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Abstract

Objective: To assess patients’ weight management needs and experiences across multiple sites within the
Learning Health System Network.
Patients and Methods: A total of 19,964 surveys were sent to patients identified with overweight or
obesity through medical record query at 5 health care systems throughout 11 states. The survey collected
patients’ experiences with and opinions about weight management in clinical care from October 27, 2017,
through March 1, 2018.
Results: Among the 2380 responders, being younger, female, nonwhite, and single and having some
college education or less were all significantly associated with higher body mass index (BMI). The most
frequent weight loss barriers included food cravings (30.7%-49.9%) and having a medical condition
limiting physical activity (17.7%-47.1%) (P<.001). Higher BMI was associated with a higher frequency of
comorbidities and lower health status (P<.001). Higher BMI was also associated with a higher belief that
primary care providers (PCPs) should be involved in weight loss management (P¼.01) but lower belief
that the PCP had the necessary skills and knowledge to help (P<.001). Responders with a higher BMI
were more likely to feel judged (P<.001) and not always respected (P<.001) by their PCP. In addition,
those with a higher BMI more frequently reported avoiding health care visits because of weight gain, not
wanting to undress or be weighed, and not wanting to discuss their weight with their PCP (P<.001).
Conclusion: Physician involvement in weight management is important to patients whose needs and
experiences differ by BMI. These data may inform clinical weight management efforts and create greater
alignment with patient expectations.
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O verweight and obesity result from
energy imbalances caused by a
combination of genetic, behav-

ioral, and environmental factors.1-4 In
the United States, the prevalence of adults
with obesity is approximately 45.4%, an
increase of 10% since 2005 and 600%
since the 1980s.5 Taking into consider-
ation the economic burden of obesity on
the individual and direct medical expendi-
tures (up to $147 billion) and productiv-
ity loss (up to $6.38 billion) on society,
obesity is a far-reaching public health
crisis.6,7
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The US Preventive Services Task Force, the
Centers for Medicare and Medicaid Services,
and the Obesity Expert Panel have indepen-
dently recommended and published guide-
lines for clinicians to screen for obesity, offer
intensive counseling and behavioral interven-
tions, and delineate requirements for behav-
ioral therapy for obesity8 and address weight
management.9 Despite the consistency of these
guidelines and evidence that adhering to
guidelines increases patient motivation for
weight loss, these guidelines are not always
followed by health care providers.10-13

Furthermore, few studies have rigorously
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NEEDS ASSESSMENT FOR WEIGHT MANAGEMENT
examined patients’ experiences with and ex-
pectations about weight management in pri-
mary care.14-16 One of the few studies that
did so was a survey of patients previously con-
ducted by our study team in a primary care
setting.14 A conclusion from this previous
study was that patients’ conversations with
their primary care provider (PCP) concerning
weight loss were less likely to motivate pa-
tients to lose weight.14 This study, however,
did not address the tone and content of these
interactions. Evidence suggests that PCPs
spend less time building rapport and
providing information to patients with
obesity.17 Patients who feel judged by their
PCP are less motivated to attempt to lose
weight.18 A large body of evidence has shown
that implicit and explicit biases negatively
affect interpersonal behavior in ways that are
detectable to patients.19-22 Health care pro-
viders from all specialties, including primary
care specialties, have been found to hold
strong negative implicit and explicit attitudes
and beliefs about their patients with obesity,
which may influence their communication
with patients with obesity.23,24 In one study,
PCPs were randomized to evaluate an other-
wise identical patient with or without obesity.
Those who evaluated the patient with obesity
rated the patient as a greater waste of their
time, as someone who would make them
like their jobs less, and indicated that they
would spend less time with them.25 Studies
confirm that patients with overweight or
obesity feel stigmatized and disrespected by
PCPs, but less is known about patients’
preferences about and experiences with weight
management in clinical settings and how these
perceptions differ by BMI status.

To address these limitations and better
understand patient needs, experiences, and
expectations about weight management in pri-
mary care, our team conducted a survey of pri-
mary care patients within the Learning Health
Systems Network (LHSNet) Clinical Data
Research Network.14 The LHSNet is 1 of 13
Clinical Data Research Network partners
with 20 patient-powered research networks
to create the National Patient-Centered Clin-
ical Research Network, funded by the
Patient-Centered Outcomes Research Institute
to support clinical trials and outcome
research.26-29
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This survey aimed to identify barriers to
successful weight loss and patients’ expecta-
tions regarding PCP assistance in weight
management. Data obtained from this large
sociodemographic sample of patients across
diverse health systems provide unique and
important knowledge to guide continued
training and support for PCPs to initiate
respectful and motivating conversations
regarding obesity and obesity treatment with
patients.

