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Summary

Motivational interviewing (MI) is a client-centred method of intervention focused on enhancing 

intrinsic motivation and behaviour change. A previous review of the literature and meta-analyses 

support the effectiveness of MI for weight loss. None of these studies, however, focused on the 

bourgeoning literature examining MI for weight loss among adults within primary care settings, 

which confers unique barriers to providing weight loss treatment. Further, the current review 

includes 19 studies not included in previous reviews or meta-analyses. We conducted a 

comprehensive review of PubMed, MI review papers, and citations from relevant papers. A total 

of 24 adult randomized controlled trials were identified. MI interventions typically were provided 

individually by a range of clinicians and compared with usual care. Few studies provided adequate 

information regarding MI treatment fidelity. Nine studies (37.5%) reported significant weight loss 

at post-treatment assessment for the MI condition compared with control groups. Thirteen studies 

(54.2%) reported MI patients achieving at least 5% loss of initial body weight. There is potential 

for MI to help primary care patients lose weight. Conclusions, however, must be drawn cautiously 

as more than half of the reviewed studies showed no significant weight loss compared with usual 

care and few reported MI treatment fidelity.
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The global prevalence of people who are obese has risen dramatically, with a projected 

global rate of 1.12 billion meeting criteria for obesity by 2030 (1). The consequences of 

excess weight are dire and include increased risk of cardiovascular disease, hypertension, 

stroke and metabolic syndrome (2–5). With such life-threatening consequences, there is an 

urgent need for effective and easy-to-disseminate weight loss interventions that address (i) 

scalability and (ii) adherence (6).

Consistent with these two areas of concentration is MI. MI is a client-centred, time-limited, 

method of intervention focused on enhancing intrinsic motivation and behaviour change by 

discussing and addressing ambivalence (7). MI clinicians use accurate reflections and open-
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ended questioning to help patients discuss reasons for change. The focus on change talk, 

which includes reasons, optimism, and intent for change, combined with clinician empathy 

and avoidance of confrontation, are thought to underlie the basis for behaviour change (7). A 

review of the literature (8) and meta-analyses (9–11) support the effectiveness of MI for 

weight loss and weight-related behaviour change.

To reach the millions of people who struggle with excess weight, an important place to 

address weight loss and scalability may be within primary care centres. While we can learn 

from specialty clinics incorporating MI for weight loss (8), recruiting and treating patients 

from primary care centres may differ from community referrals (12). There are a number of 

barriers unique to primary care centres that may hinder incorporating empirically supported 

MI weight loss treatments. Primary care providers often are busy and potentially 

overburdened, necessitating briefer interventions than are typical of specialty weight loss 

clinics. Further, primary care providers may not have prior experience or training in weight 

loss interventions and may be without access or financial means for trained weight loss 

clinicians. As such, weight loss treatment provided by primary care centres often is limited 

(13–18). Patients do want their providers to discuss weight loss, but feel their providers’ 

ability to provide resources is insufficient (16), and providers are unlikely to provide weight 

loss counselling at appointments (13,19–21). Fortunately, MI is a time-limited approach to 

weight loss and general medical practitioners, without prior therapeutic training, can be 

trained to provide MI, increasing the opportunity for widespread treatment dissemination 

(22–24).

Consequently, medical offices have begun to incorporate relatively low- to moderate-

intensity MI treatments for weight loss (25). Because of the potential for MI to help patients 

successfully lose weight and the aforementioned unique challenges to implementing weight 

loss treatment into primary care centres, it is important to examine this emerging literature. 

Moreover, 19 additional randomized controlled trials examining MI for weight loss in 

primary care have been published since and/or were not included in the most recent review 

and meta-analysis (8,9). These two papers also focused primarily on weight loss outcomes; 

the current review will also examine weight-related outcomes, with specific focus on trials 

in primary care. To our knowledge, this is the first paper to review randomized controlled 

trials of MI for weight loss in primary care centres.

