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Introduction

Obesity is a risk factor for cardiovascular disease, a
variety of cancers, diabetes, osteoarthritis, sleep apnea,
diminished mobility, and as importantly, societal
stigmatization. The U.S. Preventive Services Task Force
recommends that clinicians screen all adults for obesity
and offer intensive counseling and behavioral
interventions as needed to achieve weight loss. 2
Doctors have nonproductive behaviors toward cbese
patients:
* Physicians spend less time educating obese patients
about exercise and health than their normal-weight
counterparts.?
Medical professionals discriminate against the obese *
Some doctors fail to recognize obesity as a medical
problem,® but rather as a lack of self-control, or as a
result of self-indulgence or ather personal failings ®
Some doctors cite lack of intervention for obesity due
to treatment ineffectiveness. 7.8
Obese female patients report very negative clinic
experiences, leading to a lower rate of seeking
preventive care, in addition to longer delays before
seeking help for symptoms of disease, which
franslated into higher cervical cancer rates.®

.

Bob Jones and Sue Jones,
patients with obesity and
hypertension

Hypertension is a commen finding with obesity. Like
obesity treatment, hypertension treatment should be
initiated using lifestyle modifications first, per most recent
Joint National Committee on Hypertension (JNC)
guidelines

In this study, we attempted to examine how a
physician's own characteristics (physician gender, weight
history, and feelings toward obesity) related to the
physician's proposed treatment plan and ranking of
treatment goal importance in obese and hypertensive
patients.

Hypothesis

We hypothesized that 1) thinner physicians would be
more likely to recommend lifestyle recommendations,
and less likely to prescribe medications than physicians
with higher BMIs, consistent with JNC guidelines, and
2) thinner physicians would have higher scores on a
measure of obesity bias than physicians with higher
EMis.

Methodology

Internists and family physicians in the Phoenix area were
recruited to be participants via email and printed fliers
mailed to physician offices

Individuals who wished to participate followed an internet
link to access the informed consent and study materials.
Participants were randomized to watch one of two brief
videos depicting a clinical encounter with a male or
female obese patient presenting with hypertension.

The patient was a 52 year-old with average BF of 150/90
mmHg (assessed twice, utilizing the correct method.)
The patient's BMI was 32, and the patient actors had
BMIs near to the reported BMI

« Physical exam was reported to show no abnormalities.
At this second visit, urinalysis, EKG, fasting cholesterol,
fasting glucose, electrolytes, and creatinine were all
within normal range.

Participant data collected:

* Treatment recommendations; in a prioritized order

* Questionnaire assessing personal weight history

= Questionnaire assessing attitudes toward obesity (Antifat
Attitudes Questionnaire, an independently-validated 15-
item measure to assess the participant's obesity bias,
shown here.'? The maximum score of 117 would reflect
the highest degree of anti-obesity bias.

Physician Participant Characteristics

Of 81 participants, only 33 completed the entire stucy

.

.

Ever tried weight loss N sD
(proportion)
No 7 (0.206) -
Yes 27(0.794) -
Tried weight loss in past
year
No 15(0.411) -
Yes 19 (0.559) -
BMI Mean BMI  SD
Current 249 P
1 year ago 251 29
Atage 25 23.0 23
Highest in life 26,6 3.2
Lowest in life 21.8 2.0

Number One Recommendation

W Weightloss — 39%

B ACE inhiitor — 6%

B Bota Blocker — 3%

 Low-sadium diet -
%

Other treatment opi here inciade

receplor blocker, calcium channelblocker, moderation of akcoho!
intake, no intervention/freturn in & months, refer to speciaist, renal
angiogram, renalulrasound, and other (write in.}

Anti-Obesity Bias
123 4567839

Verystrongly disagree Very strongly agree
Question Statement Mean sD
rating
1 I really don't like fat peaple much. 248 249
2 | don't have many friends who are fat. 445 268
3 I tend to think that people who are 091 1.42
overweight are a little untrustworthy.
4 Although some fat people are surely 136 1.93

smart, in general, | think they tend not
to be as bright as normal weight

peaple.

5 | have a hard time taking fat paople 115
seriously.

8 Fat people make me somewhat 203
uncomfortable.

7 Iflwere an employer looking to hire, | 3.15

might avoid hiring a fat person.

8 | feel disgusted with myself when | gain ~ 3.45
weight.

9 One of the worst things that could 445
happen to me would be if | gained 25
pounds.

10 I'worry about becoming fat. 327

11 People who weigh too much could lose  7.06
atleast some part of their weight
through a little exercise.

12 Some people are fat because they 452
have no willpower.

13 Fatpeople tend to be fat pretty much 397
through their own fault.

14 | am satisfied with my current body 512
weight.

15 Ifind myself thinking about my body 324
weight a lot.
Total Score (maximum: 117) 50.64

1.98

248

25

287

2.48
206

293

256

3.01

19.71

Prescribing Priorities

Number of physicians

Intervention prescribing as #1

recommendation
Weight loss 13
Thiazide 9
Physical activity i
ACE inhibitor 2
Beta-blocker 1
Low-sodium diet 1

Take-Away Points

+ Study in which physiclan parﬂcipanls
hed a video of a h
obese patient and made ﬁeaiment
dati and p an
obesity bias questionnaire
+ Unable to achieve significance in most
measures due to incomplete
participation
= Most physicians studied deda
drug for hypertension in addition to
lifestyle changes
Most physicians did NOT include all
JNC-recommended lifestyle change
its in thei t plan
Unable to link physician BMI or history
of dieting to trends in treatment
recommendations.
Future work should secure cumplete
to test
ician characteristics.
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