
Obesity in the United States is
approaching epidemic propor-

tions with 70% of the adult popula-
tion being considered overweight
(body mass index (BMI) 25-29.9) or
obese (BMI > 30).1 Inadequate
physical activity and poor dietary
habits are important contributors to
this condition. Obesity increases
the risk of diabetes, hypertension,
coronary artery disease, arthritis,
depression, and many cancers. It
results in 300,000 deaths annually
and costs $16 billion dollars in di-
rect medical expenses every year.2

However, a substantial proportion
of such individuals do not have an
appropriate diet or physical activity
plan.3 Primary care physicians
(PCPs) most often encounter over-
weight patients and are perfectly
placed to influence their lifestyle.
Research reveals that only 42% of
obese patients get weight loss ad-
vice from their physicians.4 The US
Preventive Services Task Force
(USPSTF), American Heart Associa-
tion, and American Diabetic Associ-
ation recommend that all patients
be screened for obesity and that
PCPs provide counseling for obe-
sity as a modifiable risk factor for
coronary artery disease.5-7 The USP-
STF recommends intensive coun-
seling for obese patients; however,
there is lack of evidence regarding
the effectiveness of low or moder-
ate counseling.5

Practice patterns among primary
care physicians have been studied in
the United States as well as
Europe.8-10 Barriers to optimum obe-
sity management include lack of
time, inadequate training, negative
health beliefs about weight, and lack

the GMC. Attending physicians in
the Division of General Internal
Medicine and Primary Care and
physicians from other departments
who provide direct primary care in
the GMC were included. No incen-
tives were given to the respon-
dents. The questionnaire was
developed and validated in a focus
group of PCPs.

We developed a ten-item survey
tool to explore the practice patterns
and self-reported competency level
of physicians. Survey questions ad-
dressed the following domains: par-
ticipant characteristics, frequency
of use of BMI in the clinical setting,
comfort level discussing weight
with patients, documentation of
obesity as a separate problem in
the problem list, time spent dis-
cussing lifestyle changes with pa-
tients, barriers to obesity care in
the GMC, suggestions for improv-
ing care, self-reported competency
in management of obesity, and in-
terest in seeking obesity manage-
ment training. For barriers to
obesity care, we included items
similar to those that were previ-
ously described in a study con-
ducted at a Veteran’s Affairs (VA)
medical center, recognizing that the
core patient populations at VA insti-
tutions are comparable to those at
ours.15 Answers to questions were
collected as a percentage range,
number, or scale. A standardized
set of responses was used to ad-
dress barriers to obesity care, and
up to three choices were re-
quested. Free text was used to col-
lect suggestions for improving
obesity-related care in the GMC.

of motivation.11 There are few stud-
ies that examine the attitudes of
resident physicians toward obesity
counseling.12 In one study, 31% of
internal medicine residents believed
that treating obesity was futile, and
only 44% felt qualified to treat
obese patients.13 The perspective of
PCPs on obesity-related care is vital
to improving outcomes, and the
challenges associated with day-to-
day management of obesity can be
understood by investigating provider
experiences, attitudes, and values.

Obesity is a common disorder
among patients seen at John H.
Stroger Jr. Hospital of Cook County
in Chicago. However, the attitudes,
beliefs, and practice patterns of
PCPs in the general medicine clinic
(GMC) regarding obesity-related
care remain largely unknown. We
conducted a simple descriptive
study to investigate obesity-related
practice patterns among PCPs in
the GMC. The objectives of the
study were to: 1) examine self-re-
ported weight management prac-
tice patterns and competency
among PCPs at our institution, 2)
describe barriers to effective man-
agement of obesity in the GMC,
and 3) assess an opportunity for a
potential intervention and/or faculty
development project to improve
obesity care.

The study was conducted at a
large safety net hospital within an
urban public health care system
that serves mostly under- and unin-
sured patients. In this study, we de-
veloped an online questionnaire
that was e-mailed as a web link to
all attending and resident physi-
cians who have a continuity clinic in
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Two reminders were sent to com-
plete the survey at the interval of
two weeks each.

The primary data source was an
online web collector that was used
to collect and analyze the re-
sponses. The survey was anony-
mous, and no personal identifiers
were collected or used. We used
descriptive statistics to analyze the
responses to each item. The study
was approved by the Institutional
Review Board of Stroger Hospital.

Initially, 186 providers were in-
vited to respond, of whom 51 were
attending physicians, three were
mid-level providers, and 133 were
residents. The survey was offered
in the summer of 2012 when 43
residents graduated, so no re-
minders could be sent to them as
they left the institution or moved
on to the next phase of their career
within the hospital. Of the 51 at-
tending physicians, two did not pro-
vide direct patient care in the GMC
and did not complete the survey. A
total of 55 respondents participated
out of 141 eligible respondents
(39% response rate).

three most important barriers to
providing optimal obesity-related
care in the GMC. Other factors that
were considered barriers are
shown in Table 1.