Method

A comprehensive review was conducted by searching PubMed, MI review papers and 

citations from relevant papers. Search terms included, but were not limited to, ‘randomized 

controlled trial’ or ‘RCT’ or ‘trial’, and ‘weight’ or ‘weight loss’ or ‘overweight’ or ‘obese’ 

or ‘obesity’, and ‘motivational interviewing’ or ‘motivational counseling’, yielding 121 

papers from PubMed. Date last searched was 1 June 2014. Inclusion criteria consisted of 

randomized controlled trials of MI in primary care settings with weight as an outcome; 

however, weight as a secondary outcome was also included. Each paper was reviewed to 

search for the aforementioned terms. Common exclusion criteria included baseline data only 

and no post-treatment assessment, specialty care as opposed to primary care clinics, and 

paediatric or adolescent samples. The authors met to discuss studies deemed unclear based 
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on our inclusion criteria (i.e. whether or not a study was primary care or a specialty clinic). 

In addition, authors met to review findings of the final selected papers. For instance, if a 

study was unclear on fidelity ratings, the authors met to discuss and emailed the 

corresponding author of the study if necessary. Figure 1 depicts the process of identifying 

papers for the present review.

Results

A total of 24 RCTs (25–48) examining MI weight loss treatments for adults in PC were 

identified. In addition to the publications of the main studies, we also included three 

publications of corresponding follow-up assessment data (Table 1; 49–51). Five of 24 RCTs 

controlled for some form of cluster effects in their statistical approach.

MI training and treatment adherence

The individuals recruited to provide MI and the training they received varied greatly among 

the studies reviewed. Many RCTs (n = 7, 29.2%) utilized mixed intervention teams to 

provide the MI intervention (33–35,37,43,44,46,49,51), with clinicians of varying 

backgrounds, including professionals such as dieticians, nurses/nurse practitioners, medical 

doctors, or sports and health science specialists. Other RCTs (n = 6, 25.0%) incorporated 

one type of interventionist such as nurses/nurse practitioners (31,36,38,45,47,48), physicians 

(n = 2, 8.3%) (29,39,50), exercise specialists (n = 3, 12.5%) (25,40,41), dieticians (n = 1, 

4.2%) (27), ‘Masters-level counsellors’ (n = 1, 4.2%) (32), medical assistants (n = 1, 4.2%) 

(26) and the remaining did not specify educational background (e.g. ‘trained non-

specialists’) (n = 3, 12.5%) (28,30,42).

Many studies (n = 12, 50.0%) provided no or minimal (e.g. ‘trained’) details about how MI 

clinicians were trained (25,27,28,30,32,34,37,40,41,43,46,47), although Groeneveld et al. 

(34) included this information in a corresponding publication (52). Of the 12 (50%) studies 

reporting information about MI training (26,29,31,33,35,36,38,39,42,44,45,48–51), most (n 

= 8) did not specify who provided the training (29,31,36, 39,42,44,45,48,50,51); training 

provided in the remaining four studies was from MI ‘accredited’ or ‘certified’ trainers (n = 

2) (33,38), the study investigators (n = 1) (35,49), and a Motivational Interviewing Network 

of Trainers-certified trainer (n = 1) (26). Of the 12 studies reporting information about MI 

training length (26,29,31,33,35,36,38, 39,42,44,45,48–51), it is difficult to determine exactly 

how much training was received as almost half of these studies (n = 5) reported training in 

terms of ‘days’ or ‘evenings’ instead of hours (31,33,36,42,44,51). Of those that did report 

hours (n = 7, 29.2%) (26,29,35,38,39,45,48–50), training length ranged from 3 (29) to 170 

hours (48). Most studies did not describe any ongoing MI supervision for clinicians (n = 17, 

70.8%). Of those that reported specific information regarding supervision (n = 7, 29.2%) 

(26,28,35,36,38,44,45,49,51), the supervision provided ranged from weekly (28) to every 6 

months (44,51), most typically once every 3–4 weeks (26,35,45,49).

Assessing treatment fidelity is an important part of ensuring that the training MI clinicians 

receive translates to the treatment provided. Despite its important, most RCTs did not 

include descriptions of treatment fidelity assessment (n = 17, 70.8%) (25,27–

30,32,34,36,37,39–45,47,50,51), although Groeneveld et al. (34) included this information 

Barnes and Ivezaj Page 3

Obes Rev. Author manuscript; available in PMC 2015 July 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



in a corresponding publication (52). Methods of providing feedback to the MI clinicians 

were based on actual (n = 1, 4.2%) (38) and mock (n = 2, 8.3%) (31,48) recorded sessions, 

or fidelity ratings of mock sessions with a standardized rating system (n = 1, 4.2%) (33). 