PATIENTS AND METHODS
The LHSNet is composed of 9 sites and in-
cludes data on approximately 10 million
patients. Details of the LHSNet structure and
sites are found elsewhere.30,31 The LHSNet
sites each host a local common data model
(CDM) and share common data elements
across sites. The LHSNet CDM contains
outcome data and consists of patient cohorts,
one of which is the weight cohort. The building
of the weight cohort centered on cohorts of
children and adults across the LHSNet that
were assembled and identified as overweight
or obese on the basis of the PCORnet obesity
algorithm, focusing on individuals with at
least one other height and weight measure-
ment in the previous 5 years. Weights of preg-
nant women were excluded from 6 months
before to 3 months after the delivery date.
The patients within this cohort served as the
sampling population for the current study.

The Mayo Clinic Institutional Review
Board (IRB) served as the IRB of record for
the relying participating study sites: Mayo
Clinic, Allina Health System, Essentia Health,
Intermountain Health Care, University of
Michigan, and Ohio State University. Upon
review, the IRB, which had ethical oversight
for this study, determined this study to be
exempt under 45 CFR 46.101, item 2. In addi-
tion, the authors assert that all procedures
contributing to this work comply with the
ethical standards of the Mayo Clinic IRB
guidelines on human experimentation in
accordance with the Declaration of Helsinki
of 1975, as revised in 2008. Protocol-
approved passive consent was obtained from
all study participants before study initiation.
During the project, all changes to study design
and procedures continued to be appropriately
filed with the IRB.
s://doi.org/10.1016/j.mayocpiqo.2018.08.001 325
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Survey Development
A survey was developed by the LHSNet weight
cohort work group,30 based on previously
developed questions/scales of patient beliefs,
behaviors, and experiences.18,32-39 The 5
overarching components of the survey were
(1) patient’s health care experience18,32,33,37;
(2) Brief Stigmatizing Situation Inventory34;
(3) patients’ health care experience; (4) self-
esteem38; and (5) patient sociodemographic
characteristics.35,36,39

The survey was purposefully developed to
be brief and low-burden for participants to
complete. It was anonymous (did not include
patient identifiers), and all surveys were deliv-
ered and returned via US Postal Service. It was
essential to design the survey in such a way
that would maximize participation and trust
from the first, and only, survey mailing.
Pilot Testing
The survey structure and process was tested
by engaging 20 patients with body mass index
(BMI; calculated as the weight in kilograms
divided by the height in meters squared) of
greater than or equal to 25 in cognitive testing.
Of the 20 distributed survey packets, 55%
were returned anonymously over a period of
10 weeks. The average time for completing
the survey was about 11 minutes and 100%
felt the length was “about right.” There were
no consistent concerns/issues reported
regarding the survey questions. This pilot
test study was also deemed to be exempt by
IRB under 45 CFR 46.101, item 2.
Data Collection and Response Rate
The LHSNet CDM consists of 3.6 million pa-
tients with overweight or obesity, of which
2.85 million (78.3%) are adults. For this proj-
ect, 5 of the 6 sites with 2.07 million (72.6%)
eligible adult patients with overweight or
obesity participated. A detailed breakdown of
study participation is found in the Figure.

Each participating site ran a query on its
local data CDM to select patients from this
larger LHSNet weight cohort, who fit the
entry criteria but with an added stratification
factor. For the query to be able to successfully
run, all patients had to be older than 18 years,
had to have existing weight and height (for
which the program calculated a BMI), and
Mayo Clin Proc Inn Qual Out n December 2018
the site had to be approved by the LHSNet
steering committee and Mayo Clinic IRB
(overseeing regulatory body) to participate in
this project. The query randomly selected
4000 patients per site who met the criteria
but with the added stratification of having
1000 patients selected per BMI category (over-
weight [BMI, 25-29.9 kg/m2], obesity class I
[BMI, 30-34.9 kg/m2], obesity class II [BMI,
35-39.9 kg/m2], obesity class III or morbidly
obese [BMI, >40 kg/m2]), totaling 4000 per
site. This helped increase the representation
of BMI category for patients invited into our
study.

