, with 45% of patients losing 5% or more of 
total body weight; hence, a related benefit in metabolic 
outcomes may have also been experienced. Addition-
ally, the study showed a statistically significant decrease 
in waist circumference and percent visceral fat, both of 
which are risk factors for cardiovascular disease.

All of the participants in the program lost weight, 
with 73% meeting CMS criteria to continue the weight 
loss program for an additional 6 months. In accordance 
with NIH guidelines, the focus for those who contin-
ued the program would have shifted to weight mainte-
nance.6 High attrition rates, averaging 51% among stud-
ies, have been identified as a challenge of existing weight 
loss programs.5 Our study had a low attrition rate, with 
92% of participants completing the program. Due to 
the high retention rate of our program and the high pa-
tient satisfaction, it can be hypothesized that most par-
ticipants would have continued the program and that 
weight maintenance would have been achieved.

This study is similar to other published data on 
pharmacist-led weight loss programs in that it consist-
ed of mostly women and included multiple different 
interventional components.5 A 2011 systematic review 
evaluating the effectiveness of community pharmacy-
based weight management interventions identified 10 
studies involving 582 pharmacies. The review included 

five studies that reported weight loss at 6 months; three 
of these five studies reported a statistically significant 
weight loss. The average 5-kg weight loss in our study 
is comparable to two of the included studies with an av-
erage weight loss of 5.6 kg and 5.1 kg. The three other 
studies reported lower weight loss averages, from 1.7 
kg to 3.5 kg. The small number of patients in our weight 
loss study is also consistent with the other studies that 
used behavioral interventions, with two of the five pub-
lished studies in the review including approximately 20 
patients.5

Considering the current and projected shortage of 
primary care providers, our study indicates that phar-
macists could be viable providers of weight loss ser-
vices.10 Pharmacists could add a unique aspect to weight 
loss programs by providing concurrent medication 
counseling and/or advice. The accessibility of pharma-
cists also makes them ideal providers for weight loss 
services.

Limitations
This study had several limitations. Due to time con-
straints of the one pharmacist leading all the weight loss 

Table 3. Changes in biometric measurements of participants who completed the program (n = 11)

Outcome Pre-intervention (Mean ± SD) Post-intervention (Mean ± SD) Difference (95% CI) P valuea

Weight (kg) 110.7 ± 22.5 105.7 ± 22.5 5 (3–6.9)b <0.001
Body mass index (kg/m2) 38.8 ± 6.2 37.0 ± 6.3 1.8 (1.1–2.5) <0.001
Body fat (%) 43.8 ± 7.0 42.7 ± 7.7 1.2 (-0.4–2.8) 0.123
Muscle mass increase (%) 20.8 ± 3.3 21.4 ± 3.4 0.6 (-0.2–1.5) 0.121
Visceral fat (%) 12.2 ± 4.5 11.6 ± 4.4 0.6 (0.1–1.1) 0.024
Waist circumference 
(inches) 45.1 ± 4.9 42.7 ± 6.2 2.5 (1.1–3.7) 0.002

aPaired t  tests were used to compare differences between before and after the intervention, with a P value <0.05 considered statistically significant. 
bMean weight loss was 4.5%.

Table 5. Participant satisfaction with the weight loss program  
(n = 11)a

Statement Mean ± SD (range)
The material in this course was easy to 
understand. 9.4 ± 1 (7–10)
The content of this course was relevant to 
my life. 9.4 ± 1 (7–10)
I learned new ideas from taking this course. 9.4 ± 1 (7–10)
The trainer was knowledgeable and presented 
the material well. 9.6 ± 0.9 (7–10)
The program was interactive and engaging. 9.5 ± 0.9 (7–10)
The meeting place was conducive to learning. 9.4 ± 1 (7–10)
I am likely to use what I have learned in this 
program. 9.7 ± 0.6 (7–10)
As a result of this program, my ability to 
manage my weight has improved. 9.4 ± 1 (7–10)
I would recommend this program to others. 9.6 ± 0.9 (7–10)

aLikert scale range: 1=”strongly disagree” to 10=”strongly agree.”

Table 4. Percent weight loss of participants who completed the 
program

Participant Weight loss (kg) % Weight loss
1 9.1 10.2
2 0.9 0.8
4 9.6 6.7
5 6.8 5.4
6 6.8 9.0
7 4.6 5.0
8 5.5 4.6
9 3.6 3.0
10 0.9 1.0
11 2.7 2.0
12 4.1 3.8
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sessions, this pilot program included a small number 
of participants. Therefore, the study was not powered 
to meet the primary endpoint, and results should be 
interpreted with caution. The study included primar-
ily white women, which limits its generalizability to 
men and ethnic minorities. Percent body fat, visceral fat, 
and muscle mass were measured using a bioimpedance 
machine, which is neither the most accurate nor valid 
method of measurement. Although patients filled out 
the satisfaction survey anonymously, the fact that it was 
completed during the last face-to-face session and given 
directly to the primary investigator may have hindered 
participants’ sense of anonymity, skewing the answers 
more favorably than was true. Furthermore, it should be 
noted that the satisfaction survey was developed by the 
researchers and was not validated.

This study did not measure change in physical ac-
tivity because baseline activity was unable to be mea-
sured (participants did not have pedometers before the 
study). Additionally, no significant change in dietary 
consumption was seen from the nutrition survey. Data 
from several clinical trials has shown that dietary intake 
measurement tools have several validity and reliability 
concerns depending on the tool used and how it is ad-
ministered.11 The tool used in this program could have 
had such weaknesses.