Only three studies (12.5%) described using standardized fidelity rating systems of real 

patient sessions (26,35,46,49), although information for Groeneveld et al. (34) was included 

in a corresponding publication (52). Of the three studies using real patient sessions with 

standardized MI fidelity ratings, Hardcastle et al. (35,49) did not report the results, Williams 

et al. (46) reported MI treatment scores below proficiency, and Barnes et al. (26) reported 

satisfactory MI treatment fidelity.

MI treatment comparison conditions

Most commonly, the MI-based intervention was compared with a standardized dietary 

advice or usual care (UC), with no control for attention/time (n = 17, 70.8%) (25,27–35,37–

39,42–44,46,49–51). One study (4.2%) compared the MI intervention to an ‘enhanced’ 

standard care (45), one study (4.2%) compared UC to MI with and without a pedometer 

(25), two studies (8.3%) compared two interventions (e.g. standard dietary advice vs. 

metabolic diet) with both groups receiving MI (40,41), and two (8.3%) compared high- and 

low-intensity MI interventions to UC (47,48). Only one (4.2%) intervention included a non-

MI attentional control, nutrition psychoeducation (26).

MI treatment format and other treatments

Most trials (n = 18, 75.0%) tested individual therapy (25–27,29,31–35,38–42,45–50), while 

others (n = 6, 25.0%) tested a mixed model of individual and group therapy 

(28,30,36,37,43,44,51), and none examined group only. Most MI-based interventions also 

incorporated behavioural weight loss (n = 21, 87.5%) (25–32,34,35,37–47,49–51) or 

cognitive behavioural techniques (n = 2, 8.3%) (33,48), such as self-monitoring. The 

majority (n = 18, 75.0%) also implemented the MI intervention above and beyond typical 

primary care appointments (25–28,30,32–35,40–49,51); in the remaining studies (n = 6, 

25.0%), practitioners implemented MI into their regularly scheduled primary care 

appointments (29,31,36–39,50).

Treatment length, follow-up assessments, and retention

Intervention length ranged from 3 (25,26) to 60 months (43). Most commonly, interventions 

were 6 months or longer (n = 18, 75.0%) (28–35,37–40,42–46,48–51) or 3 months (n = 4, 

16.7%) (25–27,41). In terms of exposure to treatment, most studies (n = 20, 83.3%) reported 

the typical length of sessions or treatment (25–30,33–35,37–40,42–51), the lowest MI 

exposure was 60–75 min over 3 months (25) and the highest was 720 min over 12 months 

(48). The majority of studies relied on post assessments immediately after treatment 

cessation, only four studies (16.7%) clearly indicated including follow-up assessments after 

a period of treatment cessation in the original publication (25,26,34,48), and two published 

follow-up data in subsequent papers (35,39,49,50). Treatment retention rates tended to be 

high for intervention conditions, with most studies reporting rates in the 80–89% (n = 5, 

20.8%; 28,30,39,44,45,50,51) and 90–100% (n = 8, 33.3%; 25–27,29,31,33,37,42) ranges; 

the lowest MI intervention retention rates ranges were 50–69% (32,34,48).
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Supplemental materials and technology

Because of time constraints, PC interventions may also incorporate supplemental weight 

loss resources. Many studies (n = 11, 45.8%) (25,30,33,34,36–38,40, 44,45,47,51) did not 

report incorporating any such materials. The traditional supplemental materials included a 

pedometer and weight loss resources (e.g. encouraging physical activity; n = 3, 12.5%) 

(28,32,42), booklet/newsletter/intake logs with psychoeducational weight loss information 

(n = 9, 37.5%) (29,31,32,35,41–43,46,48,49), menus/recipes (n = 1, 4.2%) (39,50), and an 

empirically supported self-help behavioural weight loss manual (n = 1, 4.2%) (26).