Once sites identified the patients who met
entry criteria through their site CDM, they
matched patients with their last known
address. From the 20,000 patients selected to
receive surveys for this study, 19,964 surveys
were mailed during a 4-week period from
October 27, 2017, through November 22,
2017, and data were collected from October
27, 2017, through March 1, 2018. Survey
packets consisted of the survey, a cover letter,
and a return stamped mailed envelope
addressed to Mayo Clinic Survey Research
Center.40 Returned surveys were accepted
through March 1, 2018. The United States
Postal Service returned 313 mailed surveys
as “undeliverable.” Of the remaining 19,652
delivered surveys, 2799 (14.2%) were
returned as completed and an additional
1033 (5.2%) refusal to participate. The Mayo
Clinic Survey Research Center40 received,
collated, and entered the data from all
returned surveys using a dual data entry
system.

Data Analysis
Continuous variables were summarized using
mean � SD and compared across BMI cate-
gories using analysis of variance. Categorical
variables were summarized using frequency
counts and percentages and compared across
BMI categories using the c2 test. To assess
characteristics associated with the respon-
dents’ perceptions of PCP behavior, a multi-
variable analysis was performed using logistic
regression. The 3 multivariate models tested
evaluated the following outcomes: “judged
because of your weight,” “not always treated
with respect,” and “not always treated as an
equal.” The explanatory variables used in our
;2(4):324-335 n https://doi.org/10.1016/j.mayocpiqo.2018.08.001
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FIGURE. Consort diagram for patient data flow. BMI ¼ body mass index.
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3 multivariate models included age, sex, race,
marital status, education, multimorbidity, and
BMI. In all cases, 2-tailed tests were
performed, with P values of less than .05
considered statistically significant. All analyses
were performed using SAS software, version
9.4 (SAS Institute).41

RESULTS
Among the 2799 completed surveys, 419
(15.0%) were excluded from the analysis: 58
Mayo Clin Proc Inn Qual Out n December 2018;2(4):324-335 n http
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(2.1%) had incomplete sociodemographic
data, 211 (7.5%) did not report current height
and/or weight, and 150 (5.4%) reported
height/weight consistent with BMI less than
25 kg/m2. Among 2380 evaluable surveys,
685 (27.0%) were for respondents with over-
weight, 656 (26.4%) obesity class I, 498
(20.0%) obesity class II, and 541 (21.9%)
obesity class III.

As noted in Table 1, being younger, fe-
male, nonwhite, single, and having some
s://doi.org/10.1016/j.mayocpiqo.2018.08.001 327
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TABLE 1. Respondent Characteristics

Characteristic

Body mass index (kg/m2)

P value
25.0-29.9
(N¼685a)

30.0-34.9
(N¼656a)

35.0-39.9
(N¼498a)

�40.0
(N¼541a)

Age (y), mean � SD 62.1�14.9 60.9�13.7 58.8�13.3 54.3�14.1 <.001

Sex, No. (%) <.001
Male 326 (47.6) 299 (45.6) 177 (35.5) 138 (25.5)
Female 359 (52.4) 357 (54.4) 321 (64.5) 403 (74.5)

Race, No. (%) .02
White, non-Hispanic 623 (93.4) 584 (92.9) 439 (90.9) 468 (88.6)
Other 44 (6.6) 45 (7.1) 44 (9.1) 60 (11.4)

Marital status, No. (%) <.001
Married/living as married 511 (75.0) 492 (75.5) 354 (71.5) 327 (61.0)
Other 170 (25.0) 160 (24.5) 141 (28.5) 209 (39.0)

Education, No. (%) <.001
High school graduate or less 134 (19.8) 129 (20.0) 103 (21.1) 122 (23.1)
Some college 217 (32.1) 222 (34.5) 179 (36.7) 234 (44.2)
Four-year college degree or more 325 (48.1) 293 (45.5) 206 (42.2) 173 (32.7)