A total of 58% providers did not
consider themselves competent in
the management of obesity, and
64% were very interested in seek-
ing obesity management training.
The suggestions to improve obesity
care were many, as expected. The
majority of providers felt that a co-
ordinated program of trained staff
(i.e. dedicated dietary counselors,
nurses, and health educators
trained in obesity counseling), sup-
port groups, and motivational men-
tors for all overweight patients in
the GMC were critical elements of
optimal obesity management. Avail-
ability of resources for patients that
would not cost them any money
were also suggested, like help with
buying healthy food in their neigh-
borhood or finding them an exer-
cise program close to home.
Educational materials like posters in
the waiting areas, flyers or booklets

Of the 55 respondents, 33% re-
viewed the BMI of their patients
more than 75% of the time, and
56% reviewed it more than 50% of
the time. However, only 12.7% dis-
cussed the BMI with their patients
more than 75% of the time, and
62% discussed it less than 50% of
the time. Additionally, 67% of re-
spondents felt very comfortable dis-
cussing weight with their patients.
Only 22% of respondents docu-
mented obesity as a separate prob-
lem more than 75% of the time, and
29% documented it less than 25%
of the time. Overall, 55% docu-
mented it less than 50% of the time.
A majority of providers (55%) spent
only three to five minutes discussing
therapeutic lifestyle changes with
their patients, whereas 22% spent
less than two minutes, 13% five to
10 minutes, and 11% spent more
than 10 minutes.

The providers considered “lack
of time for patient counseling”
(67%), “high complexity of the pa-
tients” (66%), and “lack of infra-
structure support of weight-related
referral services” (51%) as the
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Table 1. Barriers to Obesity Care*

Lack of time for patient counseling 67.3%

Complex patients: more serious comorbid conditions demand majority of visit time, and older
patients may have functional limitations that prohibit physical activities 65.5%

Lack of infrastructure support of weight-related referral services 50.9%

Lack of patient interest, resources, and readiness for change 38.2%

Inadequate training in effective weight counseling, nutrition, behavioral modification 30.9%

Lack of knowledge about weight management services 20.0%

Perception that obesity counseling and treatments are futile and ineffective 16.4%

Discomfort discussing weight-related matters with patients 1.8%

*Forman-Hoffman et al.15
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with healthy diet and exercise in-
structions, and videos were identi-
fied as important tools that would
enhance the message of self-care
for obesity. A significant number of
respondents thought that training
for providers was critical and must
include an ongoing program of lec-
tures, workshops, and informational
material that would be easily avail-
able, especially for the resident
physicians. Other interesting sug-
gestions included increased taxa-
tion for soda and fast food, tax
exemption for park district exercise
facilities, and a miracle drug.

NHANES (2007-2008) data re-
vealed that 34% of US adults are
overweight (BMI 25-29.9), 34% are
obese (BMI 30-39.9), and 6% are
morbidly obese (BMI ≥ 40). The
prevalence of obesity in the General
Medicine Clinic of John H. Stroger Jr.
Hospital of Cook County in Chicago
is comparable—32% are overweight,
35% are obese, and 13% are mor-
bidly obese, with the last two indices
being higher than the national aver-
age. The top three common diag-
noses at this clinic are hypertension,
diabetes mellitus, and dyslipidemia—
all of which are related to obesity.

Our study provides evidence
that physicians provide inadequate
weight-related counseling to obese
patients. There is no standard prac-
tice related to obesity by PCPs, and
few studies have been conducted
at public institutions to address bar-
riers to obesity-related care. Unless
we clearly understand how
providers practice, effective inter-
ventions will not be realized. The
USPSTF guidelines recommend
screening all patients for obesity,

training level. Further, we could not
precisely determine the physician
demographics due to low response
rate. The strength of this study was
that it represented our first attempt
to address primary care manage-
ment of obesity in the GMC and
can perhaps provide a foundation
for more profound research as well
as clinical interventions to improve
overall weight-related care. These
findings can be shared with other
institutional programs, like “Obesity
Awareness Week,” to develop
simple patient education tools like
banners, flyers, and audiovisual
material.

PCPs are well positioned to ad-
dress the rapidly emerging public
health problem of obesity in the
United States—even in resource-
limited settings. However, many
barriers for optimal management of
obesity remain ingrained in daily
practice. Addressing the attitudes
and beliefs of PCPs is likely to pro-
vide future avenues for studies to
assess their impact on obesity-re-
lated care. Valuable obesity man-
agement services like dieticians,
health educators, peer educators,
and educational materials for pa-
tients can improve the quality of
obesity-related care. A multidiscipli-
nary program modified to recognize
provider- and system-related barri-
ers will be critical to incorporate ev-
idence-based practice into a quality
improvement initiative.
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