All but two studies (47,48) reviewed were published since 2006; however, only 7 of these 22 

incorporated computer, internet or email technology (26–28,38,40–42). The use of such 

technology varied from study to study, but often included a place for patients to track their 

food intake and exercise via a website, typically designed specifically for the study, or 

computer program and/or emails including topics such as goal setting.

Patient characteristics

Patients’ average age ranged from 40s to 60s. The sex breakdown ranged from 8% men (45) 

to 55% men (38); although two studies limited recruitment to either women (39,50) or men 

(34) only. Inclusion of minority patients ranged from 3% (30) to 97% (27), with two studies 

(8.3%) recruiting African–American or Hispanic/Latino participants only (29,39,50). 

Almost 50% of studies did not include information regarding patients’ racial/ethnic 

background (n = 11, 45.8%) (25,31,33–35,37,38,43,44,47–49,51). Over one-third of studies 

also limited recruitment to individuals already diagnosed with hypertension or 

hyperlipidaemia (n = 1, 4.2%) (37), hypertension (n = 5, 20.8%) (27,28,31,47,48), and at 

risk for (n = 2, 8.3%) (44,45,51) or diagnosed with type two diabetes (n = 2, 8.3%) (29,38). 

The majority of studies (n = 10, 41.7%) required patients to be at least overweight 

(26,29,31–33,35,39,42,43,45,49,50) or obese (n = 5, 20.8%) (27,28,34,40,41). The 

remaining studies were restricted to normal or overweight (n = 1, 4.2%) (46) or (n = 8, 

33.3%) incorporated body mass index into either broader requirements or was not a criterion 

(25,30,36–38,44,47,48,51).

Weight loss

To maintain consistency among studies, we present weight data based on changes from 

baseline to post-treatment assessment. A number of studies (n = 10, 41.7%) reported less 

than 1 kg (25,29,30,33,35–38,44,45,48,49,51) of weight loss for the treatment condition or 

weight gain with these interventions ranging from 12 weeks (25) to 2 years (38). Half of the 

studies (n = 12) reported average weight losses of 1.0–4.9 kg for MI interventions (26–

28,31,32,34,39,41–43,46,47,50), ranging from 12 weeks (26,27,41) to 5 years (43). Only 

one study reported an average weight loss over 5 kg (i.e. 5.8 kg; 40). When the information 

was available, we calculated weight loss per hour of treatment, and it ranged from 0 (25) to 

2.15 kg (40; Table 1).

In addition to overall weight loss for intervention participants, an important outcome is 

weight loss relative to UC or control groups. When examining all 24 studies, 12 studies 

(50.0%) reported no significant weight loss compared with UC (25,29–31,36–38,42–
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45,48,51), 9 studies (37.5%) reported significant weight loss compared with UC or control 

groups (27,28,32–35,39,46,47,49,50), 1 (4.2%) reported a trend towards significance ( (26), 

P = 0.053) and 2 (8.3%) provided MI to both conditions (40,41). When comparing the 

studies that implemented the MI intervention in addition to typical primary care 

appointments to those that incorporated MI into regularly scheduled appointments, 9 

(27,28,32–35,46,47,49) of 17 studies (52.9%) versus 2 (39,50) of 7 (28.6%) studies reported 

the MI group experienced significant weight loss compared with control groups, 

respectively.

Losing 5% of initial body weight is associated with ameliorating weight-related health 

consequences. Many studies (n = 11, 45.8%) did not include this measurement 

(25,30,31,35–38,43,44,47–49,51). Studies that reported and achieved a 5% loss of initial 

weight (n = 13, 54.2%) (26–29,32–34,39–42,45,46,50) by post-treatment included ranges 

from 12.5% (39,50) to 35.7% (46) of participants reaching this goal. When examining the 13 

studies reporting data on 5% weight loss, a few patterns emerged. Almost all were 

individual treatment (n = 12) (26,27,29,32–34,39–42,45,46,50), incorporated telephone 

sessions (n = 4) (32–34,45), technology via computer, internet, or emails (n = 3) (40–42), or 

a combination of both (n = 3) (26–28) to support weight loss. The treatment duration most 

typically was 6 months (n = 5) (33,34,39,40,45,50); while 4 (26,27,32,41) were 12 weeks 

and 4 (28,29,42,46) were longer than 6 months. Most of these studies included some 

information regarding MI training or fidelity (n = 8) (26,29,33,34,39,42,45,46,50). The 

majority (n = 11) (26–28,32–34,40–42,45,46) implemented the MI intervention as additional 

treatment provided above and beyond implementing MI within regular primary care visits.