Barriers to losing weight,b No. (%)
Food cravings that prevent me from losing weight 210 (30.7) 248 (37.8) 236 (47.4) 270 (49.9) <.001
Medical condition that limits ability to do physical activity 121 (17.7) 200 (30.5) 171 (34.3) 255 (47.1) <.001
Cannot afford a gym membership 56 (8.2) 110 (16.8) 116 (23.3) 176 (32.5) <.001
Not enough time to do physical activity 120 (17.5) 118 (18.0) 97 (19.5) 95 (17.6) .82
Not sure which foods to eat to help lose weight 53 (7.7) 104 (15.9) 70 (14.1) 93 (17.2) <.001
Do not have access to a facility to do physical activity 35 (5.1) 58 (8.8) 43 (8.6) 81 (15.0) <.001
Do not have access to healthy food choices 16 (2.3) 22 (3.4) 21 (4.2) 47 (8.7) <.001
Pressure from my family or peers to not lose weight 8 (1.2) 9 (1.4) 8 (1.6) 17 (3.1) .05

aIn all cases, data were missing for <5% of respondents. Because of missing data, the sum of the response categories for a given characteristic may not equal the total number
of respondents.
bRespondents may have indicated multiple barriers.
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college education or less were all associated
with a higher BMI. The most frequent barriers
to weight loss included food cravings (30.7%-
49.9% for overweight to obesity class III,
respectively) and the presence of a medical
condition that limited physical activity
(17.7%-47.1% for overweight to obesity class
III, respectively). The percentage of respon-
dents endorsing a given barrier increased
with higher BMI for all the barriers assessed,
with the exception of “not having enough
time for physical activity.”

Higher BMI was significantly (P<.001)
associated with reported comorbidities
(Table 2), with the exception of heart disease
(P¼.61). Multimorbidity was self-reported in
53.1%, 68.0%, 70.9%, and 77.8% of respon-
dents with overweight, obesity class I, obesity
class II, and obesity class III, respectively
(P<.001). Higher BMI was also associated
with depression (9.1%, 14.0%, 16.0%, and
Mayo Clin Proc Inn Qual Out n December 2018
28.7%, overweight, obesity classes I, II, and
III, respectively; P<.001), as well as being
associated with worse self-reported current
health (P<.001). In addition, percentage of re-
spondents who reported that they avoided
seeking health care in the previous 12 months
for a given weight-related reason was found to
increase with higher BMI (P<.001).

The participants’ experience with their
PCPs is summarized in Table 3. The respon-
dents’ interactions with their PCPs and their
expectations of their PCPs differed across
BMI categories. The percentage of respondents
indicating that they and their PCP discussed
their weight as a health concern increased
with higher BMI (P<.001), ranging from
39.5% (overweight) to 87.2% (obesity class
III). The percentage of respondents who
reported that their PCP currently has a role
in their weight management also increased
with BMI (P<.001), ranging from 17.4%
;2(4):324-335 n https://doi.org/10.1016/j.mayocpiqo.2018.08.001
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TABLE 2. Medical Historya

Characteristic, No. (%)

Body mass index (kg/m2)

P value
25.0-29.9
(N¼685b)

30.0-34.9
(N¼656b)

35.0-39.9
(N¼498b)

�40.0
(N¼541b)

Comorbidities
Arthritis 230 (33.6) 277 (42.2) 212 (42.6) 259 (47.9) <.001
Diabetes mellitus 85 (12.4) 130 (19.8) 119 (23.9) 154 (28.5) <.001
High cholesterol 279 (40.7) 318 (48.5) 242 (48.6) 211 (39.0) <.001
High blood pressure 275 (40.2) 347 (52.9) 297 (59.6) 316 (58.4) <.001
Heart disease 105 (15.3) 108 (16.5) 74 (14.9) 74 (13.7) .60
Obstructive sleep apnea 84 (12.3) 153 (23.3) 160 (32.1) 245 (45.3) <.001
Depression 137 (20.0) 185 (28.2) 170 (34.1) 251 (46.4) <.001
Asthma 66 (9.6) 96 (14.6) 73 (14.7) 137 (25.3) <.001

Multimorbidityc 364 (53.1) 446 (68.0) 353 (70.9) 421 (77.8) <.001

Positive screen for current depression (PHQ-2) 57 (9.1) 83 (14.0) 74 (16.0) 145 (28.7) <.001

How would you describe your current health? <.001
Very good/excellent 343 (50.3) 215 (33.2) 119 (24.0) 71 (13.3)
Good 255 (37.4) 291 (44.9) 243 (49.0) 228 (42.5)
Fair/poor 84 (12.3) 142 (21.9) 134 (27.0) 237 (44.2)