This study did not use a validated nutrition history 
questionnaire and the principal investigator was not 
trained on how to administer nutrition questionnaires. 
Originally, we planned on using NIH’s Dietary Histo-
ry Questionnaire II; however, due to its length and the 
limited time of the sessions, the researchers developed a 
shorted questionnaire based on the NIH questionnaire.7 
There is a strong probability that the resulting 18-item 
questionnaire was not adequately developed or admin-
istered and, therefore, could not assess dietary changes 
of the participants. Furthermore, some participants may 
have not answered the nutrition questionnaire accu-
rately or truthfully because of problems with recall and/
or being ashamed of their eating habits. Overall, we be-
lieve the participants likely changed their diet and/or 
increased their physical activity to achieve weight loss; 
however, the measurement tools were inadequate.

Conclusion
Pharmacists are accessible health care providers who 
can effectively provide weight loss counseling using in-
tensive behavioral therapy in a manner consistent with 
CMS guidelines.
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Nutrition Questionnaire     Subject #: _______                                                      

 

Whole grains 
1. How many servings of whole grains (1/2 cup or 1 piece) do you eat (i.e., brown 

rice, whole wheat bread, oats, oatmeal, whole grain pasta, etc.)? Average 
servings per day: 
0   !  1   !  2   !  3   !  4+   ! 
 

Oils 
2. How often do you eat fried foods? Average times per week: 

0   !  1   !  2   !  3   !  4+   ! 
 

3. When frying, preparing salad dressing, or baking, what type of oil do you usually 
use? Check the one you use most often: 
Canola oil   ! Coconut oil   ! Corn oil   !  Peanut oil   ! 
Olive oil   !  Safflower oil   ! Vegetable oil   !  Other   ! 

 
Fish/poultry/eggs 

4. How many 3 oz. servings of fish (size of a deck of cards) do you eat? Average 
servings per week: 
0   !  1   !  2   !  3   !  4+   ! 
 

5. How many 3 oz. servings of chicken (size of a deck of cards), turkey, or other 
poultry do you eat? Average servings per week: 
0   !  1   !  2   !  3   !  4+   ! 
 

6. How many servings of eggs (1 egg) do you eat? Average servings per week: 
0   !  1   !  2   !  3   !  4+   ! 

 
Dairy 

7. How many 8 oz. servings of milk (1 cup) do you drink? Average cups per day: 
0   !  1   !  2   !  3   !  4+   ! 

 
8. If you drink milk, what type of milk do you drink most often? If you do not drink 

milk, do not mark a response. 
Whole milk   !   2% low-fat milk   !   1% low-fat milk   ! 
Skim milk   !   Soy milk   !    Other   ! 
 

9. How many servings of low-fat or non-fat dairy products do you eat (i.e., 6 oz. of 
yogurt [1 container], 1 oz. of cheese [about the equivalent of 1 string cheese], 1/2 
cup cottage cheese, etc.)? Average servings per week: 
0   !  1   !  2   !  3   !  4+   ! 

 
Fruits/vegetables 

10. How many servings of fruit (1/2 cup or 1 small piece) do you eat? Average 
servings per day? 
0   !  1   !  2   !  3   !  4+   ! 
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Nutrition Questionnaire     Subject #: _______                                                      

 

11. How many 8 oz. servings of fruit juice (1 cup) do you drink? Average servings per 
day: 
0   !  1   !  2   !  3   !  4+   ! 
 

12. How many servings of vegetables (1/2 cup or 1 cup of leafy greens) do you eat? 
Average servings per day: 
0   !  1   !  2   !  3   !  4+   ! 

 
Red meat/butter 

13. How many 3 oz. servings of red meat (size of a deck of cards) do you eat? 
Average servings per week: 
0   !  1   !  2   !  3   !  4+   ! 
 

14. How many servings of butter or margarine (1 tablespoon) do you eat? Average 
servings per week: 
0   !  1   !  2   !  3   !  4+   ! 

 
Refined carbohydrates 

15. How many servings of white rice, white bread, white potatoes, and white pasta 
foods (1/2 cup or 1 piece) do you eat? Average servings per day: 
0   !  1   !  2   !  3   !  4+   ! 
 

16. On average, how many days per week do you eat breakfast?  
0   !  1   !  2   !  3   !   
4   !  5   !  6   !  7   ! 
 

Beverages 
17. On average, how many 8 oz. glasses of water (1 cup) do you drink per day? 

0   !  1   !  2   !  3   !  4+   ! 
 

18. On average, how many cans of regular soda do you drink per day? 
0   !  1   !  2   !  3   !  4+   ! 
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1. The material in this course was easy to understand. 

O O O O O O O O O O 
 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 

 
2. The content of this course was relevant to my life. 

O O O O O O O O O O 
 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

3. I learned new ideas from taking this course. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

4. The trainer was knowledgeable and presented the material well. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

5. The program was interactive and engaging. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

6. The meeting place was conducive to learning. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

7. I am likely to use what I’ve learned in this program. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

8. As a result of this program, my ability to manage my weight has improved. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
 

9. I would recommend this program to others. 
O O O O O O O O O O 

 1 2 3 4 5 6 7 8 9 10 
Strongly Disagree------------------Neutral---------------------------------Strongly Agree 
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