When examining the 11 studies (45.8%) that did not report data on 5% weight loss 

(25,30,31,35–38,43,44,47–49,51), approximately half were individual treatment (n = 6) 

(25,31,35,38,47–49) and few incorporated telephone sessions (n = 3) (25,47,48) and/or 

technology via computer, internet or emails (n = 1) (38). The treatment duration most 

typically was longer than 6 months (n = 7) (30,31,37,38,43,44,48,51), 2 (25,47) were less 

than 6 months and 1 (35,49) was exactly 6 months. Half of these studies included some 

information regarding MI training or fidelity (n = 5) (31,35,38,44,48,49,51). Most (n = 8) 

(25,30,35,37,43,44,47–49,51) implemented the MI intervention as additional treatment 

provided in addition to implementing MI into regular primary care visits.

Other treatment outcomes

In addition to weight, other weight-related variables were measured; most often, these 

outcomes included physical activity, food intake, metabolic and physiological outcomes. Of 

those that measured physical activity (n = 14, 58.3%) (25,29–33,35–38,43–46,49,51), only 4 

reported significant improvements in physical activity compared with UC/control groups 

(29,31,35,37,49) and 4 reported significant increases for both MI and UC/control groups 

(25,29,33,36,45).

More than half of the studies (n = 13, 54.2%) also examined changes in food-related 

behaviours (29,32,35–38,40,43–49,51) and of them, 10 (29,32,35,36,38,43–46,48,49,51) 

found no treatment-related improvements compared with UC/control conditions and one 

(40) did not have a non-MI control group. MI treatment resulted in decreased salt intake in 
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the low-MI intervention group (less time in treatment relative to the high-MI group) (47), 

and increased fruit and vegetable consumption (37), but these changes were not maintained 

at follow-up.

The most common metabolic and physiological measures were blood pressure (BP, n = 15, 

62.5%; 25–31, 34,35,37,38,41,42,46,47,49), lipid panel (n = 11; 45.8%) (26,29–

31,34,35,37,38,45,46,48,49), and/or glucose/HbA1c (n = 8, 33.3%) (26,29,34,38,43–46,51). 

Of the 15 studies measuring BP, 3 reported significant BP decreases compared with UC/

control (35,46,47,49). In terms of cholesterol levels, one study reported significant increases 

in high-density lipoproteins only (31) and one reported significant decreases in total 

cholesterol and low-density lipoprotein (29). No studies reported significant changes in 

glucose/HbA1c overtime when compared with UC/controls.

Disordered eating

Only two studies (8.3%) examined variables related to disordered eating behaviours (26,40); 

one included a clinician-led interview (i.e. Eating Disorder Examination) to diagnose binge 

eating disorder (BED) and monitor changes in disordered eating (26); and one used a self-

report measure, the Three-Factor Eating Questionnaire (40). In the first study, Barnes and 

colleagues (26) identified and diagnosed patients meeting DSM-5 criteria for BED and 

stratified treatment randomization by BED status. BED was unrelated to treatment 

outcomes. Overall eating disorder symptoms decreased overtime, regardless of treatment 

condition. In the second study, McDoniel et al. (40) showed that all participants (MI 

provided in each condition) reported significantly increased dietary restraint and decreased 

uncontrolled eating.

Discussion

To our knowledge, this is the first review of the literature to examine MI for weight loss 

among adults, specifically within primary care. Over one-third of the studies examined 

showed that participants treated with MI lost significantly more weight than UC controls, 

and approximately half reported participants losing 5% of initial weight. Approximately 

one-third of studies examining weight-related outcomes, such as physical activity, food 

intake and metabolic measurements, reported improvements compared with controls. No 

studies, however, reported improvements in glucose/HbA1c. Many studies failed to report 

details related to training MI clinicians, supervision for MI clinicians, and treatment fidelity. 