Reasons for delaying health care visit in the previous 12 mo?
Gained weight 21 (3.2) 54 (8.6) 75 (15.5) 113 (21.7) <.001
Were told to lose weight 13 (2.0) 40 (6.4) 44 (9.2) 91 (17.5) <.001
Thought you would be weighed 42 (6.4) 51 (8.1) 64 (13.3) 92 (17.7) <.001
Thought you would discuss your weight with your primary
health care provider

24 (3.7) 45 (7.1) 46 (9.5) 71 (13.6) <.001

Thought you would be asked to undress 18 (2.8) 26 (4.1) 24 (5.0) 45 (8.7) <.001
Thought you could get rid of a medical problem by losing weight 47 (7.2) 113 (18.0) 120 (25.0) 154 (29.6) <.001

aPHQ-2 ¼ Patient Health Questionnaire-2.
bData were missing for <5% of respondents for all characteristics with the exception of the PHQ-2 depression questions, which were missing for 8%.
cMultimorbidity is defined as the presence of 2 or more of the comorbidities listed.
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(overweight) to 29.6% (obesity class III).
Increasing BMI was also associated with a
decreased perception that their PCP has the
knowledge/skills to help manage their weight
(P<.001), ranging from 65.2% (overweight)
to 53.0% (obesity class III). Respondents’
perception that their PCP was able to spend
enough time to give them good weight loss
advice (P<.001) also decreased with
increasing BMI, ranging from 57.9% (over-
weight) to 43.9% (obesity class III). The per-
centage of respondents feeling judged by
their PCP because of their weight increased
with higher BMI (P<.001), ranging from
2.3% (overweight) to 12.1% (obesity class
III). The percentage of respondents who felt
that their PCP treated them with respect also
differed by BMI (P<.001); the percentage of
respondents who reported that they “always”
felt respected by their PCP decreased from
Mayo Clin Proc Inn Qual Out n December 2018;2(4):324-335 n http
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87.7% among those who were overweight to
79.3% among those with obesity class III.

Multivariable analysis (Table 4) demon-
strates that the likelihood of feeling judged
by their PCP decreased with age (odds ratio
[OR], 0.77 [95% CI, 0.67-0.88] per 10 years;
P<.001) and was higher among females (OR,
1.52 [95% CI, 1.02-2.25]; P¼.04), those with
multiple morbidities (OR, 1.73 [95% CI,
1.13-2.66]; P¼.01), and those with higher
BMI (OR, 2.38 [95% CI, 1.22-4.63], 4.62
[95% CI, 2.45-8.74], and 5.26 [95% CI,
2.78-9.96] for obesity classes I, II, and III
compared with overweight; P<.001). The
likelihood of not always feeling as though
they were treated with respect was found to
decrease with increasing age (OR, 0.80 per
10 years [95% CI, 0.73-0.87]; P<.001) and
education level (OR, 0.66 [95% CI, 0.48-
0.91] for those with 4-year college degree
s://doi.org/10.1016/j.mayocpiqo.2018.08.001 329
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TABLE 3. Interactions With Providers and Respondent Perception of Provider Behavior

Question, No. (%)

Body mass index (kg/m2)

P value
25.0-29.9
(N¼685a)

30.0-34.9
(N¼656a)

35.0-39.9
(N¼498a)

�40.0
(N¼541a)

Not including mental health professionals, is there a primary
health care provider that you see most often?

.75

Yes 610 (92.9) 581 (93.9) 443 (94.1) 486 (92.8)
No 47 (7.1) 38 (6.1) 28 (5.9) 38 (7.2)

In the past, have you and your health care provider ever
discussed your weight as a health concern?

<.001

Yes 262 (39.5) 417 (65.4) 373 (76.9) 455 (87.2)
No 402 (60.5) 221 (34.6) 112 (23.1) 67 (12.8)

Do you believe your primary health care provider should
have a role in your weight management?

.01

Yes 497 (76.2) 437 (69.3) 352 (72.7) 391 (74.8)
No 54 (8.3) 45 (7.1) 31 (6.4) 25 (4.8)
Not sure 101 (15.5) 149 (23.6) 101 (20.9) 107 (20.5)

Does your primary health care provider currently have a
role in your weight management?