Treatment participants tended to be White women in their 50s with obesity.

Participants receiving MI for weight loss in primary care achieved no to modest weight loss 

on average when compared with UC controls, with just over one-third of the studies 

reporting significant weight changes for MI participants compared with controls. The 

benefits of MI weight loss interventions in primary care may be overlooked when examining 

only the average weight loss, which ranges from +1 kg gained to −5.7 kg lost (40,48). A key 

benefit of incorporating these treatments into primary care is the increased dissemination of 

treatments when compared with specialty weight loss clinics. Approximately half of the 

studies showed that approximately 6% (40) to 35.7% (46) of patients lost at least 5% of their 

initial body weight, a parameter associated with important health-related improvements (53). 
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If primary care offices worldwide were able to help this percentage of their overweight and 

obese patients lose enough weight to experience health benefits, perhaps such interventions 

are worth the investment, despite the modest average weight losses. While other weight loss 

treatment options, such as weight loss surgery (54) or intensive lifestyle interventions (55), 

may result in greater weight loss than those presented here, there has been a call for scalable 

and easily accessible obesity treatments (6). This recent shift is to broaden the impact of 

weight loss interventions and to help the significant percentage of individuals with 

overweight and obesity who may not have access to more intensive options. MI, therefore, 

may offer benefits to patients without access to specialty clinics who seek weight loss 

through primary care.

The following information is based on studies that reported data on 5% weight loss. We 

cannot assume that studies not reporting this information did not have participants achieve 

this goal. Interesting patterns, however, emerged when examining studies that did versus did 

not achieve or examine this outcome. Studies reporting patients meeting this goal were more 

likely to provide individual treatment as opposed to mixed (individual and group), were 

twice as likely to incorporate phone sessions and/or technology via computer, internet, 

and/or emails, and treatment tended to be 6 months or less versus longer than 6 months in 

duration. They were also slightly more likely to include information about MI training or 

fidelity and to incorporate the MI intervention in addition to regularly scheduled 

appointments instead of within regularly scheduled primary care appointments.

In addition to weight loss, other outcomes included changes in physical activity, food intake, 

metabolic/physiological measurements and disordered eating. Of those examining 

improvements in physical activity and food-related behaviours, most reported no significant 

improvements compared with UC. One-third of the studies examining BP reported 

significant improvements, few reported improvements in cholesterol, and no studies 

reported significant improvements for glucose/HbA1c relative to UC control groups. Even 

fewer studies examined disordered eating generally or BED, the latter of which may be 

common among treatment-seeking individuals with overweight or obesity (26). Based on the 

limited literature, conclusions cannot be drawn about the impact of MI on disordered eating 

within the context of weight loss treatments in primary care.

Part of the recent increase of incorporating MI into primary care is that previous literature 

suggests nonspecialists can be trained in MI (23). The breakdown of chosen clinicians 

somewhat follows guidelines of the Centers for Medicare and Medicaid, which currently 

only provide coverage for lifestyle interventions provided by primary care physicians, 

physician assistants, and nurse practitioners. It is important to note, however, that many 

studies utilized providers (e.g. exercise specialists) who may not be readily available in most 

primary care centres.

It is quite surprising that most studies did not discuss MI treatment fidelity, as the use of 

treatment fidelity measures has been linked to improved weight loss outcomes when using 

MI for weight loss (9). Only two studies (8.3%) reported the results of standardized fidelity 

ratings of real patient sessions (26,46). One reported inadequate delivery and one reported 

adequate delivery of MI. It is truly difficult, therefore, to make conclusions regarding the 
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quality of the MI provided in most of these studies. Ideally, MI clinicians receive ongoing 

training and supervision that incorporates rating-based feedback (56,57). These rating 

systems typically require that MI clinicians demonstrate MI adherence and competence prior 

to providing MI in a treatment trial (56,57), and are also used by independent raters at the 

end of the trial to assess treatment fidelity. However, such implementation may be difficult 

to reconcile within busy primary care offices.

Guidelines for treating obesity include treatment duration of at least 6 months (58). This 

recommendation was supported by a meta-analysis reporting improved weight loss 

outcomes following MI treatments of 6 months or longer (9). Similarly, current studies 

reporting better weight loss outcomes tended to be 6 months in duration. While preliminary, 

reviewed interventions longer than 6 months did not appear to confer additional weight loss 

benefits.

Importantly, few studies statistically controlled for cluster effects; failure to do so is a 

significant limitation as it considerably reduces the ability to accurately interpret findings 

(59). For example, studies relying on group-randomized trial design (e.g. medical centres 

randomly assigned to treatment arms) must use appropriate statistical methods to best clarify 

outcomes (59). Results from studies failing to do so must be interpreted with caution. 

Controlling for cluster effects, when appropriate based on study design, should be a 

significant consideration in future research assessing MI in primary care centres.

Limitations of the current study include publication bias or ‘file–drawer problem’ such that 

non-significant results tend not to be published. Despite our extensive searches, both 

electronically and through the reference lists of relevant publications, it is possible that we 

missed relevant publications. The current review also did not include a meta-analysis; 

however, this allowed for examination of a broader range of published literature. As only 

one study (26) provided detailed information on MI training, standardized MI fidelity 

measurement and satisfactory MI adherence outcomes, comparing the weight loss outcomes 

among studies that did and did not include this information was not possible. Lastly, the 

terms used throughout the literature to describe MI interventions range (e.g. ‘structured by 

MI principles’, ‘motivational coaching’, ‘MI approach’). We chose to include all studies that 

referenced MI in some manner. While this may cast a broad net for study inclusion, without 

fidelity data, it is not possible to determine based on the MI terms used alone which studies 

may or may not have implemented a valid MI intervention.

There are a number of future research areas that will benefit the field. First, these treatment 

designs often are chosen as a cost-effective option when compared with traditional therapy. 

Only one study, however, included cost-effectiveness analyses. While such analyses may be 

out of the scope of publishing an RCT, providing more details regarding treatment 

(including minutes of treatment received) will allow for future cost-effectiveness analyses 

and also treatment replications. Second, as stated previously, the average intervention 

patient is a White woman in her 50s with obesity, and approximately half of the studies 

neglected to report patients’ race and ethnicities. Future studies must incorporate specific 

outreach to increase inclusion of minorities, men, and younger patients. Because of the high 

rates of overweight and obesity within minority populations (60), it is very important for 
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future studies to report the ethnic and racial breakdown of their patients, and to include 

specific outreach to recruit more diverse samples. Similarly, average ages of participants 

ranged from mid-40s–60s. Considering that most individuals continue to gain weight each 

year (61), perhaps at even more significant rates for those with BED (62), it is important for 

primary care to engage young adults. Third, the internet may have extensive public health 

potential for widespread dissemination of interventions, particularly given the time and 

resource restraints within primary care centres. A meta-analysis of internet treatments for 

weight loss concluded that the internet is a viable means for providing treatment for 

overweight and obesity when used as an adjunct to clinician interaction (63). Despite this, 

only a handful of studies incorporated such technology, and none reported examining the 

benefits of smart-phone technology. Such technology appears to be related to improved 

weight loss outcomes, but more research is needed (64). Fourth, weight-related variables 

such as metabolic syndrome and BED were overlooked. Both are related to weight, 

medically costly, and common within primary care (65). Fifth, weight loss medications 

combined with clinician support may result in improved weight loss outcomes; however, 

none of the reviewed studies examined a combination of medications and MI. Sixth, an 

important step in improving how we determine the impact of MI on weight loss in primary 

care is the inclusion of attention–control conditions (9). Only one study compared the MI 

intervention to UC and an attention–control condition (26), and in fact, the attention–control 

outperformed MI when compared with UC.

In summary, primary care offices may be a unique opportunity to address a recent mandate 

to focus on scalability and retention (6). This review suggests there is potential for MI to 

help primary care adult patients lose weight and improve weight-related variables, such as 

decreasing BP. Conclusions, however, must be drawn cautiously as more than half of the 

reviewed studies showed no significant weight loss compared with UC/control groups and 

there was little existing evidence regarding MI treatment fidelity.
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Figure 1. 
PRISMA flow diagram. RCT, randomized controlled trial. From Moher et al. (66). For more 

information, visit http://www.prisma-statement.org.
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