<.001

Yes 113 (17.4) 138 (21.9) 125 (25.9) 154 (29.6)
No 500 (76.8) 453 (71.9) 321 (66.5) 313 (6.2)
Not sure 38 (5.8) 39 (6.2) 37 (7.7) 53 (10.2)

Do you believe your primary health care provider has the
necessary knowledge and skills to help you manage your weight?

<.001

Yes 426 (65.2) 360 (57.0) 270 (55.8) 278 (53.0)
No 42 (6.4) 56 (8.9) 48 (9.9) 71 (13.6)
Not sure 185 (28.3) 216 (34.2) 166 (34.3) 175 (33.4)

Do you believe your primary health care provider is able
to spend enough time to give you good weight loss advice?

<.001

Yes 377 (57.9) 319 (50.4) 242 (49.9) 229 (43.9)
No 108 (16.6) 141 (22.3) 123 (25.4) 156 (29.9)
Not sure 166 (25.5) 173 (27.3) 120 (24.7) 137 (26.2)

Do you believe you could ask your primary health care
provider for weight loss advice?

<.001

Yes 588 (90.2) 551 (86.9) 403 (83.1) 420 (80.5)
No 29 (4.4) 37 (5.8) 34 (7.0) 50 (9.6)
Not sure 35 (5.4) 46 (7.3) 48 (9.9) 52 (10.0)

In the last 12 mo, did you ever feel that your primary
health care provider judged you because of your weight?

<.001

Yes 15 (2.3) 30 (4.7) 47 (9.7) 63 (12.1)
No 621 (95.1) 569 (89.9) 403 (83.3) 411 (78.7)
Not sure 17 (2.6) 34 (5.4) 34 (7.0) 48 (9.2)

In the last 12 mo, how often did you feel that your primary
health care provider treated you with respect?

<.001

Never/rarely 11 (1.7) 6 (1.0) 1 (0.2) 9 (1.7)
Sometimes 6 (0.9) 20 (3.1) 15 (3.1) 31 (5.9)
Often 63 (9.7) 68 (10.7) 58 (12.1) 68 (13.0)
Always 571 (87.7) 540 (85.2) 407 (84.6) 414 (79.3)

Continued on next page
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TABLE 3. Continued

Question, No. (%)

Body mass index (kg/m2)

P value
25.0-29.9
(N¼685a)

30.0-34.9
(N¼656a)

35.0-39.9
(N¼498a)

�40.0
(N¼541a)

In the last 12 mo, how often did your primary health care
provider treat you as an equal?

.06

Never/rarely 19 (2.9) 23 (3.7) 18 (3.8) 27 (5.2)
Sometimes 26 (4.0) 32 (5.1) 30 (6.3) 37 (7.1)
Often 106 (16.4) 106 (16.8) 80 (16.7) 105 (20.3)
Always 496 (76.7) 469 (74.4) 350 (73.2) 349 (67.4)

aBecause of missing data, the sum of the response categories for a given characteristic may not equal the total number of respondents.
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or more compared with those with a high
school education or less; P¼.01).
DISCUSSION
In a survey of nearly 2500 patients with over-
weight or obesity, we found that although
most patients reported generally positive
experiences of clinical weight management,
perceptions of their experiences and expecta-
tions were markedly different depending on
their BMI. Although most patients did not
feel judged by their PCP and felt respected
by their PCP, those with a higher BMI were
less likely to report feeling respected and
more likely to feel judged by their PCP.
Although expectations that PCPs would help
patients lose weight and had the knowledge
and skills for this task were generally high,
they decreased with higher BMI. These beliefs
may contribute to the self-reported barriers to
weight loss and delays in seeking health care.

Practice guidelines for the management of
adults with overweight or obesity that call for
PCPs to identify, counsel, and offer treatment
(ie, ask, advise, treat) have been well estab-
lished.9 Although our survey responders
expressed a belief that their PCP should have a
role in their weight management, they also indi-
cated that their PCP may not necessarily have
the skills to help them. This is consistent with
evidence that PCPs also do not feel that they
have the skills to treat obesity.11 In our study,
patients with a higher BMI (>40 kg/m2) felt
that they were less respected and increasingly
judged compared with their counterparts with
a lower BMI (25-39 kg/m2). Both “lack of
respect” and “increased judgment” have been
Mayo Clin Proc Inn Qual Out n December 2018;2(4):324-335 n http
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previously linked to delaying/avoiding seeking
medical advice.11,16,42,43 Results of our study
predominantly identified as white race were
similar to those described in a study15 with a
large African American patient population.
The similar experiences expressed by these soci-
odemographically different patient populations
point to a critical need to raise awareness of pa-
tient experiences and develop clinical practice
strategies for effectively engaging patients with
overweight or obesity in empathetic and
respectful ways.

A previous survey, conducted by our
study team at a single primary care clinic,
found that as the BMI increased, patients
did not wish to receive any weight loss mes-
sages from their PCPs and if they received
any such messages, they felt less motivated
to act.14 In this current study, responders
with a higher BMI indicated delaying their
health care visit because they “did not want
to receive weight loss advice from their
PCP.” The tone and delivery of the message
is just as important as the message itself. On
the basis of the current study, if the patient
perceives the content of the message delivered
to be disrespectful or judgmental, it can have
a negative impact on patients’ perceptions
and follow-through.10 As demonstrated by
our results, this negative impact could be
the result of feeling that their PCP lacked
the necessary skills to help them with their
weight management or behaved in a disre-
spectful or judgmental manner. These exact
reasons for delaying/canceling health care
appointments have been self-reported by
patients in previous studies.16,42,43 A recent
survey has shown that 55% of health care
s://doi.org/10.1016/j.mayocpiqo.2018.08.001 331
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TABLE 4. Multivariable Analysis of Characteristics Associated With Respondent’s Perception of Provider Behaviora

Characteristic

Judged because of your weight Not always treated with respect
Not always treated as an

equal

OR 95% CI P value OR 95% CI P value OR 95% CI P value

Age, per 10 y 0.77 0.67-0.88 <.001 0.80 0.73-0.87 <.001 0.88 0.82-0.95 <.001

Sex .04 .82 .40
Male 1.00 Reference 1.00 Reference 1.00 Reference
Female 1.52 1.02-2.25 1.03 0.80-1.33 1.09 0.89-1.34

Race .10 .30 .12
White, non-Hispanic 1.00 Reference 1.00 Reference 1.00 Reference
Other 1.55 0.91-2.62 0.23 0.83-1.82 0.75 0.52-1.08

Marital status .61 .38 .28
Married/living as married 1.00 Reference 1.00 Reference 1.00 Reference
Other 0.91 0.62-1.33 1.12 0.87-1.46 1.13 0.91-1.40

Education .19 .01 .87
High school graduate or less 1.00 Reference 1.00 Reference 1.00 Reference
Some college 0.95 0.58-1.55 0.99 0.72-1.35 1.05 0.81-1.37
Four-year college degree or more 1.33 0.83-2.14 0.66 0.48-0.91 0.99 0.76-1.29

Multimorbidity .01 .91 .05
No 1.00 Reference 1.00 Reference 1.00 Reference
Yes 1.73 1.13-2.66 0.98 0.75-1.30 1.26 1.00-1.58

Body mass index (kg/m2) <.001 .10 .12
25.0-29.9 1.00 Reference 1.00 Reference 1.00 Reference
30.0-34.9 2.38 1.22-4.63 1.24 0.89-1.74 1.06 0.81-1.38
35.0-39.9 4.62 2.45-8.74 1.10 0.76-1.57 1.05 0.79-1.40
�40.0 5.26 2.78-9.96 1.51 1.07-2.14 1.37 1.03-1.82

aEach of the questions listed in Table 4 was analyzed using logistic regression. For the question assessing whether the respondent felt judged because of their weight those
who responded “Not sure” were excluded from the analysis. For the questions assessing whether respondents felt they were treated with respect and treated as an equal,
response categories were combined so that the dependent variable was “Always” vs “Not always.”
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professionals did not feel adequately trained
to care for patients with obesity and although
physicians had a higher level of knowledge,
compared with nurses, they also exhibited
more negative attitudes toward patients with
obesity; in contrast, nurses had more diffi-
culties engaging patients in conversations
about weight.11 In this study, physicians
also admitted that their increased workload
made taking care of patients with overweight
and obesity difficult and questioned whether
weight management should be a team objec-
tive.11 This is consistent with calls to shift
weight management counseling away from
PCPs to individuals with adequate training.23

This has been confirmed by a series of focus
groups44 where it was found that patients
were interested in specific and tailored
guidance and instructions around weight
management. Within these focus groups, the
Mayo Clin Proc Inn Qual Out n December 2018
top 3 strategies identified as having the
most impact included referrals to a dietitian,
medications, and exercise.44

Despite high interest by patients in
receiving weight management resources from
their PCP,15 many PCPs do not broach the
subject with their patients45-47 and less than
a third of respondents in our survey indicated
that their PCP had a role in their weight man-
agement. Primary care practitioners may see
weight management as outside of their exper-
tise, and patients may be seeking weight
management support from other health care
providers (eg, specialists and dietitians) or
from commercial sources. The importance of
addressing weight loss is evident in the
improvement in chronic disease risk factors
with sustained weight loss of 5% to 10%.48

The positive role of the PCP messaging
was reinforced in a study comparing 2
;2(4):324-335 n https://doi.org/10.1016/j.mayocpiqo.2018.08.001
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interventions (Web-based and in-person
coaching programs) to a control group and
found that the 2 intervention groups, both
including PCP participation, have twice the
weight loss as the control (38.2%, 41.4% vs
18.8%) at the end of 24 months. However,
this study did not consider the confounding
role of the PCP in both intervention groups.49

Although patients indicate that one of the
biggest contributions a PCP can make in help-
ing them reduce their weight is to simply ask
them about their interest in losing weight,15

many PCPs may be under the impression
that asking about weight negatively affects
their patient-provider rapport. Although this
is a possibility, asking about interest in discus-
sing weight is what patients want. Not
engaging in such a discussion may give the
impression of lack of knowledge and interest.
If this is an unmet expectation for patients, it
may lead to patients’ decision to delay further
contact with their PCP. In our study, we found
that 4 of the 8 (50%) barriers named by our
responders could be overcome with education
by the PCP or PCP office staff (ie, “food crav-
ings,” “not sure which foods to eat,” “access to
healthy food choices,” “access to physical
activity facility”). This was corroborated by a
recent systematic review of 13 weight loss
interventions whereby it was demonstrated
that patient education about weight loss is
possible.50

Our study has several strengths and limita-
tions. One of the strengths is the generaliz-
ability by the inclusion of 5 diverse sites
throughout 11 states.30 An additional strength
was our effort to establish patients’ trust and
reduce barriers to survey participation by
anonymizing the surveys. But there were
several downsides to this action: (1) the par-
ticipants’ data could not be linked to any
health data/experience on record; (2) there
could only be 1 mailing; and (3) we could
not trace reasons for nonresponse. Although
the 14.2% response rate may have resulted
in a study sample not being representative of
the general population of patients with over-
weight and obesity receiving health care at
study sites, it should be noted that response
rates of mailed surveys have been steadily
declining in recent years.51-56 In addition,
our surveys had a one-time mailing during
the US holiday season with a generic cover
Mayo Clin Proc Inn Qual Out n December 2018;2(4):324-335 n http
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letter (data collection for this survey occurred
from October 27, 2017, through March 1,
2018). It should be noted that the return
rate of 14.2% is comparable to that in another
study using this database that had a rare dis-
ease focus and had a similar approach to
data collection. For that data collection, the
return rate was 18%. We are also limited in
the knowledge of reasons for nonparticipation
between those returning surveys and those
who actively opted out by returning refusals,
and we have no information on those who
did not respond to our survey. A final limita-
tion is that although we surveyed patients
from 5 diverse institutions, our respondents
were predominantly non-Hispanic white
(93%). Despite the uniformity of the race
and ethnicity of our population, the self-
reported experiences and attitudes toward
their PCP are similar to those identified by
study samples of differing race/ethnicity.15
CONCLUSION
Although many patients with overweight and
obesity report comfort and a desire to discuss
weight management with their PCP, barriers
still exist to patients receiving obesity
screening and care that meet clinical recom-
mendations and patients’ needs. These barriers
are higher among individuals with higher BMI;
among individuals with BMIs of greater than
or equal to 40, several barriers to seeking
health care exist, and delay of health care
due to concerns about weight are common.
Patients and providers would benefit from
additional education and resources to create
positive health care experiences in which all
patients are able to receive evidence-based
care and resources and referrals to strategies
known to be supportive of individuals with
obesity.
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